
SATURDAY 31 MAY 2025 | CSDS 



2

Welcome! 
Generalism
NOUN

a philosophy of care distinguished by a commitment to the 
breadth of practice within each discipline and collaboration 

with the larger health care team in order to respond to patient 
and community needs.
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The plan for today…
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8.00am Welcome address & getting to know you activity

8.20am First session

• Managing Gout: The Uric Acid Rollercoaster

• Breathe easy: Lung Cancer Screening for GPs

• How safe is your older person? 

10.10am Morning tea

10.50am Second session

• Bone Voyage: an update on Osteoporosis

• We need to talk about burnout!

• Post Intensive Care Syndrome

12.35pm Lunch 

1.05pm Case studies 
• Trauma Service

• General Paediatrics

• Managing acute distress in primary care: practical strategies for GPs

• Weight management: a team effort for better health

3.25pm Last session 

• The Infectious Diseases Cocktail

4.10pm Table Quiz

4.25pm Closing address
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Slides, resources and videos 



Managing Gout: The Uric Acid Rollercoaster
Dr Paul Kubler | Rheumatologist, RBWH



Managing Gout – 

The Uric Acid 

Rollercoaster

Paul Kubler – Director of Rheumatology, 
Royal Brisbane & Women’s Hospital (May 
2025) 



Learning Objectives 

 Apply best practice principles in the management of gout

 Understand contemporary methods to diagnose gout

 Appreciate the significant associated comorbidities in patients with 

gout   



Why gout remains relevant 

 25% increase in age standardised prevalence in last 30 years

 Why? – Increasing BMI (mainly) & increasing prevalence of kidney 

impairment 

 Australia only 2nd to USA for gout prevalence (Canada 3rd; Italy low 

relative prevalence)

 Increasing age is significant risk factor & males represent ~80% of 

affected  



Methods to diagnose gout 

1. Joint aspirate 

2. Dual energy CT scan 

3. Ultrasound 

4. Serum uric acid 
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Who gets gout and why?

Multifactorial – but purine rich diet is minor

Family history important – especially in 1st 

nation  

Kidney function crucial – under-excretion – 

CKD of any cause, hyper-insulinaemia & 

influence of sex hormones   
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Gout can be treated better…

 Over 5-year period for gout patients in Aust:

 55% get follow-up serum urate test

 43% are prescribed allopurinol

 Only 22% achieve target urate levels – 0.36 mmol/L if non-tophaceous 

and 0.30 mmol/L if tophaceous gout 



6 Myths of 

Gout Care
AND THE REALITY
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 Initiate urate-lowering therapy if:

 Myth - at least 2 attacks in the preceding year (US gen med) 

 Reality - once 1 gout attack has been confirmed (rheum) or if urate 

stone or tophi confirmed - proceed
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 Myth - wait at least 2 weeks after an acute attack to start urate 

lowering therapy (ULT)

 Reality - you CAN start allopurinol (ULT) during an acute attack

 4 large studies have now shown this to be safe & effective 

 Taylor et al. Am J Med 2012;125(11):1126-1134.e7

 J Clin Rheum 2015:21 120-125
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 Myth – high doses of ULT (allopurinol) are associated with serious 

adverse effects

 Reality - start at low dose and titrate allopurinol to achieve serum 

urate (eg 0.36)

 Starting low reduces adverse events – hypersensitivity reactions

 Usually 100 mg daily starting dose & increase by 100 mg/day – monthly 

intervals

 No real maximum dose (? Adherence)

 For CKD4/5 start at 50mg alt days



Allopurinol hypersensitivity 17

Risks

 Starting with larger doses and 
titrating to fast

 HLA-B5801

 Chinese, Vietnamese and 
east Asian background 

 Family history 

Counselling

 Watch for rashes, mouth 
ulcers, flu symptoms
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 Prophylaxis against flares while titrating is VERY IMPORTANT

 Colchicine 0.5mg 1-2 tablets daily

 NSAID eg Naproxen 250 mg bd

 2nd line prednisolone <7.5 mg/day

 Typical duration 9-12 months (or 3 months after serum urate target 

reached)
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 Myth – Gout attacks stop target serum uric acid level is reached

 Reality – takes 12-18 months for attacks to stop 

 Assuming tolerated, almost NEVER STOP allopurinol (whilst alive)
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 Myth – Gout is the “disease of Kings” because it is caused by eating 

decadent foods & drink

 Reality – Genes are far more important and a focus on diet 

education does not lower serum urate levels 



Who to refer

 Referral if:

 Very poor renal function / dialysis

 Asian / Indian with poor renal function

 Allopurinol sensitivity

 Very young

 Very severe

 Discharging tophi (please don’t operate)



Gout 

Comorbidities

Anti-diabetic meds – especially SGLT2 
inhibitors (but also metformin & DPP4 
inhibitors) proven to reduce serum urate & 
improve gout outcomes

Stabilise (preserve) renal impairment 

Address CVS risk factors  



Key Take Away Messages  

 Gout meds require understanding & commitment from patient that 

it’s a long term  “slow & steady” approach with incremental benefit 

of months- years 

 Focus on ways to keep patient engaged (optimise adherence)

 Address the comorbidities that threaten prognosis  
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Breathe easy: Lung Cancer Screening for GPs
Dr Kwun Fong | Thoracic Physician, TPCH / Researcher UQ
Dr James Martin | GP / GP Liaison Officer
Dr Gerry Olive | Thoracic Physician, TPCH / Researcher UQ
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Overview 

• Survey

• Lung Cancer in Aus

• Program Overview

• Nodule Management

• Incidental Findings

• GP Impact

• Referrals

• Resources
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Lung Cancer in Australia 

• 5th commonest cancer

• Leading cause of cancer death

• Despite 5y survival improvement of 10 to 26% 

(1990–2020)



31

• Internal cancer

• Asymptomatic early

• Symptom normalisation

• Stigma

• Education (“death sentence”)

• Health inequity

• No screening!



32

Opening the Floodgates? 

V





Overview Program

• Commencement July 2025

−50-70yo

−30 pack year smoking history

−Current or quit in last 10 years

• 2 yearly (biennial) scanning cycle

• Management algorithm based on 

PanCan nodule tool (baseline) and 

LungRADS (after baseline)

• Clearly defined recommendations for 

nodule(s) and additional findings







Simplified NLCSP Flow Chart



Clinical Flow



A. If a lung nodule or finding not related to lung cancer is found, the participant may need investigation, which 

could include additional low-dose CT scans, referrals or tests. These will be reported in the radiology report, with 

guidance regarding next steps provided.

B. If nodules are identified

− Investigations of identified nodules may include additional interval low-dose CT scans (at 3, 6 or 12 months) or 

referral to a respiratory physician linked to a lung cancer multidisciplinary team (MDT). See NLCSP nodule 

management protocol

C. If actionable additional findings are identified

− Imaging of the chest may identify actionable additional findings not related to lung cancer.

− If actionable additional findings are detected, discuss these with the participant and manage them as per the 

Royal Australian and New Zealand College of Radiology Actionable Additional Findings Guidelines for the 

National Lung Cancer Screening Program. This may include referral to other specialists with relevant expertise 

who are linked with a lung cancer MDT. See actionable additional findings guidelines
39

https://www.health.gov.au/resources/publications/nlcsp-nodule-management-protocol
https://www.health.gov.au/resources/publications/nlcsp-nodule-management-protocol
https://www.ranzcr.com/our-work/national-lung-cancer-screening-program-nlcsp
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Nodule Mx 



Baseline

Australian ILST Data

(QLD) 83.9%

8.4%

2.9%

3.0%

1.3%

0.5%



New MOC for NLCSP detected lung nodule(s)

Micronodule or 

very low risk 

Triage referral to 

Request for 

advice (e-

Consult) with 

specific advice to 

referring doctor; 

Return to 24 

month NLCSP 

protocol

NLCSP via 

Primary Care 

Specialist 

referral

+/-

Nodule MDT

Additional findings 
on CT  report

No action required 
unless Respiratory 

finding needing 
Specialist 

consultation; note 
to referrer to 

undertake primary 
care evaluation+/- 

referral appropriate 

R
e
-r

e
fe

r 
a

s
 a

p
p

ro
p

ri
a
te

Low, Low to moderate, 
Moderate risk

Triage referral to 

Request for advice (e-

Consult) with specific 

advice to referring 

doctor; Return to 

Primary Care for 

NLCSP MBS funded 

Interval CT scan as 12, 

6 and 3 months 

according to NLCSP 

protocol

Pulmonary 

Malignancy 

MDT

High or Very high 
risk

Triage accept 
referral for Nodule 

Clinic workup

Nodule 
MDT

Imaging
+/-Bx

Lung Ca 
MDT

Lung Ca
Confirmed 

Benign



Specialist  

nodule 

MDT care (dis)Agree

Proceed

Follow-up

4. Decision 
making with 

person

Surveillance

Biopsy

Curative 
Treatment

• Surgery

• SABR

3. +/- Nodule 
MDT

History

Lung function

Assess 
fitness

Review 
Imaging

Risk 
calculation

Pt 
preferences

2. Resp 
Specialist 

- clinic or TH

Clinical 
Prioritisation 

Criteria*

Imaging

1.  GP 
referral



• Patient factors

− Preference

− Fitness

− Performance status

− Comorbidity

• Nodule factors

− Character

− Size

− Location / accessibility

− Associations

− Change over time

Nodule Assessment
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What is it?
Where is it?
What are we going to do about it?



• CT guided vs Bronchoscopic

• Risks / expected yield / 

• Is it required?

Biopsy?
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Pulmonary nodules | Clinical Prioritisation Criteria
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https://www.health.qld.gov.au/cpc/respiratory-and-sleep-medicine/pulmonary-nodules


What is a nodule MDT? Not a lung cancer MDT
Lean Comprehensive

Palliative 

Care

Lung Ca

Excellent icons 

gratefully 

adapted from 



48

Incidental Mx 

https://www.ranzcr.com/college/document-library/nlcsp-

additional-findings-guidelines



Additional Findings - Lungs
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Additional Findings – Coronary Artery Calcification

32.9 67.1

38.6 20.4 8.1

C A C

C A C  S E V E R I T Y

CORONARY ARTERY 
CALCIFICATION

Absent Present Mild Moderate Severe



Additional Findings – Other
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Smoking Cessation

• Estimation that 75% of eligible participants will be current smokers

−Multiple opportunities to support quit attempts!

• NLST: former smokers in the control arm abstinent for 7 years had a 20% lung 
cancer mortality reduction: comparable with the benefit reported with LDCT 
screening!

• Combination of smoking cessation PLUS CT screening, nearly double the benefit 
(38%)

• Only ¼ of people who currently smoked in NLST were prescribed pharmacologic 
tobacco treatment

Tanner NT, et al. The Association between Smoking Abstinence and Mortality in the National Lung Screening 

Trial. Am J Respir Crit Care Med. 2016;193(5):534-541.

Thomas NA, et al. Factors Associated With Smoking Cessation Attempts in Lung Cancer Screening: A Secondary 

Analysis of the National Lung Screening Trial. Chest. 2023;163(2):433-443.
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Impact – GP Preparation 

• National awareness campaign starts July

• Individual patients WILL NOT be invited to NLCSP…

• … but WILL be recalled
 

 

4 Point Plan:

1. Inform yourself 

2. Inform colleagues

3. Integrate PMS with NCSR*
- Best Practice, Medical Director, Communicare

4. Identify eligible patients *

* Do not ask me how to do the above 

• NCSR Website

• Practice manager/IT support

• BNPHN Primary Care team
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Impact: Practice – 4.5K patients, 3FTE GPs 

Smokers
19%

Ex-
37%

Non-
44%

Smoking Status –
50-70y

Smokers Ex- Non-

233

448

540

Smokers Ex- Non-

P
a

ti
e

n
t 

c
o

u
n

t

Smoking Status

Smoking Status 50-70y (PBMC)

681 NLCSP “consultations” (A+B)

4+ Thoracic referrals (1.8% of A +)

116+ Incidental CT findings (50% of A)

+ how many among ex-smokers?

A

B

O
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Practice Support 

• Comms – GP Link/Practice Link

• CQI focus on NLCSP due Oct 2025 + outreach support

• Tonic Media campaign to align with this

• Co-developing NLCSP PHN support package/resources

• Working with PHNs nationally for coordinated approach

• Primary Sense report will be available by 1st July

• will assist identification of potential participants

• PMS limitations will limit accuracy of this

? ?
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Referrals – Low Dose CT scan 

• Major radiology providers getting organized

• Walk-ins

• AI

• Look out for a list of participating facilities:

• GP Link article

• Health Pathways

• Refer in usual way

• “NLCSP participant”

• Include:

• FH lung cancer in 1st degree relatives

• Provider of any prior chest imaging

• Same provider for future Program scans if possible
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Referrals – “Lung Cancer MDT” 

Lung Foundation

NLCSP page map search:

“Location of lung cancer MDTs”

• Is this accurate?

• Private referrals?

• Remote MDT triage?

X
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GP Smart Referrals

Particular benefits

• Latest referral criteria

• Live wait times

• UTD referral destination advice

• Potential 2-way correspondence

Alignment:

Lung nodule CPC - NLCSP criteria
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Health Pathways 

• New Lung Cancer Screening pathway 

currently in draft - available by 1st July for 

the launch of the Program

• Access Brisbane North HealthPathways 

website with this login (case sensitive):

▪ Username: Brisbane

▪ Password: North

https://brisbanenorth.communityhealthpathways.org/
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Resources - Education 

Health Workforce Education:

Online modules
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Resources - Additional 

Clinical Software Integration

• Guidance

• Benefits

• Walkthrough video Resources for the Health Sector:

• Discussion guides

• Decision aids

• Patient pathways etc
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Summary

Lung Cancer Screening:

• Proven health advantages

• Most effective combined with smoking cessation assistance

• Be prepared!



Active recruiting Lung Cancer Screening Trials – Brisbane 

and QLD
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How safe is your older person? 
Dr Joshua Flavell | Old Age Psychiatrist & Lecturer, UQ 



How Safe is Your Older 
Person?

Dementia and safety

Dr Joshua Flavell
UQ / The Mind Cove

josh@themindcove.com.au



Overview



Overview

• Recognise dementia subtypes and capacity issues 

• What to screen and investigate for cognitive concerns 

• Manage medico-legal and safety issues



Dementia



Dementia

Dementia = ≥2 cognitive domains impaired

Clinical



Dementia

Clinical
• Cognition

• Behaviour and psychiatric

• Motor and neurological

• Function



Dementia

Clinical
• Cognition  Alzheimer’s dementia

• Behaviour and psychiatric  Frontotemporal

• Motor and neurological  Lewy body dementia 

• Function



Dementia

Aetiology

• Degenerative dementias

• Non-degenerative dementias



Dementia

AetiologyDegenerative dementias:

• Alzheimer's disease

• Frontotemporal dementia

• Lewy body dementia / Parkinson’s disease dementia



Dementia

Aetiology

Non-degenerative dementias:

• Vascular

• Infections (HIV, Syphilis, etc.)

• Trauma (CTE, TBI, etc.)

• Metabolic (B12 deficiency, thyroid, etc.)

• Pseudo-dementia (depression, schizophrenia, etc.)



History of 
Dementia



History of dementia

18th Century: Philippe Pinel  “démence”

19th Century: 

• Emil Kraepelin  “dementia praecox”

• Arnold Pick (1892)  FTD

• Alois Alzheimer (1906)  Auguste Deter 

                            (1911)  Pick bodies



History of dementia

20th Century:

• DSM (1952)  Dementia

• NINCDS-ADRDA Criteria (1984)  Alzheimer’s

• Lund and Manchester Groups Criteria (1994)  FTD

• Consortium criteria (1996)  DLB



History of dementia

1911

20092001

FTLD-

other

2005-present

Aβ+NFT

1906

Lewy 

bodies
1912

Tau

FUSTDP

Alzheimer’s FTD DLB/PDD

FTDFTD/LATE
FTD



History of dementia

Histopah Dx

1. Brain biopsy/autopsy

2. Genetics (e.g. MAPT, C9orf72, PSEN1)

3. Disease specific biomarkers:

       Amyloid-PET, CSF Aβ/Tau



Dementia 
screening



Dementia screening (<15min)

• Symptoms: Cognitive issues, behaviour change >50yo, 
motor (falls, tremors, etc.) 

• Bed side tests: MMSE or MoCA

• Functional history: bADLs and iADLs

• Collateral history essential



Dementia screening (<15min)

Investigations:

• FBC, Chem20, B12, folate, TFTs +/- infection screen

• Delerium screen (e.g., Urine MCS, etc.) 

• CT brain +/- MRI



Dementia screening (<15min)

When to refer to a specialist:

• Diagnostic uncertainty

• Young (<65yo)

• Psychiatric comorbidity / mod-severe BPSD

• Safety/risk concerns



Dementia & 
capacity



Dementia & Capacity

Financial, medical, personal decisions 

• Capacity assessment (QLD):



Dementia & Capacity

1. Understanding the nature and 
effect of decisions about the 
matter 

2. Freely and voluntarily making 
decisions about the matter 

3. Communicating the decision in 
some way.



Dementia & Capacity

Patient X:

1. Cognitively intact

2. MRI normal

3. Functional decline

4. Impulsive, hyperorality, obsessive behaviours



Dementia & Capacity

Patient X:

1. Cognitively intact

2. MRI normal

3. Functional decline

4. Impulsive, hyperorality, obsessive behaviours

bvFTD



Dementia 
safety



Dementia safety considerations

Driving: 

• Decline in attention, visuospatial, judgment

• Can refer to OT driving assessments 

• Consider reporting obligations



Dementia safety considerations

Falls & home safety: 

• Vision, gait, medications (polypharmacy) 

• Engage allied health (OT, etc.) 

• Engage services: Dementia Australia, Alzheimer’s 
association, MyAgeCare



Dementia safety considerations

Medication Management:

• Blister packs

• Dose administration aids



Questions?

The Queensland Brain Institute / Private practice

josh@themindcove.com.au



How safe is your older person? 
Dr Kylie Norris | GPLO





Virtual Ward
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HP slide



Bone Voyage: an update on Osteoporosis
Dr Syndia Lazarus | Staff Specialist, Diabetes & Endocrinology, RBWH



Bone voyage:
An update on 
osteoporosis

Dr Syndia Lazarus

MBBS (Hons I) FRACP PhD

Department of Endocrinology, RBWH and TPCH



Osteoporosis - Diagnosis

 Progressive, systemic disease characterized by reduced bone density, quality and 

increased fracture risk

 Criteria:

 Postmenopausal women or Men >50yo with minimal trauma fracture or BMD T-

score <-2.5

 BMD is not required for diagnosis, however, still expect T-score in osteopaenic range (-1.0 

to -2.5)



Key 

questions

Who to screen

Who to treat

With what and how long

When to refer



Osteoporosis – 

Patient 

screening

 >70 yo

 History of minimal trauma fracture

 Postmenopausal woman or >50 yo 

man with risk factors

 FRAX calculator can help decide if 
a BMD is required

Other risk factors include frequent 

falls, malabsorption, inflammatory 

arthritis, premature menopause, 

male hypogonadism, chronic liver 

disease, CKD, hyperthyroidism, 

hyperparathyroidism





Refer for BMD if ≥ 10%



Key 

questions



When to consider anti-osteoporosis drugs

• Excludes fingers and toes, stress fracturesFragility fracture 

• PBS-funded antiresorptive therapy only for >70yo
Osteoporosis on 

BMD

• >20% risk of major osteoporotic fracture within 10 yrs

• >3% risk of hip fracture within 10 years

• Non-PBS

High calculated 
fracture risk



Key 

questions



Anti-osteoporosis therapies

Lifestyle modifications

• Weight-bearing 
exercise – high impact, 
bone loading, exercise 
physiologist

• Dietary calcium and 
protein – supplement if 
required

• Vitamin D

• Healthy Bones Australia 
website

Antiresorptive drugs

• MHT, raloxifene

• Oral bisphosphonates 
(risedronate, 
alendronate)

• IV bisphosphonate 
(zoledronate)

• Denosumab

Osteoanabolic drugs

• Teriparatide, 
abaloparatide

• Romosozumab



Anti-osteoporosis therapies

Lifestyle modifications

• Weight-bearing 
exercise – high impact, 
bone loading, exercise 
physiologist

• Dietary calcium and 
protein – supplement if 
required

• Vitamin D

• Healthy Bones Australia 
website

Antiresorptive drugs

• MHT, raloxifene

• Oral bisphosphonates 
(risedronate, 
alendronate)

• IV bisphosphonate 
(zoledronate)

• Denosumab

Osteoanabolic drugs

• Teriparatide, 
abaloparatide

• Romosozumab



Antiresorptive 

drugs

Langdahl et al. 2011 Therapeutic advances in musculoskeletal disease 10.1177/1759720X10392105



Remodelling 

of bone 

matrix



Osteopetrosis: Lessons 
from monogenic disease 

 Rare genetic condition characterized by 

dense but brittle bones

 Due to defects in osteoclast function -> 

impaired removal and replacement of 

damaged bone

 Very high BMD but prone to stress fractures, 

particularly from teens onwards

 Prolonged antiresorptive therapy mimics 

osteopetrosis



How long to 

treat 

(controversial!)

 Antiresorptive therapy was previously 
limited to elderly patients

 In younger patient with no fractures, 
consider intermittent therapy (e.g. 
drug holiday after 5-10 years)

 East Asian ethnicity may be higher 
risk of atypical femur fracture (AFF)

 Continue treatment if fragility fracture 
within 2 years

 Refer if on antiresorptive for >10 years 
with uncertainty over treatment 
duration and no specialist review 
specifying long term treatment plan



Antiresorptive drugs

Bisphosphonates

 Pros

 Can be safely ceased or delayed (no 

rebound)

 Infrequent dosing (every 1-2 years) for ZA

 Cons

 GI side effects for po forms

 Acute phase reaction 

 Infusion service required for ZA

Denosumab

 Pros

 Convenient and infrequent administration

 Cons

 More difficult to safely cease or delay 

dosing due to rebound increase in bone 

turnover





Iqbal et al 2021 Cell 10.1016/j.cell.2021.02.023

https://doi.org/10.1016/j.cell.2021.02.023




The Denosumab Dilemma

 Once on denosumab,

 Prolonged treatment -> increasing risk of low bone turnover 

complications e.g. atypical femoral fractures

 Ceasing treatment -> ~10% risk of rebound vertebral fractures

 Therefore, think carefully before starting a patient on 

denosumab!

Best patient for denosumab: A patient who can safely receive continuous denosumab without 

interruption for their remaining lifespan



Scenarios to consider before starting a 

patient on denosumab

 Development of confirmed or possible 

side effects

 Early (e.g. nausea, alopecia, 

hypocalcaemia) 

 Late (e.g. ONJ, AFF)

 Withheld for procedure

 Orthopaedic surgery

 Dental procedure

 Missed dose

 Changed GP practice

 In and out of hospital

 On holidays

 Interstate/overseas family emergency

 Future candidate for osteoanabolic 

therapy

 Rebound bone loss during withdrawal from 

denosumab not counteracted by 

osteoanabolic agent



Can denosumab be ceased safely?

 Depends on how many doses they received

 After 1-2 doses of denosumab

 Give po alendronate 70 mg weekly starting from 5.5 months after last denosumab dose and 
continuing for 1-2 years

 After >2 doses of denosumab

 Will most likely require monitoring of bone turnover markers (CTx), po alendronate initially then 
convert to iv zoledronate. Refer to specialist bone service

 After >10 doses of denosumab

 Likely to require more intensive CTx monitoring (6-12-weekly), combination of po alendronate 
followed by multiple doses of iv zoledronate (e.g. 4 infusions/year) for at least 2 years. Refer to 
specialist bone service





Example scenario: A patient on long term 
antiresorptive therapy needs a dental extraction

Patient on denosumab

Time extraction to be done at ~4 
months after last injection

At 6 months, if there is inadequate 
healing, check CTx

If CTx >200, start po 
risedronate/alendronate

After 3 wks, if CTx not adequately 
controlled, may need iv zoledronate or 
denosumab to suppress rebound 
increase in bone turnover (which may 
hinder healing) with or without 
additional teriparatide to promote 
healing

Patient on po bisphosphonate

Can withhold for 6 weeks prior to 
dental work

Restart once adequate healing. 
Teriparatide is an option if inadequate 
healing.

Patient on iv zoledronate

Time extraction towards 12 months or 
more after last infusion if possible

Proceed with next dose as 
appropriate. Teriparatide is an option if 
inadequate healing.



Example scenario: A patient has a fracture on long term 

antiresorptive therapy and qualifies for intensification of 

therapy with osteoanabolic

•If patient has received <4 doses of denosumab, could change to 
romosozumab but not able to change directly to teriparatide due to risk of 
rapid bone loss (would need transition to bisphosphonate first)

•If patient has received ≥4 doses, will need to change to oral followed by iv 
bisphosphonate first and monitor CTx with 6-12-weekly blood tests. Once 
rebound bone loss has stabilized, add in osteoanabolic

Patient on 
denosumab

•Change to osteoanabolic agent
Patient on 

bisphosphonate



Zoledronate

 Similar efficacy to denosumab

 50-70% reduction in vertebral 

fracture risk, ~40% reduction in 
hip fracture risk

 5mg iv every 12-24 months

 Main barriers to use in GP

 Route of administration

 Acute side effects



How to 

administer

 Comes in premixed 100 ml vial (insert 

giving set directly into vial), given over 

15 min

 IV access

 25ml N/saline flush before and after

 Observations before and after

 Easier than an iron infusion!



Checklist
Vitamin D 

replete

Proceed if >50 

nmol/L, keep 70-

100 nmol/L as a 

rough target in 

mind

eGFR >30

Can still be used in a 

specialist setting at lower 

eGFR



Acute phase reaction

 Due to uptake of zoledronate into 
monocytes -> release of pro-
inflammatory cytokines

 Less likely with subsequent infusions

 Symptoms:

 Fever (most common) ~20%

 Arthralgias/myalgias

 Fatigue

 Abdo pain, vomiting, diarrhoea

 Ocular inflammation

 Nasopharyngitis

 Onset begins a few hours after 
infusion, usually lasts 1-3 days



Acute phase 

reaction

 Counselling and expectation 
management is vital!

 Regular paracetamol +/- NSAIDs from 1hr prior 
to infusion and for 48 hrs after

 Offer po dexamethasone 4mg for 3 days (D0-
D2) if high likelihood of APR or patient anxious 
regarding APR

 If APR occurs, associated greater 
improvement in fracture risk. If pt has had 
previous bisphosphonate exposure, much 
lower likelihood of APR.

 Subsequent infusions are much less likely to 
cause APR

 Consider 3-6 months of po bisphosphonates 
first if worried 



Key 

questions



When to refer

 Not typical primary osteoporosis, e.g.

 Younger than expected

 More fractures than expected

 Fractured on therapy

 Difficulty finding an appropriate agent

 On >10 years of antiresorptive therapy and no specialist-led plan for long term 

treatment

 Denosumab withdrawal after >2 doses denosumab



Take home messages

Antiresorptive therapy 
should not be “set and 
forget”

Carefully consider before 
starting anyone on 
denosumab

Denosumab cessation can 
be complex and must 
always be covered by 
bisphosphonate therapy 
+/- specialist supervision

Zoledronate is a great 
option that can be easily 
given in General Practice
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We Need to Talk About Burnout
Dr James Martin | GP & GP Liaison Officer
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Guarantee! 

Older person safety

Gout

Lung cancer…

Satisfaction 

Money back  

Me and You  
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Me (1 slide) 
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You (the rest) 

• Listen

• Know

• Treat

• Manage risk...

GPs reporting feelings of burnout 

RACGP, Health of the Nation
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Burnout - Definition 

1. Exhaustion

2. Disengagement

3. Reduced professional efficacy

FROM CHRONIC WORKPLACE STRESS
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So where does that leave us?1

Risk factors

• Age 40-60 (>50% of us)

• Long hours

• Poor support network

• IMG (42%)2

The "Evidence"…

Protective factors3

• Autonomy

• Boundaries

• Collaboration

• CPD… 
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Let’s hear from some colleagues… 
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Survey – Oldenburg Burnout Inventory (OBI)4

 
1. I always find new and interesting aspects of my work

2. It happens more and more that I talk about work in a negative way

3. After work, I tend to need more time than in the past to relax and feel better

4. I can tolerate the pressure of my work very well

5. Lately, I tend to think less at work and do my job almost mechanically

6. I find my work to be a positive challenge

7. Etc…

Link to calculator...



0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0% 70.0% 80.0% 90.0% 100.0%

I always find new and interesting aspects in my work

There are days when I feel tired before I arrive at work

It happens more and more often that I talk about my work in a negative way

After work, I tend to need more time than in the past in order to relax and feel better

I can tolerate the pressure of my work very well

Lately, I tend to think less at work and do my job almost mechanically

I find my work to be a positive challenge

During my work, I often feel emotionally drained

Over time, one can become disconnected from this type of work

After working, I have enough energy for my leisure activities

Sometimes I feel sickened by my work tasks

After my work, I usually feel worn out and weary

This is the only type of work that I can imagine myself doing

Usually, I can manage the amount of my work well

I feel more and more engaged in my work

When I work, I usually feel energized

Your OBI | Question breakdown

Strongly agree Agree Disagree Strongly disagree



0.0%

2.0%

4.0%

6.0%

8.0%

10.0%
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16.0%

18.0%

20.0%

22.0%

24.0%

26.0%

8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32

Exhaustion subscale score

OBI | Exhaustion Subscale
Moderate                   Severe

Greater physical, affective & 

cognitive fatigue (Subscale score =23+)

~29%
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10.0%
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16.0%

18.0%

20.0%

22.0%

24.0%

26.0%

8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32

Disengagement subscale score

OBI | Disengagement Subscale
Moderate     Severe

Stronger tendency to distance 

yourself from work and develop 

negative attitudes towards your 

job (Subscale score =22+)

~14%
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6.0%

8.0%
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24.0%

16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40 41 42 43 44 45 46 47 48 49 50 51 52 53 54 55 56 57 58 59 60 61 62 63 64

OBI total score

OBI | Total Score High burnout 
(Total score = ≥52)

Moderate burnout 
(Total score = 44-51)

Low burnout
(Total score = ≤43)

“Clinically significant”

~18%

~18%





What can we do? 

• Take a break

• Talk to someone

• Have a look at your life

• “THE RIGHT MINDSET”

Prevention vs Cure
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What do we do? 
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Other Resources 

Doctor’s Health in QLD

Hilton Koppe “From self-abuse to self-care”

The Contented Clinician podcast…

Family / friends

Gym/Pool

Sports

Creativity

Hobbies

Nature

Etc, etc...

CPD

Troubleshooting

Connecting with colleagues…



Questions?



References 

1. https://www.sciencedirect.com/science/article/abs/pii/S0022395622005398?via%3Dihub

2. https://www.aihw.gov.au/reports/workforce/health-workforce

3. file:///Users/jim/Downloads/fpsyg-13-1064889.pdf

4. https://novopsych.com/assessments/well-being/oldenburg-burnout-inventory-olbi/

https://www.sciencedirect.com/science/article/abs/pii/S0022395622005398?via%3Dihub
https://www.aihw.gov.au/reports/workforce/health-workforce
file://///Users/jim/Downloads/fpsyg-13-1064889.pdf
https://novopsych.com/assessments/well-being/oldenburg-burnout-inventory-olbi/


Post Intensive Care Syndrome
Dr Stuart Baker | Senior Staff Specialist, ICU, Redcliffe Hospital 
Laura Smith | Clinical Nurse Consultant, ICU, Redcliffe Hospital 



ICU Follow-Up Clinic 

Redcliffe Hospital

Dr Stuart Baker – Senior Staff Specialist

Laura Smith – Clinical Nurse Consultant
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Once upon a time... a (very) brief history of ICU.

• Mechanistic approach

o Fix the problem

• Outcomes were binary 

o Survival vs non-survival

• Practitioners were happy if the patients left 

the ICU...

• Data from MNH

o Approx 4500 ICU admissions per year

o 88% of patients survive to hospital discharge 

(approx. 4000 per year)

• THESE PEOPLE ARE HEADING BACK INTO 

OUR COMMUNITY!!
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But around 2010...

= a change in metric for ICU 

outcomes

QUALITY of recovery
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Once upon a time in 2017…

“I want to speak with the 

people who understand my 

experiences and receive 

help from them to fill in the 

blanks”

 (ICU patient – 2017)



Intensive Care Follow-Up… WHY?

• Patients frequently experience ongoing, sometimes debilitating 
symptoms impacting their QOL post discharge, theses can persist 
for months to years

− Cognitive

▪ Difficulties with executive function

▪ Changes to memory and attention

− Physical

▪ Ongoing muscle wasting, weakness and fatigue

▪ Changes to mobility status

▪ Shortness of breath

▪ Appetite and weight changes

− Mental health

▪ Anxiety and depression, PTSD

▪ Recurrent flashbacks, hallucinations or nightmares

• PICS-Family

− Family members also experience significant stress which can 
lead to psychological disturbance

▪ Anxiety and depression, PTSD

▪ Sleep deprivation 

▪ Anticipatory grief

▪ Role changes post discharge resulting in caregiver stress

172

Post Intensive Care Syndrome



The Follow-Up Clinic Process
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LETTER

Clinic information is 

mailed to the patient 

post discharge

PHONE 

CONTACT

Patient contacted to 

offer follow-up 

appointment - 

voluntary

APPOINTMENT

Occurs F2F, 

Telehealth or phone 

with CN +/- MO

MDCC

Cases discussed 

with med, nsg and 

AH team. Referral 

pathways decided, if 

needed.

FOLLOW UP

If needed, ongoing 

follow-up scheduled 

or referral to Peer 

Support Group 

Post discharge Approx 2 months Approx 3 months Day of appt As requested 



How are you doing?  

     “I’m great…!”



How are you doing?  

     “I’m great…!”

 What do you remember?

  Do you worry about it?



How are you doing?  

     “I’m great…!”

 What do you remember?

  Do you worry about it?

   Can you watch a whole movie?



❖Completion of validated assessment tools

o HADS –Hospital Anxiety and Depression Scale

o PCL-5– PTSD Checklist for DSM-5 – measure of incidence of 
symptoms of post traumatic stress disorder

o PROMIS-COG – assesses for patient perceived concerns in 
cognition

o MST – Malnutrition Screening Tool

❖QOL Tools

o EQ-5D-5L – a multidimensional scale measuring mobility, 
self-care, usual activities, pain/discomfort and 
anxiety/depression

o KATZ Index of Independence in ADL's

o Clinical Frailty Scale

❖General discussion

o Resolution of reason for admission inc. Vascular access 
sites, airway issues

o Speech pathology questions – difficulties with voice quality 
and communication, swallow

o Family and psychosocial recovery

o Return to work

o What do the patients say about the care they received?

❖MDCC and referral pathways

What does a follow-up appointment involve?

177



What do we do with that information?

o Establish referral pathways for the patients' 
reported concerns, for example;

▪ ENT

▪ Rehab Day Therapy

▪ Neuropsych assessment and mgmnt

▪ Community based service link-ins

▪ Social Work

▪ Pulmonary rehab

▪ Chronic complex disease team/Nurse 
Navigators

o Communicate with the patients GP regarding 
ongoing concerns and recommendations

o Provide essential debriefing and validation of 
their experience

o Provide education on cares and treatments 
delivered in ICU – this helps to reduce 
memory 'gaps' that can lead to symptoms of 
PTSD

o Provide the opportunity for a walk-through of 
the ICU if the patient requests this.

o Refer to the Peer Support Group
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We are LEADERS in Australia with ICU Follow-up

oThe ONLY follow-up clinic in Australia with 

permanent funding, and have existed for 7 years!

oEstablished systems, processes and referral 

pathways already in place

oCurrently following up patients from Redcliffe 

ICU, and some referred Caboolture ICU

oEngaged in research with other facilities 

nationally offering follow-up

oWe will help fulfill requirements of Quality 

Statement 7 of the Sepsis Clinical Care 

Standard – Care after hospital and survivorship.
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Changes are afoot!

oSoon to be moving to REDCap for patient ease of access to assessment tools – send 

directly to patients prior to appointment

180

oBecoming a MNH wide service for ICU follow-up 

oMinimal exclusion criteria

▪ Admitted <24 hours

▪ Recreational overdose

o Many more patients!
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The Infectious Diseases Cocktail
Dr Alex Chaudhuri | Director of Infectious Diseases, TPCH



Fevers in the Returned Overseas 

Traveller

Championing Generalism Workshop

 2025



- Background

- Clinical presentations

- Resources

-  Summary



QUIZ

• How many Australian Residents travelled overseas in 

2024? 9.6 million (11.4 million trips)



QUIZ

• How many Australian Residents travelled overseas in 

2024? 9.6 million (11.4 million trips)

• Where?





Who are returning travellers?
• Tourists:

– package

– up market independent

– back packers

• Business traveller

• Travellers visiting friends

 or relatives (VFR)

• Aid worker/missionary

• Military

• Asylum seekers/

 immigrants



Travel history

• Where  

• When  

• Why  

• What   

• Which  

        



• Where did you travel? 

• When did you travel: – departure date – return date? 

• Did you travel in: – urban areas – rural areas? 

• What was the purpose of your travel: – tourism – visiting friends or 

relatives – business – other? 

• What special activities did you undertake: – mountaineering – scuba 

diving – caving – other? 

• Did you experience any specific risk exposures: – sexual risks – 

consume poor quality water or food – ticks or other insect bites – 

swim in lakes – contact with wildlife? 

• What vaccinations did you receive? 

• Were you taking malaria prophylaxis? If so: – which drug did you 

take – when did you start it – did you take it regularly as directed – 

are you still taking it?  

• Did you become ill while away? 

• Did anyone accompanying you become ill?



Specific presentations

• Fever

• Diarrhoea

• Respiratory 

• Skin

• Jaundice/STI/others



Fever

The Big Five

• Malaria

• Dengue (or other arboviruses)

• Typhoid (or enteric fevers)

• Rickettsia

• IFI (other autochthonous viruses)





QUIZ

• What is more likely in a returned Australian with fever?

• https://nindss.health.gov.au/pbi-dashboard/

https://nindss.health.gov.au/pbi-dashboard/




Incubation for Fever



Malaria



Resources

• https://www.fevertravel.ch

• https://www.cdc.gov/yellow-book/hcp/travel-associated-infections-diseases

• https://www.health.qld.gov.au/clinical-practice/guidelines-

procedures/diseases-infection/surveillance/reports/notifiable/annual

• https://nindss.health.gov.au/pbi-dashboard/

https://www.fevertravel.ch/
https://www.cdc.gov/yellow-book/hcp/travel-associated-infections-diseases
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/diseases-infection/surveillance/reports/notifiable/annual
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/diseases-infection/surveillance/reports/notifiable/annual
https://nindss.health.gov.au/pbi-dashboard/


References

CDC Current Outbreak List | Outbreaks | CDC

Assessment of returned travellers with fever | 
health.vic.gov.au

Returned traveller | Emergency Care Institute

https://www.fevertravel.ch/?home=Home

https://www.cdc.gov/outbreaks/index.html
https://www.health.vic.gov.au/publications/assessment-of-returned-travellers-with-fever
https://www.health.vic.gov.au/publications/assessment-of-returned-travellers-with-fever
https://aci.health.nsw.gov.au/networks/eci/clinical/tools/returned-traveller#heading4
https://www.fevertravel.ch/?home=Home


Summary

• Always ask about travel-related activities

• Always do a malaria film if returning from an endemic area

• Never forget autochthonous infections (HIV, IFI, Mono)
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Thank you! 
Generalism
NOUN

a philosophy of care distinguished by a commitment to the 
breadth of practice within each discipline and collaboration 

with the larger health care team in order to respond to patient 
and community needs.


	Slide 1
	Slide 2
	Slide 3
	Slide 4: The plan for today…
	Slide 5
	Slide 6
	Slide 7: Managing Gout – The Uric Acid Rollercoaster
	Slide 8: Learning Objectives 
	Slide 9: Why gout remains relevant 
	Slide 10: Methods to diagnose gout 
	Slide 11: Who gets gout and why?
	Slide 12: Gout can be treated better…
	Slide 13: 6 Myths of Gout Care
	Slide 14: 1
	Slide 15: 2
	Slide 16: 3
	Slide 17: Allopurinol hypersensitivity 
	Slide 18: 4
	Slide 19: 5
	Slide 20: 6
	Slide 21: Who to refer
	Slide 22: Gout Comorbidities
	Slide 23: Key Take Away Messages  
	Slide 24
	Slide 25
	Slide 26
	Slide 27
	Slide 28
	Slide 29
	Slide 30
	Slide 31
	Slide 32
	Slide 33
	Slide 34: Overview Program
	Slide 35
	Slide 36
	Slide 37: Simplified NLCSP Flow Chart
	Slide 38: Clinical Flow
	Slide 39
	Slide 40
	Slide 41: Baseline
	Slide 42: New MOC for NLCSP detected lung nodule(s)
	Slide 43: Specialist  nodule MDT care
	Slide 44: Nodule Assessment
	Slide 45: Biopsy?
	Slide 46: Pulmonary nodules | Clinical Prioritisation Criteria
	Slide 47: What is a nodule MDT? Not a lung cancer MDT
	Slide 48
	Slide 49: Additional Findings - Lungs
	Slide 50: Additional Findings – Coronary Artery Calcification
	Slide 51: Additional Findings – Other
	Slide 52: Smoking Cessation
	Slide 53
	Slide 54
	Slide 55
	Slide 56
	Slide 57
	Slide 58
	Slide 59
	Slide 60
	Slide 61
	Slide 62
	Slide 63
	Slide 64
	Slide 65
	Slide 66
	Slide 67: How Safe is Your Older Person?
	Slide 68
	Slide 69: Overview
	Slide 70
	Slide 71: Dementia
	Slide 72: Dementia
	Slide 73: Dementia
	Slide 74: Dementia
	Slide 75: Dementia
	Slide 76: Dementia
	Slide 77
	Slide 78: History of dementia
	Slide 79: History of dementia
	Slide 80: History of dementia
	Slide 81: History of dementia
	Slide 82
	Slide 83: Dementia screening (<15min)
	Slide 84: Dementia screening (<15min)
	Slide 85: Dementia screening (<15min)
	Slide 86
	Slide 87: Dementia & Capacity
	Slide 88: Dementia & Capacity
	Slide 89: Dementia & Capacity
	Slide 90: Dementia & Capacity
	Slide 91
	Slide 92: Dementia safety considerations
	Slide 93: Dementia safety considerations
	Slide 94: Dementia safety considerations
	Slide 95: Questions?
	Slide 96
	Slide 97
	Slide 98
	Slide 99
	Slide 100
	Slide 101
	Slide 102
	Slide 103
	Slide 104
	Slide 105
	Slide 106
	Slide 107
	Slide 108
	Slide 109
	Slide 110: Bone voyage: An update on osteoporosis
	Slide 111: Osteoporosis - Diagnosis
	Slide 112: Key questions
	Slide 113: Osteoporosis – Patient screening
	Slide 114
	Slide 115
	Slide 116: Key questions
	Slide 117: When to consider anti-osteoporosis drugs
	Slide 118: Key questions
	Slide 119: Anti-osteoporosis therapies
	Slide 120: Anti-osteoporosis therapies
	Slide 121: Antiresorptive drugs
	Slide 122: Remodelling of bone matrix
	Slide 123: Osteopetrosis: Lessons from monogenic disease 
	Slide 124: How long to treat (controversial!)
	Slide 125: Antiresorptive drugs
	Slide 126
	Slide 127
	Slide 128
	Slide 129: The Denosumab Dilemma
	Slide 130: Scenarios to consider before starting a patient on denosumab
	Slide 131: Can denosumab be ceased safely?
	Slide 132
	Slide 133: Example scenario: A patient on long term antiresorptive therapy needs a dental extraction
	Slide 134: Example scenario: A patient has a fracture on long term antiresorptive therapy and qualifies for intensification of therapy with osteoanabolic
	Slide 135: Zoledronate
	Slide 136: How to administer
	Slide 137: Checklist
	Slide 138: Acute phase reaction
	Slide 139: Acute phase reaction
	Slide 140: Key questions
	Slide 141: When to refer
	Slide 142: Take home messages
	Slide 143
	Slide 144
	Slide 145
	Slide 146
	Slide 147
	Slide 148
	Slide 149
	Slide 150
	Slide 151
	Slide 152
	Slide 153
	Slide 154
	Slide 155
	Slide 156
	Slide 157
	Slide 158
	Slide 159
	Slide 160
	Slide 161
	Slide 162
	Slide 163
	Slide 164
	Slide 165
	Slide 166
	Slide 167: ICU Follow-Up Clinic 
	Slide 168
	Slide 169
	Slide 170
	Slide 171
	Slide 172: Intensive Care Follow-Up… WHY?
	Slide 173: The Follow-Up Clinic Process
	Slide 174
	Slide 175
	Slide 176
	Slide 177: What does a follow-up appointment involve?
	Slide 178: What do we do with that information? 
	Slide 179: We are LEADERS in Australia with ICU Follow-up
	Slide 180: Changes are afoot!
	Slide 181
	Slide 182
	Slide 183
	Slide 184
	Slide 185
	Slide 186: Fevers in the Returned Overseas Traveller
	Slide 187
	Slide 188
	Slide 189
	Slide 190
	Slide 191: Who are returning travellers?
	Slide 192: Travel history
	Slide 193
	Slide 194: Specific presentations
	Slide 195: Fever
	Slide 196
	Slide 197: QUIZ
	Slide 198
	Slide 199: Incubation for Fever
	Slide 200: Malaria
	Slide 201: Resources
	Slide 202
	Slide 203: Summary
	Slide 204
	Slide 205
	Slide 206
	Slide 207

