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_ General Practice Liaison Officer Program

o Metro North Health
o Brisbane North PHN

« Caboolture Hospital, Redcliffe Hospital, Royal Brisbane & Women’s
Hospital and The Prince Charles Hospital

« Metro North Health - Women, Children and Families Clinical Stream

« Metro North Health - Outpatient Strategies
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— General Practice Liaison Officer Program
Session 1

8:30am  Welcome
» Paediatric & Adolescent Gynaecology
 Endometriosis
«  Commonwealth Endometriosis & Pelvic Pain Clinics

10:25am Morning Tea
10:45am « Termination of Pregnancy

» Gynaecology services & referral processes

» Case studies
* Prolapse
* Incontinence
« Heavy menstrual bleeding
* Fertility & PCOS

1:00pm Lunch
1:45pm * Interactive skills stations

» Bladder & bowel charts + pelvic floor physiotherapy
« Cervical Screening Test
« Contraception
o Q + A
* Menopause

< >» U O -

4:00pm «  Workshop close



Useful resources

Metro North Gynaecology Referral Guidelines
Gynaecology | Metro North Health

Brisbane North HealthPathways
Username: Brisbane
Password: North

Home - Community HealthPathways Brisbane North

GP Smart Referrals
GP Smart Referrals - Practice Support - Brisbane North PHN



https://metronorth.health.qld.gov.au/specialist_service/refer-your-patient/gynaecology
https://brisbanenorth.communityhealthpathways.org/
https://practicesupport.org.au/toolbox/referral-pathways/gp-smart-referrals

General Practice Liaison Officer Program

Useful resources

Australian Journal of General Practice
RACGP - Home

RACGP gplearning and check
RACGP - Online learning

RACGP clinical guidelines
RACGP - Clinical guidelines

RANZCOG statements & guidelines
Statements and guidelines directory - RANZCOG



https://www1.racgp.org.au/ajgp/home
https://www.racgp.org.au/education/professional-development/online-learning
https://www.racgp.org.au/clinical-resources/clinical-guidelines
https://ranzcog.edu.au/resources/statements-and-guidelines-directory/

Useful resources

RCOG Green-top guidelines

Green-top Guidelines | RCOG

NICE guidelines

Gynaecological conditions | Topic | NICE

Gynaecological Cancer

National Cervical Screening Program

Cervical Cancer Screening Guidelines | Cancer Council

Health professionals | Cancer Australia



https://www.rcog.org.uk/guidance/browse-all-guidance/green-top-guidelines/
https://www.nice.org.uk/guidance/conditions-and-diseases/gynaecological-conditions
https://www.health.gov.au/our-work/national-cervical-screening-program
https://cancer.org.au/clinical-guidelines/cervical-cancer/cervical-cancer-screening
https://www.canceraustralia.gov.au/cancer-types/gynaecological-cancers/clinicians-hub

Useful resources

TRUE

Factsheets & free resources | True

Family Planning NSW

Resources | Family Planning NSW (fpnsw.org.au)

Jean Hailes

Jean Hailes | Creating a healthier future for all women

Australasian Menopause Society

Australasian Menopause Society

British Menopause Society

British Menopause Society

10


https://www.true.org.au/resources/factsheets
https://www.fpnsw.org.au/factsheets/health-professionals/resources
https://www.jeanhailes.org.au/
https://www.menopause.org.au/
https://thebms.org.uk/
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Paediatric Adolescent Gynaecology
Menstrual Disorders and Endometriosis

Professor Rebecca Kimble

MBBS, FRANZCOG, MHLM, GAICD, AFRACMA

MNHHS GP Education 31 August 2024
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The Adolescent- ABLE & DISABLED

Develop a psychologically safe space to discuss
their wellbeing, build trust, be empathetic,
explore other needs

Self-esteem - reassure them that they are
growing and developing, and things generally
settle — mostly there’s NOTHING ABNORMAL

Importantly, validate their pain and suffering
and that you can help them - they don’t need to
have menses until they want to have a baby




“An excessive menstrual loss that
interferes with the woman’s physical,

emotional, social, and material

qguality of life, and can occur alone or
in combination with other symptoms
such as dysmenorrhoea, headache or

fatigue.”




(

Paediatric and Adolescent Population
Prevalence of HMB 37% Dysmenorrhoea 93%

/

(Full Gynaecological maturation can take up to 8
years post menarche- HMB & Dysmenorrhoea
| largely attributed to Immature HPO Axis

First two years post menarche 50% cycles
anovulatory

Pecchioli Y, Oyewumi L, Allen LM, Kives S. The Utility of Routine Ultrasound in the Diagnosis and Management of Adolescents with Abnormal
Uterine Bleeding. J Pediatr Adolesc Gynecol. 2017;30(2):239-42

Campbell MA, McGrath PJ. Use of medication by adolescents for the management of menstrual discomfort. Arch Pediatr Adolesc Med.
1997;151(9):905-13.

Latthe P, Latthe M, Say L, Glilmezoglu M, Khan KS. WHO systematic review of prevalence of chronic pelvic pain: a neglected reproductive
health morbidity. BMC Public Health. 2006;6:177.

Metcalf MG, Skidmore DS, Lowry GF, Mackenzie JA. Incidence of ovulation in the years after the menarche. J Endocrinol. 1983;97(2):213-9.




Pubertal Development
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* no ovulation
* no luteal phase
* no progesterone

progesterone

1st day
of "period”

ovulation

progesterone -

t |

1st day
of period luteal phase



Retrograde Menstruation

Fallopian tubes

. ' _,1;
e
Retrograde menstruation
flow into the pelvis

Uterus . -

Endometrium

Cervix

Normal menstruation
flow out of the body

very



Heavy Menstrual Bleeding - Quality of Life Impact

Physiological Progesterone Deficiency

Unopposed estrogen effect - thick endometrium = HMB & irregular
cycles

Tight cervix - pinpoint opening

Retrograde menses - abdominal pain/endometriosis
Prostaglandin release

Severe Pain

Bowel symptoms/nausea/vomiting

Iron Deficiency Anaemia

Fatigue

Reduced school performance

1:4 Australian school girls miss school — menses related suffering
HMB Accidents

Anxiety/ Depression
Social isolation ............. (Y0 M

THE UNIVERSITY
v OF QUEENSLAND

AUSTRALITA



~ Endometriosis = Chronic |

condition

Growth of endometrial tissue
. outside the uterine cavity.

Typically, ectopic endometriotic implants
are found on pelvic peritoneal surface,
within the ovary or invading the
rectovaginal septum and bowels.

More widely distributed lesions
have been described.

Endometriosis is a progressive
chronic condition that can start at
puberty and continue through to old
age.

g
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»

Uterus Didelphys Obstructed R hemi-vagina

Bl

Absent R Kidney Menarche 13 yo Surgery 17 yo October 2023




Uterus Didelphys
Obstructed R hemi-vagina with
retrograde menstruation and

damage

Patent Left Hemi-vagina with
minimal impact



L side cervical aplasia with
retrograde menses & related
damage

Patent R side with no damage



{ Symptoms and impact on quality of life

‘ heavy periods
”painful bowel movement
‘ feeling bloated

‘lpain when urinating




Individual burden

Symptoms are associated with:
Absenteeism

Social isolation

Poor quality of life

Psychosocial distress

Sexual dysfunction & marital problems
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Endometriosis in Australia: Prevalence and Hospitalisations

Systematic Review 2020 M Hirsch et al
Prevalence of Endometriosis in Adolescents 64% ( 25 -100%)
In Australia, endometriosis affects 1:9 girls, female @ birth

1:4 Australian Girls miss school related to menstrual pain &
Suffering

Approximately 176 million women and girls suffer from
endometriosis worldwide.

AIHW National Hospital Morbidity Database (NHMD)
40,500 endometriosis-related hospitalizations in 2021-22.

Hospitalizations 312: 100,000 females




EY The cost of endometriosis in Australia

A report for EndoActive

Building a better
working world

Burden of disease
The reduction in the quality of life for women
diagnosed with endometriosis has been valued a

$4.04 billion per year

$129,993
o WA

The lifetime value of the burden of $0.8billion
endometriosis for one woman

Productivity loss
The cost to employers from absenteeism and
presenteeism is valued at

$2.6 billion

NT
$0.1billion

SA
@ $0.5billion

On average, women suffering from endo use $7 .4 bi I I ion
60% of their sick leave

due to the chronic pain they experience

Total economic impact of endo on
the Australian economy in FY2018

QLD
@ $1.5billion

NSW

$2.4billion

ACT
$0.2billion

ViCc
$1.9billion
®

TAS
® 0. 1billion

Direct healthcare costs

$506.4 million

in direct healthcare costs to diagnose and
treat endometreosis in FY18.

Non-direct healthcare costs

S75.1 million

in non-direct healthcare costs such as
transport to healthcare services

D 4

4.4 million hours

nt in transit on a recurring annual basis

Deadweight loss of taxation

the cost to society of the tax required for
the government to fund direct healthcare
expenses for women diagnosed with
endometriosis is

S139.3 million




Bleeding Disorders in Adolescents with Heavy Menstrual Bleeding

10 — 62% of adolescents with Heavy Menstrual Bleeding
(HMB) have an underlying bleeding disorder (BD)

Bleeding Disorder

Von Willebrand’s Disease (VWD) 5 - 36%
Platelet Function Disorders 2 - 44%
Thrombocytopenia (Hereditary and Acquired) 13- 20%

Clotting factor deficiencies 8 - 9%



VWD: How common is it?

“Low VWF”
~1/100

VWD with problemg
bleeding ~1/1000




Queensland PAG Service 2007-2017

635 patients
months

Bleeding disorders 22% Bleeding disorders 35%
27/124

Bleeding disorders in Adolescents with Heavy Menstrual Bleeding : The Queensland Statewide Paediatric and
Adolescent Gynaecology Service B O’Brien, ] Mason, RMN Kimble Journal of Paediatric and Adolescent
Gynaecology December 2019



Bleeding Disorders in Adolescents with Heavy Menstrual M) Cheok for updates.
Bleeding: The Queensland Statewide Paediatric and Adolescent

Gynaecology Service

Brooke O'Brien MBBS (Hons), BMedSc, MRANZCOG ", Jane Mason MBBS (Hons), FRACP, FRCPA °,
Rebecca Kimble MBBS (Hons), FRANZCOG, GAICD "

1 Statewide Paediatric and Adolescent Gynaecology Service, Royal Brisbane and Women's Hospital and Lady Cilento Children's Hospital, Brisbane, Queensland, Australia

2 University of Queensland, Faculty of Medicine, Brisbane, Queensland, Australia
* Queensland Haemophilia Centre, Royal Brisbane and Women's Hospital, Brisbane, Queensland, Australia

Factor defiency
Thrombocytopenia |
3%

Low VWB

1%

Type of
Bleeding
Disorder

Number = 27 cases

A

Dense Body Deficiency

Type 1VWB

Journal of Pediatric and Adolescent Gynecology, 2019 Volume 32, Issue 2, 122 - 127



Iron deficiency and/or Anaemia

100% -
90% -
80% -
70% -
60% -
50% -
40% -
30% -
20% -
10% -

0%

All Patients Screened for Diagnosed
Bleeding Bleeding
Disorder disorders



Management of menses in the
adolescent - Goal

»CYCLICAL & MENSTRUAL REGULATION

» CYCLICAL & MENSTRUAL CESSATION
Alleviate symptoms

Optimise function - improve Quality of Life

What are the expectations - education &
counselling

Reassurance



Management Options
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Effectiveness of Progesterone only treatment for HMB, painful
menses, irregular menses QPAG 2016-2020 N=117 unpublished data RK

Table 1: Summary of patient characteristics at baseline

Ageiin years
Median (Q1, Q3) 13.23(12.34, 13.95)|

Age at menarche in years
Median (Q1, Q3

Initially presented with HMB
Yes

Initially presented with Dysmenorrhoea
Yes £9.00 (76.1%)
No 28.00 (23.9%)

Initially presented with irregular menstrual cycles
Yes 75.00 (64.1%)
No 42,00 (35.9%)

Initially reported missing school, lethargy, syncope,
light headedness, poor mood , reduced confidence,

No 35 (30%)

Previous ED admission for HME, Dysmenorrhoea or 25 (21.4%)
Anaemia
Frevious Us with GV | B4 {24,/ 50)




Table 2. Results of McNemar's test for improvement in HMB fiom before to after treatment for oral

progesterone, de

pot and with depot or oral progesterone

Patients with Patients with | Total (N} | p-value
reduced HMB unimproved
after treatment | HMB after
(N) treatment (N)
Cral Patients without | 4 1 5 <0.001
progesterone HMBE prior to
treatment (N)
Patients with b5 (B0%) 16 31
HME prior to
treatment (N)
Total 69 17 36
Depot Patients without | 1 0 1 <0.001
progesterone HME prior to
treatment (N)
Patients with 25 (96%) 1 26
HME prior to
treatment (N)
Total 26 1 27
depot or oral Patients without | 4 1 5 <0.001
progesterone. | HMB prior to
treatment (N)
Patients with 84 (91%) 8 52
HME prior to
treatment (N)
Total 88 9 97




Table 3. Results of McNemar's test forjimprovement in dysmenorrhoeajfrom before to after
+|treatment for oral progesterone, dep

anmmmmlnne.

Patients with Patients with Total (N) | p-value
reduced unimproved
dysmenorrhoea | dysmenorrhoea
after treatment | after treatment
(N) (N)
Oral Patients without | 21 0 21 <0.001
progesterone | dysmenorrhoea
prior to
treatment (N} N\
Patients with 53 (80%) 13 BE
dysmenorrhoea
prior to
treatment (N)
Total 74 13 g7
Depot Patients without | 8 o 2 <0.001
progesterone | dysmenorrhoea
prior to
treatment (N) / \
Patients with \ 18 (90%) 2 20
dysmenorrhoea
prior to
treatment (N)
Total 26 2 28
depot or oral Patients without | 24 0 24 <0.001
progesterone. | dysmenorrhoea
prior to
treatment (N) N\
Patients with e/ {ED?#E]I 7 74
dysmenorrhoea
prior to
treatment (N)
Total 91 7 58




Original Report

Menstrual Suppression in Pediatric and Adolescent Patients M) _Cheok for updates
with Disabilities Ranging from Developmental to Acquired

Conditions: A Population Study in an Australian Quaternary

Pediatric and Adolescent Gynecology Service from January 2005

to December 2015

R. Leeks MBBS, BEd “#*, C. Bartley MBBS, Postgraduate Diploma Obstetrics & Gynaccology AM ',

B. O'Brien MBBS (Hons), BMEdSc, MRANZCOG ', T. Bagchi MD, FRANZCOG, AMC "?, R.M.N. Kln'lble MBBS,
FRANZCOG, GAICD *

Gy v Service. Royal Brisbane and Women's Hospital and Queensland Children’s Hospital, Brisbane. Queensland. Australia
’Queen-;lzznd Institute n] ‘Medical Researc ch Be lgnnj er. Brisbane, Queensland, Australia
sity of Queens . Faculty of . Brisbane, Qi . Australia

Menstrual suppression by 6 months 33.8%

Menstrual suppression by 12 months 55.9%

Mean age within 12 months 13.1years

Mean age >12 months 14.6years




Time from first method (months) until amenorrhea

Method that achieved menstrual cessation

50

307

204

10—
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oCcP Depo-Provera IMI Mirena IU= Depc-Pg:&rgra I+ Mirena IUS + QCP

Method that achieved menstrual suppression




Heavy Menstrual Bleeding and painful menses frequent
symptoms in PAG

Immature Hypothalamic-Pituitary-Ovarian Axis

Anovulatory cycles the norm

Physiological Progesterone Deficiency

Progesterone supplementation

Counselling -Prevention of Endometriosis for
patients/parents/ carers/society




Queensland Statewide Paediatric &
Adolescent Gynaecology Services

Dr Bridgett Sutton FRANZCR
Dr Sarah Skalecki PAG Fellow 2024
Dr Amanda Wee PAG Fellow 2023
Dr Divya Viswanathan Fellow 2022
Dr Tapasi Bagchi FRANZCOG
Dr Brooke O’Brien FRANZCOG
Dr Sally Cohen FRANZCOG
Dr David Baartz FRANZCOG
Professor Roy Kimble FRCS, FRACS MD
Professor Rebecca Kimble FRANZCOG

Royal Brisbane and Women’s Hospital
Queensland Children’s Hospital

THE UNIVERSITY
OF QUEENSLAND
v AUSTRALITA



International Evidence-based
Guideline for the assessment
and management of
polycystic ovary syndrome
2023

° .-0-0. o0
X
Here, we progress evidence-based diagnostic critena and in adults recommend that this requires two of

) clinical/'biochemical hyperandrogenism, i ovulatory dysfunction or i) polycystic ovaries on ultrasound and here
add elevated anti-mullerian hormane (AMH levels. We have included the role of AMH in diagnosis in adults but

sl i e T I"'“" Al
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International Evidence-based Guideline for the assessment and management of polycystic ovary syndrome 2023
https://www.monash.edu/medicine/mchri/pcos/guideline



https://www.monash.edu/medicine/mchri/pcos/guideline

11

Irregular cycles and ovulatory dysfunction

111

CR

Irregular menstrual cycles are defined as:

& MNormal in the first year post menarche as part of the pubertal transition

* >1to < 3years post menarche: < 21 or » 45 days

e > 3years post menarche to perimenopause: < 21 or > 35 days or < B cycles per year
& >1year post menarche » 9o days for any one cycle

Primary amencrrhea by age 15 or > 3 years post thelarche (breast development)
When irregular menstrual cycles are present a diagnosis of PCOS should be
considered and assessed according to these PCOS Guidelines.

112

PP

The mean age of menarche may differ across populations.

113

PP

In adolescents with irregular menstrual cycles, the value and optimal timing of
assessment and diagnosis of PCOS should be discussed with the patient and their
parent/s or guardian/s, considering diagnostic challenges at this life stage and
psychosocial and cultural factors.

114

PP

For adolescents who have features of PCOS, but do not meet diagnostic criteria.

an ‘'increased risk’ could be considered and reassessment advised at or before full
reproductive maturity, 8 years post menarche. This includes those with PCOS features
before combined oral contraceptive pill (COCP) commencement, those with persisting
features and those with significant weight gain in adclescence.

115

PP

Owulatory dysfunction can still occur with regular cycles and if anovulation needs
to be confirmed serum progesterone levels can be measured.

International Evidence-based Guideline for the assessment and management of polycystic ovary syndrome 2023

https://www.monash.edu/medicine/mchri/pcos/guideline



https://www.monash.edu/medicine/mchri/pcos/guideline

The guideline aims to facilitate timely and appropriate diagnosis for women with PCOS, whilst avoiding
over diagnosis, especially in adolescents. Specific recommendations of relevance here include:

e Ultrasound and anti-mullerian (AMH) levels are not recommended in diagnosis in those within

8 years of menarche
* young women ‘at risk’ can be identified, where diagnosis is unclear, with follow-up reassessment
* diagnostic features are refined, focused on specificity. to improve diagnostic accuracy.

146 PP There are no definitive criteria to define polycystic ovary morphology (PCOM)
on ultrasound in adolescents, hence it is not recommendead in adolescents.

133 CR A comprehensive history and physical examination should be completed for P
symptoms and signs of clinical hyperandrogenism, including acne, female pattern
hair loss and hirsutism in adults. and severe acne and hirsutism in adolescents.

128 PP In most adolescents, androgen levels reach adult ranges at 12-15 years of age.
154  EBR Serum AMH should not yet be used in adolescents. Pobe
@eE0

International Evidence-based Guideline for the assessment and management of polycystic ovary syndrome 2023
https://www.monash.edu/medicine/mchri/pcos/guideline



https://www.monash.edu/medicine/mchri/pcos/guideline
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Director Queensland Trophoblastic Centre s tosm———=—
Dr Keisuke Tanaka | staff Specialist Obstetrics & Gynaecology RBWH
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Endometriosis

Clinical guidelines and Practical advice

Dr Keisuke Tanaka / David Baartz

Zx21 Queensland
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Sl Government
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Clinical guestions

 When do we suspect endometriosis?

e Should / how do we perform examination?
* What investigations do we organise?

« How do we manage initially?

« When do we refer to gynaecology?

« What may happen at hospital

« What do we do with patients who have

been discharged?

(2 ENDOMETRIOSIS
Val Clinical Practice Guideline

s gRANZOOE

nd Embryology

European Society of Human

Reproduction a

©000

Follow us!

www.eshre.eu/guidelines

@shre

Endometriosis

Guideline of European Society of Human
Reproduction and Embryology

2022
ESHRE iosis Guideline Development Group

49



Pelvic pain vs Endometriosis

Definition: a disease in which tissue similar to the
lining of the uterus grows outside the uterus

50



When do we suspect endometriosis?

Metro North
Health

Queensland
Government




Signs and symptoms

PPP
Dysmenorrhoea
Dyspareunia
Dyschezia
Dysuria

Infertility

Suspect endometriosis in people (including those aged 17 years and under) presenting
with 1 or more of the following:

persistent pelvic pain

period-related pain (dysmenorrhoea) affecting daily activities and quality of life
deep pain during or after sexual intercourse

period-related or cyclical gastrointestinal symptoms, in particular, painful bowel
movements

period-related or cyclical urinary symptoms, in particular, blood in the urine or pain
passing urine

infertility in association with 1 or more of the above. p—

airons o menageran o svdomariot




Should / how do we perform examinationZ?

Metro North
Health

Queensland
Government




Offer / Consider examination

Offer an abdominal and pelvic examination to people with suspected endometriosis to

identify abdominal masses and pelvic signs, such as reduced organ mobility and

enlargement, tender nodularity in the posterior vaginal fornix, and visible vaginal

erwa:::metri:::tir: |esi::ms.

" —
If a pelvic examination is not appropriate in people with suspected endometriosis, offer
an abdominal examination to exclude abdominal masses.

Clinical examination, including vaginal examination where appropriate, should be

considered to identify deep nodules or endometriomas in patients with suspected @QOQO
endometriosis, although the diagnostic accuracy is low.

In women with suspected endometriosis, further diagnostic steps, including imaging,

SD0O0

should be considered even if the clinical examination is normal.

54



What investigations do we organise?

Metro North
Health

Queensland
Government




Imaging

Consider transvaginal ultrasound:

e to investigate suspected endometriosis even if the pelvic and/or
abdominal examination is normal.

e to identify endometriomas.

Do not use pelvic MRI as the primary investigation to diagnose
endometriosis in people with symptoms or signs suggestive of
endometriosis.

Consider pelvic MRI to assess the extent of deep endometriosis involving
the bowel, bladder or ureter.

Do not use CT scanning as the primary investigation to diagnose
endometriosis in people with symptoms or signs suggestive of —
endometriosis. e
CT scanning may be used to assess the extent of deep endometriosis Qé{ﬁﬂ. |
involving the bowel, bladder, or ureter if MRI is not accessible. 4ANN



Do not use serum CA125

Do not use serum CA125 to diagnose endometriosis.

st rd menagern o evdonarios

If a coincidentally reported serum CA125 level is available, be aware that:
¢ araised serum CA125 (thatis, 35 IU/ml or more) may be consistent
with having endometriosis

¢ endometriosis may be present despite a normal serum CA125 (less
than 35 [U/ml).

Clinicians should not use measurement of biomarkers in endometrial tissue, blood, .2
. . . . SDPO Is
menstrual or uterine fluids to diagnose endometriosis.

Endometriosis

i
i
%
£
G| =

B e e e
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How do we manage initially?

~2x2 Queensland
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Information and support

Provide comprehensive and ongoing information and support to people with
suspected or confirmed endometriosis, to promote their active participation in
care and self-management. For example, provide information on:

what endometriosis is

endometriosis signs and symptoms

how endometriosis is diagnosed

treatment options including care, follow-up, anticipated waiting times and out-
of-pocket expenses

[::I n I i n E) N e




Pelvic Pain

Foundation
OF AUSTRALIA

Pelvic Pain Foundation

For Women & People Assigned

Female at Birth (AFAB)
Endometriosis

Resources

Pain Articles Introduction to Pelvic Chronic Pelvic Pain Easy Stretches to
Pain Booklet Video Relax the Pelvis

Period Pain Endometriosis Stabbing Pain

Find a Health Professional Questions for your Health Provider

Understanding Long
Irritable Bowel Term (Chronic) Pelvic Painful Sex
Pain

Pelvic Pain During Pelvic Pain After

Hdigha ne Pregnancy Pregnancy

Pregnancy Related Tips and Tricks to
Pelvic Girdle Pain Laparoscopy Recovering Well From
(PRPGP) a Laparoscopy

60




Non-surgical management

« Analgesics
* Anti-neuropathic medications
« Hormonal medical treatments

* Non-pharmacological and non-surgical managements

() enoomemriosis

{ Clinical Practice Guideline

airons o menageran o svdomariot



Analgesics: NSAID +/- Paracetamol

For people with pain associated with endometriosis-, consider a short trial (for
example, 3 months) of a non-steroidal anti-inflammatory drug (NSAID) alone or in
combination with paracetamol, if not contraindicated. If such a trial does not
provide adequate pain relief, consider other forms of pain management and
referral for further assessment.

() enoomemriosis

aaaaaaaaaaaaaaaaaaaaaaaaaa
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Anti-neuropathic medications

Advise people that there is no evidence for or against the use of anti-neuropathic
medications for pain associated with endometriosis.

People with endometriosis should be referred to a pain specialist and/or a
condition-specific specialist at any stage if:

e pain is severe and unresponsive to simple analgesics.

e the pain substantially limits daily activities.

e any underlying health condition has deteriorated.

() enoomemriosis
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Hormonal medical treatments

Explain to people with suspected or confirmed endometriosis that hormonal
treatment for endometriosis can reduce pain and has no permanent negative effect
on subsequent fertility (other than delaying the time to fertility, which may be
important, depending on the person's age).

Offer hormonal treatment (for example, the combined oral contraceptive pill or a
progestogen as an oral form, a subcutaneous implant or intrauterine device [IUD]
form!#) to people with suspected, confirmed, or recurrent endometriosis. The
choice of hormonal treatment should be in a shared decision-making approach,
recognising that no hormonal treatment has been demonstrated to be superior.

(] enoome
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Hormonal medical treatments

It is recommended to offer women hormone treatment (combined hormonal

individual Ereferencesi side effectsi individual efficaczi costsl and availabilig into

consideration when choosing hormone treatments for endometriosis-associated pain.

contraceptives, progestogens, GnRH agonists or GnRH antagonists) as one of the options @ODO
to reduce endometriosis-associated pain.
The GDG recommends that clinicians take a shared decision-making approach and take

SRR
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OCP - continuous vs cyclic

Women suffering from endometriosis-associated dysmenorrhea can be offered the
continuous use of a combined hormonal contraceptive pill.

SDOO

Efficacy

A systematic review and meta-analysis by Muzii and colleagues compared continuous versus cyclic OCP
use for the treatment of endometriosis-associated pain and reported that the continuous regimen
appears to be more efficacious with regards to dysmenorrhea recurrence (RR 0.24; 95%Cl 0.06-0.91)
(Muzii, et al., 2016). Nonsignificant differences between continuous and cyclic OCP use were reported
for chronic pelvic pain and dyspareunia, and a trend toward lower cyst recurrence rates for a
continuous OCP (RR 0.54; 95%C! 0.28 to 1.05).
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GnRH agonists — second line

It is recommended to prescribe women GnRH agonists to reduce endometriosis-

GnRH agonist therapy to prevent bone loss and hypoestrogenic symptoms.

associated pain, although evidence is limited regarding dosage or duration of treatment. DPO0O
The GDG recommends that GnRH agonists are prescribed as second line (for example if
hormonal contraceptives or progestogens have been ineffective) due to their side-effect GPP
profile.
Clinicians should consider prescribing combined hormonal add-back therapy alongside

P g Py g NN,

67



Non-pharmacological and non-surgical managements

e behavioural/psychological medicine — includes cognitive behavioural therapy, relaxation
techniques, pain management programs, pain management physiotherapy, pain management
psychology, expert patient program, hypnosis, psychosexual therapy and biofeedback

e |ifestyle medicine —includes exercise (e.g. yoga, Pilates and tai chi), meditation, mindfulness and
dietary therapies (e.g. gluten free, dairy free, vegetarian and FODMAP diet)

e physical methods — includes acupuncture, transcutaneous electrical nerve stimulation (TENS),
manual and physical therapy, massage (e.g. shiatsu), osteopathy, chiropractic treatment and
reflexology

e other —includes dietary supplements, herbal medicine (e.g. Chinese herbal medicine),
naturopathy, homeopathic therapy, ayurvedic therapies and aromatherapy.

() enoomemriosis
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Rationale - Non-pharmacological and non-surgical managements

Advise people that there is no evidence to support the use of Chinese herbal
medicines or supplements for treating endometriosis, and that there are concerns
relating to potential harms associated with their use.

Advise people that there is limited evidence on the effectiveness of acupuncture for
the management of endometriosis pain.

» “The RANZCOG Endometriosis Expert Working Group discussed that people with pain
associated with endometriosis should not be discouraged from trying alternative treatment
options, but should be cautioned about particular diets and herbal medicines because of
uncertainty about interactions and concerns regarding side effects and lack of supporting
ev | d ence. ” ) sncmmmons
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What can | do about period pain?

Simple things first

Period pain medications work best when
they are taken before the pain gets bad, so
keep some with you all the time and take
them regularly during periods. The commonly
used medications include ibuprofen 200mg,
naproxen 275mg, or diclofenac 25mg.

Take two straight away then one, three times
a day with food. All these medications can
cause stomach irritation.

The Contraceptive Pill is often helpful. Ask
your doctor for a pill with more progestogen
than estrogen for the best effect. Many
women skip periods on the pill because fewer
periods means less pain. To do this, you need
fo be on a pill where all the hormone tablets
are the same colour. Plan a period only every
3-4 months or preferably not at all. Ask your
doctor or pharmacist how to do this. If pills
don’t suit your mood, try one called Qlaira.

A Mirena ® intrauterine device (IUCD) is
currently the most effective treatment for pain
from the uterus and lasts 3-5 years, when
used for pain. It slowly releases a
progestogen medication to the uterus that
makes periods lighter and less painful. It is
also a useful contraceptive. Remember that it
is common to have irregular bleeding and
crampy pains for the first few manths, but
these problems usually settle.

If you have not had children, or have a tender
pelvis you can ask fo have it inserted under
an anaesthetic if you wish. The best time is
just after a period, sometimes at the same
fime as a laparoscopy.

Complementary therapies that can help
include acupuncture, Vitex Agnus Castus
(1000mg daily) and magnesium (100-200mg
every 2 hours at period time for 2 days only).

If simple treatments for period pain don't help,
you may have endometriosis. This is where
fissue like the lining of the uterus grows in
places outside the uterus around the pelvis.
Most endometriosis can't be seen on an
ultrasound.

When simple things don’t help

Laparoscopy. A laparoscopy is an operation
where a doctor puts a telescope through a
small cut in your umbilicus (belly button) to
look inside your pelvis. He or she can then:

* Diagnose if endometriosis is present
* Remove the endometriosis if possible

There are different types of surgery available
to freat endometriosis. Sometimes the
endomeifriosis is excised which means cut out
and sometimes it is cauternised (diathermied)
which means burnt.

Some laparoscopies for endometriosis are
fairly short and straight forward, while others
take longer and are more difficult. It depends
on where the endometriosis is and how
severe it is.

We know that the amount of endometriosis
found at a laparoscopy doesn't fit with the
amount of pain, and some women have pain
but no endometriosis. So, you may have a
little: bit of endometriosis and a lot of pain, ora
lot of endometriosis and very little pain.

Things to remember about laparoscopy

After surgery, avoiding periods will reduce
your pain even further, and reduce the chance
that new areas of endometriosis will develop.

You will recover from surgery quicker by
keeping moving and going for a gentle walk
every day.

Some women have too many laparoscopies.
They, or their doctor, think that surgery should
be able to treat all types of pain. This isn't
comect. Even if you have endometriosis, it is
common for pain from the bladder, bowel,
pelvic muscles or nerve pathways to be
present too. They might even be your worst
pain, but can't be seen at a laparoscopy. This
booklet has lots of ideas on how to manage
pain without surgery, and how to use a range
of different treatments, as well as surgery, to
get the best outcomes for your pain.

Hormonal medical treatments
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When do we refer to gynaecology?
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Referral to secondary care

Recommendation

Consider referring people with suspected or confirmed endometriosis to a
gynaecologist if:

L ultrasound or imaging are suggestive of a higher stage or deeply
infiltrating disease (e.g. endometrioma, adenomyosis, or disease
invading other organs)

. they have severe, persistent or recurrent symptoms of
endometriosis

° they have signs of endometriosis on examination P

aaaaaaaaaaaaaaaaaaaaaaaaaa
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. initial management is not effective, not tolerated, or
contraindicated.




What may happen at hospital
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Typical examples

GOPD
Hx/Exam/Ix

Medical
management

Laparoscopy
+/- Mirena

No Complete
endometriosis excision




Diagnostic laparoscopy
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Endometriosis — 3 phenotypes

Superficial peritoneal Ovarian DIE: Deeply
endometriosis endometrioma infiltrating

endometriosis
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AMERICAN SOCIETY FOR REPRODUCTIVE MEDICINE
REVISED CLASSIFICATION OF ENDOMETRI10SIS

Date
Laparoscopy. Laparotomy. Photography.
Recommended Treatment
Prognosis.
{tem t-3cm > 3cm
1 4 4
2 4 6
1 4
E Deep 4 16 20
z L Superficial ) 2 4
Deep 4 16 20
POSTERIOR Partial Complete
CULDESAC
OBLITERATION 4 40
m
ADHESIONS < 1/3 Enclosure 1/3-2/3 Enclosure *y 2/3 Enclosure
P R Filmy 1 2 4
g Dense i 8 16
L Filmy 1 2 4
Densc 4 8 16
R Filmy 1 2 4
w Dense +° a8 16
g L Filmy 1 z 4
Dense 4 8" 16

e
*If the fimbriated end of the fallopian tube is completely enclosed, change the point assignment 1o 16.

Denote appearance of superficial implant tvpes as red [(R). red, red-pink, flamelike, vesicular blobs, clear vesicles], white [{W),
opacifications, peritoncal defects, yellow-brown], or black [(B) Dblack, hemosiderin deposits, bluc]l. Denote percent of 1otal
described as R %, W__% and B___% Total should equal 100%.
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Combination of surgery and hormonal treatment

After laparoscopic excision or ablation of endometriosis, consider hormonal
treatment, to prolong the benefits of surgery and manage symptoms. Clinical
judgement and patient preference are factors that may influence the particular
hormonal therapy chosen.



What do we do with patients who have been di rged?

~2x2 Queensland
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 Start fresh — history / examination / investigation
* Previous treatments and their outcomes

e Laparoscopy

* Did they have endometriosis?

 Was it all treated?

* Did symptoms improve after the surgery?

e Urinary or bowel symptoms?

* Family completed?



Irritable bowel

INTRODUCTION TO [

An Irritable or Sensitive Bowel

An imitable or sensitive bowel is a
good example of a pain you can't
see. The bowel looks normal at a
laparoscopy or ultrasound, but
certainly doesn't feel normal.

Women feel bowel pain low in their
abdomen, in the same place that
they feel period pain, pelvic muscle
pain, ovary pain, bladder pain and
endometriosis pain, so if's easy for
all these pains to get confused.

The most typical feature of bowel
pain is that the pain gets better after
a bowel action has been passed,
and there are usually other bowel
symptoms too, such as diarrhoea,
constipation or bloating.

Bloating

Doctors often think of bloating as an
inconvenience rather than a major
problem. This is because bloating
rarely means a serious iliness. The
trouble is that bloating makes women
feel unattractive and uncomfortable. It
also makes any other pelvic pain
worse. Luckily, there is lots you can
do to help.

Before you do anything about
bloating, you should see your doctor.
Sometimes women feel bloated
because they have an ovarian cyst.
Your doctor can check this for you.

If this check is normal, then think
about what type of bloating you have.

The first type of bloating is where
the abdomen swells up and your
stomach looks big. Women often feel
like this near period time, but it is also
aggravated by certain foods. These
foods are described further below.

Cutting down on these foods often
makes a big difference to pain.

The second type of bloating is a
feeling of being bloated, when you
look normal. This is often due to a
change in the way nerves work
causing abnormal sensations such as
bloating, and sensitivity to touch. You
may find your clothes uncomfortable
or dislike anyone touching your
abdomen.

This type of problem is described
more on page 17, but other useful
treatments include:

* Peppermint oil capsules taken
3-4 times daily or peppermint
tea

* Iberogast liquid 20 drops from
a chemist, drunk in warm water
as tea 2-3 times daily

Many women with pelvic pain have a
mix of both types of bloating.

Sometimes it’s my worst problem

Which foods might be a problem?

Some of the foods most likely to cause
problems are a special group of
carbohydrates, sometimes called FODMAP
foods. Common FODMAP foods include
lactose, wheat products (bread, pasta, pizza
etc), cnions, corn syrup, apples, and artificial
sweeteners, but there are many others.

Most people absorb these foods quite quickly
in their 'small bowel’ (small intestine). This
means that very little of those foods reaches
the ‘large bowel' further down.

Some people absorb these foods slowly,
which means that more of these foods
reaches the large bowel undigested. In the
large bowel, the food is fermented by bacteria
to form gas and other substances that irritate
the bowel and cause pain, diarrhoea and
bloating. A small amount of these foods may
be no problem at all, but a larger amount can
cause lots of pain. If they also have a
sensitive bowel, which many women with
pelvic pain do, then they will really suffer.

This means that while your friends may be
able to eat any food and feel fine, your bowel
will be painful unless you are careful.

Should I go ‘gluten-free’?

A gluten free diet is a special diet for people
with Coeliac Disease. Women with coeliac
disease need to be on a strict ‘gluten free’
diet for the rest of their life.

Women with an irtable bowel often feel
much better on a ‘gluten free’ diet, because
by cutting out gluten they are also cutting out
wheat, a major FODMAP food. They do not
have a problem with gluten and may be able
to tolerate small amounts of wheat.

Before you change your diet, ask your doctor
for a blood test that checks for coeliac
disease. This test isn't reliable if you have
already cut out wheat from your diet, so it's
much easier to get it done first.

Are there other problem foods?

Yes, definitely, but everyone is different. You
might have a problem with rich or fatty foods
{cream, takeaway, animal fats), alcohol,
coffee, fizzy drinks, and spicy food.

A low fat, low salt, high fibre diet is good for
everyone, but even more important if you
have bowel problems.

If you find it all too hard to work out, a
dietitian may be able to help.

Constipation

We have been brought up to think that it's
important to have a bowel action every day.
Actually, it's OK to have a bowel action every
couple of days or so, as long as it is soft and
easy to pass when it happens.

It is easiest to open your bowels when the
bowel motion is soft and your bowel is
contracting strongly enough to pass it easily.

You can make the bowel action softer by:
* Drinking enough water
* Increasing the fibre in your diet
* Taking a fibre supplement such as
Sterculia (normafibe ®). This
supplement is useful as it causes less
wind than most other supplements

You can increase bowel coniractions by:
* Regular exercise, brisk walk every day
*  Allowing unhurried time to go to the
toilet after breakfast in the morning
* Avoiding medications such as codeine
* Aherbal treatment such as slippery elm

But my constipation is severe

Some women have severe constipation,
even when they do everything right. It is very
unfair. They feel bloated and uncomfortable
most of the time. If so, it is time to talk to
your doctor, or maybe a gastroenterclogist
(bowel physician).
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Painful bladder syndrome

Bladder troubles
Why am | always in the bathroom?

What can | do about my bladder troubles?
Sometimes they are the worst pain

INTRODUCTION TO ML

The Evil Twins:

Endometriosis
and Interstitial
Cystitis are so
commonly found

times
the ‘Evil Twins'

Dr Maunce
Chung

You may know all about cystitis. If
so, you probably mean bacterial
cystitis, which is the medical word for
a bladder infection (urine infection).
The word ‘cystitis’ really only means
an irritated bladder. It does not say
what caused the irritation.

Women with pelvic pain often have
another type of bladder irritation
called either Interstitial cystitis (IC)
or Painful Bladder Syndrome
(PBS). This type of cystitis is
different from a urine infection. There
is irritation of the bladder wall but no
infection. It is another pain you can't
see at a laparoscopy.

If you have endometriosis, bladder
troubles and pain on most days,
then it is quite possible that you
have PBS. Sometimes it is the
bladder which causes most of the

pain.

What problems does painful
bladder syndrome cause?

The common symptoms include:

* Frequency. (Needing to go to
the toilet a lot)

* Nocturia. (Needing to get up
to the toilet at night)

* Urgency. (Needing to rush to
the toilet and finding it difficult
to ‘hold on’)

* Pain. Which gets worse as the
bladder fills, and improves
once the bladder empties

* Pain with intercourse.
Especially in positions that put
pressure on the front wall of
the vagina (near the bladder)

Many women with a painful bladder
describe having ‘frequent urine

infections’. Sometimes there is a
bladder infection, but often it is a flare
up of their painful bladder that feels
like a urine infection. If urine is sent to
a laboratory, it often shows some
blood, but no infection.

Simple things first

A urine test with your doctor to check
for infection or other problems is a
good idea. They can also check for a
chlamydia infection if a sexual
infection is possible.

Make sure you are drinking enough
(but not too much) fluid each day. For
most women, this will be around one
and a half, to two litres of mostly
water daily. If you drink a lot more
than this, that may be part of the
problem.

If you still have problems, think about
whether any of the foods or drinks on
the next page trigger your bladder
problems. Use the ‘bladder first aid’
treatment if your pain flares up, and
try a bladder medication such as
amitriptyline from your doctor.

Dietary changes.

There are many foods that can make bladder
pain worse, but most women only have
problems with some of these foods. They
include:

* Foods high in acid such as citrus fruit,
cranberries, vitamin C, some herbal or
green teas or tomatoes. A plain mint/
chamomile tea or just water is best

* Foods that stimulate nerves such as
caffeine, chocolate or cola drinks

* Foods high in sodium or potassium
such as bananas

* Artificial Sweeteners including
aspartamine etc

* Fizzy drinks (including mineral water)

Diet cola drinks are probably the worst as they
contain acid, caffeine and artificial
sweeteners. Cigarettes can also affect the
bladder.

If you eat these foods, remember how you
feel afterwards. If you feel worse, this may be
a trigger food for you. You may also find
trigger foods of your own.

Medications

There are several different medications for a
painful bladder, but you may need to try a few
different ones to find the right one for you:

* Low dose amitriptyline from your
doctor. This is a good first choice as it
helps frequency, urgency, pain and the
number of times you pass urine at
night. It can also sleep, bloating and
headaches. A dose starting at 5mg
taken around 3 hours before bed and
increasing slowly to between 5 and
25mg daily suits around half the
women who try it. Sleepiness in the

mornings usually wears off in a week or

so, but start with a small dose.

* Mirabegron (betmiga®) 25 or 50mg
taken once a day is particularly useful
for those with a painful bladder who
find amitriptyline causes side effects. It
won't help other pains or headaches.

* Tolterodine 1-2mg daily, or oxybutinin
5-15mg daily - or as a skin patch.

Bladder First Aid

If there are times when your pain or urgency
comes on suddenly, you may be able to help it
quickly by:
* Drinking 500mi of water mixed with
o 1 teaspoon of bicarbonate of
soda, or
o asachet of Ural ® or
Citravescent ®.

* Then drinking 250ml water every 20
min for the next few hours

* If no better, have a urine test for
infection. Only take antibiotics if an
infection is found.

Remember that if your bladder problems
continue, you should discuss this with your
doctor.

It is common for women with painful bladder
syndrome to also have painful pelvic muscles.
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Qld

Qld

Qld

Qld

’{_. Australian Government

Department of Health and Aged Care

Home  Topics Our work Resources

Home » Qurwork

Endometriosis and pelvic pain clinics

We are establishing endometriosis and pelvic pain clinics across Australia to

provide more appropriate and timelier endometriosis care and management. This

will lead to reduced diagnosis timeframes and better pain management for those

suffering from endometriosis and pelvic pain.

On this page
About the initiative
Why it is important

Goals

Meeting our goals

Current endometriosis and pelvic pain clinics

QOutcomes

Learn more

Contact

MATSICHS (Institute for Urban Indigenous Health Ltd)

Benowa Super Clinic
Family Planning Queensland

Neighbourhood Medical

Morayfield, QLD
Benowa, QLD
Cairns, QLD

Bardon, QLD

‘ﬁ Queensland Government

Royal Brishane and Women's Hospital

Metro North Health

@ Healthcare services

Patients & visitors

Health professionals

Contact us

Research

Newsroom

Careers

Eve

Abc

Home / Healthcare Services / Tess Cramond Pain and Research Centre

Tess Cramond Pain and Research Centre

Our service has relocated to a new facility - the Surgical, Treatment and Rehabilitation Service (STARS) located at 296 Herston Rd,
Herston - and is co-located with other specialist outpatient services.

The Tess Cramond Pain and Research Centre provides an assessment and management service for people with chronic pain

and cancer pain.

Our services

We offer the following services to help you manage persistent pain:

A specialised outpatient clinic.

Individualised physiotherapy, psychology and occupational therapy assessment.

Pain interventions.

Pain education and pain management programs.
Aninpatient consultation service.

Consultative service to referring medical practitioners.
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Metro North GP Alignment Program

Gynaecology
Workshop

Commonwealth Endometriosis & Pelvic Pain Clinics
Dr Louisa Gilles | Neighbourhood Medical Bardon phn
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Dr Halina Clare & Dr Caroline Harvey | IUIH o

Metro North Health



Endometriosis and Persistent Pelvic
Pain (EPP) Clinics in Primary Care

Dr Louisa Gilles
BSC MBBS FRANZCOG FRACGP
E: pelvicpain@neighbourhoodmedical.com.au

EndometriosiS &  ar neisksournoon
pelV1C paln ChﬂlC MEDICAL, BRISBANE



 Qur clinic model

« What we’ve learnt

e How to refer to us




EPP Clinics — what are they?

« 22/23 Commonwealth government- $16.4m over 4 years for
Endometriosis and Pelvic Pain Clinics in primary care settings

* $700Kk per clinic over 3 years

 Pilot program

* 4 clinics in Qld (varied contexts)

« PHN partnered — administer funding, collect data
« for women/ AFAB only

« medicare + grant funding can’t be billed together



.N.. EPP Clinic— Our model of care:

. %experienqed women’s health
Ps -2 sessions dedicated to.
EPP clinic per week — ( within
our Women and Children’s
focused GP clinic)

» Pelvic pain nurse navigator 0.4
FTE — grant funded

 Capacity: 6 NPs per week +
follow ups

e Allied Health team — offsite but
connected




Eligibility Criteria

 Previous dx of endo with pain not adequately
Mx OR possible symptoms of endo not fully
Ix

* OR persistent pelvic pain>5days/month not
fully Ix or not adequately managed by a team
including a GP, Physio and other
specialists/allied health

* Must be current Qld resident

* (telehealth for rural and remote)




Exclusion Criteria

* Endo/PPP well managed or already have a care team and seeking
GP care only (can see our GPs outside of EPP clinic)

 Period pain 1-2 days only easily managed with medication, not
impacting school, work, ADLs

« Known or suspected endo seeking laparoscopy only and don’t want a
holistic approach

» Fertility concerns without pain (we have no access to expediated
surgery)
* Current pregnancy



Clinic Services & Structure

Step 1: To Connect

 self-referral form or send a referral directly via MO to
Neighbourhood Medical Pelvic Pain Clinic

* can phone reception for information
* Our team contacts patients - no online booking
» Waiting time 2 months for nurse appt then 2 months to see GP

« Eligibility and safety criteria -
https://www.neighbourhoodpelvicpain.com.au/



https://www.neighbourhoodpelvicpain.com.au/

=+ Clinic Services & Structure
Step 2: Understand

 To feel heard and be understood is the
most important thing for patients

* 45 min tele/video appointment with our pelvic
pain nurse navigator (experienced practice RN,
chronic disease/ trauma informed background)

* No out-of-pocket fee - grant funded

 Detailed history — outline the journey so far,
key concerns, questionnaires, DASS21

 Screen for trauma history, red flags, gather
information, provide education and resources




GP Consult

Step 3: Educate & Empower

* GP appointment (45 -60 mins) — FTF or TH
— 60 min appt - $310 ($112.10 oope, BB for
<18 or CC) N

» patients don’t have to prove their pain

* build a shared understanding and

explanation Reverse Side

- make a plan



GP Consult

« Pain science framework to explain pain, its sources, and possible drivers within a

whole person context
* 3 top concepts: pain is real, pain as a danger signal, neuroplasticity

 Non-pharmacological Mx: Physio, movement, psychological approaches, stress

reduction, dietary, TENS machine, sleep

- Optimise pharmacological Mx: cycle suppression, flare management (non-

opioid), neuromodulators
« Written resources for patient: “Team and Toolkit”, folder

of resources




Clinic Structure & Services

Step 4: Build the team ’
» Allied Health — funded individual sessions [he el Pk Pl

* Group Programs - funded
» Additional referrals (non-funded)
 Communication with usual GP

 MDT meetings — education and case discussion.




Additionally funded

.«a Wright
« TENS provided to financially g
vulnerable patients HEALING
PELVIC
* Education —AProf. Susan Evans ) PAIN
“Endometriosis and Pelvic Pain” book s
and Dr Peta Wright “Healing Pelvic . =
Pain” - — _ﬁ\
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e Fully grant funded IUD insertions and
check ups

Dr Susan Evans
with Deborah Bush QSM



What have we learnt ?

 Rewarding work, making tangible differences to qol, “easier” to deliver care

with grant funded scaffolding
 Community demand exists for comprehensive EPP care
* Resources required—GP doesn’t need to do it all (need non FFS funding)
« Team approach benefits patient

 trauma history, central sensitization and non-endo contributors to pain

common— biopsychosocial approach needed

« Pain science education helps so much



‘:;CN;; Grant funding allows:

« TIME with patients
* Less OOPE to patient
* Training for staff

* Funding for allied health and
additional services

* Improved collaboration with
community and tertiary care
Services

» Resources for the patient




How to help?

 Determine if fit eligibility criteria
» Investigate red flag symptoms: PCB, IMB, PR bleeding

« Mental health support and GPMP (chronic pelvic pain is an eligible

criteria)
* Trial treatment options

 Referral (including investigations) or direct patients to self refer



We welcome connection and
collaboration!

* E: pelvicpain@neighbourhoodmedical.com.au

» Website — neighbourhoodpelvicpain.com.au



mailto:pelvicpain@neighbourhoodmedical.com.au

Endometriosis and Pelvic Pain- A
model of care for First Nations
Wielgal=lg

Dr Halina Clare, Clinical Director MATSICHS
Dr Caroline Harvey, Senior GP Sexual & Reproductive Health, IUIH
Keighley Pascua, Research Assistant IUIH
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IUIH Network

* The Institute for Urban Indigenous Health (IUIH)
was established in 2009 by its four founding
member ACCHS (Aboriginal Community
Controlled Health Services) to collectively strive
towards our vision of strong and health
Aboriginal and Torres Strait Islander children,
families and communities

e Qur footprint is the urban South East
Queensland region — home to around 115,000
Aboriginal and Torres Strait Islander people,
nearly 12% of Australia’s Indigenous
population

Moreton

ATSICHS



lUIH System of Care

Chronic

disease

* “One stop shop” — create a safe environment, alled o
address key service access barriers, and bring as Health health Birthing

many services and supports under one roof as UStiee childhood
possible

* Focus on the Cycle of Care — from screening and coca e
revention to chronic disease management and Supports The Engine and well
ollow up the PHC Clinic facilitates access to the Core Clinic cing
broader system of care that clients and families f€am
need to be strong and healthy

Disability
and Oral

* MobLink- Where care is needed outside the rehab nesin
health “home”, connector functions in place to ,
secure access-'(transport, care coordinators, e o
digital systems, shared service models, other) S Sernfess

,  Moreton

- ATSICHS




Designing an EndoPP Program by Mob for
Mob

* Working Group for collaborative yarns to gather knowledge and
develop a model of care

e Rapid Literature review to inform the model

* Progressive roll out

* Responsive to feedback

* Community of Practice and yarns with partners

2
o® @a“‘,ﬁ
o g— ©

o ' . Moreton
. : ATSICHS
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lUIH/ MATSICHS- Existing services

* Womens Health GP- MTOP provision, Implanon and IUS

 Community Liaison Officer, Womens Health Physio, Pharmacist, OT, Exercise Physiologist,
Psychologist, Dietitian

e Senior GP Sexual and Reproductive Healthcare

* In our Hands- Cervical Screening Program

* Birthing In Our Community (BIOC)

* Social Health and Family Wellbeing

* Deadly Choices School Program

e Cultural Integrity Lead

* Research team

 Womens Business Shared Gynaecology Pathway with Metro-North

« Moreton

: ATSICHS




A Rapid Literature review- to Inform planning and
development of a First Nations Endometriosis and Pelvic Pain Pathway

1) Aboriginal and Torres Strait Islander patients with endometriosis may express pain differently to non-
Indigenous patients (e.g., lack of expression, non-verbal)

2) Aboriginal and Torres Strait Islander people face significant barriers in communicating pain to health
professionals

3) Indigenous women from Australia, New Zealand and Canada have low menstrual health literacy, similar to
that of young non-Indigenous people

« Moreton

: ATSICHS




Findings- Broader Context

4) Significant impact on quality of life (QOL) and psychosocial health
5) Significant amount of stigma

6) The journey of care is mentally, physically and financially intensive
7) Health professionals also experienced barriers in providing care

8) Current management plans are ineffective in managing endometriosis- short term, fail to remove financial
barriers or provide integrated care

9) Self-management strategies should be carefully utilised based on current evidence, patient’s needs and in
conjunction with care from health providers- 89% of women with endometriosis engage in self-management

11) Websites and online resources have the potential to improve health literacy, health-seeking behaviour
and engagement in self-management among women with endometriosis

12) Screening tools offer a lower cost diagnostic pathway for endometriosis but require cultural adaptations

« Moreton

: ATSICHS




Model of Care- Endo PP

To ensure Aboriginal and/or Torres

e P e Wayfinder Nurse or Strait Islander people born female,
Businesss::ed Pathwari Sista / Aunty between puberty and menopause can
with MNHHS Gynaecology Triage, C t, Inform, .
DLl riage sci,npr;frt nform access culturally approprl.ate care |
and management for persistent pelvic
pain.

Multi-disciplinary
assessment.
Physiotherapist,
Dietitian, Psychologist,
Excercise Physiologist,
Pharmacist, Social Group
Health Sessions

1:1 Treatment

Clinic assessment
with women's
business GP and
Physiotherapist

Moreton

ATSICHS




Endo PP Feedback

* ‘It’s a great program. The Women’s Health Physio, it’s the first time | have had
anything like that. Previously it has been swept under the carpet and | just had to
deal with it’

* ‘I like the holistic approach. It’s a positive different approach to endometriosis’

* [t was a positive experience, it changed my quality of life. It has validated the way
| was feeling’

* ‘It’s been a great experience, has been realty great and friendly. | am feeling
positive’ ‘| felt thoroughly listened too".

* ‘Before starting the program | wanted a hysterectomy, now | see things a different
way, being active made a huge change’

« Moreton

: ATSICHS




Future Work

* Yarns with clients and community led by a UQ Masters Student to:
* Review existing client facing resources
* Reflect and improve the pathway
* Develop a group based/ peer support program

* Research Opportunities building on the Rapid Literature Review.

« Moreton

S ATSICHS




How to refer

— T —
Please send a referral letter detailing relevant history including medications trialled, surgery and

investigations to date, Past Medical History, current medications, and allergies via Medical Objects -
IUIH VISITING (VI45100009P) or HealthLink EDI: endomppc

Clients will be contacted once a completed referral form with client consent is received.
(B AN EEEERNNENEEENERNNENNE NFENENNE-NEENRENNERERNNENNEJENEREENRNNEN-ENHREH-EREJN B3 BB NN (AN N BEEEFE A NENE EEENEFENEBEBNEENEENNEEFEEENERNEERENNENNNE NN

For further information please contact the

Pelvic Pain and Endometriosis Management Program -4/") hn @ omen’s
0461 378 348 | EndoPPCQiuih.org.au ;. ATSICHS Blmm NORTH ‘Zm

An Australan Govsrmment Infialve

,  Moreton

< ATSICHS




Metro North GP Alignment Program

Gynaecology
Workshop

Termination of Pregnancy

Dr Angela Smith| GPwsI Gynaecology IRBWH ~ Fasacwom
Stacey West| Nurse Navigator | Metro North Termination of Pregnancy

Metro North Health



7 - g! ~
Nurse Navigator Termination
Pregnancy MNHHS

(RBWH, Caboolture & Redcliffe)




Mandatory requirement

USS Report
(Confirming live [UP — FHR)

Reside within Metro North Catchment

Referral Requirements

(Please discuss referrals from outside of
catchment with Nurse Navigator.)

Desirable

Blood group
STl Screen
Antenatal Screen




Metro North Hospital & Health
Service

* Provides women with a choice of

* Surgical Termination of pregnancy (SToP)
*  RBWH 18 wks

e (Caboolture 16 wks
e Redcliffe 12 wks

* Medical Termination of pregnancy (MToP)
*  All gestations.
e From 22+1 wks gestation 2 Obs / Gyn Dr’s
required to sign off.
Feticide performed from 22+1 wks gestation
al requirement of birth registration and burial
ation required from 20 wks gestation or
ife at birth or weighing > 400 gms..

S offers MToP after 9
IS process is

MNHHS Termination of Pregnancy Referrals by
Year

706

Totals

RECEIVED 21/22 NAVIGATED RECEIVED 22/23  NAVIGATED RECEIVED 23/24 NAVIGATED
21/22 22/23 23/24

**Please note the ToP Service contact all women with declined referrals
to advise of service requirement to reduce risk of delay in care.**



Abortion Decision Aid

An information tool to guide the disc

whether to have a medical or a surgical abortion

ranzcog.edu.au

Abortion Decision Aid (ranzcog.edu.au)

Decision Making Tools

Pregnancy:

a decision-making guide

thewormens

tha rapal womenis hoigital

This guide is designed to assist people who are undecided about whether
to continue with their pregnancy. This infermation is designed to explain your
options and help you make the decision that is right for you.

What are your options?

When making a decision, you may want to consider all your options. If you would
like some unbiased advice and support, pregnancy options counselling is available.

For more information about pregnancy options counselling

1800 My Options 1800myoptions.orgau

If you have an unplanned pregnancy your options include abortion, adoption,

alternative care or parenting.
Abortion

This is when your pregnancy is stopped.
It is sometimes called a termination.
There are two types of abortion:

Early medical abortion

This imvalves taking two medicines to
stop the pregnancy. This causes bleeding
and cramping which is like a miscarriage.
It can be done up to nine weeks

of pregnancy and occurs at home,

Surgical abortion

This imvolves an operation. A suction tube
or specialised instruments are used to
remove the pregnancy from the womb. The
operation does not take long to perform,
and usually you will go home on the same
day.

The type of abortion available depends on
how many weeks pregnant you are and if
an abortion service is available

near where you live. Costs vary. If you are
considering an abortion, it is important

to explore your options early so that all
options are available to you.

Abortion is safe and legal in Victoria.

Adoption

You may consider continuing the
pregnancy and having your child
raised by another family. Adoption
is parmament.

Alternative care

If you choose to continue with your
pregnancy but feel unable to care
for the child, alternative care
arrangements could be an option
for you. You could consider:

Kinship care
Care is provided by extended family.

Foster care

Care provided by another person.

Parenting

You may choose to continue with your
pregnancy and parent your child.

Srugnancy: - 3

Page 1ol 8

Pregnancy: a decision-making

guide (worldssl.net)

Lo
DECISION-
MAKING

CHILDREN BY CHOICE

ASBUCIATION IMCORPURATEY

Decision Making-Children by Choice



https://ranzcog.edu.au/wp-content/uploads/Abortion-Decision-Aid.pdf
https://thewomens.r.worldssl.net/images/uploads/fact-sheets/Pregnancy-a-decision-making-guide-230406.pdf
https://thewomens.r.worldssl.net/images/uploads/fact-sheets/Pregnancy-a-decision-making-guide-230406.pdf
https://www.childrenbychoice.org.au/information-support/decision-making/

Clinieal Excellnce Queensiand

@ RANZCOG

Termination of Pregnancy —— I
Abortion Care
Resources

Translating evidence into best clinical practice

An evidencebased guideline on abortion
care in Australia and Aotearoa New Zealand

Termination of pregnancy

) hitpss/wma2step.com.au

EALAND
LEGE € TRICIANS

ranzcog.edu.au

Login Register

Email If you are an Australian healincare professional and
WOUI I 10 DECOME 3 Prescriber o diSPenser of MS-2
Step (mitepristone, misoprostol)fegister onine here.

Password Registration is simple. Once registered you will have:
access to training and resources to support you All
prescribers are strongly encouraged 1o compiete the

About this website

This website and its content are intended for

Termination of pregnancy | Metro North Health

Viewing and use only by healthcare professionals MS-2 Step Medical Education Progam
ey ] Remember Me

bl Please nots that amendments to State and Territory

11you are  consumer and would ik inormatin on m reguistions and legisiation may be required to

termination of pregnancy, please contact your enable prescribing of MS-2 Step by healthcare

healthcare practiiones Forgot Password? professionals other than medical practitioners.

The following website may also provide you with Metro North HHS Nurse Navigator - Termination of Pregnancy
Information on family planning, including termination
of pregnancy. msiaustralia.org.au

Register Service supporting GPs and women from the point of referral, pre and post termination of pregnancy.

Clinical Advice Line (This is for Metro North GPs only and not open to patients)
Hours: Monday - Friday 8.30am- 3.30pm
Ph: 1800 569 099

Contact us

Email: metronorthtop@health.qld.gov.au

Privacy Policy
Torms and Conditions

Does your patient wish to be referred? @

Minimum referral criteria

Does your patient meet the minimum referral criteria?

ms2step.com.au

Category 1 * Any patient requesting a termination of pregnancy. For optimum care, an

Appointment within 30 days is assessment appointment should be offered within 5 days of referral.

desirable

NB: Full termination of pregnancy services may not be offered by individual
hospitals. Referral may well be accompanied by a telephone call to the local
Hospital and Health Service to establish local guidelines. This could include
discussion with the responsible clinician or delegate. Request for termination
service 22+1 weeks have additional complexities and should be discussed with
the responsible clinician.


https://metronorth.health.qld.gov.au/specialist_service/refer-your-patient/gynaecology/termination-of-pregnancy

Conscientious Objection

Health care professionals may

I'm a conscientious decline to provide ToP healthcare on
. the basis of conscientious objection
objector...

Conscientious objectors are required
under the ToP Act 2018 to:.

Asa GP - What do I needto

Disclose their conscientious
objection to the woman and/or other
practitioners who request assistance

Refer care to another practitioner
Who is not a conscientious objector
or to another service
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Contraception

In 1year, what are

my chances of
getting pregnant?

How effective is my contraceptive method?

>99%

Set and | Lessthan |
\ 1in100
forget \
> \\ o
Contraceptive implant Hormonal IUD Copper IUD Tubal surgery Vasectomy
99.95% effective 99.9% effective 99.5% effective 99.5% effective 99.5% effective
Lasts up to 3 years Lasts up to 5 years Lasts 5-10 years Permanent Permanent
.. - ‘,f, @ Q y /‘_’~
/ . ;
Works well o
. y
if used
perfectly
-
every time S+ il Sk B e T = oA
contraceptive injection Vaginal ring The Pill (COC) l'he Pill (POP)
Used typically 96% Used typically 93% Used typically 93% Used typically 93%
Used perfectly 99.8% Used perfectly 99.5% Used perfectly 99.5% Used perfectly 99.5%
St 73 }?\
o AT VETIITITRN
76_99}/0 ‘ [, ITTTTTTT
/ sees2ssass 'Te
Less -- | € (itiiiatiied)
= 28 29 \1-'4”11 0 /’
effective ‘ dependingon /
- < _method_~
methods Condom external Condom internal Diaphragm Fertility awareness Pulling out
Used typically 88% Used typically 79% Used typically 82% Used typically 76 - 93% Used typically 80%
Used perfectly 98% Used perfectly 95% Used perfectly 86% Used perfectly 95-99.5% Used perfectly 95%

Without contraception

Used perfectly - when the rules are followed perfectly EVERY time around 80 in 100 women

Used typically - real life use where mistakes can sometimes happen (for example: forgetting a pill, condom not used correctly).
If you experience unwanted side-effects with your contraceptive method, it is important to seek medical advice from a health professional.

of reproductive age will
get pregnant in a year.

VWe would greatly appreciate:

- conversation about
contraception

- written information
provided to the patient

- script for contraception
provided to patient for
Mirena/Kyleena/copper
|UD/Implanon if appropriate



DR ANGELA SMITH
GPWSI, RBWH GYNAECOLOGY OUTPATIENT DEPARTMENT

SEXUAL HEALTH PHYSICIAN, METRO NORTH SEXUAL HEALTH
AND HIV SERVICE (BIALA CITY COMMUNITY HEALTH CENTRE)

Thank you

STACEY WEST

ACTING NURSE NAVIGATOR TOP
0408 940 183
metronorthtop@health.gld.gov.au



Metro North GP Alignment Program

Gynaecology
Workshop

Gynaecology services & referral processes
Dr Meg Cairns | GPLO ER.SI:‘AN!N‘ORTH

Emily Sanders | Nurse Unit Manager Gynaecology Outpatients | RBWH e
Santhi (Chippy) Philip | Gynaecology Care Coordinator Outpatients | Caboolture

SR

Metro North Health




Metro North GP Alignment Program

Gynaecology
Workshop

Metro North Gynaecology Services:

« Caboolture Hospital
« Redcliffe Hospital
« Royal Brisbane and Women's Hospital



General Practice Liaison Officer Program

« > 75yo0 Gynaecology services at Caboolture, Redcliffe & RBWH

« < 75y0 Gynaecology services at Queensland Children’s Hopsital
« Emergency Gynaecology services at TPCH ED (no elective services)

* Refer patients when they are "ready for care" to their closest
hospital

« Commonwealth Endometriosis & Pelvic Pain clinics



_ General Practice Liaison Officer Program

» General Gynaecology

« FEarly Pregnancy Assessment Unit

« Termination of Pregnancy

 Fertility/ Reproductive Endocrinology

« Urogynaecology

« Paediatric and Adolescent Gynaecology Service
* Gynaecology Oncology

* Queensland Trophoblast Centre

« Continence Nurse Advisory Service



The Women’s
STIESS

Shared
Pathway

Metro North Health + Institute for
Urban Indigenous Health partnership

Culturally safe Specialist Gynaecology
care for Aboriginal and Torres Strait
Islander Women

4 community-based clinics per month

o Nundah Community Health Centre
o Morayfield MATSICHS
o Deception Bay MATSICHS

1 theatre list per month at RBWH

Pelvic Health Physiotherapy +
Dietician available weekly

Metro North h‘ q;j Queensland

Health A Government




o Eligibility
o Patient of Aboriginal and/or Torres
Strait Islander origin

o Requires Specialist Gynaecology, Pelvic

Health Physiotherapy or Dietetics
How to refer Pt Y i

o Referral Process

* Gynaecology GPSR or eReferral to
Central Patient Intake Unit

* Please “Women's Business
Shared Pathway” in the referral

The Women'’s Business Shared Pathway does not provide urogynaecology or gynae-oncology services




Service Coordinator: Whitney Hunt

b Phone: 0487 571 050
Contact Detalls

Email:


mailto:whitney.hunt@health.qld.gov.au​
mailto:Womens_business@health.qld.gov.au​

»Caboolture - Pelvic Health Physiotherapy (accepts GP
referrals) + Gynaecology

Redcliffe - Pelvic Health Physiotherapy + Gynaecology

*TPCH - Physiotherapy Continence Clinic (accepts GP
referrals)

*RBWH - Pelvic Health Physiotherapy (accepts GP
referrals), Continence nurse linked with Urology (accepts GP
referrals), Gynaecology



Pelvic Health Physiotherapy Screening Clinic RBWH

Gynaecology referrals for prolapse and/or incontinence directed through a
Physio led clinic prior to assessment by a Medical Officer

Women assessed by Women'’s Health Physiotherapist

Women treated by Physiotherapist and Continence Nurse - discharged or
redirected to see Medical Officer

GPs can refer to Pelvic Health Physiotherapy




Pelvic Health Clinic Caboolture Hospital

« GPs can refer to Gynaecology Physiotherapy Screening Clinic
« Women assessed by Women's Health Physiotherapist

« Women treated by Physiotherapist - discharged or redirected to
see Medical Officer

Caboolture

L™ ospital




Pelvic Health Pathway Redcliffe Hospital

« Relevant Gynaecology referrals directed to Gynaecology
Physiotherapy Screening Clinic for Continence Nurse and
Physiotherapy consult




Metro North referral processes

» Please provide essential referral information for the condition

« GP Smart Referrals (preferred) and eReferrals accepted via
Central Patient Intake Unit (CPIU)

General Practice Liaison

Officer Program



Refer your patient

Refer your patient

Information for GPs and health professionals to help refer patients and find services available at Metro North Health.

el

Latest updates

Multilingual translated videos sre now available lar Gastsenterclagy patients explaining sbout colonescopy &

endoicopy prodedures for e Roflowing kooalion

Lozal GPs can refer patients reguiring escalation of care 1o these services for urgent

resenlalion.

1 Tew diy W0 provide an allermalive o an ermergency

Specialist outpatient services

Specialist oulpatient referrals are coardinated through the Metro North Health Central Patient Inake Uril far hospitals

in Lhe regian.

Find sutpatient referral guidelines by specdality or referred condition below:

byhnaeecology B B

TGP Referrals Enguiry Line: 1300 364 938

Camrmunity Health
Services

Enquiry hotline:
1300 658 252

Fax: 3360 4832

Clinical advice
services

Monday Lo Sunday

Barn-10pm

Metro Morth Clinical
A

1800 569 099

Mty Lo Friday

8. 30am-dgen

Does your patient
reside in the Metro
Morth Health
catchment?

In rmiost cases, referrals ane anly

accegled rom patients residing in
e Melrs North Heallh catchment

Type your patient’s suburb or
==

Resources for GPs

w Queensland Government Contactus  Nes

I\:‘ljatro North Health

{at

Refer your patient Hospitals & services Health professionals Research Get involved Careers

E Resize font 8 print

Search...

About us

{ome / Refer

r patient / Gynaecology

Gynaecology

Conditions

Please note this is not an exhaustive list of all conditions for outpatient services and does not exclude consideration for referral

unless specifically stipulated in the out of scope section.

» Mirena®/progesterone releasing .

normal cervix IUD Insertion or remaoval, for

= Post-coital bleeding

al, for HME bleeding more than 12 months

Send referral

Hotline: 1300 364 938

Electronic:

Medical Objects ID: MOQ40290004F

HealthLink EDI: gldmnhhs

esterone releasing » Post-menopausal bleeding (vaginal

Mail:
Metro North Central Patient Intake

Aspley Community Centre

776 Zillmere Road
ASPLEY QLD 4034

Health pathways @

» Known or suspected endometriosis .

Paediatric services

Referrals for children and young people should follow the Children’s Health Queensland referral quidelines.

Emergency department referrals

All urgent cases must be discussed with the on call Registrar to obtain appropriate prioritisation and treatment. Contact
through:

» Royal Brisbane and Women's Hospital (07) 3646 8111

» The Prince Charles Hospital {07) 3139 4000

» Redcliffe Hospital (07) 3883 7777

» Caboolture Hospital (07) 5433 BEER

Urgent cases accepted via phone must be accompanied with a written referral and a copy faxed immediately to the
Central Patient Intake Unit: 1300 364 952.

If any of the following are present or suspected, phone 000 to arrange immediate transfer to the emergency department or
seek emergent medical advice if in a remaote region.

» Ectopic pregnancy

» Ruptured haemorrhagic ovarian cyst

to Health Pathways is free for

clinicians in Metro North Brisbane

Locations

Caboolture Hospita

Redcliffe Hospital

Royal Brishane and Women's

Resources
Gynaecology Services (PDF)

General Practice Liaison Officer Program

136



Ovarian cyst/pelvic mass

Emergency department referrals

All urgent cases must be discussed with the on call Registrar to obtain appropriate prioritisation and treatment. Contact
through:

» Royal Brisbane and Women's Hospital (07) 3646 8111
s The Prince Charles Hospital (07) 3139 4000

s Reddliffe Hospital (07) 3883 7777

» Caboolture Hospital (07) 5433 BEER

Urgent cases accepted via phone must be accompanied with a written referral and a copy faxed immediately to the
Central Patient Intake Unit: 1300 3864 952.
If any of the following are present or suspected, refer the patient to the emergency department (via ambulance if

necessary) or seek emergent medical advice if in a remote region.

» Ruptured haemaorrhagic ovarian cyst

s Ovarian torsion

Does your patient wish to be referred? @

Minimum referral criteria

Does your patient meet the minimum referral criteria?

Category 1 » Suspicious of malignancy or high risk features:
Appointment within 30 days is o USS findings such as solid areas, papillary projections, septations,
desirable abnormal bloed flow, bilaterally ar ascites
o ovarian cyst =12cm
o elevated CA125 and cyst =5cm in premenopausal patients or any size
cyst in post-menopausal patient
» Consider if significant pain and/or due to risk of torsion
» Pre-pubertal patient
Category 2 » Persistent ovarian cyst =5cm on 2 pelvic USS 6 weeks apart
Appointment within 90 days is « Complex cyst (haemorrhagic, endometriotic or dermoid)
desirable s Parsistent pelvic pain
Category 3 s Hydrosalpinx

Arvnsmirntmaant asrbirn T6RE A i

Other Gynaecology conditions

Send referral

Hotline: 1300 364 938

Electronic:

GP Smart Referrals (preferred)
eReferral system templates
Medical Objects ID: MO40290004F
HealthLink EDL: gldmnhhs

Mail:

Metra North Central Patient Intake
Aspley Community Centre

776 Zillmere Road

ASPLEY QLD 4034

Health pathways @

Access to Health Pathways is free for

clinicians in Metro North Brisbane.

For login details email:

healthpathways@brisbanenarthphn.
org.ad

Login to Brishane North Health
Pathways:
brisbanenorth healthpathwayscomm

unity.org

Locations
Caboolture Hospital

Redcliffe Hospital

Royal Brisbane and Women's
Hospital

Resources

Specialists list

If your patient does not meet the minimum referral criteria
Consider other treatment pathways or an alternative diagnosis.
If you =till need to refer your patient:

s Please explain why (e.q. warning signs or symptoms, clinical modifiers, uncertain about diagnosis, etc.)
s Please note that your referral may not be accepted or may be redirected to another service

Other important information for referring practitioners

Not an exhaustive list

s Refer to HealthPathways for assessment and management information if available
» If oyst simple or haemorrhagic corpus luteal cyst and <5 cm repeat scan in 6 - 12 weeks
o Ifrecurrent cysts, consider COCP or Implanan@

Referral requirements

A referral may be rejected without the following information.

B Essential referral information

s History including pain and other symptoms
s CA125 results
* ROMA score in premenopausal women with elevated CA125
* AFP, HCG, Inhibin, LDH in paediatric and adolescent patients if complex cyst
o Pelvic USS (TVS preferable). TA in PAG patients
Additional referral information (useful for processing the referral)
* Body mass index (BMI)
» Family history of breast and ovarian cancer

Out of catchment

Metro Morth Health is responsible for providing public health services to the people who reside within its boundaries. Special
consideration is made for patients requiring tertiary care or services that are not provided by their local Hospital and Health
Service. If your patient lives outside the Metro North Health area and you wish to refer them to one of our services, inclusion of

information regarding their particular medical and social factors will assist with the triaging of your referral.

Clinical Modifiers (where relevant)
Reason for Referral (essential)
Clinical Information {essential)

Patient's Demographic Details (essential)



Health Pathways

<N -
=, Brisbane North

Brisbane North

HealthPathways

Home

COoVID-19

About HealthPathways
Brisbane North Localised Pathways
Acute Services

Allied Health

Child and Youth Health

End of Life

Investigations

Lifestyle and Preventive Care
Medical

Mental Health

Older Adults’ Health
Pharmacology

Public Health

Reproductiv

Specific Populations

Surgical

Brisbane North

Women's Health

Breastfeeding

Gynaecology
Pregnancy

Women's Health Requests

Our Health System

By,
y

A

@ Health Alert

There is currently an outbreak of dengue fever in the Torres
Strait and there is an ongoing risk of dengue 1o travellers in
Indonesia. Notify your local public health unit immediately on
suspicion of dengue infection (6 June 2024).

Two infants have presented to Brisbane hospitals with
suspected belladonna toxicity from colic treatments. Exercise
heightened awareness and follow Public Health guidance
detailed in this factsheet (3 (6 June 2024).

Latest News

21 May

¥ Confirmed Mpox Cases

Multiple cases of Mpox (notifiable condition) are confirmed in
Brisbane.

2 August
GP Newsletter - 2 August

See the latest GP Link update from your PHN. Read more... [2

To receive the newsletter in your email inbox, subscribe here [Z.
25 July

Morphine oral liquid shortages

Queensland Health's Medication Services Queensland (MSQ) has

shared information to assist clinicians in managing the ongoing
constrained supplies of morphine liquid. Read more...[3

25 July
Mpox vaccination for vulnerable populations

GPs and vaccine providers are reminded that that the mpox

Pathway Updates

Updated - 30 July
Delirium

Updated - 25 July
Heart Failure

Updated - 15 July
GP Mental Health Treatment Plan

Updated - 1 July
QScript

| new - 1 uly
It Epilepsy in Women and Pregnancy

VIEW MORE UPDATES

About HealthPathways

What is HealthPathways? >

How do | use HealthPathways? >

How do | send feedback on a pathway? >
How do | add HealthPathways to my desktop?

How do | add HealthPathways to my mobile?

[/} HEALTH PROVIDER PORTAL

B3 METRO NORTH HHS
& PHN

LOCAL RESOURCES
B3 CLINICAL RESOURCES
& PATIENT RESOURCES
®) GP EDUCATION

@ NHSD

7

s
.

General Practice Liaison Officer Program




Brisbane Morth

HealthPathways

Home

covip-19

About HealthPathways
EBrizbane Morth Localized Pathways
Acute Services

Allied Health

Child and Youth Health

End of Life

Investigations

Lifestyle and Preventive Care
Medical

Mental Health

Clder Adults’ Health
Pharmacclogy

Fublic Health

Specific Populations
Surgical
Women's Health

Breastfesding

Gynaecalogy
Abnormal Vaginal Bleeding
Amenorrhoea
Cervical Cancer Screening

Cervical Palyps

Ovarian Cyst or Pelvic Mass

L]

{ WomerisHeath | Gyraecokgy / Ovarian CystorPebic bass

Ovarian Cyst or Pelvic Mass

Red flags 9

S

Ectopic pregnancy

P Torsion of uterine appendages

S

Suspected malignancy

Background

About ovarian cysts or pelvic mass

Assessment

-

. Consider the pessibility of ovarian cancer if the patient presents with persistent or recurrent unexplained abdominal, pelvic or

genitourinary symptoms.

2. Take a history for:

b

Symptoms of ovarian cyst or pelvic mass v
Gynaecological and reproductive history v
Risk factors for sexually-transmitted infection (STI) v

Risk factors for cvarian cancer W

Perform abdeminzl and pelvic examinations, and lock for inguinal or supraclavicular lymphadenopathy - fellow recommended

pratocal [ and conaider a chaperane.

Avoid pelvic examination if the patient has never had vaginal intercourse.

MNote masses, tenderness, cervical excitation, and mability of ergans.

Perform speculum examination — check the vulva, vagina, cervix, urethra meatus, and anus.

Consider rectovaginal examination.

Consider STI screening ™ if increased sexually-tranamitted infection (STI) risk v

Perform a cervical screening test if dus, or if symptomatic e.g.. unusual or abnormal vaginal bleeding (post-coital inter-

menstruzl or post-menopausal), pain during intercourse, unususl vaginal discharge. Request & co-test if patient is
symptomatic.

4. Arrange investigations:

Pregnancy test — if indicated 2.g., exclude ectopic pregnancy.

Pelvic ultrasound - preferred over CT or MR for evaluating pelvic masses at first presentation.
@ Arrange transvaginal ultrasound unless contraindicated.

o Look for suspicious ultrasound findings .

Ca125 - ifindicated .

Alpha-fetopratein, LDH, and beta hCG - if indicated w.

HE4 znd rizk of malignancy zlgorithm (ROMA) score v — consider aranging in premencpauzal women with elevated CA 125

Management

1. Request acute gynaecology assessment if:

acute severs pelvic pain.
suspected ectopic pregnancy.

suspected torsion of uterine appendages, including intermittent severe pelvic pain, which may be due to intarmittent ovarian
torsion — the patient may need surgery 1o salvage ovary.

General Practice Liaison Officer Program

M/ Womens Heaith / Gynaecology / Chronic Pebvic Pain
Chronic Pelvic Pain

This pathway is about chronic pelvic pain in women and people assigned female at birth. See also:

» Endometriosis

» Chronic Non-cancer Pain
Red flags )
P Onsetof pelvic pain after menopause
P Pelvic mass

r Any abnormal bleeding (vaginal bleeding, rectal bleeding, haematuria)

Background

About chronic pelvic pain v

Assessment

1. Take a history - ask about:
= pain and associated symptoms % and consider asking the patient to use a Pelvic Pain Assessment Form .

+ triggers and relieving factors v including association with menstruation, intercourse, bowel motions, micturition, movement
and posture.

« history of trauma (see also Trauma-informed care).

« other relevant factors w.

ra

. Consider common psychological co-morbidities, which may contribute to pain, and which may be exacerbated by the presence of
pain:

» Depression
*  Anxiety

« Post-traumatic stress disorder (PTSD)

w

. Perform examination, as appropriate. Consider:
= Height, weight, and BMI v
+ Lower back and hips v
» Abdomen - check for any tenderness, obvious masses, organomegaly, ascites.
» Pelvic examination s (unless patient has never had vaginal intercourse)
» Rectalwv
4. Consider differential diagnosis », which may be muhifactorial. & specific cause may not be found.
5. Arrange investigations but aveoid extensive investigation:
« FBC,CRP
« Urine microscopy, culture, and sensitivities (MCS)
» Urine pregnancy test

« High vaginal swab for MCS 139
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Smart Referrals

Why should I use Smart Referrals?

. . VJ Smart Referrals
1. Allows you to attach test results, imaging reports and other

clinical documents (e.g. ECGs, photos) from the patient’s clinical

GP Smart Referrals features
record or your PC
2. Supports you to provide essential referral information e
3. Integrated service directory identifies the speciality closest to e et
home
4. Can be used for Request for Advice (RFA) TS ae ke wi rfetal crteri

5. Shows where the referral is in the system (received,
accepted, not accepted)

6. Shows appointment date linked to the referral

7. Includes an increasing number of allied health and community - Integrated with Best Practice and Medical Director
services + Aligned with state-wide referral guidelines to
prompt essential referral information required for
triage, decreasing the number of referrals returned
requesting additional clinical information.

GPSR@brisbanenorthphn.org.au

[Brisbane North PHN Digital Health Support Officers ]
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[2) Request information =
Request date 7 Aug 2024

* Request type Update | Continuation | Request foradvice |
* Reason for referral @ New condition requiring specialist consultation

(O Deterioration in condition, recently discharged from outpatients < 12 months
O Other

« pronty
* Provider QHSR Private

Consents

* Date patient consented to request |o7 Aug 2024 ‘M‘

* Patient is willing to have surgery if required? [ Yes ] No | Not applicable ]

* Condition and Specialty |Gynaecology - Ovarian cyst / pelvic mass (Gynaecology) (Adult)] HeallhPathways »

Suitable for Telehealth?

* Are you the patient's usual GP? Yes m

B4 Request recipient -
* Service/Location Gynaecology - ROYAL BRISBANE & WOMEN'S HOSPITAL - 1.7 km |¥

Service/Location information Wait times
Wait times for this service at this location are Cat 1 27 days, Cat 2 125 days, Cat 3 464 days.
Restrictions
PLEASE MARK URGENT FOR TERMINATION OF PREGNANCY UP TO 22 WEEKS. PATIENTS 18 YEARS OR OLDER ONLY

Service Attributes
For detailed information read the "Restrictions” above for the selected Service/Location

GP Referrals are accepted

Does not treat paediatric patients
Treats adult patients

Treats geriafric patients

Not a state-wide service

Telehealth options available for patients

Specialist name Dr Andrea Garrett [v]
Organisation details =

Park request Refresh content Cancel request Missing fields B ;;AC cbg © 2024




* Condition and Specialty
Suitable for Telehealth?

* Are you the patient’s usual GP?

IGynaecology - Ovarian cyst / pelvic mass (Gynaecology) (Adult)| HealthPathways »

Ve [ M |

4 Request recipient
* Service/Location

Service/Location information

Specialist name
Organisation details

Gynaecology - ROYAL BRISBANE & WOMEN'S HOSPITAL - 1.7 km [ v |
Wait times
Wait times for this service at this location are Cat 1 27 days, Cat 2 125 days, Cat 3 464 days.
Restrictions
PLEASE MARK URGENT FOR TERMINATION OF PREGNANCY UP TO 22 WEEKS. PATIENTS 18 YEARS OR OLDER ONLY

Service Attributes
For detailed information read the "Restrictions” above for the selected Service/Location

GP Referrals are accepted

Does not treat paediatric patients
Treats adult patients

Treats geriatric patients

Not a state-wide service

Telehealth options available for patients

Dr Andrea Garrett | W\ v|

" [E) Condition specific clinical information

Show emergency referral criteria

Minimum Referral Criteria

Hide

High risk features

* Minimum referral criteria

Hide

(0) suspicion of malignancy or high risk features (see above)

(] significant pain and/or risk of torsion [b
(C] Pre-pubertal patient

(7] Persistent ovarian cyst >5cm on 2 pelvic USS 6 weeks apart

(C) Complex cyst (haemorrhagic, endometriotic or dermoid)

(T] Persistent pelvic pain

(C) Hydrosalpinx

(TJ Request clinical override of minimum referral criteria

Park request

Refresh content Powered by

Cancel request Missing fields

+% BPAC CS ©2024



T Additional referral information:
The most recent height, weight and BMI recorded in the practice software will automatically be included in the referral, please ensure that these are up to date
« Family history of breast and ovarian cancer

Referral Letter

Referral letter ()

Pathology and Test Results

Essential referral information:

« CA125 results
« ROMA score in premenopausal women with elevated CA125

In paediatric and adolescent patients if complex cyst:

« Alpha fetoprotein

« LDH

« HCG

« Inhibin (please attach manually)

If any laboratory investigations are listed below, they have NOT been automatically selected by the software. Please manually select or attach

Laboratory investigations NOT found by the software: CA125

Alpha fetoprotein

LDH

HCG
Click link to manually select investigations A Go to Investigations
Click link to manually attach investigations M Go to Attachments

Request to override essential referral information requirement Yes B[]

Imaging and Reports

Essential referral information:
« Pelvic USS results (TVS preferable in adults, TA in paediatric and adolescent patients)

* Imaging performed [T Pelvic USS
(C] Other
(TJ Request to override essential referral information requirement
* All essential imaging is attached to this referral ¢ (] Essential imaging attached
Click link to manually select imaging A Go to Investigations

Park request Refresh content Cancel request Missing fields

Powered by
+%» BPAC CS ©2024



Health Provider Portal

 Provides *eligible
Queensland health
practitioners (HPs) secure
online access to their
patients' Queensland Health
records.

« Read-only online access
allows HPs to view public
hospital information
including appointments,
clinic letters, inpatient & ED
discharge summaries,
radiology & pathology
reports, and medications.

* Queensland AHPRA registered GPs, nurses,
midwives, optometrists, paramedics & pharmacists

Page 10f 1

&+ 08-Oct to 08-Oct-2015
TNH: 2015035063
LEE, PATRICK

£ 16-Jul to 20-Jul-2011, 4 days
GCH: T80000-6

DR Donald George Kardux FITGHFORD a

*416-Jul-2011, 7
TMH: 800801-1
DR ROBERTA MCFARLAMNE

<% 16-Jul to 16-Jul-2011
GCH: 780000

2 05-Jul to 15-Jul-2011, 10 days
GCH: 780000-5

DR Donald George Kardux FITCHFORD
£+ 01-Apr to 01-Apr-2011, 0 days

PAH: 420000-1
DR MARK DOMALDSON

£ 18-Feb to 23-Feb-2011, 5 days
GCH: 760000-4
DR Peter Michael DAVOREN

it 08-Feb to 11-Feb-2011, 2 days
GCH: 780000-2
DR Peter Michael DAVOREN
Ee13-Nowv to 22-Nov-2010, 9 days
GCH: T80000-2
DR Peter Michael DAVOREN
£ 02-Nov to 09-Nev-2010, 7 days
GCH: 780000-1
DR Peter Michael DAVOREN

4

Patient

10
Encounters
0

# 12-Jan-2016 Outpatient
Epizode of care date - 12-Jan-2016
Authorised date - 12-Jan-2016
Source System - eLMS

Authorised by

Medications for Qutpatient Profile

Generic Mame (Brand) Strength
Form

Fludrocortisone (Florinef) 100
microgram Tablats

Spironolactone (Aldactone) 25mg
Tablets

Aspirin (Astrix) 100mg Tablets
Esomeprazole (Nexium) 40mg
Tablets

Ramipril - Feledipine (Triasyn)
5mg-5mg Tablets

Frusemide (Frusehexal) 40mg
Tablets

Rosuvastatin (Crestor) 10mg
Tablets

Venlafaxine (Altven) 75mg MR
CAPS

Vitamin Compound with Minerals
Tablets (Cenavis)

Mega Calcium Tablets (Cenovis)

Magnesium Forte Tablets
(elemental Magnesium ~350

Paracetamol (Duatrol 3R) 665mg
MR TABS

Qutpatient

3 12
Medications AR/Alerts

Event Summaries B My Health Record

|:| Filter:

17 medication(s) + 2 ceased

- Langdon, Connor

Directions

Take 2 tablets in the MORNING

Take 1 tablet in the MORNING

Take 1 tablet in the MORNING with food

Swallow whole 1 tablet once each day

Take 1 tablet in the MORNING

Take 1 tablet in the MORNING

Take 1 tablet in the MORNING

Swallow whole 1 capsule in the MORNING

Take 2 tablets in the MORNING

Take 2 tablets in the MORNING

Take 1 tablet in the MORNING

General Practice Liaison Officer Program

Medical Imaging_

Procedures

; -
Care Plans

The Townsville Hospital

Status

Unchanged

Unchanged

Unchanged

Unchanged

Unchanged

Unchanged

Unchanged

Unchanged

Unchanged

Unchanged

Unchanged

Swallow whole 2 tablets THREE times a day .
Maximum of & paracetamol containing tablets in 24

hours.

Reason

Steroid hormone
replacement

Remove excess fluid:
Improve heart function

Prevent heart attacks,
strokes, blood clotting

Treat reflux disease;
Treat/prevent ulcer

Treat high blood pressure,
Improve heart function

Remove excess fluid
Prevent heart attacks,
strokes, lowears cholesterol
Improve mood
Multivitamin

Calcium and Vitamin D
supplement

Magnesium Supplement

Treat pain



Queensland Virtual Hospital
Virtual Emergency Care Service

Fact Sheet for General Practitioners

The Virtual Emergency Care Service (VECS) provides Queensland General Practitioners (GPs) with
access to specialist emergency medicine advice by telephone or live streamed video-
conference.

The VECS Emergency Medicine (EM) Physicians can assist you with advice, support, and access
to HHS services:

« This service is available to GPs across Queensland and can be accessed as either a
consultation about a patient or a joint consultation with the patient.
» Advice and support are available for any patient with any condition.
MNOTE: For life threatening emergencies call triple zero (000) and request
Ambulance Services. The VECS is not intended to be used for patients
experiencing a life-threatening emergency.
= The VECS EM Physicians can help you manage your patient in the community by:
+ Providing advice for ongoing management
s Facilitating access to HHS based community services such as community nurses
and HITH
+ Facilitating access to an outpatient specialist review
« The VECS EM Physicians can consult with you to assist in navigation to access other local

services:
+ Urgent outpatient review in Rapid Access Clinic or sub-specialty telephone
advice.

+ “Direct to bed” admission in HITH or subspecialty inpatient services where local
pathways are in place for your HHS.

How to access the VECS

Call 1300 B4T 833
Monday to Sunday Sam -10pm

The VECS team are aware that your time is precious. Clinician calls are prioritised, however if
you prefer, we can schedule a call back.

You will be connected to an experienced emergency nurse. Please have the following
information ready:

1. Your name and phone number
2. The patient's name, date of birth, hospital number (if available) and brief description of
the problem

3. The practice phone number

Queensland Wirtual Hospita
Virtual Emergency
Care Service

e
‘? - Queensland
" Government

The triage nurse will be accessing previous hospital information on your patient while you
consult with the medical staff. The VECS EM Physician will speak with you as soon as possible.

During busy times they will sometimes need to call you back and the triage nurse will be able to
advise of the likely time frame for the call. You may prefer to ask your patient to sit in the
waiting room for a short period until both medical practitioners are available for the
consultation.

e If you request a face-to-face consultation and you have a computer with a camera or a
smartphone, the VECS team will send you an appointment link.

* While the consultation is in progress, VECS staff may contact your practice for further
patient details if required, to complete the registration process.

* During the consultation a management plan will be agreed and later documented by the
VECS clinical team. These notes will be uploaded into the Health Practitioner Portal/The
Viewer.

« The following day, you will be contacted via email for feedback about the service and the
patient will be contacted as indicated.

Examples of presentations the VECS service can be used for*

* Asymptomatic hypertension

« Soft tissue infections/cellulitis
e Deep Vein Thrombosis (DVT)

e Urinary tract infection

e Diabetic patient with high BSLs
e Feverin children

* Vertigo

e Acute Low back pain

« Gastroenteritis

e Minor sports injuries

e Minor head injuries

e Viralillness (including COVID-19)
e Headache

*Please note this is not an exhaustive list and if you are unsure whether the VECS team can
assist please feel free to call and speak with one of the friendly VECS team.

Further information is available on the VECS webpage.

General Practice Liaison Officer Program

Queensland Virtual Hospital
Virtual Emergency Care Service

Clinician service

o Open: 7 days
(8am-10pm Monday to Sunday)




General Practice Liaison Officer Program

Queensland Virual Hospital Queensland Health
Virtual Emergency Care Service

Is the Virtual
Emergency Care
Service right for me?

We’ve partnered with
healthdirect to take the
guesswork out of your health
care options.

Visit the healthdirect
Symptom Checker

Check your symptoms online,

answer some questions, and get the
recommended care you need foryour
health concern.

This might include the Virtual
Emergency Care Service, but it might
also suggest visiting an Urgent Care
Clinic, seeing your GP or heading to
a pharmacy.

146
7/ Queensland

In an emergency, always call Triple Zero (000
o sency Y P (000) Government



General Practice Liaison Officer Program

Metro North Clinical Advice Line

Connecting GPs directly to Metro North specialties. 1800 569 099
Open Monday to Friday

8.30am - 4.00pm

Clinical Advice Line

The Metro North Health Clinical Advice Line connects local GPs to specialist advice from hospital and community clinicians. There are Metro Morth

two pathways: o  Excludes Patients under 14 years
1. Phone line Note: This is for GPs only
Sleep Disorders TPCH
2. Written request for advice. H F = B =
and the phone line is not Cabanibiare » Excludes Patients seen by another Sleep Unit
The range of adult specialities currently available to support patient care in the community includes: open to patients_ =
(This list will expand over time so keep coming back for the latest advice services available) ?i-'d"-“”f-‘
1. Phone advice Termination o ancy Metro North - .
Want to learn more? s Excludes Dutside Metro Morth referral catechment
Specialty Catchment* Exclusion Criteria

For more information, please call the

General Medicine and Rapid TPCH advice line or email = TPCH _
i} o Excludes Cardiology, Heart Failure or Respiratory » Dut of catchment for TPCH
Access Clinic MNH_SpecialtyAdviceLine
Conditions

@health.qld.gov.au.
* Excludes Residential Aged Care residents (Call

RADAR - 1300 072 327) T — S . Carceh where the patient would wswally be referred for o foce (o foce speciolist oulpetient clinic appointment.
engagement sessions with interested N I hink N . fth . h | N .
Haematology Metro North ote: ou thin our patient 1s new to any of these services an the page, please ensure your patient 1S aware you are
’ « Excludes Patients under 16 years GPs (Virtual or Face to Face) " ¥ ) ¥ P - ¥ _ . F' qe. p . ¥ . P . Y
seeking advice and they consent to their demographic details, including Medicare number, being provided to Metro North
Heart Failure Service and Rapid Redcliffe £
. * Excludes New heart failure patients Health at thE‘ time clf the Ca”.
Access Clinic TPCH
« Excludes Patients seen by another heart failure
service
Inflammatory Bowel Disease Redcliffe i H i i -
ry eame o Bl R e e Call the Clinical Advice Line, Monday to Friday 8:30am to 4.00pm on
input
Metro North Persistent Pain Centre/ Tess Metro North 1 Bnu 569 09'9
Cramond Pain and Research Centre Central Queensland + Excludes patients under 16 years

Exclud tsid tch t
Clinical advice available Tuesday - Friday 9:00am Central West ¢ xcludes outside catchmen

Note: this is for GPs only and the phone line is not open to patients.
-12:00pm Darling Downs =

West Moreton

Metro North Virtual Ward Metro North

Excludes patients under 16 years
Central West * o 4

Norfolk Island

Other advice lines and services for GPs can be found in our Services contact list [POF)

* Excludes Residential Aged Care residents (Call
RADAR - 1300 072 327)

Healthy Ageing Assessment Rehabilitation Team Kallangur Satellite Patients may be ineligible if:
(HAART) Hospital

« Currently accessing equivalent services in public
or private sector
* Reside outside of catchment area

s Medically unstable requiring inpatient

assessment or currently an inpatient

* Only require therapy for maintenance of chronic

condition

* Residential aged care facility residents

Rapid Access to Community Care Metro North

s Excludes Patients under 16years

* Excludes Acute mental health, alcohol or drugs

related.

* Excludes Residential Aged Care Facility Residents
(Call RADAR - 1300 072 327)
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Request for Advice (RFA)

2. Written request for advice

GPs can seek advice via the written “request for advice” (RFA) via GP Smart Referrals (GPSR) for the specialties listed below. Details of
how to send the RFA in GPSR and how the response is provided via the Bequest for Advice function on GPSR information sheet. (PDFE)

Specialty Catchment* Exclusion Criteria

General Medicine TPCH
s  Cardiology, Heart Failure or Respiratory

Canditions
»  Residential Aged Care residents (Call
RADAR)

Metro Morth Persistent Pain Centref Tess Cramond Pain and Metro Morth

s E 8¢ BAatiant o e
Research Contra Central Excludes patients under 16 years

Queensland s Excludes gutside catchment
Central West
Darling Downs
West Mareton

Paediatric Medicine Redeliffe )
»  Dut of catchment for Redcliffe
Rheumnatology Redcliffe
®  Out of catchiment for Redeliffe
Uralogy RBWH

= Out of catehiment for RBWH

*Cotchment - where the patient would wswally be referred for o foce o face specialist aulpotient cinfe appoinirment.

Please do not reguest urgent advice via this method. If there are no in-catchment services that offer Request for Advice for your
patient, the Service will show as 'Out of Catchment”. In this instance it is recommended that a referral is created te an appropriate

service within catchrment for the patient.
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Which patients are eligible for admission to the VW?

Patients who reguire a brief period of monitoring and treatment which would otherwise require them to stay in hospital.

By queenstand | Virtual Ward

Government Metro North Health Patients at risk of deterioration, which if detected early, can be managed at home with the aim that hospital admission be avoided.

Fatients where daily review in between planned GF review would be helpful.

u abouihieitnaliian Hlealiilnigfessianals SBUEEE) SO Examples of conditions that may be suitable for admission include:

Home » Health professionals

« COVID
* community acquired pneumonia, infective exacerbations of asthma and other chronic obstructive airway conditions

H e a Ith Profess ion a IS » infections includin lulitis, osteomyelitis, UTI

» szevere hypertension without neurological red flags for short term monitoring, medication adjustment

» hyperghycaemia without ketoacidosis for short term monitoring, medication adjustment.
If you are a Queensland Health employee, please refer to the Metro North Virtual Ward Intranet Page {QH network only) available on QHEPS to access the internal referral form. » electrolyte abnormalities requiring monitoring
» supratherapeutic INR for short term monitoring

i ) . . » szerendipitous lumps to expedite investigation and Specialist review.
The Metro Morth Virtual Ward (VW) is an additional telehealth service that complements the current Virtual Emergency Department, Covid Virtual Ward, and Hospital-in-the-home

services available within the Metro North Health region. Given the success of the virtual care model, the Metro North VW can now admit and manage patients with conditions other than

coviD. How to refer your patients to VW?

Phone 07 3074 2109 in hours (0800-1700hrs) or phone REWH switchboard out of hours on 07 36468111 and ask to speak to the Virtual Ward Consultant.

The VW can assist GP's by providing an inpatient equivalent admission for eligible patients.

fyour patient is accepted, please complete the VW referral form (available as Best Practice template or PDF) and email MN-VirtualWardAdmin@health.gld.gov.au.

On admission patients will be provided with team-based care via regular phone calls and/or video consults. The ward is based at the Royal Brisbane and Women's Hospital, from 0700 to
1930, 7 days aweek, with overnight access to medical support. The patients will have access to medical, nursing, pharmacy, and social work support.

What can Virtual Ward provide?

Maonitoring determined by patient’s primary illness and co-morbidities.

How to monitor your patients progress?
You can review your patient's daily progress via the Health Provider Portal/ Viewer.

A discharge summary will be sent at the end of the admission.
Where required, patients will be provided with the following monitoring equipment free of charge and delivered to their home:
fyou would like to contribute further information at any stage about your patient, please phone the Virtual Ward Consultant on 07 3074 2109,
» Oxygen saturation probe
» Blood pressure monitor
* Thermometer
» Facilitation of relevant investigations i.e- Blood tests, medical imaging including MEI, ECG, Echo

» Facilitation of Specialist opinion
» Pharmacy review

* Referral to Allied Health
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phn GP LINK

BRISBANE NORTH
Your local source of GP news
An Austraiian Government intative

In this edition / 1 August 2024

s and pelvic pain patients

* New care models for endc

vider

v for registered hoalthcare pr

 Annual My Health Record revi
* Support for socially isolated patients or those expenaencing loneliness

» Speciolist Pain A ance Network (SPAN) e BreoastScreen patient

resources for w with disability and from CALD communities
* Gynaocology Workshop | GP Alignment Program e Bent, broken
ind locked: An acute orthopaedic multidisciplinary update for GPs

GP News

Clinical news for our local GPs

New care models for endometriosis and pelvic pain patients

Join us this Women's Health Week

Two clinics in the North Brisbane and Moreton Bay region — Neighbourhood Medical and
Moreton ATSICHS — are piloting new models of care to support women and people assigned
female at birth experiencing endometriosis and pelvic pain (EPP). In partnership with our EPP
GP clinics, join Brisbane North PHN this Women's Health Week for a webinar for local health
professionals with an interest in women's health

GPs and clinical staff from a general practice background are invited to hear directly from the
GPs and allied health providers delivering these specialist services to learn more about the
unique model of care each clinic provides, and how to:

« appropriately refer to the two endometriosis and pelvic pain clinics

develop a management plan utilising allied health professionals fo support patients
experiencing endometriosis and pelvic pain

source appropriate care, support and resources for these patients.

.

Date: Tuesday 3 September 2024
Time: 6.30 pm to 8.00 pm

This webinar is a CPD approved activity, hosted online with no cost to attend. Find out more
and regisier now



Metro North GP Alignment Program

Gynaecology
Workshop

CAS E S I U DI ES phn ::, Queensland Government
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Metro North GP Alignment Program

Gynaecology
Workshop

CASE STUDY: Prolapse




Prolapse - Case Study

« Helen is 43 years old
» Healthy
- BMI 35 kg/m?
 G2P2
 4200¢g forceps, episiotomy, 2" degree tear
« 3800¢ vaginal birth, episiotomy
 “Feels like something is bulging out”
* Feeling of heaviness, dragging
 Constipation
 Feeling of incomplete emptying bladder & bowel

Outline your approach



Prolapse - Assessment

« Obstetric and Gynaecological history

 Previous prolapse or incontinence surgery

* Prolapse symptoms
« protruding lump
- dragging sensation

- difficulty with defecation (requiring manual evacuation)/micturition including
incontinence

Grading of prolapse
. POP-Q
« Baden-Walker
e Other

MSU M/C/S

» Pelvic USS (TV preferred)



AUSTRALIAN PELVIC
FLOOR QUESTIONNAIRE

Patient’s Name:

Date of Birth:

Date completed:

Please circle your most applicable answer. Consider your expenience during the last month.

BLADDER FUNCTION [ -]
Q1. How many times do you pass urine ina | Q2. How many times do you get up at Q3. Do you wet the bed before you wake
day? night to pass urine? up at night?
0 Upto7 0 01 0 Never
1 Between 8-10 1 2 1 Qccasionally - less than once per week
2 Between 11-15 2 3 2 Frequently - once or more per week
3 More than 15 3 More than 3 Smes 3 Always - every night
Q4. Do you need to rushhury to pass Q5. Does urine leak when you rush or mmmumwm.mm
mmmnynupﬂhnrne" hurry to the toilet or can’t you make itin | Laughing or
0 Can hoid time? o Notatall
; o N TR T— B 0 r\mmd 1 o ° o N

Freauerty hove 1o msh — once o moreimesk. 1 ' —lesstan = o
3 Daly 2 Freenty-eeanoepewesk |3 [T onnamosperiesk

3 Daily
Q7. Is your urinary stream (urine flow) Q8. Do you have a feeling of incomplete | Q3. Do you need to strain to empty your
ueak,prahnneclww bladder emptying? bladder?
0 0 Never 0 Never
1 Mﬂm-mmmpm 1 Occagi - perwesk | 1 O =less ek
2 Fm!lf; MR F MORE Pl Wk 2 Frequenty - onoe or more per week. 2 Frequenty — onoe or mone pee week
3 Daily 3 Daily
Mhmmmﬁ Qﬂﬁmlmmmdﬂim Q1Z Do you have frequent biadder |
wrinary leakage? dwmwmmne’ infections?
0 None - Never 0 0 No
1 As a precausion 1 Belnregomgu 1 1-3 per year
2 'When exercising / during a cold 2 Moderately 2 4-12 per year
3 3 Abways 3 More than one per month
Q13. Do you have pain in your bladder or Q14. Does urine leakage affect your @15. How much does your bladder
0 Newer 0 Not at all
1 Occasionaly—estmoepenes |0 Nolatal 1 Sighty
2 Frequenty - croscrmore perweek Saghty 2 Moderaisly
3 Daly g Moderately 3 Greatly
| Other symptoms (heemaa, pan &)
BOWEL FUNCTION ( 134)
Q16. How often do you usually open your Q17. How is the consistency of your 1Q18. Do you have to strain to empty your
bowels? usual stool? bowels?
§ 0 Sot

0 Ever ofher day or daily 0 Never
1 Less than every 3 days g @W} 1 Occasionally - kess fon oroe per wesk
2 Less than once a week 1 Variable 2 Frequenty ~ onoe ormore perweek
0 More than once per day 2 Vatery 3
Q19. Do you use laxatives to emply your Q20. Do you feel constipated? Q21. When you get wind or flatus, can you
bowels? control it, or does wind leak?
0 Never 0 Newer 0 Never
1 Occasionaly — less han once perwesk 1 O —lesst perwesk | o —less o
2 Frequently - anoe or more per wesk 2 Frequently — onoe or more perweek 2 Frequenty = onoe or more per wesk
3 Daily 3 Daily 3 Daily

australian-pelvic-floor-questionnaire

Page 10of 2
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AUSTRALIAN PELVIC

Patient’s Name:

Home - MyPelvicFloor

FLOOR QUESTIONNAIRE Date of Birth:
Date completed:
QZ2. Do you get an overwhelming sense of | 023. Do you leak watery stool when you | GQ24. Do you leak normal stool when you
urgency to empty bowels? don’t mean to? don’'t mean to?
0 Never 0 Never 0 Never
1 Occazionally — less tham once perwesk 1 Occagi wesk |1 Occasi — lessthan wesk
2 Frequenty = onoe or more per wesk 2 Fragquently = onoe or mone per wesk 2 Frequenty — once or more per week
3 3 Daily 3 Daily
Q235. Do you have a feeling of incomplete Q26. Do you uuﬁrwpreuuremwp Q27. How much does your bowel problem
bowel emptying? l:mntyyw bother you?
0 Never 0 Never 0 Not at al
1 Occasionally - less than once perweek 1 Occasionally - lesshanoncepermeek | 1 Shohtly
2 Fraquently — once ormore per wesk 2 Frequently — once ormore perweek. 2 Moderately
3 Daidy 3 Daily 3 Greatly
PROLAPSE SYMPTOMS —_n3
Q28. Do you have a sensation of tissue Q2. Do you expenence vaginal 1Q30. Do you have to push back your
protrusion/lump/bulging in your vagina? pressure or heaviness or a dragging prolapse in order to void?
sensation?
0 Never 0 Never 0 Never
1 Oecazionally — less o once perwesk 1 Occasi p— 1 Occasionally - less han once perwesk
2 Frequently - once ormore per wesk 2 Frequently — once ormore perwesk 2 Fraguently - onoe or more per wask
3 Daly 3 Daily 3 Daly
Q31. Do you have to push back your Q32. How much does your prolapse Other Symptoms: (probiems: walking / siting,
prolapse to empty your bowels? bother you? pain, vagnal bleeding)
0 Never 0 Not at all
1 Oocasionally - kess thor onoe per wesk 1 Slightly
2 Frequently — once ormore per wesk 2 Moderately
3 Day 3 Greaty
SEXUAL FUNCTION ( 1)
Q33. Are you sexually active? Q34. If you are not sexually active, 1Q35. Do you have sufficient vaginal
please tell us why? lubrication during intercourse?
o o Do not have a partner
o Less than once per wesk 1] | am notinterested 0 Yes
o Once of mone per wesk o My partner is unable 1 No
o Dady or most days 1] Vagnal dryness
o Too painful
o Embarrassment due to he
¥ you are not sexually active, please prolapesincontnence
continue to answer questions 34 & 42 o Other reasons:
Q36. During intercourse vaginal sensation | Q37. Do you feel that your vaginais foo | G38. Do you feel that your vagina is too
is: loose or lax? ?
0 Normal | pleasant 0 Never 0 Never
1 Mersmal 1 Occasionally 1 QOccasionally
1 Painfu 2 Frequently 2 Frequently
3 Noee 3 Aways 3 Mways
Q39. Do you experience pain with sexual Q40. Where does the pain during Q41. Do you leak urine during sexual
intercourse? intercourse occur? intercourse?
0 Never 0 Not applicable, | do not have pain | 0 Never
1 Occasionally 1 Atthe entrance to the vagina 1 Occasionally
2 Frequently 1 Deep inside, in the pehvis 2 Frequently
3 Always 2 Both at the enfrance &inthe pelvis | 3 Always
A much sexual 1Issues 43, Other symploms ?
bother you? (faecal inconfinence, vaginismus etc)
o Notapplicable
0 Not at all
1 Shighty
2 Moderately
3 Greatly
Page 20of 2



https://urogynaecology.com.au/wp-content/uploads/2018/08/australian-pelvic-floor-questionnaire-V2018.pdf
https://www.mypelvicfloor.com/

Prolapse - Management

Weight loss - healthy eating and exercise
Smoking cessation

Treat constipation

Pelvic floor muscle training (PFMT)
Bladder & bowel retraining

Vaginal oestrogen

Pessaries

Surgery



Prolapse - Metro North Services

»Caboolture - Pelvic Health Physiotherapy (accepts GP
referrals) + Gynaecology

Redcliffe - Pelvic Health Physiotherapy + Gynaecology

*TPCH - Physiotherapy Continence Clinic (accepts GP
referrals)

*RBWH - Pelvic Health Physiotherapy (accepts GP
referrals), Continence nurse linked with Urology (accepts GP
referrals), Gynaecology



Prolapse - Resources

Australian Family Physician - pelvic organ
prolapse

RACGP - Pelvic organ prolapse - a review

Joint Report on the Terminology for Female Pelvic
Organ Prolapse (POP)

urogynaecology.com.au



https://www.racgp.org.au/afp/2015/july/pelvic-organ-prolapse-%E2%80%93-a-review/
https://urogynaecology.com.au/wp-content/uploads/2018/02/international_joint_statement_of_prolapse_terminology.pdf

Prolapse - Resources

RACGP Handbook of Non-Drug Interventions

RACGP - Handbook of Non-Drug Interventions (HANDI)

Pathway for the surgical treatment of pelvic organ prolapse
IC1 2022 Surgical Pathway POP - (urogynaecology.com.au)

Assess your pelvic floor

Home - MyPelvicFloor

UroGynaecological Society of Australasia - Patient Information

Patient Resources (ugsa.com.au)



https://www.racgp.org.au/clinical-resources/clinical-guidelines/handi
https://urogynaecology.com.au/ici-surgical-pathway-pop/
https://www.mypelvicfloor.com/
https://www.ugsa.com.au/home-2/patient-resources/

Home Survey Anatomy ofthe Female PelvicFloor UrinaryIncontinence Vaginalprolapse SexualProblems About &3 English v
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Welcome
To
My Pelvic

Floor

This page is dedicated to the assessment of female pelvic
floor dysfunction which affects more than 50% of women
who have had children and includes:

Bladder problems: urinary leakage or retention

Bowel problems: faecal urgency/leakage or incomplete
evacuation

Vaginal prolapse or bulge

Sexual problems: vaginal laxity or painful sex

The Australian Pelvic Floor Questionnaire (APFQ) is a
validated multi-lingual self-completed questionnaire that
evaluates and scores all four areas of female pelvic floor
dysfunction.

Once completed the results from the questionnaire are
utilised to predict a pelvic floor diagnosis such as vaginal
prolapse or urinary incontinence and will also compare
your results with those of women without pelvic floor
dysfunction in the community.

Begin Your Survey >




Register Login

Urogynaecological
Society of Australasia

Expanding the Horizons in Female Health Care

Home About Membership Latest News Events Patient Resources Contact Us

Patient Resources

UGSA Patient Resources

UGSA has developed a series of patient resources intended to be used as a guide of

general nature, regarding general circumstances.

Each Patient Resource Information Sheets' content was accurate at the time of its
preparation, but its currency should be determined in consultation with other available

information. UGSA disclaims all liability to users for the information provided.
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No treatment

+ General health assessment.

* Symptom assessment, preferably with a validated pelvic floor questionnaire (bladder, bowel,
vaginal, and sexual function, bothersomeness)

Physical examination and pelvic organ prolapse quantification

Identify co-existant pelvic pathology, including cytological screening to cervix

Determine if epithelial/mucosal ulceration is present.

Evaluate anal sphincter tone and/or presence of rectal prolapse if bowel symptoms are present

v V '

¢ Observation (usually milder prolapse)

* Life style changes — weight reduction; avoiding chronic strain {constipation, heavy lifting and
chronic cough), correct position for voiding and defecation

* Supervised pelvic floor muscle therapy with nurse continence advisors and/or physiotherapists
with a special interest in the pelvic floor

* Pelvic organ support p ies, with regul.

+ Local oestrogen for women with hypo-oestrogenic symptoms or urethral prolapse

!

REVIEW OF MANAGEMENT

!

SPECIALIST MANAGEMENT

¥ ¥

Non-surgical treatments

“Complicated” Pelvic Organ

Prolapse:

» Stage 3 and 4 prolapse
(external)

* Pelvic pain

» Radical pelvic surgery

» Pelvic irradiation

* Suspected fistula

* Pelvic mass

» Other significant pelvic
abnormality

* Impaired renal function

* Recurrent urinary tract
infection/voiding dysfunction

» Any abnormal vaginal bleeding
(e.g. post menopausal, post
coital, menorrhagia)

* Urinary retention *
hydroneprosis

» Tissue ulceration

* Bowel symptoms that warrant
colonoscopy

This may include care by gynaecologists, urogynaecologists, urologists and colorectal surgeons with a special interest in pelvic floor

Patient assessed as requiring operative management

Pelvic Organ Prolapse GP management and referral

>

MULTIDISCIPLINARY APPROACH

<


https://www.safetyandquality.gov.au/sites/default/files/migrated/TV-mesh-care-pathway-for-GPs-pelvic-organ-prolapse.pdf

Care Pathway for the Management of Pelvic Organ Prolapse (POP)

SPECIALIST MANAGEMENT

This may include care by gynaecologists, urogynaecologists, urologists and colorectal surgeons
with a special interest in pelvic floor

A g N g ¥

Mo treatment Mon-surgical Patient assessed as requiring operative management

treatments ‘

POP Surgical Pathway

Pelvic Organ Prolapse Specialist

(bowel]
! Management
[ Apical support i
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https://www.safetyandquality.gov.au/sites/default/files/migrated/TV-Mesh-surgical-care-pathway-POP-portrait.pdf
https://www.safetyandquality.gov.au/sites/default/files/migrated/TV-Mesh-surgical-care-pathway-POP-portrait.pdf

~ Care Pathway for the Management and Referral of Transvaginal Mesh Comblications

Synthetic transvaginal mesh has been used to manage pelvic organ prolapse (POP) and stress urinary incontinence (SUI) in Australian women for over 15 years. In November 2017 the Therapeutic Goods Administration
removed transvaginal mesh products where the sole use is the treatment of POP. Transvaginal mesh is a recommended treatment for SUl in women. Some women experience significant complications associated with

transvaginal mesh following treatment for POP and SUI. This care pathway assists general practitioners to assess and manage women who may be experiencing transvaginal mesh complications.

|
| MANAGEMENT

Recent mesh insertion e.g.
< 6 weeks since transvaginal mesh
procedure performed

Mesh not inserted recently, or a history of mesh is not documented

v

Women experiencing significant
pain in the pelvis / vagina / lower
back / thigh, bleeding from the
vagina / bladder / bowel,
infection, extrusion or erosion of
the mesh through the vagina,
urinary tract symptoms such as
retention, urinary infection and
incontinence

&

Does the woman report any of the following since their operation?
* Pain in the pelvis / lower back / thigh

* Awareness of the mesh during intercourse or pain during intercourse for the patient or their partner (dyspareunia)

* A prickling feeling or pain in the vagina

* Vaginal bleeding

* Mesh palpable in the vagina

* Recurrent urinary or vaginal infection

* Other urinary tract symptoms such as incontinence, voiding difficulties, retention

Clinical assessment as required

Urgent referral to treating
specialist for management
of complications

v

If YES:

* Describe and document all symptoms reported by the woman

* Record impacts the woman reports of symptoms on quality of life, relationships, social and
occupational function

* Take a comprehensive gynaecological history and consider all potential causes of the woman's
symptoms (continence, prolapse, sexual function, abnormal cervical cytology) and obstetric

* Take a comprehensive mesh operative history:
o Initial procedure, any subsequent procedures, when and where procedures were performed
o Treatments woman has received for mesh complications (medications, physical therapies, any

other treatments)

* Mental health history

* Where possible, obtain a copy of the woman'’s operation records to confirm what transvaginal mesh
procedures were performed

v

If NO symptoms to

date:

* Reassurance only
required

* Clinical health assessment
* Abdominal, pelvic and vaginal examination
o Signs of mesh complications on examination may include: tenderness on palpation, visible mesh
in the vagina, vaginal adhesions and / or scarring
* Comprehensive investigation for causes of the woman's symptoms as indicated clinically

If mesh complications are suspected, offer the woman referral to a relevant specialist or to a
multidisciplinary clinical service that specialises in the treatment of women with transvaginal mesh
complications. Women with uncomplicated mesh erosion or exposure may opt for treatment by a
gynaecology, urology or urogynaecology service

Transvaginal TV mesh management care pathway for GPs

NOTES:

« Although mesh erosion
may be asymptomatic
patients still require
further specialist
review

* An examination of the

vagina may not be
possible due to patient
discomfort.
Examination under
anaesthesia by
specialist may be
indicated

AUSTRALIAN
COMMISSION
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https://www.safetyandquality.gov.au/sites/default/files/migrated/TV-Mesh-care-pathway-for-GPs-complications.pdf
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TREATMENT OPTIONS FOR

Pelvic Organ
Prolapse

(2]

What is
pelvic organ
prolapse?

Palvic organs includs your
bladder, womb (uterus) and
rectum. Palvic organ prolapse
occurs when one or mora of
thesa organs Dulges against, or
£ags 0own INto the vagina and
the muscles and ligaments in the
pehic floor ecome stretchad,
or too weak t0 hold the aongans in
the comect placa.

Prolapse can occur in the front
wall of the vagina (cystoosia),
back wall of the vagina
{ractocsls), uterus (utering) or
top of the vagina (vaulf). You can
Nave prolapss of more than one
organ at the same time. Types of
prolapss are shown on pags 6.

Vaginal prolapse is commaon,
affocting up to half of adult
womean'. Causes include
pregnancy and childbirth, aging
and menopausse, obesity, chronic
cough, chronic constipation, and
haavy lifting. Prolapse can also
occur following hysteractomy
and other pelvic surgeries.

Prolapse is usually not
lifa-thraatening, but it can
significanthy affact your
quality of life. s your choice
how you procead.

1 rizkof surgeny for
mmpmm Hoiman
Moprin AE, m%man
Gynecal 2010; 116,6:1006-1100

What are the
symptoms of pelvic
organ prolapse?

You might have:

@ Praz=urs or bulging in your vagina, often mada worss with physical
i

@ Fainful intercourss, or lsss sensation with intsrcourse

. Lees control with your bladder or bawels

@ Urinary problems such as retention (unalble fo winats when your blacdar is
full], incontinencs, and urinary tract infection

@ In ssvers casse of prolapss cbetruction of the uretsrs (the tubas which
comnect the kidneys fo the bladder) and kidney function impairment can
oCour.

Thesse symptoms can conirioute o physical impacts and affect your quality
of ifia. If you have no sympioms, or your symptoms don't afect your ususal
acthities, you may safaly chooss o do nothing at all.

0

Information
for consumers

This guids is designad to
nelp you discuss traatment
options for vaginal petvic
organ prolapse with your
health professional and to
sShare dacisions about your
carg.

Treatment options for pelvic organ prolapse

(for consumers)


https://www.safetyandquality.gov.au/sites/default/files/2020-01/treatment_options_for_pelvic_organ_prolapse_pop_-_transvaginal_tv_mesh_-_information_for_consumers_patient_resource.pdf
https://www.safetyandquality.gov.au/sites/default/files/2020-01/treatment_options_for_pelvic_organ_prolapse_pop_-_transvaginal_tv_mesh_-_information_for_consumers_patient_resource.pdf
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TREATMENT OPTIONS FOR

Complications of

transvaginal mesh
(including options for
mesh removal)

&

What is
Transvaginal
Mesh?

Transvaginal mesh is a
manufactured, net-like product
that has been used to treat
pelvic organ prolapse and
stress urinary incontinence in
women. The mesh is intended
to provide extra support to
weakenead tissues in the pelvis.
it has been used worldwide for
many years and in Australia for
over 15 years.

Transvaginal mesh is intended
to be permanent once placed
in the body. This affects your
options for removal in the
event of complications.

Transvaginal mesh products
are no longer used in Australia
where the intended purpose
is solely for the treatment of
pelvic organ prolapse. This

is due to concerns about its
safety in this procedure.

A range of surgical and non
surgical treatment options are
available for stress urinary
incontinence in women.

What are complications of
transvaginal mesh?

Women have experienced a range of outcomes after treatment using
transvaginal mesh.

Some women have experienced complications and others have not.

If you have mesh implanted and are not experiencing any troublesome
symptoms, there is no need to be concerned.

Complications can occur immediately after your operation or even some
years later.

For women who have experienced complications, the symptoms range from
mild to debilitating, and have significantly affected their quality of life.

If you experience symptoms that may be related to your mesh implant, it is
important that you have a comprehensive assessment by a team of highly-
skilled, specialised chinicians. Most health departments in Australia have or
will soon have, a specialised service to assist you.

There are a variety of treatments available to treat complications, depending
on outcomes of your assessment. Your treatment team will discuss

the options with you to help make an informed decision about the best
treatment for you.

Information
for consumers

This guide is designed to

help you discuss the treatment
options for complications or
removal of transvaginal mesh with
your health professional, and to
share decisions about your care.

Complications of transvaginal mesh
for consumers


https://www.safetyandquality.gov.au/sites/default/files/2020-11/treatment_options_for_complications_and_removal_of_transvaginal_tv_mesh_-_consumer_information_patient_resource.pdf
https://www.safetyandquality.gov.au/sites/default/files/2020-11/treatment_options_for_complications_and_removal_of_transvaginal_tv_mesh_-_consumer_information_patient_resource.pdf

Prolapse Referral - Pelvic Floor Dysfunction

Minimum Referral Criteria

Category 1 * Uterine procidentia
(appointment within 30
calendar days)

» Difficulty voiding with renal impairment

Category 2 = Difficulty voiding +/- significant residuals on bladder
(appointment within 90 screening (without renal impairment)

calendar days) « Recurrent UTIs

* Genital fistulae

* Mesh erosion or bleeding/pain refer to Pelvic mesh
(referral to Queensland Pelvic Mesh Service (QPMS)
CPC)

Category 3 * Any other prolapse or incontinence
(appointment within 365
calendar days)

» Obstructive defecation

Pelvic floor dysfunction (e.g. prolapse and/or incontinence)
| Clinical Prioritisation Criteria (health.qld.gov.au)

Pelvic floor dysfunction (e.g. prolapse and/or incontinence)

| Metro North Health Refer your patient

1. Reason for request Indicate on the referral

* To establish a diagnosis

* For treatment or intervention

® For advice and management

* For specialist to take over management

* Reassurance for GP/second opinion

* For a specified test/investigation the GP can't order, or the patient can't afford or access
* Reassurance for the patient/family

* For other reason (e.g. rapidly accelerating disease progression}

* Clinical judgement indicates a referral for specialist review is necessary

2. Essential referral information Referral will be returned without this

+ Obstetric and gynaecological history

+ History of:

» prolapse symptoms

= protruding lump

= dragging sensation

= difficulty with defecation (requiring manual evacuation)/micturition including incontinence

« MSU M/C/S results

3. Additional referral information Useful for processing the referral

= BMI

= Previous failed or complicated prolapse surgery
* Pelvic USS (TVS preferable) if available

* Bladder diary

= Renal USS if major uterine procidenta



https://www.health.qld.gov.au/cpc/gynaecology/pelvic-floor-dusyfunction-eg-prolapse-andor-i
https://www.health.qld.gov.au/cpc/gynaecology/pelvic-floor-dusyfunction-eg-prolapse-andor-i
https://metronorth.health.qld.gov.au/specialist_service/refer-your-patient/gynaecology/pelvic-floor-dysfunction-e-g-prolapse-andor-incontinence
https://metronorth.health.qld.gov.au/specialist_service/refer-your-patient/gynaecology/pelvic-floor-dysfunction-e-g-prolapse-andor-incontinence

Metro North GP Alignment Program

Gynaecology
Workshop

o
¢ BES
CASE STUDY: Incontinence phn | 8 cemtanacommnen
BRISBANE NORTH o
An Australian Government Intiative Metro North Health



Incontinence - Case Study

« Joan is 78 years old

* G3P3

 BMI 35 kg/m2

- Anterior and posterior vaginal repair (15 years ago - no mesh)
 Hypertension, chronic back pain, anxiety and depression, right TKR 2023

 Mixed urinary incontinence

ourgency
osometimes ‘flooding’ with no warning
oincreasing nocturia and urgency at night (3 x per night)

» Wears 'pullups’ daily, most bothersome symptoms are ‘flooding’ episodes and
nocturia

* No fever, no dysuria, no haematuria, no pelvic pain

Outline your approach



AUSTRALIAN PELVIC
FLOOR QUESTIONNAIRE

Patient’s Name:

Date of Birth:

Date completed:

Please circle your most applicable answer. Consider your expenience during the last month.

W=
o

BLADDER FUNCTION (149
Q1. How many times do you pass urine ina | Q2. How many times do you get up at Q3. Do you wet the bed before you wake
day? night to pass urine? up at night?

Upto7 0 0-1 0 Never

1 2
2 3
3 More than 3 fmes

Q4. Do you need to rushhury to pass Q5. Does urine leak when you rush or mmmmmww.mg
mmmnynupﬂhnrne" hurry to the toilet or can’t you make itin | Laughing or
0 time?
1 Occosorolyhoe bush-ess fanorcewesk | 0 Notatal § .
2 Feaeety 1 Occaci — less =l ek
3 Daly 2 Freenty-eeanoepewesk |3 [T onnamosperiesk
3 Daly
Q7. Is your urinary stream (urine flow) Q8. Do you have a feeling of incomplete | Q3. Do you need to strain to empty your
weak, prolonged or slow? bladder emptying? biladder?
0 MNever 0 Never 0 Never
1 Occask - 1 Occasi - perwesk | 1 O —less ek
2 Frequently - onoe or more per wesk. 2 Frequenty - onoe or more per week. 2 Frequenty — onoe or mone pee week
3 Daily Daily 3 Daily
[ Q0. Do you have to wear pads because of Qﬂﬁmlmmmdﬂim Q1Z Do you have frequent biadder |
wrinary leakage? dwmwmmne’ infections?
0 None - Never 0 0 No
1 As a precausion 1 Belnregomgu 1 1-3 per year
2 'When exercising / during a cold 2 Moderately 2 4-12 per year
3 3 Abways 3 More than one per month
Q13. Do you have pain in your bladder or Q14. Does urine leakage affect your @15. How much does your bladder
0 Newer 0 Not at all
1 Occasionaly—estmoepenes |0 Nolatal 1 Sighty
2 Frequently - once or more perweek 2 m 2 Moderately
3 Daly ! M*'T 3 Greatly
| Other symptoms (heemaa, pan &)
BOWEL FUNCTION ( 134)
Q16. How often do you usually open your Q17. How is the consistency of your 1Q18. Do you have to strain to empty your
bowels? usual stool? bowels?
§ 0 Sot
0 Ever ofher day or daily S 0 Never
1 Less than every 3 days g Hard (pebbles) 1 Occasionally - kess fon oroe per wesk
2 Less than once a week 1 Variable 2 Frequenty — onoe or more per meek
0 More than once per day 2 Vatery 3
Q19. Do you use laxatives to emply your Q20. Do you feel constipated? Q21. When you get wind or flatus, can you
bowels? control it, or does wind leak?
0 Never 0 Newer 0 Never
1 Occasionally - 1 0 ~less# permesk | 0 —less wesk
2 Frequently - onoe or more per wesk. 2 Frequently — onoe or more perweek 2 Frequenty - onoe or mone pee week
3 Daily 3 Daily 3 Daily
Page 10of 2
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AUSTRALIAN PELVIC

Patient’s Name:

australian-pelvic-floor-questionnaire

Home - MyPelvicFloor

FLOOR QUESTIONNAIRE Date of Birth:
Date cc leted
Q2. Do oetmmm“ol 023, Do you leak watery stool when you | 024, Do you leak normal stool when you
urgency to emmr don’t mean to? don’'t mean to?
0 Never 0 Never 0 Never
1 Occazionally — less tham once perwesk 1 Occagi wesk |1 Occasi — lessthan wesk
2 Frequenty = onoe or more per wesk 2 Fragquently = onoe or mone per wesk 2 Frequenty — once or more per week
3 3 Daily 3 Dail
Q235. Do you have a feeling of incomplete Q26. Do you uuﬁrwpreuuremwp Q27. How much does your bowel problem
bowel emptying? unmryw bother you?
0 Never 0 Never 0 Not at al
1 Occasionally - less than once perweek 1 Occasionally - lesshanoncepermeek | 1 Shohtly
2 Fraquently — once ormore per wesk 2 Frequently — once ormore perweek. 2 Moderately
3 Daidy 3 Daily 3 Greatly
PROLAPSE SYMPTOMS —_n3
Q28. Do you have a sensation of tissue Q2. Do you expenence vaginal 1Q30. Do you have to push back your
protrusion/lump/bulging in your vagina? pressure or heaviness or a dragging prolapse in order to void?
sensation?
0 Mewer 0 MNewer 0 Never
1 Oecazionally — less o once perwesk 1 Occasi p— 1 Occasionally - less han once perwesk
2 Frequently - once ormore per wesk 2 Frequently — once ormore perwesk 2 Fraguently - onoe or more per wask
3 Daly 3 Daily 3 Daly
Q31. Do you have to push back your Q32. How much does your prolapse Other Symptoms: (probiems: walking / siting,
prolapse to empty your bowels? bother you? pain, vagnal bleeding)
0 Never 0 Not at all
1 Oocasionally - kess thor onoe per wesk 1 Slightly
2 Frequently — once ormore per wesk 2 Moderately
Daiy 3 Greaty
SEXUAL FUNCTION ( 1)
Q33. Are you sexually active? Q34. If you are not sexually active, 1Q35. Do you have sufficient vaginal
please tell us why? lubrication during intercourse?
o No o Do not have a partner
o Less than once per wesk 1] | am notinterested 0 Yes
o Once of mone per wesk o My partner is unable 1 No
o Dady or most days 1] Vagnal dryness
o Too painful
o Embarrassment due to he
¥ you are not sexually active, prolapesincontnence
continue to answer questions 34 & 42 o Otherreasons:
Q36. During intercourse vaginal sensation | Q37. Do you feel that your vaginais foo | G38. Do you feel that your vagina is too
is: loose or lax? ?
0 Normal | pleasant 0 Never 0 Never
1 Mersmal 1 Occasionally 1 QOccasionally
1 Painfu 2 Frequently 2 Frequently
3 Noee 3 Aways 3 Mways
Q39. Do you experience pain with sexual Q40. Where does the pain during Q41. Do you leak urine during sexual
intercourse? intercourse occur? intercourse?
0 Never 0 Not applicable, | do not have pain | 0 Never
1 Occasionally 1 Atthe entrance to the vagina 1 Occasionally
2 Frequently 1 Deep inside, in the pehvis 2 Frequently
3 Always 2 Both at the enfrance &inthe pelvis | 3 Always
A much sexual 1Issues 43, Other symploms ?
bother you? (faecal inconfinence, vaginismus etc)
o Notapplicable
0 Not at all
1 Shighty
2 Moderately
3 Greatly
Page 20of 2



https://urogynaecology.com.au/wp-content/uploads/2018/08/australian-pelvic-floor-questionnaire-V2018.pdf
https://www.mypelvicfloor.com/

Home Survey Anatomy ofthe Female PelvicFloor UrinaryIncontinence Vaginalprolapse SexualProblems About &3 English v

S
7 pelyic A

Welcome
To
My Pelvic

Floor

This page is dedicated to the assessment of female pelvic
floor dysfunction which affects more than 50% of women
who have had children and includes:

Bladder problems: urinary leakage or retention

Bowel problems: faecal urgency/leakage or incomplete
evacuation

Vaginal prolapse or bulge

Sexual problems: vaginal laxity or painful sex

The Australian Pelvic Floor Questionnaire (APFQ) is a
validated multi-lingual self-completed questionnaire that
evaluates and scores all four areas of female pelvic floor
dysfunction.

Once completed the results from the questionnaire are
utilised to predict a pelvic floor diagnosis such as vaginal
prolapse or urinary incontinence and will also compare
your results with those of women without pelvic floor
dysfunction in the community.

Begin Your Survey >




Please tick the box on the left, for each statement that is applicable to you.

My ankles, feet or legs swell during the day.

| take fluid tablets (e g. Lasix).

| have kidney disease.

‘TANGO’ Questionnaire

| take tablets to control my blood pressure.

| often get dizzy when standing up.

| have high blood sugar OR diabetes.

CARDIO { METABOLIC

My blood sugar levels are difficult to keep stable.

| have 5 hours or less sleep per night.

| would describe my sleep quality as bad.

It takes me longer than 30 minutes to fall asleep at night. 5
| have difficulty staying asleep at night because of my bladder. ﬁ
| often experience pain at night.
| have been told | snore loudly OR stop breathing at night.
| need to get up to pass urine within 3 hours of going to sleep.
| experience a sudden urge to urinate on most days. §
| have a bladder urgency accident once a week or more. E
| often need to strain or push to start urinating. E
| have an enlarged prostate gland. (Males only)
In general, | would say that my health is not good.
| have trouble staying awake while driving, eating or duning social activities. %
RACGP - Questions to ask a patient with nocturia | have had a fall in the last 3 months. g

| don't look forward to things with as much enjoyment as | used to.



https://www1.racgp.org.au/ajgp/2018/july/questions-to-ask-a-patient-with-nocturia

Ask about the occurrence of urinary incontinence in women and people who are
at higher risk (see Specific populations).

The 3 Incontinence Questions (31Q)

1. During the last three months, have you leaked urine (even a small
amount)?

O Yes
O No — questionnaire completed

2. During the last three months, did you leak urine (check all that

Iy) Definitions of the type of urinary incontinence are based on responses to Question 3:
apply):

Response to Question 3 Type of incontinence

O a. When you were performing some physical activity, such as coughing,
sneezing, lifting, or exercise?

O b. When you had the urge or feeling that you needed to empty your a. Most often with physical activity. Stress only or stross
bladder, but you could not get the toilet fast enough? predominant.
O c. Without physical activity and without a sense of urgency?
b.  Most often with the urge to empty Urge only or urge predominant.
3. During the last three months, did you leak urine most often (check the bladder.
only one):
O a. When you are performing some physical activities, such as coughing, €. Without physical activity or sense of = Other cause only or other cause
sneezing, lifting, or exercise? Lirgency. predominant.
O b. When you had the urge or feeling that you needed to empty your
bladder, but you could not get to the toilet fast enough? d.  About equally with physical activity Mied.
O c¢. Without physical activity or a sense of urgency? and sense of urgency.
O d. About as equally as often with physical activities as with a sense of
urgency?

RACGP The Red Book | Miscellaneous | Urinary Incontinence


https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/preventive-activities-in-general-practice/miscellaneous/urinary-incontinence

Incontinence - Assessment

 Medical conditions - hypertension, COPD, diabetes, pain
* Previous prolapse or incontinence surgery

Medications

Caffeine, alcohol, carbonated beverages
Smoking
BMI



Incontinence - Assessment

« MSUM/C/S
« USS kidneys, ureters, bladder, including post void residual

* ELFTs including eGFR; HbA1C
« Australian Pelvic Floor Questionnaire
« TANGO questionnaire if nocturia

- Bladder diary
« Bowel diary



Incontinence - Management

 Weight loss - healthy eating, exercise
* Decrease caffeine and alcohol

« Smoking cessation

» Pelvic floor muscle training (PFMT)

* Bladder & bowel retraining

* Treat constipation

* Vaginal oestrogen

* Pessaries e.g. Contiform

- Urge incontinence/overactive bladder
oConsider Urodynamics

oAnti-cholinergics (oxybutynin, solifenacin) - potential association of dementia with
anticholinergic burden

oBeta 3 agonist (mirabegron)

olntravesical Botulinum toxin A

oTranscutaneous and percutaneous tibial nerve stimulation
oSacral Nerve Stimulator

*Surgery



Bladder Diary

FN in this I]'."I]'.r}' _fl:ll"

Day and time Drinks/fluid intake Urine (wee)
Day Time Typeof | Amount | Amount | How urgent Did you
drink or | of drink/ | of urine |was your need| leak or wet
fluid fluid passed | to pass urine yourself?
{mil) (ml) (wee)? {Yes or No)
1=no urge to
E" 3 = normal
urge to
5 = strong urge
Exomples:
Monday 3 March | 7.000m 250mi 5 ¥es
Monday 3 March | 8.00am | Coffee 200mi

How much
did you leak?
{Spot, small,

medium,

large)

Medium

MName:

Pads or clothing

Did you change
your pad or
clothing?

(Yes or Mao)

Yes - my wnderwear

and pyjona ponts

What happened at Bowel
the time of the leak? maovement
Where you were Did you pass
and what you were a bowel
doing at the time you maotion
leaked urine {poo)?

{ woke wp and got out of bed. | No

Continence Foundation of Australia Bladder Diary Instructions



https://www.continence.org.au/resource/your-bladder-diary?v=8452

Bowel Diary Name:
Fill in this diafy for about Use with the Bristol Stool CharL
Day and time Bowel movement Pads or Bowel medication What happened at
clothing What and when the time you passed a
bowel motion?
Day Time Stoal (poo) How urgent was Did you How much did Drid you Did you take any ‘Where you were, or
type your meed to use | leak or soil? | you leak or soil? change laxatives, fibre what you were doing
(Bristol Stool | your bowels (poel? | ryee or Mo} | (Smear, small, | Your pad or supplements, enemas, at the time of the
Chart Type 1=no urge to medium or clothing? suppositories atc? accident/soiling
1-7) 3 = normal urge to large) (Yes or No)
5 = strong urge
Exarmpie: Sddam |5 T feg - hoth Medium ¥es - my Fsyliium husks the night Went for o walk after brenkgfinst.
Saturday 3 March wee and poo wnderpants hefore Did not realise | laaked wee and)
and jeans jpou ot the time

Type 1

Type 2

Type 3

Type 4

Type 5

Type 6

Type 7

ALLE

?.‘
5 )

Separate hard lumps, like nuts
(hard to pass)

Sausage-shaped but lumpy

Like a sausage but with cracks
on its surface

Like a sausage or snake,
smooth and soft

Soft blobs with clear cut edges
(passed easily)

Fluffy pieces with ragged edges,
mushy stool

Watery, no solid pieces.
ENTIRELY LIQUID

Continence Foundation of Australia Your Bowel Diary Instructions



https://www.continence.org.au/resource/your-bowel-diary?v=9607

TPCH Physiotherapy Continence and Lymphoedema Service

TPCH Physiotherapy Continence Clinic

PROMOTING HEALTHY BLADDER AND BOWEL FUNCTION

Bladder control problems are common but not normal.
The Physiotherapy Continence Clinic specialises in the area of women's and men's pelvic floor health:

+ Continence Management and pelvic floor muscle exercise program based on the patient's abilities
and needs

+ Empowering women and men to regain their confidence and improve their quality of life

« Lifestyle advice and education regarding good bladder habits, fluid intake and bladder retraining
including transcutaneous tibial nerve stimulation for overactive bladders.

+ Lifestyle advice and education regarding healthy bowel habits and lifestyle factors
+ Improve bowel conirol and empiying

+ Treatment of pelvic pain conditions including cbstetric related pelvic girdle pain, endometriosis,
proctalgia fugax

+ MASS and/or CAPs funding applications

Evidence shows that you can successfully treat bladder control problems through a personalised pelvic
health program designed and managed by a specially frained Physictherapist.

When

Monday, Wednesday, Thursday, Friday 8am - 4pm

Where

TPCH Physiotherapy Outpatisnt Clinic, Ground Floor, Main Hospital Building
Who can refer

Specialist Medical Officers or kocal GP

Rafarral via: Matra North HHS Canftral Patiant Intake. Fax 1300 364 952

Clinic Contact Datails
»  Telephona 3138 4443
«  Email TPCH-Allied-Health-Admin@health.gld.gov.au

Metro North
Hea |1|‘

Queensland
Government

Wi Effedtive: Aug 3024 Review: Ao 2026



Incontinence- Metro North Services

eCaboolture - Pelvic Health Physiotherapy (accepts GP
referrals) + Gynaecology

Redcliffe - Pelvic Health Physiotherapy + Gynaecology

*TPCH - Physiotherapy Continence Clinic (accepts GP
referrals)

*RBWH - Pelvic Health Physiotherapy (accepts GP
referrals), Continence nurse linked with Urology (accepts
GP referrals), Gynaecology



Incontinence- Resources

Overactive bladder
RACGP - Overactive bladder syndrome

Overactive Bladder - (urogynaecology.com.au)

Stress Urinary Incontinence

RACGP - Managing Female Stress Incontinence

Nocturia

RACGP - Questions to ask a patient with nocturia



https://www1.racgp.org.au/ajgp/2020/september/overactive-bladder-syndrome
https://urogynaecology.com.au/overactive-bladder/
https://www1.racgp.org.au/ajgp/2024/may/managing-female-stress-urinary-incontinence-in-a-p
https://www1.racgp.org.au/ajgp/2018/july/questions-to-ask-a-patient-with-nocturia

Incontinence- Resources

Veterans' MATES - impact of commonly used
medicines on urinary incontinence

Urinary incontinence - Veterans' MATES (veteransmates.com.au)
Anticholinergic burden - Veterans' MATES (veteransmates.com.au)

Deprescribing anticholinergics

Primary Health Tasmania - a guide to deprescribing anticholinergics

Surgical Treatment Female Stress Urinary
Incontinence

UGSA Surgical treatment of SUI pathway 2016 - (urogynaecology.com.au)



https://www.veteransmates.com.au/topic-26-therapeutic-brief
https://www.veteransmates.com.au/topic-39-therapeutic-brief/
https://www.primaryhealthtas.com.au/wp-content/uploads/2023/03/A-guide-to-deprescribing-anticholinergics.pdf
https://urogynaecology.com.au/ugsa-surgical-treatment-of-sui-pathway-2016/

Incontinence - Continence Foundation of Australia

A

EXERCISES FOR WOMEN =

Step 4 - Look after your pelvic floor
muscles 1 Whati bladd trol?
oo ) at is poor bladder control?
s ?;‘;::r?:dﬂ:::r have :b‘l::der People with poor bladder control may

control problem

Good bladder habits can help
improve bladder control

Peic floor muscles can be made w

not keeping them

being pregnant

putting extra st

5 eak urine. This is called
by maintaining a healthy w

bladder habit: ghing birth

This includes wetting you ome ea: constipation o need to hurry to get to the toilet to p being menopausal
ps you can take to ke healthy ! S Wi € s being BT
= before the eing constipated and straining.
. Ask yourself of the p
Step 1- Drink well y ¢ = y = goto the toilet often through the day de and other issues. S \iecla
o
= Have plenty of fluids. Fluid can include milk juice % Callthe National Continence Helpline = bew up more than ence a night by the r the

O leak or wet myselfwhen | cough, laugh
or sneeze?

and soup, f viat

s best 1800 33 00 66 and ask for information on pelvic to empty their bladder

oor muscles have to support heavy

& Cut down on how m ffeine and alcohol you v . = leak urine when they get up from a bed or chair may not be strong enough.
. ¢ bladder leak or wet myself when | ift samething heay B enou
drink. These may u ur bladder. There is y ] o leak urine when they lift, laugh, cough or sneeze  floor musdles
c chacol tea and fi

0O leak or wet myself

when | play sport?

drinks. Fizzy drinks and be unaware of it

ack passage) all pass

Pehvic floor muscles

sometimes wear pads to absorb urine (wee),
or fjust In case?? e
P to go to the toilet more than smoothfow
P 1080 fo the 1o ' often have ta rush ta use the tollet?

e a stream that stops and starts instead of a
Step 2 - Eat well

owel. They may

ce if you are over 65 years of

o

0O sometimes not make it to the toilet floor muscles that are stron,
0 ever worry | might lose control of my bladder? How common is poor bladder

o

than ance during the night to control?

time?

vilet regularly

> g0 to the toil
ng to the toilet

your diet, drink more

your bladder is full. G

go is

wake up mar
use the toilet?

tipation.

acoughthatg
thma, bro

n for a long time such as
s or a chronic cougk

ur Australians aged
dder control problem

ears and over have

y ) day around the nearest tollet? ab )
plan my day around the nearest tollet Wormen who wet t es leaking urin
for 30 minutes most days If you have a bladder control problem, you are not

sometimes feel my bladder is not quite empty?
alone

Relax whe leak or wet myself when | stand up?
bladder to
may not empty your bladder fully and
aver time you ¢ t a bladder infection

men of all ags
ontrol. Women and older
dribble urine after going ta the toilet? to be affected

\ave poor bladd
ple are the most

leak or wet myself as | get out of bed?

ity such as brisk walking may help
el regular

floor muscl
e growing bal

keep your bo

a ufine stream that stops and starts?

may 0 'wetthe bed? You don't have to put up with it
If you said YES to any of these questions, you may
have a bladder control problem

uscles ar

muscles

[ e (e P

B00 33 00 66 + continence org au [ of Austratia

Bladder & Bowel Resources



https://www.continence.org.au/get-help/resources

+  General health assessment 2=
*  Assess whether the patient has completed her family “Complicated” Incontinence: o
+  Assess quality of life and desire for treatment » Recurrent incontinence <
*  Urinary symptom assessment {including bladder diary and questionnaire) * Debilitating severe incontinence
« Physical inats bdominal, pelvic and perineal * Incontinence associated with: o
+  Cough test to demonstrate if stress incontinence present — Pain o
*  Urinalysis + urine cul == if infi 1, treat and if app iate —Haematuri.a . o
*  Assess oestrogen status and treat as appropriate — Recurrent infection a
s Assess pelvic floor muscle function — Patients with neurological
*  Assess post-void residual urine conditions <
— Patients using medications that
* ’ * cause an atonic bladder P
1 — Voiding dysfunction
PROVISIONAL STRESS URINARY MIXED URINARY URGE INCONTINENCE / — PR e
DIAGNOSIS s e OVERACTIVE BLADDER (OAB) ~ Radical pelvic surgery <
{incontinence when performing {both i i types nt - treat {need to empty bladder but could — Suspected fistula =
activity) most bothersome symptom first) not get to the toilet fast enough) Incontinence with
v — Significant post void residual -
OR =
e . o
y +  Consider tinence products for temporary support during treatment SIriI:;ﬁ'::n(;:EIwc e —
FIRST LINE + Lifestyle inter i include weight loss and iding chronic ining (lifting, coughing or stipation) for all - gehri:mass %)
MANA patients . . . 3
GEMENT +  Supervised pelvic floor muscle therapy with nurse inence advi and/or physiotherapists with a special ALET] nol.‘.turna.l e v
’ c 3 o Nocturnal enuresis
interest in the pelvic floor . . . —
B . . . Continuous incontinence
+ Vaginal devices such as cones, weights, urethral support devices [
+  Bladder irritants such as caffeine and alcohol should be minimised for urge incontinence / OAB —
+ Bladder retraining for urge incontinence / OAB -
+  Pharmacological treatments such as anticholinergics or beta-adrenergic agonists for urge incontinence / OAB i
$ >
2
REVIEW OF MANAGEMENT l
ég%ﬁgg:gﬁ SPECIALIST MANAGEMENT
This may include care by gynaecologists, urogynaecologists, urologists with a special interest in pelvic floor and geriatricians \/
on SAFETY anp
QUALITY ¥ ¥
HEALTH CARE

Patient assessed as requiring operative management

No treatment Non-surgical treatments

Care pathway for Management & Referral of Urinary Incontinence in
Women for GPs



https://www.safetyandquality.gov.au/sites/default/files/migrated/TV-Mesh-Care-pathway-for-GP-SUI-landscape.pdf
https://www.safetyandquality.gov.au/sites/default/files/migrated/TV-Mesh-Care-pathway-for-GP-SUI-landscape.pdf

Care Pathway for the Management of Stress Urinary Incontinence (SUI)

SPECIALIST MANAGEMENT

This may include care by gynaecologists, urogynaecologists, urologists and
geriatricians with an interest in pelvic floor disorders

@ ag ag

No treatment Non-surgical Patient assessed as reguiring
treatments operative management

|

SUI Surgical Pathway — routine cases

Bothersome SUI not responding to conservative treatment

Mid-Urethral Sling R Colposuspension Pubowaginal sling
[synthetic mesh) Bulking Agent [native tissue) [native tissue)

Retropubic tape Obturator tape

Patients should be offered the
opportunity for a minimum pericd

s e e Care Pathway for the Management of Stress

S TRALIAN o —— Urinary Incontinence (SUI) | Australian

ox SAFETY a0 Commission on Safety and Quality in Health

QUALITY
HEALTH CARE Care

DA7-21E80 12/09/302



https://www.safetyandquality.gov.au/our-work/health-conditions-and-treatments/transvaginal-mesh/resources-consumers-clinicians-and-health-service-organisations-transvaginal-mesh-and-sacrocolpopexy/care-pathway-management-stress-urinary-incontinence-sui
https://www.safetyandquality.gov.au/our-work/health-conditions-and-treatments/transvaginal-mesh/resources-consumers-clinicians-and-health-service-organisations-transvaginal-mesh-and-sacrocolpopexy/care-pathway-management-stress-urinary-incontinence-sui
https://www.safetyandquality.gov.au/our-work/health-conditions-and-treatments/transvaginal-mesh/resources-consumers-clinicians-and-health-service-organisations-transvaginal-mesh-and-sacrocolpopexy/care-pathway-management-stress-urinary-incontinence-sui
https://www.safetyandquality.gov.au/our-work/health-conditions-and-treatments/transvaginal-mesh/resources-consumers-clinicians-and-health-service-organisations-transvaginal-mesh-and-sacrocolpopexy/care-pathway-management-stress-urinary-incontinence-sui

~ Care Pathway for the Managementiaind Re?érral of Transvaginal Mesh Co;nblfcations

Synthetic transvaginal mesh has been used to manage pelvic organ prolapse (POP) and stress urinary incontinence (SUI) in Australian women for over 15 years. In November 2017 the Therapeutic Goods Administration
removed transvaginal mesh products where the sole use is the treatment of POP. Transvaginal mesh is a recommended treatment for SUl in women. Some women experience significant complications associated with

transvaginal mesh following treatment for POP and SUI. This care pathway assists general practitioners to assess and manage women who may be experiencing transvaginal mesh complications.

| MANAGEMENT

Recent mesh insertion e.g.
< 6 weeks since transvaginal mesh
procedure performed

Mesh not inserted recently, or a history of mesh is not documented

v

Women experiencing significant
pain in the pelvis / vagina / lower
back / thigh, bleeding from the
vagina / bladder / bowel,
infection, extrusion or erosion of
the mesh through the vagina,
urinary tract symptoms such as
retention, urinary infection and
incontinence

¥

Does the woman report any of the following since their operation?
« Pain in the pelvis / lower back / thigh

* Awareness of the mesh during intercourse or pain during intercourse for the patient or their partner (dyspareunia)

* A prickling feeling or pain in the vagina

* Vaginal bleeding

* Mesh palpable in the vagina

* Recurrent urinary or vaginal infection

* Other urinary tract symptoms such as incontinence, voiding difficulties, retention

Clinical assessment as required

Urgent referral to treating
specialist for management
of complications

v

If YES:

* Describe and document all symptoms reported by the woman

* Record impacts the woman reports of symptoms on quality of life, relationships, social and
occupational function

* Take a comprehensive gynaecological history and consider all potential causes of the woman's
symptoms (continence, prolapse, sexual function, abnormal cervical cytology) and obstetric

* Take a comprehensive mesh operative history:
o Initial procedure, any subsequent procedures, when and where procedures were performed
o Treatments woman has received for mesh complications (medications, physical therapies, any

other treatments)

* Mental health history

* Where possible, obtain a copy of the woman'’s operation records to confirm what transvaginal mesh
procedures were performed

1
4

If NO symptoms to

date:

* Reassurance only
required

* Clinical health assessment
« Abdominal, pelvic and vaginal examination
o Signs of mesh complications on examination may include: tenderness on palpation, visible mesh
in the vagina, vaginal adhesions and / or scarring
* Comprehensive investigation for causes of the woman's symptoms as indicated clinically

If mesh complications are suspected, offer the woman referral to a relevant specialist or to a
multidisciplinary clinical service that specialises in the treatment of women with transvaginal mesh
complications. Women with uncomplicated mesh erosion or exposure may opt for treatment by a
gynaecology, urology or urogynaecology service

Transvaginal TV mesh management care pathway for GPs

NOTES:

 Although mesh erosion
may be asymptomatic
patients still require
further specialist
review

* An examination of the

vagina may not be
possible due to patient
discomfort.
Examination under
anaesthesia by
specialist may be
indicated

AUSTRALIAN
COMMISSION
on SAFETY anp
QUALITY in

HEALTH CARE



https://www.safetyandquality.gov.au/sites/default/files/migrated/TV-Mesh-care-pathway-for-GPs-complications.pdf

AUSTRALIAN COMMISSION
on SAFETY ano QUALITY n HEALTH CARE

TREATMENT OPTIONS FOR

Stress Urinary
Incontinence

@

What is
stress urinary
incontinence?

Stress Urinary Incontinence
(SUI) is the leaking of urine
during activities that increase
pressure inside the abdomen
and push down on the
bladder, such as coughing,
sneezing, running, or heavy
lifting.

There are several causes of
SUl including pregnancy,
childbirth [particularly where
forceps were needed),
weight gain, and chronic
straining or coughing.

Information
for consumers

Tnis guids is designed to halp you

discuss treatment options for stress

ufinary INContinencs with your
haalth professional and to share
QECISIONS about your Carg.

Types of
incontinence

Incontinence is any accidental or involuntary loss of urine
from the bladder — urinary incontinence — or bowel motion,
faeces or wind from the bowel — faecal or bowel incontinence.

Thena are diffigrent types of urinary inconiinence, each with differant causss
and treatments, which indluds:

@ Strecs incontinence — this type of NContinence is tha focus of iis
INfOrMation resource

@ Urga incontinence — urinary incontinence precedad by a sudden and
strong need to urnate

@ Incontinence ass0Ciated with CNIFONIC retantion — when the bladder is
unabls to sMpty property and frequent leakags of small amounis of uring
QCours as a result

@ Functional incontinance — dus to medications or health problems that
maka it difficult t0 reach the bathroom in ime

@ Continuous incontinence — whan your bladder Cannoct 5408 any wring
at all, resulting in either passing large amounts of wring Constantly, or
passing uring oooasionally with frequent leaking.

Sometimss women have mors than one type of incontnence. Specialized
t95iE will NEIp diagnoss the type of iNCONENBNCS you Nave and which

traatment Options ars right for you_ TNese teats May iNClude & urddynamic
study or a cystoscopy.

Treatment-Options-SUI-Consumer-
Info.pdf (safetyandquality.gov.au)



https://www.safetyandquality.gov.au/sites/default/files/migrated/Treatment-Options-SUI-Consumer-Info.pdf
https://www.safetyandquality.gov.au/sites/default/files/migrated/Treatment-Options-SUI-Consumer-Info.pdf

AUSTRALIAN COMMISSION
on SAFETY ano QUALITY w HEALTH CARE

TREATMENT OPTIONS FOR

Complications of

transvaginal mesh
(including options for
mesh removal)

&

What is
Transvaginal
Mesh?

Transvaginal mesh is a
manufactured, net-like product
that has been used to treat
pelvic organ prolapse and
stress urinary incontinence in
women. The mesh is intended
to provide extra support to
weakenead tissues in the pelvis.
it has been used worldwide for
many years and in Australia for
over 15 years.

Transvaginal mesh is intended
to be permanent once placed
in the body. This affects your
options for removal in the
event of complications.

Transvaginal mesh products
are no longer used in Australia
where the intended purpose
is solely for the treatment of
pelvic organ prolapse. This

is due to concerns about its
safety in this procedure.

A range of surgical and non
surgical treatment options are
available for stress urinary
incontinence in women.

What are complications of
transvaginal mesh?

Women have experienced a range of outcomes after treatment using
transvaginal mesh.

Some women have experienced complications and others have not.

If you have mesh implanted and are not experiencing any troublesome
symptoms, there is no need to be concerned.

Complications can occur immediately after your operation or even some
years later.

For women who have experienced complications, the symptoms range from
mild to debilitating, and have significantly affected their quality of life.

If you experience symptoms that may be related to your mesh implant, it is
important that you have a comprehensive assessment by a team of highly-
skilled, specialised clinicians. Most health departments in Australia have or
will soon have, a specialised service to assist you.

There are a variety of treatments available to treat complications, depending
on outcomes of your assessment. Your treatment team will discuss

the options with you to help make an informed decision about the best
treatment for you.

Information
for consumers

This guide is designed to

help you discuss the treatment
options for complications or
removal of transvaginal mesh with
your health professional, and to
share decisions about your care.

Treatment-Options-Complications-

Consumer-info.pdf
(safetyandquality.gov.au)



https://www.safetyandquality.gov.au/sites/default/files/migrated/Treatment-Options-Complications-Consumer-Info.pdf
https://www.safetyandquality.gov.au/sites/default/files/migrated/Treatment-Options-Complications-Consumer-Info.pdf
https://www.safetyandquality.gov.au/sites/default/files/migrated/Treatment-Options-Complications-Consumer-Info.pdf

Incontinence Referral
Pelvic Floor Dysfunction
Pelvic Mesh Service

1. Reason for request Indicate on the referral

Minimum Referral Criteria

« To establish a diagnosis

For treatment or intervention

Category 1 ¢ Fistula (constant urinary or faecal incontinence per .
. L . » For advice and management
(appointment within 30 vagina)
+ For to take over managemen

calendar days)

Reassurance for GP/second opinion

* Mesh in viscus

For a specified test/investigation the GP can't arder, or the patient can't afford or access

¢ Unexplained haematuria potentially related to mesh
within the bladder

Reassurance for the patient/family

For other reason (e.g. rapidly accelerating disease progression)

Clinical judgement indicates a referral for specialist review is necessary

Category 2 ¢ Recurrent urinary tract infections or unexplained
(appointment within 90 haematuria potentially related to mesh within the
calendar days) bladder 2. Essential referral information Referral will be returned without this

s Vaginal bleeding related to mesh exposure

Confirmation of type of mesh product i.e. whether for prolapse or incontinence and when it was inserted
s Offensive vaginal discharge ifatall possible

Name of commerical pelvic mesh product inserted i.e. Prolift mesh, Elevate mesh, tension free vaginal
tape (TVT) etc.

Category 3 ¢ Stable mesh related pelvic or vaginal pain
(appointment within 365
calendar days)

Patient symptoms, onset and treatment to date
* Asymptomatic mesh exposure

Quality of life affected by mesh related issues

FBC, LFTs, U&E's

¢ Dyspareunia

Urine microscopy, culture and sensitivity/susceptibility.

* In order to progress your patient's referral through the service in a timely manner it is essential to try to
obtain confirmation of type of mesh product and when it was inserted if at all possible. This should occur
before communicating with the QPMS. Without this information being provided there may be a lengthy delay
in your patient being seen in the service

Pelvic mesh (referral to Queensland Pelvic Mesh Service

(QPMS) ONLY) | Clinical Prioritisation Criteria P
(health.qld.gov.au) o

Provide and other relevant history, clinical examination findings and treatment to date (if required)

Provide social factors and impact on patient

Provide Mental health history

What are the patient's goals of care?

Urinary incontinence referral information can be found

Imaging reports (if available)

under Pelvic floor dysfunction (e.g. prolapse and/or
incontinence) | Metro North Health Refer your patient



https://www.health.qld.gov.au/cpc/gynaecology/pelvic-mesh-referral-to-queensland-pelvic-mes
https://www.health.qld.gov.au/cpc/gynaecology/pelvic-mesh-referral-to-queensland-pelvic-mes
https://www.health.qld.gov.au/cpc/gynaecology/pelvic-mesh-referral-to-queensland-pelvic-mes
https://metronorth.health.qld.gov.au/specialist_service/refer-your-patient/gynaecology/pelvic-floor-dysfunction-e-g-prolapse-andor-incontinence
https://metronorth.health.qld.gov.au/specialist_service/refer-your-patient/gynaecology/pelvic-floor-dysfunction-e-g-prolapse-andor-incontinence

Metro North GP Alignment Program
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CASE STUDY: Heavy Menstrual Bleeding




Heavy menstrual bleeding - Case Study

Marlene is 45 years old
Aboriginal woman
G4P4, all vaginal births
BMI 30kg/m?

 Heavy irregular periods, iron deficiency

* Previous failed “in rooms” LNG-IUS insertion

« Pelvic/transvaginal USS day 7 - endometrium 6mm
« Fearful of hospitals

 No reliable transport or childcare

Outline your approach



Heavy menstrual bleeding - History

International Federation of Gynecology and Obstetrics (FIGO)
classification system for causes of abnormal uterine bleeding
(PALM-COEIN)

Abnormal uterine bleeding (including heavy menstrual bleeding)*

P Polyps c Coagulopathy

Adanamyosis Crvulatory dysfunction

Malignancy or hyperplasia

A 0

L Leiomyoma (fibroids) E Endometrial

M | latrogenic
N

Mot otherwise classified

International Journal of Gynecology and Obstetrics 113 (2011) 3-13. Image: Table 1. Heavy Menstrual Bleeding Clinical Care Standard (June 2024).



Heavy menstrual bleeding - History

Nature of bleeding - duration, frequency, heaviness and pattern (regular or irregular)
Post-coital, intermenstrual and postmenopausal bleeding require specific investigation
Impact on quality of life

Related symptoms e.g. pelvic pain or pressure

Symptoms suggestive of iron deficiency, with or without anaemia

Sexual and reproductive health
o parity, desire for future fertility

contraception use

O

o likelihood of pregnancy or miscarriage
o risk of sexually transmitted infection

o cervical screening status

Symptoms suggestive of systemic causes of bleeding e.g. bleeding disorder, polycystic ovary syndrome (PCOS), thyroid disease
Relevant family history e.g. bleeding disorders, endometriosis, endometrial or colorectal cancer

Current medications and use of over-the-counter supplements that may be associated with ovulation or bleeding

Comorbidities or previous treatments for heavy menstrual bleeding



Heavy menstrual bleeding - History

« Risk Factors for Endometrial Cancer include

Chronic anovulation

PCOS

Exposure to unopposed oestrogen or tamoxifen

Age >45 years

Personal or family history endometrial, colorectal cancer, Lynch Syndrome
Obesity particularly with diabetes or hypertension

Nulliparity

Young age at menarche or older age at menopause

Endometrium on TV ultrasound day 5-10 - premenopausal > 12mm;
perimenopausal 5mm or greater

o O o O O O O O O



Heavy menstrual bleeding - Examination

Conduct a physical examination if appropriate and with
consent

Speculum examination

Bimanual pelvic examination



Heavy menstrual bleeding - Investigation

« Urinary beta HCG if indicated

» Cervical co-test (HPV + LBC)

» Genital swab tests (if indicated)
 FBC, ferritin, TSH

« Coagulation profile and von Willebrand's disease screening
test in adolescents

» Pelvic USS (TV preferred) on day 5-10 - specify this on the
request



Heavy menstrual bleeding - Management

 Offer women oral treatment at first presentation when
clinically appropriate, including when a woman is
undergoing further investigation or waiting for other
treatment

 Medical - correct iron deficiency, tranexamic acid, NSAIDs, COCP,
oral progesterone , DMPA, LNG-IUD

- Surgical - endometrial ablation, hysteroscopic resection of
Eolypslﬁbrmds, myomectomy, uterine artery embolisation,
ysterectomy



Heavy menstrual bleeding - Referral

Minimum Referral Criteria

Category 1
(appointment
within 30 calendar
days)

Category 2
(appointment
within 90 calendar
days)

Category 3
(appointment
within 365
calendar days)

* BMI

® Suspicion of malignancy (see other useful information)

& HMB with anaemia (Hb<85) or requiring transfusion

* HMB with anaemia (Hb>85). In paediatric and adolescent
patients the impact on quality of life with missing school,
tiredness, anxiety and depression necessitates referral to
SPAG services as category 2, and not category 3 if not
responding to primary medical management. There is a
significant risk of having an underlying bleeding disorder
that needs to be excluded.

* HMB without anaemia not responding to medical management

2. Essential referral information Referral will be returned without this

® Brief description of periods

* Medical management to date

* Nost recent or current cervical screening if indicated (not a requirement for adolescents)
*® FBC, Serum, ferritin results

® Pelvic USS (TVS preferable)

* Adolescent patient - COAG profile including von Willebrand's disease (vWD), platelet function disorders screen, TFT. TA Scan in

the first instance

3. Additional referral information Useful for processing the referral

® TSH if symptomatic of thyroid disease

* Previous management modalities, iron utilisation if deficient

Heavy menstrual bleeding (HMB) | Clinical Prioritisation Criteria (health.qld.gov.au)

Heavy menstrual bleeding (HMB) | Metro North Health Refer your patient

% Condition and Specialty
Suitable for Telehealth?

* Are you the patient's usual GP?

B Request recipient

* Service/Location

Service/Location information

Specialist name

Organisation details
Condition specific clinical information

Show emergency referral criteria
Information on suspected malignancy

Minimum Referral Criteria

* Heavy menstrual bleeding

History and Examination
Essential referral information:

| Gynaecology - Heavy menstrual bleeding (HMB) (Gynaecology)|  HealihPaiways »

‘ Yes No ‘
BN

Gynaecology - ROYAL BRISBANE & WOMEN'S HOSPITAL - 1.7 km

Wait times

Wait times for this service at this location are Cat 1 27 days, Cat 2 125 days, Cat 3 464 days

Restrictions

PLEASE MARK URGENT FOR TERMINATION OF PREGNANCY UP TO 22 WEEKS. PATIENTS 18 YEARS OR OLDER ONLY

Service Attributes

For detailed information read the "Restrictions” above for the selected Service/Location

GP Referrals are accepted

Does not treat paediatric patients
Treats aduit patients

Treats geriafric patients

Not a state-wide service

Telehealth options available for patients

Dr Andrea Garrett v

(] with suspicion of malignancy (see information on suspected malignancy above)

() with anaemia (Hb<85 g/L) or requiring transfusion
() with anaemia (Hb>85 g/L)

(C) Without anaemia and not responding to medical management

() Request clinical override of minimum referral criteria

T

Refresh content H Cancel request ] [ Missing fields

Powered by
% BPAC CS ©2024


https://www.health.qld.gov.au/cpc/gynaecology/heavy-menstrual-bleeding-hmb
https://metronorth.health.qld.gov.au/specialist_service/refer-your-patient/gynaecology/heavy-menstrual-bleeding-hmb

AUSTRALIAN COMMISSION
on SAFETY ano QUALITY mHEALTH CARE

' Clinical Care
8" Standards

A

Heavy Menstrual Bleeding

Clinical Care Standard

June 2024

Updates:

« Offer women oral treatment at first presentation when
clinically appropriate, including when a woman is undergoing
further investigation or waiting for other treatment

« Evidence supports the use of 52mg levonorgestrel
releasing-1UD to treat heavy menstrual bleeding in patients
without malignancy or other significant pathology

 No specific time interval before referring to Gynaecology for a
woman not responding to medical management

Heavy Menstrual Bleeding Clinical Care Standard |
Australian Commission on Safety and Quality in Health Care



https://www.safetyandquality.gov.au/standards/clinical-care-standards/heavy-menstrual-bleeding-clinical-care-standard
https://www.safetyandquality.gov.au/standards/clinical-care-standards/heavy-menstrual-bleeding-clinical-care-standard

ABNORMAL VAGINAL BLEEDING IN PRE- AND PERI-MENOPAUSAL WOMEN i

A diagnostic guide for General Practitioners and Gynaecologists
Thisgqidg developed fo assist general iti and

in sach individual case, and is based on the best available svid: and expert (Febi

ry 20H1).

Exclude pregnancy

in assessing pre- and peri-menopausal women with abnormal vaginal bleeding,
to maximise diagnostic accuracy for endometrial cancer. This is a general guide to appropriate practice to be followed subject to the clinicians” judgement

-

The Royal Australian
and New Zealand

College of Radiologists g i

RISKFACTORS
Risk factors for endomedrial cancer include:

Exclude cervical pathology: Pap
smear and screen for chlamydia.

Blood and Other Tests
Afull biood count should be undertaken.

Australian Government
Cancer Australia

Ahysteroscopy undatiaken at the same:
time 2s an endomelrial biopsy increases the
chance of an adequate sample.

Athyroid functon test should only be:
undertaken i for
thyroid disordr. Testing for ecaguation

Low risk / no anaemia / first episode

Increased risk &.g. anaemia /
of inregular bleeding i

History of chranic anovulation
and / or PCOS persistent erratic menstrual blseding
Conservative ireatment of abnormal vaginal bleeding and monitoring

Request transvaginal ultrasound (TVUS)
Bleeding stops

Bleeding continues Report to include endometrial thickness.

Routine GP surveillance™

<5 mm for Peri® =5 mm for Peri®

Conservative treatment of abrormal
vaginal blezding and menitoring

Routine GP surveillance®

" Befer

for biopsy (with or without
Appointment should ideally be within € weeks of referral

[ Benign
" Negative and
bleeding stops |

P Lowrik I‘A Insufficient sample :|
P T

w 9 Risk factors or

Negative and

Observe | P
 ootng st | persistent bleeding

\*MWM DEC —— pre-malignant
SR

condition

. benign condion
berign condiion_} \

e

REFER T0 GYNAECOLOGICAL OHCOLOGIST | PREMALIGNANT: Consult with MALIGHANT. Refer o

‘Strong family istory of endomerial o colon
‘cancer (Lynch syndrome)
Nuligarity

+ Dbesty johten with ciabetes and
Iypertension)

M8 ‘Natural' hormenes

is recommended for those with indications.

be
performed ifa TS s inconciusive o
suggests infrauterine patrology.
A rocaine on the cenv sigrificanty

‘menstual blssding i not recommendsd.

Transvaginal Utrasound (TVUS)

+ TVUS ks an iitiel screening toolfo ientifying
high and low risk; it not a dagnostic todl.

+ TV shoud b periormed by an experiznced

Dilation and Curetage (D8¢)

2 D&CIs undertaken, a concurrent
h shoukd be performed.

DEFINITIONS:

* These is no evidence of quality
‘around fhe safety and eficacy of natural or
-1 NorMones. Howeer, many of
thesse preparations contain ocstrogen and are
Tkely o carry the same risks as other
of HAT. Bio-idenical inthe

TVUS is best performed in the first hlf of the
mensinil cyce

increase in
frequency, dusation or volume of biood loss.
Gonservative treatment: e use of hormane
theragy or non-hormonal pharmacological
‘theragy to reduce heawy bleeding, and control

When a
that the report

form of lazenges, froches of creams.
History

A medical history of the woman should be:

“@Ken inclucing the menses hisiory, the

ature of the current

thickness, The &P should also indicaie on the

patient zg. pre, peri or post).
Endometria Biopsy

by
confinuation of regutar mensirual cycles.
without any chanpes in the symptoms of
Menstruation transiion or hormonal varabilty

the patient’s quaity of e with respact fo
the curtent probism and any other reated
‘Sympioms.

Heavy blesding and ireguiar biseding
patterns shoul

Invasive

(when possible] by the relevant specialist
{gymaecologist, pynascoiogical oncoiogist]

' insuficient material is obtained for 2
histological dagnosis, no further nvestigation
s required in the

2 or around the:
menopause. The average length of this stage s
5 years. Cyelic ireqularies increass as women
proionged and
‘anowalory cyces. Levess o folle simuigting

biesding, uniess the woman ias an

measured using a pictorial biood loss chart
st & quick, easy and provides a relatively
‘accurats way to measure menstrual biood

‘wifh decreasing luteal function.

ROUTINE 67 SURVELLANCE*

Ioss. Whether the biseding s cinically
significant should also be expiored .9

back for a follow up appointment f they notice:
‘any changes or haye any concems about ther

‘anaemia, days of work.
INVESTIGATIONS

Onguing repeat
“TVUS s not recommended for women n the
asEnce

Pelvic Examination

* A pelic examination should be undertaken
whe 2 woman presenis with abnormal
vagina blesding. The specuium exmiration

ENDOMETRIAL THICKMESS IN
PERI-MENOPRUSAL WOMEN!

Interpretation of endometrial thickness in the

saging, and

inspection of the wiva

per s dependent on the

i fic fysteroscopy
performed i th folicuar phase ofthe oyck.

Disclaimer: Cancer Ausiraia does not acoept any liablityfor any injury, loss or damage incured by
e of or reliance on the information. Cancar Austvalia develops material hassd on the best avaiable:
it and L

gynaecological oncologistand refer | gynaecological oncologist
where appropriate for

cannot responsilty for the
currency or completeness of the information.

time of

utrasound is performed. Most accurate resuts

are achisved If perormed on days 4-7 of
ceased

Cyc, when menses haie

© www.canceraustralia.gov.au

VAGINAL BLEEDING IN POST-MENOPAUSAL WOMEN

A diagnostic guide for General Practitioners and Gynaecologists
This guide was developed to assist general pracii and i

in assessing post.

individual cass, and is based on the best available evidence and expert consensus (February 2011).

History (including years since menopause and tamosxifen use),
physical examination (including speculum and pelvic examination)
and identification of risk factors

Full blood count (where indicated)

Excluds cervical pathology:
Pap smear +/- chlamydia test

All other women with
post-menopausal bleeding
Request transvaginal ultrasound (TVUS)
Report to include endometrial thickness
Endometrial thickness Endometrial thickness
<4 mm > 4 mm or focal lesions

No
risk factors.

Refer to gynascologist
{consider transvaginal ultrasound (TVUS)
prior to referal to assess for
presence of polyps)

Persistent bleeding
and/or risk factors

GP surveillance* and

" Refer to gynaecologist for endometial biopsy {with or without hysteroscopy). |
Ropointment should ideally be within & weeks of referra y

oo
Negative and S Isufficientsample |
 bleting stos | w4 EECE
: - ) g 3 Risk factors or
Negatveand | Dbserve persistent blesding -
bleeding continues L | Suspectedor oo
e - ¥ - confirmed
- \AMMWW D&C/l—» pre-malignant m&:n“
" Treatment of U — | condition !
. benign condition | | Negative | [ l
'REFER TQO GYNAECOLOGICAL ONGOLOGIST PRE-MALIGNANT: Consult with MALIGNANT: Refer to.
U ) jical oncologist and refer  gynaecological oncologist
where appropriate for management

ncgc-vaginal-bleeding-flowcharts-march-20111 504af02038614.pdf (canceraustralia.sov.au)

women with vaginal bleeding, to maximise
diagnastic accuracy for endometrial cancer. This is a general quide to appropriate practice to be followed subject fo the clinicians’ judgement in sach

The Royal Australian
and New Zealand
College of Radiclogists”

Cancer Australia

RISK FACTORS HSTORY Endometrial Biopsy
Risk factors for endometial cancar include: « Allvaginal blesding shoid be investigated + Invasive shoukd be undsrtaken
« Hislory of chronic anowlation * Dark, blood stainedt or ‘unusual for e when possicle by the relevant specilist
= Bxpasure to uncpposed oestrogen woman’ discharge is a possiole sympiom {oyrascalogist, gynaecological oncologist).
*  Polycystic ovary syndrome (PCOS) of endometrial cancer. Homever, Clear of * 1f & patient has post-mencpausal bleeding
2 el is usually not and an endometria thickness of greater
. indicative of a malignant aetiology. than 4mm, an endometrial biopsy should
* Dposure o tmoxden « Review the patient’s histoy, especially with be undertaken with 2n endomelrial
* Strong family hstory of endometial or regard to risk factors, patter of bizeding, sampiing devics.
colon cancer (Lynch syndrome) the i . biopsies are
* Nuliparity use of HAT. ‘more likely to be oblained if performed
* Oesity (often with ciabetes and simultaneously with a fysiercscopy.
sion} INVESTIGATIONS )
*  Endometrial thickness > Bmm Diagnostic Hysteroscopy
Pelic Examination + Diagnostic s ahighly
N8 Natural hormones « All women presening wilh post- spacfc, accurate, safe and clnically wsshul
* There is no evidence of suffcent qualiy menopavzal bieading shoud have a pevic oo for detecting Infrauterine atnormalities
‘aroun e safely and eficacy of natural or exmination. inabon and fo direct the speciic
bi-identical hormanes. However, many of ‘should includ the carvix and vagina, and pathology while avoiding
these preparabions contain oestrogen and inspection of the vulva. unnecessary Surgery.
are il to cany the same risks as other * Undertaking a hysteroscopy at the same
types of HRT. Bio-identical hormones come: Ultrasound time 25 a tiopsy increases the chance of
in the form of zengss, troches or creams. o Ulrasanography of endomesial thickness anadeuale sample.
e e et v oanen
PRACTICE POINTS mﬂmr;n&?m@mmmmm e
+ Paients recover sigrificanty faster from
T TransvagnalUtrasound [TWS) cupatent hyseroscopy than fram cay
+ Endomerial biopsy should be used o TVUS s an il scesring ool or case hysterasoopy, though this may not
10 assess women an lamarien B always be available 25 a dagnostic tool n
X dentying high and low risk;
experizncing vaging blecding, as it ot ol all areas
TVUS has been shown to be neither . + Aerosal ignocaine on the canix significartly
‘sensitive nor specific for necplasia *  TVUS should be performesd by an expenanced reduces pain and
i examiner using high ualfy irasound oo
e ana saaneed Dilation an Curetiage (050)
'+ Vaginal bleeding or spotting may be. ® When a TVUS is ordered, GPs shoukd request + IfaD&CIs undertaken, a concurrent
an exected side effect of HAT, thus that ¥
routine evaluations of the endometrium thicknzss, The GP shoud
are not essental in th first & month. request form the menopausal st of the P SURELLINCE"
Howeves, i bieeding persists after the patient eg. pre, per or post. -
initial & months, evaluaion should be. « For paiants on sequential HRT, TVLS Practibioners should ask the patients i
undaetaken. Blesding oulsids the time of measurements should take place during ‘come back or a follow up appointment if
progestin withirawal s deemed atypical the firs half of the cycke. they nofice any changes, have any conoems
for women using cyclic progasting, and or experience further blesding.
renuires imvestigason. Ongi VIS is
DEFINITIONS ‘for women in the absence of ongoing
blesding: spontanesus Symgtoms.
vaginal bleeding that oceurs more fian one
year after the last episade of bieeding

©® www.canceraustralia.gov.au



https://www.canceraustralia.gov.au/sites/default/files/publications/ncgc-vaginal-bleeding-flowcharts-march-20111_504af02038614.pdf

The Women’s
Business

Shared
Pathway

Metro North Health + Institute for
Urban Indigenous Health partnership

Culturally safe Specialist Gynaecology
care for Aboriginal and Torres Strait
Islander Women

4 community-based clinics per month

o Nundah Community Health Centre
o Morayfield MATSICHS
o Deception Bay MATSICHS

1 theatre list per month at RBWH

Pelvic Health Physiotherapy + Dietician
available weekly

SR
Metro North ;(5_,&%/ Queensland

Health

A Government



o Eligibility
o Patient of Aboriginal and/or Torres
Strait Islander origin

o Requires Specialist Gynaecology, Pelvic

Health Physiotherapy or Dietetics
How to refer Pt Y i

o Referral Process

* Gynaecology GPSR or eReferral to
Central Patient Intake Unit

* Please “Women's Business
Shared Pathway” in the referral

The Women'’s Business Shared Pathway does not provide urogynaecology or gynae-oncology services




Service Coordinator: Whitney Hunt

Phone: 0487 571 050
Contact Details

Email:


mailto:whitney.hunt@health.qld.gov.au​
mailto:Womens_business@health.qld.gov.au​

Metro North GP Alignment Program

Gynaecology
Workshop

CAS E STU DY: Fe rti lity EmsshnORTH | ::_, Queensland Government
an tve Metro North Health



Fertility - Case Study

Hailey is 30 years old
GOPO
BMI 31kg/m?

Ceased COCP 2023, no period since
Worsening acne since stopping COCP
Sister had gestational diabetes

Partner Justin is 35 years old
“Trying to conceive” for 9 mo.

Semen analysis:
- Concentration 35 million/mL

- Progressive Motility 65%
- Normal Morphology 4%

Outline your approach



Fertility — History + Examination

« History
- female - menstrual cycle, previous contraception, timing &
frequency of intercourse, smoking, alcohol, drugs, STls, pelvic
surgery, hyperandrogenism, family history PCOS and diabetes

- male - medical/surgical/reproductive history, smoking, alcohol,
drugs, mumps, testicular conditions

« Examination
- female - abdomen and pelvis
- male - testes



Fertility - Investigations

* Investigations female
- Pelvic USS (TV preferred)

- Day 2-3 FSH, LH, oestradiol

0 Lutfa)l phase progesterone (1 week prior to period e.g. day 21 of a 28 day
cycle
- PRL, TSH

- FBC, blood group & antibodies, Rubella IgG, Varicella IgG, Syphilis serology,
HBV/ H%Vl HIV serology, cervical swab or urine PCR for Chlamydia/
Gonorrhoea

- Cervical Screening Test

* Investigations male
- Semen analysis

PCOS Evidence-based Guideline 2023 (Monash)



https://www.monash.edu/__data/assets/pdf_file/0003/3379521/Evidence-Based-Guidelines-2023.pdf

Fertility - Considerations

« AMH testing
« Genetic carrier screening

 Testosterone, free testosterone & Free Androgen Index
 Androstenedione & DHEAS

- Hysterosalpingogram, hystero-salpingo contrast sonography
(HyCoSy), saline sonohysterography

* Folic acid 2.5 - 5mg and iodine 150micrograms

« Lifestyle counselling - healthy eating, exercise, smoking, alcohol,
encourage BMI <25



Fertility - Referral

 Refer female .
- >35y0 unprotected intercourse >6mo.

- < 35y0 unprotected intercourse >12mo.

- oligo-amenorrhoea (indicates anovulation), previous pelvic
surgery, previous STl, abnormal pelvic examination or pelvic
USS, evidence of endometriosis

* Refer male
- Azoospermia, low sperm count or motility, poor sperm
morphology, impotence, spinal surgery, erection or
ejaculation problems



Fertility/RPL Referral

Category 1
(appointment within 30
calendar days)

Category 2
(appointment within 90
calendar days)

Category 3
(appointment within 365
calendar days)

* Condition and Specialty
Suitable for Telehealth?

* Are you the patient's usual GP?

=4 Request recipient

* Service/Location

Service/Location information

» Reproductive counselling for fertility sparing options
prior to chemotherapy treatment

® All other Category 1 referral for infertility are not accepted,

refer to a private specialist to avoid delay

® (Category 2 referral for infertility not accepted, refer to a private

specialist to avoid delay

o All referrals for infertility for example but not limited
to:
» Surgical management of hydrosalpinx

* Anovulation for ovulation induction (selected
cases)

= Unexplained infertility (selected cases)

* Recurrent pregnancy loss

(Definition: - infertility is the failure to achieve
pregnancy after 12 months or more of regular
unprotected intercourse)

‘ Gynaecology - Infertility/RPL (Gynaecology) (Adult) ‘ HealthPathways »

E=i

[ ves BTN

Gynaecology - ROYAL BRISBANE & WOMEN'S HOSPITAL - 1.7 km v

Wait times
Wait times for this service at this location are Cat 1 27 days, Cat 2 125 days, Cat 3 464 days

Restrictions
PLEASE MARK URGENT FOR TERMINATION OF PREGNANCY UP TO 22 WEEKS. PATIENTS 18 YEARS OR OLDER ONLY

Service Attributes
For detailed information read the "Restrictions" above for the selected Service/Location

GP Referrals are accepted

Does not treat paediatric patients
Treats adult patients

Treats geriatric patients

Not a state-wide service

Telehealth options available for patients

Clinical Prioritisation Criteria (health.

Infertility/RPL | Metro North Health Refer your patient

2. Essential referral information Referral will be returned without this

Essential Referral Information (for Infertility and RPL)

® History of:

® previous pregnancies, STls and PID, surgery, endometriosis
® other medical conditions

® Include the following information about partner

® age and health, reproductive history, testicular conditions, semen analysis
* areferral letter for the partner is required
* Weight/ BMI
® STl screen result - endocervical swab or first catch urine for chlamydia +/- gonorrhoea NAA
® FBC group and antibodies rubella IgG varicella IgG, syphillis serology, HBV/HCV/HIV serology results
® FSH, LH (Day 2-5), prolactin, TSH if cycle prolenged and/or irregular
® Pelvic USS (TVS preferable)

e If PCOS is suspected include the following:

® Free androgen index (FAI) or Free Testosterone
® Fasting blood glucose result

® Lipids, TSH results

Infertility - additional Essential Referral Information

& Day 21 serum progesterone level (7 days before the next expected period)

First trimester RPL - additional Essential Referral Information
* Thrombeophilia screen, antiphospholipid syndrome (APS)
* Autoimmune screen

* Coeliac serology - serum deamidated gliadin peptide (DGP), tTG Ab
& Antinuclear antibodies (ANA) only if personal or family history indicates higher risk of auteimmune disease

* Karyotype for both parents

Second trimester RPL - additional Essential Referral Information

* Hysterosalpingogram (H5G) or hystero-sonogram

* US with cervical length



https://www.health.qld.gov.au/cpc/gynaecology/infertility
https://metronorth.health.qld.gov.au/specialist_service/refer-your-patient/gynaecology/infertilityrpl

International Evidence-based
Guideline for the assessment
and management of
polycystic ovary syndrome
2023

MONASH -8 REWHIRL
University il Ll d
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PCOS Resources

PCOS Evidence-based Guideline 2023

(monash.edu)

Polycystic ovary syndrome (PCOS): Health

professional tool (jeanhailes.org.au)

Jean\(Hailes

Polycystic

ovary oo tool
(PCOS)
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https://www.monash.edu/__data/assets/pdf_file/0003/3379521/Evidence-Based-Guidelines-2023.pdf
https://www.monash.edu/__data/assets/pdf_file/0003/3379521/Evidence-Based-Guidelines-2023.pdf
https://www.jeanhailes.org.au/uploads/09_HP-tools/PCOS_tool.pdf
https://www.jeanhailes.org.au/uploads/09_HP-tools/PCOS_tool.pdf
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Elimination of cervical cancer
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Dr Lauren Furnas



Global elimination of cervical cancer

In May 2018, the WHO Director-General announced a global call for action to eliminate cervical
cancer, underscoring renewed political will to make elimination a reality and calling for all
stakeholders to unite behind this common goal.

In August 2020 the World Health Assembly adopted the Global Strategy for cervical cancer
elimination (90:70:90 targets). Campaign launch November 2020.

In November 2021, the Minister of Health announced a collaboration with the Australian Centre for
Prevention of Cervical Cancer (ACPCC) to develop a National Strategy for the Elimination of
Cervical Cancer in Australia (Strategy). Funded by the Australian Government, outlines Australia’s
commitment (objectives and actions) to achieving equitable elimination of cervical cancer as a
public health problem by 2035.

We are on track to be the first country in the world to eliminate cervical cancer.


https://www.who.int/initiatives/cervical-cancer-elimination-initiative#cms
https://www.who.int/initiatives/cervical-cancer-elimination-initiative#cms

Australia making advances...

2020
+ 80.5% qgirls fully vaccinated by 15 years

* 62% women aged 25-74 years participated in cervical screening (2018—
2021), 67.3% 45-49 years

» 85.8% of those with pre-cancer treated within 6 months (QLD data showed
over 90% treatment rates for cervical cancer — no national data)

Sadly, Australian women are still dying of cervical cancer:
 |n 2021 in Australia, there were 851 new cases of cervical cancer
 In 2020 there were 209 deaths attributable to cervical cancer



Equity — screening participation

~80% women diagnosed with invasive cancer are under/never screened
* Indigenous — 2x develop and 3.8x likely to die from cervical cancer

« Geographical — NT, outer regional/remote/very remote

* Age 25-29 and >70 years

« Socioeconomic disadvantage

» Cultural and linguistic diversity

* LGBTIQ+

» Gender (versus sex) identify as male; assigned female at birth

* Disability

» History of sexual violence

Ref: C4 2021 Cervical Cancer Elimination Progress Report
VCCR. Statistical Report: Victorian Cervical Cytology Reqistry; 2015.



https://www.vcs.org.au/wp-content/uploads/2019/07/17030_VCS_StatsReport15_ART.3.pdf

Cervical Screening Test Self-collection

(CST self-collect)



CST Self-collects

Initial hesitancy and mistrust combined with (extremely) restricted access —
very low uptake (0.1%); minimal labs accredited.

2018 meta-analysis showed equivalence in accuracy between
self-collection and clinician collection for PCR results.

2022 offered as a choice for all participants, except for the small number
who are ineligible (i.e. those who need a co-test)

Ref: Inturrisi F, Aitken CA, Melchers WJG, et al. Clinical performance of high-risk HPV testing on self-samples versus clinician
samples in routine primary HPV screening in the Netherlands: An observational study. Lancet Reg Health Eur. 2021;11:100235.

Published 2021 Nov 9. doi:10.1016/j.lanepe.2021.100235



Original modelling estimated 6% by mid-2025, but anticipation from the NCSP was
that universal self-collection from July 2022 would do much better than that.

Nationally:
Increased numbers of self collects in

=notseii  rural/remote areas, Northern Territory

el residents, 70+ yrs, financially
disadvantaged, never screened and under
screened populations

Fig. 1 Sullivan Nicolaides Pathology proportion self collects vs all collects 2021 - current



Patient eligibility

Eligible:

Anyone who is eligible for cervical screening (women and people with a cervix aged 25-74
years who have ever had any sexual contact) and asymptomatic

Follow-up HPV testing at 12 or 24 months after an intermediate-risk result
Cervical screening during pregnancy

Previous hysterectomy for benign reasons without history of cervical pathology or screening
history unknown

Ineligible:

Symptomatic (e.g. PCB, IMB, PMB, unexplained persistent unusual vaginal discharge)

Undergoing Test of Cure (TOC) surveillance after treatment for HSIL or history of glandular
abnormality

Total hysterectomy with past history of HSIL
Diethylstilbestrol (DES) exposure in utero



Remember....

If HPV is detected in the self-collected sample, a reflex liquid-based cytology (LBC)
CANNOT be performed.

« 2% HPV 16 or 18 - colposcopy referral

* 6-8% HPV non 16/18 - need to return to their local health provider for a
clinician-collected cervical sample for LBC triage




Self-collect samples

* Dry red-topped FLOQ swab — preferred test
* NPAAC validated
 Original approved test for Australian self-collection (data)
* Prefer swab returned via collecting clinician

* Roche Copan 552C.8 swab immediately suspended in ThinPrep solution
« SNP ‘verified’ for Roche

 Anticipate problems with identification of these as self-collects due to similarity with usual
clinician-collected specimens



Routine cervical screening (clinician- or self-collected)

ONCOGENIC HPV TEST WITH PARTIAL GENOTYPING

W s W
HPV not HPV(not 16/18) HPV 16/18
detected detected detected
W W W
Routine 5-yearly LBC (reflex or cliniclan-collected cervical {reﬂechﬁct:: ollect
screening sample If self-collection was used) at colposcopy)
Vs v \ W v/
Unsatisfactory LBC pHSIL Any LBC result or
LBC Negative pLSIL/LSIL ot * i
“ s i |
v v v
Refer for
Retest LBC only Repeat HPV test
it
|
\/ \’ \’ \
Direct referral to colposcopy Is recommended for:
HPV not HPV (not 16/18) - Patients 50+ years HPV 16/18 Unsatisfactory
detected detected detected LBC

l l

Routine 5-yearly LBC (reflex or cliniclan-collected cervical {reﬂexL(?r% ollect
screening sample If self-collection was used) at colposcopy)
V% v/ NG
Unsatisfactory LBC negative/ LBC pHSIL Any LBC result or
LBC PLSIL/LSIL orworse* unsatisfactory
V4 NG
Refer for
Retest LBC only L
= > colposcoplc
LBC 1
Routine 5-yearly HPV not Repeat HPV test HPV detected J
A B

- Patients who identify as Aboriginal and/or
Torres Strait Islander

- Patients overdue for screening by at least 2 years
atinitial screen

|

W/

Unsatisfactory
HPV test

%
Retest HPV In
6-12 weeks

-~ ~
Risk of cervical
cancer precursors

Low

Intermediate

Higher

Retest HPV In -
6-12 weeks
*Includes pHSIL, HSIL,

cancer or glandular
abnormality

Adapted from: Natlonal Cenvical
Screening Program: Guidelines for the
managemen oen-catectad
abnormaities, screaning In spaciic
populations andInvestigations of abnormal
vaginal bieecing. Cancer Councll Australia
Sydnay (2016). Upcaated July 2022







CINtec PLUS

« HPV subtypes are changing and moving towards less aggressive types
with non-16/18 HPV subtypes increasing

« Vaccinated cohorts are now entering the screening system

« Colposcopy versus surveillance poses a challenge to follow up, for which
HPV 16/18 genotyping together with dual staining may provide a potential
efficient strategy for stratification



CINtec PLUS

Dual-stain cytology performed as on a liquid based cytology (LBC) side to detect
presence of two proteins: p16 and Ki-67.

P16 protein expressed in cells that have been transformed by high-risk HPV due to
actions of the HPV oncoprotein E7. Overexpression is shown in most cervical pre-
cancer lesions and cancers, but is rarely observed in normal tissue.

Co-expression of anti-proliferative p16 protein and proliferation marker Ki-67 within the
same cervical epithelial cell can be used as a surrogate marker for cell-cycle
dysregulation mediated by HPV oncoproteins.

Positive test = co-staining of p16 (brown, cytoplasmic) and Ki-67 (red, nuclear) in same
cell means increased risk that CIN2/3 lesions are present.

Identifies women that may benefit most from immediate colposcopy.



CINtec® PLUS Cytology increases clarity
|dentify transforming HPV infections with p16 and Ki-67

CINtec® PLUS dual stain technology based on immunocytochemistry staining,
provides objective and enhanced visual clarity. This is in comparison to

Pap cytology, where disease identification is based on morphological
characteristics which can be difficult to assess objectively.®

CINtec® PLUS Cytology

Pap cytology

Negative ’ Negative ‘ Positive
Expression of p16 Expression of Ki-67 Co-expression of
. (brown) signals halting . (red) signals progression . p16 &Ki-67
‘ of cell division . of cell division ‘ (brown and red)
indicates cell

cycle deruglation

Subjective
Reliant on interpretation
of morphology only




Preliminary COMPASS result findings

Dual Stain can improve risk stratification in conjunction with HPV genotyping

Potentially more effective than LBC as a triage (that is, following positive HPV
result). Interestingly more so in young vaccinated cohort than older age group.

Dual Stain brings forward the diagnosis of CIN2+/CIN3+ disease.

Negative Dual Stain is a very strong marker of safety in non-16/18 positive
patients.***



Ordering CINtec PLUS

CINtec PLUS cytology should be requested by, or in consultation with,
a gynaecologist.

The request must be placed within four weeks of receiving the CST
report, as LBC material is discarded after four weeks. Cannot be
performed on a self-collect sample.

Write ‘CINtec’ on the standard pathology request form and send a copy of

your request to:
F (07) 3377 8278 | E: DLSNPcintecplus@bri.sonichealth.com.au

There is an out of pocket fee of $100.

Results are available within two weeks.


mailto:DLSNPcintecplus@bri.sonichealth.com.au
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Self-collect HPV Test Clinical Audit
Approved activity | 2023-2025

The Sonic Healthcare Self-collect HPV Test Clinical Audit is designed to assist doctors to confirm

What you recelve as a participant

. ; ) ; . ; A safety netto follow-up fios Raported outc Accredited actvit
which patients require follow-up based on their HPV test resuit and allow review of their personal e e, speciic byourpractics ligible for GPD hours
practice findings. A monthly report will provide a list of patients who had a positive HPV result
or unsatisfactory sample and require active management according to national guidelines. This
audit also allows doctors to better understand the effectiveness of their patient managemeant and
cervical screening follow-up protocols when self-collection was performed.
How It works Features Monthly reporting BN e Self-collact HPV Test | Clincal Audit
== Register online or through your local Recommended to be undertaken with r&m&mgﬁfﬁ?ggfﬁﬂﬁiﬁﬂm :::...- © enuttearete u.....-...-..-
Sonic Healthcare pathology practce Cenvical Screening Test (CST) Clinical Audit it of patients who were refarrad for self-collacted HPV —_—— =

Reglster onling at
support.sonicd.com.auragister

Aharnathvaly, comact detalls ame Listad on theback
af thig brochura, You will racelve confrmaton of
WOUT regIStrathon.

Enralmant Is avallable to any practitioner who
nefiors patients for salf-collectad HPY wsting to
any Sonkc Healthcane pathology practice

Df Automatic data collection

Clinical data Iz collectsd for each of your refamalz.
Mo addiional Information 1S rquirad.

IE Receive your reports
An audt repart will be generatad faryou to
download and raview.

Reflect on your learning outcomes

An evalustion Link will b2 shared with youvia
amall. Complating the evalustion providas an
oppornunity toreflect on your leaming outcomes
and provida feadback on the aud k program.

= |mefpret self-collect spacihc data In conjuncton
with a reporad percemtage of self-collect samplas
and overall HPY posithve resuts

Delivered online and accessible any time

Clinically relevant content based on a
needs assessment guided by GPs, with
measurable learning outcomes

Minimum of 10 referrals required during
the audit period

Maonthly reporting

= Monthly reports enable eview of managameant
oucomas foreach patkentwho tested postive
for HPY or had an unsatlsfactony result on a
self-collected tast

= Parsonal statstc measuring follow-up rawe for
patiznts who testad postivefor HPY (not 16/18)
and require adiniclan-collzced lgu id-basad
cytology (LEC] sample

tasting that requira follow-uprather than returning to
routne screening protocols. Most of these patients requine
acliniclan-collectad LBC sampls, and possibly refaral
o colposcopy. Some will require r-collscton for rapest
tasting.
Thils report highlights the recommeanded path of acton
In line with the Natonal Cervical Screening Program,
providing an opporunity vo review the follow-up protocals
within your practica 1o ensure cptimal patkant managamernt.
Your maorthily raport cortains data that s specthc 1o your
practica, Including:
= Cawegorsaton based on HPY result
- Tested posithve for HPY 16/18
- Unsatisfactory salf-collactad HPY tast
- Tested posithve for HPY (not 16/148)
and a cliniclancollectad LBC sampla
has not baan submited
- Tested positve for HPY (ot 18/18) and a
cliniclan-collectzd LBC sample has bean submitted

Custom views avallable on Sonic Dx

Lising Sonlc Cw, clinkclans can genenata a llst o assist

In review and montoring of thalr CET patlents who
performed self-collectsd HPY westing. Whils reflacting
onthe cutcomeas provided In the Irmenal rapart,
cliniclars can flter patient @sulks for a nominased dawe
range w0 iartify those that requira further management,
treatment or monkorng. These Ists can ba viewsd on
scraen iwith direct access w the orginal pathology
report] or dowrloaded for easy patlent review and
follow-up.

Managemeart recommeandations

Your parsond follow-up rata exprassad as the percentage

of HPV [not 16/18) postive patients whears a fallow-up
clinician-collectzd LBC has bean performed

Eachreport reflacts tha patkant cases authorsad within the raparting
perod, that s, kls ot a cumulative list. Morithly pons can cortinus
1o be accessed via Sonic Cuva conhrm tha acion has beantaken
for patients praviousty Idertfied 23 requinng follow-up.

Reports

ST reE e e

Custom views




DIEALTHCARE Self-collect HPV Test | Clinical Audit

DR MARY DOCTOR 1 Apr 2024-30 Apr 2024 1 Apr 2024-30 June 2024
Provider No 12345678 Reporting period Follow-up pericd
Feport genarated July 2024

© Background €©) Result overview € More information
Approimately 10% of self-collected samples are posttive for HPV and require ongoing management. The patients listed below have been This audit provides a summary of patients that
Analysis of data from Sonic Healthcare |laboratones shows that approximately 2% will be positive for identified as requinng follow-up. Detalled performed self-collectad HPV testing and serves
HPV 16 or 18 and 8% will be pasitive for HPV (not 16/18). All patients with 2 positive HPV result from results for each patient have already been as a safety net to ensure patlents requiring
self-collection require a clinician-collected sample for cytology. Some patients will require dirsct referral reported 1o you. Thesa recommendations follow-up are managed appropriately.
for colposcopy and may have their iquid-based cytology sample (LBC) collected at ime of colposcopy. should be comelated with the oniginal risk For further Information, please visit
Those not refered for colposcopy must return for a cliniclan-collected cenvical sample. The cytology calegory and management recommendation. soniceducation com.awself-collect-HPY-audit
result will tnage subsequent management decisions Contact the laboratory 10 discuss any queries.

Name Provider no. Datecollected Episode no. HPV result Recommendation

GREEN, Anna (01-Jan-1981) 12345678 01/04/2024 111111111 HPV 16/18 HPV 16/18 detected - Higher risk

Actlon: Colposcopy and cliniclan-collected LBC required. A sample for LBC may be collectad

BROWN, Tracy (01-Jan-1982) 12345678 02/04/2024 222222272 HPV 16/18 at time of colpascopy of prior 1o colposcopy.
GRAY, Jane (01-Jan-1983) 12345878 03/04/2024 333333333 INVALID Unsatisfactory - Invalld result
Action: Re-collect. A self-collected sample or clinician-collected sample |s acceptable.
B LUE Sharon ':U1-Jan-1934] 12345678 0470472024 444444444 INVALID REDEEI IES“W within 6 wesks of Inimal Sample collection date.
PINK, Karen (01-Jan-1885) 123456878 0&/04/2024 666b6E66E HPV (not 16/18)  HPV (not 16/18) detected - LBC has not been submitted
) Actlon: Cliniclan-collected LBC required. Some patlents require direct refemal to colposcopy.
PURPLE, Lucy (01-Jan-1886) 12345678 06/04/2024 BEBAEEEER HPV (not 16/18) Ty is recommended for:
B A : = Patlents 70+ years

RED, Amy (01-Jan-1987) 123456878 07/04/2024 Errrrrrrr HPV (not 16/18) Patients who are significantly Immunocompromised
YELLOW, Lisa (01-Jan-1988) 12345678 08/04/2024 688868888 HPV (not 16/18) ™ Patienis with persistent posiive HPV (not 16/18) at 12-manth follow-up who also meet

the following critena:

Patlents &0+ years

Patlents who Identify as Aboriginal and/or Tomes Stralt Islander

Patlents overdue for screening by at least 2 years at Initial screen
Note: All patients who have HPV (not 16/18) persisting on two consecutive annual follow-up tests
(initial positive/1 2-month positiver'second follow-up positive) will require referral to colposcopy.

BLACK, Michelle (01-Jan-1989) 123456878 09/04/2024 999999309 HPV (not 16/18)  HPV (not 16/18) detected - LBC has been submitted

Actlon: Check report. A combined management recommendation has baen given on the Issued

CERISE, Susan (01-Jan-1980) 12345678 10/04/2024 101010107 HPV (ot 16/18)  HpyL BC report. Please check report management recommendations have been performed.

LBC follow-up rate for HPV (not 16/18) positive within the follow-up perlod: 33%

Detailed results for each patient have already been reported to you. We recognise that management for a patient may already be undenway. An audit report will be uploaded to your Sonic Dx account each month.
Page 1of1
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Menopause

1. Definitions

2. Menopausal hormone therapy (MHT)
1. BENEFITS
2. RISKS
3. HOW TO PRESCRIBE

3. Non-hormonal treatment options
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Definitions

* Refers to the last menstrual period
* After 12 months, postmenopausal

* Age 45-55 years, usual 51 years o
* Early <45 years UL

* Premature ovarian insufficiency < 40 years (3-4%)

* 4-8 years average duration of symptoms
¢ 20% asymptomatic
* 10-20% will have symptoms into 60's and /70's

2024 Menopause 239



Menopausal Ssymptoms

* \asomotor

Psychological

e | ocomotor

of Menopause

Urogenital — Genitourinary Syndrome

2024

Menopal

Z AUSTRALASIAN
/( ~ (C, | MENOPAUSE
(/( J SOCIETY

EMPOWERING MENOPAUSAL WOMEN

SYMPTOM SCORE (Modified Greene Scale)’

Score before
MHT

3 months
after starting
MHT

& months
after starfing
MHT

Hot flushes

Light headed feelings

Headaches

Irritability

Deprassion

Unloved feelings

Anxiety

Mood changes

Sleeplessness

Unusual tiredness

Backache

Joint pains

Muscle pains

New facial hair

Diry skin

Crawling feelings under the skin

Less sexual feelings

Dy wvagina

Uncomfortable intercourse

Urinary frequency

TOTAL

SEVERITY OF FPROBLEM IS SCORED AS FOLLOWS
SCORE: None =0; Mild =1; Moderate =2; Severe =3




Benefits - Menopausal Hormone
Therapy (MHT)

* VMS

8 -
* /5% reduction in frequency and 8/% .
reduction in severity 5 .| W @~ Black Cohosh
. . £ 5 O A o
* Genitourinary syndrome of i s : # ~i Multibotanical
£ 41 | —A— Phytoestrogens
menopause > 5
] - HRT: CEE/MPA
: : 2 2
* Mood and depression: improved S . . . m Placebo
>
* Cardiovascular benefits if commenced AR

within 10 years/< 60 yrs

* Bone: protects postmenopausal bone
Source: Newton KM, Reed SD, LaCroix AZ, Grothaus LC, Ehrlich K, Guiltinan J. Treatment of vasomotor symptoms of menopause

| O SS with black cohosh, multibotanicals, soy, hormone therapy, or placebo: a randomized trial. Ann Intern Med. 2006 Dec 19;145(12):869-
79. Rowe |, Baber R. Climacteric 2021; 24:57-63. MacLennan A H et al. Maclennan AH, Broadbent JL, Lester S, Moore V. Oral
oestrogen and combined oestrogen/progestogen therapy versus placebo for hot flushes. Cochrane Database Syst Rev. 2004 Oct
18;2004(4)
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MHT - Bone Health

* >50 years, 1in 3 women will have an  pecREASING BONE MASS WITH AGE IN WOMEN
osteoporotic fracture S Ti——" J

alms

BONE MASS

* 24% mortality in first year post hip
fracture (Bliuc 2013)

* MHT reduces risk of vertebral and hip
# by around 40%

BONE MASS

celetal calcium in gr

Bone loss due to menopause

L

[total mass of §
N
on
F
]

0 Pl i
0 10 20 30 40 50 60 70 80 90 100
AGE [inyears]
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MHT - Bone Health

[Estrogen]
* Oestrogen is antiresorptive:
* Induces osteoclast apoptosis
* Decreases RANKL production T-Cells
* Regulates T cell action on osteoclasts /v\é\
| | Osteocytes [Osteoblasts|—++—> {OsteoclastsJ
* Oestrogen aids bone formation by: | , |
| Apoptosis | Apoptosis T Apoptosis
e Reduces osteoblast apoptosis Other mechanisms | Oxidative stress | RANKL-induced
. . | NF-xB activity differentiation
e Reduces oxidative stress I Other mechanisms l
* Reduces NF-kB activity !
| Activation of Maintenance of | Bone resorption
bone remodeling bone formation

Sigl V Cytokine & Growth Factor Reviews 25 (2014) 205-214. Santos et al. | Bone Biol Osteoporosis 2018;4:82-88
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MHT and fracture prevention

Hip Fracture

Vertebral Fracture

Calcium and vitamin D HEH i itami ——
Vitamin D ——s Calcium and :ﬁaﬂmm% . ot
alcium —— Calcium ——
Calcitoning —8—+ Calcitonin ——
Tibolone=| +—8—— Tibolone -
Hormane therapy i Hormone therapy bl
o Bazedoxifens K o Bazedoxifens =
2 Raloxifens - - 2 Raloxilene o
(= Abaloparatide ; (=] Abaloparatide
Teriparatide= —8——— Teriparatide=] :
Denosumab=  —8— Denosumab=] i
Zoledronic acid e al Zoledronic acid4  —e— |
Ibandronateq —8—— Ibandronate ——
Eﬁﬁﬂ:gn:ttg i Risedronate -
| "l_"l " ' 1 Alendronate i +
D M W ":' % -a.l * fll.. ":I- ':l:
Relative Risk Relative Risk
Eastell et al Osteoporosis in Postmenopausal Women | Clin Endocrinol Metab, May 2019, 104(5):1595-1622
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MHT Benefits - CVD

Reduces
atherosclerosis

Decreases Lp(A) and
inhibits LDL-
cholesterol oxidation

Increases HDL-
cholesterol

)
Lowers LDL-
/ c cholesterol

Promotes coronary
artery vasodilatation

Prevents platelet
aggregation

Bakour SH, et al. Obstet Gynaecol. 2015;17:20—28
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Cardiovascular Disease

* WHI — timing hypothesis

Hodis et al NEJM 2016

1.00+

0.95+

0.90+

0.85+

0.80

CIMT (mm)

0.75+

0.70

0.65

0.00

—— Late Postmenopause, Placebo
Late Postmenopause, Estradiol
------- Early Postmenopause, Placebo

=== Early Postmenopause, Estradiol

asensesese - ——— -
. -

No. of Participants

With CIMT data 643

Who completed or
discontinued study
Without CIMT data

0

0

1 2 3 4 5 6
Years
533 522 515 424 295 56

106 119 128 215 345 582
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MHT Benefits- CVD

Hazard Ratio Favors Favors
(95% CI) Treatment Placebo
HRT started <10 years after menopause
All cause mortality —a—
Coronary heart disease —
Venous thromboembolism —
Stroke ——

HRT started >10 years after menopause

All cause mortality -

Coronary heart disease nd

Venous thromboembolism ——

Stroke =
HRT started less than 10 years after menopause reduced 0.1 10 10.0
the risk of death and coronary heart disease compared RR, 95% CI

with placebo or no treatment

Boardman HMP, et al. Cochrane Database Syst Rev 2015, Issue 3. Art. No.: CD002229
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MHT Risks - Breast Cancer in WHI

3 trials:
1. Low fat diet — breast cancer, fractures and bowel cancer

2. Calcium and vitamin D — CHD, fractures, breast cancer
3. MHT — CEE vs CEE + MPA vs placebo

* 30% of women were within 12 years of MP

* /0% > 60 years, up to /9 years
* Average 63 years, 12 years post MP
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MHT Risks
Breast Cancer - WHI

* 9 vear follow up, although MHT CEE +
MPA arm stopped at 5 years in 2002

Concern re breast cancer rates and increased
cardiovascular events — largely VTE

A composite of all primary outcomes that 'did
not support benefit’

Benefits of CEE alone for breast cancer risk,

CVD in women <60 years, # prevention largely
ignored

Original Contribution
July 17, 2002
Risks and Benefits of Estrogen Plus Progestin in Healthy
Postmenopausal Women

Principal Results From the Women's Health Initiative
Randomized Controlled Trial

Writing Group for the Women's Health Initiative Investigators

FREE

» Author Affiliations

JAMA. 2002;288(3):321-333. doi10.1001/jama.288.3.321

HRT PRESCRIPTION RATE

0.090%
= Premarin 0.625 mg
= PremPro .6252.5 or PremPhase. 625/5
0.080%
0.070% 4
0.060%
§0.050%
= \
goma%
0.030% W
0.020% / \—\ ] {
0.000% - - . T - - -
(+.] Qo (=] - - (] N [2) o < L 3 %) %)
* T 2 T 29 %9 ¢+ % 2 8 % %
3 8§ 3 &8 3 8§ 3 8§ 35 =8 3 =8 3
Year
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Breast Cancer - WHI

* After 5 years use CEE + MPA- an extra 3
cases per 10,000 person-years (Rossouw

et al. 2002)

* No difference in breast cancer mortality

* Long term f/u, CEE alone vs placebo :

* breast ca incidence HR 0.78; 95% Cl, (0.65-0.93; P = .005)
* breast cancer mortality HR 0.60; 95% Cl, 0.37-0.97; P =

04)

Figure 1. Kaplan-Meier Estimates for the Association of Menopausal Hormone Therapy With Invasive

Breast Cancer During Cumulative Follow-up

0.104

g

=

@
L

Cumulative hazard

0.02 4

0 2 4 6 8 10 12 14 16 18 20 22
Years since randomizaton

No. at risk
CEE + MPA

CEE +MPA 8506 8329 8114 7802 7016 6248 5743 5006 4517 4143 3239 881
Placebo 8102 7916 7726 7472 6700 5944 5515 4808 4360 3991 3159 769

CEE alone

CEEalone 5310 5167 5010 4845 4271 3673 3378 2873 2565 2307 1811 496
Placebo 5429 5280 5105 4915 4307 3717 3387 2892 2567 2307 1807 498

CEE alone vs placebo: HR, 0.78
(95% Cl, 0.65-0.93); P=.005
CEE alone

------ Placebo

MPA vs placebo: HR, 1.28
(95%Cl, 1.13-1.45); P<.001
CEE + MPA
Placebo

Chlebowski et al. JAMA 2020
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Mumbarof cases ~ Maan Oastrogen only Ralativa risk Cestrogen and Ralativae risk
(oestrogenonly/  duration (95% 1) progestagen (95% CI)
oestrogen and of MHT

progestagen) use

A Al current and past users

Current users, by years of use

i 109/189 <10 1.08 (0-86-1:35) 1.20(1.01-1-43)
Duration <1 year 0 —— . - e
Duration 1-4 years 115012230 2. = 117 t.l-lL)hl-E ) = 1-60 {1-52-1-68)
Duration 5-3 years 2391/4968 70 = 122 (117-1-28) = 197 (1-90-2-04)
o 5 e ar‘S Of M H | f ro m 5 O O Duration 10-14 years 247813350 117 = 143 {1-37-1:50) B 226 (216-2-36)
>/ >/ ) Duration =15 years 1831424 201 ] 158 (1:51-1-66) 251(2.35-268)
215 .

. . . Past users, by years of use B - ; 551, ) 551
increases breast cancer incidence oo T e e e

Duration 1-4 years
) 1596413751 66 109 (1-03-1-15) 1-21(116-1-26)
Duration 5-9 years

) 2417/2578 137 122 {1-17-1-28) 1-30(1-25-1-37)
— : Duration =10 years = =
at dZES 50-69 by

B Pastusers only
Past users, by time since last use and by years of use

* 1in every 50 combined continuous -

Duration <1 year 157250 <10 e 112 (0-§3-1-36) —= 0-98 (0-85-1-14)

|\/| | | | r Duration 1-4 years 192752 24 —: 103 (0-92-1-15) - 118 (103-125)
U S e S Duration 5-0 years 6901370 6.7 106 (0-97-1-16) B 1-21(1-14-1-29)
L 3

Duration 210 years 1041/1122 14-4 . 3 121 (113-1:30) 134 (1.25-1-44)
H H H H 5-G years since last use
e /0 combined intermittent
| n eve ry CO | n e | n e r I e n Duration =1 year 150/355 =10 —fe— 106 (0-83-1-28) 1-00 (0-89-114)
Duration 1-4 years 406/798 24 +m— 107 (0-96-1-20) t 1-06 (0-98-1-15)
l\/l I—I | U S e r’S Duration 5-9 years 6661483 66 kL o 1-06 (0-97-1-16) . 1-23 (1-15-1-30)
Duration 210 years 871998 133 E 1.20{1-12-1-30) L 128 (119-1-38)

=10 years since last use

[ ) 1 i n 2OO Oest ro e n O n | U Se rS Duration <1 year 320/379 210 —-— 0-99 (0-87-1.12) - 106 (0-95-1-19)
Duration 1-4 years 664753 23 E 3 1.04 {0-95-1-13) L3 109 {1-00-1-18)
Duration 5-9 years GOBfEOE 6-4 ‘" 114 (1-04-1.25) : 3 119 (1.10-1-28)
Duration 210vears SO5/458 124 —- 129 (1.16-1-42) —— 1-28 (1-15-1-43)
05 1.0 20 05 10 20 10
Relative risk (95% CI) Relative risk (953 C1)

Figure 2: Type and timing of MHT use in current users and past users
(A) All current and past users. (B) Past users only, by time since last use of MHT. Fully adjusted relative risks for current versus never users by years of current use,
and for past users versus never users by years of use and time since cessation of use (prospective studies). MHT=menopausal hormone therapy.

Collaborative Group on Hormonal Factors in Breast Cancer Lancet 2019
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Breast Cancer - Progestogens

Table 3 Rclative risks for invasive breast cancer by type of HR'T and duration of exposure, compared with HR'T never-use

HRT type and durstion of exposure  Cases/PY * Redative risk ¥ (95%C1H

(yeurs)
Nenc T66/244.632 1 (ref) L
Estrogen alone 76/20.347 1.29 (1.02-1.65) ——
Q 246,747 126 QO R3-159) R S ——
174 18/5.705 I3 T0-1 80 —
-] 143,172 1.50 (0 §%-2 56) -
6 1W3.30) 131076228 -
p for tremd 073
Estrogen « progesterone 12940537 1L.00 (0.83-1.22) ——
<2 ISSA9T 071 (044 114) —a—1—
124 AT 0895 1067 1.36) e
40| . 1.26 (0.87-1.82) -T—
64 43/10.01 1.22 (0.59-1.67) -
P for trimd 0.04
Estrogen «+ dydrogesterone IOR/3LE  LI6 (0.94-1.43) -
<« 166923 N54(051-1.3%) -
124 /8197 L16079-1.71) e —
46| 245590 128 (0K3-199) e
P ST RT6 1.32 1093-] 86) S ——
P for tremd 0.16
Eatrogen = other progesiagens 527714243 169 (1.50-1.91) -
<2 B622792  1L36(1.07-0.72) ——
R4 L34/ 189 159 (1 30-1.94) b
(-4 061942 179 (144-223) B
64 ISO/23817 193 (1.62.238) ——
P for tremd 0.01
Weak estrogens 217051 0.90 (0.68-1.15) B
Omers* / unknews HRT BULOTL 127 (101-1.60) -
Mived * SIN/130.594 125 (L11-141) ——
1 15 5

Fournier et al. Breast Cancer Res Treat (2008) 107:103—111

Type of progestogen and breast cancer risk

~ (; | MENOPAUSE
J SOCIETY

EMPOWERING MENOPAUSAL WOMEN

,1.67) 8318
. 1.94) 1735
. 1.77) 2642
,1.79) 2012
. 1.61) 162
,1.78) 38
.331) 19
,3.64) 14
. 3.38) 19

2.08 (2.02, 2.15)

2.12(1.99, 2.25)
2.20(2.09,2.32)
2.07 (1.96, 2.19)
141 (1.17,1.71)
2.05(1.38, 3.06)
2.06 (1.19, 3.56)
1.38 (0.75, 2.53)
1.79 (1.05, 3.05)

Collaborative Group on Hormonal Factors in Breast Cancer. Lancet 2019 Published online August 29, 2019
http://dx.doi.org/10.1016/50140-6736(19)31709

5yrs
Oestrogen-progestagen preparations 2419 . 1.58 (1.51
By progestagenic constituent: .
(Levo)norgestrel 343 - 1.70 (1.49
Norethisterone acetate 650 = 1.61(1.46
Medroxyprogesterone acetate 714 F 1.64 (1.50
Dydrogesterone C’ f‘ﬂfj;.m (0.90
Micronised (natural) progesterone 1 91(047
Promegestone 12 1.68 (0.85
Nomegestrol acetate 8 1.60 (0.70
Other specified type 12 -—g— 1.70 (0.86
Z AUSTRALASIAN

2024

Menopause

252



Breast cancer- Progestogens

* Breast core biopsy from healthy
post-menopausal women

e ) months of treatment with CEE
+ MPA or transdermal E2 and

micronised progesterone CEE + MPA
e Proliferation marker Ki6/
measured
E2 gel + MP

o CEE + MPA mean 1%=10%
o E2 gel + MP mean 3.1%—5.8%

Murkes et al. Fertil. Steril. 2011 Mar 1;,95(3):1188-91.

Baseline

2 months

2024 Menopause 2024
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MHT

e Discuss
* Relative risk
» Modifiable risk factor reduction
e Duration
* Preparation

2024

Menopause

Understanding the risks
of breast cancer Health

Concern

Womens

A camparison of lifestyle fsk factars verdul Harmane Replacement Therapy [HRT) treatment,

Differemie in breast cancer incidence per 1,000 women aged 50-59, o skt Uhrgnas

Lipp e ard e 1

Approaimate number of women deseloping breast cancer over the next fee years. ——
23 cases of breast cancer disgnosed in the UK general population

JITATSTITITIT IS0

An additional four cases in women on combined hormone replacement therapy [HRT]
FERERERRRERRRIR IR DRI ONN4

TITITITITITITITINY

An additional four cases in women on combined hormonal contraceptives (the pill}
JITITITTIRITIT IR IT I IRIT 71

An additional five cases in women who drink 2 or more units of alcohol per day
JITITIT TR RA R4 T T2 1 1)

Thres additional cases In women who are current smokers

FEERERR RN

Woenen's Mealth Concern i the patient s of the BME
Wo 5 Wi ok an IncEPOndent STVice 10 20VEE, MaERng i BOUCTIR wWomen
H;;"‘ﬂ_l:-"“ o all ages about their Faalth, wellseing and BesTyio CONCOTE.
Concem o WWW.Womens-health-concern.org
e
oy N o TR




Breast Cancer - summary

* Different hormonal preparations

* Lowest dose, shortest time possible

* Contraindicated if history of breast cancer
* Mammographic screening as usual

* Contribution to women in their 50's is thought to be low, E+P > E
* Risk varies with P
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Risks - VIT'E with oestrogens

* Oral Oestrogen only MHT
OR = 1.58 (1.52-1.64)

e Oral combined E+P MHT
OR=1.73 (1.65-1.81)

e Transdermal MHT not a/w
increased risk

* Background risk women 50-
60 years approx. 0.5-1
women per 1000 per year

Vinogradova et al. BMJ 2019

Relative risk of VTE for different types of MHT vs case controls

Different
types of HRT

Oestrogen only oral HRT
Conjugated equine oestrogen
Estradiol

Transdermal HRT
Estradiol
Combined estradiol

Different doses of oestrogen in HRT
Oestrogen only oral HRT
Conjugated equine oestrogen <0.625 mg
Conjugated equine oestrogen >0.625mg
Estradiol =1 mg
Estradiol >1 mg

Transdermal HRT
Estradiol =SO ug
Estradiol >S50 ug

Odds ratio
(95%CD

1.49(1.39 to 1.60)*
1.27(1.16 o 1.39)*

0.96(0.88 t0 1.09)
0.86(0.73t0 1.01)

1.40(1.28 to 1.53)*
1.71(151 t0 1.93)*
1.22(109to 1.37)*
1.35(1.18 t0 1.55)*

0.94 (085 to 1.03)
1.05(0.88 to0 1.24)

Odds ratio
9s5%CD

-

-l

{

’ ¢

05 10 15 20 25 30
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Risks - VI'E with progestogens

Relative risk of VTE by the type of progestogen

Hormone Therapy Cases RR [95% Cl) 2 (p value)
Non-MHT users 495 1 (Reference) m
Transdermal estrogen 30 1.02(0.74-1.44) —=—— 0% (0.76)

Transdermal estrogen +

60 0.93 (0.65-1.33) [ ] 5% (0.35)
progesterone
Transdermal estrogen + 85 2.42 (1.84-3.18) - 0% (0.41)
norpregnane®
Transdermal estrogen + ni_:her 72 1.37(0.97-1.93) = 67% (0.08)
progestins*
o 1 2 3

Adapted from Scarabin P-Y, 2018, Relative risk of VTE by type of hormone therapy, compared to non-use. Results from an updated meta-analysis of the risk of VTE in hormone therapy users.
Seven population-based observational studies (four case—control and three cohort studies) were included. The main clinical outcome was a first episode of idiopathic VTE (deep vein thrombosis
and/or pulmonary embolism), except for two studies either focusing on VTE recurrence or including secondary VTE.

Scarabin et al. Climacteric 2018; 21(4):341-5.
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Risks - Recurrent VTE

Hormone therapy Cases (n = 76) Person-years (n = 6,667) Univariate HR (95% CI) P Multivariate HR (95% CI)* P
Nonusers 68 6,064 1.0 (reference) 1.0 (reference)
Oral cslrogcns" 2 50 5.7 (1.4-24.0) 0.02 6.4 (1.5-27.3) 0.01
Transdermal cstrogcns" 6 458 0.9 (0.4-2.1) 0.80 1.0 (0.4-2.4) 0.98
Estrogen alone | 99 0.9 (0.1-6.3) 0.90 1.1 (0.2-8.1) 0.90
+Micronized progesterone 3 231 0.9 (0.3-2.8) 0.80 1.0 (0.3-3.2) 0.90
+Pregnane derivatives 0 94 NA NA
+Norpregnane derivatives 2 34 4.0 (0.9-16.5) 0.06 4.7 (1.1-20.0) 0.03
Unknown 0 86 NA NA

P for homogeneity between current use of oral estrogens versus current use of transdermal estrogens is significant (2 = 0.03). P for homogeneity between
progestogens subgroups among transdermal estrogen users is not significant (P = 0.22). Data for adjustment are missing for 32 patients. One case of use of
tibolone was excluded from the analysis.

Risk of recurrent VTE in this study 1.1%

* Provoked 1-4% p.a. vs unprovoked 10%

Transdermal oestrogen mHR 1 (0.4-2.4)

Oral oestrogen mHR 6.4 (1.5-27.3)
Norpregnane progestins mHR 4.7 (1.1-20)

Olie V et al Menopause 2011;18:488-493
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Risks - Cardiovascular disease

Hazard Ratio Favors Favors
(95% Cl) Treatment Placebo

HRT started <10 years after menopause
All cause mortality —a—
Coronary heart disease
Venous thromboembolism —a—
Stroke A
HRT started >10 years after menopause
All cause mortality

Coronary heart disease

Venous thromboembolism —a—
Stroke -
HRT started less than 10 years after menopause reduced
. . 0.1 1.0 10.0
the risk of death and coronary heart disease compared
RR, 95% CI

with placebo or no treatment

Boardman HMP, et al. Cochrane Database Syst Rev 2015, Issue 3.
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Risks - MHT after MI

BRITISH MENOPAUSE SOCIETY Tool for clinicians Information for GPs and other health professionals
10f3 . _1s
© The specialist l l I S
authority for

British
menopause & post Menopause
reproductive health BNy

https://thebms.org.uk/wp-content/uploads/2024/03/21-BMS-TfC-HRT-after-
myocardial-infarction-MARCH2024-A pdf

British Menopause Society Tool for Clinicians 2024
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https://thebms.org.uk/wp-content/uploads/2024/03/21-BMS-TfC-HRT-after-myocardial-infarction-MARCH2024-A.pdf
https://thebms.org.uk/wp-content/uploads/2024/03/21-BMS-TfC-HRT-after-myocardial-infarction-MARCH2024-A.pdf

Menopausal Hormone Therapy

 Can initiate in women < 60 years or < 10 years since
menopause

* [Factors to consider:
1. Uterus intact: E alone if hysterectomised or E + P for intact uterus

2. Timing: <12 months since LMP : cyclical therapy, >12 months since
LMP : continuous therapy

3. Co-morbidities
4. Need for contraception
5. Patient preference
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MHT - Oestrogens

e Estradiol —transdermal , Estrofem
* Estradiol valerate — Progynova

* Conjugated equine oestradiol —
Premarin

* Ethinyl oestradiol : OCP

R

bROGYNOVA

* QOral

* Hepatic first pass effect

* Increased TBG, CBG, HDL, TG, pro-cogaulation
factors

* Transdermal

 Patches — twice weekly

* Estradot (25, 37.5, 50, 75, 100 microg/24 hours),
Estraderm (25, 50, 100 microg/24 hours), Climara

 Estalis Conti and Sequi 50/250 and 50/140
* Gels — daily

* Estrogel 1-4 pumps daily

* Sandrena — sachets

* Vaginal
* Vagifem — oestradiol 10 microg pessary

* Opvestin — estriol pessary 500 microg or cream 0.5
mg/ 0.5¢g

2024
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MHT - Progestogens

* Micronised progesterone (Prometrium, Progestogen s el
Bijuva) T s
o Benefit of sleep assistance i
$$ CE 0.3mg
O Mic. progesterone 200mg daily 200 mg daily
Sequential 14 days for 14 days for 14 days
° Dyd rogeSte rone (Fe m OStO n) Mic. Progesterone 100mg daily 100 mg daily
continuous
* Medroxyprogesterone acetate (Provera)  pyrogesterone sequential  10mg daily Srmg iy
. . . 14 days for 14 days for 14 days
* Norethistrone acetate (Trisequens, Estalis  oyarogesterone 5mg daily 10 mg daly
' continuous
DatCheS’ Kl |Ovance) MPA continuous 2.5 - 5mg daily 5 mg daily
° _eVOﬂOI”geStI”e| |UD (Mirena) NETA continuous 0.5mg daily Tmg daily

Mueck A and Romer T . Horm Mol Biol Clin Invest. 2018;37(2).
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MHT - Combination Therapy

* Patch
* Estalis Sequi or Conti

e Oral :

* Femoston, Trisequens, Kliovance
* Bijuvia
* OCP : EE, ocestradiol (Zoely), oestradiol valerate (Qlaira)

* Transdermal (or oral) oestrogen with oral progesterone or
Mirena IUD
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AMS Guide to Equivalent MHT/HRT Doses
AUSTRALIA ONLY

Thiis Information Sheet has been developed as a guideline only to approximately
equivalent doses of the different TGA registered MHTMHRT products available in
Avsstralia in August 2022 Hormone Replacement Therapy (HRT) is row referred

to as Menopausal Hormone Therapy (MHT ) The intention of this sheet is to helg
phyysicians change their patients 1o higher or lewer appraximate doses of MHT if
riceding to tailor therapy, or rernain within the same appraximate dose if needing to
change brands of MHT. Private/non-PBS script products ane marked with an®

CYCLIC MENOPAUSAL HORMONE THERAPY (MHT)

Use continuous oestrogen and cyelic progestogen combinations at peri-menopause or if less than 12 months amenarrhoea
LOW DOSE

PRODUCT PRESENTATION COMPOSITION
F st tablet 1mg cestradiol/10mg dy ane
Estragel Pra® ‘Combination pack of tr 1 pumg 01.75mg ce=stradiol] daily, and 2 capsules [200mg)

gel, with micronised progestenons capsules.  micronised progesterons orally for 1.2 days out of 2 28-day cycle

MEDIUM DOSE

i tabiet 1 and Jrmg cestradiol img ane
K tabiet i osstradiold 1 0mig dydendg; e
Estalis sequi 50/140) traresdermal patch S0mog oestradiol 1 80meog nonethisterone acetate
{bwice weekly apolication)
Estalis sequi 50/250 traresdermal patch S0mog oestradiol 250meg nonsthistesone acetate
{same oestrogen, more progestogen than {twice wesskly application)
Estalis sequi 507140
Estrogel Pro® Combination pack of oestradiol ransdermal 2 pumps ([1.5mg oestradiol) daily, and 2 capsules { 200myg) micronisad
gel, with micronized pros caprules. rane orally for 12 days out of a 28-day cyde

CONTINUOUS COMBINED MENOPAUSAL HORMONE THERAPY (MHT)

Should be wied if 12 months since LMP or after 12 months cyclical MHT

LOW DOSE

PRODUCT PRESENTATION COMPOSITION

Angeligi1/z* tablet 1mg cestradiol®mg none
niti tablet 1mg cestradiol’Smg ane

Klisvance® tablet 1mg cestradiol.Smg noeethistrone

Bijuva® rapmule
Estrogel Pro*

1mg cestradiol/100mg micronised pr Amrone
L ion pack of tr 1 pumg 10.75mg cestradiol) daily, and 1 capsulle [100mg)
gel, with micronised progesterone caprules.  micronized progesterone orally for 15 days out of a J8-day cycle®

OTHER LOW DOSE HORM
Liwvial®, Xyvion® tablet 2 Smyg tibolone

Druavive® [oestrogen/SERM tablet @.45mg conjugated equine cestrogens | Jmg baredmafens
combination)

Klingest® tablet Img cestradiol/1mg narethistrons

Estalis continuous $0/140 transdermnal patch S0meg oestradicl140meg nomethisberone acetate
ibwice weekly cation]
S0meg oestradicl /250meg norethisterone acetate

Estalis continuows S0/250 same  tansdermal patch

oestrogen, mone progestogsn than {bwice weekly application]
Extalis continuous 500140}
Estrogel Pro® Combination pack of osstradiol ransdermal 2 pumps [1.5mg oestradiol] daily, and 1 capsude [100mg)

gel, with micronised progesienone capsules.  miconied progesterone orally for 15 days out of 2 28-day cycle®
ALan be given daily if adherence is an Bsue

= AUSTRALASIAN
IMOFTE: Mzl el STl inBamialion passedid aid Srorad By Thi AU alcian Menoga e Sec Ty Mgl fal
I redirvant o a partioulas parsoe's crosmstances and should dways o disouised with that parsoss owe Pualicass -~ r MENOPAUSE
prowicha. Thii Infomsanion Shsst contaies copTightor affsnwiie proticted malenal Reprodecion of this Information J SOCIETY
Shaet by Auraaladian Menopauie Sockry Membens and othéer haalth professionals for cincal practics is permiisible. ko R A B P A LA A R

ot Tapr ol OF DR amison i peemited in ey lonms of by any ilormation sborg and mtrknal e et

af P L U Do ght Act 1068 OF wATH DR Wellkn penm B fafn Thi Sopighl e, ID2000 0815 WWWLIMENDRaUSE Ong.aU

0 Asntruiasion Menapese Socisty

OESTROGEN ONLY THERAPRY

Only use these if patient has had a hysterectomy or in combination with a progestogen or Mirena if intact utens

PRODUCT PRESENTATION COMPOSITION

Estrofemn® tablet 1mg cestradial

Progynova tablet Tmg cestradial

Premarin® tablet 0 3myg conjugated equire cestragen
Climara 25 transdermal patch ZIimog oestradiol [weekdy spplication)
Estradot 25 or 37.5 transdermal patch 25 or 37 Smog oestradicl [twice weekly application)
Estraderm 25 MX transdermal patch 25mcg oestradiol (bwice weekly apphcation)
Estragel® qgel 0. 75mq oestradial = 1 pump daily
Estrofern®, Zumenan tablet 2mg cestradial

Progynova tablet 2mg cestradial

Premarin® tablet 0&25mg conjugated equine cestrogens
Climara 50 transdermal patch S0mcg oestradicl [weekly ication)
Estradat 50, Estraderm 50 MX transdermal patch S0meg il [Ewice weekly ion])
Sandrena gel Tmg cestradial dailly

Estrogel® gel 1_5myg oestradsal = 2 pumps daily

Climara 75 transdermal patch 75mog oestradiol [weekdy application)

Estradot 75, Estradot 100 transdermal patch 75 oo 100moyg [Ewice weekly apphcation)

Climara 100 transdermal patch 18imog oestradiol [weekdy application)

[Estraderm 100 MX transdermal patch 100meg oestradicl (hwice weekly application)

Estrogel” gel 2 25my oestradial = 3 pumps daily or 30mg cestradiol = 4 pumps daily

OESTROGEM OMLY VAGINAL THERAP

|

I preseribing vaginal oestrogen rather tham systemic hormone therapry, & progestogen is not required.

PRODUCT PRESENTATION COMPOSITION
Owestin cream 0_5myg oestriol = 1 lication
Ovestin pessary 05y oestriol

Vagifem Low pessary 10meg oestradicl
PROGESTOGEN

Suggested alternative doses for use with the osstrogen preparations abowe where fixsd dose therapy is not suitable

LOW DOSE for use with low dose oestroge:

PRODUCT PRESENTATION COMPOSITION

Pravera (1/2 of Smg kablet] tablet 2 5mg medmayprogestenone acetabs

Provera I Smy tabl=t® tablet 1 Smg medroayprogestenone acetate

Prirnalut M (14 of Smgq tablet) tablet 125 mq norethisterane:

Prometrium® capsule 18img micronised progesterane arally for 25 days cut of a 28-day cyde
ar 200myg orally dailly for 12 days out of s J8-day cycle

Miirena® [PES indication for conbraception’ device |5 years) Himcg bevonangestel

menamhagi)

PRODUCT PRESENTATION COMPOSITION

Priralut M (14 of Smg tablet) tablet 125 mg norethisterane:

Prowvera, Ralowera tablet Smg medryprogesterane scetate

Prometrium® capsule 100mg micronised progesterane arally for 25 days cut of a 28-day cyde?

[Miiren a®PES indication for contraceptionmenormhagia) - device
H

apy with high dose

ar 200myg orally for 12 days out of & 28-day cycle
Imeg bevonongesteel (5 years)

PRODUCT PRESENTATION COMPOSITION

Prirmalut M (1,2 Sme tablet) tablet 1 Smyg nosethisterone

Prowvera, Ralowera tablet 10mg medroxyprogesterone acetate

Prometrium® capsule 2{0mg micronised progesterone arally daily for 12 days out of a

2B-day cydle. Safe continuous dose unknown due to insufficient data

Miirena®PES indication for contracepionmenonhagial - device

20rmcy levanorgestnel [5 years)

ACan be given daily if sdherence is an issue

Low dlase progestogen-only conéracepéive pills (Microlut (30meg levenorgestell, and Neriday r— AUSTRALASIAN
Gy et oniaiiisd £ ¢ | Menopause
considersd the minimum doss (cydical or continuous) for sdequate endometrial protection in _J SOCIETY
theCochrane Review (Cochrane Datsbase Syst Rev. 2009 Apr 15121:CS000402)

RO e P D aL W

WWWLIMEND Dalise org.al

O Aumruiasian Wenarmas Socety PRGE 2

265



Co-morbidities

Hy
Hy
Ga

-ndometriosis — consider addition of progesterone, even if
Drevious hysterectomy

pertriglyceridaemia — transdermal oestrogen
bertension - transdermal oestrogen, avoid COCP

Ibladder disease/abnormal LFTs - transdermal oestrogen

ncreased VTE risk - transdermal oestrogen
Malabsorption - transdermal oestrogen
Migraines — transdermal oestrogen

2024
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Contraception

* < 50 years: contraception for two years after final menstrual
period

* > 50 years: contraception should be offered for one year after
final menstrual period

Magraith and Stuckey 2019
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Side Effects

* Oestrogen :
* Mastalgia — lower dose, tibolone
* Bleeding — lower dose, increase progesterone
* Skin irritation — change formulation
* Exacerbation of hormonally sensitive migraines

* Progesterone :
* Mood changes
* Nausea
* Dizziness
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MHT - Tibolone

* Synthetic steroid hormone

* Estrogenic:
* Treats hot flushes
* Prevents post menopausal bone loss, reduces risk of spinal #
* Treats vaginal dryness

* Progestogenic:
* At uterus to prevent endometrial proliferation and bleeding

* Androgenic:
* Enhances libido (variable effect)
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Tibolone - Risks

e Side Effects:

* All uncommon - headache, dizziness, nausea, abdominal pain, itch, breast
tenderness

* Initial spotting may occur, amenorrhoea achieved in 80% after first month and
90% after third month

* One uncontrolled study suggested increased breast cancer risk,
although not seen in placebo controlled randomised trials

* Contraindicated in women with history of breast cancer

* Increases the risk of stroke, mainly in women > 60 years (extra 13
cases per 1000 women, vs extra 4 cases in women in 50°s)

* |nconclusive re thrombotic risk

Australian Menopause Society Factsheet
“Tibolone for post-menopausal women’
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Testosterone

* Decreases throughout adult life, no drop-off in menopause
* Nadir at 62 years

* Immunoassay is an unreliable test

* Replacement:
* No supported benefit for cognition, fracture, lean muscle mass, psychological symptoms
* Evidence for hypoactive sexual desire disorder (HSDD) in postmenopausal women
* Slow effect, 12 weeks
* Risk of hair growth and acne
* Androfeme 0.5mL to outer thigh, check testosterone at 4 weeks and follow-up for s/e and
titration at 3 months

Susan R Davis et al. Global Consensus Position Statement on the Use of Testosterone Therapy for VWomen,
JCEM, Volume 104, Issue 10, October 2019, Pages 4660-4666,
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My Approach

—
i

7 AUSTRALASIAN
{ ~ (, | MENOPAUSE
((( J SOCIETY

EMPOWERING MENOPAUSAL WOMEN

1. History and exam _
1. Co-morbidities/contraindications, ? - ﬁ e oo oty
hysterectomg, medications, symptom | =
burden (AMS score sheet), need for ‘ o
contraception ol
2. BP weight <
3. Consider alternative causes (and Ix) for - >
symptoms L/a =
4. Optimise CVD, breast cancer, VTE risk -
factors, cancer screening
5. Low dose
1. Topical preferred
2. Micronised progesterone preferred

6. Follow up 6-12 weeks

= Score before 6 months
I G 4y MHT after starting| after starting
MHT MHT

L - F — Hot flushes

Less sexual feelings
Dry vagina

Uncomfortable intercourse
Urinary frequency

TOTAL

SEVERITY OF PROBLEM IS SCORED AS FOLLOWS
SCORE: None =0; Mild =1; Moderate =2; Severe =3
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Non Hormonal Options

* Don't forget lifestyle — weight loss, exercise, CBT
» SSRI/SNRI

* Hot flushes, mood benefits
*  Equiv. to 25 microg patch E2 (Joffe 2014)
* s/e:dry mouth, hot flushes (at higher doses), constipation, low libido, HTN, nausea,
insomnia
» (Gabapentin
* Insomnia, hot flushes, pain

* As effective as oestrogen for hot flushes in one 12 week study 71% reduction
(although strong placebo effect noted 54%)

* Rash, dizziness, somnolence, oedema, weight gain

* Clonidine
* Hypertension, hot flushes, migraines
* 38% reduction in hot flushes vs 24% placebo oral
e 80% vs 46% patches (not available)
* Equal efficacy to venlafaxine in one trial, better tolerated
* S/e: drowsiness, dizziness, constipation, insomnia

Z AUSTRALASIAN

f( -~ C, | MeENoPAUSE
/ _) SOCIETY

Information Sheet

Non-hormonal Treatments for Menopausal Symptoms

KEY POINTS

+ Most non-hormonal treatments only freat hot flushes and night sweats.

+ There is a substantial placebo effect.

+ Non-prescription remedies have generally shown no or minimal benefit.

+ There is evidence that some antidepressants, gabapentin and clonidine all reduce hot
flushes.
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NK3R inhibitors

NK3R Antagonists

* Theory — not just drop in NG G

MnPO
oestrogen that=>hot flushes P o e
* Men and pre-pubertal girls don't i -

n menopause
: Thermoregulatory GnRH
experience hot flushes oree

= Hypothalamus

17

* KNDy (Kisspeptin, neurokinin and |
dynorphin neurons) important \ o _
in thermoregulation — link between +ym -l /

oestrogen and heat response
* Comparable VMS reduction to MHT
* Possible LFT derangement

]

Anterior
Pituitary
FSH

Low E2
E2 . Ovary

Patel, Dhillo 2022

|
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Fezolinetant

Indicated for VMS

45mg PO daily
$60.99/month

! Increased rate of malignancy

Under Ix for women with a h/o breast

cancer

Least squares mean
change from baseline (SE)

Daily mean frequency (SE)

[DPlacebo [@Fezolinetant 30 mg [ Fezolinetant 45 m

-332
(0-29) -3-90
n=166 (031)
519 539 n=139
(030)  (030) -628 _;,1;4
n=157  n=164 (032)  (031)
n=131 n-146

Week 4 Week 12

—o— Placebo
—a— Fezolinetant30 mg -+ - Placebo-fezolinetant 30 mg
—+— Fezolinetant 45 mg -+ - Placebo-fezolinetant 45 mg

Number of patients

Fezolinetant 30 mg 173 157 131
Fezolinetant 45mg 174 164 146

T T T T T T T T T T T T 1
0 4 8 12 16 20 24 28 32 36 40 44 48 52
Weeks
Placebo 175 166 139
Week4  Week12
coprimary endpoints

Participants (%)

Placebo-controlled

10
204
30
40
50
60
70
80
90
100

Active extension period*
period

T T T T 7T
1 2 3 4 5 6 7 8 9 10 11 12

Week

Daily mean severity (SE)

B
0— e R -
-0-1
024
-03
o
e
=057 s —(%12 -0-46 (0-05)
-0-6 (n_];; (0-04) n=139
07 77 n=164 -060 -057
(0:05)  (0-05)
-0-8+ n=131 n=146
T 1
Week 4 Week 12
D
304
2_ -
>
20
1.5
1.0 T T T T T T T T T T T 1
0 4 8 12 16 20 24 28 32 36 40 44 48 52
Weeks
175 166 139
173 157 131
174 164 146
Week 4  Week 12
coprimary endpoints
M J
Placebo-controlled Active extension period*
period
F
O_ ..........................................................
10| W
20+
30
40—
50—
60—
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thank you

Hannah Farquhar

Hannah.Farquhar@health.qld.gov.au



Metro North GP Alignment Program

Gynaecology
Workshop

Workshop close
Dr Meg Cairns | GPLO Pt o
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