
 

 

 

 

Sexual and Reproductive Health and Rights Conference Aotearoa New Zealand 2016 Draft Programme 

Te Papa Tongarewa, Te Whanganui-a-Tara Wellington 

10-12 November 2016 

Rāpare Thursday Programme 

 

8:00-9:30am Registration and morning tea, Oceania 

 

9:30-10:00am Mihi Whakatau, Soundings theatre 

 

10:00-10:10am Opening speech, Soundings theatre 

 

Jackie Edmond, Chief Executive, Family Planning New Zealand 

 

10:10-11:00am Keynote Speaker, Soundings theatre 

 

Moana Jackson, Ngāti Kahungunu and Ngāti Porou 

 

11:00-11:50am Keynote Speaker, Soundings theatre 

 

Misogyny and Women’s Health 

 

Dr David Grimes, Clinical Professor in the Department of Obstetrics and Gynaecology, University of North Carolina School of 

Medicine 

 

11:50-12:20pm Plenary Session, Soundings theatre 

 

Providing long-acting reversible contraceptives (LARCs) to adolescents: what do adolescents want? 

 

Rebecca Duncan, University of Otago  
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12:20-1:20pm Lunch, posters and exhibition viewing, Oceania 

 

1:20-1:50pm 

 

Plenary Session, Soundings theatre 

 

Fantastic news, New Zealand – a world leader in HPV vaccination 

 

Dr Min Lo, Chair of the Professional Advisory Board for the NZ HPV Project 

Bernadette Heaphy, Advisor, Immunisation Community Health Service Commissioning, Ministry of Health 

  

1:55-3:35pm Break-out sessions 

 

Abortion and telemedicine 

Icon 

Health promotion 

Angus 

Reproductive health  

Oceania 

Sexual health 

Soundings theatre 

1:55-2:25pm 

 

Abortion and Telemedicine 

 

Dr Simon Snook, Abortion 

provider Wairarapa and Tairawhiti 

District Health Board and Director 

ISTAR Ltd 

1:55-2:25pm 

 

Rainbow Collective 

 

Peter Williams, Village Collective  

 

1:55-2:25pm 

 

Māori sexual and reproductive 

health and rights: Understanding 

the cultural mores that underscore 

reproductive decision making 

 

Dr Jade Le Grice, University of 

Otago, Wellington  

1:55-2:25pm 

 

Surveillance of HIV and AIDS in 

New Zealand 

 

Dr Sue McAllister, AIDS 

Epidemiology Group, University of 

Otago  

2:30-3:00pm 

 

Patient access to the Termination 

of Pregnancy Service in Southern 

District Health Board via an 0800 

Number 

 

Dr Jackie Hughes and Dr Tree 

Cocks, Dunedin Hospital 

2:30-3:00pm 

 

Reasons for seeking an STI test: a 

qualitative study among university 

students 

 

Hayley Denison, Victoria University 

of Wellington  

2:30-3:00pm 

 

Demographic and regional 

differences in uptake of long-acting 

reversible contraception following 

abortion 

 

Dr Sally Rose, University of Otago, 

Wellington  

2:30-3:00pm 

 

“You have to give people good 

experiences”: New Zealand 

research into trans communities 

experiences of sexual and 

reproductive services and 

education 

 

Louise Pearman, Family Planning 
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3:05-3:35pm 

 

Early Medical Abortion  in a 

community setting 

 

Dr Christine Roke, Dr Anna 

Whitehead  and Jan Gilby, Family 

Planning  

  

3:05-3:35pm 

 

Māori dimensions of sexuality: 

Enhancing sexual and reproductive 

health promotion for Rangatahi 

(workshop) 

 

Dr Jillian Tipene, Te Whāriki 

Takapou 

3:05-3:35pm 

 

Standing Orders rather than bricks 

and mortar... 

 

Dr Alison Bennett, Hawkes Bay 

District Health Board and Health 

Hawkes Bay (PHO) 

3:05-3:35pm 

 

Ending HIV in New Zealand by 

2025 

 

Joe Rich, New Zealand AIDS 

Foundation 

 

 

3:35-4:00pm 

 

Afternoon tea and exhibition viewing, Oceania 

 

4:00-4:30pm Plenary Session, Soundings theatre 

 

Transgender health care – what is the New Zealand standard?  

 

Dr Jeannie Oliphant, Centre for Youth Health, Counties Manukau and Auckland Sexual Health Service  

 

4:30-5:00pm Plenary Session, Soundings theatre 

 

WATCH ME KAPOW!  A performing-arts based programme 

 

‘Aisea Latu, Village Collective 

 

5:00-6:00pm Day’s End Drinks, Oceania 

 

 



 

Rāpare Thursday Abstracts 

Moana Jackson (keynote)  

Ngāti Kahungunu and Ngāti Porou 

 

Moana Jackson is a New Zealand Māori lawyer specialising in Treaty of Waitangi 

and constitutional issues. Moana Jackson is of Ngāti Kahungunu and Ngāti Porou descent. 

 

He is presently Director of Nga Kaiwhakamarama I Nga Ture (the Māori Legal Service) which he co-

founded in 1987, and he teaches in the Māori Law and Philosophy degree programme at Te Wānanga o 

Raukawa. 

 

He has worked extensively overseas on international indigenous issues, particularly the drafting of the 

United Nations Declaration on the Rights of Indigenous Peoples. He was a judge on the International 

Tribunal of Indigenous Rights in Hawaii in 1993 and again in Canada in 1995 and has also sat in a 

number of other countries. 

 

Dr David Grimes (keynote) 

Clinical Professor in the Department of Obstetrics and Gynaecology, University of North 

Carolina School of Medicine 

 

Dr David Grimes, MD, FACOG, FACPM is one of very few United States physicians who is 

board-certified in both obstetrics and gynaecology, as well as preventive medicine. 

 

His research interests have focused on fertility regulation, technology assessment, sexually transmitted 

diseases, and clinical epidemiology. Dr Grimes is also an advocate for abortion rights in the United States. 

 

He currently serves as a Clinical Professor in the Department of Obstetrics and Gynaecology at the 

University of North Carolina School of Medicine. In early June this year, Dr Grimes was awarded the 

William K. Rashbaum, MD award for lifetime achievement from Physicians for Reproductive Health. 

 

He is the co-author of the recently published, “Every Third Woman in America: How legal abortion 

transformed our nation”.  

 

Misogyny and Women’s Health 

The world’s oldest prejudice, misogyny, hurts women in many ways.  The spectrum of misogyny ranges 

from harassment and intimidation to femicide, e.g., “honour killings.”  The medical consequences of 

misogyny include domestic violence, female genital mutilation, and rape.  Misogyny hurts and kills 

women in two ways: directly through violence and indirectly through apathy.  The latter may be more 

deadly on a global scale. 
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Rebecca Duncan (plenary) 

University of Otago 

 

Co-authors: Lynley Anderson, Helen Paterson and Neil Pickering 

 

Providing long-acting reversible contraceptives (LARCs) to adolescents: what do 

adolescents want? 

There is very little knowledge about the views of young women toward Long Acting Reversible 

Contraceptives (LARCs). Specifically, we lack information about the level of health literacy within this 

group about these methods and how to access them.  

 

This qualitative research study of New Zealand adolescents recruited from high schools seeks to fill this 

gap. Four focus groups of 8 – 10 adolescent (14 to 18 year old) girls explored their knowledge about 

contraceptive use and access at a broad level. Furthermore, these adolescents were asked to consider 

LARC use and the option of universal routine contraceptive counselling that includes the offer of a 

LARC. The focus groups were designed to be conducted in varied populations to include adolescents 

from different geographical and socioeconomic backgrounds. The data collected will be transcribed and 

analysed using a general inductive approach to identify common themes and ideas.  

 

Findings presented include a discussion of knowledge and barriers to accessing contraceptives, and 

young women’s views on increasing the provision of, and access to, LARCs. These findings will advance 

the discussion on, and inform our thinking about, the provision of LARC to this target population. 

 

 

Dr Min Lo (plenary) 

Chair of the Professional Advisory Board for the NZ HPV Project 

 

Bernadette Heaphy  

Advisor, Immunisation Community Health Service Commissioning, 

Ministry of Health 

 

Co-author: Rayoni Keith 

 

Fantastic news, New Zealand – a world leader in HPV vaccination 

Rationale: HPV related cancer in women is well understood. HPV disease in males also causes a range of 

HPV disease and HPV related cancers in men are increasing.  

 

Objectives: To progress primary prevention of HPV related cancers by expanding the current HPV 

Vaccine programme to both boys and girls through the school-based programme and primary care.  

 

Method: The emerging epidemic of HPV related head and neck cancers, predominantly in heterosexual 

men and the significant burden of HPV related anal cancers in MSM as well as genital warts in all males 

necessitated proactive advocacy to make the HPV vaccine available universally to both boys and girls. 

Collaboration across the health sector and the development of the 9 Valent Vaccine has enabled 

Pharmac to propose expanding eligibility for the HPV Vaccine. 
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Results: In June 2016 Pharmac announced a proposal to expand funding for the HPV vaccine. From 

January 2017 Gardasil will be replaced by the 9 Valent Gardasil 9, males and females aged 14 years and 

under will be funded for a two dose schedule, and males and females aged 15 to 26 years will receive 

the three dose schedule.  

 

Conclusion: New Zealand will have the world leading HPV vaccination programme with the widest 

range of ages funded. There is opportunity to ensure that we get the implementation right to maximise 

uptake, the key to the success of any public health programme. School-based programmes with 

assistance from primary care are shown as the most cost effective and successful. 

 

 

Dr Simon Snook (abortion stream)  

Abortion Provider Wairarapa, Tairawhiti and Palmerston North 

 

Abortion and Telemedicine 

The use of telehealth is increasing. At best it improves access and timeliness in care, at 

worst it threatens to compromise the quality of consultation and test the legal and ethical 

boundaries of health delivery. This presentation will review use of telehealth for abortion worldwide and 

look at potential applications in New Zealand. 

 

 

Dr Jackie Hughes (abortion stream) 

Dunedin Hospital 

 

Dr Tree Cocks (abortion stream) 

Dunedin Hospital 
 

 

Patient access to the Termination of Pregnancy Service in Southern District Health Board via an 

0800 Number 

 

The Southern District Health Board (SDHB) services Southland and Otago, thus serving a large 

geographic area. Significant barriers to women accessing the Termination of Pregnancy Service and 

disparities in access across the SDHB were identified, and consequently some terminations were carried 

out at later gestations than necessary. 

 

Informal review identified that some women were unable to access a Medical Practitioner willing to 

promptly refer into the Termination Service. Other identified barriers to referral included geographically 

limited access, time constraints on women and women’s reluctance to attend local doctors due to 

perceived stigma around abortion.  

 

With the aim of overcoming these barriers in September 2015 the Freephone telephone line 0800 

TOPSDHB was set up for patients to directly access the Termination Service in SDHB. Processes for 
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requesting ultrasound, laboratory tests and counselling in different centres across the SDHB were 

implemented. 

 

The 0800 number has been available on Abortion.org.nz. Currently approximately 8% of the women 

presenting to the Termination Clinic have come via the 0800 service. Feedback from these women has 

confirmed that direct access has been convenient and enabled them to access the service when there 

were problems with getting a referral. 

 

We plan to carry out a formal audit to identify if introduction of this service has reduced the average 

gestation at which TOPs are performed with consequent reduction in complication risk and a qualitative 

survey of satisfaction with access to the service. 

 

 

Dr Christine Roke (abortion stream)   

Family Planning  

 

Dr Anna Whitehead (abortion stream)   

Family Planning 

 

Jan Gilby (abortion stream)   

Family Planning 

 

 

Early Medical Abortion (EMA) in Community Setting 

 

Family Planning Tauranga has been providing an Early Medical Abortion (EMA) Service since 22nd April 

2013. We report on the first 500 EMA before April 2016. 

 

Initially a two day service was provided with mifepristone being given on a Monday and misoprostol on 

a Wednesday (or Wednesday and Friday on Public Holidays) 

 

On 9th February 2015 a same day service was introduced as an option for women who were 49 days 

gestation or less. This service was extended on 15th June 2015 to women who were 50 days gestation 

or less and on 9th November 2015 to women who were 54 days gestation or less. 

 

This presentation reports on the outcomes of the EMA (whether the EMA was complete or whether 

women followed a different pathway) and compares the (approx. 380)women who had a 2 day 

procedure with (approx. 120 ) women who had a same day procedure 
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Peter Williams (health promotion stream) 

Village Collective  

 

Rainbow Collective 

From 2013, the Village Collective has seen a positive growth amongst Rainbow Pasifika 

youth that we have engaged with. Increased confidence as a result of participating in programmes that 

have been purposely developed to meet their needs is one element of success within this work. 

Rainbow Collective as a workstream developed to engage Pasefika Rainbow young people is strengths-

based and supports participants across three key areas: 

 

1. Building self-confidence, 

 

2. Creating opportunities to build meaningful relationships, 

 

3. Linking the young people to other agencies and their services. 

 

This presentation will highlight the damaging effects of social exclusion on the health and well-being of 

Pasefika Rainbow young people, but more importantly highlight the many benefits of being socially 

inclusive. 

 

As a Pacific organisation, Village Collective is focused on answering the following question; how do we 

raise a generation of young Pacific people who are confident and make good life decisions. For many 

Pasefika Rainbow young people, trust remains a challenge and is often the result of negative 

experiences. Village Collective has captured the voices of our Pasifika Rainbow young people and will 

share how this has been used to shape our work and support Rainbow Pasefika young people to make 

healthy decisions. 

 

Hayley Denison (health promotion stream) 

Victoria University of Wellington 

 

Co-authors: Denison HJ, Bromhead C, Grainger R, Dennison EM, Jutel A 

 

Reasons for seeking an STI test: a qualitative study among university students 

Rationale: Untreated STIs lead to serious health complications, increase susceptibility to contracting 

further STIs, and can be transmitted to new individuals. Early diagnosis and treatment is therefore 

central to comprehensive STI management and prevention. This requires that individuals actively seek 

testing from a healthcare provider, even in the absence of symptoms. 

 

Objectives: This study aimed to elucidate the reasons young people seek STI testing and the factors that 

motivate test-seeking behaviour, to help design interventions and develop services that encourage and 

facilitate STI testing. 
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Methods: University students who had recently had an STI test were approached to take part in a one-

on-one semi-structured interview. The twenty-four interviews were recorded and transcribed verbatim. 

Coding and analysis was carried out by means of a constant comparative method using NVivo software. 

 

Results: Five drivers for STI testing were identified. These were: crisis, partners, clinicians, routines, and 

previous knowledge. The first four drivers were pathways towards care and appeared to be subject to 

gender differences. The final driver, previous knowledge, strongly influenced participants to have 

regular testing. Many commented that their school sex education had been patchy and designed to 

scare rather than inform, and that subsequent education had swayed them towards testing. 

 

Conclusions: This data highlights important drivers for STI testing, which have implications for the 

design of public health campaigns. It also underlines that school-based education could provide 

stronger foundations with regards to STI prevention by providing more information about STIs and 

encouraging regular testing. 

 

 

Dr Jillian Tipene (health promotion stream) 

Te Whāriki Takapou 

 

Māori dimensions of sexuality: Enhancing sexual and reproductive health 

promotion for Rangatahi (workshop) 

There is a widely-held assumption that English language sexual health promotion and education 

material, or material that has been translated into Māori, can be appropriate for Māori. Anecdotally, 

organisations and services have identified a priority need for sexual health promotion and education 

material for Māori, particularly rangatahi, that is sourced from traditional Māori knowledges and 

worldviews.  

 

Te Aitanga a Tiki: Māori Dimensions of Sexuality is a collaborative project involving Te Whāriki Takapou, 

Māori immersion schools, Māori youth initiatives, marae, and sexual health promoters. The project aims 

to address the need for relevant, aspirational material pertaining to sexuality and sexual health that is 

underpinned by Māori values and worldviews by developing a digital repository of Māori conceptions 

and expressions of sexuality and sexual health. Drawing from pūrākau, mōteatea, karakia, traditional 

narratives and the like, the repository will provide rich source material for sexual and reproductive 

health promotion and education resources that resonate for rangatahi Māori and their whānau.  

 

Building a solid evidence base of the scope of need for sexuality material and resources sourced from or 

informed by mātauranga Māori is foundational to developing a repository of material that can meet the 

need in our communities. This interactive workshop invites all sexual and reproductive health promoters 

and educators who work with Māori to share experiences and expertise in relation to the kinds of 

material that are currently missing from their pool of resources, and which are needed to enhance the 

relevance and effectiveness of their programmes. 
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Dr Jade Le Grice (reproductive health stream)  

The University of Auckland 

 

Māori sexual and reproductive health and rights: Understanding the cultural mores 

that underscore reproductive decision making 

Reproduction is a highly revered process within the knowledge of traditional Māori (indigenous people 

of New Zealand), informing contemporary Māori mores that value childrearing. In this presentation, I 

describe how such traditional understandings have been carried through into contemporary lives, 

resisting western colonising pressure and influence.  

 

Drawing on a Kaupapa Māori interview study about reproduction with 15 men, 16 women and 12 key 

informants, I discuss how culturally situated, and integrative meanings underpin reproductive decisions. 

These concepts pertain to nurturing and resilience through connection among relations 

(whānaungatanga), revering the idea of bringing past ancestors into the present and protecting the 

trajectories of future children (whakapapa), and respecting the influence of spirituality that 

interconnects us with our relations and the natural environment (wairua). Granted the right to equity of 

values with Pakeha in te Tiriti o Waitangi, Māori cultural mores that underpin reproductive decision 

making need to be common knowledge within the sexual and reproductive health sector. 

 

 

Dr Sally Rose (reproductive health stream) 

University of Otago 

 

Co-author: Sue Garrett 

 

Demographic and regional differences in uptake of long-acting reversible contraception 

following abortion 

Rationale: There has been growing international recognition of the need to promote and encourage use 

of long-acting reversible contraception (LARC) by young and adolescent women to reduce rates of 

unintended pregnancy and its consequences. Ensuring women have barrier-free access to the most 

effective contraceptive methods at the time of an abortion is an important public health measure to 

prevent subsequent unintended pregnancy.  

 

Objectives: To describe post-abortion initiation of LARC methods in New Zealand for the period 2007-

2013 and to determine whether there are regional differences in LARC access. 

 

Methods: This retrospective observational study involved analysis of New Zealand abortion clinic data 

obtained from Statistics New Zealand for the period 2007-2013. Proportions of women receiving 

intrauterine (Copper Multiload IUD and Mirena LNG-IUS) and implantable contraception immediately 

post-abortion were described in relation to demographic characteristics (age, ethnicity and pregnancy 

history) and region of residence. 
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Results: Post-abortion LARC uptake increased significantly over the period studied for all demographic 

groups. Intrauterine methods were prescribed two and a half times more frequently than Jadelle 

implants in 2013. Demographic and regional differences in LARC uptake will be described together with 

possible explanations for these findings. 

 

Conclusions: Post-abortion LARC use has been steadily increasing in New Zealand since 2007 but 

remains lower for some groups than others. While women must be free to choose the method that best 

suits their needs, abortion service providers should ensure they offer access to the most effective 

methods of contraception. 

 

 

Dr Alison Bennett (reproductive health stream) 

Hawkes Bay DHB and Health Hawkes Bay (PHO) 

 

Standing Orders rather than bricks and mortar... 

The Hawkes Bay Standing orders programme began in 2008 to address high regional rates of 

pregnancy, pregnancy termination and sexually transmitted infections among teens. 

 

The purpose of the standing orders programme is to improve access for clients to contraceptive and 

sexual health services by setting out criteria under which approved nurses are able to supply specific 

medications without first consulting a medical practitioner. 

 

Family Planning New Zealand was instrumental in providing the initial framework, curriculum and 

template for Hawkes Bay Standing Orders. They continue to provide support for training and on-going 

clinical support. Funding for the programme is provided by HBDHB. 

 

The training of Hawkes Bay nurses began with a 3-day Delegated Level course repeated 3 times in 2009, 

and once or twice every year since. 170 nurses have completed this training. 

 

Delegated Level standing orders are for continuation of COC, POP and Depo provera as well as ECP 

within 72 hours of UPSI and Azithromycin for asymptomatic Chlamydia. Advanced Level standing orders 

include initiation of COC, POP and Depo Provera.  

 

Standing Orders are a very valuable and useful tool but must be administered with care and attention 

to detail in order to protect the patient’s safety as well as the nurse’s. The limitations of the scope of 

practice and the scope of the Standing Orders must not be exceeded. 

 

Many Registered Nurses now work under standing orders to provide contraception and treatment for 

asymptomatic chlamydia in school, primary care and other community settings and this has become an 

important component of the integrated sexual health service in Hawkes Bay. 
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Dr Sue McAllister (sexual health stream)  

AIDS Epidemiology Group, Department of Preventive and Social Medicine, University of 

Otago, Dunedin 

 

Co-authors: Associate Professor Patricia Priest, Bible Lee, Associate Professor 

Nigel Dickson  

 

Surveillance of HIV and AIDS in New Zealand 

The AIDS Epidemiology Group at the University of Otago has, since 1989, undertaken the surveillance of 

HIV and AIDS in New Zealand. In 2015, 224 people were reported with HIV, up from 217 in 2014. Men 

who have sex with men (MSM) continue to be the largest group affected. In 2015, 153 (68%) of all those 

reported were MSM, of whom 89 (58%) were thought to have been infected in New Zealand. As well as 

the total number of MSM in 2015 being higher than in previous years, the number with a high CD4 

count, indicative of a relatively recent infection, was higher in 2014 and 2015 compared with earlier 

years. This suggests a true increase in incidence in recent years.  

 

The number of HIV diagnoses among men and women heterosexually infected have remained relatively 

stable over the past decade and is much smaller (19% of cases reported in 2015) than the number of 

MSM. There is now similar numbers of heterosexual people infected in New Zealand as well as overseas. 

The proportion of those heterosexually infected with a low CD4 count (50%), which is considered a late 

diagnosis, was higher than for MSM (38%), indicating more delayed diagnosis. It is important that HIV is 

considered a possibility in people with compatible clinical features even if they have not been at risk 

overseas.  

 

HIV prevention efforts need to continue to focus on MSM in New Zealand, and should include 

promotion of condom use, regular testing especially among those more at risk, and testing for other 

STIs, which increase the risk of acquisition and transmission of HIV.  

 

 

Louise Pearman (sexual health stream)  

Family Planning 

 

“You have to give people good experiences”: New Zealand research into trans 

communities experiences of sexual and reproductive services and education 

In the last 10 years there has been more visibility of the lives of trans people and 

gender minorities and an increase in advocacy of the specific needs of trans and gender diverse 

populations. Despite this increase in conversations and awareness, the trans and gender diverse 

population still face a number of health disparities, are impacted by minority stress and have to manage 

social stigma. The Youth ‘12 report stated that 40% of trans youth reported they were not able to access 

health care when they needed it and were also at increased risk of bullying, depression and suicide 

attempts compared to non-transgender young people. International research states that the trans and 

gender diverse population is at higher risk of HIV and STI transmission.  
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In 2015 Family Planning interviewed 20 people of varying gender identities about their experiences of 

sexual health clinics and sexuality education. The aim of this research was to understand the 

experiences of trans and gender diverse people in relation to their sexual and reproductive health and 

education. This research, alongside international best practice, is currently being used to inform Family 

Planning’s practise in both clinical settings and in health promotion.  

 

This paper will give an overview of the research findings and discuss how Family Planning is moving to 

address the effects of minority stress on the trans and gender diverse population in relation to sexual 

and reproductive health. 

 

Joe Rich (sexual health stream) 

New Zealand AIDS Foundation 

 

Ending HIV in New Zealand by 2025 

Rationale: Gay and bisexual men (GBM) continue to be over-represented in HIV diagnoses in New 

Zealand and infections appear to be on the rise among this group. New evidence demonstrates that 

treatment-based prevention can complement existing condom promotion efforts to drive down new 

HIV infections.  

 

Objectives: The New Zealand AIDS Foundation (NZAF) has developed a comprehensive strategy 

incorporating condoms, pre-exposure prophylaxis (PrEP), scaled-up testing and early treatment to 

achieve an 80% reduction in HIV transmissions among GBM by 2025.  

 

Methods: A new social marketing campaign has been developed that builds upon the success of NZAF’s 

Love Your Condom campaign; it aims to achieve a net increase in preventative behaviour by 

empowering GBM with information, inspiring them to join a social movement that celebrates ending 

HIV, and advocating for supportive policy. Integrated implementation will include advertising, digital 

and social media, community event activations, workshops, educational resources and close 

partnerships with clinical services. 

 

Results: Expected outcomes by 2019: 

•Rate of condom use with casual partners among GBM maintained at 80% 

•1000 GBM at highest risk of HIV are using PrEP 

•GBM who have tested for HIV in the last 12 months increases from 42% to 66% 

•95% of those diagnosed with HIV and linked into care are on treatment and 95% of those have an 

undetectable viral load 

 

Conclusions: A virtual elimination of new HIV transmissions by 2025 is achievable if GBM are 

empowered with information to take action, clinical services are effectively engaged and resourced, and 

supportive policy is developed. 
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Dr Jeannie Oliphant (plenary) 

Centre for Youth Health, Counties Manukau and Auckland Sexual Health Service 

 

Co-author: Rachel Johnson 

 

Transgender health care - what is the NZ standard? 

Background: Transgender is an umbrella term used to refer to people whose natal sex 

and gender identity differ. While the true prevalence of people who identify as transgender is unknown, 

data from Youth ’12, indicated that 1.2% of students identified as being transgender and 2.5% of 

students were not sure.  

 

In the last 10 years there has been a rapid increase in the numbers of trans people seeking health 

services in New Zealand  and internationally. Healthcare for transgender people is complex, requiring a 

range of endocrinology, medical, surgical and psychosocial supports via multidisciplinary teams. 

International studies provide evidence that early medical intervention especially during puberty has a 

positive impact on wellbeing outcomes, especially in relation to cosmetic outcomes through pubertal 

suppression.  

 

In 2008 the New Zealand Human Rights report identified major gaps in availability, accessibility, 

acceptability and quality of medical services. Response by the health sector has been slow and Youth 

’12 data indicated that transgender young people have significant barriers to accessing appropriate 

health care at both primary and secondary care levels.  

 

Aim: To present transgender services currently provided by the Centre of Youth Health in order to 

initiate discussion around possible models of care for New Zealand. 

 

Method: Present a case of a young transgender client accessing hormonal transition highlighting 

service delivery. 

 

Conclusion: The health sector urgently needs to develop a consistent nationwide policy mandating the 

treatment pathways that DHB’s provide. This will require funding and work force training in order to 

provide multidisciplinary services that are transparent and equitable around the country. 

 

 

‘Aisea Latu (plenary) 

Village Collective  

 

WATCH ME KAPOW! - A performing-arts based programme 

Village Collective is a Pacific service in Auckland that delivers sexual health 

promotion activities with a focus on Pacific people. Many of the engagements are with young people 

both in the community as well as school settings. 
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Watch Me KAPOW! (WMK) is a performing-arts based programme developed to engage young people 

aged 9 to 10 years old. WMK was developed to complement class room based delivery of sexual health 

modules, but using performing arts to engage students. 

 

With some students, low literacy levels make it difficult to engage sensitive topics such as relationships. 

This programme provides more movement based activities to reinforce key points within the modules. 

WMK is delivered over five modules utilising different performing art mediums at each session 

including drama, dance, spoken word, facial and vocal technique. 

 

Piloted in an Auckland primary school in 2015, this talk will share how this innovative approach was 

received and lessons learnt that can be applied to other school based programmes. Developed by 

'Aisea Latu, this programme utilises his experience in performing arts both in New Zealand and across 

the Pacific.



 

 

Rāmere Friday Programme 

 

 

7:00-8:30am Breakfast Symposium – Gardisil 9: The Final Frontier presented by Seqirus   

 

9:00-9:50am Keynote Speaker, Soundings theatre 

 

Chlamydia control – where to from here? 

 

Professor Jane Hocking, Associate Professor, Centre for Epidemiology and Biostatistics, Melbourne School of Population 

and Global Health, University of Melbourne 

 

9:50-10:20am Plenary Session, Soundings theatre 

 

How the Sustainable Development Goals can impact sexual and reproductive health and rights in the global agenda 

 

Patricia Fernandes Da Silva, International Advocacy Officer, International Planned Parenthood Federation (IPPF) 

 

10:20-10:50am 

 

Morning tea and exhibition viewing, Oceania 
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10:50-12:10pm Break-out sessions 

 

Abortion – LARCs 

Icon 

Health promotion 

Rangimarie 2 

International 

Rangimarie 1 

Sexual health 

Soundings theatre 

10:50-11:10am 

 

What is happening to 

contraceptive prescribing after 

abortion in a region in New 

Zealand? 

 

Dr Alison Knowles, Abortion 

Providers Group Aotearoa New 

Zealand (APGANZ) 

10:50-11:10am 

 

Transgender living with HIV 

 

Kjel Griffiths, Positive Women Inc. 

and the Positive Speakers Bureau 

10:50-11:10am 

 

The gendered face of disaster -

Accessing sexual and reproductive 

health services in crises 

 

Johanna Wicks, International 

Planned Parenthood Federation 

(IPPF), Chief, Australia and New 

Zealand Office 

 

 

10:50-11:10am 

 

Is the rising popularity of long-

acting reversible contraception in 

New Zealand impacting on rates of 

chlamydia testing and diagnosis? 

 

Dr Sally Rose, University of Otago, 

Wellington  

11:15-11:35am 

 

Jadelle insertions at Auckland 

District Health Board (ADHB). How 

are we doing after 3000 insertions? 

 

Dr Helen Roberts, Associate 

Professor, Department of 

Obstetrics and Gynaecology, 

University of Auckland  

 

Namaste Skipper, Nurse Educator 

Women’s Health, Auckland District 

Health Board 

11:15-11:35am 

 

Mana Rangatahi: Rangatahi voice - 

what is it, and why would you use 

it?  

 

Dr Jillian Tipene, Te Whāriki 

Takapou 

11:15-11:35am 

 

Ni-Vanuatu sex workers' 

experiences of and limits to 

claiming their sexual and 

reproductive health rights in 

Luganville, Santo, Vanuatu 

 

Kate Burry, Victoria University of 

Wellington  

11:15-11:35am 

 

Effectiveness of a Meningococcal 

Vaccine on Gonorrhoea in New 

Zealand: a Case Control Study 

 

Dr Helen Petousis-Harris, 

Academic Head, Immunisation 

Research and Vaccinology 

Immunisation Advisory Centre, 

School of Population Health, 

University of Auckland 
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11:40am-12:10pm 

 

Improved access to long-acting 

reversible contraception (LARC) 

and the declining abortion rate 

 

Catherine Whitley, University of 

Otago, Wellington 

 

 

11:40am-12:10pm 

 

Small matters; the talk between 

relating and rejecting 

 

Tāwhanga Nopera, Te Whāriki 

Takapou/Te Rākei Whakaehu 

 

 

11:40am-12:10pm 

 

Manufacturing Stigma: How 

Religious Healthcare Could 

Damage Your Health 

 

Mr Jon O’Brien, President, 

Catholics for Choice  

 

11:40am-12:10pm 

 

Mycoplasma genitalium: the rise of 

the first untreatable STI 

 

Dr Massimo Giola, Bay of Plenty 

District Health Board, Tauranga 

Hospital and Sexual Health Service 

 

  
 

 

12:10-1:10pm 

 

Lunch, posters and exhibition viewing, Oceania 

 

1:10-1:40pm 

 

Plenary Session, Soundings theatre 

 

The 'othering' of abortion 

 

Terry Bellamak, Abortion Law Reform Association of New Zealand 

(ALRANZ)  
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1:45-2:55pm Break-out sessions 

 

Abortion - reopening abortion 

law 

Icon 

Health promotion 

Rangimarie 2 

Reproductive health 

Rangimarie 1 

Sexual health 

Soundings theatre 

1:45-2:05pm 

 

Abortion for Teenagers: the Impact 

of Parental Notification Laws 

 

Dr David Grimes, Clinical Professor 

in the Department of Obstetrics 

and Gynaecology, University of 

North Carolina School of Medicine 

1:45-2:05pm 

 

Sexual partnering and practices 

among HIV positive gay and 

bisexual men in New Zealand 

 

Dr Peter Saxton, Gay Men's Sexual 

Health Research Group, School of 

Population Health, University of 

Auckland  

 

1:45-2:05pm 

 

Who can afford a Mirena for 

contraception? 

 

Dr Catriona Murray, Family 

Planning 

 

 

 

 

 

 

 

1:45-2:05pm 

  

"I'm worried about you" a 

retrospective case controlled study 

of sexual and reproductive health 

outcomes in women screened for 

family violence in a sexual health 

clinic 

 

Dr Lorna Claydon, Bay of Plenty 

District Health Board 

 

2:10-2:30pm 

 

Ethical issues in relation to the 

termination of the teenage 

pregnancy 

 

Dr Bernie Brenner, Surgery on 

Shakespeare  

2:10-2:30pm 

 

Crossing the ditch for a second 

trimester termination - Discussion 

of patients' journeys to our clinic in 

Melbourne 

 

Dr Jane Baird, Pregnancy Advisory 

Centre and Marie Stopes Australia 

2:10-2:30pm 

 

The experience of cervical 

screening for women with physical 

disabilities 

 

Erin Hanlon, Auckland University 

of Technology   

2:10-2:30pm 

 

Syphilis in the city – Whatever shall 

we do?  

 

Suzanne Werder, Auckland Sexual 

Health Service  
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2:35-2:55pm 

 

Trapped: Legislative dishonesty 

targeting abortion providers 

 

Associate Professor Michael 

Stitely, University of Otago, 

Dunedin School of Medicine   

 

RANZCOG Advanced Training 

Module in Sexual Health and 

Abortion Care - A Trainee's 

Perspective 

 

Dr Mei Lin Tan, Royal Women’s 

Hospital 

2:35-2:55pm 

 

Te Ira Tangata: a kaupapa Māori 

sexuality education programme  

 

Joeliee Seed-Pihama, Te Whāriki 

Takapou  

 

2:35-2:55pm 

 

Do Auckland Tongan women have 

adequate access to contraception?  

 

Pauline Fakalata, Gynaecology 

Service, Women’s Health, 

Auckland District Health Board  

2:35-2:55pm 

 

Chlamydia treatment failure – is it 

real? 

 

Professor Jane Hocking, Associate 

Professor, Centre for Women’s 

Health, Gender and Society, 

University of Melbourne 

  

 

 

2:55-3:25pm 

 

Afternoon tea and exhibition viewing, Oceania 

 

3:25-4:25pm Breakout sessions 

 

Abortion  

Icon 

Health promotion 

Rangimarie 2 

Reproductive health 

Rangimarie 1 

Sexual health 

Soundings theatre 

3:25-4:25pm 

 

Interdisciplinary management of 

women who present to a top clinic 

as a victim of sexual violence 

(workshop) 

 

Dr Alison Knowles, Abortion 

Providers Group Aotearoa New 

Zealand (APGANZ)  

3:25-4:25pm 

 

Hohou Te Rongo Kahukura - 

Outing Violence: Building rainbow 

communities without partner and 

sexual violence (workshop) 

 

Sandra Dickson, Hohou Te Rongo 

Kahukura – Outing Violence   

3:25-4:25pm 

 

Immediate postnatal contraception 

(workshop) 

 

Dr Helen Roberts, Associate 

Professor, Department of 

Obstetrics and Gynaecology, 

University of Auckland  

Dr Christine Roke, Family Planning 

3:25-4:25pm 

 

Working with trans and gender 

diverse young people (workshop) 

 

Tabby Besley, Alex Ker and Jaye 

Barclay, InsideOUT  
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4:30-5:00pm Plenary session, Soundings theatre 

 

Update on Sexually Transmissible Infection (STI) trends 

 

Dr Jill Sherwood and Selina Takanashi, Institute of Environmental Science and Research (ESR) 

 

5:00pm onwards Organisation events 

 

APGANZ AGM and dinner 

6pm onwards 

 

NZSHS AGM and social function 

5:30-7:30pm 

 

Family Planning birthday drinks and dinner 

6pm onwards 



 

Rāmere Friday Abstracts 

Professor Jane Hocking (keynote) 

Associate Professor, Centre for Women’s Health, Gender and Society, University of 

Melbourne 

 

Professor Jane Hocking is an epidemiologist whose research interests include the 

epidemiology and control of genital chlamydia infection. 

 

She holds an NHMRC Senior Research Fellowship and is the head of the Sexual Health Unit at the 

Melbourne School of Population and Global Health, University of Melbourne.  

 

She’s also the lead investigator on the Australian Chlamydia Control Effectiveness Pilot, evaluating annual 

chlamydia testing for 16 to 29 year old men and women in general practice. 

 

Chlamydia control – where to from here? 

Chlamydia is the most commonly diagnosed bacterial sexually transmitted infection in the developed 

world. A recent systematic review of chlamydia prevalence in young adults in high income countries 

estimated a pooled point prevalence of 3.6% (95%CI 2.4, 4.8) in women and 3.5% (95%CI 1.9, 5.2) in 

men. As over 80% of infections are asymptomatic, screening is the main way to detect cases. However, 

there is considerable debate about the effectiveness of chlamydia screening. In response to this 

concern, the Australian Government funded the Australian Chlamydia Control Effectiveness Pilot 

(ACCEPt) to assess the feasibility, acceptability, efficacy and cost-effectiveness of annual chlamydia 

testing for sexually active 16 to 29 year old men and women attending general practice.  

 

ACCEPt was evaluated using a cluster randomised controlled trial design. A total of 143 general 

practices in 52 geographical areas (clusters) across four Australian states participated.  An intervention 

to support increased chlamydia testing including incentive payments for each test done, quarterly 

feedback on testing performance and computer prompts was allocated to all practices in the 

intervention group.  

 

The primary outcome was chlamydia prevalence measured before randomisation and again at the trial 

conclusion among a consecutive sample of eligible patients aged 16–29 years attending participating 

practices. Secondary outcomes included pelvic inflammatory disease incidence and annual chlamydia 

testing and re-testing rates. The fundamental premise of this trial was that increased levels of testing 

can be achieved by providing support to clinics, and that once levels of chlamydia testing are 

sufficiently increased, the prevalence of chlamydia will fall.  Results from ACCEPt will be presented and 

future priorities for chlamydia control policy will be discussed. 
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Patricia Fernandes Da Silva (plenary) 

International Advocacy Officer, Western Hemisphere Region, International Planned 

Parenthood Federation (IPPF)  

 

How the Sustainable Development Goals (SDGs) can impact sexual and 

reproductive health and rights in the global agenda  

Thesis: Gender equality and the empowerment of women and girls were 

successfully mainstreamed across the 2030 Agenda.  Although safe and legal abortion as well as 

Comprehensive Sexuality Education were not included in the Agenda, we still believed that it would 

open the door and provide a framework and policy space to move forward and make progress in the 

global implementation of  sexual and reproductive health and rights (SRHR), and consequently improve 

access around the globe.  On the eve of the first High Level Political Forum that gave 22 countries the 

opportunity to present their preliminary steps for the implementation of the SDGs we got a first 

glimpse at how SRHR might fare in the global agenda and national implementation policies. 

 

Conclusion: The combination of a lack of strong accountability mechanisms and lack of clarity over 

resources and funding for the 2030 Agenda might allow for relevant SRHR interventions and policies to 

be airbrushed out of national implementation strategies.  With only a couple of exceptions, countries 

failed to clearly show how gender generally and SRHR specifically will be mainstreamed across the 

agenda and how they will improve access to SRHR and hence improve equity. There are some positive 

signals also, for example the call to provide access to sexual and reproductive health care services in the 

recently agreed Declaration for the United Nations (UN) Summit on Refugees and Migrants. 

 

Recommendations: Develop strong guidelines for monitoring and follow up and review at national, and 

global level.   Build out the indicator methodology for goals 3 and 5.  Obtain firm financial support 

commitments for low and middle income countries for gender and SRHR commitments. Advocate for 

the inclusion of gender and SRHR components in other related UN processes in the years ahead, 

strengthening linkages with the SDGs. Mobilise the SRHR community at national level to ensure that 

SRHR is mainstreamed across the agenda and to ensure implementation and full access.   Ensure strong 

Civil Society Organisation (CSO) involvement and inclusiveness in discussions about national 

implementation, follow up and review as well as accountability.   

 

Methodology: Analysis of final outcome documents of SDGs and financing for development, monitoring 

and accountability processes at the national and global levels, country progress reports. The 

development of indicator methodologies and other relevant documents and United Nations resolutions 

and processes. Interviews with Member States. 
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Dr Alison Knowles (abortion stream) 

APGANZ, Auckland Medical Aid Centre, (AMAC), Waikato District Health Board 

 

What is happening to contraceptive prescribing after abortion in a region in 

New Zealand? 

It is widely acknowledged that LARCs have lower failure rates than other methods of 

contraception and their use should be encouraged by women attending termination 

of pregnancy (TOP) services.  

 

The Waikato DHB service started offering Jadelle as post surgical termination of pregnancy (STOP) 

contraception in 2012. Since then women have been offered the insertion of a Jadelle in theatre at the 

time of their suction procedure. This is either free or may incur a prescription fee of $5 and a visit to a 

nearby pharmacy to pick up the product.  

 

This presentation is an audit of 2000 consecutive STOP patients before and after the introduction of 

Jadelle to the Waikato TOP service. (Total of 4000 patients). The rationale for this audit is to evaluate 

how the introduction of Jadelle changed the contraceptive uptake profile for Waikato TOP patients and 

whether more patients left the service using LARC after Jadelle became available. 

 

Dr Helen Roberts (abortion stream) 

Associate Professor, Department of Obstetrics and Gynaecology, University of Auckland 

 

Namaste Skipper  

Nurse Educator Women’s Health, ADHB  

 

Co-author: Dr Nick Dodds 

 

Jadelle insertions at Auckland District Health Board (ADHB). How are we doing after 3000 

insertions? 

Dr Helen Roberts, Namaste Skipper and Dr Nick Dodds 

 

Training for nurse/midwife Jadelle insertion commenced in June 2011 at Epsom Day Unit (EDU) and we 

have now completed 3000 insertions. In the last 5 years some of these women have presented for 

implant removal, mainly to Family Planning clinics who have notified EDU of any problems with the 

removal process. This has been mainly where one or both implants were unable to be palpated and the 

women required referral to an interventional radiologist .These have been collated and have been 

discussed at the six monthly Jadelle inserter review meetings at ADHB. This presentation will cover the 

details of these “deep” implant removals with presentation of the reports from the interventional 

radiologists and discussion of how to avoid problematic insertions. 
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Catherine Whitley (abortion stream) 

University of Otago, Wellington  

 

Improved access to long-acting reversible contraception (LARC) and the declining 

abortion rate 

Rationale: New Zealand has seen a significant decrease in the abortion rate from 20.1 

(per 1000 women) in 2007, to 14.4 (per 1000 women) in 2014. It has been widely 

speculated that this decrease is the result of the 2010 subsidisation of the long-acting reversible 

contraceptive (LARC) method Jadelle Implant; however, there has been little research to confirm this.  

 

Objectives: The aim of this research is to investigate this speculation, and to clarify whether or not the 

decreasing abortion rate is associated with increased use of the Jadelle implant.  

 

Methods: Abortion and population data was collected from Statistics New Zealand and data for 

subsidised contraceptives was collected from the Ministry of Health. Data was analysed using Poisson 

regression.  

 

Results: Over this period of time, the use of the Jadelle implant increased, while the abortion rate was 

decreasing. The exact results will be discussed with explanations and caveats. 

 

Conclusions: There are many factors which may have contributed to the decreasing abortion rate, 

however increased access to LARC methods must not be overlooked. 

 

 

Kjel Griffiths (health promotion stream) 

Positive Women Inc. and the Positive Speakers Bureau 

 

Co-author: Jane Bruning 

 

Transgender living with HIV 

Living with HIV and being a transgender holds a double layer of stigma and opportunities for 

discrimination.  

 

Kjel will share her story of growing up in rural NZ as a male to female transgender and contracting HIV. 

This presentation is not one of statistics and clinical findings but rather one which gets to the heart of 

the real issues facing people walking this journey. The objective is to provide a real life story for people 

working in the sexual reproductive and health sector so as to gain a cleaner perspective of the issues 

and to adapt their services/practices to better serve this community and to reduce stigma and 

discrimination in the health sector. 
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Dr Jillian Tipene  (health promotion stream) 

Te Whāriki Takapou 

 

Co-Authors: Letari Tepana and Alison Green 

 

Mana Rangatahi: Rangatahi voice - what is it, and why would you use it?  

This presentation outlines the process and benefits of using an external advisory group to consult on 

sexually transmissible infection (STI) service planning and delivery for a high priority population. Recent 

research show the rate of STIs for Māori 15-24 year olds is amongst the highest in the country. 

Reducing STIs among young Māori will involve up-close, effective engagement in order to understand 

promotion, testing and treatment barriers and enablers. A particularly high priority population are 

young Māori who are out of school, not enrolled in education and training, unemployed, and managing 

various other challenges.  

 

In the Waikato, a small number of organisations are using a Rangatahi Advisory Group (RAG) to consult 

with high priority young Māori populations as part of planning and delivering accessible sexual and 

reproductive health services. At a micro-level, the RAG can provide advice regarding the specifics of 

everyday service delivery (i.e., access and costs). At a macro-level, the RAG can assist with achieving an 

optimal ‘fit’ between service promotion and delivery and the needs and realities of young Māori.  

 

The RAG is effective because its members share characteristics with the identified priority population. I 

will discuss recruiting RAG members, consultation processes, confidentiality, scope, contracts, 

limitations and enablers. A Rangatahi Advisory Group can provide STI organisations with the kind of 

detail required to take the guesswork out of planning and delivering accessible STI services for young 

Māori facing multiple challenges. 

 

 

Tāwhanga Nopera (health promotion stream) 

Te Whāriki Takapou/ Te Rākei Whakaehu  

 

Small matters; the talk between relating and rejecting 

Little words, tiny traces of lost tact, transgressing the tenuous talking between us. 

Micro-aggressive missives that massage out your discomfort with my “strangeness’, 

but which multiply the misgivings I have about myself; they build up in my mind and I store them for 

when I need compelling evidence to convince me I am an ongoing persistent problem. 

 

This presentation explores the small matters; the little words that pass between health professionals 

and their Māori transgender patients. I discuss the small-talk that actively acts as a barrier to the 

provision of improved access to healthcare. Using guerrilla performance strategies I enact trans/micro – 

aggressions over the duration of the conference; culminating in a paper presentation on the 

unconscious conversational behaviours that concretise between improved access to sexual and 

reproductive healthcare and advancing equity for transgender Māori in Aotearoa New Zealand. 
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In this, I explain raranga, the traditions of Māori weaving, as a way to resolve social insecurities that 

confound good relationships between health practitioners and patients. Through Kaupapa Māori 

practice-based research, I look for new old ways to ameliorate old new barriers to empowered sexual 

and reproductive health. 
 

Johanna Wicks (international stream) 

International Planned Parenthood Federation (IPPF), Chief, Australia and New Zealand 

Office 

 

Co-author: Julian Aru 

 

The gendered face of disaster -Accessing sexual and reproductive health services in crises 

31 million women and girls are currently in need of humanitarian assistance. 1 in 5 are likely to be 

pregnant, with 60% of all preventable maternal deaths occurring in crisis-stricken and fragile settings. 

Despite the devastating and disproportionate impact of disasters on women and girls, sexual and 

reproductive health is not prioritised in emergency response. Thus millions of women and girls globally 

have no access to the reproductive, sexual and maternal health care they need. IPPF brings lifesaving 

services to millions of people affected by natural disasters, conflict and health crises. Since 2007, IPPF 

has responded to 62 disasters across the globe, and in 2015 we provided sexual and reproductive 

health (SRH) services to over 2.26 million women and children in crises.  

 

In our new strategic framework “Locally Owned, Globally Connected”, IPPF calls for SRHR to be 

prioritised as an essential component of humanitarian response, along with food relief, water, sanitation 

and hygiene (WASH) and shelter. 

 

IPPF provides the only sexual and reproductive health rights model in the humanitarian sector 

connecting the central elements of humanitarian action – prevention and preparedness, response, 

recovery and resilience – with long term and equitable inclusive development. 

This presentation will look at the particular barriers women face in accessing sexual and reproductive 

health during crises and the ways in which the IPPF is striving to fill this gap in humanitarian response.  

Through examples of our work in the recent Cyclones in Vanuatu and Fiji, we will demonstrate the 

critical importance of ensuring access to sexual and reproductive health services for people in 

humanitarian crisis. 
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Kate Burry (international stream)   

Victoria University of Wellington 

 

Ni-Vanuatu sex workers' experiences of and limits to claiming their sexual and 

reproductive health rights in Luganville, Santo, Vanuatu 

My research will explore ni-Vanuatu sex workers’ experiences of and limits to claiming 

their sexual/reproductive health rights in Luganville, Santo, Vanuatu. Luganville provides 

an interesting case study as it is a small semi-rural settlement on one of the northern islands of 

Vanuatu, and is currently undergoing rapid development and urbanisation.  

 

Rapid development and urbanisation trends put pressure on people to engage with the cash economy, 

yet in a context where un/underemployment is high, wages are low, and prices inflated, sex work 

becomes one of the better (and often more lucrative) options among few. The intertwined forces of 

urbanisation, rapid development, tourism growth, and the rise in expatriate labour populations also 

tend to increase demand for commercial sex.  

 

Thus far, however, there has been no research into the unique experiences of sex workers in Luganville. 

Yet, with the incredibly high rates of sexually transmissible infections (STIs), sexual violence, and 

teenage pregnancy in Vanuatu, gaining insight into the extent to which Luganville-based sex workers 

understand and can claim their sexual and reproductive health and rights (SRHR) is very important in 

terms of informing the future directions of local health services to ensure inclusive and appropriate 

practices.  

 

This research also aims to include the unique experiences of Luganville-based sex workers in broader 

discussions about sex work and SRH in the South Pacific region. This research, which will be undertaken 

from May – July 2016, will involve semi-structured interviews with SRH practitioners and sex workers in 

Luganville, with the possibility also of interviewing nightclub managers and owners of nakamals (kava 

bars). 

 

Mr Jon O’Brien (international stream) 

President, Catholics for Choice  

 

Manufacturing Stigma: How Religious Healthcare Could Damage Your Health 

 

Jon O’Brien is president of Catholics for Choice (CFC), the leading pro-choice organisation advocating for 

sexual and reproductive rights from a standpoint of culture, faith, justice and morality. 

 

Mr. O’Brien presents a visionary approach to reproductive health policy, focused on advancing 

reproductive health access for all women and increasing public support for abortion and contraception. 

 

He speaks for millions of Catholics in the United States and abroad when he challenges the powerful 

Catholic hierarchy on these issues, urging a greater respect for core Catholic values of individual 

conscience and social justice. 
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Dr Sally Rose (sexual health stream) 

University of Otago  

 

Co-authors: Sue Garrett, James Stanley and Sue Pullon 

 

Is the rising popularity of long-acting reversible contraception (LARC) in New 

Zealand impacting on rates of chlamydia testing and diagnosis? 

Rationale: LARC methods provide the highest level of protection against pregnancy but no protection 

against sexually transmitted infections (STIs). The popularity of (LARC) for immediate post-abortion use 

has been steadily increasing among New Zealand women but the impact of this increase on STI rates is 

unknown. 

 

Objective: To compare rates of chlamydia testing and diagnosis for women initiating long-acting versus 

other methods of contraception. 

 

Methods: This retrospective cohort study involved data collection for 6160 women undergoing abortion 

between 2009 and 2012 at a large public hospital abortion clinic. Data-matching was used to obtain 

chlamydia testing data from the local laboratory for a two-year follow-up period. Regression modelling 

was used to examine the effect of contraceptive method choice on incidence of chlamydia testing and 

diagnosis (adjusting for potential covariates age, ethnicity, past chlamydia diagnosis, pregnancy history) 

in year 1 and 2 of follow-up. 

 

Results: 2279 (44%) of women had a LARC inserted at the time of an abortion. Prior to contraceptive 

method initiation, 9.5% of women had a positive chlamydia diagnosis. During follow-up, almost half 

were tested (48.6%) and 6.6% were diagnosed with Chlamydia. Rates of Chlamydia testing and 

diagnosis will be described in relation to contraceptive method choice and patient demographics for 

the two-year follow-up period. 

 

Conclusions: This study addressed a methodologically challenging question, but provides new evidence 

that has implications for contraceptive counselling and the delivery of health promotion messages 

relating to pregnancy prevention and STI risk reduction. 

 

Dr Helen Petousis-Harris (sexual health stream) 

Academic Head, Immunisation Research and Vaccinology, Immunisation Advisory 

Centre, School of Population Health, Faculty of Medical and Health Sciences, 

University of Auckland 

 

Co-authors: Janine Paynter, Jane Morgan, Peter Saxton, Jill Sherwood, Barbara 

McArdle, Felicity Goodyear-Smith, Joanna Stewart, Steve Black 

 

Effectiveness of a Meningococcal Vaccine on Gonorrhoea in New Zealand: a Case Control Study  

Rationale: Gonorrhoea control has become a global priority with the emergence of antibiotic resistance. 

Observational data suggest a possible effect of outer membrane vesicle (OMV) meningococcal group B 

vaccines on gonorrhoea incidence.  
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Objectives: We evaluated the vaccine effectiveness (VE) of a tailor made OMV meningococcal B vaccine 

(MeNZB™) against confirmed gonorrhoea cases among individuals aged 15-30 years. 

 

Methods:  A retrospective case-control study of patients born between 1984 and 1998 eligible to 

receive the vaccine and between 15 and 30 years of age during the study period 2004 to Jan 2016. 

Demographic data, sexual health clinic data and the National Immunisation Register were linked using a 

unique identifier. For primary analysis, cases were confirmed by laboratory isolation or detection of N. 

gonorrhoeae from a clinical specimen, controls were a positive chlamydia test. An odds ratio was 

estimated using conditional logistic regression. VE as a percent was calculated as 100*(1-Odds Ratio). 

 

Results:  There were 14,730 cases and controls for analysis from eleven participating sexual health clinics 

between 2004 and Jan 2016. These consisted of 1,002 diagnoses of gonorrhoea and chlamydia co-

infection, 12,487 of confirmed chlamydia and 1,241 diagnoses of gonorrhoea. Ethnicity, deprivation and 

gender had a significant association with gonorrhoea diagnosis with Mâori, Pacific Peoples more likely 

than Europeans to be cases. Males and those of higher deprivation were more likely to be cases. 

Vaccinated individuals were significantly less likely to be cases (Adjusted OR 0.69 (95%CI 0.61-0.79)). 

The estimate for effectiveness of the NZ OMV meningococcal vaccine against gonorrhoea after 

adjustment for ethnicity, deprivation and gender is 31% (95% CI 21-39). 

 

Conclusions:  The NZ OMV meningococcal vaccine was associated with moderate cross protection 

against a gonorrhoea diagnosis. This observation may provide insights into mechanisms for protection 

against N. gonorrhoeae associated disease. A vaccine that provides even moderate protection may be 

considerably beneficial, particularly given the potential future loss of treatment options. 

 

Dr Massimo Giola (sexual health stream) 

Bay of Plenty District Health Board, Tauranga Hospital and Sexual Health Service 

 

Mycoplasma genitalium (MG): the rise of the first untreatable STI 

Background and epidemiology: Mycoplasma genitalium (MG) is a small organism belonging to the 

Class of Mollicutes (bacteria without a cell-wall), first isolated in 1980 from two men with non-specific 

urethritis (NSU). Since then, MG has been increasingly recognised as an agent of sexually transmissible 

infections (STIs) in both men and women. The prevalence of MG varies from 0-1% in low-risk 

populations (asymptomatic pregnant women) to >20% in men with NSU. Despite the controversy 

regarding the association between MG and pelvic inflammatory disease (PID), in a recent New Zealand 

study, MG was diagnosed in 9.9% of the women with PID. 

 

Antibiotic resistance: all the Mollicutes are intrinsically resistant to Penicillins and Cephalosporins, as 

they lack the target (bacterial cell wall) of these antibiotics. Doxycycline has a response rate of only 

around 30%; the macrolides (Azithromycin) were considered initially the drug of choice for MG, but 

resistance is now widespread: the New Zealand study on PID found a 44.4% prevalence of macrolide 

resistance associated mutations, consistent with data from overseas. Even Moxifloxacin is not universally 

effective anymore, with recent data from Australia indicating 12% of resistant strains. Treatment options 

for strains with dual resistance to macrolides and fluoroquinolones are very limited. 
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Call for action: in view of the emerging threat that MG could very soon become the first untreatable STI, 

a concerted plan of action is needed. Empiric treatment of MG is not feasible anymore, and 

biomolecular tests allowing simultaneous microbial and antibiotic resistance detection are urgently 

required. 

 

Terry Bellamak (abortion stream) 

Abortion Law Reform Association of New Zealand (ALRANZ)  

 

Co-author: Alison McCulloch 

 

The 'othering' of abortion 

Rationale: Out of all health care procedures, abortion has been singled out for different treatment. This 

paper explores the ways this difference is manifested in the law around the process itself, and around 

more peripheral issues like protesting at clinics. I will consider the balancing of the distinct human rights 

in play, and how the balancing for abortion differs from other situations with similar characteristics. 

Finally I will discuss how the ‘othering’ of abortion plays out in the lives of patients, usually to their 

detriment. 

 

Objectives: My objective is to demonstrate the specific ways that constructing abortion as sui generis 

perpetuates misogyny. 

 

Methods: I will look to secondary sources, and primary sources including judgments from New Zealand 

and other persuasive common law jurisdictions. 

 

Results: Pending. 

 

Conclusion: I expect gut expectations around the relationship between abortion’s ‘otherness’ 

perpetuating misogyny will be borne out. 

 

Dr David Grimes (abortion stream) 

Clinical Professor in the Department of Obstetrics and Gynaecology, University of North 

Carolina School of Medicine 

 

Abortion for Teenagers: the Impact of Parental Notification Laws 

In the U.S. most states require parental involvement in the abortion decision for minors.  

Ironically, a teenager needs no one’s permission to become a mother.  The unwritten agenda for most 

such laws is to discourage young women from exercising their rights to abortion.  Continuation of 

pregnancy carries greater risks of morbidity and mortality than does abortion at any gestational age.  

These laws force young women into interstate travel and delay abortions to later, more expensive 

gestational ages. Thus, parental notification laws violate the ethical principles of beneficence and justice.   
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Dr Bernie Brenner (abortion stream) 

Surgery on Shakespeare 

 

Ethical issues in relation to the termination of the teenage pregnancy 

This presentation will revisit some of the general ethical issues in regard to abortion 

including of general medical ethics. It will then focus more specifically on the teenage pregnancy. A 

brief review of minors and abortion law will be discussed from a broad international perspective and 

including the New Zealand perspective. Arguments for and against parental notification will be 

assessed. In addition topics will address emancipation of minors, mature minor doctrine and the Gillick 

competence decision together with the Fraser guidelines regarding consenting children for medical 

treatment. Ethical issues of the teenager’s welfare and confidentially will be discussed.  

 

A consideration of the competency test for consent including the threshold of understanding will be 

undertaken. An approach to the situation where a minor lacks the ability to consent and how to manage 

this complex and often difficult clinical situation. The libertarian “Harm Principle” will be presented 

especially in relation to paternalism and autonomy. The ethical issues of court ordered intervention and 

its place relevant to this subject matter will be undertaken. Finally the conscientious objection to 

termination and the competing rights of the patient and the health professional will complete this 

overview especially as it can impact on the management of a teenage pregnancy. 

 

Associate Professor Michael Stitely (abortion stream) 

University of Otago, Dunedin School of Medicine 

 

Trapped: Legislative dishonesty targeting abortion providers 

Rationale: Targeted regulation of abortion providers (TRAP) laws are increasingly 

common in the United States (US), where abortion rights are constitutionally protected. This new 

approach to restricting abortion access through laws promoting “safety” has impacted upon patients’ 

access to abortion in the US. Examples of “TRAP” laws include mandated counselling scripts, facility 

requirements, admitting privilege requirements, requirements to view ultrasound images and statutes 

addressing foetal pain. Since abortion is regulated at the state level in the US, one specific TRAP law in 

one state is examined in detail to illustrate how women are misled by these laws. 

 

Objectives: To review the accuracy of West Virginia’s required abortion counselling document for factual 

accuracy regarding safety of pregnancy and abortion.  

 

Methods: The required counselling document provided by West Virginia is reviewed from the “Women’s 

Right to Know Act” website. The information mandated by law to be provided to women seeking 

abortion is compared to publicly available information provided by official governmental agencies of 

the US and the state of West Virginia.  

 

Results: Abortion risks are overstated and pregnancy associated risks are understated in the required 

counselling document when compared to official statistics.  
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Conclusions: TRAP laws are increasingly common in the United States. Many of these laws are 

misleading and some factually false. Measures intended to improve safety of abortion should have 

evidence of benefit or factual basis behind them. Sham laws intended to primarily restrict abortion 

access under the guise of improving safety should be condemned. 

 

 

Dr Mei Lin Tan (abortion stream)  

Royal Women’s Hospital 

 

RANZCOG Advanced Training Module in Sexual Health and Abortion Care - A 

Trainee's Perspective 

Dr Mei Lin Tan is currently a Senior Registrar at the Royal Women's Hospital in 

Melbourne Victoria. She undertook her ITP training at the Mercy Hospital and has spent the last two 

years training at the RWH.  As part of her Advanced Training year 6, she has undertaken a 6 month role 

as the first Advanced Trainee in Sexual Health and Abortion Care in Australia. She currently works as an 

Obstetric Senior Registrar and is planning on a career as a generalist O&G. She will share her 

experiences as the ATM trainee. 

 

 

Dr Peter Saxton (health promotion stream)  

Gay Men's Sexual Health Research Group, School of Population Health, University 

of Auckland 

 

Co-authors: Anthony Hughes, Adrian Ludlam, Nigel Dickson 

 

Sexual partnering and practices among HIV positive gay and bisexual men in New Zealand 

Rationale: HIV and sexually transmitted infections (STI) are increasing among gay and bisexual men 

(GBM). Simultaneously, HIV risk reduction approaches especially for HIV+ GBM are diversifying and 

include partner selection, condom use and use of antiretroviral treatments (ART). However the mix of 

these has not been examined in New Zealand for 20 years. 

 

Objectives: To investigate the distribution and outcome of practices among HIV+ GBM. 

 

Methods: We analysed data from repeat anonymous self-completed cross-sectional behavioural surveys 

recruiting GBM from community and Internet settings 2006-2014 (n=12,809). We examined sexual 

partnering, ART, condomless anal intercourse (CAI) and STI diagnoses. Where possible we stratified 

outcomes by HIV seroconcordancy including HIV seroconcordant (HIV++), HIV discordant (HIV+-) and 

HIV nonconcordant (HIV+?) relationships.  

 

Results: Overall 3.7% (n=458) had diagnosed HIV. Most were aged >45 years, 8% were Maori, 73.3% 

were taking ART and 22.8% had an STI diagnosed <12 months. Eighty percent engaged in casual sex in 

the previous 6 months, of whom half (51.7%) reported CAI. Half had a current regular relationship, 

42.4% of which were seroconcordant, 38.5% serodiscordant, and 19.1% nonconcordant; CAI being 

highest in seroconcordant (76.3%) and lowest in serodiscordant (27.9%) relationships (p<0.001). ART 
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had no significant effect on CAI. STI diagnoses were twice as common among respondents reporting 

CAI than in those reporting consistent condom use for either casual (p<0.001) or regular (p=0.007) 

relationships. Maori reported similar condom use and ART uptake to European respondents. 

 

Conclusions: Many HIV+ respondents are reducing their HIV transmission risks but high risks for STIs 

remain.  

 

Dr Jane Baird (health promotion stream) 

Pregnancy Advisory Centre and Marie Stopes Australia 

 

Crossing the ditch for a second trimester termination - Discussion of 

patients' journeys to our clinic in Melbourne 

New Zealand women who are unable to access abortion services in New Zealand often seek care 

elsewhere.   Every Australian state has different abortion laws and differing gestational limits for 

services.  Marie Stopes International’s clinic, Dr Marie Maroondah in Melbourne Victoria, is able to 

provide surgical termination of pregnancy up to 23 weeks and 6 days from LMP.  I will take you on a 

patient’s journey through the process of booking for a 2nd trimester service at our clinic in Melbourne, 

the staff they will encounter and the procedures they will experience.  I will detail what a health care 

worker, assisting women to access this abortion service, will need to know to support and streamline 

her abortion journey.    

 

Joeliee Seed-Pihama (health promotion stream) 

Te Whāriki Takapou  

 

Te Ira Tangata: a kaupapa Māori sexuality education programme  

All communities have their own understandings of sexuality, and Māori 

communities are no different. In the context of total immersion Māori education, and arguably English-

medium education as well, Māori understandings of sexuality resonate for Māori communities moreso 

than Western approaches.  

 

In partnership with two Kura Kaupapa Māori (total immersion Māori language schools), an eight-session 

sexuality education programme was developed that was underpinned by Māori knowledge 

(Mātauranga Māori). Teachers, whānau, Te Whāriki Takapou contractors and Māori community experts 

worked together over a sixteen month period to build relationships, plan, implement and evaluate a 

Kaupapa Māori sexuality education programme for Year 7 and 8 students. 

 

A key learning was that tino rangatiratanga or self-determination is the preferred process for defining 

what and how sexuality education is taught, and the preferred outcome; that is Māori control of our 

bodies and our futures. I will discuss key concepts of Mātauranga Māori such as tapu, te mana o te 

tangata, and mauri and provide examples of how these relate to achieving healthy Māori sexualities and 

wellbeing.  
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Going forward, confidence has increased, and whānau and teachers are now keen to consider a whole-

of-school approach to sexuality education. Another positive is that whānau are interested to explore a 

Kaupapa Māori sexuality education programme for older students attending wharekura. Lastly, the new 

Kaupapa Māori sexuality education programme will be shared with total immersion Māori schools in 

other parts of the country so that they can use this as a springboard to determine what resonates for 

their communities. 

 

 

Dr Catriona Murray (reproductive health stream) 

Family Planning 

 

Who can afford a Mirena for contraception? 

Rationale: In my clinical experience there are many women for whom the Mirena is the 

best form of contraception but who cannot afford it. In a New Zealand study (Rose, Lawton and Brown, 

2010) the uptake of Mirena was increased six fold when the barrier of cost was removed and education 

provided. My hypothesis is that fewer women use Mirenas for contraception in areas of deprivation.  

 

Objectives: The primary outcome is to establish whether the frequency of use of Mirena is influenced by 

socioeconomic factors or by ethnic group. I have also looked at whether the frequency of use of the 

copper intrauterine device (IUD) and Jadelle varies by deprivation index or ethnicity. 

 

As a second part to the study, I have looked at the removals and expulsions of these devices in the first 

year of use to check that our rates are similar to those expected. 

 

Methods: Identify all the Mirenas, IUDs and Jadelles inserted in Family Planning clinics in 2015 in the 

Wellington region (Margaret Sparrow Clinic, Wellington City), Porirua and Lower Hutt).  

 

Calculate the percentage of insertions of Mirena, IUD and Jadelle according to deprivation quintile and 

ethnicity. Of all the devices inserted by Family Planning in the period 1st January to 30th June 2015, 

determine the number of removals and expulsions in the first year of use that are known to Family 

Planning. 

 

Results: Data collection will be reported at the conference. 

 

Erin Hanlon (reproductive health stream) 

Auckland University of Technology   

 

The experience of cervical screening for women with physical disabilities 

Using Interpretive Description as an approach, this qualitative study explores and identifies what 

women with physical disabilities experience when attempting to access cervical screening services. 

Recent literature has focused on identified barriers associated with accessing services. Consequently 

there is limited knowledge within the New Zealand context surrounding aspects of cervical screening.  
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This study aimed to explore what women were experiencing, aspects of their screening habits and if 

they did encounter barriers. Semi-structured interviews were carried out with eleven women who 

participated in this study. A central theme and three sub-themes surfaced when exploring the women’s 

experiences: the theme of barriers joins with the three sub-themes in that women in New Zealand do 

experience barriers when attempting to undergo cervical screening. The framework of barriers were 

organised into sub-themes such as structural, physical, systematic and attitudinal.  

 

Although, these participants encountered barriers, they were able to overcome the barriers and engage 

with screening services. In sharing their experiences, the participants identified aspects of clinician’s 

behaviour that allowed them to engage in services. Also, these participants indicated that they had 

created support systems in order to continue their health maintenance. This study found that these 

women were both confronted with barriers but were able to overcome barriers in order to continue 

cervical screening. Findings indicate that valuable insights have been gleaned from the women’s 

accounts surrounding practitioner’s method of service delivery. In addition, the aspects that these 

women put in place for themselves could also be considered by services and health providers. 

 

 

Pauline Fakalata (reproductive health stream) 

Gynaecology Service, Women’s Health, Auckland District Health Board, Auckland 

 

Do Auckland Tongan Women Have Adequate Access to Contraception?  

 

Co-author: Robyn Dixon  

 

Introduction: As of 2013, New Zealand’s total fertility rate had fallen to below replacement level. 

However, the fertility rate of Tongan women remains high. This study explored attitudes to fertility and 

contraception amongst Tongan women living in Auckland, and sought to identify any barriers to their 

use of contraception. 

 

Method: The study used a mixed method approach. Fifty six women attending two Central Auckland 

General Practice clinics completed an anonymous questionnaire. In addition, face to face interviews 

were conducted with five women to explore in more depth their attitudes to fertility, and the facilitators 

and barriers to using contraception. 

 

Results: The majority of women did not want any more children or wanted to delay having children, but 

many of these women did not use contraception, despite awareness of contraceptive methods being 

reasonably high. 46% of the study group did use contraception with tubal ligation being most used. 

 

Conclusion: In many cases, participants’ attitudes to contraception seemed to be at odds with their 

actual contraceptive practices. The interviews revealed that fertility was a defining role and source of 

identity for Tonga women, and there was a tendency to delegate fertility-related decisions to either God 

or chance. There is scope for wider discussions with Tongan women about the opportunities for them in 

New Zealand society and the role of fertility control in helping them to realise those opportunities. 
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Dr Lorna Claydon (sexual health stream) 

Bay of Plenty District Health Board Sexual Health Service 

 

Co-authors: Anne Edwards and Amanda Petero 

 

"I'm worried about you" a retrospective case controlled study of sexual and 

reproductive health outcomes in women screened for family violence in a sexual health clinic 

Rationale: A policy of universal family violence screening of women has been adopted by the DHB that 

funds our sexual health service. This study looks at the correlation between positive screening and 

adverse sexual health outcomes.  

 

Method: The patient records for the Tauranga Sexual Health Clinic were audited for diagnostic codes for 

all outcomes of family violence (FV) screening (positive, negative, historic, not done- other present, not 

done –other reasons). The notes of all clients who had a positive family violence screen recorded 

between 01 March 2014 and 28 February 2015 were reviewed. The notes of a matched set (age and 

ethnicity) of clients who had a negative family violence screen recorded were also reviewed. 

 

Measures included: age, gender, ethnicity, an assessment of the abuse, sexually transmitted infection 

(STI) screening, pregnancy testing. The data was anonymised by using the Sexual Health Clinics unique 

chart number as the identifier. NHI numbers were not used.  

 

Results: Screening rates: 

 Positive  Historic Negative  Not done 

– others 

present 

Not 

done- 

other 

reason 

Total NP 

visits 

% screened 

NZ euro 57 92 900 113 103 1265 1640 77% 

Māori 66 49 480 91 58 744 970 77% 

Pacific 2 3 20 5 2 32 37 86% 

Other 4 5 179 29 35 252 331 76% 

Total 129 149 1579 238 198 2293 2978 77% 

 

Outcomes: 

 Number Unplanned 

pregnancy 

STI STI reinfection 

Partner violence 89 24(27.0%) 20(22.5%) 9 (10.1%) 

“Parental” violence 23 3 (13.0%) 8 (34.9%) 3(10.7%) 

Total  112 27(24.1%) 28 (25%) 12 (10.7%) 

     

Negative controls 336 13 (3.8%) 60 (17.9%) 7 (2.0%) 

     

Odds ratio   7.4  1.9  5.6  

95% Confidence interval  3.7 to 14.7 1.2 to 3.1 2.2 to 14.7 
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Lessons learned: Rates of screening are probably underestimated as staff don’t always create diagnostic 

codes when a patient doesn’t meet the criteria. This should be coded Not Done – Other Reasons but 

the prompts to generate codes are contained in a screening template that may not be opened in 

follow-up visits. Rates of infection and unplanned pregnancy were high in those experiencing 

interpersonal violence. For clinics carrying out routine FV screening, these findings suggest that those 

reporting violence will need additional support and encouragement to negotiate successful 

contraception use and safe, effective STI treatment and partner notification. For clinics who don’t carry 

out routine FV screening, it would seem timely and important to screen women for family violence 

when discussing positive pregnancy tests or STI partner notification. 

 

 

Suzanne Werder (sexual health stream) 

Auckland Sexual Health Service 

 

Syphilis in the city – Whatever shall we do?  

In 2015, the annual rate of reported infectious syphilis in Auckland (8.7 per 100,000) was 

double that of the total incidence in New Zealand (4.6 per 100,000). Of the 225 cases in 

2015, 146 (64.9%) were diagnosed in the Auckland area; a worrying trend has been developing: in 2014, 

85 (60.2%) of the 141 diagnosis were in Auckland. The infections are primarily diagnosed in men who 

have sex with men, with incidence of infection in women remaining low (20 (8.9%) in 2015 compared to 

6 (4.3%) in 2014) but increasing.  

 

As a response, Auckland Regional Sexual Health, Auckland Regional Public Health, and the New Zealand 

AIDS Foundation, with stakeholder engagement, produced a report on the outbreak of infectious 

syphilis in Auckland; the recommendations include outbreak identification and management, clinical 

and health promotion sector capacity building and targeting as well as preparation for the regulatory 

changes in 2017.  

 

The question is what does it look like and how we will manage the syphilis outbreak in a financially 

challenged health system. 

 

 

Professor Jane Hocking (sexual health stream) 

Associate Professor, Centre for Women’s Health, Gender and Society, Melbourne School 

of Population Health, University of Melbourne 

 

Chlamydia treatment failure – is it real?  

 

1. Centre for Epidemiology and Biostatistics, Melbourne School of Population and Global Health, 

University of Melbourne. 

 

Repeat chlamydia infections following treatment are common and 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 
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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, there is increasing concern that treatment failure following 1 gram azithromycin, 

may account for a significant proportion, particularly for rectal chlamydia. Treatment of uncomplicated 

chlamydia currently includes 1g single dose azithromycin or 7 days doxycycline (100mg twice daily). A 

recent meta-analysis of randomised controlled trials (RCTs) comparing azithromycin 1g single dose with 

doxycycline 100mg twice daily for 7 days for urogenital chlamydia infection showed up to a 3% efficacy 

difference between these treatments in favour of doxycycline (94% vs 97%). A meta-analysis for rectal 

chlamydia infection found a much larger difference in favour of doxycycline (99% and 84%), however 

this was based on observational data only – there have been no RCTs comparing doxycycline and 

azithromycin for the treatment of rectal chlamydia. 

 

Despite increasing global antimicrobial resistance for other STIs, antimicrobial resistance of Chlamydia 

trachomatis remains a rare event. This presentation will discuss the evidence to support chlamydia 

treatment failure and whether or not it is a cause for concern in the clinical management of chlamydia 

infection.   

 

Dr Alison Knowles (abortion stream) 

APGANZ, Auckland Medical Aid Centre, (AMAC), Waikato District Health Board 

 

Co-author: Cheryll Robinson 

 

Interdisciplinary management of women who present to a top clinic as a 

victim of sexual violence  

A facilitated panel discussion with representatives from:  

1. Police   

2. Crown Prosecutor   

3. ESR  

4. TOP Social Worker 

5. Te Mahoe  

6. TOP Doctor   

7. DSAC (Doctors for Sexual Abuse Care). 

 

The rationale for this workshop is to facilitate a more cooperative and efficient interdisciplinary 

approach to improve the experience of women who present to a TOP clinic as a victim of sexual 

violence. We aim to ensure the women are fully informed of their rights during the Police Complaint 

process and that the collection of forensic evidence follows evidence based best practice.  

The facilitator will introduce each person who will talk for about 10 minutes and then answer questions.  

 

The objective of this workshop is to progress towards National Guidelines for the management of 

women who present to a TOP Clinic and reveal sexual violence and who are considering making an 

allegation to Police. 
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Sandra Dickson (health promotion stream)  

Hohou Te Rongo Kahukura – Outing Violence   

 

Hohou Te Rongo Kahukura - Outing Violence: Building rainbow communities 

without partner and sexual violence  

Sex, sexuality and gender diverse communities are increasingly recognised as 

vulnerable to intimate partner and sexual violence, but very little is known of specific 

experiences of people from these communities in Aotearoa New Zealand due to a lack of research and 

Rainbow specific services.  

 

In 2015/16 It’s Not OK funded the Hohou Te Rongo Kahukura – Outing Violence project to raise 

awareness of partner and sexual violence in Rainbow communities, and carry out community research. 

The project, with the support of an experienced Rainbow advisory group, toured the country from 

Dunedin to Whangarei to host 18 awareness raising hui; designed a website with Rainbow specific 

resources, and carried out a national survey which received responses from 407 people identifying as 

sex, sexuality and/or gender diverse. 

 

This interactive workshop will present the research findings, drawing on the community hui and survey 

results which demonstrate high levels of violence and significant problems with existing specialist 

helping pathways. It will also share the recommendations and allow opportunities to discuss how to 

make these recommendations take shape.  

 

It will be presented by Sandra Dickson, project manager for Hohou Te Rongo Kahukura – Outing 

Violence. Sandra has more than two decades’ experience of voluntary and paid work to prevent and 

respond to sexual and family violence. This includes national roles for Te Ohaakii a Hine – National 

Network Ending Sexual Violence Together, Women’s Refuge and ACC and advocacy, policy and 

education programme development, research, training and project management. 

 

Dr Helen Roberts (reproductive health stream) 

Associate Professor, University of Auckland  

 

Dr Christine Roke  

Family Planning 

 

Immediate postnatal contraception  

During 2016 Helen Roberts and Christine Roke were asked to present the latest information regarding 

immediate postnatal contraception to various RANZCOG meetings throughout New Zealand. Midwives, 

lactation consultants, GPs and Family Planning staff from the regions were also invited.  

 

The presentations covered the evidence around commencing hormones in the early postpartum period 

along with the effects for women who are breast feeding. The emphasis will be on LARC (IUD and 

implant) insertion with discussion from the Cochrane review of immediate IUD insertion. International 

and New Zealand research will be presented supporting the real need for offering this service to all 

women early after childbirth. 
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Tabby Besley (sexual health stream)  

InsideOUT 

 

Alex Ker (sexual health stream) 

InsideOUT 

 

Jaye Barclay (sexual health stream) 

InsideOUT 

 

 

Working with trans and gender diverse young people (workshop) 

InsideOUT offers an interactive workshop on working with trans and gender diverse young people. The 

workshop will cover understanding of trans identities and terminology, going over the health challenges 

these young people face and how health professionals and services can be more inclusive. 

 

We will introduce our new resource ‘Making Schools Safer for Trans and Gender Diverse Students’ and 

how it can be used in schools and communities to support trans students to feel comfortable, included 

and engaged in learning. 4 out of every 100 secondary students in NZ identify as trans or questioning 

their gender, but our schools are currently not safe places for these young people to be. 

 

This workshop aims to leave participants with more knowledge and confidence to successfully support 

trans and gender diverse young people. 

 

 

Dr Jill Sherwood (plenary) 

Institute of Environmental Science and Research (ESR) 

 

Selina Takanashi (plenary)  

Institute of Environmental Science and Research (ESR) 

 

Update on Sexually Transmissible Infection (STI) trends 

ESR undertakes surveillance of sexually transmitted infections for the Ministry of Health. Three systems 

are used – clinic-based sentinel surveillance for chlamydia, gonorrhoea, genital herpes, genital warts, 

infectious syphilis, non-specific urethritis, lymphogranuloma venereum, chancroid, granuloma inguinale; 

laboratory-based surveillance for chlamydia and gonorrhoea, and sexual health clinic-based enhanced 

surveillance for infectious syphilis. 

 

This presentation will cover highlights from the 2015 surveillance including recent trends.  

Additional information provided as part of the laboratory-based surveillance in recent years has 

broadened the scope for reporting testing rates and test positivity, and these have been analysed by 

age and sex since 2013. Ethnicity analysis was added in 2014 and for the first time this year we will 

provide this as a three-year trend for chlamydia and gonorrhoea for the highest risk age groups.  
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Enhanced syphilis surveillance data has been collected since 2011 and trend analysis shows an 

increasing trend in case numbers with significant increases in both 2014 and 2015. The national increase 

in 2015 was largely driven by an increase in the Auckland region. Information from participating clinics 

show that the main burden of infectious syphilis was in men having sex with men (MSM) but there was 

also an increase in case counts for both males and females reporting opposite sex partners. Information 

on sexual behaviour and other possible risk factors collected as part of the surveillance and limitations 

of the analysis will be presented. 



 

 

Rāhoroi Saturday Programme 

 

9:00-9:50am Keynote Speaker, Soundings theatre 

 

Can Faith and Freedom Co-exist? 

 

Mr Jon O’Brien, President, Catholics for Choice 

 

9:55-10:35am Break-out sessions 

 

Abortion – dosing interval 

Icon 

Health promotion 

Rangimarie 2 

Reproductive health 

Rangimarie 1 

Sexual health 

Soundings theatre 

9:55-10:35am  

 

Timing of misoprostol in medical 

abortion (workshop) 

 

Dr Simon Snook, Abortion 

provider Wairarapa and Tairawhiti 

District Health Board and Director 

ISTAR Ltd  

9:55-10:35am  

 

Teaching about sexual consent: 

lessons from research across social 

contexts (workshop) 

 

Dr Melanie Beres, University of 

Otago  

 

9:55-10:35am  

 

Privacy of clinical notes in a single 

electronic health record (workshop) 

 

Dr Bronwyn Campbell, 

Pinnacle/Midlands Health 

Network School Based Health 

Services 

9:55-10:35am 

 

Biopharmacological prevention for 

HIV: advancing access to PrEP 

(workshop) 

 

Joe Rich, New Zealand AIDS 

Foundation and Dr Massimo Giola, 

Bay of Plenty District Health Board 
 

 

10:35-11:00am Morning tea and exhibition viewing 
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11:00am-12:10pm Breakout sessions 
 

 

Abortion – dosing interval 

Icon 

Health promotion 

Rangimarie 1 

International 

Rangimarie 2 

Sexual health 

Soundings theatre 

11:00-11:20am 

 

Time taken for completion of 

medical termination of pregnancy 

in the second trimester 

 

Dr Sylvia Ross, National Women’s 

Hospital, Auckland 

11:00-11:20am 

 

Effective communication essential 

to access and equity 

 

Dr Sue Bagshaw, The 

Collaborative Trust  

 

11:00-11:20am 

 

Sexual and reproductive health and 

rights in Kiribati: An introduction 

 

Tamoa Moannata, Kiribati Family 

Health Association 

11:00-11:20am 

 

STI notification – implications and 

opportunities for the sector 

 

Dr Jill Sherwood, Institute of 

Environmental Science and 

Research (ESR) 

11:25-11:45am 

 

Surgical intervention in women 

having medical termination of 

pregnancy at Epsom Day Unit.  

 

Dr Michelle Wise, Epsom Day Unit, 

Auckland District Health Board, 

and University of Auckland  

11:25-11:45am 

 

Qualitative Excerpts from Gay and 

Lesbian Suicide Survivors 

 

Bonnie Scarth, Public Health South  

11:25-11:45am 

 

Barriers to family planning use in 

South Tarawa, Kiribati 

 

Viktoria Chamberman, Family 

Planning  

11:25-11:45am 

 

How many Chlamydia infections in 

New Zealand are really 

Lymphogranuloma venereum 

(LGV)? 

 

Dr Collette Bromhead, Massey 

University 

11:50am-12:10pm 

 

Factors influencing decision-

making for late second trimester 

terminations in Auckland, New 

Zealand  

 

Dr Sylvia Ross, National Women's 

Hospital, Auckland  

11:50am-12:10pm 

 

Big changes in small communities; 

making changes for diverse youth 

via collaboration  

 

Heather Perry, Family Planning, 

Tabby Besley, InsideOUT and 

Desiree McLean, Whanganui 

District Health Board 

11:50am-12:10pm 

 

Creative approaches to improving 

access to family planning in 

Kiribati 

 

Abitara Tekeke, Kiribati Family 

Health Association 

 

11:50am-12:10pm 

 

Time to presentation and interim 

sexual behaviour of people with 

symptoms attending an urban 

Sexual Health Clinic  

 

Hayley Denison, Victoria University 

of Wellington  
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12:15-12:45pm Plenary panel, Soundings theatre 

 

Where to from here? Challenges and opportunities 

 

Dr David Grimes, Professor Jane Hocking, and Mr Jon O’Brien 

 

Facilitator: Alison Green, Te Whāriki Takapou 

 

12:45-1:00pm 

 

Closing 

 

Dr Alison Knowles, APGANZ, Auckland Medical Aid Centre, (AMAC), Waikato District 

Health Board 
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Rāhoroi Saturday Abstracts 

Mr Jon O’Brien (keynote) 

President, Catholics for Choice 

 

Can Faith and Freedom Co-exist? 

 

Jon O’Brien is president of Catholics for Choice (CFC), the leading pro-choice 

organisation advocating for sexual and reproductive rights from a standpoint of culture, faith, justice and 

morality. 

 

Mr. O’Brien presents a visionary approach to reproductive health policy, focused on advancing 

reproductive health access for all women and increasing public support for abortion and contraception. 

 

He speaks for millions of Catholics in the United States and abroad when he challenges the powerful 

Catholic hierarchy on these issues, urging a greater respect for core Catholic values of individual 

conscience and social justice. 

 

 

Dr Simon Snook (abortion stream)  

Abortion provider Wairarapa and Tairawhiti District Health Board and Director ISTAR Ltd 

 

Timing of misoprostol in medical abortion  

The timing of administration between mifepristone and misoprostol is a balance between 

best pharmacological efficacy and patient preference and convenience. This workshop will aim to 

educate and develop a consensus view for New Zealand abortion providers. 

 

 

Dr Melanie Beres (health promotion stream)  

University of Otago  

 

Teaching about sexual consent: lessons from research across social contexts  

Teaching about sexual consent is becoming a popular and integral part of sexuality 

education, yet research exploring the role of sexual consent in building healthy 

relationships is still lacking. In this workshop we will look across contexts to uncover complex and 

contradictory understandings of consent.  

 

Multiple sets of data consisting of consent-focused social marketing materials, and interviews with 

educators and people of diverse sexual orientations and gender identities inform this workshop. By the 

end of the workshop participants will:  
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(1) Understand how consent is conceptualised across these contexts;  

(2) Identify how different conceptualisations of sexual consent contradict each other; and  

(3) Develop ideas about how educational materials can be produced that is both consistent with 

perceptions of consent among adults and the goals of sexuality education.  

 

Together participants will uncover the tensions between different understandings of consent, and build 

ideas for future directions for using consent within sexuality education. 

 

 

Dr Bronwyn Campbell (reproductive health stream)  

Pinnacle/Midlands Health Network School Based Health Services 

 

Co-authors: Janice Wotton, Nicki Spring 

 

Privacy of clinical notes in a single electronic health record 

Confidentiality is a particular concern for many of the students who present to school clinics. “Will my 

parents find out that I have been to see you?” and “Will my doctor find out that I have been here?” are 

common questions, especially when the reason for the presentation relates to sex.  

 

The Minister of Health has announced a commitment to working towards a single national electronic 

health record for New Zealanders that will provide information via patient and provider portals to 

enable clinicians, working in hospitals and in the community, to access important patient information in 

one place. Graeme Osborne, Director of the Ministry's National Health IT Board has indicated that it is 

likely that on a shared platform confidential clinical information could be “hidden”, although the identity 

of the provider and the date of the interaction would be visible. A clinician could choose to open the 

confidential file if they deemed it necessary. 

 

The Waikato School Based Health Service team agree that in most situations the sharing of health 

information improves patient care. However, in some situations, we would like to be able to assure our 

patients that their records are not accessible by anyone else, and even the fact that a consultation has 

taken place is not shared. 

 

If we are unable to guarantee the confidentiality of our records, will that be a barrier to accessing our 

services? 

How will it impact on our effectiveness as clinicians? 

How do we achieve the best outcomes for our patients? 
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Joe Rich (sexual health stream) 

New Zealand AIDS Foundation  

 

Dr Massimo Giola  

Bay of Plenty District Health Board 

 

Biopharmacological prevention for HIV: advancing access to PrEP  

Rationale: HIV transmission in New Zealand is concentrated among gay and bisexual men (GBM) and 

appears to be on the rise. While condom promotion efforts have kept HIV prevalence low compared to 

other countries, evidence suggests that risk-taking may be rising among GBM. Robust data and expert 

consensus supports the use of biopharmacological tools such as early treatment to prevent onward 

transmission (also known as treatment as prevention or TasP) and pre-exposure prophylaxis (PrEP) to 

significantly reduce HIV incidence among high-risk GBM. 

 

Objective: Enhanced political leadership will be required to ensure New Zealand’s response to HIV is 

relevant and effective for those at highest risk. This workshop will explore how communities and 

clinicians can work together to make biopharmacological tools such as PrEP accessible to some high-

risk GBM while we wait for policy changes that will make it accessible to all.  

 

Method: Discussion will include guidelines, grey areas, regulatory and medicolegal issues related to 

prescribing generic imported medicines for use as PrEP. The workshop will also explore patient case 

studies and community-based initiatives to inform high-risk GBM about these tools and empower them 

to seek access.  

 

Results: Workshop participants will leave with a robust understanding of the current landscape for 

accessing PrEP to prevent HIV in New Zealand, as well as knowledge of community-based advocacy 

efforts and other initiatives that facilitate a collaborative approach to improve access to this tool.  

 

Conclusions: Biopharmacological tools such as PrEP are under-utilised in New Zealand’s HIV response. 

Through collaboration, opportunities exist to increase access and reduce HIV incidence among GBM.   

 

 

Dr Sylvia Ross (abortion stream)  

National Women’s Hospital, Auckland  

 

Co-authors: Lynn Sadler and Peter Stone 

 

Time taken for completion of medical termination of pregnancy (TOP) in the second trimester 

Introduction: The proportion of TOP procedures occurring beyond the first trimester is increasing in 

New Zealand. For medical TOP, mifepristone is administered 36-48 hours prior to admission and 

commencement of misoprostol. One of the most important pieces of information for these women is 

how long the process will take. This study was undertaken to attempt to answer this question and guide 

counselling. 
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Methods: All medical TOPs performed in the second trimester between January 1st, 2009 to December 

31st, 2013 in Auckland Hospital were reviewed. There were 295 cases eligible for analysis. Demographic 

data and medication and delivery times were assessed. 

 

Results: The median time from mifepristone to completion of the third stage was 53.6 hours. The 

majority of women (76%) completed the delivery within 60 hours. The median time from admission 

(after the mifepristone/misoprostol dosing interval) to discharge was 25.9 hours. Almost half of women 

(41%) were admitted to hospital for less than 24 hours. One woman delivered at home after 28 hours. 

 

Discussion: Time taken for the entire process from mifepristone to completion of the third stage was 

less than 60 hours for most women. This means that delivery will often be achieved within 24 hours of 

inpatient admission. Total length of admission will be influenced by other factors such as social 

circumstances and is less helpful in individual counselling. In this series only 1 in 295 delivered at home 

which may provide reassurance regarding the outpatient period. 

 

Dr Michelle Wise (abortion stream) 

Epsom Day Unit, Auckland District Health Board, and University of Auckland 

 

Co-authors: Lesley Paul, Chrissie Sygrove, Denice Hickmott, Gillian Gibson  

 

Surgical intervention in women having medical termination of pregnancy (MTOP) at Epsom Day 

Unit.  

Rationale: Medical termination of pregnancy (MTOP) was recently introduced at Epsom Day Unit (EDU) 

in order to comply with Abortion Supervisory Committee Standard 5. Mifepristone in combination with 

misoprostol at up to 63 days amenorrhoea leads to complete abortion in about 95% of pregnancies. 

 

Objectives: To determine the proportion of women undergoing MTOP at EDU who required surgical 

intervention. 

 

Methods: Electronic records were reviewed on 148 women who had MTOP ≤ 63 days at EDU from 1 

January to 30 June 2015 (consecutive block sample). Eight women were excluded, leaving a study 

sample of 140 women. 

 

Results: Mean age was 27.9 years, two thirds of women were European, and half were nulliparous. There 

were no ongoing pregnancies. Thirteen women (9.3%) required surgical intervention: two had surgery 

on same day as misoprostol due to intolerance of pain; three had insufficient decline in beta hCG and 

had surgery as per EDU protocol; and eight presented with symptoms to their local hospital and 

underwent surgery. Surgical intervention was more common in women having MTOP at later 

gestational age. 

 

Conclusions: Our surgical intervention rate at EDU is higher than expected based on international 

literature. EDU could review its protocols regarding gestational age (≤ 49 days more effective); 

mifepristone-misoprostol interval (≥ 48 hours more effective); method of misoprostol administration 
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(vaginal is most effective with least side effects); and follow up (routine offering of repeat misoprostol at 

Day 7). Women deciding about MTOP should be informed about local outcomes. 

 

 

Dr Sylvia Ross (abortion stream) 

National Women's Hospital, Auckland 

 

Co-authors: Peter Stone and Lynn Sadler 

 

Factors influencing decision-making for late second trimester terminations in Auckland, New 

Zealand  

Introduction: In New Zealand it is legal to undergo termination of pregnancy (TOP) at any gestation. At 

over 20 weeks the legal grounds relate only to the woman; to save the life of the woman, or to prevent 

serious permanent injury to her physical or mental health. Anecdotally, the vast majority of these late 

terminations of pregnancy relate more to the impact of a foetal abnormality than any other maternal 

mental health reasons. 

 

Aim: To assess foetal and maternal factors influencing the decision to undergo late second trimester 

TOP. 

 

Methods: Retrospective analysis of TOP procedures between 20 and 28 weeks gestation at Auckland 

Hospital between 2009 and 2014. 

 

Results: 160 cases met the inclusion criteria. Six were for maternal psychosocial reasons. All others 

related to foetal abnormality (141) or maternal physical condition (13). 

 

Discussion: The presence of foetal abnormality influences decision making for late TOPs. The effect on 

maternal health is often secondary to this despite legally being the primary indication for the 

procedure. The wording of the current New Zealand legislation does not consider the foetus at all after 

20 weeks and has the potential to make the termination process unclear to both lay people and those 

in the medical profession. 

 

 

  



51 

Dr Sue Bagshaw (health promotion stream) 

The Collaborative Trust  

 

Effective communication essential to access and equity 

The workshop will develop skills for effective communication with young people based on a knowledge 

of brain development and the essentials of Positive Youth Development Theory. 

 

The methods will use interactive "practice" with young people who will be involved in delivery. The 

results will be tested by a survey of participants carried out three months after the workshop. 

 

Access to knowledge and health care are based on a knowledge of the barriers to access and then ways 

to overcome this. Without equity of access there is no equity of outcome. Equity needs to be 

considered from the viewpoint of all the different groups who need to achieve the equity of outcome. 

Barriers may be because of age, race, gender, sexual orientation or ability, therefore all these viewpoints 

must be taken into account. These will be discussed in the workshop. 

 

 

 

Bonnie Scarth (health promotion stream) 

Sexual Health Promotion Adviser, Public Health South 

 

Qualitative Excerpts from Gay and Lesbian Suicide Survivors 

The New Zealand (NZ) Youth ’12 survey reported that youth with diverse sexualities 

and genders were significantly more likely to have self-harmed, contemplated, or attempted suicide in 

the past year, demonstrating a worrying indication that Rainbow Youth are not getting the support they 

deserve and need in NZ.  

 

The lifetime prevalence of suicide risk for the Rainbow Community is frequently reported as significantly 

higher than that of heterosexual and cisgender populations in international studies, with some reports 

estimating that the risk is four times greater than that of the “general” population, (Haas et al., 2011) 

and others reporting that Rainbow Youth make up to 53% more suicide attempts than heterosexual and 

cisgender youth (Mustanski & Liu, 2013). The reasoning for this significant increase in suicide attempts 

is usually reported as a result of greater discrimination, alienation, and prejudice suffered by the 

Rainbow Community (Hatzenbuehler, 2011).  

 

My presentation will illustrate these statistics with real human narratives from gay, lesbian, bisexual and 

Transgender persons who have survived lethal suicide attempts, in an attempt to humanise the statistics 

and build empathy and understanding for conference participants. These narratives were gathered 

throughout the United States of America (USA) during my Fulbright research scholarship undertaken at 

Cornell University during 2015 and 2016. While the narratives come from a diverse population of USA 

participants, their experiences of being of diverse genders and sexualities in an often hostile 

environment, are still highly relevant to NZ’s situation, and I have found that audiences engage far more 

with narratives than pure statistics. 
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Heather Perry (health promotion stream) 

Family Planning 

 

Tabby Besley (health promotion stream) 

InsideOUT  

 

Desiree McLean (health promotion stream) 

Whanganui District Health Board 

 

Big changes in small communities; making changes for diverse youth via collaboration  

Shift Whanganui is a project in its second year focusing on finding solutions for Whanganui to be a 

safer community for youth of diverse sexualities gender and sexes via collaboration between local and 

national organisations.  

 

Objectives:  

 To increase professional’s skills when working with diverse (sexuality, sexes and gender) young 

people and raise awareness amongst the professionals and community of Whanganui, of young 

diverse people’s needs 

 To support youth in starting up or running successful support groups within their schools.  

 To provide a safe environment for youth by youth to address youth of diverse sexuality, gender 

and sexes needs within schools and the community. 

 To help raise awareness and also provide education and support for those within our whānau 

hapu, iwi and community who are working with young people to support them through 

whakawhanaungatanga, kaitiakitanga and rangatirangatanga. 

 

Methods: 

 A focus group of youth (13-25) to explore the demand for a Hui, and gain input regarding topics 

and content from youth 

 A two day youth Hui run by InsideOUT youth mentors 

 A one day professional development programme run by Family Planning  

 

Results: This is the second year this Hui has been run, we had 34 youth in attendance at the Hui from a 

wide section of schools in the region with support from 8 local agencies/organisations and good 

attendance at the professional training. 

 

Conclusions: This work has resulted in opening up spaces in the community for conversations with 

principals and teachers around the needs of their school community, an interest in more education on 

the topic and an openness to create supportive policy and practices. Youth reported positive change 

from attending the Hui, and there are plans to create a new community support group and school 

groups. 
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Tamoa Moannata (international stream) 

Healthy Families Project Manager, Kiribati Family Health Association  

 

Sexual and reproductive health and rights in Kiribati: An introduction 

The Republic of Kiribati is a remote island nation on the equatorial Pacific Ocean, 

consisting of 32 coral atolls and two raised coral islands spread over an area of 3.5 

million square kilometres. The 2015 census recorded the total population at 110,110. 

 

Ensuring access to quality family planning services throughout Kiribati is challenging. Data from the 

2009 Demographic and Health Survey in Kiribati highlight a significant unmet need for family planning: 

 

• Total Fertility: 3.8 children per woman 

• Desired family size: 2.7 children 

• Unmet need for family planning: 28% 

 

The Kiribati Family Health Association (KFHA) is an International Planned Parenthood Federation 

member that works to improve access to sexual and reproductive health services in Kiribati. Over the 

past few years, KFHA has been focusing on a new approach to improving access that is holistic in nature 

and appropriate for our specific cultural context. The holistic approach includes engaging with churches 

and community leaders, and has proved successful in increasing the number of clients and services 

provided by KFHA. 

 

Viktoria Chamberman (international stream) 

Family Planning 

 

Barriers to family planning use in South Tarawa, Kiribati 

The ability to decide freely the number, spacing and timing of children is a 

fundamental human right. Ensuring universal voluntary access to family 

planning would have considerable benefits to the health and lives of men, women and children.  

In the Republic of Kiribati, access to family planning is limited and thought to face considerable barriers 

including socio-cultural and religious objections, misconceptions around safety, and poor physical 

access.  

 

This project seeks to investigate service-level barriers to family planning use in South Tarawa, Kiribati 

and make practical recommendations for addressing these barriers.  A mixed methods approach was 

used. A community survey of men and woman of reproductive age (15-49) (n=500) asked respondents 

their reasons for not using contraception. Focus groups (n=4) of target populations (men 15-24, men 

25-49, women 15-24, women 25-49) were undertaken to interpret survey results, further investigate 

barriers and generate ideas for mitigation strategies. In-depth interviews (n=14) were conducted with 

health professionals and government officials to further interpret survey results, identify barriers and 

propose strategies for improving service delivery.  

 

Considerable service-level barriers to family planning use were observed in the community survey and 

identified in the focus groups and interviews. Barriers can be categorised into four thematic groups: 



54 

disinterest in family planning; knowledge gaps; personal, family and social objections; and inappropriate 

service delivery. A broad range of potential solutions to identified barriers were suggested. Fourteen 

service delivery recommendations are made for family planning service providers in South Tarawa, 

Kiribati. 

 

Abitara Tekeke (international stream) 

Youth Officer, Kiribati Family Health Association  

 

Creative approaches to improving access to family planning in Kiribati 

Approximately 57% of the population in Kiribati is under 25 years old. Our large 

youth population receives limited sexuality education in school and often has poor access to family 

planning services.  

 

KFHA offers a youth volunteer programme for a rotating group of 20 youth. The programme is popular 

as it gives youth the opportunity to build their leadership skills whilst working as peer educators in the 

community. The primary focus of the youth volunteers is to improve access to sexual and reproductive 

health information among their peers.  

 

Through the Kiribati Healthy Families Project, KFHA’s youth volunteers have developed a range of 

creative approaches to address barriers to family planning among youth. Improving access to 

information and services for youth requires both strengthening existing services as well as developing 

activities specifically for youth. A range of examples will be discussed, including how we are making our 

clinic more youth-friendly, our condom distribution programme, our use of drama and our home 

visitation programme.  

 

 

Dr Jill Sherwood (sexual health stream) 

ESR 

 

Sexually Transmitted Infection (STI) notification – implications and 

opportunities for the sector 

The passage of the Health (Protection) Amendment Bill in early July 2016 means that infectious syphilis, 

gonorrhoea, AIDS and HIV infection will be notifiable by medical practitioners and laboratories from 4 

January 2017, under Section C in Part 1 of Schedule 1 in the Health Act 1956. Medical practitioners and 

laboratories who notify these diseases must not disclose identifying information of the person. 

 

There has been a critical gap in STI surveillance in New Zealand in relation to information on risk factors 

and behaviours associated with a higher burden of STIs. Although in recent years this information has 

been collected for infectious syphilis, this has been limited to cases diagnosed or managed in sexual 

health clinics, leaving a knowledge gap for cases diagnosed in other settings, including primary care. 

Implementation of the new Act will support collection of risk factor information and improve analysis 

for the listed diseases but this will require new processes and may impact on trend analysis. This 
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presentation will cover the proposed notification processes and implications and opportunities of these 

changes. Participants will be invited to engage in a discussion of these issues. 

 

 

 

Dr Collette Bromhead (sexual health stream) 

Massey University 

 

Co-authors: Savannah Young, Michelle Balm, Jane Kennedy, Mary Nulsen 

 

How many Chlamydia infections in New Zealand are really Lymphogranuloma venereum (LGV)? 

Rationale: LGV is a severe sexually transmitted infection, rare in western countries until an outbreak of 

rectal infection in men who have sex with men in 2007. Since then, clusters of LGV infection have 

broken out in New Zealand (NZ). Caused by L-serovars of Chlamydia trachomatis (CT), LGV causes 

severe disseminated disease, cannot be differentiated from uncomplicated CT by screening tests and 

won’t respond to Azithromycin. Specialist genotyping is not readily available, but if used to correctly 

diagnose LGV, a longer course of Doxycycline can eliminate infection. Unfortunately the spread of LGV 

in NZ is unknown. This study aims to determine the prevalence of L-serovars of CT in a cohort of NZ 

clinical samples collected from 2012-2016.  

 

Methods: Design and validation of a new CT genotyping assay targeting the Polymorphic Membrane 

Protein-H (pmpH) gene to differentiate L-serovars of CT from D-K. This assay will be applied to 300 de-

identified samples from the rectum or throat of CT positive patients. Additionally a commercial method 

for PCR detection of LGV, Mycoplasma genitalium (MG) and Trichomonas vaginalis (TV) (PlexPCR, 

SpeeDx, Australia) will be trialled on these samples. 

 

Expected results: We will report on the performance of the new CT serovar genotyping assay and the 

commercial kit for LGV/MG/TV detection. Using these assays we will quantify the number of previously 

undiagnosed cases of rectal and throat LGV in NZ from 2012 to 2016. This data will be used to inform 

updated clinical and diagnostic practices in New Zealand. 

 

Hayley Denison (sexual health stream) 

Victoria University 

 

Co-authors: Denison HJ, Kennedy J, Woods L, Bromhead C, Grainger R, Jutel A,  

Dennison EM 

 

Time to presentation and interim sexual behaviour of people with symptoms attending an urban 

Sexual Health Clinic  

Rationale: Time to presentation for sexually transmitted infection (STI) symptoms has not been assessed 

in New Zealand (NZ). Delay in seeking health-care may contribute to STI transmission and the high rates 

of STI observed in NZ. 
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Objectives: To quantify time to presentation for STI testing in people with STI symptoms, assess 

transmission risk, and determine the factors associated with delayed health-care seeking. 

 

Methods: All new clients presenting to an urban Sexual Health Clinic September to November 2015 

were invited to complete a questionnaire which included demographic information, sexual health 

history and details about the clinic visit. Data was analysed using SPSS. 

 

Results: Of 331 people approached, 243 (73%) completed the questionnaire. Four incomplete 

questionnaires were excluded, leaving 239 participants. Ninety people reported attending because of 

genital symptoms. Of these, 26 (31%) had continued to have sex after symptom onset, 13 with their 

existing partner and 10 with at least one new partner (3 did not report partner status). Infrequent 

condom use was reported less by those who had sex with new partners (10%) than those who had sex 

with existing partners (85%). 

 

42% of respondents waited >7 days from symptom onset to contact health services. Separate logistic 

regression models revealed no associations with delay for gender (p=0.604), age (<25yrs vs. 25-34yrs, 

p=0.220; <25yrs vs. 35+yrs, p=0.693), ethnicity (p=0.560), education (p=0.632) or employment 

(p=0.433). 

 

Conclusions: Public health campaigns should emphasise prompt action for STI symptoms and the need 

to abstain from sex with all partners until health-care has been sought and appropriate 

treatment/advice given. 
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Posters 

 

1. Mahi tahi ki te whānau hei oranga mo nga rangatahi “Working in partnership with whānau of 

Transgender Rangatahi” 

Jan Crone, Centre for Youth Health Kidz First Counties Manukau Health  

 

2. Improving cultural appropriateness of palliative care for LGBTI communities  

Jacinda Hills, Waiariki Bay of Plenty Polytechnic  

 

3. Celebrating Ettie Rout (1877-1936) 

Margaret Sparrow, New Zealand Sexual Health Society  

 

4. Breaking the Cycle: Repeat testing for common STI reinfection 

Susan M Garrett, Research Fellow, University of Otago, Wellington  

 

5. Partner notification and testing for reinfection with STIs: exploring the gap between actual and 

best practice 

Sally Rose, University of Otago  

 

6. Promoting sexual health service access for adolescent sex workers in Aotearoa New Zealand 

Natalie Thorburn, University of Auckland  

 

7. Women get HIV too... 

Carolyn Booker, Positive Women Inc.  

 

8. Scoping human papillomavirus vaccine uptake and impact monitoring among men in New 

Zealand 

Adrian Ludlam, University of Auckland  

 

9. know4sure: What we learnt about young women’s experience of unplanned pregnancy and 

strategies for supporting them 

Amanda Bradley on behalf of Ashleigh Carrington, Children by Choice  

 

10. Recognising the link: Unplanned Pregnancy and Reproductive Coercion 

Amanda Bradley on behalf of Pamela Doherty, Children by Choice  

 

11. Risk Factors for Preterm Birth in a High Risk Area 

Delwyn Munn, Hastings Hospital  

 

12. The Role of the Social Worker in Pregnancy and Termination of Pregnancy Counselling Support 

Nergis Narayan, Social Worker attached to Te Mahoe Wellington Hospital  

 

13. The wait for Termination at EDU 

Chrissie Sygrove, Nursing  
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14. Exploring possible relationships between deprivation, ethnicity and termination of pregnancy 

Pauline Fakalata, Gynaecology Service, Women’s Health, Auckland District Health Board, 

Auckland  

 

15. The Double Stigma; the overlap between blugding kiwis and women who seek abortions in 

Queensland 

Amanda Bradley, Children by Choice  

 

16. Second Trimester Abortions – from the perspective of the law, society, abortion providers and the 

pregnant women 

Anne Laking, Pohutukawa Clinic, Adult Sexual Assault Service, Auckland 


