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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...

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

o How safe is your older person?
134}

10.10am WP 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
P o)

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 Cocktall
4.10pm Table Quiz

4.25pm Closing address



Slides, resources and videos
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T
W Queensland Government Contactus  Mewsmom  bvents | X Sesizo foen B Pri
Metro North Health
'[:‘r Reler your patient Hospitals & services Health proflessionals Research Gel invalved Careers Aboul us
Home § Relar yaur patient S GP and primary cane educalion & events / GF and primary care education
Contact

GP and primary care education

Presentations and further resources from past education
events

B Cabooclture Hospital education
Cardiology

B Championing Generalism Workshop
B Disbetes

B Gastroenterclogy and Hepatology
B Gender Services

Genetics

Gynaecology (updated 2024)
Haematology and Oncology
Heart Failure

Immunology & ENT (updated 2024)

(- - I - I+ ]

Kidney Health

Maternity (updated 2025)

Men's Health (updated 2024)

Ernail: MMGPLOEhealth.gld gov.au

Refer a patient
Access Lhe referral guidelines v
refer a patient.

Call Lthe GF hotine lor enguinies
absout referring on 1300 364 938
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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 29 to USA for gout prevalence (Canada 39; 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



Who gets gout and whye

Multifactorial — but purine rich diet is minor
Family history important — especially in 15t
nation

Kidney function crucial — under-excretion —
CKD of any cause, hyper-insulinaemia &
influence of sex hormones



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



» Inifiate 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



» 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 o be safe & effective
» Taylor et al. Am J Med 2012;125(11):1126-1134.e7
» J Clin Rheum 2015:21 120-125



» Myth — high doses of ULT (allopurinol) are associated with serious
adverse effects

» Readlity - 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

NN

Counselling
» Starting with larger doses and » Watch for rashes, mouth -
fifrafing fo fast ulcers, flu symptoms
» HLA-B5801

» Chinese, Viethamese and
east Asian background

» Family history



» Prophylaxis against flares while titrating is VERY IMPORTANT
» Colchicine 0.5mg 1-2 tablets daily
» NSAID eg Naproxen 250 mg bd
» 2ndJine prednisolone <7.5 mg/day

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



» 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)



» 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 1o refer

» Referral if:

» Very poor renal function / dialysis
Asian / Indian with poor renal function
Allopurinol sensitivity
Very young

Very severe

\ A ADD 20, AN 4

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



Smart Referrals

g
w Queensland Government [:J Smart Referrals

&Y Patent name: Ms 15 Sep 1995

Yes

Rheumatology REDCLIFFE HOSPITAL

Rheumatology THE PRINCE CHARLES
Condition specific clinical information HOSPITAL

Rheumatology CABOOLTURE HOSPITAL

Show emergency referral criteria Rheumatology ROYAL BRISBANE &
WOMEN'S HOSPITAL

Minimum Referral Criteria Rheumatology PRINCESS ALEXANDRA
* Minimum referral ¢ HOSPITAL

Rheumatology QUEEN ELIZABETH Il

JUBILEE HOSPITAL

(_J Calcium pyrophosphate deposition disease (CPPD

override of minimum r al criter:

History and Examination

Essential referral information:

* History

Additional referral information:

« Interference with ac

es of daily living and functional impairment inciuding working ability

Referral Letter

Referral letter

Pathology and Test Results
Essential referral information:

11.9 km
15.4 km

20.0 km
21.2km

27.2 km

349km

Park request H Refresh content ” Cancel request

Out of catchment

Out of catchment
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Smart Referrals

ﬂ? Patient name: Ms Alison Test DoB

[£) Request information

.'5&‘;‘:
MQueensland Government FJ Smart Referrals

15 Sep 1995

New referral

N

Yes No

Rheumatology

Rheumatology

Rheumatology

Condition specific clinical information = Rheumatology

Request for Advice

* Request |

Investigations and imaging
< Standard clinical information
&9 Patient information

&7 Insurance information

o Referring GP's information

:; Supporting documentation

Rheumatology

Rheumatology

Update

7]

REDCLIFFE HOSPITAL
IPSWICH HOSPITAL

SUNSHINE COAST
UNIVERSITY HOSPITAL

NAMBOUR GENERAL

HO
CAl

SPITAL
RNS HOSPITAL

Continuation

70.5 km

1369.1 km

Park request H Refresh content

Cancel request

|

Out of catchment

Out of catchment

Out of catchment

Out of catchment
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M Queensland Government
Metro North Health

fa}  Refer your patient  Hospitals & serviees  Health prelessionals  Research

Gel invalved Carears

T fesize forn 8 Prir

Abaul us

Home / Reler your patient J R

Rheumatology

Conditions

*  fuial Spondyloarthritis *  Giant Cell Arteritis *  Peripheral Spondyloarthritis

Spandylitis Arter Psarialic arthrilis and Reac|
*  Connective Tissue Disease " My s - Pabymyositis, arthr

dermatormyrsitis, {70 associated . rryalgia thewmatica

inMarmimatary iy B ®  UndiTerentiay
5 Dalecarlbilis nflamrnatary arthritis
*  Ouher rhewnatalogy conditions *  Wesculitis fnon GCATempors

Giad and CPPD

15 where fheumalology ingul &

stirive sought

il for angain;

ss2 emigure Lhe following

rere and when di

®  Rhewma

Capie

Emergency department referrals

If arty of the follawing are g #d, please refer he

patient Lo the emergency depariment (via ambulance i

y) o seek emergeny

reur

. Feripheral Spandyloarthricts - Psoratic artnris and Reactive arthrits

d Arthris

Bl #xial Spancylaarhrits - Ankyicsing Sponchyikts

Bl crystst avthitis - Gout and CFD (pseudng

= Concerns for septic arfritis
-

ce drug re Lo Allapurinal

Polymyaigia Rheumatics

Cannective Thaue Disease - SLE, Sckeroderma, METD, Sjagren's Syndrome and undifferentiated ar overisg CTDs

ulkis

Bl s - polymyesins, dermasnmynste, CTD assacloes mynsts and undiffersntioted Infsmmatary mynsts
Bl siant cob arereTemporal Arterits

Patieris will be alls iows Facil based on the

the district.

3 iTIproe e

Fiis R

e asrgent pefrrrals ilesce ¢

Send referral

Hotline: 1300 364 938

w Queensland Govemment
Metro North Health

m Rafer your patient Hospitals & services Health prolessionals Rezearch Gel invalved

Carears

Abaul us

Electronic:

GP Sriarl Relerrals [preferied)

el System Lemplat

Medical Objects ID: MO20200004P
HealthLink EDL gidmnhhs

Mail:
Metro North Central Patient Intake

Aspley

6 Zillmere Road

W QLD 4034

Health pathways @

healthpathways 2hrisbanenorthphn,
org.au

brishanenarthhealthpathwayscamemn

unity.org

Locations

Hospital

The Primce Charles Hospital

Resources

Guidedine for the Mans

Specialisis list

Ostesarthritis of Lhe Knee Clinical
Care Standand

General referral oriteria

Methotrexate

Lo Do

Home f Reler your gatient Eumaleigy Goul and CPPD {pLeudagoul)

Crystal arthritis - Gout and CPPD (pseudogout)

Does your patient wish to be referred? @

Minimum referral criteria

Does your patient meel the minimunm referral criteria?

Category 1

med category 1 Crileria

Category 2 -
AppoinLmer
desirabile
.
.
Categary 3

AppinLment wilkin

desirable

If your patient does not meet the minimum referral criteria

Consider ather rastment pa

ays ar an alternative di

s saill vt Ly refey your patient

" Please explain wihy [2.0. warning signs or al rmodifiers, uncenain

*  Please nate thal your referral ray net be accepted ¢ b sedirected Lo anather sér

Routine referrals

Consider routine referral for

sxample

= Goul

= Paeudogoul

Rhewnatology

Specialist riveurnatol
ray be soughit for

Send referral

Holine: 15040 364 538

Electronic:

Medical Objects ID: MOS0250002)
HealthLink EDL: giémnhhs

Mail:
Metro Morth Central Pa

ril ivlake

brishanenorth healthpathwayscomm

unily.org

Locations

HospiLal

The Prine Charles Hispatal
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HealthPathways

Brishane North

Haematology
Hyperbaric Medicine
Immunology
Infectious Diseases

Intellectuzl and Developmental
Dizability

Neurclogy

Oncology

Pain Management
Palliative Care
Rehabilitation Medicine
Renal Madicine
Respiratory

Rheumat

Ankylosing Spondylitis (AS)
Antinuclear Antibody (ANA) Testing

Autoimmune Connactive Tissue
Disorders (CTDs)

Disease Modifying Anti-theumatic
Drugs (DMARDs)

Fibromyalgia

Giant Call Arteritis (GCA) or
Temporal Arteritis

Gout and Pseudogout
Inflammatory Arthritis in Adults
Ostecarthritis (OA)

Polymyalgia Rheumnatica (PMR)
Rheumatology Requests
Sexuzl Health

Sleep Medicine

Mental Health

Clider Adultz" Health
Pharmacology
Public Health
Reproductive Health
Specific Populations.
Surgical

Women's Health

Our Health System

Medical / Rheuratalogy

=T
1 -
[

Gout and Pseudogout

This page iz about gout and calcium pyrophosphate disease (CPPD) conditions, including pseudogout.

Red flags

P Septic arthritis

Background

About gout and psewdogout v

Assessment

1. Take a history for:
»  zymploms v
= potential triggera
« rizk factors v, O 52
2. Examine the patient:
»  Measure blood prezsure, heart rate, and temperature.

= Check for signs of gout or calcium pyrophosphate dizease (CPPD) w.

3. Consider differential diagnoses:
»  Septic arthritis — suspect if either:

o rapid onzet of a red, warm, swollen, exquisitely painful joint with reduced passive and active range of movement,
especially if tachycardia, hypotension, fever or other constitutional symptoms present.

o patient being treated for gout or calcium pyrophesphate disease {CPPD) (e.g., pseudogout) and worsening or not
improving within 48 hours of treatment.

= Other diagnoses v

4. Arrange investigations .

Management

Management of acute attacks

1. If suspected septic arthritis, request acute orthopaedic azszsament.

[

Prescribe medications — NSAIDs , hicine v, cort

also be considered in scute CPPD:

w

If patient with gout taking allopuringl, advize them to continue taking it during the acute attack.

4. Educate the patient about gout or CPPD and non-pharmacalogical measures w.
5. Review the patient in 48 hours or earlier if detericrating —
» poor responze, check compliance and reconsider diagnosziz. Seek rheumatology advice or request non-acute theumatology
asgesament.
« patient improving, continue treatment and discuss long-term preventive management as below.
Prevention

1. Advise lifestyle interventions .

teroids v are all conzidered first line in the treatment of gout and can

General Practice Liaison Officer Program
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Breathe easy: Lung Cancer Screening for GPs hi

Dr Kwun Fong | Thoracic Physician, TPCH / Researcher UQ EWANE .
Dr James Martin | GP / GP Liaison Officer s soemen
Dr Gerry Olive | Thoracic Physician, TPCH / Researcher UQ




Overview

General Practice Liaison Officer Program

Survey

Lung Cancer in Aus
Program Overview
Nodule Management
Incidental Findings
GP Impact

Referrals

Resources

29
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Lung Cancer in Australia

« 5 commonest cancer
» Leading cause of cancer death
* Despite 5y survival improvement of 10 to 26%

(1990-2020)
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Colorectal cancer (C18-C20)

Select cancer: Select sex:

|Co|orecta| cancer (C18-C20) v | |Persons

Incidence
Colorectal cancer (C18-C20), 2011

Number of cases, by stage at diagnosis
Colorectal cancer, Persons

[l I v

Survival
Colorectal cancer (C18-C20), 2011-2016

3,000

2,000

1,000

0

Unknown

S-year relative-survival, by stage at diagnosis
Colorectal cancer, Persons

100.0
80.0

60.0
40.0

20.0
0.0

IV Unknown

Lung cancer (C33-C34)

Select cancer:

Select sex:

|Lung cancer (C33-C34) v | |Persons

Incidence
Lung cancer (C33-C34), 2011

Number of cases, by stage at diagnosis
Lung cancer, Persons

4,000

2,000

N 1

| Il 1] v

Survival
Lung cancer (C33-C34), 2011-2016

5-year relative-survival, by stage at diagnosis
Lung cancer, Persons

100.0
80.0

60.0
40.0

I 1] 1] v

Unknown

20.0 p——em —

Unknown

Internal cancer
Asymptomatic early
Symptom normalisation
Stigma

Education (“death sentence”)
Health inequity

No screening!

31



Opening the Floodgates?




rogram

Home Topics Our work Resources

Home » QOur work

National Lung Cancer Screening
Program

The new NLCSP is a screening program using low-dose computed tomography

scans to look for lung cancer in high-risk people without any symptoms. It aims to
find lung cancer early and reduce deaths from lung cancer. Screening services will
begin for eligible people from July 2025.
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See your doctor or

Overview Program healthcare provider

« Commencement July 2025 /
~50- Agree gﬂcﬁpate
>0-70yo _ _ > = the NL and geta
- 30 pack year smoking history / referral for a scan

—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

NATIONAL
LUNG CANCER
SCREENING
PROGRAM




Promotion

SCREENING AND

ASSESSMENT PATHWAY

Program entry

& awareness

g All health professionals

Screening
eligibility

£ Aseasor

~~ " years old

T No slgns or
.ﬂbﬂ SYmMptoms
g1 suggestive

of lung cancer

Currently
-z smoking or quit
In past 10 years

=30 pack-year
Tis clgarette smoking

history

afs

EQA Participant recruitment

"(E Healthcare prowviders and support workers

F'H Organised by primary care provider
oR
Opportunistic in an unrelsted consultatdon
oR
Facilitated by any healthoare worksr
oR

Self-identification by potentisl participant

Enrolment & shared

decision-making

fr'% Reqguesting practitioner

Eligibility and enrclment fomm

Hiigibility for screening confirmed
Suiitability for low dose CT scan assessed

Informed choice to participsts recorded

2 Leror-close CT scan recquest

May be eligible

for screening — l
Mot eligible for

screening —

MCSR - Mational Cancer Screening Register, MMP- Modiu

& Management Protoool.

Screening

=

Low-dose CT scan

==

.'-"'j;_ Radiographer

Low-do== CT scan performed

Scan images retsined = per ususl practice

Scan assessment & reporting

73 Radiologist

Scan read using MLCSP
Module Management Protoood

Structured report
JL

l !

—

Structured report
SENC 10 requesting
pracdtionsr

Soucured reporrc 4
sent to MCSR

MNATIOMNAL
CAMNCER
Australian Government PROGRAM
Flesults & management
Based o NLCSF Nodule Momagerment Protooms’
p—
Retsn for soceeningin
Lowr to Retusn fior soreeningin
moderate risk & months

High risk

Results & reminders

-"r:i Requesting practitiomar

MCSR sends requesting pracddoner comespondence of the resulcs

ey o sk Sindines

MCSR nodgfies parbcpant o

MCS5R nodfies participant of resulc - ..
COMESct requesting prachtionsr

4

MCSR reminds participant oo
screen at required imterssl

Requesting practidoner provides
F results to pardidpant and manages
acoording to MR

1

Offer smoking cessation support according to best practice guidelines (ASK, ADVISE, HELP)

health.gov.au/nlcsp



HEALTH WORKFORCE ROLES
AND RESPONSIBILITIES

Manage
Low-risk, low to
{.‘.anduct ] moderate
eligibility and Provide Conduct the Read and risk and Manage Manage
Promote and suitability check smoking Enrolin the low-dose report the Communicate Srupparl: Its moderate-risk referrals for high-risk or
recruit and request cessation program T n low-dose results com icati nodul ; repeatscansand very high-risk
low-dose support CT scan mun actionable investigations nodules
CT scan additional
findings

Healthcare Respira!tury

Radiographers Radiologists providers¥® physicians
(see key) linked to a lung
cancer MDT**

Healthcare Healthcare Administrative Health su — cither speci
providers® Healthcare providers® staff K L ) ':'r'a"'"ﬂ""l.e‘_r'i
(see key) providers* (see key) (see key) WArRErs = luing cancer MOT.
can support
assessment of
Health support eligibility Health support
workers (see key) workers

Requesting practitioners:
Healthcare providers authorised te request a low-dose CT scan, including general
practiticners, nurse practitioners and other medical practitioners

Healthcare providers *without authorisation to request a low-dose CT scan:
*Registered nurse, registered nurses, practice nurses and enrolled nurses, Aboriginal
NA l IDNAL and Torres Strait Islander health workers and practiboners, alhied health professionals

LUNG CA NCER Health support workers:

Abaoriginal liaison officers, health support workers and smoking cessation specialists

Administrative staff (based in primary care]:

Australian Government PROG RAM Practice managers and administrative staff
www.health.gov.au/nlcsp



Incomplete

Repeat scan in
1,2o0r3
months

(for suspected
niection or

inflammation)

*Low risk participants require two 12 month scans before extending to 24 months.

screen

24 months

sCan

12 months*

Nodule
growth?

Follow-up scan

6 months

Nodule
growth?

Moderate
risk

Follow-up scan

3 months

Nodule
growth?

Manage according to risk category reported
by the radiologist in the structured report

Refer to respiratory physician
or other relevant specialist linked
to lung cancer multidisciplinary

team (MDT) for investig

management outside of the program

No lung

cancer found

\)

Return to
screening
program

Lung cancer

confirmed

\)

Lung Cancer
Optimal Care
Pathway

Actionable
additional
findings

Manage
according to
relevant
guidelines

Exit
screening
program




REQUESTING
PRACTITIONER FLOW
CHART FOR ELIGIBILITY
AND CT SCAN REFERRAL

reacdy

D Complete the checklist to
Zet your practice ready
zet Wour Practice Ready for the

National Lung Cancer Scresnimg
Program

G Complete the lung cancer
screening eleaming
Education modules

a Check practice records
and send invitations

www health.gov.aw/ nlecsp

Get your practice

appointment

@) Confirm eligibility”

»  Aged 50 to 70 yesrs. and

*  Hawe no symptoms or Signs that
suggest lung cancer** (for exampls,

unexplaimed persistent cough. coughing

up blood, shortness of breath for mo
reazcn) and

*  Smocke tobscoo cigarettes or haee 3
history of cigarette smoking (having
quit withim 10 years), and

*  Hawe s histony of tobaooo cigarette
smoking of at lesst 30 pack-years
(for example, a pack a day for
20 years. or 2 packs a day
fior 15 years).

Assess low-dose CT scan suitability
Screening may not be suitable fior your
patient Plan with your patient when
they can re-check their suitability and
encoursge future participation.

Examples of a partidpant not being
suitable imclude:

*  They hawe had a full chest CT scam
within the last 12 months or have
ocne planned for dinical reasons
in the mext 3 moniths.

*  They hawe had a symptomatic lung
infecticm (for example, COMD-18,
preumonisa, acute bromchitis) within
the previcus 12 week=s.

»  They areunsble m lie flatfor 3
miinimum of 5 minutes and hold their

hands above their head for a low-dose

CT =can.

»  Their weight exceeds the restrictions
of the scanner (greater than 200 kgl

Eligibility assessment

o

The Matonal Lung Cancer Scresning
Program (MLCSP) iz a targeced scresning
program available for eligible people aged
beoween 50 and 70 who smoke tobacoo
cigaremes or have guit smoking within the
last 10 years.

Screening regularky with low-doss
computed tomography (CT) scans is the
best way to detect lung cancer early.

Participate in shared decision-making
to decde together if soreening is nght
for themn

Prowide shared decision-making for lung
cancer sreening pamphlet o patients.

Shared decision-making materials

Provide the participant with the
MLCSP privacy information notice**

Complete the Eligibility

and Enroclment Form to enrol

a partidipant in the program
Heslthcare providers need to complets
the form and enrol a participant in the
Mational Lung Cancer Screening Regjister
[MICSR]) either throwgh the NCER interface
integrated with dinical sofoware or through
the MCSR Heslthoare Provider Porzal.
MLCSP Lows-dose CT Scan Request Form

Healthcare Provider Portal

All participants need a request

fior screening. Complete 3 low-dose CT
scan request form imduding information
that the scan is for the program and #the
participant has a first-degree family history
of lung cancer.

Provide smoking cessation

adwice and support

People do ot have to guit smocking to
participate in the program. Enccursge
and support the participant to quit
=smoking: if appropriate, follow the

Ask Advise, Help modsl.

Quit Centre: Clinical toals and
puidelines on smoking cessation
[quitcentre.orgaul

Refer 1o the Program Guidelimes
for a comprehensive explamation

of the steps of the Matdonal Lung
Cancer Screening Program.

Consider the cultural perspective

of each patient you see before talking

about lung cancer screening.

Con=ider imsolving Aboriginal and

Taorres Strait Islander Health Pracdtionsrs
and Aboriginal and Torres Strait Islander
Health Workers where possible when
spesking with & patient who identifies as

an Aboriginal andfor Torres Straic Islander

person. Consider aocessing interpreter
services for culturally and limguisticalby

diverse people.

Schedule appointment

The participant will need to bock an
appointment at a radiclegy clinic or &t
& maobile screening service provided
in some rural and remote areas; tell
the climic that they are lung cancer
soresning participant

Dwring the scam

The scan process will take

S to 10 minutes

It iz not painful and no injections
are mnesded

Afver the scan

The radiclogi=t read= and reports
the =can using the NLCSP nodule
Mmanagement proto

The low-doze CT scan report

= zent to the MCSR.

Rezult=, induding recommendead
actions, are prowvided 1o the requesting
practiticner by the MCSR and via usual
Means.

Scan resulis will be dassified into the
following categories:

Imncomplete

Wery low risk

Lo risk

Meoderabe risk

1]
1
2
3 Lo to moderate risk
4
56

High-risk £
wery high-risk

A Acticnable edditional
finding=
Participant= should be advized that
if they develop symptoms between
planned screenings, they should s=e
their healthcare provider.

Aunstralian Government

[f a lung nodule or finding not related to
lung cancer is found, d"e partcipant may
r'eed imvestigation, which could include
additional low~dose T scans,referrals
or test=. These will be reported in the
radiclogy report. with guidance regarding
next steps provided.

If nodules are identified

Irvestigations of identified modules may
induwde additicnal imterval low-dose CT
scans (at 3. & or 12 months)] or referral
m a respiramry physician linked to & lung
cancer multdisciplinary team (MOTL

See NLCSP noduls

Management protecol

If actionable additional indings
are identified
Imaging of the chest may identfy acionable

additional findings not related to lung cancer.

If actionable additicnal findings are
detected, dizorss these with the
participant and manage them as per the

Roysl Australian and Mew Zesland College
of Rediclogy Adicnable Additional Andings

‘Guidelines for the Mational Lung Canosr
Screening Program. This may include
referral to other specializts with relevant
expertize who are linked with a lung
cancer MOT.

S=2 actisnable additional indings
guidelines

Additional notes

5

NATIONAL
LUNG CANCER
SCREENING
PROGRAM

Requesting
practitioner follow-up
and rescreening

For each scan, participants will need
‘1o beock an appointment with you for
& new low-dose T scan reguest.*

Thiose with no significant findings wi
be reminded about screening every
‘twvo years if they have cpied in for
communicaton from the MCSR™

For participant= who have opted out
of the NCSR. you wil nead 1o remind
‘them and follow up about all screening.

Those with findings will be reminded
sbwoust interval scanzat 3. 6 or 12
months. Those without fimdings will be
reminded every Two years.

= Dncer an indvidual & participating in Che: prosram, Their smokdng histony elghility crberia does not need to e ne-assessed

with knoesn risk Tamoes or with mane than One: SyTmipoom: ar Signl.

= Ary of the foliowl ng unesplained, persistont Sympioms ared Signs [lasting mone than 3 weelkes, o sarfor In patienms

Sk thie Carcar Ausrada guidh oo Invemigating sysigtoins of Iuing ceneer
= Coughing up Bood Persistent or recurnent chest infection

= Mew umsexpiained coughoor changed cough
= Cheesl arvdfor sheailder paln

=  Shormess of breach for me reason

=  Heoarsesess

= Unexplained weight loss o loss of appetine

4 4 & s @

Fatigue

Dieeep wishn Chioenbaosks (06T
Abnormal chest signs
Finger clubbing

S dindiiduais o Chooss 0O ofT ot of thel MICSR aned s2ill haras @ Trioe Wosv-doee O Scan; Foveiwr, ey will mot B corsioanad

& RETCEanT i e PRTETSM OF PiaDakal Comiminkcat on fromm thee MOSH. H 3 soneening participent ops our of patciparting in
char WOSH, T b the resseons g ity oF Th raeestingg et o to: nodify draim OF raspsat oF ol owe-LD SCans.
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for investigation

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
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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

NATIONAL
CANCER

Australian ;nvemment PROGRAM

NODULE
MANAGEMENT

PROTOCOL




Baseline
Australian ILST Data

(QLD)

83.9%

8.4%

2.9%

High risk

Very high risk

Actionable
additional
findings

excluding airway nodules and atypical pulmonary cysts

Airway nodule, segmental or mare proximal

Atypical pulmonary cyst:
o Thick-walled cyst OR

a Al Ao et

Baseline nodule with PanCan risk = 30%
excluding airway nodules and atypical pulmonary cysts

Refer to Respiratory
Physician linked to a lung
cancer multidisciplinary
team

Further features or imaging findings that increase suspicion for lung cancer

Refer to Respiratory
Physician linked to a lung
cancer multidisciplinary
team

Clinically significant or potentially clinically significant findings unrelated to
lung cancer will be described with appropriate recommendations

As appropriate tothe
specific finding

Category Findings Management Category
descriptor
Incomplete Findings suggestive of an inflammatory or infectious process 1-,2-,0r3-month LDCT | O
Very low risk No lung nodules 24-month LDCT 1
Baseline nodule with PanCan risk <1.5%
excluding airway nodules and atypical pulmonary cysts
Nodule with benign features:
« Complete, central, popcorn, or concentric ring calcifications
+  Fat-containing
Juxtapleural nodule:
o 524 mm3(<10 mm) AND
» Solid; smooth margins; and aval, lentiform, or triangular shape
Low risk Baseline nodule with PanCan risk 1.5% to < 6% 12-month LDCT 2
excluding airway nodules and atypical pulmonary cysts
Airway nodule, subsegmental
Lowto Baseline nodule with PanCan risk 6% to < 10% 6-month LDCT 3
moderate risk excluding airway nodules and atypical pulmonary cysts
Baseline nodule with PanCan risk 10% to < 30% 3-month LDCT

A




New MOC for NLCSP detected lung nodule(s)

.

Micronodule or
very low risk

!

NLCSP via
Primary Care

protocol

% Triage referral to
= Request for
=y - advice (e-

= Spec|al|st Consult) with
Q specific advice to
CU? referral referring doctor;
© +/- Return to 24
% Nodule MDT month NLCSP
o)

nd

Pulmonary
Malignancy
MDT

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

Nodule
Clinic workup

| |
=
AV

Confirmed
Benign

|

il

Additional findings
on CT report

l

No action required
unless Respiratory
finding needing
Specialist
consultation; note
to referrer to
undertake primary
care evaluation+/-
referral appropriate



Specialist
nodule
MDT care

Terms of ﬁr:
Metro North Hospital and Health Service

General Practice Liaison Officer Program

Clinical
Prioritisation
Criteria*

Imaging

>

History
Lung function

Assess
fitness

Review
Imaging
Risk
calculation

Pt
preferences

Surveillance
Biopsy

Curative
Treatment

« Surgery

« SABR

(dis)Agree
Proceed

Follow-up




Nodule Assessment

» Patient factors

- Preference

Fitness
Performance status
Comorbidity

* Nodule factors

— Character

- Size

— Location / accessibility
- Associations

— Change over time

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

General Practice Liaison Officer Program

Character
15mm ground glass nodule 15mm subsolid nodule with 6mm solid nodule

7mm solid component
Features

B 9

Spiculation Lobulation Cavitation Heterogeneity/necrosis

Smooth Triangular Calcification Fat containing




Biopsy?
» CT guided vs Bronchoscopic
* Risks / expected yield /

* Is it required?

General Practice Liaison Officer Program

Air Bronchus Sign

45
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Pulmonary nodules | Clinical Prioritisation Criteria

Minimum referral criteria

Does your patient meet the minimum referral criteria?

Category 1 ¢ Solid nodule >8 mm in diameter
Appointment within 30 days is

desirable

Category 2 ¢ Solid nodule 6-8 mm (solitary or largest of multiple nodules)

Appointment within 90 days is e Subsolid nodule >10 mm

desirable ¢ Subsolid (ground glass) lesion with interval growth or development of
solid component on serial imaging
e Part solid nodule of diameter 26 mm or where solid component is 25 mm
(solitary or largest of multiple)
e Multiple subsolid (ground glass) or part solid nodules <6 mm
¢ Multiple nodules of any size in patient with personal history of malignancy
Category 3 ¢ Subsolid (ground glass) nodule 6-10 mm
Appointment within 365 days is ¢ Solid nodule <6mm in high-risk patient (solitary or largest of multiple)
desirable

If your patient does not meet the minimum referral criteria
Consider other treatment pathways or an alternative diagnosis.

If you still need to refer your patient:

* Please explain why (e.g. warning signs or symptoms, clinical modifiers, uncertain about diagnosis, etc.)

¢ Please note that your referral may not be accepted or may be redirected to another service 46


https://www.health.qld.gov.au/cpc/respiratory-and-sleep-medicine/pulmonary-nodules

General Practice Liaison Officer Program

What is a nodule MDT? Not a lung cancer MDT

Lean e Comprehensive =%
: |
: ! =
: |
l i Radiation
Oncologist
Lung Ca Radioloaist | Cardiothoracic | “
Murse I surgeon |
|— ===+ | Radiologist
| — | @O
: ==\
(®V))
| =)
| | Medical Nuclear Medicine
Respiratory , NuclearMedidne o oo | Oncologist Physician
PhYSI(Ian I Phyﬂ(laﬂ Oncologlst I
- T TTTT== Respiratory Cardiothoracic
Physician rq Surgeon
| <o ?
Excellent icons
gratefully LA Palliative
adapted from Pathologist Care




Incidental Mx

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

P

The Royal Australian Iy
and New Zealand ANZSTR
College of Radiologists® &t zenns

NATIONAL LUNG
CANCER SCREENING
PROGRAM

Additional Findings Guidelines

Finding Reporting Management Reference/source
recommendation recommendation for
reported findings
Lungs
Emphysema Mild (< 25% of lung volume), Clinical review. Refer to Lung American College of Radiology Lung

moderate (25-50%) or severe
(> 50%) - report

Panlobular - report

Foundation Australia COPD-X
Handbook.

Cancer Screening CT Incidental Findings

Quick Reference Guide. (1)

ERS/ESTS/ESTRO/ESR/ESTI/EFOMP

statement on management of incidental

findings from low dose CT screening for

lung cancer.(2)

Expert opinion (ANZSTR, RACGP, and
TSANZ).




Additional Findings - Lungs

Finding Reporting Management Reference/source
recommendation recommendation for
reported findings
Lungs
Emphysema Mild (< 25% of lung volume), Clinical review. Refer to Lung American College of Radiology Lung

moderate (25-50%) or severe
(> 50%) - report

Panlobular - report

Foundation Australia COPD-X
Handbook.

Cancer Screening CT Incidental Findings
Quick Reference Guide, (1)

ERS/ESTS/ESTRO/ESR/ESTI/EFOMP
statement on management of incidental

findings from low dose CT screening for
lung cancer.(2)

Expert opinion (ANZSTR, RACGP, and
TSANZ).

Interstitial lung
abnormality

Interstitial lung abnormality
with high-risk features
(honeycombing, reticulation,
traction bronchiectasis or
progression) - report

Interstitial lung abnormality,
stable or without high-risk

features - report

Interstitial lung abnormality with
high-risk features: Clinical review
(symptoms, family history,
crackles). Perform high resolution
CT chest (including prone
acquisition). Refer to respiratory
physician.

Interstitial lung abnormality without
high-risk features: Clinical review
(symptoms, family history,
crackles). Imaging findings will be
assessed at next screening CT.

ERS/ESTS/ESTRO/ESR/ESTI/EFOMP

statement on management of incidental
findings from low dose CT screening for

lung cancer.(2)

Interstitial lung abnormalities detected
incidentally on CT: a Position Paper from
the Fleischner Society (3).

Expert opinion (ANZSTR and TSANZ).

Bronchiectasis

Mild (dilated bronchi, but
internal bronchial luminal
diameter < 2 times that of
adjacent artery) - do not
report

Moderate or severe - report

Clinical review for symptoms.
Consider sputum microbiology
and airway clearance
recommendations. If
symptomatic, consider referral to
respiratory physician.

ERS/ESTS/ESTRO/ESR/ESTI/EFOMP
statement on management of incidental
findings from low dose CT screening for
lung cancer.(2)

Expert opinion (ANZSTR and TSANZ).

General Practice Liaison Officer Program

EMPHYSEMA

Absent Present ®mTrivial mMild = Moderate Marked mSevere

EMPHYSEMA

EMPHYSEMA SEVERITY

LUNGS

Normal Abnormal

Non-Actionable ®Actionable

PLEURA
PLEURA ABNORMAL 7.9
ILA

ILA ABNORMAL

AIRWAYS
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Additional Findings — Coronary Artery Calcification

Cardiovascular

Coronary artery
calcified plaque

Mild, moderate or severe -
report

Mild: Clinical review. Consider
lifestyle modification and
pharmacological therapy.

Moderate or severe: Clinical review.
Recommend lifestyle modification

and pharmacological therapy.

American College of Radiology Lun

Cancer Screening CT Incidental Findings
Quick Reference Guide. (1)

ERS/ESTS/ESTRO/ESR/ESTI/EFOMP
statement on management of incidental
findings from low dose CT screening for
lung cancer.(2)

Coronary Artery Calcium Data and
Reporting System (CAS-DRS): A Primer.(4)

Measurement and Application of
Incidentally Detected Coronary Calcium:

ACC Review Topic of the Week. (5)

CAC

CAC SEVERITY

CORONARY ARTERY
CALCIFICATION

Absent Present m Mild Moderate ®Severe

20.4




Additional Findings — Other

Thyroid

Thyroid nodule

> 15 mm or suspicious
feature (punctate calcification,
invasion, or local
lymphadenopathy) - report

Otherwise - do not report

Clinical review. Refer for thyroid
ultrasound.

American College of Radiology Lung
Cancer Screening CT Incidental Findings
Quick Reference Guide, (1)

ERS/ESTS/ESTRO/ESR/ESTI/EFOMP
statement on management of incidental

findings from low dose CT screening for
lung cancer. (2)

Bone

Reduced bone

< 100 HU at L1 (or other

Clinical review. Refer for DEXA

American College of Radiology Lung

density lower thoracic or lumbar scan. Cancer Screening CT Incidental Findings
vertebral body if L1 fractured) Quick Reference Guide. (1)
- report
Otherwise - do not report
Vertebral > 20% height loss - report Clinical review. Refer for DEXA American College of Radiology Lung
compression scan. Cancer Screening CT Incidental Findings
fracture Otherwise - do not report Quick Reference Guide. (1)
Breast

Breast lesion

Suspicious breast lesion
(asymmetric density, mass,
skin thickening, nipple
retraction) - report

Coarse calcification or simple
cyst — do not report

Clinical review. Refer for
mammography and breast
ultrasound.

American College of Radiclogy Lung
Cancer Screening CT Incidental Findings

Quick Reference Guide. (1)

ERS/ESTS/ESTRO/ESR/ESTI/EFOMP

statement on management of incidental
findings from low dose CT screening for

lung cancer. (2)

Normal

GASTRO

GASTRO ABNORMAL
ENDOCRINE
ENDOCRINE ABNORMAL
MSK

MSK ABNORMAL
VERTEBRAL
VERTEBRAL ABNORMAL
BREAST

BREAST ABNORMAL
EXTRATHORACIC LNS
EXTRATHORACIC LN ABNORMAL
OTHER

OTHER ABNORMAL

General Practice Liaison Officer Program

OTHER

Abnormal Non-actionable

3.8

2.1

2.8

7.8

m Actionable
17.9
20.3



General |

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 % 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...
e ... but WILL be recalled

4 Point Plan:

1. Inform yourself 2

2. Inform colleagues
NATIONAL

3. Integrate PMS with NCSR* CANCER
- Best Practice, Medical Director, Communicare SC;BEEGE';IEw G
4. ldentify eligible patients * . NCSR Website

* Practice manager/IT support
« BNPHN Primary Care team

* Do not ask me how to do the above
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Impact: Practice — 4.5K patients, 3FTE GPs

Smoking Status —

50-70y \

Smoking Status 50-70y (PBMC)

Patient count

S 448
s m Smokers mEx- mNon- A
. I Y .
& > Smokers Ex Non-

Smoking Status

e
' 681 NLCSP “consultations” (A+B)
4+ Thoracic referrals (1.8% of A +)
116+ Incidental CT findings (50% of A)
+ how many among ex-smokers?

54
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Practice Support

« Comms — GP Link/Practice Link
p CQI focus on NLCSP due Oct 2025 + outreach support
BRISBANE NORTH Tonic Medlq campaign to align with this
_ — « Co-developing NLCSP PHN support package/resources
An Austretan Governmentinfiate o \Working with PHNs nationally for coordinated approach

* Primary Sense report will be available by 15t July
« will assist identification of potential participants SPERII“I\S/Ié-\RY
« PMS limitations will limit accuracy of this

77

B J 2
MedicalDirector "

55




Referrals — Low Dose CT scan

Major radiology providers getting organized
« Walk-ins
« Al
Look out for a list of participating facilities:
* GP Link article
« Health Pathways
Refer in usual way
* “NLCSP participant”
Include:
« FH lung cancer in 15t degree relatives
* Provider of any prior chest imaging
« Same provider for future Program scans if possible
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Referrals — “Lung Cancer MDT”

Kilc0y 7 i Woodford
‘ Bribie Island
. s o O
Lung Foundation eldean | Wainuan e
NLCSP page map search: o Cobobidre s X
“ . ” orayfiel
Location of lung cancer MDTs eset Dam N
. dale Narangba || 26
* Is this accurate? North Lakes—— ||
* Private referrals? @
« Remote MDT triage? B 14
A @ ‘ Fisherm
o A17 2 Ch¥mside | Islanc

@ o Ko
< @ ,/’\/\I\/nmn

(Gananlo

57
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GP Smart Referrals I

Queensland Government %J Smart Referrals

& Patient name: Mrs Tammy Test Dos: 1 Jan 1976

Service/Location Respiratory General Medicine - CABOOLTURE HOSPITAL - 12.0 km v
Service/Location information Wait times

Wait times for this service at this location are Cat 1 24 days, Cat 2 129 days, Cat 3 days

Restrictions
No restrictions found for this service

Particular benefits

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

¢ LateSt referral Criteria GP Referrals are accepted

Does not treat paediatric patients
Treats adult patients

 Live wait times
Not a state-wide service

No Telehealth options for patients

« UTD referral destination advice ———
* Potential 2-way correspondence

Condition specific clinical information

Minimum Referral Criteria
Pulmonary nodules are traditionally defined as < 30mm in diameter

* Minimum referral criteria (C) Solid nodule = 8mm in diameter
(TJ Solid nodule 6-8mm (solitary or largest of multiple nodules)
| Subsolid (ground glass) nodule = 10mm

L]
Alignment: '
" [_J Subsolid (ground glass) lesion with interval growth or development of solid component on serial imaging

|_J Part solid nodule of diameter = 6mm or where solid component is = 5mm (solitary or largest of multiple)

L u n g n Od u Ie C PC - N LCS P Crite ri a (J Multiple subsolid (ground glass) or part solid nodules < 6mm

(TJ Multiple nodules of any size in patient with personal history of malignancy

|_J Subsolid (ground glass) nodule 6-10mm
[_J Solid nodule < 6mm in high risk-patient (solitary or largest of multiple)

(CJ Request clinical override of minimum referral criteria

History and Examination
Essential referral information:

* History

Park request ][ Refresh content J[ Cancel request ] ‘ Invalid fields @ \

Work in Progress
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Lung Cancer Screening

Health Pathways

sy

First

See also Lung Cancer.

* New Lung Cancer Screening pathway Background
currently in draft - available by 1%t July for | =
the IaunCh Of the Program Assessment

1. Take a hiztory . If any signs or symptoms suggestive of lung cancer, follow the Lung Cancer pathway.
. Consider potentially underscreened priority populations %.
Be aware of possible stigma artached to smoking % and ensure that the consultation is not influenced by it

Assess the patient's eligibility » for baseline (first) lung cancer screening.

o W R

« Access Brisbane North HealthPathways
website with this login (case sensitive):

. Check previous lung cancer screening history ».

. If eligible for screening, assess the patient's suitability for low-dose CT scan of the chest ».

o

7. Consider functional status and co-morbidities + when considering lung cancer screening.

o

Check the patient's understanding % of the choice of lung cancer screening.

o

If appropriate for lung cancer screening:

» enrol the patient in the MLCSP either via the National Cancer Screening Register (NGSR) interface integrated with clinical
software or via the NCSR Healthcare Provider Portal. (Patients can choose to opt-out of the NCSR and still have the bulk-

n U Se rn am e : B ri S b an e I:-'Lléeﬂéc‘-a\;jc.lose CT =can, but they will not be considered a participant of the program and will not receive communication from
» request low-dose CT scan % from participating radiclogy service.
= Password: North

Management

Practice point

Give smoking cessation advice

Check smoking status and give appropriate cessation advice at every opportunity irrespective of Mational Lung Cancer
Screening Program (MLCSP) eligibility.

1. If any signs or symptoms suggestive of lung cancer, follow the Lung Cancer pathway.

2. Offer smoking cessation support to the patient, whether they are eligible for lung cancer screening or not.

3. Consider cultural and language barriers + when communicating results.

4. Arrange further intervention » based on results of CT scan:

o _The NCSR will notify the patient of results only if they are very low-risk.


https://brisbanenorth.communityhealthpathways.org/

_ General Practice Liaison Officer Program

Resources - Education

Health Workforce Education:

P
v

§ RACGPcro =

Educational

Activities

hhhhh

Online modules

g,,% Lung
, Foundation
W Australia

Measuring Reviewing
eeeeeeeeeeeeeeeeeee

hhhhh
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Resources - Additional NATIONAL
LUNG CANCER
SCREENING
PROGRAM

e e Ty NATIONAL @ @
(O)zaa@)  CANCER
I TR B T Ao SCREENING EROMICIE il 'S PRGN Bt
ilesiels, 213, L eseedanislsleses e 0% REGISTER U LR R L N
Foeag'it st 3 g $E s nie Clinical Software Integration @ £ a3t g, eodped eaghogeils s
g tefielsid, 3T, e 0Bl o Guidance LT ML ¢ LR
(@) iy - seneiis

Tet o et e *  Walkthrough video Resources for the Health Sector:

» Discussion guides
« Decision aids

61

» Patient pathways etc
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Lung Cancer Screening:
* Proven health advantages
* Most effective combined with smoking cessation assistance

« Be prepared!

“One cannot be
prepared for
something while
secretly believing
it will not happen.”

JULY

Nelson Mandela (Long Walk to Freedom)




Active recruiting Lung Cancer Screening Trials — Brisbane

5\ Australian Lung
-] Screen Trial

Lung cancer is the #1 cause of cancer
deaths in Australia. We’re researching
how early lung cancer screening could
help change that.

Areyou:

® Current or former smoker, aged 50-80 years

®* People who have never smoked, aged 55-74 years,
and

® Aboriginal and Torres Strait Islander people aged
50-80 years.

Participants should be generally well,
and willing to have a chest CT scan as
part of the trial.

' Scan the QR code to find out more: F

metronarth.health.qld.gov.au/tpch/

" australianlungscreentrial
THE UNIVERSITY "
m OF QUEENSLAND Wetro Morth

AUSTRALIA

4550 Queensland
.Ly Government

Max Up Research.study

Lung cancer screening and quitting smoking could
save your life.

We need your help with our research.

1. Do you want to check
your lung health?

If you live in
Queensland and are
50 - 80 years old,
you may be eligible
for our study.

B
1
o

The Max Up il IS suppocted by (he Medical Research Future Fund The University of Quesrsiand. Quesasian Heann

Cancer Councll Auttralia, and Lung Feundation Australia
Queensland
Government

2. Are you looking to quit
smoking?

INTERESTED?

Call Quitline on 13 7848 (13 QUIT) or visic
Request o Quitline call | Quit HQ (initiatives.qid.gov.aul to arrange a call-baci

Find out more about the Max Up research study, scan the QR Code
for Max Up clinical trial | The Prince Charles Hospital (heakh.qld. gov.au)

THE UNIVERSITY 1
n) OF quwsur«u %”7':4“:'
Metro North
é%Foundaﬂon Clmcercmmc“ Health

General Practice Liaison Officer Program
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References

« https://www.canceraustralia.qov.au/research-data/data-and-
statistics/cancer-australia-statistics

o https://www.aihw.qov.au/reports/cancer/cancer-data-in-
australia/contents/cancer-incidence-and-survival-by-stage-data-visual

64


https://www.canceraustralia.gov.au/research-data/data-and-statistics/cancer-australia-statistics
https://www.canceraustralia.gov.au/research-data/data-and-statistics/cancer-australia-statistics
https://www.aihw.gov.au/reports/cancer/cancer-data-in-australia/contents/cancer-incidence-and-survival-by-stage-data-visual
https://www.aihw.gov.au/reports/cancer/cancer-data-in-australia/contents/cancer-incidence-and-survival-by-stage-data-visual
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M Queensland Government Contactus  Mewsroom I X masion fora B Piin

Metro Morth Health

-[:‘]' Refler your patient Hospitals & services Health professionals Research Get involved Careers Aboul us

Home / Reler your palient / Respiratory and Thorac Medicine

Respiratory and Thoracic Medicine

Send referral

Hotline: 1300 364 538

Conditions

*  Asthma *  Lung cancer *  Sarcoidosis Electronic:

s Branchisdass i *  Mediastinal pmphadenopatby ®=  Shoriness of breath / dyspricea GP Senarl Relerrals (prelerred)
suppurative lung disease [CSLO) *  Nonrlubercubosis mycobaclerial wilhvoul & known cause eReferral system Lemplates

= Chranic cowgh infectio = Slesp discrdered breathing Medical Objects ID: MOS02S0004P

*  Chronic obsiruttive pulmaenary ®*  Pleural HealthLink EDL: gkimnhhs
diseace = Pulinonary | -

s Cyatie fbrosis - disardered breathing Mail:

*  Haermoptysis ol unknown cause ®  Recurrerl resgiratory inlections s Tuberculos Metro North Central Patient Inlake

®  Inlerstitial lung disesse [LD) wiLhoul known lung disease Aspley Community Centre

Theoraci e Services are provided at four locations within the Metre North ansa by the Deparument of Thoracic medicine. 776 Elmers Road

ASPLEY QLD 4034

Lal, The Prince Charles Hospital, Ca

hese haspilals are R shang and Womern's |

yal Br

ocaled Lo the vario

Hogpital. Pa

Tacilities and Lo irged

Pulmonary Rehabilitation Services Health pathways @

Far infarmation on direct relerral Lo pulmonary rehalalitation and referral guidelines [(PDF)

Paediatric services Far bogin details en
healthpathwaysBbrisbanenarthphn.

UIH.-.‘I.
Urban Indigenous Respiratory Outpatient Clinic (UROC) agin Lo Brisiane Narth Hea

Referrals lor children and young

people should Follow the Children's Health Quesnsland referral guidelines,

brishanenorth.healthpathwayscomm

T
refer Lo Lhe URDC Program i ey
Locations
egistrar via Caboalure Hospial

®  Royal Brishane & Women's Hosgital swilch - (D7) 3546 E111 w&

= T Prirnce Oharles Hespatal switch - (07) 3139 4000 Royal Brishane and W

= Reddille Hespital swilch - (07) 3883 7777 Hesgilal

= Caboaliure Hospital switch - (07) 5433 8888 The Prine= Chares Haspital

d patient 1o the Department of Emergency edicine (DEM] at their nearest b

Racnlirrac



General Practice Liaison Officer Program presents

Championing
Generalism
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A collaborative, multi-disciplinary and multi-specialty
learning opportunity for GPs covering conditions

commonly managed in primary care ;
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How safe is your older person? h
Dr Joshua Flavell | Old Age Psychiatrist & Lecturer, UQ psno
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How Safe Is Your Older
person?

Dementia and safety

Dr Joshua Flavell
UQ / The Mind Cove

josh@themindcove.com.au

o O



o O

pis



Overview

e Recognise dementia subtypes and capacity issues
 What to screen and investigate for cognitive concerns

* Manage medico-legal and safety issues
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Dementia

Dementia = 22 cognitive domains impaired

Complex 1 6 Learning & Clinical
Attention Memory
4 e
Language 2 + po
Sl O Cognition
Executive 3 Perceptual -
Function Motor
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Dementia

Clinical

Cognition
Behaviour and psychiatric
Motor and neurological

Function



Dementia

Clinical
Cognition &4 Alzheimer’'s dementia

Behaviour and psychiatric & Frontotemporal

Motor and neurological B Lewy body dementia

Function
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Dementia

Aetiology

 Degenerative dementias

* Non-degenerative dementias
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Dementia

Aetiology

Degenerative dementias:

e Alzheimer's disease
* Frontotemporal dementia

 Lewy body dementia / Parkinson’s disease dementia
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Dementia

Non-degenerative dementias:

Vascular

Infections (HIV, Syphilis, etc.)

Trauma (CTE, TBI, etc.)

Metabolic (B12 deficiency, thyroid, etc.)

Pseudo-dementia (depression, schizophrenia, etc.)

Aetiology
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History of dementia

@ 18th Century: Philippe Pinel &4 “démence”
19th Century:

e Emil Kraepelin B “dementia praecox”

e Arnold Pick (1892) &4 FTD

e Alois Alzheimer (1906) B3 Auguste Deter
% (1911) & Pick bodies



History of dementia

20th Century:

« DSM (1952) & Dementia

e NINCDS-ADRDA Criteria (1984) &d Alzheimer's

e Lund and Manchester Groups Criteria (1994) & FTD

% e Consortium criteria (1996) &4 DLB
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Hismrv of dementia
@ Alzheimer's “TD DLB/PDD
_ABNFT | [ Tau | [ Lewy J

1906 1911 bodies

1912

FTD

FTD/LATE FTLD. FTD
o] | el (Fus)

2001 2005-present 2009
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History of dementia

Histopah Dx

1. Brain biopsy/autopsy
2. Genetics (e.g. MAPT, C90rf72, PSENI)

3. Disease specific biomarkers:

Amyloid-PET, CSF AB/Tau
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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:

e FBC, Chem?20, B12, folate, TFTs +/- infection screen

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

% e CT brain +/- MRI



Dementia screening (<15min)

When to refer to a specialist:
* Diagnostic uncertainty
* Young (<65y0)

e Psychiatric comorbidity / mod-severe BPSD

% e Safety/risk concerns

<>
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Dementia & Capacity

Financial, medical, personal decisions

* Capacity assessment (QLD):
1]

Queensland
Capacity Assessment Guidelines

2020

Are you concerned about another adult’s
capacity to make decisions?

Are you thinking about seeking a capacity assessment?
Are you having your own capacity assessed?

A guide to understanding capacity,
capacity assessment and the legal tests of capacity
under Queensland’s guardianship legislation.
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Dementia & Capacity

Principle 1

Always presume an adult has capacity

©

Principle 2

Capacity is decision-specific and time-specific

Principle 3
Provide the adult with the support and information
they need to make and communicate decisions

Principle 4

Q Assess the adult’s decision-making ability rather
than the decision they make

Principle 5
Respect the adult’s dignity and privacy

@ @ O @

2.

Understanding the nature and
effect of decisions about the
matter

Freely and voluntarily making
decisions about the matter

Communicating the decision in
some way.



Dementia & Capacity

Patient X:

Ao

Cognitively intact
MRI| normal
Functional decline

Impulsive, hyperorality, obsessive behaviours



Dementia & Capacity

Patient X:

Ao

Cognitively intact
MRI| normal
Functional decline

Impulsive, hyperorality, obsessive behaviours
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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

e Dose administration aids

7



Questions?

The Queensland Brain Institute / Private practice

josh@themindcove.com.au
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Dr Kylie Norris | GPLO psno
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Metro North Clinical Advice Line

Connecting GPs directly to Metro North specialties.

This service is for GPs OMLY and is not a patient advice phone line.

Tiee Matro Morth Health Clinical Adwice Line connecls &P4 Lo spedialist advice [rarm hospital and communily linicians. Thers

praliveiys

1. Phine fine

2 Wrinen regquest for advice.

Thee range of adull spedalities currently svailable @ supporl patignl care in Lhe commuonily includes:

IT exparad ower e so keep coming back for the folest advice services ool mbie)

1. Phone advice

Specialty Catchment*® Exclusion Criteria

Healthy Ageing Assesament Rehalililation Team [HAART) Kallargur PaLients miay be ineligible if

Satellite Hospilal
Currently accessing aguivalent

dices in public or privale

Seclor

= Reside ouside of catchment
area

= Medically unsLable reguiring
inpatianl AsSessrenl or
custresly an inpatient

®*  Only require Uheragy Tar

maintenance ol chronic
i T
®  Residential aged care Facility

residenis

Rapid Adcesd Lo Cornmunily Care Matra Morth

= Exthudes Patients under 1Gysars

& Ewiludles Adwle menlal haalih,
alcabinl or dregs related.

®  Extludes Residential Aged Care
Facility Residents (Call RADAR

1300 072 327)

Clinical Advice Line
1800 569 099

Open Monday to Friday
&.30am - 4.00pm

Mote: This is for GPs only
and the phone line is not
open to patients.

Want to learn more?

Far more nlarmation, please call
the advice line or email
MHH Specialiyfudviceline

iEhealtt |.Hld.guv.u

Tihe Leam can also undertake
EMgagernenl SEans willh

interested GPs (Virtual or Face 1o

Faoel,

Geriatric & Rehabilitation Services

Emergency department referrals

All urgenl cases musl be discusied with the on <all Registrar o oblain appropriale prioritigation and trealmenl. Contacl

through:

diclilfe Hogpita

al Brisbamne and b pival {07 3646 E111

®  The Prince Charles Hospial (07) 3139 4000
Please note: Surgical, Traan

erl and Rehabilitation Service (STARS) does nat hanw eparment.

Urgent cases atcepled via phane s

Central Patient Imake Unic 1300 364 952,

B accompanied wilh a wrillen referral and a copy laxed immediatzly 1o Lhe

¢ & Rehabilitation Services are provided ad Lhree locsion: Matro Morth: Red
RehabiliLation Service (STARE

RBWH hawe moved Lo STA

Geriatr

gical Treatrment and

ard Thee Prince Charles Hospital. (The Geriatric and Rehabiliation services that were located au

. & lacility an the Herslon carmgus.)
Geriatric & Rehabililation Services ndudes

®  Clinical Geriatric Ressardh

= Cognilive assessmentimemony dinic

= Dermentia diagnasis and managerment

Aboriginal and Torres Strait Islander Healthy Ageing Clinic (HAC)

Thee Aboriginal and Torres Strail [slander Healthy Ageing Clinic (HAC) pravides specialist geriatridan services in a culurally sale

e onan el Tor Aboiginal ary e Sirait Islander

peopie o

Please refer Lo HAC information ar elinic delails [POF). GPS <

Condition and Specially box o Send a relerral 1o Metro Morth Central Patient [nlake.

Referral requirements

& referral may be rejected without the following information.

= Eszenlial relerral imformation

*  Mame and contact degails of patient cares

= Current living arrangements

= Aty recen charge summaries from peivale or commmunity laclilies

= Medications [currenl)

General Practice Liaison Officer Program

Send referral

Hotline: 1300 364 938

Electronic:

GP Sinarl Relerrals [preferred)
eRelerral system Lemplates
Medical Dbjects ID: MO20220004F
HealthLink EDI: gidmnhhs

Mail:
Metro North Central Patient Innake

Aspley C

nunity Cantre
76 Zillmere Road

ASPLEY QLD 4034

Health pathways @

brishanenorh.healthpathwayscomrm

unily.org

Locations

Redalille Hospita

The Prince Charles Hospital

Resources
Clinical Fraily Scale [(PDF)
Specialists lis

General referral crileria



y General Practice Liaison Officer Program

Haome [ Hospitals & services £ Virlual Ward / Heallh prolessionals

Health professionals Vi rt u a l wa rd

Support

phn Practice

TOOUBOX /7 REFERRAL AND PATIENT MANMAGEMENT

Download the Metro North
Wirtual Ward I you are & Queensiand Heallh empleyee, plaage refer L thie Metrs Noeth Virtual Ward Intranet Page [internal link) (QH H ea Ith refe rra I fe m p Iqte s

natwark crily) @vailibie an QHEPS Lo access the inlernal reférral fm.
By dicking the links below, referrol femplotes will downlood outomatically. Please
Health professionals read the referral imporfing insfrucfions prior fo downloading.

Thve Metro Morth Virtual Ward (VW) 5 an ad

Abscart the Virtual Ward

o Leleheallh & Lt comg B current Virlual Emergency

i

Frequenily Asked Questions

Degartrment, Covid Virtual Ward, and Hospital-in-the-home services svailabbe within the Metro North Health region. Given Lhe

2% oLher Uuar COVID.

success of the vinual care madel, Lhe Metro Morth W can now ademil and mansge patienls wilh cond

Important note: The referral templates provided are not o be used by Madical Officers employed within Matro

The: VW cin assist GP'S by praviding an ingatient squivalent sdmissien far eligible patients. North HHS for rafarring patiants fo hospital outpationt sarvicos. Madical Officars may refor Catagory | patiant
Om admission patients will be provided with team-based care via regular phone calls and/or viden consults, The ward is based at by complating the Intor-Facility Speciality Oufpatient Reforral Form (fo refor patients fo another Matro North FOF

Lhe Rayal Brisbans and Womer i, Trm G700 L 1630, 7 days & week, with overnight sceess o medical suppart. The facilty for o naw condition) or infernal Refarral Form (within the soma focility). Medical Officars ara to rediract Metro North Health referral
patients will Bive atcess 1o medical, nursing, phar macy, and Soal work SUpRGrL. patients fo thair General Practitioner for consideration of referral for non-urgent health conditions. importing instructions

i icde?
What can Virtual Ward provide? Medical Director templates (RTF version 6.4)

Manitaring determined by patient's primary illness and co-morbidities

munity and oral health
Where sequired, patients will be provided with the Tellowing morileding equi

et free of charge and defivered Lo thei

Genaeral poediatrics

1 Saluralion probe

Maternity shared care

«  Blood pressure m
*  Thermometer

- Palliative care
*  Scales

®  Facilitation of redevant irnve

e~ Blood Lests, medical im, pcling MRT, ECE, Echo

Caboalture Hos;

* Feciilation of Specialist op

= Pharmacy review Re o Hospital

®  Refarral o Allied Haalhh
The Prince Charlos Hospital

Royal Brisbane and Women's Hospital

Which patients are eligible for admission to the VW?

Yirtuol Ward

Patients who require & brief period ol monitoring and treatment whid rwise require them Lo stay in hospital

Patients al risk of deterioration, which il detected early, can be managed &t home with the gim Lthat hospital adrmission be
ad.

Best Practice templates (RTF version 6.4)
Patients where daily review in between planned GP review would be helphl,
Community ond orol heolth
Exarnples of conditions that may be suitable for adrmission indude:
Genorol pacdiatrics
= COVID

*  connuity cquined préumania, inficlive exacerbations of dihma and other chranic abstuclive sirvay cond Materrity shared care
. UTI

eurslogical red Mags |

= infections incud

cellulitis, osleany

Palliative cor
= semere byps ¥ wil e alliative core

X

it adjustment

1y, T

*  hyperglycaemia withoul ketos sis for short term mor medication adjustment.

Cab ra Hospital

= lectrolyte abrommalities requiring moniltedng

* suprathersgentic INR for short Lerm manitaring Redcliffo Hozpital

®  serendipitous hemps Lo expedile imestigation and Specialist reviem.
The Prince Charles Hospitol

Royol Brisbane ond Women's Hospital

How to refer your patients to VW?

Phone (07) 3074 2109 in howrs
the Wirtwal Ward Consuhant.

Yirtuol Waord

(0B00-1700kr) o phone REWH swilchbeard oul of e (07) 3646 8111 and sk Lo spask Lo

EriL i sccep

by the Wirtual War ulam please complete an pedilic, Best

d Mrom L

ral using Virlual Was

clice or Medical Director, referral Lermgilales wihich can be ace

Briskane Narth PHN websile




Smart Referrals

R R
ey P
MQueensland Government  |=—JSmart Referrals
20 o otient name: Ms Alis = e .
a8 Patient name: Ms Alison Test Dos: 15 Sep 1995
Lonsens
Date patient consented to request 52
* Patien gery if Yes No Not applicable
required
Geriatric Medicine
Yes No
Specia ame
details Healthy Ageing Assessment KALLANGUR SATELLITE 0.8 km
Renhabilitation Team (HAART) HOSPITAL
Condition specific clinical information = ComPplex Needs Service - NORTH LAKES HEALTH 3.2km
Complex Chronic Disease PRECINCT
Referral Letter Team
Ref letter Community Based NORTH LAKES HEALTH 32km
: Rehabilitation Team - Specialist PRECINCT
Rehabilitation
Rapid Access to Community ASPLEY COMMUNITY 11.6 km
Care (RACC) HEALTH CENTRE
Pathology and Test Results Geriatric/Memory REDCLIFFE HOSPITAL 11.9 km
a
>
k to manually attach r
g/reports
Investigations and imaging
& Standard clinical information
&9 Patient information
& Insurance information
Park request H Refresh content H Cancel request 1 ’

General Practice Liaison Officer Program

= o X

-
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Smart Referrals

eee
- L R
i P ;
MQueensland Government | =)Smart Referrals
52
No Not applicable
Con and Specia
Suitable for Telehealth? Yes No
Are you the patient's usual GP m No
B4 Request recipient
* Service/l Please selec
Specia
gan Care (RACC) " HEALTH CENTRE
Geriatric/Memory REDCLIFFE HOSPITAL 11.9 km
Condition specific clinical information  Aporiginal & Torres Strait REDCLIFFE HOSPITAL 11.9 km
Islander Healthy Ageing Clinic
Referral Letter (ATSIHAC
Geriatric/Memory THE PRINCE CHARLES 15.4 km
HOSPITAL
Geriatric/Memory CABOOLTURE HOSPITAL 20.0 km
Geriatric Medicine CABOOLTURE HOSPITAL 20.0 km
Geriatric Memory ROYAL BRISBANE & 21.2km
r
aging/reports
Investigations and imaging
@ Standard clinical information
&9 Patient information
& Insurance information
Park request H Refresh content ” Cancel request 1 ‘ Invalid 4 4

&4

General Practice Liaison Officer Program

= o X
B —————

Fowerea by 100



General Practice Liaison Officer Program

S u pporti n g . rap sri-er n t‘ recently discharged from outpatients < 12 months
people 65 years —
e == . -

Rehabitation

their best lives!¥ ' g/ -

Bl Request recipient -

Fleaze selecl -

The Healthy Ageing SEn
Assessment and R ———
oge o Drganisation details Healthy Ageing Assessment KALLANGUR SATELLITE 220km =
Rehabilitation Team Rehabilitation Team (HAART) ~ HOSPITAL
(HAART) provides (E) Condition specific clinical information Haalthy Againg BRIBIE ISLAND 30.6 km &
= ) Asseszment SATELLITE
com prehenSIve E Investigations and imaging Rehabiltalion Team  HOSPITAL {'_'] +
HAART
assessment, care W Standard clinical information Physiotherapy - PRINCESS 296 km Out of catchment +
planning, reconditioning a9 Patient information Rehabiltation AEoRa o
and rehabilitation after — Pain Rehabilitation ~ PRINCESS 236km Out of catchment
[& Insurance information - a1 Fy s s M +

a recent health event,

3 : & Referring GP's information +
functional health decline, .
injury or chronic condition. Park request Refresh content || Cancel request nvalid fields [

Q Kallangur Satellite Hospital
9 Stoker Way,
Kallangur

Call 3285 0000

¥ Queensland

Government
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Community and Oral Health
Metro North Health seareh..
Home Healthcare services Locations Health professionals Careers About us
tome { Healthcare Services / Rapid Access to Community Care (RACC)
Rapid Access to Community Care (RACC)
Contact us

Rapid Access to Community Care (RACC) is a multidisciplinary service (Clinical Nurse and Occupational Therapists) that provides
assessment and care for people following a fall at home, or with an exacerbation of a chronic condition, illness or injury, or an
inability to physically andfor cognitively manage in their own residence that does not require acute medical attention. The
service is an alternative to hospital presentation for people requiring community-based support and can assist to optimise care
options and services, particularly for older people without the need for any hospital interaction.

RACC accept direct clinician to clinician referrals via phone primarily from GPs and Queensland Ambulance Service for adult
patients requiring rapid community assessment and linkage to established community support. Electronic referrals are also
accepted.

Our services

RACC undertakes a clinical phone assessment with the client within 1 business day to initiate the assessment and intervention

pathway and communicates the outcome to the client’s GP.

RACC provides a single, rapid, comprehensive, in-home assessment and immediate intervention including on-referral to the

most apprapriate community-based care services within 3 business days of receipt of the referral.

Referral pathways include community support services including Metro North Community Health services, PHN Team Care
Coordination, Non-Government Organisations and My Aged Care.

The assessment and referral outcomes are communicated to the GP.

Service Scope

Referrals accepted from GPs, Queensland Ambulance Service including Falls Co- Responders, OPEN, PHN Team care co-
ordination and Virtual ED referral.

Community dwelling adult patients at risk of avoidable hospital presentation requiring rapid comprehensive assessment to
optimise community support services.

Reside in Metro North

Outside Service Scope

Fatients who reside in Residential Aged Care Facilities
Patients whose primary issue is acute mental health concerns.

Patients whose primary issue is alcohol or drug related.
» Current inpatient admission
Linked with ather Community and Oral Health home visiting services.

» Under 18 years of age

Phone: 1300 220 922 (clinicians only)
Open: Referrals accepted Monday-
Friday 0900-1700

Need help outside
hours?

For non-urgent medical issues call
MM Virtual ED 1300 847 833

or 13 HEALTH (13 43 25 B4)

Refer a patient

To refer a patient:
Phone referral 1300 220 922 Monday
to Friday 0900-1700

GP: phone or submit electronic
referral via GP Smart Referrals
WVED: phone or submit electronic

referral via Refer

QAS: phone referral if need to book
home visit appointment whilst on
scene and then submit eARF as per

0QAS process.
Referral enquiries:

Phone referral line 1300 220 992 to

discuss referral and scope of service.

General Practice Liaison Officer Program




Caboolture Hospital

» OLDER PERSONS
EMERGENCY
NETWORK

OPEN is an emergency department substitution service offering
emergency care for older people in their own home. We provide care
to the community including residential aged care facilities.

OPEN aims to provide an alternative pathway for older persons to access acute
care in the community. We have a multidisciplinary team consisting of senior
medical officers, nurse practitioners, specialist nurses and pharmacists.

Why refer a patient to OPEN?

OPEN is suitable for vulnerable older persons who have emergent care needs and would
benefit from acute care in their home rather than transfer to a hospital emergency
department.

Who can be referred to OPEN?
+ Residentizl aged care facility residents based in the Metro North catchment.

* QOlder adults in their community homes in the Caboolture and Redcliffe catchment
(65 years of age or )50 years for Aboriginal and Torres Strait Islander peoples).

Service hours
OPEN is open for referrals 8am-8pm, seven days a week,

For more information or to refer a patient, scan the QR code

Why was OPEN developed?

In Australia, patients aged 65 and over accounted for approximately 22% of all
emergency department presentations. The older population continue to experience the
highest growth in emergency department presentations. There is greater risk of hospital-
based harm in older persons due to a high level of vulnerability to complications such
as falls, delirium, pressure injuries and secondary infection. The OPEN model aims to
reduce these risks by providing emergency healthcare in the home.

Queensland

Metro Narth
Health [ Government

General Practice Liaison Officer Program

Older Persons Emergency Network (OPEN)

OPEN is open for referrals Bam-Bpm. 7 days a week.

OPEN i

residernilial aged care lacililies.

an emergency department substitution service offering emergancy care lor older people in their own horme, The service provides care Lo the commumity incheding

OHPEM airms Lo proside an allernalive patbvway for older perions Lo access acule care in the canmmunily. The multidisciplinarny Leam consists of senior medical allicers, nurse

praclitianers, specialisl mueries and pharmacisls.

Refer a patient

OPEN is suitable lar wulnerable alder pers < and would benelil [rom acule care in Lheir home rather than traraler 1o a haspital emergency

i Fiave ermergent care m

departrment.

Y -

Healthcare Providers OMNLY Patients

Wi can make 4 referral Lo OPEN? If you have the following symptoms, call 000

= Queensland Ambulanos Service (JAS) = Chest pain

ergency Department (VED) ®  Breathing problems or wrning blue

Pracliliomers

Lrict Assessrment and Relerral Serdos (RADAR) =

*  Community based services in Cabooliure and Redelilfe carchment areas L]

Wil can be referred 1o OPEN? For all other acule syrmploms conlacl e Virlual Emergency Deparimenl

. Barn - 10pm
= Acule injuries and ilinesses

Wirlual Ermergency Department (ED) - Melre Narth Heallh

W can e referred Lo OPENT

®  Residenlial aged care facilily residents based in the Metro North

catchrmernt

Sarail Elander peoples).

Opening Hours

Referrals 8am - Bpm, 7 days a week.

To make a referral phone: 1300 072 327 (select 1 for OPEN)

Lo Speeak wilh & Semior Medical OiTicer o Nurse Praclilioner

Why was OPEN developed?

In Australia, patients aged 65 and over accounted lor &

remimately 22% of all emergency deparument presentations. The clder papulation continues o experience the

There is greater risk af hospital ol vulnerability 1o complications

highest growth in emergency department presental

such as lalls, deliriurm, pressure injuries and secondary infection. The OPEN model aims 1o reduce these risk: widing emergency healthcare in the home.



General Practice Liaison Officer Program

Complex Chronic Disease Team (CCDT)

Contact us

Community Based Rehabilitation Team (CBRT)

Toes g it D = i ) e r il services For adu h chircn il i health condilions. n i
Tiwe Cormglex Chranic Disease Tearmn (CCOT) e des 4 range of servioes For adulls wil i Ar niplex health canditions. Complex Needs Service LD EatIOI'IS
T i s Lo PIWMH'UU“J"!‘"_EH and integs E- care that improves and supports individual clients 1 sptimise and manage Location: & Endeavour Baulevard, We provide rehabilitalion services thal sim Lo impeove peaple's wellbeing, lunotisnal capacity, independance and quality of lile ey
their health and wellbeing within Lheir cormmunity. Marth Lak ; o dorth Lakes |
arih Lakes Tallevwing a significant health evenl or injury.
The service pravides access 1o a mulbdisdglinary team {medical, nursing and allied haalh) who will underiake a comprh Phomne: (07) 3043 1292
agsessrment, develop an individualised dienl care plan and defiver intervenlions thal meet the diverse needs of eients referred. Openc Monday-Friday. .00am H
£330 Our services

Cardiac Rehabilitation Our servicas and pragrams, including home visils (il reguired), ron lor 4, B and 12 weeks and include:

Dur Ser\ﬂces Location: & Endeavour Boulevard, .

Morth Lakes
Phone: (07) 3043 1291

| | ! Openc Monday-Friday, E.00am " h"'ﬂ'l'" |.l.1:||'.l|l.1;}' NEEd hElI:l GUtS-idE
i 4 30pm " sodial work 3
" " i = eigwre theragy. il

physiothwerapy

" poowpalional theragsy

Pulmonary Rehabilitation

Faor nan-urgent medical issues cal
Lecation: @ Endeavour Baulevard, g

We provide rehabilitation lor people who are recavering lrom ar have been diagnosed with:

13 HEALTH (1343 25 84) or wisil your
Morth Lakes &

- Phone: (07) 3043 1291 ®  stroke -

Complex Meeds Service Cardiac Rehabilitation Pulmanary Rehabilitation Openc Manday-Friday, B.00am ®  aequired brain injury

- - 4.30pm = early dlage or acule exacerbation af neurodegenerative conditians
The pulmanary rehabiliLation .
s an integrated Locations

education and exerdise program

In arm emargency all D00,

The comgiex nes The cardiac rehabilitation

e

opaedic condition

i o

loourss enls whose care REfEr d patient

o8 provi

*  ampulation ragquiring fusdional rebabilitation impraving flunotional capadity).
rigeds reguine greater Lhan usua
4 - Marh Lakes To reler & patient 1o this Service, view

How to access this service the e

Learn relerral process.

lewels ol he

Lare management lallowing & recent (within & I witht a pulmes

ary

uriily Based re

due o ara

@ alireracting ardiac ewent inchaeding diagrosis who are meadically

physical, piychological and sodal slabile and wauld benelil [rom
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General Practice Liaison Officer Program

Aboriginal and Torres Strait Islander
Healthy Ageing
Clinic (HAQ

The Aboriginal and Torres Strait Islander Healthy Ageing
Clinic (HAC) provides specialist geriatrician services on
Brisbane Northside for Aboriginal and Torres Strait Islander
people over 50 years of age.

Who can access the service

The clinics are delivered at This includes: * Patients 50 years of age and older who identify as

Moreton Aboriginal and Torres Aboriginal and/or Torres Strait Islander.

Strait Islander Community * Cognitive and functional

Health Service (MATSICHS) in assessment ¢ Immediate family members (even if the immediate family member
collaboration with Metro North * Restorative care assessment does not identify as Aboriginal and/or Torres Strait Islander) defined
Health. « Comprehensive geriatric as spouse, partner, sibling, parent or child of someone of Aboriginal
. - assessment and/or Torres Strait Islander background.
HAC provides specialised care
in a culturally safe environment * Dementia diagnosis and : - o .
for Aboriginal and Torres Strait management How to access this service Clinic locations
::SI:?Srﬂ?uﬂrlSner[nﬁéiuclsngil‘;}:)n5 * :Ell];a;zl;naeﬁessment and Access to HAC can be by a Moreton Aboriginal and Torres
relating to ageing, frailty « Polvoh referral from your_GP through to a Strait Islander Community Health
disability, and coénilive ' ofypharmacy Metro North Hospital and Health Service (MATSICHS).
problems, SENRGIC SR MATSICHS Caboolture
HAC clinics available every 5 James Street, Caboolture
Tuesday from 9am — 4.30pm. Phone: (07) 5428 5855.
A = o For further information contact MATSICHS Strathpine
=“"\_ U Agy? " %.]‘? ATSICHS Metro_wlr.:ir;_: gg::;lsnﬁﬁ Caboolture Satellite Hospital on 496-498 Gympie Rd, Strathpine
CASEAT L e o , (07) 3049 9755. Phone: (07) 3897 0500.




Healthcare coordination LEAM
for people with long term
medical conditions.

Team Care Coordination is a free service delivered
by clinical nurses who work with patients to:

« provide disease, health and community service information
« coordinate health, community and social support services,
including My Aged Care and NDIS navigation support

« support the communication between patients, service
providers and health professionals.

How GPs refer Eligibility

« gain patient’s verbal consent Patients are eligible if they:

« send completed referral and « have at least one or more chronic
health summary to Team Care complex medical condition
Coordination by either: « livein the Metro North catchment
- eReferral: via Medical « are not living in a residential aged

Objects to teamcare care facility
(MM4030000FT) « are not receiving other
- Fax: secure fax to comprehensive support packages
07 3630 7808 or end of life palliative care
services.

eReferral templates can be imported
from www.brisbanenorthphn.org.au

For more information phone 1800 250 502

www.brisbanenorthphn.org.au

Team Care Coordination is managed by Brisbane North PHN and
S Ausredon Ganerrvoaed Biludhe is supported financially by Metro North Hospital and Health Service

General Practice Liaison Officer Program

The Team Care Coordination program is a free service for people over the age of 18 with complex and
chronic health conditions. It supports people to remain living at home by improving their self-management

and quality of life.

The service is delivered by clinical nurses and allied health that can offer health education and coordination

of health and community services. Qur team will:

* conduct a face-to-face in-home visit, telehealth, or phone consultation fo understand your needs and
goals

* offer ongoing support and contact for up to three months, with the possibility of extension if needed

¢ focus on improving quality of life and self-management.




SOCIAL HEALTH
SOCIAL HEALTH CONNECT

CONNECT _ - TEAM
AT FOOTPRINTS COMMUNITY A o ." - :‘_ - b The Footprints Social Health Connect team is:

2 n R g ‘ Highly skilled
He/Pl'“g Yyou fa manaqe }’0“" §‘acfa/ ; .. ' AU 1 * Professional

' ‘ / e Warm.
nd improve connection! -
Aea/fA , f?w / | N : T 2 The Footprints Social Health Connect team:

o _9:-‘?*3‘5 -_1;‘:—':?;:'-?-—.@,’;

* Supports people in the local Kilcoy and
Caboolture regions with practical guidance
for an engaging and meaningful life

Supports people to develop person
centred goals plans

Supports people to build independence
and resilience to improve and manage their
health and wellbeing

Links people to local groups, activities or
social opportunities that align with their
individual interests

Links people to services that can support
them to address barriers to social
participation e.g. financial supports, carer
supports, My Aged Care and transport
supports

WHAT IS SOCIAL HEALTH
CONNECT?
Social Health Connect supnc Siv'oe & Provides an easily accessible referral
N = UL oo s pathway and strongly encourage referrals
from General Practitioners and Health
Professionals.

=09 = You ¢an ask for an interpreter. phn
It is FREE. BRISBANE NORTH

Interpreter

- fOOTprlnTS' An Australian Government Initiative
" COMMuUNIty

oS



Brisbane North

HealthPathways

M/ Older Adults’ Health

Older Adults' Health

Home

coviD-19

About HealthPathways
Brisbane Morth Localized Pathways
Acute Services

Allied Heslth

Child and Youth Health

End of Life

Investigations

Lifestyle and Preventive Care
Medical

Mental Health

Older Adults' Health

Before Entering a Residential Aged
Care Home (RACH)

Behavioural and Psychological
Symptoms of Dementia (BPSD)

Behavicural Concerns in Older Adubs
Caregiver Stress
Cognitive Impaiment and Dementia

5 Minute Meurological Exam for
Patients with Possible Dementia

Medications for Dementia

Comprehensive Medical Assessment
(CMA) for RACHS

Depression in Older Adults

Elder Abuse and Neglect

Elder Abuse and Neglect Support
Falls Prevention in Older Adults
Frailty in Older Adults
Medication Management Review

Older Persons' Health Assessment

In This Section

Before Entering & Residential Aged Care Home (RACH)
Behavioural and Psychological Symptoms of Dementia (BPSD)
Behavioural Concerns in Older Adults

Caregiver Stress

Cognitive Impairment and Dementia

Comprehensive Medical Assessment (CMA) for RACHs
Depression in Older Adults

Elder Abuse and Meglect

Elder Abuse and Meglect Support

Falls Prevention in Older Adults

Frailty in Older Aduls

Medication Management Review

Older Persons' Health Assessment

Older Adults' Weight and Nutrition

Unexpected Deterioration in an Older Person

Older Adults' Health Requests

E 2025 HealthPathways. All fights reserved. Terms of Use

Cognitive Impairment and Dementia

This pathway is about gradual or sub-acute onset of cognitive impairment. See also:

» Behavioural and Psychological Symptoms of Dementia (BPSD)

« Delirium

Background

About cognitive impairment and dementia v

Assessment

Fopulation screening is not recommended. '

General Practice Liaison Officer Program

. Screen patients at moderate risk » for cognitive impairment and dementia, or who have experienced a change in their cognition.

2. Take a collateral history from both the patient and an informant who has been documenting the onset, progression, fluctuations,
and time frame of symptoms. Consider providing a Short IQCODE » for family to complete.
3. Take & careful history covering the Five Domains of Dementia -
1. Cognitive decline » is usually the first symptom to appear. This may be more noticeable to family members or carers, so
collateral history is vital.
2. Functional decline » that is a result of cognitive decline.
3. Psychiatric symptoms v
4. Behaviour changes » which represent a change from how the person would previously behave.
5. Physical changes v — more likely to be seen in later stages.
4. Ask about:
» reversible or modifiable conditions v.
» factors that increase risk of harm .
5. Ask about current concems e.q., carer stress.
6. Review medications that may impair cognition , including over-the-counter medications.
7. Examine the patient — include:

« cardiovascular examination
» S-minute neurclogical examination v
» hearing and vision assessment
= mental status examination, including:
o cognitive assessment v_ D 52
e mood examination .
8. Arrange investigations . [+ n]

9. Consider differentiating features of delirium. dementia. and depression .




General Practice Liaison Officer Program presents

Championing
Generalism
Workshop

A collaborative, multi-disciplinary and multi-specialty

learning opportunity for GPs covering conditions
commonly managed in primary care ;

——

Bone Voyage: an update on Osteoporosis
Dr Syndia Lazarus | Staff Specialist, Diabetes & Endocrinology, RBWH p =
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e Queensland Government



Bone voyage:
An update on
osteoporosis

Dr Syndia Lazarus
MBBS (Hons |) FRACP PhD
Department of Endocrinology, RBWH and TPCH




Osteoporosis - Diagnosis

O Progressive, systemic disease characterized by reduced bone density, quality and
increased fracture risk

O Criteria:

O Postmenopausal women or Men >50yo with minimal trauma fracture or BMD T-
score <-2.5

O BMD is not required for diagnosis, however, still expect T-score in osteopaenic range (-1.0
to -2.5)



= Who 1o screen

Who to treat

With what and how long

When to refer




O >70vyo
O History of minimal trauma fracture

O Postmenopausal woman or >50 yo
man with risk factors

OSfeopOI’OSiS 77, O FRAX calculator can help decide if

a BMD is required

Patient

O Oftherrisk factors include frequent
: falls, malabsorption, inflammatory
Screenlng arthritis, premature menopause,
male hypogonadism, chronic liver
disease, CKD, hyperthyroidism,
hyperparathyroidism




®
FRAX Fracture Risk Assessment Tool

Home Calculation Tool A Paper Charts FAQ References CE Mark English v

N

Calculation Tool

Please answer the questions below to calculate the ten year probability of fracture with BMD.

Country: US (Caucasian) Name/ID: [ ] About the risk factors
Quest|0n naire: 10. Secondary osteoporosis ®nNo OYes
. Weight Conversion
1. Age (between 40 and 90 years) or Date of Birth 11. Alcohol 3 or more units/day @no O Yes g
Age: Date of Birth: Pounds " kg

12. Femoral neck BMD (g/cm?)

Y: M: D:

Select BMD
2. Sex Omale O Female 7

3. Weight (kg) | Clear || Calculate |

4. Height (cm) Height Conversion

Inches ®W» cm

5. Previous Fracture ®nNo OYes
-Convert
6. Parent Fractured Hip ®No O vYes
7. Current Smoking ®nNo OvYes
8. Glucocorticoids ®No OYes
13635490
9. Rheumatoid arthritis ®No O Yes Individuals with fracture risk

assessed since 1st June 2011



®
F RAX Fracture Risk Assessment Tool

Home Calculation Tool v Paper Charts FAQ References CE Mark English v

Calculation Tool

Please answer the questions below to calculate the ten year probability of fracture with BMD.

Country: Australia Name/ID: About the risk factors
Questlon naire: 10. Secondary osteoporosis @No OYes Weight Conversion
1. Age (between 40 and 90 years) or Date of Birth 11. Alcohol 3 or more units/day @No O Yes Pounds W kg

Age: Date of Birth:

12. 2 -
v M: D: Femoral neck BMD (g/cm*) m

Select BMD
2. Sex Omale O Female 7

3. Weight (kg)

| Clear || Calculate |

Height Conversion

4. Height (cm) Inches wW» cm

> Previous Fracture ®no Oves Refer for BMD if 2 10%

6. Parent Fractured Hip @®No OvYes
7. Current Smoking @®nNo OvYes
8. Glucocorticoids @®nNo OYes 00425252

Individuals with fracture risk
9. Rheumatoid arthritis ®No O Yes assessed since 1st June 2011



Who 1o screen

=» Who to treat

With what and how long

When to refer




When to consider anti-osteoporosis drugs

"\

Fragility fracture

Osteoporosis on
BMD

High calculated
fracture risk

» Excludes fingers and toes, stress fractures

» PBS-funded antiresorptive therapy only for >70yo

* >20% risk of major osteoporotic fracture within 10 yrs
e >3% risk of hip fracture within 10 years
* Non-PBS




Who 1o screen

Who to treat

=) With what and how long

When to refer




Anti-osteoporosis therapies

"\

Lifestyle modifications Antiresorptive drugs Osteoanabolic drugs

* Weight-bearing
exercise — high impact,
bone loading, exercise
physiologist

e Dietary calcium and
protein — supplement if
required

e Vitamin D

* Healthy Bones Australia
website

e MHT, raloxifene . Teriporofide,
» Oral bisphosphonates abaloparatide
(risedronate, e Romosozumab

alendronate)

* |V bisphosphonate
(zoledronate)

e Denosumab




Anti-osteoporosis therapies

"\

Lifestyle modifications Antiresorptive drugs Osteoanabolic drugs

* Weight-bearing * MHT, raloxifene e Teriparatide,
exercise — high impqc’r, « Oral bisphosphonates abaloparatide
bone loading, exercise (risedronate, e Romosozumab
physiologist alendronate)

° DleTGry calcium and . o |V bisphosphoncﬂ'e
protein — supplement if (zoledronate)
required e Denosumab

e Vitamin D

* Healthy Bones Australia
website
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Denosumab

Antiresorptive Siay R
drugs
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How long 1o

treat
(controversialt)

O Antiresorptive therapy was previously
limited to elderly patients

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

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

O Continue treatment if fragility fracture
within 2 years

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



Antiresorptive drugs

Bisphosphonates Denosumab

O Pros O Pros

O Can be safely ceased or delayed (no O Convenient and infrequent administration

rebound)
O Infrequent dosing (every 1-2 years) for ZA
g g (every 1-2 years) O Cons

O Cons O More difficult to safely cease or delay

O Gl side effects for po forms dosing due to rebound increase in bone

turnover

O Acute phase reaction

O Infusion service required for ZA
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Osteomorph gene changes

<=p 430 osteoclast genes

‘ 1,455 osteoclast genes

? 151 unique genes such
as Bpgm, Fbxo 7

) e ~
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Fission of an osteoclast
into many mononuclear
osteomorphs

Osteoclast-
osteomorph
recycling

Fusion of osteomorphs
into an osteoclast at a
future resorption site
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Giant multi-nucleated
osteoclast resorbing bone

Igbal et al 2021 Cell 10.1016/j.cell.2021.02.023
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O Once on denosumab,

O Prolonged treatment -> increasing risk of low bone turnover
complications e.g. atypical femoral fractures

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

O Therefore, think carefully before starting a patient on
denosumab!

“C’mon, ¢’'mon — it's either one or the other.”
Ly 14

The Denosumab Dilemma

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

O Development of confirmed or possible O Missed dose
side effects O Changed GP practice

O Early (e.g. nauseaq, alopeciaq, O In and out of hospital
hypocalcaemia) O On holidays

O Late (e.g. ONJ, AFF) O Inferstate/overseas family emergency

© Withheld for procedure O Future candidate for osteoanabolic
O Orthopaedic surgery therapy

O Dental procedure O Rebound bone loss during withdrawal from
denosumab not counteracted by
osteoanabolic agent



Can denosumab be ceased safely?

7\

O Depends on how many doses they received

O After 1-2 doses of denosumab

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

O After >2 doses of denosumalb

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

O After >10 doses of denosumalb

O 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 exiraction

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.
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*|f 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 24 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

* Change to osteoanabolic agent




NDC 55111-688-52

Zoledronic
Acid Injection

5 mg/100 mL
(0.05 mg/mL)

Solution for
Intravenous Infusion

1 bottle-Sterile Solution

Do not mix with calcium-
containing solutions.

Administer as a single
intravenous solution
through a separate vented
infusion line.

One 100 mL
Single - Dose Bottle

Pharmacist: Dispense the accompanying
Medication Gusde to each patient

Rx Only

NOC ssmeén

Zoledronic Acid
Injection

5mg/100 mL
(0.05 mg/mL)
Solation for latravemous Infusica

Sterile Solution
% %t mx with caliom-coetainng 1 icen

Kmeter 31 3 single intravencos 5ol 200
Dngh 2 separate vented infsion e

0 mL Siagle - Dose Bottle

Zoledronate

Similar efficacy to denosumab

50-70% reduction in vertebral
fracture risk, ~40% reduction in
hip fracture risk

Smg iv every 12-24 months
Main barriers to use in GP
Route of administration

Acute side effects



How 1o

administer

O Comes in premixed 100 ml vial (insert
giving set directly into vial), given over
15 min

O IV access
O 25ml N/saline flush before and after

O Observations before and after

O Easier than an iron infusion!



Checklist

Proceed if >50

Vitamin D nmol/L, keep 70-
100 nmol/L as a

ht ti

replete BT

Canstillbe used in a
specialist setting at lower

eGFR >30 eGFR



Acute phase reaction

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

O Less likely with subsequent infusions
O  Symptoms:

O Fever (most common) ~20%
Arthralgias/myalgias
Fatigue
Abdo pain, vomiting, diarrhoea

O O OO

Ocular inflammation
O Nasopharyngitis

O 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 Thr prior
to infusion and for 48 hrs after

Offer po dexamethasone 4mg for 3 days (DO-
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



Who 1o screen

Who to treat

With what and how long

= When to refer




When to refer

7\

O

Not typical primary osteoporosis, €.g.
O Younger than expected

O 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 Carefully consider before
should not be “set and 9 starting anyone on
forget” denosumab

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

/oledronate is a great
option that can be easily
given in General Practice
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Smart Referrals — o X
- T - e I - T

g
MQueensland Government [_j_) Smart Referrals

on Test DoB: 15 Sep 1995

Patent name: Ms

&
[2) Request information _

Reques 21 May 2025
Request type [ £ J Update Continuation Request for advice
Reason for referra @ New condition requiring specialis sultation

Deterioration in condition, recently discharged from outpatients < 12 months

Other

el
o
a
D

Consents

Date patient consented to request '7‘

ry if Yes No Not applicable

Endocrinology - Osteoporosis and metabolic bone disease (Diabetes and Endocrinology) (#
Yes No
KX -
4 Request recipient =
* Service/Location A
Specialist name I}
Organisation details Endocrinology REDCLIFFE HOSPITAL 11.9 km
Endocrinology THE PRINCE CHARLES 15.4 km
=] Condition specific clinical information HOSPITAL +
Endocrinology CABOOLTURE HOSPITAL 20.0 km
Investigations and imaging Endocrine - Bone ROYAL BRISBANE & 21.2km +
WOMEN'S HOSPITAL
@ S!andard clinical mformatlon General Musculoskeletal ROYAL BRISBANE & 21.2km +
P Outpatient - Physiotherapy WOMEN'S HOSPITAL
atient information +
‘9 e ! Queensland Diabetes and MATER HOSPITAL BRISBANE 25.7 km Out of catchment
3 8 Endocrinology Service
Insurance information X +
o Referring GP's information iR
[@ Supporting documentation -
7 L aima | Powered by 143
Park request Refresh content Cancel request valid fields K ‘ & BPAC g8 ﬁ)nzi



4 Reler your patient / Digbetes and Endocrinology

Diabetes and Endocrinology

Conditions

Please note Ui @ nal an exhaustive list ol all ear

exdlude consideratian lor relferral unless spedilically stipulated in e oul-al-2cope Saclion

= Adrenal InsulTici = High Risk Fool - Diabetes and ®

= Adrenal Mass Endocrinalogy *

® Accessrmenl for melabolic sSurgery ®  Hypercalcaemia *

Suilability = Hyp ACLinagmia

®  Digbeles Mellilus * ®
®  Disorders ol sall and waler *

- =  Hypocaltaemia -

- in & inlertilily - male -

dl Digbeales aulpatienl services and does nol

Oisesily
Oibasil

Oligadarmenorrfaes, b

rEuliEm,

acne sk Tlilily
.

Culeoporodis and melabalic bone

diseaie

sorders

il enlangerent S Ly

*  Glucoconticoid excess [Cushing's - ama F hypoghycaemia

syndron

unrelated 1o digbetes

Paediatric services

Referrals lor iy

dules

diren and youwng people should follew the Children's Heallh Queensland referral guidelines.

Emergency department referrals

Phone an call Diabetic and Endocrinelogy Registrar via:

= Royal Brisbarne & Waomens | Lal switch - (07) 3646 111
®  The Prince Charbes Hospital switch - (075 3139 4000
(0713883 7777

[07) 5433 SERE

ital Swilch

®  Caboglure Hospilal swilch

and send patient 1o the Deparument of Emergency Medicine (DEM) a1 their neares

Adult conditions

Pancreatic disease

= Diabelic keloatids

" Arule severa hyper)

" Afule evere hypod

yraemia - A
*  Hypercamolar glycasemic state (HHS) - A
pex 1 digbetes - B (call registrar or consultant on zall)

* Fool ulcer with infection and systemic

iy urveeedl o Tebrile - A&

we infeclion or ra g cellul

= Acule mchaemia - A
® el gangrane - A

»  Digbales and severs vamiting - &

Urgent cases - (refer to key below)

A - client Lo presant Lo &

rgen e prar Ll i

[T v Specialist sevwi

ialint service wilhin 24 howrs,

B - client Lo present 1o diabetes

deparirmernt,

defined by peripheral redness around the wound >2om) - &

5 available, presem Lo an efmerg

Send referral

Hotline: 1300 364 538

Electronic:

GP Sdnarl Relerrals [prelesred)
eReferral system Lemplales
Medical Objects ID: MOQ20220003F
HealthLink EDL gkimnhhs

Mail:

MeLro North Central Patienl Inlake
Aspley Cormmunity Cenlre

TI6 Tillmere Road

ASPLEY QLD 4034

Health pathways @

brisbanenarth.healthpathwayscom i

unily.org

Locations

Calseaiiure Hogpilal

Redclille Hospila

Royal Brisharne and Wornen's

Hospilal

Thee Prince Charles Hospital

Resources
SpeecialiEis list

General referral crileria

e
W Queensland Government Lortactus  Mewsra
Metro North Health

m Reler your patient Hospitals & services Health prolessionals Research Gel involved Career:
Hama [ Relar your patient / Diabsetes and Endocrinology / Oslesgorasis and metabolic bone dicease

Osteoporosis

and metabolic bone disease

Does your patient wish to be referred? @

Minimum referral criteria

Does your palient rmeel L i

Category 1

Appaintment within 30 days =
desirable

Category 2

Appointment within S0 day
desirable

Category 3

AppainLmant withir
desirable

365 days is

imurm rederral orileria?

= il lractures desgite iniliation ol reatment Tar
* F ssed denosurmal therapy

.

= P Ls diseass - §

-

s dysplasia

= Ospeomalacia

ional osleaporosis

Hanagerment

= Pasl-ransplant osleoporolic (BMD L

using glueocosrlicoids
" Duleopodsds wivere PES threcholds are nat med [e.g. Inflammatesy bowe
digease]

= _I"L'N.[.l dined ol eomsinosis

-
- cled) metabo e disease eg, < imperfecLs
®  Incidental linding or Iocaliced Pagets dissase changes on bone scan with

ALP =2 Told ULN

If your patient does not meet the minimum referral criteria

General Practice Liaison Officer Program




© Brisbane North

Brisbane North

HealthPathways

Home
COVID-19
About HealthPathways
Brizsbane Morth Localised Pathways
Acute Services
Allied Health
Child and Youth Health
End of Life
Investigations
Lifestyle and Preventive Care
Medica
Assault or Abuse
Cardiclogy
Dermatology
Diabetes
Endocrinology

Amenarrhoes

Hypercalcaemia

Ostecporosis

Primary Hyperparathyroidism (PHPT)
Testosterone Deficiency in Men
Thyroid
Endocrinclogy Requests
Gastroenterology
General Medicine
Genetics
Haematology
Hyperbaric Medicine
Immunology
Infecticus Diseases
Intellectual and Developmental
Disability

Meurclogy

L

-
1 I8
=

crinology [ Ostecporosis

Medica

Osteoporosis

Clinical editor's note

The Therapeutic Goods Administration published a safety update in December
2023 regarding Romosozumab . Romosozumab is now contraindicated in
patients with a history of myocardial infarction or stroke. Stronger wamings
regarding cardiovascular risks are advised.

Background

About ostecporosis v

Assessment

P

w

[T

. Consider testing for osteoporosis in patients with minimal trauma fractures » or with major clinical risk factors » for

ostecparatic fracture.

_ Request DEXA scanning .

» Check criteria for a Medicare rebatable DEXA =can . Patients not eligible may be able to claim a refund from their private
health insurer.

= Seeinterpretation of DEXA results v,

. Consider FRAX risk assessment:

» [f the patient is aged = 50 years with any risk factors, consider FRAX to further risk stratify patients.

» If FRAX score = 10% refer for DEXA, if not already completed, and then determine further risk according to results.

. If suspected or confirmed ostecporosis, consider additional investigations w.

. Consider secondary causes » of osteoporosis and investigate accordingly.

Management

1

P

. Consider anti-osteopo

. If premenopausal weman, or man aged < 50 years, with suspected osteoporosis, request non-acute endocrinology assessment.

Diagnostic assessment in these patients is complex, muhtifactorial, and not based on DEXA measurement alone.

sis medication % and bone health maintenance strategies v if:

= Postmencpausal woman, or man aged = 50 years, with either of:
o Minimal trauma hip or vertebral fracture
& Minimal trauma fracture other than hip or vertebra (toes and fingers excluded) and DEXA T-score <-1.5
+ Patient with no histery of minimal trauma fracture and either a:
o major clinical rizk factor v for osteoporotic fracture, and high estimated 10 year risk of fracture » (FRAX assessment)
o DEXA T-score =-2.5.
» Awoman commencing aromatase inhibitor therapy, unless contraindicated, who is either:
o Aged = 70 years with BMD T-score =-2.0.

General Practice Liaison Officer Program




General Practice Liaison Officer Program presents

Championing
Generalism
Workshop

A collaborative, multi-disciplinary and multi-specialty
learning opportunity for GPs covering conditions

commonly managed in primary care ;

We Need to Talk About Burnout  p,

Dr james Martin I GP & GP Liaison Of-ﬁcer RISBANE NORTH

An Australian Government Initiative
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Guarantee!

& Older person safety
= Gout
Lung cancer...

Satisfaction X
Money back X
Me and You [
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You (the rest)

e Listen

* Know

e Treat

« Manage risk...

AWESOME
L &

S32122211, \ 3
XXXXXXXXE]
XXXEXXILT 3
I -
XXXXXXXXI] ’}~
XXXRXXXXI;

GPs reporting feelings of burnout ' ‘ vOu RAGW It
RACGP, Health of the Nation
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Burnout - Definition

1. Exhaustion
2. Disengagement
3. Reduced professional efficacy The 3 s fining

FROM CHRONIC WORKPLACE STRESS characteristics of burnout

Signs of burnout

Decreased work satisfaction Feeling exhausted Feeling disengaged from
\ and drained work that you used to value

Low energy or motivation \ Disrupted sleep
(D) ]

Feelings of Increased mental A sense of
energy depletion distancing or ineffectiveness
or exhaustion. feelings of and lack of
negativism related accomplishment.
to one’s job/
responsibilities.

Irritability Procrastination

- Headaches and
body pain

3

Feeling isolated
or trapped




So where does that leave us??

Risk factors
« Age 40-60 (>50% of us)
« Long hours

* Poor support network ic g
* IMG (42%)> 7 E)
g )

The "Evidence"...

General Practice Liaison Officer Program

Protective factors?
* Autonomy
 Boundaries

« Collaboration

« CPD... |
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Survey — Oldenburg Burnout Ihventory (OBD)*

~NOoO o WDN PR

General Practice Liaison Officer Program

. | always find new and interesting aspects of my work

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

. After work, | tend to need more time than in the past to relax and feel better
. | can tolerate the pressure of my work very well

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

. | find my work to be a positive challenge

. Etc...

Link to calculator...

#1HE) TANRS A BUACH




Your OBI | Question breakdown

When | work, | usually feel energized

| feel more and more engaged in my work

\'...' Usually, | can manage the amount of my work well
This is the only type of work that | can imagine myself doing

After my work, | usually feel worn out and weary

Sometimes | feel sickened by my work tasks

After working, | have enough energy for my leisure activities

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

During my work, | often feel emotionally drained

\-\_; | find my work to be a positive challenge

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

| can tolerate the pressure of my work very well

After work, | tend to need more time than in the past in order to relax and feel better
It happens more and more often that | talk about my work in a negative way

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

\-v- | always find new and interesting aspects in my work

0.0% 10.0%

m Strongly agree

20.0%

Agree

Disagree

30.0% 40.0%

m Strongly disagree

50.0%

60.0%

(=

70.0%

General Practice Liaison Officer Program

80.0%

(=

90.0%

100.0%
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I Greater physical, affective &
) I cognitive fatigue (Subscale score =23+)

OBl | Exhaustion Subscale :

Severe
26.0% I
24.0% I
22.0% I
20.0% |

18.0%

16.0%

—~
14.0%
12.0%
10.0%
8.0%
6.0%
4.0%

2.0% |||III

0.0%

13 14 15 16 17 18 19 20 21 22 23 24 25 26

8 9 10 11 12

29%

27 28 29 30 31 32
Exhaustion subscale score
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. Stronger tendency to distance
yourself from work and develop
negative attitudes towards your

I job (Subscale score =22+)

OBl | Disengagement Subscale

Severe
26.0%

22.0%

20.0%

l
I
24.0% I
I
l

18.0%

~14%

16.0%
14.0%
12.0%
10.0%
8.0%
6.0%
4.0%
S mn :
0.0%

11 12 13 14 15 16 17 18 19 20 21 22 23 24 25

8 9 10 26 27 28 29 30 31 32

Disengagement subscale score
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“Clinically significant”

OBl | Total Score Low burnout High burnout
(Total score = <43) (Total score = >52)

24.0%

1
|
|
22.0% |
|
20.0% [
|

18.0%
|
I

16.0%

12.0%

14.0% - 1 8 %
10.0% ~18%

I
|
1
I
8.0% |
I
l
I
[
I
I
I

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
OBl total score

6.0%

4.0%

2.0%

0.0%
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NEWSGP WEEKLY POLL

As a GP, do you use any resources or visit a healthcare professional to
support your own mental health and wellbeing?

Yes
O 38%

No
e  59%

Unsure
(] 1%
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What can we do?

Prevention vs Cure

/
/

ff
f

]

| ,||””Nu

Wi

it

Take a break
Talk to someone
 Have a look at your life

 “THE RIGHT MINDSET"




What do we do?
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Brisbane Nortr

i fr / Specific Populations / Clinician Health / Clinician Health - Self-care

= HealthPathways

=iy=

=l
Clinician Health - Self-care

Brisbane North
This pathway is about caring for your own physical and mental health as a medical
practitioner. While some elements of the pathway may be useful to other health

Home professionals, it has been written specifically for doctors.
COVID-19 v
About HealthPathways v See also Clinician Health — Caring for Colleagues.

Brisbane North Localised Pathways

Acute Services v

Background
Allied Health v
Child and Youth Health o About clinician health - self-care v
End of Life v
Investigations v Management
Lifestyle and Preventive Care v
1. Plan self-care in advance;
Medical v " -
« Have your own general practitioner . Do not be your own general practitioner .
Mental Health . -
entatriea v « Plan a yearly preventive health visit.
Older Adults' Health v

. Analyse and respond to potential barriers v to accessing formal health care.

Pharmacology v 2. Be aware that doctors as patients can have unsatisfactory interactions and
Public Health " consultations due to: B SEND FEEDBACK

. i v
»__Reproductive Health v PELIZUAE S SR
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News About ~ Health Professionals ~ First Nations Q Search

Q:/ Black Dog A Q.)

Institute .
Resources Education Get )
Research ~ ~ . ~ ~ Fundraise
BETTER 2 MENTAL HEALTH & Support & Services Involved
HOME

TEN — The Essential Network for
Health Professionals

Helping healthcare professionals find resources
and support to navigate burnout and maintain esd Sgefent ostenge, 3 0edfy 35, e

good mental health. @: S B U I
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Other Resources DOCTORS' HEALTH in

QUEENSLAND

Doctor’s Health in QLD Family / friends

Hilton Koppe “From self-abuse to self-care” Gym/Pool
The Contented Clinician podcast... Sports.
Creativity
Hobbies
A Momolr of Medicine, 24/7 HELPLINE Nature
Migration and Mortality 07 3833 4352 EtC, etC...

- THE CONTENTED CLINICIAN PODCAST

; : COMBINING COLLECTIVE EXPERIENCE

DHQ provides an independent, COMMON SENSE: ANO THE BEST EVIDENET

confidential, colleague-to-colleague
support service to assist doctors

and medical students.

/ﬁ DOCTORS' HEALTH in
QUEENSLAND

CPD
Troubleshooting
o Connecting with colleagues...

HILTON KOPPE
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“Almost everything will work again if
you unplug it for a few minutes,
including you.”

— Anne Lamott

Questions?
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References

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/

A
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file://///Users/jim/Downloads/fpsyg-13-1064889.pdf
https://novopsych.com/assessments/well-being/oldenburg-burnout-inventory-olbi/

General Practice Liaison Officer Program presents

Championing
Generalism
Workshop

A collaborative, multi-disciplinary and multi-specialty

learning opportunity for GPs covering conditions
commonly managed in primary care ;

——

Post Intensive Care Syndrome

Dr Stuart Baker | Senior Staff Specialist, ICU, Redcliffe Hospital p -
Laura Smith | Clinical Nurse Consultant, ICU, Redcliffe Hospital == Metro North fiealts

e Queensland Government



ICU Follow-Up Clinic

Redcliffe Hospital
Dr Stuart Baker — Senior Staff Specialist

Laura Smith — Clinical Nurse Consultant

I

Metro North | Yi¢ez@) Queensland
Health | {8 Government




Once upon atime... a (very) brief history of ICU.

% surviving

Mechanistic approach
o Fix the problem
Outcomes were binary
o Survival vs non-survival
Practitioners were happy if the patients left
the ICU...

100
80 [ A
60
« Data from MNH
40 o Approx 4500 ICU admissions per year
A General population o 88% of patients survive to hospital discharge
— Intensive care patients (approx. 4000 per year)
00 1 2 3 4 5  THESE PEOPLE ARE HEADING BACK INTO

Years after admission to intensive care OUR COMMUNITY!

168



But around 2010...

Improving long-term outcomes after discharge from intensive care

unit: Report from a stakeholders’ conference* = a change in metric for ICU

outcomes
DaIe M Needham . PhD; Judy Davidson, DNP, RN; Henry Cohen, PharmD; Ramona 0. Hopkins, PhD;
g H Hannah Wunsch, MD, MSc; Christine Zawistowski, MD;
Anlta Bermis- Dougheny PT, DPT; Susan C. Berney, PT, PhD; 0. Joseph Bienvenu, MD, PhD; QUALITY of recovery
Susan L. Brady, MS; Martin B. Brodsky, PhD; Linda Denehy, PT, PhD; Doug Elliott, RN, PhD; Carl Flatiey, DDS;
Andrea L. Harabin, PhD; Christina Jones, RN, PhD; Deborah Louis, RN; Wendy Meltzer, JO;
Sean R. Muldoon, MD, MPH, MS; Jeffrey B. Palmer, MD; Christiane Perme, PT, CCS;
Marla Robinson, OTR/L, MSc, BCPR; David M. Schmidt, MD, PhD; E

C. Porter Storey, MD; Marta Render, MD; John Votto, DO; Maurene A. =

169
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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?

Cognitive
- Patients frequently experience ongoing, sometimes debilitating impatent
symptoms impacting their QOL post discharge, theses can persist Global cognitive function
for months to years e B, Sman:
attention
- Cognitive

= Difficulties with executive function
= Changes to memory and attention

- Physical
= Ongoing muscle wasting, weakness and fatigue Physical Mental health
= Changes to mobility status impairment impairment
= Shortness of breath Musche wasting and weakness A
= Appetite and weight changes P beihgrlan AN . vession
- Mental health iminkiions —

= Anxiety and depression, PTSD
= Recurrent flashbacks, hallucinations or nightmares

* PICS-Family
— Family members also experience significant stress which can PICS—Fanmily
lead to psychological disturbance :
= Anxiety and depression, PTSD Geprassion
. ) Posttraumatic stress disorder
= Sleep deprivation Complicated grief

= Anticipatory grief
» Role changes post discharge resulting in caregiver stress

Post Intensive Care Syndrome

172



The Follow-Up Clinic Process

o

LETTER

Post discharge

PHONE
CONTACT

Patient contacted to
offer follow-up
appointment -

voluntary

Approx 2 months

APPOINTMENT

Approx 3 months

MDCC

Cases discussed
with med, nsg and
AH team. Referral
pathways decided, if
needed.

Day of appt

@

FOLLOW UP

As requested

173



How are you doing?
“m great...!”



How are you doing?
“m great...!”

What do you remember?

Do you worry about it?



How are you doing?
“m great...!”

What do you remember?
Do you worry about it?

Can you watch a whole movie?



What does a follow-up appointment involve?

s 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

177



What do we do with that information?

O

O

O

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

Communicate with the patients GP regarding

ongoing concerns and recommendations

Provide essential debriefing and validation of
their experience

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

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

Refer to the Peer Support Group

178



We are LEADERS in Australia with ICU Follow-up

o The ONLY follow-up clinic in Australia with
permanent funding, and have existed for 7 years!

o Established systems, processes and referral
pathways already in place

o Currently following up patients from Redcliffe
ICU, and some referred Caboolture ICU

o Engaged in research with other facilities
nationally offering follow-up

o We will help fulfill requirements of Quality
Statement 7 of the Sepsis Clinical Care
Standard — Care after hospital and survivorship.



Changes are afoot!

o Soon to be moving to REDCap for patient ease of access to assessment tools — send
directly to patients prior to appointment

oBecoming a MNH wide service for ICU follow-up

£
o Minimal exclusion criteria ° /‘

= Admitted <24 hours
= Recreational overdose

’

o Many more patients!

180



2017 2018 2019 2020 2021 2022 2023 2024
In Person Phone Home mTelehealth



Join the
International

Walk for PICS

gy Saturday, September 27, 2025

Q Your City

*Participants can adopt a different day in September to walk if you can't
make it that Saturday.
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ET AT

Queensland Government [%JSmart Referrals

&9 Patient name: Ms Alison Test Dos: 15 Sep 1995

Request information -
Request date 28 May 2025

* Request type Update Continuation Request for advice

* Reason for referral @ New condition requiring specialist consultation

) Deterioration in condition, recently discharged from outpatients < 12 months

_ Other
% Priority Urgent
* Provider
Consents
* Date patient consented to request 2]
* Patient is willing to have surgery if 7 Yes No “w

required?

* Condition and Specialty

Suitable for Teleheaith?

* Are you the patient’s usual GP? m No

Request recipient

* Service/Location A

Specialist name REDCLIFFE HOSPITAL

Organisation details !,U ugnm! Eaxgl ggq Rm ut of caichmen

UNIVERSITY HOSPITAL
Condition specific clinical information no
Investigations and imaging o
& Standard clinical information g
&9 Patient information o
Insurance information =

o Referring GP's information @

E; Supporting documentation

‘ Powered b

l : : H Park request “ Refresh content ” Cancel request l ] Invalid fields [ % BPAC CS




W Queensland Government Contactus  Mewsroom

Metro North Health
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Post ICU Follow Up Clinic

Thwe Post InLensive Care Follow-Up Clinic is available al Redclilfe Hospital lor patients who haee experienced a critical illness and

hawe been discharged lrom an Intersive Care Unit in Queensland.

Thee clinic is comndwcted by inlensive care m

and an Imensive Care Consullant (& required) Lo idemtify any paycholagica

COgniLi yaical, and payche al issues Lthat palients may experience a5 a resull of their critical illness,

Patianls can disowss their experience and recaive aducation regarding Lhe reatments that they have received. Patients are

provided support Lo imgeose Lheir guality of life and encourage positive health oulcemes lollowing critical illness,

Patients are referred 1o additional services as appropriate

Thwe Post 10U Follaw-Up Clinic ooours on Thursdays ai Redclile Hospital. Telehealth and phone condullalions are availakble.

Eligibility criteria
= AMY adull patient wha has been admitted v ANY ICU in Queensland Tor greater than a 24-hour duration

= Patients who were admitted o 10U lor less than 24 hows of &5 a resull of & recreational overdose are nod eligible Tar this

= All adull patients discharged Mrom Reddille IOU are autormatically referred Tor follow up.

=GP referrals are accepled - please search “Post acule care” in the Caraiil aid Spech ax o GP Srman Relerrals ar use

Lhe Redelille Hospital eRelerral tlemplale.

= Referrals rean internal Queensland Health dinicians or sell-referrals from patients are accepled,

Other important information for referring practitioners

deline

® Refer 1o Health patfweays or lacal gu

Home - My Lile Aler TOU - an excellent resownce Lo 358ist in demysLilying treatments that happen in the inlensive care

uniL.

Referral requirements

A referral may be rejected without the following information.

= Essential referral imformation

= Date and duration of 10U admissien
= Location of I0U admigsion
®*  Reason for IDU admission

= [sgues you have identilied lor this patient that are refated w their [IOU admission

Send refarral

Hotline: 1300 364 938

Electronic:
GP Senarl Referrals (prelerred)

eRelerral sysiem Lemplates
Medical Objects ID: MO20290004P
HealthLink EDI: gkimnhhs

Mail:

Metro Morth Central Patient Inake
Aspley Community Centre

776 Zillmeare Road

ASPLEY QLD 4034

Health pathways @

healthpathways@brisbanenarthphin.

UIH.J_

brishanenorth.healthpatheayscomrm

unity.org

Locations

Redclille Hospita

Resources
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Background

Clinical presentations

Resources

Summary



QUIZ

 How many Australian Residents travelled overseas In
20247 9.6 million (11.4 million trips)



QUIZ

 How many Australian Residents travelled overseas In
20247 9.6 million (11.4 million trips)

« Where?



12.2 Short-term resident returns, Australia - top 10 destination countries(a)

New Zealand

Indonesia
EELE
n..—
)
[=} I
E‘ e
E Thailand
o . ___________________________________________________________________|
o
Vietnam =
SINgapore ——
Philippines ——
0 25,000 50,000 75,000 100,000 125,000 150,000
® Mar 2019 @ var 2023 ® Mar 2024 @ var 2025

a. Top 10 destination countries for March 2025.
b. Excludes SARs and Taiwan.

Source: Australian Bureau of Statistics, Overseas Arrivals and Departures, Australia March 2025



Who are returning travellers?

« Tourists:
— package
— up market independent
— back packers

* Business traveller

« Travellers visiting friends
or relatives (VFR)

* Aid worker/missionary

« Military

e Asylum seekers/
Immigrants



* Where

e When

e What

* Which

Travel history



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

e Fever

« Diarrhoea

* Respiratory

e SKin

« Jaundice/STl/others



Fever
The Big Five

« Malaria

* Dengue (or other arboviruses)

« Typhoid (or enteric fevers)

* Rickettsia

 |FI (other autochthonous viruses)



Figure 1 Proportion of febrile returning travellers and migrants with
different etiological diagnoses, with tropical ...

ETIOLOGY IN FEBRILE RETURNING TRAVELERS AND MIGRANTS

Othes Bactarial, 1%

J Travel Med, Volume 27, Issue 8, December 2020, taaa207, hitps://doi.org/10.1093/itm/aaa207 OXFORD
The content of this sice may be subject to copyright: please see the slide notes for detalls CAD ook



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/

Figure 3 Top 10 countries of acquisition by DENV serotype for
imported dengue cases, 2012-22. Abbreviations: DENV: ...

|
A

Indonesia
Thailand

india

The Philippines
Malaysia
Sellanka

Fiji

Vietnam

Papua New Guinea

Timor-Leste
0 500 1000 1500 2000 2500 3000 3500 4000 4500 S000 5500 6000
Number of imported cases
MODENV-1 ®DENV-2 ®DENV-3 »DENV-4 ®Mixed =Untyped
J Travel Med, Volume 31, Issue 2, March 2024, taae014, hitps:{/doi.org/10.1093/im/taa=014 OXFORD

UNIVERLIYTY PRI

The comtant of ths sice may be subject to copyright: please see the slide notes for detalls



Short
(<10 days]

Malaria
Influenza

Arboviral infections including
dengue, yellow fever

Plague

Enteric bacterial infactions
including paratyphoid fever

African tick bite fover

Spotted faver group (including
Rocky Mountain spotted fever)

Intermeadiata
(10-21 days)

Malaria
Viral haemorrhagic fevers
Typhoid faver

Scrub typhus
(0 favar

Ralapsing fever (Borrelia
spp.)

African trypanosomiasis

Brucellosis
Laptospirosis

Long
[>21 days)

Malaria
Hapatitis & B, C, E
Schistosomiasis (Katayama fewver)

Leishmaniasis
Amoebic liver abscess

Tuberculosis
Filariasis

HIV




Malaria

Il Malana endemic regions



Resources

 https://www.fevertravel.ch

o https://www.cdc.gov/vellow-book/hcp/travel-associated-infections-diseases

 https://www.health.qgld.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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Metro North Health Metro North Health

]ﬁ Refer your patient Hospitals & services Health professionals Research Get involved Careers  About us G] Refer your patient Hospitals & services Health professionals Research Get involved Careers  About us
Home / Refer your patient ! Infactious Diseases Home / Refer your patient / Infectious Diseases / Travel related and tropical infections

Infectious Diseases Send referral Travel related and tropical infections

Other Infectious Diseases
conditions

Hotline: 1300 364 938

Conditions Red flags

« Bone and prosthetic infections « Meningococcal disease » Syphilis Electronic: Consider urgent referral for patients with the following:

» Encephalitis and meningitis = Mycobacterial infections » Travel related and tropical GFP Smart Referrals (preferred) + Altered conscious level Send referral

» Hepatitis A = Parasitic infections infections eReferral system templates « Breathing difficulty Hotline: 1300 364 938

» Hepatitis B = Pyrexia of unknown origin » Zoponotic diseases Medical Objects ID: MQ402%0004F - Abnormal bruising or bleeding

» Hepatitis C = Skin infections - Chronic and HealthLink EDL: gldmnhhs « Petechial rash Elactronic:

v HV fecurrent » Persistent vomiting GP Smart Referrals (preferred)
Mail:

Infectious diseases services are provided at Redcliffe Hospital, Royal Brisbane and Women's Hospital and The Prince Charles Dehydration eReferral system ternplates

Metro North Central Patient Intake

Hospital in the Metro North Hospital and Health Service. Patients will be allocated to the various facilities based on their .  Paralysis Medical Objects ID: MQ40250004P
Aspley Community Centre di
postcode, the availability of particular services at those facilities and equity of access across the district. i * laundice HealthLink EDIL: gldmnhhs
776 Zillmere Road
o . ASPLEY QLD 4034 -
Paediatric services Mail:
X . X ) e . X Metro Morth Central Patient Intake
Referrals for children and young people should follow the Children's Health Queensland referral guidelines. Travel related and tropical infections include: _
° . Aspley Community Centre
s Malaria 776 Zillmere Road
Health pathways (2] + Dengue fever ASPLEY QLD 4034

Specialists list

Chickunguriya

ys is free for

) . clinicians in Metro Morth Brisbane * Typhoid
View the full specialists list.
» Cholera
For login details email: + Schistosomiasis/bilharzia Health pathways 9
healthpathways@brisbanenorthphn. « Ebola [very rare)
org.au + Lyme disease s to Health Pathways is free for

. . clinicians in Metro North Brishane
agin to Brisbane North Health ’ onical diceaces will nrec - . P - . A " " S -
Most tropical diseases will present with an acute illness and may require urgent transfer through Emergency. However, others

Pa

e presentwith early, low grade symptoms that may provide an opportunity to investigate and initially manage within a primary AT AT EEE S el

brisbanenorth.healthpathwayscomm

care setting. healthpathways@brisbanenorthphn.

unity.org org.au

ane North Health

Other important information for referring practitioners

Locations Medical managememt bri.sbannnorth.healthpathwayscomm
; ; unity.or
Heidiiie AR An extensive review of tropical disease is outside the scope of these ID guidelines but the following may help in logical
Royal Brisbane and Women's diagnasis and management based on main symptoms.
Hospital
Diarrhoea Locations

The Prince Charles Hospital

« Most commonly caused by E.coli as traveller's diarrhoea. Most cases resolve spontanecusly. However, if: Redcliffe Hospital
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Infectious Diseases

Home
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Brisbane Morth Localised Pathways

Acute Services

Allied Health

Child and Youth Health

End of Life

Investigations

Lifestyle and Preventive Care

Medica
Aszsault or Abuse
Cardiology
Dermatology
Diabetes
Endocrinology
Gastroenterology
General Medicine
Genetics
Haematology
Hyperbaric Medicine
Immunology
nfectious Diseases

Australian Bat Lyssavirus (ABLY)
Immunisation and Exposure

Cellulitis and Erysipelas in Adults
Hepatitis B

Hepatitis C (HCV)

Herpes Zoster (Shingles)

Influenza

In This Section

Australian Bat Lyssavirus (ABLY) Immunisation and Exposure

Cellulitis and Erysipelas in Adulis
Hepatitis B

Hepatitis C (HCV)

Herpes Zoster (Shingles)

Infectious Mononucleosis

Influenza

Meningococeal Disease

Mpoix (formerly Monkeypox)
Mosquito-bome Diseases in Queensland
Mumps

Respiratory Pandemic Practice Management
Pertussis (Whooping Cough)

Recurrent Staphylococcal Infection
Acute Respiratory Infections in RACHs
Acute Rheumatic Fever

Scabies

Zika Virus

Infectious Diseases Requests

See Also

Infection Prevention and Control
Immunisation
Measles

Multi-drug Resistant Organisms (MDRO)

£} 2025 HealthPathways. All fights resened, Tenme of Use
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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.

al Practice Liaison Officer Program
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