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Foreword

| am very pleased to release the third edition of the National guide to a preventive health assessment for
Aboriginal and Torres Strait Islander people (National Guide) for use throughout Australia. The first edition was
instigated and led by the National Aboriginal Community Controlled Health Organisation (NACCHO) when

it was published in 2005. Our aim was to help Australian health services overcome their uncertainty about
screening and other preventive health interventions so that Aboriginal and Torres Strait Islander peoples could
realise health benefits. The National Guide did not merely refer to biomedical interventions. We structured
preventive interventions as five types, directing users to consider the social determinants of health, thereby
making the guide unique.

This third edition continues that tradition and has new topics drawn from advice we received from Aboriginal
Community Controlled Health Services and users of the National Guide. Our user survey resulted in 554
responses from general practitioners (GPs) and other healthcare providers across Australia. With this
feedback, we were able to commission authors with expertise on topics such as child health and wellbeing
and fetal alcohol spectrum disorder, as well as on other topics important to Aboriginal and Torres Strait
Islander peoples. All the revised chapters were sent to external experts and relevant peak bodies across
Australia. The support we have received in developing this National Guide has been phenomenal.

We are proud of the continued collaboration between NACCHO and The Royal Australian College of General
Practitioners (RACGP) to create all editions. We thank the NACCHO and RACGP teams for their passion and
expertise in making this resource as valuable as it is. We are also pleased that through the promotional efforts
of the RACGP and the Australian College of Rural and Remote Medicine, many GPs in general practices
across Australia are aware of and are using the National Guide to support their delivery of preventive
healthcare to their Aboriginal and Torres Strait Islander patients.

NACCHO and the RACGP will support the implementation of the National Guide through social media
platforms and implementation workshops across Australia. We also encourage private vendors of clinical
information systems to consider and support ways in which the recommendations contained within the
National Guide can be incorporated in their software.

We are thankful for the support of the many peak health bodies and experts that have helped guide this
revision.

On behalf of the team and contributors, we hope this National Guide will help healthcare providers take
opportunities to prevent disease and illness in all their Aboriginal and Torres Strait Islander patients
throughout their lifespan.

Mr John Singer
Chair

NACCHO
February 2018
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Methodology

The review and updating of the second (2012) edition of the National guide to a preventive health
assessment for Aboriginal and Torres Strait Islander people (National Guide) was undertaken by the National
Aboriginal Community Controlled Health Organisation (NACCHO) and The Royal Australian College of
General Practitioners (RACGP) in 2016 and 2017. This project was funded by the federal Department of
Health and was led by a project executive whose role was to coordinate all aspects of the project, including
liaison with the funder, convening a project reference group, commissioning a clinical editor, commissioning
authors to develop chapter drafts for specific topic areas, coordinating expert individual and organisational
reviews, formatting and editing the final version, seeking endorsement and developing print and electronic
strategies for dissemination. The role of the project reference group was to contribute to and clarify the
overall scope of the National Guide, provide advice regarding its development, periodically appraise the
content of draft chapters, and provide advice regarding its dissemination. The project reference group
included representation from NACCHO, the RACGP, the Australian College of Rural and Remote Medicine
(ACRRM) and selected Aboriginal Community Controlled Health Services (ACCHSSs) and general practitioner
(GP) representatives.

The development of this third edition comprised three stages:
1. review of the second edition of the National Guide
2. evidence review and formulation of recommendations

3. editorial review, expert review and stakeholder consultation.

Review of the second edition

A formal review of the second edition of the National Guide was conducted to determine current usage and
how the structure, content and modes of dissemination could be improved. This comprised an online survey
primarily involving GPs and Aboriginal and Torres Strait Islander health workers and practitioners seeking
feedback and suggestions for improvements to the structure and content for the third edition. The online
survey was distributed to all RACGP members via the RACGP e-newsletter and all NACCHO affiliates and
member services via an email from the NACCHO chief executive officer.

Evidence review and formulation of recommendations

Defining the scope

The National Guide focuses on health issues that are preventable, amenable to primary healthcare intervention
and contribute greatly to the morbidity and mortality of Aboriginal and Torres Strait Islander people. Existing
topic areas from the second edition were reviewed by the project reference group and all were considered
appropriate for inclusion in the second edition. The following new topics were also agreed upon:

e family abuse and violence
* preventing child maltreatment — supporting families to optimise child safety and wellbeing
e fetal alcohol spectrum disorder

® prevention and early detection of lung cancer

e expansion on antenatal care.
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Preventive activities are typically classified as:’

* Primary prevention, which aims to avoid the development of a disease. Immunisation, brief interventions
regarding disease risk factors, and population-based health promotion activities are examples of primary
preventive measures.

e Secondary prevention, which focuses on early disease detection such as from screening, and
implementation of interventions to prevent disease progression and emergence of symptoms.

¢ Tertiary prevention, which reduces the negative impact of an already established disease by restoring
function and reducing disease-related complications.

The emphasis of this National Guide is on primary prevention and secondary prevention activities.
Interventions were included if these were considered effective, feasible to implement and able to make a
substantial contribution to reduction in overall disease burden. A pragmatic approach was taken for each
topic area to determine which secondary prevention activities should be included. This was facilitated by
regular communication between authors, editors, the project reference group and, at the later stages,
expert reviewers.

Development of recommendations

Preventive interventions were:

e classified according to their type and assessed for their effectiveness based on critical review of
established guidelines and empirical literature (refer to ‘Critical appraisal and assigning the level and
strength of evidence’)

® assessed for whether the evidence base informing them was considered generalisable to an Aboriginal
and Torres Strait Islander healthcare context

* assessed for whether they were feasible to implement in a primary healthcare setting.

Classification of preventive interventions

Interventions were classified into five categories to ensure a systematic and comprehensive approach
to prevention.?

1. Immunisation involves the administration of vaccines to prevent the onset of infectious disease.

2. Screening involves the systematic detection and management of disease before symptoms develop.
Screening is warranted when management of the disease in the preclinical phase confers benefits
beyond those from when the person becomes symptomatic and seeks clinical help. Examples include
screening for diabetes, cancer, osteoporosis and high cardiovascular risk.

3. Behavioural interventions involve any interventions that target the actions a person may take for the
purpose of promoting or maintaining health (eg physical activity), or brief interventions, for example, to
support smoking cessation or safe sex.

4. Chemoprophylaxis involves the use of medication to prevent the onset of disease or reduce the risk of
acquiring disease: for example, use of angiotensin-converting enzyme inhibitors to prevent kidney disease;
use of aspirin for the primary prevention of vascular events; use of antiviral drugs to prevent influenza.

5. Environmental influences include action related to social determinants, community and public health
structural interventions that are considered relevant to primary care practitioners, either via direct
implementation or via involvement in peripheral activities such as advocacy and liaison with other
agencies. It also includes systems-based interventions conducted in the health service. Examples
include community-based programs to ensure improved food supply, school-based interventions,
implementation of a systematic recall and reminder system, advocacy to government stakeholders for
local/regional liquor licencing regulations, involvement of the health service in social marketing activities.
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Generalisability of recommendations to an Aboriginal and Torres Strait Islander
health context

Factors considered valid for application in the Aboriginal and Torres Strait Islander health context included:

¢ differences in prevalence of disease/risk factors for Aboriginal and Torres Strait Islander populations
that may influence the population benefits, cost effectiveness of the intervention and predictive value of
screening tests

¢ whether socio-cultural factors might predicate a different approach

e whether the effectiveness of the intervention is known to exhibit wide variation depending on
geographical region.

Specific evidence against generalising national and international recommendations to Aboriginal

and Torres Strait Islander populations was necessary to determine if recommmendations did not apply.
Recommendations presupposing a genetic predisposition to disease were considered ungeneralisable due
to the vast heterogeneity of Aboriginal and Torres Strait Islander populations. The consideration of individual
predisposing risk factors such as family history was deemed relevant.

Relevance and applicability to primary healthcare

Preventive activities considered out of scope were those implemented outside the primary healthcare
context. Examples include screening for tuberculosis, interventions to increase workforce participation and
housing and education initiatives. However, primary care practitioners play an important role in advocating
for these activities, and in this context recommendations to support an advocacy role were included. Other
considerations influencing whether recommendations were suitable for primary healthcare included whether
the information was useful for clinical decision making, particularly for areas where there is clinical practice
uncertainty or where the issue is considered contentious or controversial.

Searching the evidence base and drafting recommendations

The evidence base for the National Guide was informed primarily by national and international evidence-
based guidelines, and primary research evidence. Published guidelines from several national and international
guideline developer groups were sourced. Where new Australian guidelines were being updated or newly
developed, the guideline developers were contacted to review the most current drafts.

The following guideline developer groups/repositories were reviewed:

e Australian National Health and Medical Research Council (NHMRC) guidelines portal®
¢ UK National Institute for Health and Care Excellence (NICE)*

e New Zealand Guidelines Group (NZGG)®

e Scottish Intercollegiate Guidelines Network (SIGN)®

e US Preventive Services Task Force (USPSTF)’

e US Agency for Healthcare Research and Quality.®

Australian clinical practice guidelines developed by non-government organisations were also reviewed.
Examples included the RACGP Guidelines for preventive activities in general practice (Red Book),® the Central
Australian Rural Practitioners Association CARPA standard treatment manual,”® Queensland Government
Primary clinical care manual " and Chronic conditions manual,? and the Therapeutic guidelines.™

Where existing or newly developed guidelines were considered insufficient for particular topic areas,
systematic reviews and meta-analyses of the primary research literature were then reviewed. In the absence
of these studies, or where the scope was considered insufficient, authors were instructed to conduct
literature reviews of empirical research where relevant. Empirical literature searches focused on studies
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published from December 2011 (the date of completion of evidence reviews for the second edition) to June
2017. In the absence of any empirical research, authors sought to source expert opinion statements to guide
best practice recommendations. The following sources were used to search for empirical literature: Cochrane
Database of Systematic Reviews, MEDLINE, Informit, Australian Indigenous HealthinfoNet, evidence reviews
from BMJ Clinical Evidence and Dynamed, and the US Centers for Disease Control. In areas where authors
were aware of important unpublished and ongoing work that may influence future directions, these were
cited as either personal communication or unpublished data.

Authors were instructed to objectively examine the evidence and summarise the recommendation, critically
appraise the source of the recommendation, assign the level and strength of evidence (refer to below)

and record the relevant references (refer to below). To update chapters from the second edition, authors
were provided with documents outlining the evidence base used for the relevant chapter draft.” They were
then asked to review the evidence to identify whether existing recommendations remained appropriate,
whether any recommendations could no longer be substantiated and needed to be deleted, and whether
any additional recommendations needed to be included. For sections not previously covered in the second
edition, authors conducted reviews of national and international guidelines and the empirical literature via the
process described above.

The Red Book format for providing recommendations was adapted to incorporate the five prevention
categories used to guide the scope of interventions.® It was assumed that the populations of interest for
all recommendations in the National Guide are Aboriginal and Torres Strait Islander peoples. A reporting
template was used to guide authors in the format of the recommendations, as shown below.

Recommendations: Smoking

Preventive Who is at Level/
intervention risk? What should be done? How often? strength of | References
type . evidence
Screening People aged Ask all patients if they smoke Opportunistic and IA 10, 16, 17,
>10 years tobacco (refer to Chapter 1: as part of an annual 35, 36
Lifestyle, ‘Introduction’: Box 1) health assessment

Critical appraisal and assigning the level and strength of evidence

For guidelines that were already endorsed or developed by the following organisations, authors were instructed
to not conduct a critical appraisal process: NHMRC, NICE, SIGN, USPSTF, NZGG. For other guidelines,
authors were recommended to use the AGREE |l critical appraisal tool to assess for guideline quality.'*'s For
systematic reviews and randomised controlled trials (RCTs), the SIGN appraisal tools were recommended. "

Although it was not intended that these questions be formally reported in the National Guide, authors were
provided with the following questions to assist in the assessment of a study/guideline recommendation:

e What are the most relevant primary and secondary preventive interventions to report in the National Guide
on this topic?

¢ |s the intervention relevant to primary healthcare?

e For relevant interventions, what is the magnitude of effect? This may be represented by absolute rates and
number needed to treat (NNT) or number needed to harm (NNH), or by absolute differences or differences
in relative risk.

e Are the benefits/harms clinically significant?
¢ |s the intervention generalisable to the Aboriginal and Torres Strait Islander population?

e Are there any caveats to implementing this intervention?




National guide to a preventive health assessment for Aboriginal and Torres Strait Islander people:

Evidence base | Third edition XXV
Each recommendation was graded according to the NHMRC classification scheme for assigning level
(Table 1) and strength (Table 2)."® For many interventions, there was limited evidence from which to draw
conclusions on the intervention’s effectiveness. Expert opinion was therefore considered very important in
interpreting the evidence and making judgements about the relevance of recommmendations to Aboriginal and
Torres Strait Islander health (refer to ‘Generalisability of recommendations to an Aboriginal and Torres Strait
Islander health context’).
Recommendations based on expert opinion were assigned as Good Practice Points (GPPSs). In determining
a GPP, there was regular discussion between authors, the editors and external experts. This process
was especially important for determining the optimal frequency of an intervention or the age from which
to commence an intervention. For example, on the basis of disease prevalence data, many preventive
interventions are recommended to commence at an earlier age in Aboriginal and Torres Strait Islander
peoples than in the general population.
NHMRC levels of evidence and grades for recommendations
The levels of evidence and grades for recommendations are derived from the NHMRC additional levels of
evidence and grades for recommendations for developers of guidelines.™
Table 1. Level of evidence hierarchy'®
| A systematic review of level Il studies
Il A randomised controlled trial
1lI-1 A pseudorandomised controlled trial (ie alternate allocation or some other method)
-2 A comparative study with concurrent controls: non-randomised, experimental trial; cohort study; case-control study;
interrupted time series with a control group
1II-3 A comparative study without concurrent controls: historical control study; two or more single-arm studies;
interrupted time series without a parallel control group
\% Case series with either post-test or pre-test/post-test outcomes
Table 2. Body of evidence matrix'®
_ A (Excellent) B (Good) C (Satisfactory) D (Poor)
Component Body of evidence can  Body of evidence can  Body of evidence Body of evidence
be trusted to guide be trusted to guide provides support is weak and
practice practice in most for some recommendation
situations recommendation(s) but  must be applied with
care should be taken caution
with this application
Evidence base* One or more level | One or two level Il One or two level Il Level IV studies, or
studies with a low risk  studies with a low risk  studies with a low level | to Il studies/
of bias or several level  of bias or a[n] SR/ risk of bias, or level SRs with a high risk
Il studies with a low several level lll studies | or Il studies with a of bias
risk of bias with a low risk of bias ~ moderate risk of bias
Consistency’ All studies consistent Most studies Some inconsistency Evidence is
consistent and reflecting genuine inconsistent
inconsistency may be  uncertainty around
explained clinical question
Clinical impact Very large Substantial Moderate Slight or restricted
( K odgd LL o
L d 0'
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Table 2. Body of evidence matrix'®
_ A (Excellent) B (Good) C (Satisfactory) D (Poor)

Generalisability Population/s studied Population/s studied Population/s studied in Population/s studied
in body of evidence in the body of body of evidence differ in body of evidence
are the same as the evidence are similar to  to target population differ to target
target population for the target population for guideline but it is population and hard
the guideline for the guideline clinically sensible to to judge whether it is

apply this evidence to sensible to generalise
target population* to target population

Applicability Directly applicable to Applicable to Probably applicable to Not applicable to
Australian healthcare Australian healthcare Australian healthcare Australian healthcare
context context with few context with some context

caveats caveats

SR = systematic review; several = more than two studies
*Level of evidence determined from the NHMRC evidence hierarchy (Table 1).
TIf there is only one study, rank this component as ‘not applicable’.

*For example, results in adults that are clinically sensible to apply to children or psychosocial outcomes for one cancer that may be
applicable to patients with another cancer.

Editorial review, expert review and stakeholder consultation

Authors submitted their drafts to the clinical lead, who reviewed and provided feedback for suggested
revisions. Several chapters, including those authored by the clinical lead, were also reviewed by the
NACCHO project lead. An editorial team comprising the clinical lead, the NACCHO project lead and RACGP
representatives held meetings to review all chapter drafts.

Drafts were sent to several independent expert reviewers for appraisal. Reviewers were given a template to
complete in which they were asked the following questions:

¢ Are the recommendations consistent with your knowledge of the evidence?
e |f applicable to this topic, are the GPPs consistent with your understanding?
e Where there is a deviation in the above, is that deviation acceptable within the limits of our knowledge?

¢ |n relation to primary prevention (and possibly secondary prevention), is there anything that is vital to this
topic that has been missed? If so, what?

* Please include any other feedback you may have on this topic.

Reviewers were also invited to make specific comments and suggested wording changes within each

topic draft. The recommended changes to the topic draft were reviewed by the clinical editor, who then
corresponded with the author to respond to the recommendations. Some external peak body organisations
were also consulted to review chapter recommendations, and their feedback was incorporated through
editorial team review. The editorial team determined the final content of the drafts in consultation with
authors. Most peak body organisations were asked to consider the final drafts for their support and/or
endorsement. The contributing authors, external reviewers and external peak body organisations are listed in
the acknowledgements.

Role of the funding source, intellectual property and conflicts of interest

The revision and updating of the National Guide is a joint project of NACCHO and RACGP Aboriginal and
Torres Strait Islander Health. A grant from the Australian Government Department of Health was provided
through the RACGP to undertake this project through a collaboration agreement with NACCHO. This work
was also supported through a pre-existing memorandum of understanding between NACCHO and the
RACGP. The funding body for this project had no involvement in the conception and design of the National
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Guide, nor in development of the content. The RACGP contracted a project coordinator to manage the
update of the National Guide in partnership with the NACCHO project lead. The NACCHO project lead
and the clinical lead had service agreements with the RACGP, while authors were required to agree to a
Statement of Works with the RACGP.

NACCHO owns the intellectual property rights in the National Guide, and has granted the RACGP a licence
to use and publish the National Guide as a resource for all health professionals delivering primary healthcare
to Aboriginal and Torres Strait Islander peoples.

All contributing authors were asked to declare any pecuniary or other conflicts of interest, and these
declarations are included in the list of authors section. External reviewers and peak body organisations were
not funded and the generosity of their contribution is greatly appreciated.
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Introduction

The third edition of the National guide to a preventive health assessment for Aboriginal and Torres Strait
Islander people (National Guide) is a joint initiative of the National Aboriginal Community Controlled Health
Organisation (NACCHO) and The Royal Australian College of General Practitioners (RACGP). The National
Guide is a practical resource intended for all health professionals delivering primary healthcare to Aboriginal
and/or Torres Strait Islander peoples. Its purpose is to provide health professionals with an accessible, user-
friendly guide to best practice in preventive healthcare for Aboriginal and Torres Strait Islander patients.

Every chapter of this edition has been extensively revised, and we are pleased to include several new
topics to support healthcare providers to broaden preventive care on priority health issues, such as fetal
alcohol spectrum disorder, family abuse and violence, and ways to optimise child health and wellbeing. In
this third edition, we continue to emphasise five types of preventive interventions: immunisation; screening
for asymptomatic disease; chemoprophylaxis (using medication to prevent the onset of disease and
complications of existing disease); counselling and other ways to encourage client behavioural change; and
primary healthcare influences over environmental factors.

The third edition of the National Guide revision process developed several products:

¢ the National Guide (print and electronic), which contains evidence statements, recommendations, risk
calculation tables and an outline of the development of the National Guide package

¢ the Evidence Base to the National Guide (electronic only), which contains the collection of evidence
underpinning the guide and recommendations

¢ a child lifecycle summary chart (print and electronic) listing activities recommended at each age group
0-17 years

e ayoung people lifecycle summary chart (print and electronic) that synthesises recommendations for those
aged 12-24 years

e an adult lifecycle summary chart (print and electronic) listing activities recommended at each age group
from 10 years.

Purpose

The National Guide is intended for all healthcare providers delivering primary healthcare to the Aboriginal
and Torres Strait Islander population. This includes general practitioners (GPs), Aboriginal and Torres Strait
Islander health workers and practitioners, nurses, specialists with a role in delivering preventive care, and
educators and students.

The National Guide makes specific recommendations regarding the elements of a preventive health
assessment across the lifecycle. The recommendations aim to prevent disease, detect early and
unrecognised disease, and promote health in the Aboriginal and Torres Strait Islander population while
allowing for variations based on regional and local circumstances. The health status of Torres Strait Islander
peoples is very similar to that of the Aboriginal population, and the information in the National Guide can be
applied to both population groups.

Why preventive health assessments are necessary

Life expectancy was around 10 years lower for Aboriginal and Torres Strait Islander people in 2010-12 when
compared with other Australians.” There is strong evidence that the delivery of clinical preventive health
services, especially within a primary healthcare context, improves health outcomes.?

Access to high-quality primary healthcare forms the foundation for the Australian Government’s National
Aboriginal and Torres Strait Islander Health Plan 2013-2023 to improve health outcomes for Aboriginal
and Torres Strait Islander people and their families.® However, there are often missed opportunities for the
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prevention of chronic disease and associated complications in the Aboriginal and Torres Strait Islander
population, and systems to identify if clients are of Aboriginal and/or Torres Strait Islander origin are often
variably implemented.*®

When preventive opportunities are missed, this leads to a higher use of hospital care, which in turn increases
health costs. The Aboriginal and Torres Strait Islander population has much higher rates of hospital admission
for almost every health problem than other Australians.®

The social determinants of health

Some users have asked us: ‘Why doesn’t the National Guide include a chapter on the social determinants of
health?’ In short, the answer is that every chapter guides users to consider the social determinants of health
— the conditions in which people are born, live, grow, work and age, and health system factors that may
reduce inequities. It is often forgotten that health system factors such as access to appropriate, affordable
and acceptable primary healthcare are also social determinants of health.”

These and other social determinants of health are mostly responsible for health inequities — the unfair, unjust
and preventable disparities in health status seen between populations. Within the Australian health system,
healthcare providers have a responsibility to shape their service provision to overcome barriers to healthcare
access, and to enhance, and be accountable for, the quality of care they offer.8®

Healthcare providers should consider the individual context of their patients, their social history, their
biopsychosocial risks, the patient as a person, in order to form a therapeutic alliance and to share power

and responsibility. These are the hallmarks of the patient-centred healthcare professional.’® The social
determinants of health may be broad and intersectoral," but patient-centred healthcare systems ‘can and do
yield health equity gains’.”

How to use the National Guide

Using the recommendations

All health professionals delivering primary healthcare to Aboriginal and/or Torres Strait Islander clients should
use the recommendations to enhance the clinical care they provide. The National Guide aims to complement
the RACGP Guidelines for preventive activities in general practice (Red Book) by dealing with health issues
that are specific to the Aboriginal and Torres Strait Islander population.

Cross-referencing with the Red Book

The chosen subject areas in the National Guide represent the key health issues that are amenable to primary
healthcare intervention and contribute to morbidity and mortality in the Aboriginal and Torres Strait Islander
population. Where issues common in the general Australian population have not been dealt with in this guide
(eg urinary incontinence), GPs are encouraged to cross-reference with the Red Book, which is available

on the RACGP website at www.racgp.org.au/redbook. The Red Book is a synthesis of evidence-based
guidelines from Australian and international sources and provides recommendations for everyday use in
general practice.

Using local guidelines

To optimise preventive health assessments, healthcare providers (particularly in regional and remote areas)
are also encouraged to refer to local guidelines where they are appropriate and available. Many of the
recommendations in the National Guide describe health problems that may be of concern only in certain
regional areas. For example, trichiasis screening is only appropriate for an elderly Aboriginal client who was
raised in a trachoma-endemic area (refer to Chapter 6: Eye health). In addition, many recommendations
highlight the importance of clinical discretion in decision making. For example, making a decision to apply
or not apply a 5% increment to the estimate of absolute cardiovascular risk will depend on the context and
specific characteristics of your individual patient (refer to Chapter 11: Cardiovascular disease prevention).
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Appraising current preventive practice

Healthcare providers should use the National Guide to systematically appraise current preventive practice,
especially where recommendations for the general population have previously been applied to Aboriginal and
Torres Strait Islander clients. Providers may also benefit by appraising certain screening activities for which there
are ‘Good Practice Points’ (GPPs) — that is, expert opinion—based recommendations but little current evidence.
Inappropriate preventive interventions may draw resources away from activities known to improve the health of
the Aboriginal and Torres Strait Islander population (eg risk factor modification and immunisation programs).

Identifying your Aboriginal and Torres Strait Islander clients, and why

Implementation of preventive health assessments requires healthcare providers to identify the target
population. Research shows that where general practices take systematic action to improve their
identification processes, there is a corresponding increase in the numbers of correctly identified patients.®

Identifying Aboriginal and Torres Strait Islander status is a necessary precondition for participating in

the Closing the Gap initiative agreed upon by the Australian Government and the Council of Australian
Governments in 2008. Without practice awareness, a patient who is of Aboriginal and/or Torres Strait
Islander origin cannot benefit from the various Australian Government measures such as the Practice
Incentives Program Indigenous Health Incentive,? the Pharmaceutical Benefits Scheme (PBS) co-payment
measure, ' and specific Medicare rebates for assessments related to preventive health.

All health professionals have an important role in facilitating the identification of Aboriginal and Torres Strait
Islander clients. In order for a person to identify as being Aboriginal and/or Torres Strait Islander and accept
this being recorded on their medical records, a culturally supportive and culturally safe environment needs to
be established and continuously demonstrated.

The RACGP resource for the Identification of Aboriginal and Torres Strait Islander people in Australian general
practice aims to help health professionals identify their Aboriginal and Torres Strait Islander clients.™ In
addition, the Five steps towards excellent Aboriginal and Torres Strait Islander healthcare provides a simple
outline to support practices to offer Aboriginal and Torres Strait Islander preventive health assessments.'®
These are available on the RACGP website at www.racgp.org.au/aboriginalhealth

Implementation of preventive health interventions

Most preventive interventions are best delivered opportunistically during clinical encounters in primary
healthcare settings. Others are delivered through integrated approaches between primary healthcare
providers and other services such as in the planning and delivery of breast cancer screening.

Using multiple strategies

Clinical information systems that support opportunistic screening through electronic reminders and outreach
programs, such as the offer of vaccination in non-traditional settings, are proven strategies to enhance
disease prevention and health promotion.

A preventive assessment may be undertaken in a single session between client and health provider, which
may or may not simultaneously address other concerns the patient may have, or be delivered incrementally
over a number of sessions. Whether clinic-based or community-based, systems used to deliver a preventive
assessment need to support a holistic assessment of the client in recognition of the interdependence of
many risk factors and determinants of disease.

Undertaking the interventions and follow-up

Implementation of a preventive health assessment should be undertaken by healthcare providers who have
the capacity to undertake, or to arrange for, appropriate management of any abnormalities found during
the assessment. Healthcare providers should always plan to follow up the patient who has had a preventive
health assessment. Specific Medicare rebates can assist in this process. Providers should also be aware
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of the potential psychosocial impact of preventive care, particularly when screening results in the diagnosis of
a new condition. Informed consent should be obtained prior to undertaking screening and other preventive
interventions, and adequate counselling should be provided when the patient is advised of the result.

For quality assurance, health services may also undertake ‘health systems assessment’ to explore their systems
and processes for preventive healthcare. The Kanyini ‘health systems assessment tool’ (adapted from the
Wagners Chronic Disease Model for health systems assessment)'®is one example of an adapted Aboriginal-
specific tool that can be used with or without a facilitator to explore clinic processes.'”

Appropriate health policies

Supportive health policies, such as financial incentives and workforce training, can encourage healthcare
providers to offer preventive health assessments. Those who have been screened may also require treatment,
and consequently, an effective screening program may increase the demand for care where existing health
service resources are already limited. Any plans to reduce premature and excess Aboriginal and Torres

Strait Islander morbidity and mortality will require increased investment in health system capacity to manage
previously unrecognised diseases.

The RACGP’s Standards for general practices (5th edition) can be applied to assess if a practice can provide
tailored information to patients on preventive care, and if it has systems for quality improvement activities.'®

Aboriginal Community Controlled Health Services also have contractual obligations to report on national key
performance indicators, several of which pertain to preventive healthcare delivery.’ The National Guide can
inform the evidence underpinning these indicators, and ensure they are it for purpose’ to support quality
improvement. Indicators should be evidence-based, reflecting research, clinical expertise and patient values.
Indicators may also unintentionally restrict clinical decision making if they prioritise the use of certain clinical
tools over other equally suitable ones. Other unintended consequences may arise if indicators homogenise
clinical decision making without considering the diversity of Aboriginal and Torres Strait Islander peoples and
their health needs, thereby undermining patient-centred care.

Medicare rebates

Medicare rebates for preventive health assessments are available for all Aboriginal and/or Torres Strait Islander
people of any age through an annual health assessment. This is possible through the Medicare Benefits
Schedule (MBS) rebate item number 715. The National Guide contains advice on almost all elements of the
requirements to claim this and many other rebates. Identification of your Aboriginal and Torres Strait Islander
clients is essential to enable access to Medicare rebates for preventive health assessments.

The Department of Health has also developed resources that list and provide support to claiming these
Aboriginal and Torres Strait Islander—specific MBS items.?° GPs are advised to check the requirements in the
current online MBS before claiming these and other MBS items supporting preventive healthcare and follow-up
assessments. GPs need to be aware of, and comply with, the requirements of the specific MBS descriptors
when providing services.

Primary Health Networks

Primary Health Networks (PHNs) have an important role to play in coordinating the delivery of primary healthcare
within their regions. One of six priorities set by the Australian Government is for PHNs to focus on the health

of Aboriginal and Torres Strait Islander peoples,?' such as through a strengthened primary healthcare model

of care, and preventive healthcare assessments. Healthcare providers can contact their local PHN to receive
service support for the delivery of preventive health assessments.

The National Guide is available on the NACCHO and RACGP websites at www.naccho.org.au/resources and
www.racgp.org.au/national-guide respectively.
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What’s new in the third edition?

This third edition of the National guide to a preventive health assessment for Aboriginal and Torres
Strait Islander people (National Guide) contains a thorough update of all chapters, as well as new topics
developed in response to requests from National Guide users and opportunities identified by the Project
Reference Group.

The National Guide aims to complement The Royal Australian College of General Practitioners’ (RACGP’s)
Guidelines for preventive activities in general practice, 9th edition (Red Book) by dealing with health issues
that are specific to the Aboriginal and Torres Strait Islander population. Where issues common in the general
Australian population have not been dealt with in this National Guide (eg urinary incontinence), healthcare
professionals are encouraged to refer to the Red Book, available at www.racgp.org.au/redbook

New topics in the third edition

Fetal alcohol spectrum Supports healthcare professionals to understand how to make a diagnosis of FASD and

disorder (FASD) to provide support for those diagnosed with FASD. It provides primary and secondary
prevention strategies to reduce alcohol use in pregnancy, and recommendations for women,
as well as for children at risk of FASD.

Preventing child Provides an exploration of the multiple factors contributing to the high rates of Aboriginal and
maltreatment — Supporting Torres Strait Islander children represented in substantiated maltreatment data. Discusses the
families to optimise child importance of comprehensive primary healthcare, incorporating culturally responsive and
safety and wellbeing trauma-informed care when working with families affected by child maltreatment, and provides

recommendations on screening and behavioural interventions to prevent child maltreatment.

Family abuse and violence Provides information to support healthcare professionals to develop a high level of awareness
of the risks of family abuse and violence and how to identify and provide early intervention
for victims of family abuse and for perpetrators. The chapter outlines principles to help
communities address the issues and work together to prevent family abuse and violence, and
intervene where necessary. To be used in conjunction with the RACGP’s Abuse and violence:
Working with our patients in general practice (White Book), www.racgp.org.au/whitebook

Lung cancer Provides recommendations on screening asymptomatic adults, including people who smoke
or have previously smoked, and lifestyle risk factor counselling on the benefits of avoiding
smoking and smoke exposure.

Young people lifecycle This wall chart has been developed to outline specific recommendations for young people,
summary wall chart and complements existing child and adult charts.

Key changes to existing chapters

Smoking New recommendations include considering intermittent oral nicotine replacement therapy for
pregnant women, after explaining risks and benefits; as well as establishing a system at the
health service to document and routinely update the smoking status of all patients.

Overweight and obesity New behavioural recommendations for people with overweight or obesity, such as the
importance of assessing the individual context and social factors that influence weight loss;
new recommendation to continue orlistat therapy beyond three months only if the individual
has lost at least 5% of their initial body weight since starting drug treatment.
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Key changes to existing chapters

Physical activity New behavioural recommendations encouraging active transport and weight-bearing and
resistance exercise to prevent osteoporosis. Recommendation that all women who are
pregnant should be encouraged to participate in physical activity to levels outlined in the
Australian guideline recommendations.

Recommendation for people with cardiovascular disease, other chronic diseases, mental
health issues and cancer survivors — if the condition is stable — to commence low-intensity
physical activity with slow progressions in volume and intensity.

Environmental recommendations to encourage health services to support physical activity by
introducing physical measures, and for health professionals to consider a range of social and
contextual factors that may uniguely influence an individual’s level of physical activity.

Alcohol New recommendation to advise women who are pregnant, breastfeeding or seeking pre-
conception counselling and choose to drink, to breastfeed before consuming alcohol.

New environmental recommendations to consider initiatives that engage young people and
school-based or classroom-based education sessions as part of promoting community-led
strategies to reduce alcohol supply.

Gambling New recommendations assess the impact on children who have parents and/or siblings who
are known to have problem gambling, by assessing their nutrition and growth, physical and
psychosocial health and wellbeing.

Recommendation to refer people with identified problem gambling to financial counselling
and legal support services.

Antenatal care Significantly updated to align with the Australian evidence-based antenatal care guidelines,
and incorporates new evidence published subsequently. Examples include recommendations
on immunisation as well as on screening for genitourinary and blood-borne viral infections,
measurement of height and weight in pregnancy, screening for diabetes, screening for
chromosomal abnormalities, screening for social and emotional wellbeing, and screening for
family abuse and violence.

Child health Includes two new topics (‘Fetal alcohol spectrum disorder’ and ‘Preventing child
maltreatment — Supporting families to optimise child safety and wellbeing’) and a significant
number of key changes under ‘Anaemia’, ‘Growth failure’ and ‘Childhood kidney disease’.

The health of young people A new young people lifecycle summary chart accompanies this chapter to support healthcare
professionals with screening.

A new modified HEEADSSS (Home, Education/Employment, Eating, Activities, Drugs and
alcohol, Sexuality, Suicide and depression, Safety) assessment tool, the Aboriginal and Torres
Strait Islander youth social and emotional wellbeing assessment, is included in this third
edition to support screening for social and emotional wellbeing.

New recommendations on contraception and emergency contraception are included.

The health of older people Has a new title and new recommendations on screening for osteoporosis for people at
moderate and high risk, as well as behavioural recommendations to consider the use of hip
protectors for residents of aged care facilities at risk of falling; recommendations on exercise
for individuals aged >50 years without osteoporosis and for those with osteoporosis.

New recommendations on dementia prevention for those with risk factors for dementia
are provided.

Eye health New recommendations for visual acuity screening and counselling on the risks of diabetic
retinopathy for pregnant women with pre-existing diabetes.

New recommendations for a balanced diet high in fruit and vegetables to reduce the risk of
developing cataract and age-related muscular degeneration.

Updated recommendations on screening for trachoma, and on discussing use of
chemoprophylaxis with regional trachoma control programs.
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Key changes to existing chapters

Hearing loss

Respiratory health

Acute rheumatic fever and
rheumatic heart disease
(RHD)

Cardiovascular disease
prevention

Type 2 diabetes prevention
and management

Chronic kidney disease
(CKD) prevention and
management

Sexual health and blood-
borne viruses

Prevention and early
detection of cancer

Mental health

New recommendation for enhanced hygiene practices to prevent cytomegalovirus.

New screening recommendations, including advising parents to maintain a high index of
suspicion of hearing loss in children at high risk of hearing impairment, and advising parents
that absenteeism can be associated with hearing loss. Repeat neonatal hearing screening
tests may be required.

New behavioural, surgical and chemoprophylaxis recommendations for children with
tympanostomy tubes, chronic suppurative otitis media, and otitis media with effusion.

New recommendations on immunisation for pneumococcal disease prevention and influenza.

New behavioural recommendations, advising weight reduction for people who have asthma
and obesity or overweight. New environmental recommendations for workers in high-risk
workplaces, where exposure to occupational dusts and chemicals is high.

New screening recommendation for people who smoke, with healthcare professionals to
consider the use of a symptom questionnaire to assist with case finding in those with chronic
obstructive pulmonary disease (COPD).

New behavioural recommendation for people with COPD who currently smoke, to consider
referral to puimonary rehabilitation as it has been shown to reduce COPD exacerbations.

New screening recommendations for preventing bronchiectasis and chronic suppurative lung
disease, and for those with a history of tuberculosis.

Provides numerous updated immunisation, screening, behavioural, chemoprophylaxis and
behavioural recommendations to support prevention, diagnosis and treatment of acute
rheumatic fever and RHD.

New screening recommendation, lowering the age of assessing for the prevalence of any
Framingham or non-Framingham risk factors to age 30 years.

Healthcare providers are advised to consider adding a 5% increment to the risk assessments
(five-year Framingham), using their clinical judgement.

New screening recommendations suggest that given the high prevalence of diabetes, use of
screening tools such as AUSDRISK are likely to be of limited benefit.

New chemoprophylaxis recommendation for adults with CKD and blood pressure (BP)
consistently above 140/90 mmHg, to recommend lifestyle changes plus drug treatment
aiming at BP <140/90 mmHg (or systolic BP <120 mmHg when tolerated by the patient).

New screening and testing recommendations for all sexually active people aged <30 years
and sexual partners of a person with a sexually transmitted infection.

New chemoprophylaxis recommendations to consider eligibility for pre-exposure prophylaxis
(PrEP) for people at higher risk of human immunodeficiency virus (HIV).

New recommendations for screening ages for gonorrhoea and trichomonas vaginalis.

New immunisation recommendations for human papillomavirus (HPV).

Lung cancer is a new topic within this chapter.

In cervical cancer prevention, there are new immunisation recommendations for HPV. New
screening recommendations, aligning with the renewed national cervical screening program,
with the Pap smear replaced by a new HPV cervical screening test with reflex liquid-based
cytology (LBC) for oncogenic HPV-positive samples.

New immunisation and screening recommendations for liver cancer.

New chemoprophylaxis recommendation for breast cancer includes the availability of
tamoxifen, approved for subsidy under the Pharmaceutical Benefits Scheme for primary

prevention of breast cancer and able to be prescribed by general practitioners as well as
medical specialists.

Recommendation to use social and emotional wellbeing assessment tools (such as K5 or
Here and Now Aboriginal Assessment [HANAA]) if necessary to guide conversations.

New recommendation to provide people who have close family or friends who have died by
suicide with support and referral to social and emotional wellbeing services (eg Aboriginal
mental health workers).
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Chapter 1: Lifestyle

Introduction

This section of the National guide to a preventive health assessment for Aboriginal and Torres Strait Islander
people (National Guide) provides recommendations for interventions to improve health outcomes related to
the risk factors of tobacco, overweight and obesity, alcohol, physical activity and gambling. In addition to
specific tools mentioned within each risk factor section, the ‘5As’ model is recommended to assist primary
care practitioners in a general approach to lifestyle risk factor assessment and management. The 5As model
is outlined below.!

Box 1. The 5As model for behavioural and other interventions related to lifestyle risk factors

Assess — Ask about/assess behavioural health risk(s) and factors affecting choice of behaviour change
goals or methods.

Advise - Give clear, specific and personalised behaviour-change advice, including information about
personal health harms and benefits. This recognises that the practitioner can be a catalyst for action and
enhance motivation for change.

Agree* — Collaboratively select appropriate treatment goals and methods based on the client’s interest
in and willingness to change their behaviour. This involves joint consideration of treatment options,
consequences and client preferences, and setting management goals.

Assist — Using behaviour change techniques (self-help and/or counselling), aid the patient in achieving
agreed-upon goals by acquiring the skills, confidence and social/environmental supports for behaviour
change, supplemented with adjunctive medical treatments when appropriate (eg pharmacotherapy for
tobacco dependence).

Arrange — Schedule follow-up contacts (in person or via telephone) to provide ongoing assistance/
support and to adjust the treatment plan as needed, including referral to more intensive or specialised
treatment. Follow-up visits often involve repeating the preceding four As.

*Some models omit the ‘Agree’ component and include an initial ‘Ask” component in which risk factors are identified.

The 5As model was originally proposed by the US National Cancer Institute to assist with smoking cessation
counselling.? It was then adapted by the Canadian Taskforce on Preventive Health Care and used by the

US Public Health Service to report on the effectiveness of interventions to support tobacco cessation.® The
model has since been adapted for use with broader preventive health interventions that are administered in a
clinical setting."*

The 5As model is well informed by systematic reviews of evidence on behavioural interventions and is
recognised as an effective mechanism for translating evidence into practice, and it has demonstrated
widespread utility in Australia and internationally.>” A randomised controlled trial (RCT) of the model, as part
of a team-based care for obesity management, is currently underway in Canada.®
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Smoking
Background

Tobacco is the single greatest cause of preventable deaths in the world." The World Health Organization
(WHO) estimates that tobacco causes more than five million premature deaths globally every year, a figure
that could rise to eight million by 2030." The Surgeon General of the United States has reported that smoking
causes many different chronic diseases and cancers, harming almost every organ in the body; smoking in
pregnancy causes maternal, fetal and infant deaths and disease; and there is no safe level of exposure to
second-hand tobacco smoke.?

The age-standardised smoking prevalence among Aboriginal and Torres Strait Islander peoples is 2.8 times
greater than for non-Indigenous Australians, with 39% of Aboriginal and Torres Strait Islander people aged
15 years and older reporting that they smoke daily in 2014-15.2 This prevalence has fallen from 49% in
2002, with a greater decline in non-remote than remote areas. More than half (57 %) of Aboriginal and Torres
Strait Islander children (0-14 years) live in a household with a person who smokes daily, and 13% live in a
household where someone smokes inside.® Aboriginal and Torres Strait Islander mothers had more than
three times the age-standardised smoking prevalence during pregnancy (45%) than non-Indigenous mothers
(13%) in 2014, having declined from 50% in 2009.* Tobacco smoking was calculated to be responsible for
23% of the health gap between Aboriginal and Torres Strait Islander peoples and other Australians, and 12%
of the total burden of disease for Aboriginal and Torres Strait Islander peoples in 2011.5

A national survey of 2522 people in 2012-13 found that the proportion of Aboriginal and Torres Strait Islander
people who smoke daily and who reported wanting to quit (70% of all who smoke), making a quit attempt

in the past year (48%), living in smoke-free homes (53%) and knowing about the most harmful effects of
smoking (eg smoking causes lung cancer, 94%) was similar to that of the general population.® However, a
smaller proportion of Aboriginal and Torres Strait Islander people who smoke daily, compared to people who
smoke daily in the general population, reported social norms disapproving of smoking (62% vs 79%) and had
ever sustained a quit attempt for at least a month (47% vs 60%).”®

Smokeless tobacco, including native tobaccos such as pituri, continues to be chewed in Aboriginal and
Torres Strait Islander communities, particularly in central Australia.® Although there are little data from
Australia, smokeless tobacco has been shown to cause cancers of the head and neck, oesophagus and
pancreas in other countries.’

Interventions

Australia has signed the WHO Framework Convention on Tobacco Control, the world’s first public health
treaty, committing to a series of evidence-based national policies to reduce smoking and the harm it
causes.'® Australia has implemented anti-tobacco mass media campaigns, pack warning labels, restrictions
on tobacco advertising, price increases of tobacco through tax rises, smoke-free regulations and provided
cessation services, contributing to Australia’s low national smoking prevalence.' There is some evidence that
such population health approaches also motivate Aboriginal and Torres Strait Islander people who smoke to
quit. Cross-sectional and longitudinal analyses of a large national survey demonstrated the impact of noticing
anti-tobacco social marketing (eg TV advertisements and posters), with localised material having greater
impact; of noticing pack warning labels; and of the introduction of plain packaging.'?'® The proportion of
Aboriginal and Torres Strait Islander people who smoke daily reporting smoke-free indoor workplaces (88%)
and homes (56%) was similar to that of the general population.' The evidence for the impact of tobacco tax
rises on Aboriginal and Torres Strait Islander people who smoke is less clear.'®

Health practitioners play a vital role in assisting and supporting smoking cessation and reducing the harms
caused by smoking. At the health service level, instituting a practice system designed to identify and
document tobacco use, such as a clinic screening system and the use of computer prompts, almost doubles
the rate of health professional intervention and results in higher rates of cessation.®®
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The 5As provide an evidence-based approach to smoking cessation for health professionals. ™

Ask: Ask all patients if they smoke and ensure that their current smoking status is recorded in the medical
record.'® Regularly — at least annually — update the smoking status in the medical records of anyone who
smokes or has recently quit.’® A systematic approach to identifying all people who smoke should be used in
every health service and has been shown to increase the support offered by health practitioners.'” Almost all
(93%) Aboriginal and Torres Strait Islander people who smoke daily who had seen a health professional in the
previous year reported being asked if they smoked, according to a national survey.'®

Assess: Assess the willingness of people who smoke to quit and their nicotine dependence to guide
treatment choices.®'"1920 Smoking cessation advice should be sensitive to the patient’s preferences, needs
and circumstances. There is no evidence that classifying people who smoke into the four stages of readiness
to quit (pre-contemplation, contemplation, preparation, action and maintenance) is more useful than any
other approach in smoking cessation. Assessment of nicotine dependence can be done using the six
questions in the Fagerstrom test for nicotine dependence.?' A simpler assessment can be done by asking the
following three questions:™®

1. How soon after waking do you have your first cigarette?
2. How many cigarettes do you have each day?

3. Have you had cravings for a cigarette, or urges to smoke and withdrawal symptoms when you have tried
to quit?

Smoking within 30 minutes of waking, smoking more than 10 cigarettes per day and withdrawal symptoms
are indicators of nicotine dependence.

Advise: Advise all people who smoke to quit in a clear, non-confrontational way — for example, ‘The best
thing you can do for your health is to quit the smokes’.™ This brief, repeated and consistent advice can
increase smoking cessation rates (number needed to treat [NNT] with brief advice only = 50-120, based

on a 2% unassisted quit rate at 12 months).'®?? Such advice can be as brief as 30 seconds, but should be
followed by offers of assistance to quit.® More Aboriginal and Torres Strait Islander people who smoke daily
and who have seen a health professional in the past year report that they have been advised to quit (75%),
compared to a similar sample of all Australian people who smoke daily (56%).'® These Aboriginal and Torres
Strait Islander people who smoke daily were 2.0 times more likely to have made a quit attempt in the past
year than those who had not been advised to quit.

Assist: Assist smoking cessation with multiple sessions of individual, group, telephone or text messaging
cessation support, and recommend smoking cessation pharmacotherapies to nicotine-dependent people
who are interested in quitting.

There is a dose-response relationship between the total duration of face-to-face counselling and advice and
successful cessation.' There is no evidence that any particular behaviour change method is more effective
than another, but the basic principles of setting a quit date, emphasising the importance of abstinence and
providing multi-session support (preferably four or more sessions) should be adhered to.'® A meta-analysis
of two randomised controlled trials (RCTs) at Aboriginal Commmunity Controlled Health Services (ACCHSS)
demonstrated that patients who were allocated to intensive counselling and support were 2.4 times more
likely to successfully quit than patients who received usual care.?®

Quitline (phone 137 848 or 13QUIT) offers cessation counselling from trained Aboriginal and Torres Strait
Islander counsellors who will call the person who smokes and proactively provide follow-up phone calls.™
Proactive services have been shown to be more effective than relying on the person who smokes to call
Quitline.™'® Similarly, text-messaging services are effective in increasing smoking abstinence (eg QuitTxt;
refer to ‘Resources’).?* However, the evidence for internet-based quitting support is only promising but
inconsistent, and there were no rigorous trials of smartphone apps that could be included in the latest
Cochrane review.'%? The additional benefit of providing written self-help material (eg pamphlets) is minimal.'®

In a large national survey, more Aboriginal and Torres Strait Islander people who had been advised to quit by
a health professional reported being referred to Quitline (28%) or a quit-smoking website (27%) than to a quit
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course, group or clinic (16%). However, participants were more likely to follow through with the referrals to these
courses, groups or clinics, and so more attended these than used either the Quitline or a website.®

Pharmacotherapies increase the effectiveness of smoking cessation counselling and should be offered

to all dependent people who smoke who wish to quit, except those for whom there are medical
contraindications.® All three smoking cessation pharmacotherapies available in Australia (nicotine
replacement therapy [NRT], varenicline and bupropion) have been shown to be effective in meta-analyses.'%26
A recent Cochrane review found that monotherapy with varenicline or combining two types of NRT were

the most effective forms of therapy.?® However, a more recent large RCT found no difference between NRT
patches and either varenicline or combination NRT.?”

Aboriginal and Torres Strait Islander people who smoke daily are less likely to use NRT and other smoking
cessation therapies than non-Indigenous people who smoke, even though they are just as likely to believe
that these therapies help people to quit.?® These medicines can often be dispensed at no or reduced cost to
Aboriginal and Torres Strait Islander patients, either through section 100 of the National Health Act 1953 in
remote areas or elsewhere through the Closing the Gap PBS Co-Payment Programme. 2%

Do not use varenicline or bupropion in women who smoke who are pregnant or breastfeeding.®16%1:32 There
is insufficient evidence that NRT is effective in increasing smoking cessation in pregnancy, but if counselling
has not been successful it may be reasonable to consider using intermittent oral NRT (eg inhaler or
lozenges), after explanation of risks and benefits (NRT delivers lower doses of nicotine to the fetus and breast
milk without the other toxins in tobacco smoke). Similarly, although there is inadequate evidence that NRT is
effective in increasing cessation rates in young people, it may still be used following careful discussion with
the patient and their carer if appropriate. Varenicline and bupropion, however, are not approved for use in
people who smoke aged under 18 years.™

The benefit from ‘vaping’ e-cigarettes or electronic nicotine delivery systems (ENDS) in assisting quitting
remains contentious. The use of e-cigarettes has been increasing in Australia; 31% of adults who smoke

had used e-cigarettes in 2016, compared to 18% in 2013.% A 2016 Cochrane review found some evidence
that e-cigarettes assist quitting, but no e-cigarettes have yet been approved by the Therapeutic Goods
Administration (TGA) for this purpose, and in 2017 the National Health and Medical Research Council
(NHMRC) recommended there was insufficient evidence for their use in cessation.®* There is also insufficient
evidence for other commonly used therapies: hypnotherapy, acupuncture and ‘Allen Carr’s Easyway’ method
with private clinics run by people who have quit smoking by using this method.™

Arrange: Arrange follow-up visits to discuss and support progress. It is recommended that counselling
continue for four visits and pharmacotherapy continue for 8-12 weeks. Relapse to smoking is commmon in the
month following starting a quit attempt; however, there is no intervention shown to effectively reduce relapse.°
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Recommendations: Smoking

Preventive Who is at Level/
intervention risk? What should be done? How often? strength of | References
type . evidence
Screening People aged Ask all patients if they smoke Opportunistic and IA 10, 16, 17,
>10 years tobacco (refer to Chapter 1: as part of an annual 35, 36
Lifestyle, ‘Introduction’: Box 1) health assessment
People who Assess wilingness to quit and the ~ Opportunistic GPP 17
currently level of nicotine dependence to
smoke guide intervention choice (Box 1)
Behavioural People who Advise all people who smoke Opportunistic, IA 10, 16, 17,
currently to quit ideally at every 36
smoke visit, and as part
of an annual health
assessment
Assist smoking cessation Opportunistic IA 10, 16, 17,
with multiple individual, group, 35, 37

telephone (eg Quitline) sessions,
or text messaging (eg QuitTxt)
cessation support

Arrange follow-up visits Provide at least IA 10,16,17,36
four sessions of
cessation support

Chemo- People who Recommend smoking cessation Opportunistic IA 10, 16, 17,
prophylaxis smoke aged pharmacotherapies to nicotine- 35
>18 years dependent non-pregnant people

who are interested in quitting.
First-line pharmacotherapies are
nicotine replacement therapy
(NRT), varenicline and bupropion

Pregnant and Do not use varenicline or At each antenatal GPP 10, 16, 31,
breastfeeding  bupropion. If counselling is not visit 32
women who successful, consider intermittent
smoke oral NRT (eg inhaler or lozenges)
after explanation of risks and
benefits
Environmental  People aged Establish a system at the health As part of a A 10, 17
>10 years service for documenting and systematic health
routinely updating the smoking service approach

status of all patients

All people Complement the above e 1,6, 38
individual-based strategies with
support for comprehensive public
health approaches to tobacco
control — for example:

e posters and displays at the
health service, community
organisations and events

e smoke-free rules at the
health service, community
organisations and events, and
smoke-free homes and cars
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Box 1. Assessment of nicotine dependence™

How soon after waking do you have your first cigarette?
2. How many cigarettes do you have each day?

3. Have you had cravings for a cigarette, or urges to smoke and withdrawal symptoms when you have
tried to quit?

Resources

e Australian Government, Quitnow — provides apps, factsheets, and details of media campaigns, including
specific Aboriginal and Torres Strait Islander resources, www.quitnow.gov.au

e Australian Indigenous Alcohol and Other Drugs Knowledge Centre — detailed information on resources,
publications, programs and projects for Aboriginal and Torres Strait Islander communities,
www.aodknowledgecentre.net.au/aodkc/aodke-tobacco

e Cancer Council Victoria, Tobacco in Australia: Facts and issues (2016) — a comprehensive review of the
major issues in smoking and health in Australia, www.tobaccoinaustralia.org.au

e Commonwealth of Australia, Medicines to help Aboriginal and Torres Strait Islander people stop smoking:
A guide for health workers (2011), email IndigenousTobacco@health.gov.au to obtain a copy

e Menzies School of Health Research, Tobacco Control Audit Tool — assists health services to undertake
continuous quality improvement audits of tobacco control activities, www.menzies.edu.au/page/
Resources/Tobacco_Control_Audit_Tool

e Quitline, phone 13 7848 or 13QUIT to arrange a free call back and follow-up phone calls
e QuitTxt, www.quitcoach.org.au/QuitTextinformation.aspx

e The Royal Australian College of General Practitioners, Supporting smoking cessation: A guide for health
professionals (2011, updated 2014), www.racgp.org.au/your-practice/guidelines/smoking-cessation
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Overweight and obesity
Background

Obesity is a surplus of body weight due to an excess accumulation of body fat. Being overweight is an
independent risk factor for numerous comorbidities associated with metabolic complications and/or the
excess weight itself.! It is associated with other cardiovascular risk factors including insulin resistance, blood
pressure elevation, elevated triglycerides and reduced high-density lipoprotein (HDL) cholesterol levels.2

Body mass index (BMI) is an approximate measure of total body fat represented by weight (kg)/height (m?).
It is the recommended measure for classifying overweight (BMI >25 kg/m? for adults and >85th centile

for children aged 2—18 years) and obesity (BMI >30 kg/m? for adults and >90th centile for children aged
2-18 years).® It is important to note, however, that these thresholds for overweight and obesity are derived
from Caucasian populations and they may not be applicable to some Aboriginal and Torres Strait Islander
peoples. While there are presently no adjusted thresholds validated for Aboriginal and Torres Strait Islander
peoples, a BMI of 22 kg/m? for overweight adults has been proposed as a more accurate representation
of risk, particularly in remote populations.*®However, in view of the heterogeneity of Australians who are of
Aboriginal or Torres Strait Islander origin, it may not be helpful to apply different thresholds to define excess
body fat in this population.

Waist circumference, as an indicator of abdominal adiposity, may be a better predictor of obesity-associated
complications for Aboriginal and Torres Strait Islander populations, and should be used in combination with
BMI to refine assessment of risk.*>78 (Refer to ‘Resources’ for tips on waist circumference measurement.)
The National Heart Lung and Blood Institute guidelines provide thresholds that combine BMI and waist
circumference to assess chronic disease risk (Box 1).°

The 2011 Australian Burden of Disease Study found that excess weight contributed to around 8% of the
total disease burden experience by Aboriginal and Torres Strait Islander peoples, and almost 10% of disease
burden was attributed to dietary factors and is second only to tobacco use as the largest contributing risk
factor to total disease burden for men and women aged over 35 years.'™ The 2012-13 Australian Aboriginal
and Torres Strait Islander Health Survey is the most recent comprehensive survey of dietary activity and
overweight or obesity." It found that two-thirds of Aboriginal and Torres Strait Islander males and females
over the age of 15 years had overweight or obesity, based on BMI.'" Further, the survey found that Aboriginal
and Torres Strait Islander people were twice as likely to report no usual daily fruit intake and seven times
more likely to report no daily vegetable intake when compared with non-Indigenous Australians.™

Poor food supply is a major barrier to addressing healthy nutrition for Aboriginal and Torres Strait Islander
people. A 2008 survey in the Northern Territory found that 55% of surveyed communities did not have
access to any fresh food for extended periods.'? In both urban and remote areas food access is affected

by low income and inadequate transport, and overcrowding, poor housing and inadequate cooking and
food storage facilities are additional environmental factors.'* Community store and takeaway food is often
nutritionally poor and apart from traditional food sources is the principal source of food in many areas.' Even
if nutritious, less energy-dense food is available, it is disproportionately more expensive than energy-dense
food and therefore is less accessible to people on low incomes.''” A recent study examined the increasing
gap in affordability and accessibility of nutritional food occurring between remote and urban areas. It found
that individuals living in remote areas pay the highest prices in Australia for healthy food and drinks."

Interventions

There are myriad dietary interventions that have been trialled and very little evidence to suggest that any
particular dietary intervention is superior. Generally, a low-energy diet, achieved particularly through reduction
in total fat intake, is the most effective intervention for weight loss.'® The Australian dietary guidelines for
adults are highlighted in Box 2. Two recommendations that may be more relevant to some Aboriginal and
Torres Strait Islander communities are also included.
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An evidence-based approach to weight management has been outlined in the National Health and Medical
Research Council (NHMRC) 2013 guidelines using the 5As framework (refer to Chapter 1: Lifestyle,
‘Introduction’).?®

Ask and assess:

¢ Assess adults for overweight or obesity to identify people who may benefit from advice about weight
management and/or intervention.

e (Conduct routine assessment of BMI and waist circumference.

e Assess for risk or presence of comorbidities that may be influenced by overweight and obesity to enable
overall risk to be estimated and for conditions to be managed together.

e Ask about other contributors to weight gain (eg medications such as psychotropic drugs, steroids, insulin,
quitting smoking) and weight history (including previous weight loss attempts) as part of the assessment of
people who are overweight or obese.

e Discuss a person’s readiness for behavioural change by talking about the person’s interest and confidence
in making changes, as well as the benefits and difficulties of weight management.

Advise: Adults who are overweight or obese should be advised that modest weight loss reduces
cardiovascular disease (CVD) risk factors. People with diabetes, pre-diabetes, kidney disease and sleep
apnoea should be advised that a 5% weight loss is associated with improvements in these conditions.®
Although the evidence base is not as strong, weight loss of any amount is also associated with
improvements in quality of life, self-esteem and depression symptoms.°

Assist: In terms of assistance, counselling to promote healthy behaviours, reduced energy intake and
increased physical activity in people with overweight or obesity is widely recommended in clinical guidelines.
Encouraging people to adopt healthier diets as part of a specific weight management plan, which includes

at a minimum targeted information, goal setting, and follow-up consultations, has been shown to change
dietary intake and lead to improved health outcomes.?" Designing tailored dietary interventions that aim to
produce a 2500 kg energy deficit per day is recommended in most cases.?° A combination of advice on diet
and exercise is more effective than either diet or exercise alone.? Cognitive-focused behavioural interventions
include situational control and stimulus avoidance, cognitive reframing, reinforcement techniques, self-
recording of calorie intake and eating behaviours, goal setting and relapse prevention strategies. The
combination of diet plus exercise plus behavioural interventions produces more beneficial outcomes than
each component in isolation.?>?? Weight and waist circumference are easy to self-measure and there is some
evidence that self-weighing and monitoring are effective in achieving weight loss.?®

Intensive interventions are recommended when standard measures have not been successful. These
include very low energy diets, weight loss medication and surgery. Very low-energy diets involve replacing
one or more meals each day with foods or formulas providing a specified number of kilojoules. There is
some evidence that these diets are associated with significant weight loss, usually when implemented in
conjunction with medically superposed programs.2°

Crlistat is the most effective agent in the treatment of obesity. If it is used, it should be prescribed in
combination with a weight-reducing diet and other lifestyle changes to maximise its effectiveness. It also
causes small decreases in total cholesterol, glycosylated haemoglobin and progression to diabetes.?>?* Orlistat
in combination with behavioural interventions can lead to greater weight loss than behavioural interventions
alone.??* The most common side effects of orlistat medication are gastrointestinal and these are more likely

if the diet is high in fat. Typically, treatment should only be continued beyond 12 weeks if there has been at
least a 5% weight loss. Orlistat increases the risks of liver damage and kidney stones and there are regulatory
agency warnings to alert health professionals and patients to these risks. Prolonged use for 12 months or
longer is associated with malabsorption of fat-soluble vitamins and may require additional supplementation,
particularly for people with diets that may be deficient in these vitamins. The risks and benefits should therefore
be thoroughly discussed before considering adding orlistat to behavioural interventions.
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Systematic reviews have found that bariatric surgery, mainly in people with a BMI >35kg/m?, is an effective
weight loss intervention.?5?7 Bariatric surgery encompasses a range of procedures that are either restrictive
(eg adjustable gastric banding, sleeve gastrectomy), a gastric bypass (eg bilio-pancreatic diversion) or

a combination of the two. All of these procedures have been shown to reduce all-cause mortality and

offer a number of other clinically significant health outcomes (eg improved cardiovascular risk, glycaemic
control and renal function).?” The degree of weight loss is influenced by the type of surgery performed, with
gastric bypass procedures tending to produce the greatest weight loss but at a higher complication rate.?®
Adjustable gastric banding has lower mortality and complication rates than gastric bypass procedure,

but the reoperation rate is higher and weight loss is less substantial.?® Sleeve gastrectomy appears to be
more effective in weight loss than adjustable gastric banding and is comparable to gastric bypass.?® One
large cohort study found that surgery is associated with some harms (wound complications, bleeding,
thromboembolism, pulmonary complications, so the decision to recommend surgery should be balanced
against these harms.?? There are few studies examining long-term outcomes (beyond two years) from
bariatric surgery. One systematic review found that gastric bypass had better outcomes than gastric

band procedures for long-term weight loss, type 2 diabetes control and remission, hypertension, and
hyperlipidaemia.?® Insufficient evidence exists regarding long-term outcomes for gastric sleeve resections.?

Arrange: Although current evidence is lacking, most clinical guidelines recommend a period of review and
monitoring following the initial assessment and advice. If there is no weight loss (less than 1% body weight or
no change in waist circumference) after three months of active management, lifestyle behaviours and causes
of weight gain should be reviewed. The review at three months should include calculating BMI and measuring
waist circumference, and comparing these to baseline measurements and anticipated weight loss and
targets; tracking progress towards goals (eg whether health behaviours have changed); monitoring changes
in risk factors and comorbidities; reviewing the plan for care; and providing support and encouragement.
Intensive weight-loss interventions may also be considered, depending on degree of overweight or obesity
and whether comorbidities are present.

In terms of maintenance of weight loss, it should be recognised that weight regain is common after weight
loss and that this is a combination of both physiological and psychological factors. However, it should be
stressed that the benefits of weight loss may still be maintained even if some weight is regained. There

is evidence to support adoption of ongoing specific strategies, tailored to individual situations for people
who achieve an initial weight loss.2° Such strategies have been shown to minimise the risk of weight regain.
Longer term monitoring by healthcare providers also tends to achieve better outcomes.?

Social determinants

The above disease prevention strategies must be individualised, and a person-centred approach should

be adopted (Box 3). Each person’s context will be different, shaping their readiness and capacity to make
lifestyle changes. The capacity to make changes will also be reduced if patients have comorbidity. One
reason for the limited success of prevention programs is the failure to incorporate an intersectoral approach
to influence the social determinants of overweight and obesity. Care plans incorporating weight-loss
recommendations should ensure that factors such as social isolation, reduced health literacy, unemployment,
financial constraints, access to recreational facilities, lack of transport, physical and economic access to
healthy food (food security), and other contextual barriers to a healthy diet and weight loss are considered,
with local support provided to address the problems identified.

Local supports can be identified through a range of non-government organisations, Aboriginal Community
Controlled Health Services, integrated care models such as ‘health pathways’ (developed by several primary
health networks), social worker referral, or other health navigation initiatives such as RedLink in Redfern, New
South Wales. Chronic disease care coordinators (care coordination and supplementary services program) at
the primary health network level may also assist (refer to ‘Resources’).

Interventions to improve food security include school-based nutrition education programs, structured
workshops, cooking classes, demonstrations and community kitchens. There is both local and international
evidence to suggest that these programs can improve participants’ food security through developing
cooking, shopping and budgeting skills, as well as reduce social isolation.?® Interventions that employ a peer-
to-peer education model are likely to be more effective in enhancing food security.
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The National Aboriginal and Torres Strait Islander Nutrition Strategy and Action Plan identified the following
seven priority areas to build on efforts to improve access to nutritious and affordable food across urban, rural
and remote communities:*°

1. Food supply in remote and rural communities
. Food security and socioeconomic status

. Family-focused nutrition promotion

. Nutrition issues in urban areas

. The environment and household infrastructure

. Aboriginal and Torres Strait Islander nutrition workforce

~N OO O WON

. National food and nutrition information systems

The 2009 National Preventative Health Strategy similarly stressed that multi-component, community-based
programs are critical to reducing the obesity-related disease burden experienced by Aboriginal and Torres
Strait Islander peoples.®" A number of strategies have been introduced to improve remote store food supply,
including food production, freight subsidies, store food and nutrition policies, improved management of
stores through training and education, store charters outlining consumers’ and store operators’ rights and
obligations, takeaway outlet interventions, food aid and food subsidy programs, interventions to improve
storage and kitchen facilities, and health education.'6-32-34

The complexity of interventions highlights the importance of coordinated action between health and non-health
sectors to improve the range, quality, variety and cost of food supplies to remote and rural communities. It is
important that primary care practitioners are aware of the breadth and complexity of these interventions, as they
may be able to play a key role in their implementation at the local level, and that they support each individual patient.

Recommendations: Overweight and obesity

Preventive Level/
intervention Who is at risk? | What should be done? How often? strength of | References
type evidence
Screening All people aged Assess body mass index (BMI) Opportunistic GPP 35
<18 years using age-specific and sex-specific  and as
centile charts (refer to Chapter 3: part of an
Child health, and ‘Resources’) annual health
assessment
All people aged Assess BMI and waist Opportunistic B 20, 22, 36,
>18 years circumference (Box 1) and as 37
part of an
annual health
assessment

Specific groups associated with
improved outcomes from BMI/
waist conference monitoring
include:

¢ individuals seeking advice on
weight management

¢ those with conditions
associated with overweight and
obesity (cardiovascular disease
[CVD], diabetes, stroke, gout,
liver or galloladder disease)
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Recommendations: Overweight and obesity

Preventive Level/
intervention Who is at risk? | What should be done? How often? strength of | References
type evidence
Behavioural All people aged Provide advice to promote healthy  Opportunistic IA 20
>18 years eating and physical activity as

per Australian guidelines (Box 2;
and refer to Chapter 1: Lifestyle,
‘Physical activity’)

Adults with Advise that modest weight loss Opportunistic 1A 20
overweight of 5% or more has multiple health and as part
or obesity benefits, particularly lowered of an annual

cardiovascular, diabetes and health check

kidney disease risks

Develop a weight management Opportunistic 1A 22
plan that must include: and as part
e targeted information as of an annual

per Australian dietary health check

guidelines (Box 2)
e goal setting

e at least one follow-up
consultation

e an assessment of individual
contextual and social factors
that influence weight loss and
maintenance (Box 3)

¢ individualised strategies to
support weight loss or weight
maintenance, including
context-specific social
supports (if necessary)

Encourage regular self-weighing IC 23
Encourage a net energy deficit of 1A 20, 22, 36,
2500 kilojoules per day through 37

combined dietary and physical
activity interventions as per
Australian dietary and physical
activity guidelines

Consider referral to specialist GPP
services, dietician and/or exercise

physiologist or telephone

coaching services (refer to

‘Resources’) if available

Individual or group-based 1A 22,28
psychological interventions* are

recommended in combination with

dietary and physical activity advice

Children with Develop a targeted weight Opportunistic B 22,37
overweight management plan as for adults. and as part
or obesity This plan must involve at least of an annual

one parent/carer and aim to health check

change the whole family’s lifestyle
(refer to ‘Resources’)
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Recommendations: Overweight and obesity

Preventive Level/
intervention Who is at risk? | What should be done? How often? strength of | References
type evidence

Behavioural Except in severe obesity, weight VD 22
maintenance rather than weight
loss is recommended for healthy
growth and development

Recommend referral for
specialist review for children
with severe obesity

Chemo- People aged Assess risk—benefit of orlistat Opyportunistic IA 20, 22, 36,
prophylaxis >18 years with on an individual basis and and as part 37

one or more only prescribe it as part of of an annual

weight-related a comprehensive obesity health check

comorbidities management plan

present (severe Continue orlistat therapy beyond

mobility three months only if the person

restriction,

"~ has lost at least 5% of their
arthritis, type 2 initial body weight since starting
diabetes)anda  grygq treatment. Monitor for

BMI >28 kg/m? malabsorption of fat-soluble
vitamins if prolonged use is
being considered

Surgical People aged Assess risk—benefit of bariatric Opportunistic IA 20, 22, 36,
>18 years with surgery on an individual basis 37
one or more in conjunction with lifestyle
weight-related interventions and as part of
comorbidities a comprehensive specialist
present (as management program

above) and a
BMI >35kg/m?

Environmental Community Advocate for multifactorial and GPP 15, 17, 32,
coordinated community-based 34
interventions to increase access
to healthy and nutritious food (eg
subsidised healthy food in stores)

*Cognitive-focused behavioural interventions include:
e sjtuational control and stimulus control, avoiding cues to over-eating
e cognitive reframing and reinforcement techniques

¢ self-recording of calorie intake and eating behaviours

e goal setting and relapse prevention strategies.
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Box 1. Combining measures to assess obesity and disease risk* in adults®

Disease risk (relative to normal measures)

Body mass index

Classification (BMI) Waist circumference Waist circumference

(kg/m?) Men 94-102 cm Men >102 cm
Women 80-88 cm Women >88 cm

Underweight <18.5 - -

Healthy weight 18.5-24.9 - Increased

Overweight 25.0-29.9 Increased High

Obesity 30.0-39.9 High to very high Very high

Severe obesity >40 Extremely high Extremely high

*Risk of type 2 diabetes, elevated blood pressure and cardiovascular disease (CVD).

Box 2. Australian dietary guidelines for Australian adults™

Guideline 1: To achieve and maintain a healthy weight, be physically active and choose amounts of nutritious food
and drinks to meet your energy needs

e Children and adolescents should eat sufficient nutritious foods to grow and develop normally. They should be physically
active every day and their growth should be checked regularly.

e Older people should eat nutritious foods and keep physically active to help maintain muscle strength and a
healthy weight.

Guideline 2: Enjoy a wide variety of nutritious foods from these five food groups every day

e Plenty of vegetables of different types and colours, and legumes/beans

e Fruit

e Grain (cereal) foods, mostly wholegrain and/or high-cereal varieties, such as breads, cereals, rice, pasta, noodles,
polenta, couscous, oats, quinoa and barley

e Lean meats and poultry, fish, eggs, tofu, nuts and seeds, and legumes/beans

e Milk, yoghurt, cheese and/or their alternatives, mostly reduced fat

e Choose store foods that are most like traditional bush foods*

e Enjoy traditional bush foods whenever possible*

And, drink plenty of water.

Guideline 3: Limit intake of foods containing saturated fat, added salt, added sugars and alcohol

e Limit intake of foods high in saturated fat such as many types of biscuits, cakes, pastries, pies, processed meats,
commercial burgers, pizza, fried foods, potato chips, crisps and other savoury snacks.

a. Replace high-fat foods that contain predominately saturated fats such as butter, cream, cooking margarine, coconut
and palm oil with foods that contain predominately polyunsaturated and monounsaturated fats such as oils, spreads,
nut butters/pastes and avocado.

b. Low-fat diets are not suitable for children under the age of two years.
e Limit intake of foods and drinks containing added salt.

a. Read labels to choose lower sodium options among similar foods.

b. Do not add salt to foods in cooking or at the table.

e Limit intake of foods and drinks containing added sugars such as confectionary, sugar-sweetened soft drinks and
cordials, fruit drinks, vitamin waters, energy and sports drinks.

* |f you choose to drink alcohal, limit intake. For women who are pregnant, planning a pregnancy or breastfeeding, not
drinking alcohol is the safest option.

Guideline 4: Encourage, support and promote breastfeeding
Guideline 5: Care for your food; prepare and store it safely

*Additional recommendations specific to some Aboriginal and Torres Strait Islander communities.
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Box 3. Social and contextual factors that influence disease prevention strategies

Disease prevention strategies for obesity and other lifestyle-related conditions need to be individualised, and a person-
centred approach should be adopted.

* Recognise that each person’s context will be different and this will shape their readiness and capacity to make lifestyle
changes. The capacity to make changes will be reduced if multiple comorbid conditions are present.

e Care plans incorporating weight loss recommendations should take consideration of the following factors; where
possible, implement local support services to address these factors:

— social isolation

— reduced health literacy

— unemployment and financial constraints

— limited availability of recreational facilities

— difficulties accessing transport support

— limited physical and economic access to healthy food (food security).

e Consider intersectoral approaches to influence the social determinants of overweight and obesity (eg partnerships with
providers of recreational facilities, establishment of men’s and women’s groups).

Resources

Weight, BMI and waist assessment
e Centers for Disease Control and Prevention, Growth charts, www.cdc.gov/growthcharts/cdc_charts.htm

¢ Department of Health, Helpful tips for measuring waist circumference,
http://healthyweight.health.gov.au/wps/portal/Home/get-started/are-you-a-
healthy-weight/how-do-you-measure-your-waist-circumference/!ut/p/a0/04 _
Sj9CPykssyOxPLMnMzOVMAfGjzOJILFydPbxMDD3djQMMDDzdnEP8Q80cjNy9DPULshOVAWZyjas

e World Health Organization, BMI charts for children:
— Children aged 5-19 years, www.who.int/growthref/who2007_bmi_for_age/en/index.html

— Children aged under <5 years, www.who.int/childgrowth/standards/bmi_for_age/en/index.html

Department of Health fact sheets

e Dietary guidelines for adults brochure, www.eatforhealth.gov.au/sites/default/files/files/the_guidelines/
n55g_adult_brochure.pdf

¢ Dietary guidelines for children brochure, www.eatforhealth.gov.au/sites/default/files/files/the_guidelines/
n55f_children_brochure.pdf

e Healthy drinks resource package, www.health.gov.au/internet/publications/publishing.nsf/Content/sugar-
drinks-toc

¢ Poster, www.eatforhealth.gov.au/sites/default/files/files/the_guidelines/indigenous_australian_dietary_
guidelines_poster_HiRes.pdf

Resources for assisting with addressing social needs
e Health pathways (New Zealand):
— www.healthpathwayscommunity.org/About.aspx (generic information)

— www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/quest-integrated-care-new-zealand-
timmins-ham-sept13.pdf (case study on integrated health and social care)

e RedLink, www.facs.nsw.gov.au/about_us/media_releases/media_release_archive/new-era-in-redfern-towers



http://www.cdc.gov/growthcharts/cdc_charts.htm
http://healthyweight.health.gov.au/wps/portal/Home/get-started/are-you-a-healthy-weight/how-do-you-measure-your-waist-circumference/!ut/p/a0/04_Sj9CPykssy0xPLMnMz0vMAfGjzOJ9LFydPbxMDD3djQMMDDzdnEP8Q8OcjNy9DPULsh0VAWZyjas
http://healthyweight.health.gov.au/wps/portal/Home/get-started/are-you-a-healthy-weight/how-do-you-measure-your-waist-circumference/!ut/p/a0/04_Sj9CPykssy0xPLMnMz0vMAfGjzOJ9LFydPbxMDD3djQMMDDzdnEP8Q8OcjNy9DPULsh0VAWZyjas
http://healthyweight.health.gov.au/wps/portal/Home/get-started/are-you-a-healthy-weight/how-do-you-measure-your-waist-circumference/!ut/p/a0/04_Sj9CPykssy0xPLMnMz0vMAfGjzOJ9LFydPbxMDD3djQMMDDzdnEP8Q8OcjNy9DPULsh0VAWZyjas
http://healthyweight.health.gov.au/wps/portal/Home/get-started/are-you-a-healthy-weight/how-do-you-measure-your-waist-circumference/!ut/p/a0/04_Sj9CPykssy0xPLMnMz0vMAfGjzOJ9LFydPbxMDD3djQMMDDzdnEP8Q8OcjNy9DPULsh0VAWZyjas
http://www.who.int/growthref/who2007_bmi_for_age/en/index.html
http://www.who.int/childgrowth/standards/bmi_for_age/en/index.html
https://www.eatforhealth.gov.au/sites/default/files/files/the_guidelines/n55g_adult_brochure.pdf
https://www.eatforhealth.gov.au/sites/default/files/files/the_guidelines/n55g_adult_brochure.pdf
https://www.eatforhealth.gov.au/sites/default/files/files/the_guidelines/n55f_children_brochure.pdf
https://www.eatforhealth.gov.au/sites/default/files/files/the_guidelines/n55f_children_brochure.pdf
http://www.health.gov.au/internet/publications/publishing.nsf/Content/sugar-drinks-toc
http://www.health.gov.au/internet/publications/publishing.nsf/Content/sugar-drinks-toc
https://www.eatforhealth.gov.au/sites/default/files/files/the_guidelines/indigenous_australian_dietary_guidelines_poster_HiRes.pdf
https://www.eatforhealth.gov.au/sites/default/files/files/the_guidelines/indigenous_australian_dietary_guidelines_poster_HiRes.pdf
http://www.healthpathwayscommunity.org/About.aspx
https://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/quest-integrated-care-new-zealand-timmins-ham-sept13.pdf
https://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/quest-integrated-care-new-zealand-timmins-ham-sept13.pdf
https://www.facs.nsw.gov.au/about_us/media_releases/media_release_archive/new-era-in-redfern-towers
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Other fact sheets and resource kits

¢ Apunipima Cape York Health Council, Food tips for being a healthy weight, www.apunipima.org.au/
images/Nutrition_Resources/Weight.PDF

e Heart Foundation, Obesity fact sheet, https://heartfoundation.org.au/images/uploads/publications/NAHU-
Obesity.pdf

® Queensland Health, Overweight children, www.healthinfonet.ecu.edu.au/uploads/
resources/17652_17652_2012.pdf

e NSW Health, Healthy kids resources for health professionals, https://pro.healthykids.nsw.gov.au

Free Get Healthy telephone coaching services for residents in New South Wales, Queensland and
South Australia

e New South Wales, www.gethealthynsw.com.au
e Queensland, www.gethealthygld.com.au

e South Australia, www.sahealth.sa.gov.au/wps/wcm/connect/Public+Content/SA+Health+Internet/
Healthy+living/Get+healthy
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Physical activity
Background

Physical activity is any bodily movement produced by skeletal muscles that results in energy expenditure.’
This definition importantly recognises that physical activity is not restricted to structured exercise programs.
Lack of physical activity is an independent risk factor for a range of diseases, in particular cardiovascular
disease (CVD), diabetes, some cancers and osteoporosis.? In addition to premature morbidity and mortality,
globally it has been estimated that physical inactivity cost healthcare systems $53.8 billion worldwide in
2013, of which $31.2 billion was paid by the public sector, $12.9 billion by the private sector, and $9.7 billion
by households.®

Activity can be classified as sedentary, light, moderate and vigorous. Non-vigorous (light or moderate)
physical activity reduces the risk of all-cause mortality, with the greatest benefits apparent in moving from no
activity to low levels of activity. Two-and-a-half hours per week of moderate physical activity (equivalent to
30minutes daily of moderate intensity activity on five days a week) compared with no activity is associated
with a reduction in mortality risk of 19%, while seven hours per week of moderate activity compared with no
activity reduced the mortality risk by 24%.4 Being based on self-reported data, this may be an underestimate
of the true mortality benefit from physical activity. Other studies using objective measures of physical activity
expenditure have shown up to a 69% reduction in mortality in the upper tertile of activity when compared
with the lower tertile.®

Sedentary activities are defined as activities incurring no more than 1.5 metabolic equivalents and include the
specific behaviours of sitting and lying down.® One metabolic equivalent is defined as an energy expenditure
of 1 kcal/kg/hour and is roughly equivalent to the energy cost of sitting quietly. Common sedentary activities
include television viewing, recreational screen time, sitting during leisure time, sitting in a car, sitting during
main activities (work, school, housework) and occupations that involve prolonged sitting. High amounts

of sedentary behaviour are associated with increased risks of several chronic conditions (especially CVD,
diabetes and cancer) and all-cause mortality. These associations appear to be independent of the level of
physical activity. Consequently, sedentary behaviour, even when accompanied by adequate levels of physical
activity, still confers an increased risk of developing chronic conditions.8”

The 2011 Australian Burden of Disease Study found that physical inactivity contributed to around 6% of

the total disease burden experienced by Aboriginal and Torres Strait Islander peoples.® By contrast with
most other risk factors, physical inactivity is equally and highly prevalent among Aboriginal and Torres Strait
Islander peoples when compared with non-Indigenous people. The 2012-13 Australian Aboriginal and Torres
Strait Islander Health Survey found the following:®

e 47% of Aboriginal and Torres Strait Islander adults (aged >18 years) in non-remote areas met the target of 30
minutes of moderate activity on most days, which is similar to the rates observed in non-Indigenous adults

e more males than females met the target of moderate physical activity per week (52% compared to 42%) in
non-remote areas

* a higher proportion of women across all age groups in remote areas were physically inactive compared to
males (68% compared to 53%).

Interventions

Physical activity behaviours are influenced by individual (eg biological and psychological attributes), social (eg
family, affiliation group, and work) and environmental opportunities and constraints (eg built environment and
policy factors).” There is strong evidence that interventions to increase physical activity in both children and
adults can lead to significant risk reductions in morbidity and mortality, particular from chronic diseases such
as CVD and diabetes."'4
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Further, a health benefit accrues to people who increase their physical activity levels, even in the absence
of weight reduction.™ There is also strong evidence from systematic reviews'® to suggest multiple benefits
of physical activity/exercise for pregnant women, including improved muscular strength and cardiovascular
function; reduced rates of hypertension and pre-eclampsia; and reductions in pelvic and back pain,
gestational weight gain, stress and depression, and delivery-related complications. Most ordinary physical
activities such as walking, jogging, cycling and swimming are all considered safe. Activities generally
considered unsafe include weight lifting, contact sports, sports with high risk of falling, sports with high
changes in pressure (eg scuba diving), and altitude training.'® Secondary prevention interventions for people
with diabetes and both post-acute and stable CVD are also effective.'”'® There have been eight Cochrane
reviews on the benefits of exercise interventions for a range of other chronic conditions, including falls

risk, depression, arthritis, back pain and other chronic pain conditions, all revealing mixed evidence of
effectiveness and with limited high-quality studies on which to make any firm conclusions.®

Targeted interventions involving professional guidance and continued support can lead to moderate short-
and mid-term increases in self-reported physical activity, achievement of a pre-determined level of physical
activity and improved cardiorespiratory fitness.?%22 |t is important to note that although the evidence for these
interventions is strong, there appears to be a substantial reduction in the effectiveness of those interventions
when translating clinical, trial-based interventions into real-world settings, and few studies have examined the
long-term impact of these interventions beyond 12 months.?223

The specific components of successful interventions are difficult to discern owing to large heterogeneity in the
types of interventions previously studied; however, primary care—based interventions seem to be beneficial
without the need to refer to specific exercise or counselling services.?2% A World Health Organization (WHO)
systematic review of 67 studies examining 29 primary care—based strategies concluded that the most
effective interventions need to be moderately intensive and include three key components:?”

1. At least one session involving a health-risk appraisal with a healthcare professional, with brief negotiation or
discussion to decide on reasonable, attainable goals, and a follow-up consultation with trained personnel

2. Support with targeted information

3. Intervention linked to and/or coordinated with other stakeholders such as community sports
organisations, ongoing mass media physical activity campaigns, and integration with social support
measures (eg buddy system, contracts for exercise, group activities)?®

The UK National Institute for Health and Care Excellence (NICE) has issued guidelines recommending against
exercise referral programs for people who are sedentary or inactive in the absence of any other risk factors.
They have recommended that policy makers only fund such programs for people with comorbid health
conditions such as CVD or diabetes, where the program incorporates the elements similar to those listed
above in the WHO review.?®

Use of pedometers has been shown to lead to an absolute short-term increase in physical activity of around
2000-2500 steps per day, reductions in blood pressure and mild reductions in body mass index.*° It is likely
that the processes of engaging users and goal-setting are important factors in this potential positive benefit
from pedometers.® Long-term effects, however, are not known.

The 2012-13 Aboriginal and Torres Strait Islander Health Survey included a pedometer study. Of the individuals
(49%) who participated in using the pedometer, the average number of steps per day was 6963. The
recommended daily steps for an adult is 10,000 or more; 17% of participants met this threshold.® Although
there is much interest in the use of web and mobile interventions to increase physical activity and some trials
have demonstrated positive outcomes, the current evidence base remains limited and no definitive conclusions
can be made.®"? Similarly, the use of wearable devices as a means of promoting physical activity is of
considerable interest given the surge in uptake of these devices on the market. The evidence base, however, is
limited and early trials have demonstrated mixed results (both superiority and inferiority to standard treatments).
Therefore, wearable devices cannot be recommended for routine use at this stage.*34
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Environmental policies targeting the built environment, in particular increased access to public transport,
increased recreational space opportunities, reduction in environmental barriers to physical activity and point-
of-decision prompts to increase use of stairs have been shown to be effective.?”?8 Facilities for sporting

and recreational activities are lacking in many remote Aboriginal and Torres Strait Islander communities

and surveys have reported that the need for such facilities is ranked as a high priority among community
members.® Health promotion strategies in the school and workplace are also effective in increasing physical
activity,??8 but have not been well studied in Aboriginal and Torres Strait Islander community settings.

The 2014 Australian physical activity and sedentary behaviour guidelines were informed by two
systematic reviews on physical activity and sedentary behaviours for children and young adults and a
2012 commissioned report on developing new recommendations for adults aged 18-64 years.*¢%” These
updated recommendations complement an existing discussion document developed for older Australians
in 2006.%® The recommendations are broadly similar to other international guidelines.?° The rationale

for changes in the adult guidelines are underpinned by the following statements (which are all level |-l
strength A-B statements):%¢

¢ The relationship between physical activity and health benefit is curvilinear. The greatest benefit is from
moving from no activity to some activity, and there are increasing benefits from greater activity up to levels
well beyond the current guideline recommendations.

e There is no clear evidence on the optimal frequency of physical activity, but there is strong support for
recommending that adults should accumulate their physical activity across the week. Being active on
most, if not all, days each week, is likely to provide increased metabolic benefits.

e The scientific data on the relationship between total volume (frequency x duration x intensity) of activity
and health benefits are more convincing and consistent than those for frequency, duration or intensity of
activity considered in isolation.

e For most health outcomes, additional benefits occur with more physical activity. In particular, more activity
is required for prevention of weight gain and some cancers. This higher amount of physical activity can be
achieved through longer duration (more minutes) or greater frequency (more often) or doing activities of
higher intensity.

e Resistance training (muscle strengthening) activities are important for metabolic, cardiovascular and
musculoskeletal health (including prevention of falls), and for maintaining functional status and ability to
conduct activities of daily living.

e Although there is emerging evidence that extended sitting time is associated with increased risk of
diabetes and all-cause mortality, there is insufficient evidence at the time of writing on the minimal or
optimal duration of sitting and therefore no specific recommendations can currently be made.

Recommendations: Physical activity

Preventive Who is Level/
intervention at risk? What should be done? How often? strength of | References
type . evidence
Screening All people Assess current level of physical Opportunistic IA 26, 36-38,
activity and sedentary behaviours as  and as part of 40
per the Australian age-appropriate annual health
recommendations* (Box 1) assessment

Useful tools for assessment of
physical activity include the UK
General Practice Physical Activity
Questionnaire (refer to ‘Resources’)
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Recommendations: Physical activity

Preventive
intervention
type

Who is

at risk? What should be done?

Behavioural All people For patients who are insufficiently
active, give targeted advice and
written information. This should

include the following:

* Determine existing preferred
physical activities and invite
patients to propose new
activities

e Ask the patient the amount/
frequency of activity they feel is
achievable and set activity goals
aiming to achieve Australian
guideline recommendations
(Box 1)

e Record these goals and provide
patients with a written copy

e Consider cognitive behavioural
support and follow-up

e Consider additional social
support (eg buddy system,
involvement in a group activity)

* Encourage active transport,
which means physical activity
undertaken as a means of
transport and not merely as a
form of recreation

For osteoporosis prevention,
encourage regular weight-bearing
and resistance exercise to maintain
and increase bone density (refer

to Chapter 5: The health of older
people)

Pregnant
women

All women who are pregnant
should be encouraged to
participate in physical activity to
the levels in the Australian guideline
recommendations (Box 1)

People with
diabetes

For sedentary people, a gradual
introduction to initial low-intensity
physical activity, with slow
progressions in volume and
intensity, is recommended

Those on insulin should be given
individualised advice on avoiding
hypoglycaemia when exercising (eg
adjustment of carbohydrate intake,
reduction of insulin dose, and
choice of injection site)

Consider referral to an exercise
program for coaching if facilities are
available

Level/
strength of
evidence

How often?

Opportunistic B
and as part of

annual health
assessment

During antenatal IA
visits

Opportunistic GPP
and as a part of
annual diabetes

assessment

References

27, 36,
37, 40, 42

16

29, 43, 44
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Recommendations: Physical activity

Preventive Who is Level/
intervention at risk? What should be done? How often? strength of | References
type : evidence

Behavioural People with Those with recent acute coronary Opportunistic IA 17, 18, 44
cardiovascular syndrome event or revascularisation
disease (CVD) surgery (coronary artery bypass
graft [CABG], percutaneous

People with coronary intervention [PCI)) should B 17,18, 29
other chronic be advised to participate in a

diseases, short period (up to 12 weeks) of

mental supervised exercise rehabilitation

health issues
and cancer
survivors

If the condition is well compensated
and clinically stable, recommend
commencing initial low-intensity
physical activity with slow
progressions in volume and intensity

Consider referral to an exercise
physiologist for coaching if
facilities are available

Environmental  All people Refer to appropriate community- Opportunistic B 45-47
based physical activity programs
and encourage use of public
facilities that promote activity (eg
advocate for increased availability of
sports and recreational facilities in
remote communities)

Encourage health services to
support physical activity by
introducing practical measures such
as walking meetings, provision of
incentives for active transport, and
making it easier for clients/staff to
arrive by foot or bicycle

Consider a range of social and
contextual factors that may
uniquely influence an individual’s
level of physical activity (refer to
Chapter 1: Lifestyle, ‘Overweight
and obesity’: Box 3)

*Moderate physical activity: Activity at a level that causes your heart to beat faster and some shortness of breath, but that you can
still talk comfortably while doing. Vigorous physical activity: Activity at a level that causes your heart to beat a lot faster and shortness
of breath that makes talking difficult between deep breaths — that is, physical activity at a heart rate of 70-85% of maximum heart rate
(MHR). MHR is calculated as 220 minus age.
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Box 1. The Australian physical activity and sedentary behaviour guidelines —
Recommendations by age group*°

group

Aged Physical activity

<5Yyears o health development in infants (aged 0-1 year), physical activity — particularly supervised floor-based
play in safe environments — should be encouraged from birth.

Toddlers (aged 1-3 years) and pre-schoolers (aged 3-5 years) should be physically active every day for at
least three hours, spread throughout the day.

Sedentary behaviour

Children younger than two years of age should not spend any time watching television or using other
electronic media (DVDs, computer and other electronic games).

For children aged 2-5 years, sitting and watching television and the use of other electronic media (DVDs,
computer and other electronic games) should be limited to less than one hour per day.

Infants, toddlers and pre-schoolers (all children aged 0-5 years) should not be sedentary, restrained, or
kept inactive for more than one hour at a time, with the exception of when sleeping.

Aged Physical activity
5-12 For health benefits, children aged 5-12 years should accumulate at least 60 minutes of moderate to
YEELS vigorous intensity physical activity every day.

Children’s physical activity should include a variety of aerobic activities, including some vigorous
intensity activity.

On at least three days per week, children should engage in activities that strengthen muscle and bone.
To achieve additional health benefits, children should engage in more activity — up to several hours per day.

Sedentary behaviour

To reduce health risks, children aged 5-12 years should minimise the time they spend being sedentary
every day. To achieve this:

¢ |imit use of electronic media for entertainment (eg television, seated electronic games and computer
use) to no more than two hours a day — lower levels are associated with reduced health risks

* break up long periods of sitting as often as possible.

Aged Physical activity
13-17 For health benefits, young people aged 13-17 years should accumulate at least 60 minutes of moderate to
years vigorous intensity physical activity every day.

Young people’s physical activity should include a variety of aerobic activities, including some vigorous
intensity activity.

On at least three days per week, young people should engage in activities that strengthen muscle and bone.
To achieve additional health benefits, young people should engage in more activity — up to several hours
per day.

Sedentary behaviour

To reduce health risks, young people aged 13-17 years should minimise the time they spend being
sedentary every day. To achieve this:

e |imit use of electronic media for entertainment (eg television, seated electronic games and computer
use) to no more than two hours a day — lower levels are associated with reduced health risks

* Dbreak up long periods of sitting as often as possible.
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Box 1. The Australian physical activity and sedentary behaviour guidelines —
Recommendations by age group*® (continued)

group

Aged Physical activity
18-64 Doing any physical activity is better than doing none. If you currently do no physical activity, start by doing
years some, and gradually build up to the recommended amount.

Be active on most, preferably all, days every week.

Accumulate 150 to 300 minutes (212 to 5 hours) of moderate intensity physical activity or 75 to 150 minutes
(17 to 2¥%2 hours) of vigorous intensity physical activity, or an equivalent combination of both moderate and
vigorous activities, each week.

Do muscle strengthening activities on at least two days each week.
Sedentary behaviour

Minimise the amount of time spent in prolonged sitting.

Break up long periods of sitting as often as possible.

Aged Older people should do some form of physical activity, no matter what their age, weight, health problems or
265 abilities.
YRS Older people should be active every day in as many ways as possible, doing a range of physical activities

that incorporate fitness, strength, balance and flexibility.

Older people should accumulate at least 30 minutes of moderate physical activity on most, preferably all,
days. Sedentary people may need to gradually build up to 30 minutes or more.

Older people who have stopped physical activity, or who are starting a new physical activity, should
start at a level that is easily manageable and gradually build up to the recommended amount, type and
frequency of activity.

Older people who continue to enjoy a lifetime of vigorous physical activity should carry on doing so in a
manner suited to their capability into later life, provided recommended safety procedures and guidelines are
adhered to.

Resources

Assessment of physical activity

e Department of Health, UK, General Practice Physical Activity Questionnaire, www.gov.uk/government/
publications/general-practice-physical-activity-questionnaire-gppaq

Heart Foundation

e Physical activity fact sheet for Aboriginal and Torres Strait Islander communities, https://heartfoundation.
org.au/images/uploads/publications/NAHU-Physical-activity.pdf

e How to be active as a family, information sheet, https://heartfoundation.org.au/images/uploads/
publications/PA_Tips.pdf

e Sitting less:
— Adults, www.heartfoundation.org.au/images/uploads/publications/PA-Sitting-Less-Adults.pdf
— Children, www.heartfoundation.org.au/images/uploads/publications/PA-Sitting-Less-Child. pdf

e |ncreasing Aboriginal and Torres Strait Islander participation in cardiac rehabilitation, www.heartfoundation.
org.au/images/uploads/main/Cardiac_rehalb_INF-082-P_6__factsheet.pdf

Department of Health/Department of Health and Ageing
¢ Girls make your move, https://campaigns.health.gov.au/girlsmove/get-started

e Caring for kids staff resource, www.health.gov.au/internet/main/publishing.nsf/Content/CAE5905807 1 BEF
98CA257BF0001A8E48/$File/Staff%20Handbook. pdf



http://www.gov.uk/government/publications/general-practice-physical-activity-questionnaire-gppaq

http://www.gov.uk/government/publications/general-practice-physical-activity-questionnaire-gppaq

https://heartfoundation.org.au/images/uploads/publications/NAHU-Physical-activity.pdf

https://heartfoundation.org.au/images/uploads/publications/NAHU-Physical-activity.pdf

https://heartfoundation.org.au/images/uploads/
http://www.heartfoundation.org.au/images/uploads/publications/PA-Sitting-Less-Adults.pdf
http://www.heartfoundation.org.au/images/uploads/publications/PA-Sitting-Less-Child.pdf

http://www.heartfoundation.org.au/images/uploads/main/Cardiac_rehab_INF-082-P_6__factsheet.pdf

http://www.heartfoundation.org.au/images/uploads/main/Cardiac_rehab_INF-082-P_6__factsheet.pdf

https://campaigns.health.gov.au/girlsmove/get-started
http://www.health.gov.au/internet/main/publishing.nsf/Content/CAE59058071BEF98CA257BF0001A8E48/$File/Staff%20Handbook.pdf

http://www.health.gov.au/internet/main/publishing.nsf/Content/CAE59058071BEF98CA257BF0001A8E48/$File/Staff%20Handbook.pdf
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e Physical activity for families, www.health.gov.au/internet/main/publishing.nsf/Content/FO1F92328EDADAS
BCA257BF0001E720D/$File/brochure%20PA%20Guidelines_A5_Families.PDF

Other

e Australian Diabetes Council, Physical activity and diabetes, http://diabetesnsw.com.au/wp-content/
uploads/2014/12/ATSI-12-Physical-activity-and-diabetes.pdf

¢ Better Health Channel, Aboriginal health — Barriers to physical activity, www.betterhealth.vic.gov.au/health/
healthyliving/aboriginal-health-barriers-to-physical-activity
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Alcohol
Background

Consumption of harmful quantities of alcohol is a leading risk factor contributing to global disease burden
and is associated with over 200 diseases and injuries, particularly dependence, liver cirrhosis, cancer and
both accidental and non-accidental injury.! Alcohol consumption is associated with the majority of disease
burden from road traffic accidents and with social problems such as aggression and violence, family
breakdown and child abuse or neglect.? Consequentially, alcohol-related harm is not merely a relevant issue
for individual drinkers but also affects families and the broader community.

While alcohol consumption at any level may increase the risk of ill-health and injury (Box 1), there are some
reported benefits from low-level consumption for some conditions and in some population subgroups;
however, this remains a controversial topic of much debate.® Habitual low-level daily drinking (one standard
drink for women, two standard drinks for men) is associated with reductions in all-cause mortality, diabetes,
coronary artery disease and stroke in certain age groups, but this is when comparing regular low-level
drinking with heavy episodic (or binge) drinking.* Low-level drinking has been associated with slightly
increased risk of breast cancer;® however, at high-risk levels, the chance of harm increases exponentially,
particularly for all-cause mortality, cardiovascular diseases including non-ischaemic cardiomyopathy,

atrial fibrillation, a variety of cancers® and both ischaemic and haemorrhagic stroke. It is therefore not
recommended for healthcare professionals to actively advise low-level alcohol consumption given its strong
potential for alcohol dependence even in low-risk individuals.

Surveys in the US have shown alcohol consumption in young people aged 9-18 years is common, with
reported use of alcohol increasing ten-fold from 7% of 12-year-olds to 70% of 18-year-olds.”® Drinking in
adolescence is associated with increased risk of injury and high-risk health behaviours, such as unprotected
sex. It is also a risk factor for suicide and for dependency later in life.® Alcohol use in Australian young people
is correlated with the number of licensed outlets in the area.™ The prevalence of drinking in this age group is
often underestimated and consequentially undetected,® emphasising the importance of routinely screening
for alcohol consumption in primary care settings. There are currently no validated age-appropriate screening
tools. However, recent development of web-based and smart-phone screening and intervention applications
may be useful in these age groups.™ It is important to note that hazardous adolescent use of alcohol may be
associated with psychosocial and intergenerational trauma.'?

Aboriginal and Torres Strait Islander people are less likely than the general Australian population to drink, but
the prevalence of harmful drinking and alcohol-related morbidity and mortality is much greater. In 2012-13,
28%1 of Aboriginal and Torres Strait Islander adults had not consumed alcohol in the previous 12 months,
compared with 15% of non-Indigenous adults; however, Aboriginal and Torres Strait Islander adults are
twice as likely to binge drink compared to non-Indigenous adults (17% versus 8%).'* In 2014-15, 14.7% of
Aboriginal and Torres Strait Islander people exceeded the lifetime risk guidelines for alcohol consumption,
versus 17.5% of non-Indigenous people.'®'® Within the Aboriginal and Torres Strait Islander population there
is a high association between alcohol consumption and contact within the criminal justice system, especially
for males; those males who exhibited high-level/risky alcohol consumption are 29% more likely than those
with low-level alcohol consumption to have been arrested in the previous five years.'®1”

Alcohol crosses the placenta and can cause harm to a developing fetus, therefore current guidelines
recommend no level of drinking is safe in the peri-conception period, during pregnancy or when
breastfeeding.'®'® Alcohol use in pregnancy is associated with a range of behavioural disorders and fetal
alcohol spectrum disorder (refer to Chapter 3: Child health, ‘Fetal alcohol spectrum disorder’). Despite

the potential harms from alcohol consumption during pregnancy, survey data suggest it is common.? In
2014-15, 9.8% of Aboriginal and Torres Strait Islander mothers drank alcohol during pregnancy, although this
had decreased substantially from previous surveys (eg 19.6% in 2008). Overall, 56% of Australian women
reported drinking during pregnancy, and 26% of these continued to drink after becoming aware of the
pregnancy.?! A recent review suggested an inefficiency in current public health methods to tackle alcohol use
during pregnancy, and recommended that further research, particularly in the field of public health evaluation
of current methods, is required.?
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Interventions

The Australian guidelines are currently being revised, but four existing recommendations are outlined in
Box 1. There is strong evidence for screening in primary care to identify individuals consuming risky levels
of alcohol, using quantity—frequency estimates. Combined with brief intervention, this technique has been
associated with decreased alcohol consumption by an average of four standard drinks per week.?*2* Brief
interventions have been shown to be effective in patients with unhealthy drinking patterns, but there is little
evidence for effectiveness in those with dependence.?® For those patients, more intensive intervention is
usually required.

Brief interventions include methods such as those highlighted in the FLAGS (Feedback, Listen, Advice,
Goals, Strategy) framework for brief intervention (Box 2); these are most appropriate and effective in non-
dependent drinkers who are drinking at risky levels.?® Screening and brief intervention has a strong evidence
base and in addition to environmental primary prevention measures such as reducing the availability and
accessibility of alcohal, is the most effective method for decreasing an individual’s alcohol consumption. 827
Screening in primary care settings can, importantly, detect those whose current drinking places them at
increased risk of morbidity and mortality.2® Barriers for screening and brief interventions include lack of
confidence/knowledge from healthcare workers, lack of organisational support and financial incentive, and
perceived patient embarrassment/discomfort with discussing alcohol.?® Despite this, studies have shown that
patients are generally accepting of their doctor enquiring about alcohol consumption. Furthermore, training
may assist health workers with gaining more confidence and knowledge surrounding brief interventions.
The FLAGS framework (Box 2) is recommended by The Royal Australian College of General Practitioners
(RACGP) as part of the management of problematic drinking.®

Given alcohol-related harm tends to present late, systematic screening is recommended. There remains

no clear evidence regarding the optimal frequency of screening for Aboriginal and Torres Strait Islander
people. Screening can be performed via a simple patient history as part of routine consultation, or using brief
questionnaires as an aid. The recommended and most sensitive of the screening tools is the Alcohol Use
Disorders Identification Test (AUDIT) tool (refer to ‘Resources’), which assesses level of drinking, dependency
and experience of harm.®"% The AUDIT-C tool provides a shorter version for circumstances where time is
limited. Neither tool has been specifically, nor reliably, validated in the Aboriginal and Torres Strait Islander
populations. However, some studies have demonstrated their value®** and currently they are the most
commonly used tools in this population.®® Using AUDIT-C, it is recommended that those who reach a cut-off
score of equal to or greater than 5 are deemed to be ‘at risk’, those with a score equal to or greater than 6
‘high risk’, and those with a score equal to or greater than 9 are potentially alcohol dependent.®

Alternatively, the Indigenous Risk Impact Screen (IRIS) (refer to ‘Resources’) tool can be used. It comprises
13 questions designed to assist in identifying drug and alcohol problems, along with mental health risks, in
Aboriginal and Torres Strait Islander people.® The IRIS tool has proven to be consistent with other screening
tools such as AUDIT and is recommended as a brief screening tool for use with the Aboriginal and Torres
Strait Islander people.?8:57

The CAGE tool has been used in many Aboriginal and Torres Strait Islander health settings to screen for
hazardous drinking, but has been reported to have very low sensitivity for detecting risky or hazardous
drinking.® According to the Agency for Healthcare Research and Quality in the US, it is not recommended
as a screening test for identifying risky or hazardous drinking or for screening for the full spectrum of alcohol
misuse.®' Measures such as liver function tests should not be relied on as a primary screen for alcohol
dependency and should only be used as adjuncts owing to their low sensitivity and specificity.'®

Positive outcomes when tackling risky drinking in Aboriginal and Torres Strait Islander populations are
more likely to be attained if screening and interventions are delivered in a respectful, non-judgemental and
culturally appropriate manner.®® Current alcohol screening and intervention techniques need to be adapted
for use in Aboriginal and Torres Strait Islander populations, rather than simply transferred; this involves
collaboration and partnerships with communities, in the setting of community control.3:4°
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Effective alcohol management programs (AMPs) have an important role to play in reducing alcohol-related harms, and
they do not merely restrict alcohol sales. AMPs are more likely to be successful when they are introduced voluntarily
and led by Aboriginal and Torres Strait Islander agencies. They should be fully implemented and comprehensive, and
should include a number of activities and resources to support individuals and communities to build capacity and make
meaningful changes.*'

Community engagement and control, particularly for Aboriginal and Torres Strait Islander peoples, has been shown to
be an effective prevention method, along with harm reduction strategies such as community patrols and sobering-up
shelters.*? It is important to note that informal communication and counselling methods such as ‘yarning’ are highly
valued in Aboriginal and Torres Strait Islander communities.*® Imposed programs to address alcohol consumption, such
as having alcohol-managed communities, have not proven effective in tackling problem drinking in Aboriginal in Torres
Strait islander populations in Queensland; indeed, there have been unintended effects of binge drinking and cannabis
use observed. 424445

There is emerging evidence surrounding the benefits of using modern technologies such as text messaging, phone
counselling and online resources as health promotion, screening and intervention tools. Young Aboriginal and Torres
Strait Islander people have expressed a preference for use of technologies as a contact method for formal help-seeking
services.*® Studies in other populations have shown that text message interventions can reduce alcohol consumption in
young adults.*®

Recommendations: Alcohol

Preventive Who is Level/
intervention at risk? What should be done? How often? strength of | References
type . evidence
Screening All people aged  Ask about the quantity and frequency of During the IA-IB 7,47
>15 years alcohol consumption to detect risky/high-risk annual health
drinkers (Box 1) assessment
or in response
to potential
alcohol-related
disease
More frequent assessment is recommended Opportunistic [-IIB 47
for high-risk groups (Box 3) and as part of
annual health
assessments
Use structured questionnaires such as Alcohol As part of an IA-IB 18, 39, 48
Use Disorders Identification Test (AUDIT), annual health
AUDIT-C* or Indigenous Risk Impact Screen assessment, or
(IRIS) to assess drinking (refer to ‘Resources’; opportunistic

note that these tools may require some
adaptation to local community needs)

People aged Consider sensitive and age-appropriate alcohol As part of an I 9, 11, 49
10-14 years intake screening in children and adolescents annual health
between the ages of 10 and 14 (refer to Chapter ~ assessment
4: The health of young people) or in response
Parental or carer involvement may be required {0 Potential
and referral should be considered alcohol-related
disorders/other

risky behavior

People with Review for comorbid physical or mental health As part of an IA 18, 47, 50
risky or high- disorders and other chronic disease risk factors  annual health

fisk drinking Perform comprehensive alcohol assessment assessment

levels such as AUDIT-C and consider brief

intervention. For those with dependence,
consider specialist referral where necessary
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Recommendations: Alcohol

Preventive Who is Level/
intervention at risk? What should be done? How often? strength of | References
type . evidence
Behavioural People with Offer brief interventions for the reduction of Opportunistic IA 18, 47, 50
hazardous alcohol consumption as first-line treatment. and as
and harmful Consider using tools such as FLAGS and part of an
drinking levels  5As approach (refer to Box 2 and Chapter 1: annual health
Lifestyle, ‘Introduction’) assessment

Note: Brief intervention alone is not sufficient for
people with severe alcohol-related problems or
alcohol dependence. Strongly consider more
extended intervention and/or referral

Women who Advise to abstain from alcohol, explain the Pregnant IA 18, 19, 22
are pregnant, risks to the unborn child and emphasise the women — at all
breastfeeding,  benefits of not drinking (refer to Box 1 and antenatal visits,
seeking pre- ‘Resources’) as appropriate
conception Advise breastfeeding mothers abstinence from  For all others,
counselling alcohol is the safest option, especially in the opportunistic
first month post-partum. For those choosing screening
to drink, alcohol intake should be limited to as part of an
no more than two standard drinks per day. annual health

Try to breastfeed before drinking. Continue to assessment
promote breastfeeding

Environmental Promote community-led strategies to reduce GPP 39, 51-583
alcohol supply, including advocacy for:

e ‘dry communities’ in areas with high
numbers of alcohol-related harms

® restrictions to liquor licensing hours or
changes to other licensing conditions

® Dbetter, proactive policing of responsible
service of alcohol

e community development initiatives

¢ initiatives to engage young people

e school or classroom-based
educational sessions

*Using AUDIT-C, it is recommended that those who reach a cut-off score of equal to or greater than 5 are deemed to be ‘at risk’, those with a
score equal to or greater than 6 ‘high risk’, and those with a score equal to or greater than 9 are potentially alcohol dependent.3?

Box 1. National Health and Medical Research Council (NHMRC) guidelines for safer alcohol use®

1. For healthy men and women, drinking no more than two standard drinks on any day reduces the lifetime risk
of harm from alcohol-related disease or injury.

2. For healthy men and women, drinking no more than four standard drinks on a single occasion reduces the risk
of alcohol-related injury arising from that occasion.

3. For children and young people under 18 years of age, not drinking alcohol is the safest option.

a) Parents and carers should be advised that children under 15 years of age are at the greatest risk of harm
from drinking and that for this age group, not drinking alcohol is especially important.

b) For young people aged 15-17 years, the safest option is to delay the initiation of drinking for as long as possible.
4. Maternal alcohol consumption can harm the developing fetus or breastfeeding baby.
a) For women who are pregnant or planning a pregnancy, not drinking is the safest option.

b) For women who are breastfeeding, not drinking is the safest option.
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Box 2. The FLAGS framework for brief intervention?®

Feedback ¢ Provide individualised feedback about the risks associated with continued drinking, based on
current drinking patterns, problem indicators and health status.

e Discuss the potential health problems that can arise from risky alcohol use.

Listen e Listen to the patient’s response.

e This should spark a discussion of the patient’s consumption level and how it relates to general
population consumption and any false beliefs held by the patient.

Advice e Give clear advice about the importance of changing current drinking patterns and a
recommended level of consumption.

* A typical five-minute to 10-minute brief intervention should involve advice on reducing
consumption in a persuasive but non-judgemental way.

e Advice can be supported by self-help materials, which provide information about the potential
harms of risky alcohol consumption and can provide additional motivation to change.

Goals * Discuss the safe drinking limits and assist the patient to set specific goals for changing
patterns of consumption.

¢ |nstil optimism in the patient that his or her chosen goals can be achieved.

e [tisin this step, in particular, that motivation-enhancing techniques are used to encourage
patients to develop, implement and commit to plans to stop drinking.

Strategies * Ask the patient to suggest some strategies for achieving these goals.

e This approach emphasises the individual’s choice to reduce drinking patterns and allows them
to choose the approach best suited to their own situation.

¢ The individual might consider setting a specific limit on alcohol consumption, learning to recognise
the antecedents of drinking, and developing skills to avoid drinking in high-risk situations, pacing
one’s drinking and learning to cope with everyday problems that lead to drinking.

Box 3. High-risk groups that require more frequent screening and close attention
e Adolescents and young adults

¢ Pregnant women/those planning pregnancy

e llicit drug users/other substance misusers

e Those with a family history of alcohol dependence

e People with mental illness

¢ Those with medical conditions that may be worsened by alcohol consumption; conditions include:

cardiovascular disease (CVD)

arrhythmia

liver disease

diabetes

— hypertension
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Resources

Alcohol Use Disorders Identification Test (AUDIT) tool, http://at-ease.dva.gov.au/professionals/
files/2012/12/Audit-AUDIT-Tool.pdf

Brief intervention resources:

— Brady M, Hunter E. Talking about alcohol with Aboriginal and Torres Strait Islander patients. 3rd edn.
Canberra: Department of Health and Ageing, 2009 (a flipchart that includes tear-off prescription pads),
www.healthinfonet.ecu.edu.au/key-resources/promotion-resources?lid=14793

- LeeK, Freeburn B, Ella S, Miller W, Perry J, Conigrave K, editors. Handbook for Aboriginal alcohol and drug
work, Sydney: University of Sydney, 2012, http://sydney.edu.au/medicine/addiction/indigenous/resources

Center for Quality Assessment and Improvement in Mental Health, AUDIT-C tool, www.cgaimh.org/pdf/
tool_auditc.pdf

Department of Health, Australian Standard drink definition and calculator, www.health.gov.au/internet/
alcohol/publishing.nsf/Content/standard

Department of Health, Information for health professionals assessing alcohol consumption in pregnancy
using AUDIT-C, www.alcohol.gov.au/internet/alcohol/publishing.nsf/Content/wwtk-audit-c

Haber P, Lintzeris N, Proude E & Lopatko O. Quick reference guide to the treatment of alcohol problems:
Companion document to the guidelines for the treatment of alcohol problems. Canberra: Department of
Health and Ageing, 2009, http://alcohol.gov.au/internet/alcohol/publishing.nsf/Content/864FDCBAD475C
B2CCA257693007 CDE3A/$File/treatqui.pdf

National Health and Medical Research Council, guidelines for safer alcohol use, www.nhmrc.gov.au/_files_
nhmrc/publications/attachments/ds10-alcohol.pdf

Queensland Health, Indigenous Risk Impact Screen (IRIS), www.health.gld.gov.au/atod/prevention/iris.asp
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Gambling
Background

Gambling is defined as ‘an entertainment based on staking money on uncertain events driven by chance’."
Popular gambling activities in Australia include lotteries and lotto, electronic gaming machines (EGMs;
poker machines or ‘pokies’), wagering on horse or dog racing, keno, bingo, sports betting, and betting

on card games. Gambling is common in Australia, with 70-80% of Australian people reporting they

have gambled at least once in the past year,22and 64% reporting participation in commercial forms of
gambling.” Total annual gambling expenditure in Australia in 2014-15 was an estimated $22 billion, with
50% of these losses being from poker machines, and gambling expenditure from sports betting increased
by 30% between 2013-14 and 2014-15.5

Aboriginal and Torres Strait Islander people participate in a range of gambling activities, and many are regular
gamblers.* Of Aboriginal and Torres Strait Islander people who participate in gambling on EGMs, sports
betting, online casinos and race wagering, an estimated 40% gamble weekly.®

Card game gambling has long been a part of community life in many Aboriginal and Torres Strait Islander
communities,* and some gamblers sustain significant losses. Participation and frequency of card game
gambling is declining in some urban areas and has been replaced by commercial gambling in some regions.*
Gambling on poker machines is a common activity for both men and women and is often the highest
spending gambling activity among Aboriginal and Torres Strait Islander peoples.*

Some people who gamble will experience negative impacts from their gambling. ‘Problem gambling’

has been defined as ‘difficulties in limiting money and/or time spent on gambling which leads to adverse
consequences for the gambler, others or for the community’.2 A range of tools have been developed to
assess whether individuals are ‘problem gamblers’,? and estimates of the prevalence of problem gambling
will depend critically on which tools are used. An estimated 1-3% of the Australian population are problem
gamblers,?® with lower rates in Western Australia where there are no poker machines in clubs or hotels.2
Approximately 75-80% of problem gambling is associated with the use of poker machines, and problem
gamblers contribute 40% of all gambling losses on poker machines.? It has been estimated that one person
with problem gambling will have negative impacts on an average of five to 10 other people.!

Available evidence suggests that up to one in five Aboriginal and Torres Strait Islander people may have
gambling problems,* and that problem gambling can have serious consequences for individuals, families
and communities.”® Negative impacts of problem gambling for Aboriginal and Torres Strait Islander
peoples are similar to those for other population groups, and can include financial hardship, relationship
breakdown, social and emotional difficulties, substance misuse, impacts on employment and contact with
the criminal justice system.”® Problem gambling is highly associated with depression, anxiety, suicidal
ideation and substance misuse.?°

Environmental risk factors for problem gambling include the cultural and social normalisation of gambling,
exposure to peer and family gambling and introduction to gambling at an early age.-'® Children whose
parents and/or siblings have issues with problem gambling or substance abuse are at higher risk of
becoming problem gamblers.' Adolescents who gamble are at particularly high risk for problem gambling,
with problem gambling behaviours at two to three times the rate of adults who gamble.'" "2 There is limited
information on the early identification of adolescents with gambling problems.'? Warning signs of adolescent
problem gambling include multiple visits to internet gaming sites, use of instant lottery tickets, excessive
interest in sports events and significant unexplained monetary outlays.'® Family cohesiveness and school
connectedness may protect adolescents from problem gambling.'®

Interventions

Interventions to reduce harms caused by gambling can involve a broad group of stakeholders, including
government, industry and community.2”'415 Public health approaches to address problem gambling promote
structural interventions, such as safety controls for technology-based gambling and prevention of access
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to instant lottery tickets for those under 18 years. Such interventions may help reduce both the uptake of
gambling and harms from gambling.'316-18

The goal of primary prevention activities for gambling is to encourage responsible and non-harmful
gambling activities among people who choose to gamble.™ In Aboriginal and Torres Strait Islander
communities, interventions to reduce harms from gambling are more likely to be effective if they include
attention to the social, cultural and environmental context of gambling; take into account individual
community needs; and promote whole-of-community health.”° Community education that focuses on the
risks of gambling, including negative impacts on children, and the recognition and availability of support
and assistance for problem gambling, may be useful.*

Australian clinical guidelines published in 2011 provide guidance on the identification and treatment of
problem gambling.® Screening for problem gambling in the general population has been promoted to
GPs and other primary healthcare practitioners, because primary healthcare settings provide a good
opportunity for identifying people with, or affected by, problem gambling and linking them to support

and treatment services.'®'° Primary care workers may become more confident and effective at detecting
problem gambling through recognising that people with gambling problems may present with stress-
related medical disorders or other symptoms, and that problem gambling is commonly associated with
other health problems including substance abuse and mental health disorders.'®'¢ It is also important to
note that shame and stigma may prevent Aboriginal and Torres Strait Islander people from accessing help
for gambling-related problems.’

A range of tools have been developed to identify and characterise problem gambling, although only a

few are appropriate for screening people for problem gambling in primary healthcare settings.®1%1618 The
2011 Australian clinical guidelines about screening for and treating problem gambling included a review of
available screening and diagnostic tools for problem gambling, and recommended three brief screening
tools as suitable for use in primary care settings — the Brief Bio-social Gambling Screen (BBGS), the
Lie-Bet Questionnaire, and NODS-CLIP.® The guidelines noted the successful use of a medium-length
assessment tool, the EIGHT questionnaire, in general practice settings,?° and a subsequently published
study explored the adaptation of the nine-item Problem Gambling Screening Index (PGSI) to assess the
prevalence of problem gambling in Aboriginal and Torres Strait Islander populations.?!

A simple question about whether a person is experiencing problems with their gambling may be as
effective as more complex tools and may be more appropriate for primary care screening.'® A tool
designed to help Aboriginal Community Controlled Health Service (ACCHS) staff identify people who could
benefit from information, support and referral about gambling was piloted in New South Wales in 2010.22
Using this tool, ACCHS staff were encouraged to ask attendees if they or someone they were close to had
issues with gambling, and to offer information and support. A pilot of the screening tool, and resources

to support staff with responses and referrals, was positively evaluated by staff at participating ACCHSs in
terms of acceptability and usefulness.?

More research is needed into screening and intervention for adolescents who gamble.?* Most current
research has been conducted in the context of school-based interventions.?* Given gambling behaviours
can begin at approximately 12 or 13 years of age, preventive interventions, such as school-based
strategies educating youth on basic principles of gambling, should begin before then.#?5 Increasing the
awareness of teachers, parents and healthcare professionals in recognising adolescent gambling may
assist in the identification of at-risk adolescents.®

Systematic reviews and randomised controlled trial evidence provide some support for the
effectiveness of psychological therapies for problem gambling, including cognitive behaviour therapy
and motivational interviewing.%26-28

Aboriginal and Torres Strait Islander health services can contribute to improving the detection and
management of problem gambling in their communities by training their staff to identify and respond to
gambling issues, and by strengthening referral pathways between their health service and local gambling
support and treatment services.”
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Recommendations: Gambling

Preventive Level/
intervention Who is at risk? What should be done? How often? | strength of | References
type evidence
Screening All people Ask clients if they participate in gambling ~ Opportunistic ~~ GPP 3,7,10, 16,
aged >12 years activities (eg ‘pokies’, cards, roulette, and as 18, 23
blackjack and other table gambling, part of an
lotteries, sport-associated gambling, annual health
online gambling) assessment

Screen for problems by asking a single-
item question such as: ‘Have you or
someone you are close to ever had
issues with gambling?’

Young people aged  Consider screening young people GPP 13
12-24 years for gambling behaviours as part

of general screening tools such as

HEADSS (refer to Chapter 4: The

health of young people)

High-risk groups All adults in high-risk groups should be GPP 3
such as people screened for problem gambling using
with stress-related the single-item question

medical problems,  consider use of a validated
young people or measurement tool for problem gambling

adults with mental (refer to ‘Resources’)
health or substance

use problems

Children with Assess the impact of family gambling Opportunistic ~ GPP. 13,14
parents/siblings on children, through assessing child

who are known nutrition and growth, and physical and

to have problem psychosocial health and wellbeing (refer

gambling to Chapter 3: Child Health, ‘Growth

failure’, and Chapter 4: The health of
young people)

Behavioural All people identified ~ Management options for problem Opportunistic ~ GPP 10, 13,
with problem gambling include: 16-18
gambling * brief treatments and motivational

interviewing aimed at promoting
behaviour change

e cognitive behavioural therapy

* treatment of co-existing and
complicating factors such as
depression and substance abuse

e referral to gambling support helplines
and websites (refer to ‘Resources’)

e referral to gambling treatment
centres, financial counselling and
support, legal support services

Environmental = Young people Where appropriate, engage with B 13, 14, 25,
aged >12 years local school authorities and support 29
implementation of school-based
gambling prevention strategies

Encourage teachers, parents and
healthcare professionals to be more
aware of adolescent gambling

Community Adopt or support community-focused GPP 1,4,7,9
activities (eg community campaigns) that
promote strategies to control gambling
and reduce related harms
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Resources

Gambling Help Online, online counselling, information and support service for problem gambling issues.
Includes contact details for local face-to-face counselling and support, www.gamblinghelponline.org.au

Monash University, Problem Gambling Research and Treatment Centre (PGRTC), ‘Guideline for screening,
assessment and treatment in problem gambling’, www.med.monash.edu.au/sphc/pgrtc/guideline/index.html

¢ National telephone counselling services:
— Gambling Helpline, 1800 858 858
— National Debt Helpline, 1800 007 007
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Chapter 2: Antenatal care

Introduction

Antenatal care aims to improve health and prevent disease for both the pregnant woman and her baby. While
many Aboriginal and Torres Strait Islander women have healthy babies, poor maternal health and social
disadvantage contribute to higher risks of having problems during pregnancy and an adverse pregnancy
outcome.'? The reasons for these adverse outcomes are complex and multifactorial (Figure 1), and together
with other measures of health disparity provide an imperative for all involved in caring for Aboriginal and Torres
Strait Islander women to ensure they receive the highest quality antenatal care, and, in particular, care that is
woman-centred, evidence-based and culturally competent.

This chapter reflects recommendations for Aboriginal and Torres Strait Islander women from two modules of
Australian evidence-based antenatal care guidelines®* and incorporates new evidence published subsequently.

For selected antenatal care topics, narrative summaries of evidence relevant to Aboriginal and Torres Strait
women are presented below. These are:

* smoking

e screening for genitourinary and blood-borne viral infections

e nutrition and nutritional supplementation

e (diabetes.

Recommendations for other key elements of antenatal care to be provided at the first antenatal care visit and at
subsequent visits are summarised in ‘Recommendations: Summary of other antenatal care screening and activities’.

The prevention of fetal alcohol spectrum disorder (FASD) is covered in a separate chapter of the guide (refer to
Chapter 3: Child health, ‘Fetal alcohol spectrum disorder’).

Figure 1. Factors that influence pregnancy outcomes in Aboriginal and Torres Strait Islander women®

Socioeconomic factors

e Lower income

* Higher unemployment

* Lower educational levels

¢ |nadequate infrastructure (eg housing, water supply)
* Increased rates of incarceration

v

Poor health Antenatal complications Lifestyle factors

e Diabetes mellitus * |ntra-uterine growth restriction e |ack of physical activity

e Cardiovascular disease ® Pre-eclampsia e Poor nutrition

* Respiratory disease e Diabetes in pregnancy e Harmful levels of alcohol intake
e Kidney disease (gestational diabetes and pre- ¢ Smoking

e Communicable diseases existing diabetes melitus) e Higher psychosocial stressors

e Injuries * Anaemia (deaths in families, violence,
* [nfection serious illness, financial pressures,
e Teenage pregnancy contact with the justice system)

v

* |ncreased rate of preterm births and low birth weight
* Perinatal and maternal deaths

e Poor mental health
e QOverweight and underweight

Reproduced from Clarke M, Boyle J. Antenatal care for Aboriginal and Torres Strait Islander women. Aus Fam Physician 2014;43(1/2):20-24.
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Antenatal care — General features

Antenatal care includes providing support, information and advice to women during pregnancy, undertaking
regular clinical assessments, and screening for a range of infections and other conditions as well as following
up and managing screen-detected problems.* The key feature of high-quality antenatal care for all women is
that it is woman-centred,* meaning care that includes:

e focusing on each woman’s individual needs, expectations and aspirations, including her physical,
psychological, emotional, spiritual, social and cultural needs

e being culturally safe
e supporting women to make informed choices and decisions
* involving the woman’s partner, family and community, as identified by the woman herself.

High-quality antenatal care for Aboriginal and Torres Strait Islander women includes holistic care that is
consistent with the Aboriginal definition of health, being the physical, social, emotional and cultural wellbeing
of both an individual and their community.®

Aboriginal and Torres Strait Islander women are cared for by a range of health professionals during
pregnancy, and the cultural competence of healthcare providers is of critical importance to women'’s
engagement with antenatal care and the delivery of high-quality care. Healthcare providers need an
awareness of the higher levels of social and economic disadvantage experienced by many Aboriginal and
Torres Strait Islander people and to prioritise doing what they can to address these social determinants of
health at both individual and system levels.” Building trust, and respectful communication and developing
effective therapeutic relationships are also key features of providing high-quality antenatal care to Aboriginal
and Torres Strait Islander women.®

In Australia, antenatal care is delivered in a range of organisational settings including hospitals, general
and specialist private practices, government clinics, and Aboriginal Community Controlled Health
Services. The involvement of Aboriginal and Torres Strait Islander people in the delivery of care, and in
the design and management of services, will improve the quality of care for Aboriginal and Torres Islander
women in all settings.*

The first visit’ is an important focus in antenatal care, as provision of advice and a range of assessment
and screening activities is best undertaken early in pregnancy to maximise the benefits. It is recommended
that the first antenatal care visit occurs before 10 weeks’ gestation.* While there is some evidence of
recent improvements, Aboriginal and Torres Strait Islander women are still less likely than other Australian
women to receive antenatal care early in pregnancy."® According to age-standardised national data from
2014, 53% of Aboriginal and Torres Strait Islander women attended antenatal care in the first trimester,
compared to 60% of non-Indigenous women, and among Aboriginal and Torres Strait Islander women
first trimester attendance was higher for women in outer regional areas (62%) compared to women living
in major cities (48%) or very remote areas (51%)." This suggests the need for ongoing attention by the
healthcare system to promoting and facilitating early engagement of pregnant Aboriginal and Torres
Strait Islander women, including strengthening cultural safety and addressing local barriers identified by
Aboriginal and Torres Strait Islander women.

Current recommendations for antenatal care have shifted from a ‘traditional’ fixed schedule of visits towards
a more flexible tailored plan of visits that is developed in consultation with each woman in early pregnancy
and designed to meet her individual needs.* Ten antenatal care visits are recommended for a woman without
complications having her first pregnancy, and seven visits for a woman having a subsequent pregnancy.*

Antenatal care frequently involves screening that aims to improve outcomes for the pregnant worman and
her baby. For all screening conducted during pregnancy, women must be provided with information and
an opportunity to ask questions about the tests and potential treatments beforehand, so that they are able
to provide informed consent. Screening test results need to be communicated to women whether they are
positive or negative, and appropriate management and follow-up of positive results is critical if the potential
benefits of screening are to be realised.
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Smoking

Smoking tobacco during pregnancy has a range of negative impacts on the health of women and babies.
Adverse birth outcomes are more commmon among women who smoke during pregnancy and include

an increased risk of preterm birth, low birthweight, and stillbirth. Children of women who smoked during
pregnancy have higher rates of Sudden Infant Death Syndrome (SIDS), asthma, ear infections and respiratory
infections. Quitting smoking before or during pregnancy can reduce these risks.

At a national level, an estimated 44% of Aboriginal and Torres Strait Islander women smoked during
pregnancy in 2014." The prevalence of smoking during pregnancy for Aboriginal and Torres Strait

Islander women is decreasing (down from 52% in 2003'%); however, it remains much higher than that of
non-Indigenous women who are pregnant (12% in 2014). Smoking during pregnancy is more common
among young women, those living in rural and remote areas, and those who experience socioeconomic
disadvantage.' Factors associated with high smoking rates and low quit rates among Aboriginal and Torres
Strait Islander populations include the normalisation of smoking within Aboriginal communities; the presence
of social health determinants such as unemployment, poverty, removal from family, and incarceration;
personal stressors such as violence, grief and loss; concurrent use of alcohol and cannabis; and lack of
access to culturally appropriate support for quitting.'-'* Aboriginal and Torres Strait Islander women have
expressed the view that smoking during pregnancy can help them cope with stress and relieve boredom,
and that quitting may be of lower priority compared to the many other personal and community problems
they face.'®

Pregnancy is a particularly opportune time for an intensive focus on the delivery of smoking cessation
advice and support to women, because of the potential for improving the health of both mother and

baby, and because women are more likely to quit smoking during pregnancy. Aboriginal and Torres Strait
Islander women have indicated their support for receiving information, advice and support for quitting from
caregivers during pregnancy.'®'” Health professionals, therefore, have an important role to play in providing
information and support to women during pregnancy. There is systematic review evidence that psychosocial
interventions for smoking cessation during pregnancy are effective at increasing quit rates and improving birth
outcomes such as low birthweight.'™ Only one randomised controlled trial has assessed the effectiveness of
a tailored smoking cessation intervention for Aboriginal and Torres Strait Islander women.™ It did not find a
significant difference in quit rates between the intervention group and those receiving usual care, suggesting
that more work is needed to optimise smoking cessation strategies in pregnhancy for Aboriginal and Torres
Strait Islander women.

All pregnant women should be asked about their smoking history and practices, and it is recommended that
those who currently smoke or have recently quit be provided with information about the effects of smoking
during pregnancy, advised to quit smoking and stay quit, and offered ongoing and tailored support to do so.*
Efforts by health professionals to address smoking during pregnancy for Aboriginal women are more likely

to be effective when relationships are non-judgemental, trusting and respectful, as well as empowering and
supportive of women'’s self-efficacy and agency.>?° The social context of Aboriginal and Torres Strait Islander
women’s lives is very important to consider when designing and delivering smoking cessation advice and
support during pregnancy; it has been suggested that addressing stressors, and building skills and coping
strategies, are likely to increase the efficacy of smoking cessation efforts.'*® Involvement of partners and
families, as well as community-wide efforts to denormalise and reduce smoking in Aboriginal communities,
are also recommended as strategies to address smoking in pregnancy for Aboriginal and Torres Strait
Islander women.

While evidence for the effectiveness of nicotine replacement therapies (NRT) during pregnancy is

currently limited, trial results suggest NRT can have positive impacts on quit rates and child development
outcomes, and there is no evidence of associated harms.2! The use of NRT during pregnancy is
recommended when initial quit attempts have not been successful, with preference being for the use of an
intermittent mode of delivery (such as lozenges, gum or spray) rather than continuous (such as patches).*
The safety of oral pharmacotherapies (such as buprenorphine and varenicline) and e-cigarettes, and their
effectiveness as measures to support quitting during pregnancy, is not known and therefore they are not
recommended for use.?!
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Screening for genitourinary and blood-borne infections
Urinary tract infections

Asymptomatic bacteriuria is common during pregnancy, and may be more common among Aboriginal and Torres
Strait Islander women.??* Ascending urinary tract infection during pregnancy may lead to pyelonephritis, and an
association with preterm birth and low birth weight has been suggested.* A Cochrane review has demonstrated
that treatment with antibiotics is effective at clearing asymptomatic bacteriuria during pregnancy, and results in a
reduced risk of pyelonephritis as well as providing suggestive evidence about a reduced risk of adverse pregnancy
outcomes such as preterm birth and low birthweight.?®

All women should be routinely offered testing for asymptomatic bacteriuria early in pregnancy using a midstream
urine culture.* Urine dipstick for nitrites is not a suitable test for diagnosing infection, as false positives are frequent;
however, a negative dipstick result means infection is unlikely. Appropriate storage of dipsticks is essential, as high
humidity and temperature can impact on their accuracy.

Chlamydia

Chlamydia is a common sexually transmitted infection (STI) that can be asymptomatic and can lead to pelvic
inflammatory disease, infertility and ectopic pregnancy. Chlamydia infection during pregnancy has been associated
with higher rates of preterm birth and growth restriction, and can result in neonatal conjunctivitis and respiratory
tract infections.* Antibiotics are effective at treating chlamydia, and there is some evidence that treatment during
pregnancy reduces the incidence of preterm birth and low birth weight.?27

Chlamydia prevalence estimates for pregnant Aboriginal and Torres Strait Islander women vary from 2.9% to
14.4%.%98" Chlamydia is most common among young people, with 80% of diagnoses among Aboriginal and Torres
Strait Islander people being in this group.®® Naotification rates for chlamydia are eight times higher for Aboriginal and
Torres Strait Islander people living in remote regions.*

Australian national evidence-based antenatal care guidelines recommend that chlamydia testing is routinely offered
during pregnancy at the first antenatal care visit to pregnant women aged less than 25 years, and to all women
who live in areas where chlamydia and other STls have a high prevalence.* Pregnant women who test positive to
chlamydia, and their partners, need follow-up, assessment for other STIs and treatment.

Gonorrhoea

Gonorrhoea is a sexually acquired infection that can cause pelvic inflammatory disease and chronic pelvic pain in
women. Gonorrhoea infection during pregnancy is associated with adverse outcomes including ectopic pregnancy,
miscarriage, preterm birth and maternal sepsis during and after pregnancy.* Transmission at the time of birth can
lead to neonatal conjunctivitis, which may cause blindness.

Gonorrhoea is most commonly diagnosed in young people, and is more common for Aboriginal and Torres Strait
Islander people living in outer regional and remote areas.®® Rates of diagnosis have been declining but remain high
in these regions.3°

Australian national evidence-based antenatal care guidelines recommend against screening all pregnant women
for gonorrhoea, because there is a relatively low prevalence of disease and there is potential for harms associated
with false positive test results, particularly in low-risk populations.* Screening for gonorrhoea is recommended for
pregnant women who live in, or come from, areas of high prevalence (outer regional and remote areas), or who
