Notes from “Ask the Expert - Infectious Diseases Q&A”
Wednesday Sept 9th 2026

· In general, the ID registrars are happy with the referrals they are getting from ED

· Fever in returned traveller

· The CDC (US) website is a useful resource for fever in returned traveller https://www.cdc.gov/yellow-book/index.html
· Discuss any fever in returned traveller patients with ID registrar before discharging home- there may be complex factors to consider e.g. what day of their dengue illness? Is patient from an endemic area?
· But please wait for blood results before calling
· Patients might be suitable for review in Friday ID clinic (Clayton/DDH) – for urgent appointments, must call the ID Reg to arrange.  

· STIs

· Useful STI guidelines: https://ashm.org.au/ - includes how to investigate certain symptoms (rather than just diagnosis-based) – important when there are multiple infections to consider
· Congenital syphilis – case numbers rising in Australia. If you see genital ulcers, test for both HSV and syphilis - will require different swabs
· Treatment for suspected gonorrhoea – ceftriaxone can be given IV in the ED (doesn’t have to be IM)
· Single dose 200mg doxycycline, taken within 72h unprotected sex, reduces transmission of chlamydia/syphilis. MSM patients may report they are taking “doxy-PEP”.  Unlikely we will prescribe in the ED, however.

· TB
· Local transmission of TB has been documented in Casey/DDH catchments. Cases in 20-30 yo males, transmitted via bongs

·  Cellulitis
· Consider oral antibiotics if patient systemically 
· Remind the patient the inflammatory response can last longer than the actual infection so the redness may take a few days to improve, despite effective antibiotic treatment
· The best indicator of need for IV antibiotics is feeling systemically unwell

· Staph bacteraemia 
· For serious staph infection, guidelines will soon change to IV cefazolin because it's been shown to reduce mortality in the sickest patients (instead on fluclox)  
· UTI
· Asymptomatic bacteruria common (e.g. found in 50% of females living in RACF). Treating asymptomatic bacteruria significantly increases the risk of future recurrent UTI in these patients. 
· UTI rarely presents as hematuria alone without other infective symptoms Send an MSU if you are concerned about infection, but avoid FWTU - the cause of haematuria is likely to produce inflammatory cells without the presence of infection 

· Pneumonia 
· Still an overuse of ceftriaxone in CAP
· PLEASE treat community acquired pneumonia with IV Benpen and doxy (as per eTG) unless patient is going to ICU 
· Consider oral antibiotics as an option too

