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Introduction

General practitioners consult with 86% of Australians each year. One of our challenges is to
make the most of this opportunity to contribute to preventive health care which':

e is opportunistically provided when patients present with other problems or concerns

¢ anticipates the preventive needs of patients by providing reminders for preventive care, and
e proactively targets high risk individuals who may be least likely to seek out such care.
Agreement should be reached between the clinician and patient about what preventive actions
are to be taken. General practitioners should be aware of the potential psychosocial impact of
preventive care, such as a diagnosis being made after screening and the need for adequate

counselling following diagnosis. Informed consent should be obtained for any screening and for
any actions taken following screening.

Screening

Screening involves asking questions of, or conducting tests on, patients ‘to identify those
individuals who are more likely to be helped than harmed by further tests or treatment to reduce
the risk of a disease or its complications’.2

The World Health Organization (WHOQ) has produced guidelines®# for the effectiveness of

screening programs. We have kept these and the United Kingdom National Health Services’

guidelines? in mind in the development of recommendations about screening and preventive

care:

The condition

¢ should be an important health problem

¢ should have a recognisable latent or early symptomatic stage

e the natural history of the condition, including development from latent to declared disease,
should be adequately understood

The test

¢ should be simple, safe, precise and validated

¢ should be acceptable to the target population

¢ the distribution of test values in the target population should be known and a suitable cut-off
level defined and agreed

Treatment

¢ there should be an effective treatment for patients identified with evidence that early
treatment leads to better outcomes

e there should be an agreed policy on who should be treated and how

Outcome

¢ there should be evidence of improved mortality, morbidity or quality of life as a result
of screening and that the benefits of screening outweigh the harm

¢ the cost of case finding (including diagnosis and treatment of patients diagnosed) should be
economically balanced in relation to possible expenditure on medical care as a whole

Guidelines for preventive activities in general practice 7th edition




Introduction

Consumers

¢ should be informed of the evidence so that they can make an informed choice about
participation.

Screening activities in general practice are complex; they involve patients accessing care as well
as general practices adopting systematic approaches to registering and recalling patients, and
organising their efforts to maximise the effectiveness of each consultation in providing
preventive care.” Effective screening requires consideration of subgroups in the population who
may have a higher prevalence of a disease or risk factor, or who may have difficulty accessing
services.®

In these guidelines, screening usually refers to early detection using questions or a test, which
GPs perform when patients present either for preventive care or opportunistically when patients
present for other reasons (also known as case finding). Proactive recall of patients for screening
is warranted for high risk groups or for conditions where population coverage has been
identified by the government as a public health priority. These include immunisation and
screening for cervical, breast and colorectal cancers and diabetes. However, it may be
inappropriate to recall patients for assessment of conditions that have not been identified for
population screening, such as for overweight or chlamydia infections.

There are an increasing number of Medicare items for health assessments in particular
population groups: preschool children, Aboriginal children and adults, refugees, the intellectually
disabled, those aged 45-49 years (with a risk factor), and those aged 75 years or over. There

is evidence that these assessments improve the likelihood of preventive care being received.”
However, it is also important that such ‘health checks’ involve preventive interventions for which
there is clear evidence of their effectiveness.

Preventive activities appropriate for age and risk status may also be provided opportunistically
to patients as part of normal consultations. For example, it is appropriate to check if a particular
patient has been recently screened for cancer when they present for other conditions and
screen at that or a subsequent visit. It is also appropriate to assess risk factors such as smoking,
physical inactivity or overweight, and offer interventions during the same or subsequent
consultations if indicated.

Each preventive activity uses up some of the available time that GPs have to spend with their
patients. It may also involve direct or indirect costs to the patient. Therefore it is important that
each activity is based on sound research evidence of what is effective. This means that some
activities are not recommended in this preventive guide because there is insufficient justification
or because the cost or time outweigh the benefits, as demonstrated in carefully designed
research studies. These guidelines include activities of relevance to general practice for which
research has demonstrated benefit.

While the ‘red book’ is well accepted in Australian general practice, the implementation
of recommendations still falls short in certain areas and for certain population groups. This
represents a challenge for general practice. Specific implementation strategies designed

to improve the coverage of preventive care are discussed throughout these guidelines.
These may include:

¢ specific targeting of preventive interventions

e better utilisation of information technology and management systems

better teamwork within the practice, and

¢ working with other health professionals and community resources external to the practice.
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Equity issues

Making sure that preventive care services reach those who most need them and may be less
likely to access them requires a population approach in general practice. Unless specific
consideration is given to the reach of preventive care provided and efforts are targeted toward
particular groups, there is the risk of increasing inequalities in health in the community. Health
inequalities are differences in health status that are ‘unnecessary, avoidable, unfair and unjust’®
which may be associated with socioeconomic status (SES), gender, ethnicity or rural and remote
location. These inequitable differences in health status are thought to be responsible for about
17% of the total disease burden in Australia.® While mortality in Australia is improving, inequities
are not improving or are worsening.'® Much of this inequitable disease burden is preventable
through primary and secondary prevention, encompassing health promotion and early detection
and intervention.'® A more comprehensive approach to working in disadvantaged communities
should take account of ‘literacy, income, cultural values, access to services and media’.!! This
issue is discussed in more detail in the RACGP publication, Putting prevention into practice:
guidelines for the implementation of prevention in the general practice setting (the ‘green book’)
2nd edition.

Socioeconomically disadvantaged communities

However socioeconomic disadvantage is defined — whether by area of residence, occupation,
income, education level or race — disadvantage is associated with a higher prevalence of, and a
higher mortality from, most diseases, and particularly, the major chronic diseases that form such
a large part of the work of general practice.'? Studies have shown that preventive care is
targeted to some extent at ‘low SES’ individuals in general practice.'®> Nevertheless, these groups
may make less use of preventive services,'* despite the higher need.

Aboriginal people and Torres Strait Islanders

While Indigenous Australians are at high risk of many diseases and premature death, and are
more likely to be socioeconomically disadvantaged, they are less likely to receive many aspects
of preventive care. Guidelines for providing evidence based preventive care services to Aboriginal
people and Torres Strait Islanders have been developed. These can be found at
www.racgp.org.au/aboriginalhealthunit.

Culturally and linguistically diverse communities

This term covers many different cultures and arrival backgrounds, ranging from refugee
experiences to economic migration. Refugees in particular may have a high disease burden
and may come from countries where there is little in the way of preventive care.'>~7

Rural and remote communities

The health of rural communities is determined in part by lower income levels and socioeconomic
conditions, as well as the higher percentage of Aboriginal people and Torres Strait Islanders.'®
Access to services is again influenced by this mix, and rurality and low SES may compound
disadvantage.'®2% Men in rural communities have particular low use of preventive health services.?!
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Patient education and health literacy

Patient education and counselling contribute to behaviour change for primary prevention of
disease.22 More broadly they may also help create greater ‘health literacy’ — the knowledge
and skills patients require to maintain their own health including use of health services. The use
of behavioural techniques, especially for self monitoring is recommended, as well as the use

of personal communication and written or other audiovisual materials (A).22

Patients view the GP as a key, first contact and credible source of preventive advice. Health
education messages have a large impact when delivered by the GP. When patients present with
symptoms and concerns, they are more receptive to advice about how to minimise or avoid
illness. Doctors can enhance their patients’ understanding by taking time to explain and by using
simple language (ie. avoiding medical jargon).

Factors that increase the effectiveness of patient education delivered by GPs include:

¢ assessing the patient’s health literacy?3

¢ the patient’s sense of trust in their GP?4

¢ face-to-face delivery?®

e patient involvement in decision making?6-28

* highlighting the benefits and the costs?9:30

¢ strategies to help the patient remember what they have been told3!

e tailoring the information to the patient’s interest in change32

e strategies that address the difficulty in adherence?833

e the use of decision aids.34

Many prevention activities involve a change in health related behaviour. As the patient plays a
large role in making this happen, it is useful to facilitate more active inclusion of patients in their

care. This process is an essential component of self management strategies3>3® and has the
potential to increase the patient’s responsibility for their health. In addition, it:

¢ enhances the quality of communication37.38
¢ enhances the doctor patient consultation®
e can reduce the cost of aspects of care through better informed patients?’

¢ increases the demand and use of appropriate referral to other health professionals and
agencies,3® and

e increases adherence to recommended prevention activities and therapeutic regimens 3839
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Patient education and health literacy

General practitioners can encourage their patients to participate in protecting their own
health through better knowledge, increased skills and better access to services and programs.
They can support their patients to do this, through simple counselling or more structured
interventions in their practice or by referral to other health care providers.

For those whose first language is not English, a professional interpreter should be considered.

Approaches to patient education

Patients need to develop their own understanding of the problem and what can be done
about it. For simple behavioural changes such as having a Pap test, patients weigh up the
perceived benefits and costs.#? These benefits and costs may include answers to the
following questions:

e How big is the problem to the individual?
¢ What are the consequences of not doing it?
¢ What are the benefits?

e What are the barriers?
A recall notice should specifically address the above issues in order to be effective.

Some health education may require more complex actions over a period of time, such as
changing diet, stopping smoking or increasing physical activity. The ‘stages of change
model’*" identifies five basic stages of change, which are viewed as a cyclical, ongoing
process during which the person has differing levels of motivation or readiness to change,
and the ability to relapse or repeat a stage. Each time a stage is repeated, the person learns
from the experience and gains skills to help them move to the next stage.

Pre-contemplation (not thinking about change)  Stage during which a person does not consider
the need to change
¢ Have not had sufficient experience with negative
consequences

Contemplation (thinking of change) In this stage, a person considers changing
a specific behaviour
e Beginning to seek relevant information
o Re-evaluating behaviour
e Obtaining help from others to support future attempts
o Still weighing up options and isn't ready to take action

Determination The stage where a person makes a serious
(ready for change) commitment to change
o Ready to take action in the next 30 days
o Need to set goals and develop priorities in order
to manage their illness

Action Change begins (these can be large or small
(changing behaviour) changes)
o Efforts made to modify habits and environment
e Increased use of behavioural processes of change
(eg. stimulus control and counter conditioning)

Maintenance (maintaining change) Change is sustained over a period of time
o Counter conditioning and self liberation peak
o Take responsibility for actions
o Susceptible to relapse so remain aware of environmental
and internal stimuli that may trigger problem behaviours
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Patient education and health literacy

Motivational interviewing is dealt with in more detail in the ‘green book'.

Many of the motivators and barriers to behavioural change lie outside the patient and their
immediate family. Advertising, availability of resources (eg. fresh food), and social and economic
forces all exert a strong influence on patients. These need to be addressed at community, state
and national levels.

The complex needs and health problems of disadvantaged groups

The complex needs and health problems of disadvantaged groups and the interactions between
social, psychological, environmental and physical determinants of health, mean that special
effort is required for patient education to be effective. In particular, GPs need to employ a range
of strategies and work in collaboration with other services.*? To be effective in patient education
for indigenous communities, GPs need an understanding of the Aboriginal view of health,
culture and history and an ability to provide services within a culturally appropriate framework.
This also requires GPs to collaborate with other agencies and providers to ensure the provision
of high quality preventive health care for Indigenous Australians.3
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Development of the ‘red book’
(7th edition)

The recommendations in these guidelines are based on current evidence based guidelines for
preventive activities. Precedence has been given to those most relevant to Australian general
practice. Usually this means that the recommendations are based on Australian guidelines such
as those endorsed by the National Health and Medical Research Council (NHMRC). In cases
where these are not available or recent, other Australian sources have been used, such as the
National Heart Foundation of Australia, Canadian or USA preventive guidelines, or the results of
systematic reviews. References to support these recommendations are listed. However, particular
references may relate to only part of the recommendation (eg. only relating to one of the high
risk groups listed) and other references in the section may have been considered in formulating
the overall recommendation.

Recommendations in these guidelines are consistent with the Medicare Benefits Schedule at the
time of writing. There are a range of Medicare items for health assessments in particular groups.
Comprehensive annual health assessment is currently approved for those 75 years of age and
over (items 700 and 702) and Aboriginal people and Torres Strait Islanders 55 years of age and
over (items 704 and 706). The Aboriginal and Torres Strait Islander Adult Health Check (item
710) provides for 2 yearly health checks for those aged 15-54 years inclusive. There is a health
check for patients aged 45-49 years who have a risk factor (item 717) and for patients who are
refugees (items 714 and 716). Item 708 is the health check item for Aboriginal and Torres Strait
Islander children. Items 718 and 719 are for health assessments in the intellectually disabled.
Item 713 is for type 2 diabetes risk evaluation.

Scope and limitations of the red book

These guidelines have not included tertiary prevention or detailed information on the
management of risk factors or early disease (eg. what medications to use in treating
hypertension). Similarly it has not made recommendations about tertiary prevention (preventing
complications in those with established disease). Also, information about prevention of infectious
diseases has been limited largely to immunisation and some sexually transmitted infections.
There is limited advice about travel medicine. Information on travel medicine can be obtained
from the Centres for Disease Control at www.cdc.gov/travel/index.htm or WHO International
Travel and Health at www.who.int/ith/.

These recommendations are based on the best available information at the time of writing. On
past experience this means that the guideline will remain current for no more than 2 years. Any
update information will be posted on the RACGP website. More information and guidelines can
be found on the NHMRC website at www.nhmrc.gov.au/guidelines/health_guidelines.htm

and the Cochrane Collaboration at www.cochrane.org.au.
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How to use the ‘red book’

These guidelines are designed to be used in a number of ways, all of which can be useful
in day-to-day general practice. The ‘red book’ can be used as:

¢ a guide to who is most at risk and for whom screening or preventive care is most appropriate
¢ a refresher to check the latest recommendations

¢ areminder to check at a glance which preventive activities are to be performed in various age
groups and how often

¢ a check list of preventive activities used according to an individual patient’s health profile
¢ an auditable standard for clinical practice

e a study guide — a comprehensive list of references is provided (links to further original sources
are provided in the electronic version where appropriate). This allows you to gain more
in-depth information on a particular topic

* a patient education tool to demonstrate to patients the evidence that exists for preventive
activities.

The information in these guidelines are organised into three levels of detail.

The first level is the lifecycle chart, which highlights when preventive activities should be
performed and the optimum frequency for each activity. The lifecycle chart is organised by age
and clinical topic. Simply check at the column under a particular age group to see which
activities should be considered for the patient. The preventive activities that are recommended
for everyone within a particular age range, and for which there is sound research evidence are
shaded in ‘dark grey’, while activities to be performed only in patients with risk factors or where
the evidence is not as strong are shaded ‘light grey".

A copy of this chart can be downloaded from the RACGP website and attached to the patient
record as a systematic reminder for preventive activities. You can also use it as a wall chart,
or keep it handy on your desk.

The second level is more detailed and presents a summary of recommendations in addition
to tables which identify which preventive care should be provided for particular groups in the
population.

Each recommendation in the tables is graded according to levels of evidence and the strength
of recommendation. The levels of evidence are coded by the Roman numerals I-V, while the
strength of recommendation is coded by the letters A—E (Table 7).

The strength of recommendation is also included in the brief summary that accompanies each
table, and is presented as a letter A—E in bold script and in brackets, eg. (A). The level and
strength may not always match up. For example, there may be Level | evidence against doing a
particular procedure, therefore the strength of recommendation will be “E”. In some cases there
is no evidence available so the column detailing level and strength of evidence will say ‘no
evidence’. On other topics the level of evidence may be low but the strength of recommendation
is graded as high (A). A good example of this is the recommendation that parents of babies and
young children should avoid smoking — level of evidence is Ill, as there are no randomised clinical
trials available on this, but the strength of recommendation is ‘A’.
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How to use the ‘red book’

Only key references used to formulate the recommendations are included in the tables. Where
the evidence is available on the internet, the web link is given to enable easy access to original
materials.

There is also information on how the preventive care should be implemented, for example
a brief outline of the method of screening.

Finally, there is information included in implementation tables on particular disadvantaged
population groups who may be at risk for not receiving preventive care and what should be
done to increase their chance of preventive care.

Table 1. Coding scheme used for levels of evidence and strength of recommendations

Level of evidence

Level Explanation
| Evidence obtained from a systematic review of all relevant randomised controlled trials
Il Evidence obtained from at least one properly designed randomised controlled trial

I Evidence obtained from any of the following:
o well designed pseudo randomised controlled trials (alternate allocation or some other method)
e comparative studies with concurrent controls and allocation not randomised (cohort studies), case
control studies, or interrupted time series with a control group
© comparative studies with historical control, two or more single arm studies, or interrupted time series
without a parallel control group

% Evidence obtained from case series, either post-test or pre-test and post-test

\% Opinions of respected authorities, based on clinical experience, descriptive studies or reports of expert
committees

No evidence After thorough searching no evidence was found regarding recommendations in general practice for the

target disease or condition

Strength of recommendation

Strength Explanation

A There is good evidence to support the recommendation

B There is fair evidence to support the recommendation

@ There is poor evidence regarding the inclusion or exclusion of the recommendation but

recommendations may be made on other grounds
D There is fair evidence against the recommendation
There is good evidence against the recommendation

The levels of evidence are an adaptation of those published in the NHMRC publication, A guide
to the development implementation and evaluation of clinical practice guidelines, 1998.

The strength of recommendation coding scheme is adapted from the US Preventive Services Task
Force, Guide to clinical preventive services, 1996.44
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What's new in this 7th edition?
Highlighting significant changes

The format of this seventh edition of the red book is similar to the sixth edition and is designed
to be used together with the other preventive resources such as the RACGP publications, the
‘green book’ and SNAP guidelines. There is increased information about what should be covered
in health assessments or health checks for particular groups.

Key changes

Genetics

The seventh edition has updated recommendations about the genetic risk of breast, ovarian and
colorectal cancers (in the cancer section) and haemochromatosis.

Age specific sections

A new section has been included which summarises preventive activities in middle age (40-64 years).

Immunisation: new vaccine information
¢ Oral rotavirus vaccination at 2, 4 and 6 months (note limited flexibility for catch up doses)

¢ Human papillomavirus vaccine (either 2 or 4 valent) is recommended for females aged 10-26
years. Both vaccines are funded for females aged 12-13 years as part of the National
Immunisation Program but are not interchangeable

¢ Diphtheria/tetanus/pertussis (to protect the newborn from pertussis). If previous vaccination
history or infection is uncertain, testing should be undertaken to determine immunity to
varicella and rubella. Women receiving live viral vaccines such as measles/mumps/rubella
(MMR) and varicella should be advised against falling pregnant within 28 days of vaccination

e Zoster virus live vaccine for the prevention of shingles is recommended from 50 or 60 years
of age

e Vaccination recommendations for all health professionals are provided in an additional table.

Vascular disease

Hypertension and lipid guidelines have been updated to include changes to targets. It is
recommended that a screening questionnaire be used to detect patients at risk of diabetes.

Psychosocial

A new recommendation has been added that clinicians ask all pregnant adult and adolescent
women about interpersonal abuse and violence.
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Preventive activities before pregnancy

Age | <2 | 2-3 | 4-9 | 10-14 | 1519 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60-64 | >65

Every woman aged 15-49 years should be considered for preconception care (C). Preconception
care is a set of interventions that aim to identify and modify biomedical, behavioral and social
risks to a woman'’s health or pregnancy outcome through prevention and management.*® This
should include smoking cessation (A)*® and advice to consider abstinence from alcohol
(especially in the early stages of pregnancy),*” folic acid supplementation (A),*8 review of
immunisation status (C),%® medications (B),>° and chronic medical conditions, especially glucose
control in patients with diabetes (B).”’

There is evidence to show improved birth outcomes with preconception health care in women
with diabetes, phenylketonuria and nutritional deficiency,>? as well as benefit from the use of
folate supplementation and a reduction in maternal anxiety.>® The following table lists the
potential interventions recommended by expert groups in preconception care (C).

What does preconception care include?

Medical issues
Reproductive life plan

Assist your patient in developing a reproductive life plan that includes whether they want
to have children and if so, discuss the number, spacing and timing of children.

Reproductive history

Have there been any problems with previous pregnancies such as infant death, fetal loss, birth
defects, low birth weight, preterm birth, or gestational diabetes? Are there any ongoing risks
that could lead to a recurrence in any future pregnancy?

Medical history

Are there any medical conditions that may affect future pregnancies? Are chronic conditions
such as diabetes, thyroid disease, hypertension, epilepsy and thrombophilias well managed?

Medication use
Review all current medications, including over-the-counter medications, vitamins and supplements.
Genetic/family history

Assess risk of chromosomal/genetic disorders, based on family history/ethnic background (eg.
neural tube defects [NTD], cystic fibrosis, fragile X syndrome, Tay-Sachs disease, thalassaemia,
sickle cell anaemia, and phenylketonuria).

General physical assessment

Pap test and breast examinations should be conducted before pregnancy if due or indicated
respectively. Also assess body mass index (BMI), blood pressure (BP) and ask about periodontal
disease.

Substance use

Ask about tobacco, alcohol and illegal drug use.

Guidelines for preventive activities in general practice 7th edition
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Preventive activities before pregnancy

Vaccinations

Vaccinations can prevent some infections that may be contracted during pregnancy. If previous
vaccination history or infection is uncertain, testing should be undertaken to determine immunity
to varicella and rubella, so that vaccination can be provided to nonimmune women. Women
receiving live viral vaccines such as measles/mumps/rubella (MMR) and varicella should be advised
against falling pregnant within 28 days of vaccination.

¢ |f indicated, MMR and varicella (in those without a clear history of chickenpox or nonimmune
on testing) should be given at least 28 days before conception

¢ Influenza is recommended during pregnancy to protect against infection (if in second or third
trimester during influenza season)

¢ Diphtheria/tetanus/pertussis (to protect the newborn from tetanus or pertussis) should be
considered before conception.

Lifestyle issues
Family planning

Based on the patient’s reproductive life plan, discuss fertility awareness, chance of conception
and risk of infertility and fetal abnormality. For women not planning to become pregnant,
discuss effective contraception and emergency contraceptive options.

Folic acid supplementation

Women should take a 0.4-0.5 mg supplement of folic acid per day for at least 1 month before
pregnancy and for the first 3 months after conception. In women at high risk (ie. those with

a reproductive or family history of NTD, those who have had a previous pregnancy affected

by NTD, those on antiepileptics, or those who have diabetes) the dose should be increased

to 5 mg/day.

Healthy weight, nutrition and exercise

Discuss weight management and caution against being over or underweight. Recommend regular
moderate intensity exercise and assess risk of nutritional deficiencies (eg. vegan diet, lactose
intolerant, calcium or iron, vitamin D deficiency due to lack of sun exposure).

Psychosocial health

Provide support and identify coping strategies to improve your patient’s emotional health

and wellbeing.

Smoking, alcohol and illegal drug cessation (as indicated)

Smoking and illegal drug use during pregnancy can have serious consequences for an unborn
child and should be stopped before conception. There are no safe limits of alcohol consumption
during pregnancy.

Healthy environment

Repeated exposure to hazardous toxins in the household and workplace environment can
impact on fertility and increase the risk of miscarriage and birth defects. Discuss the avoidance
of TORCH infections:

¢ toxoplasmosis — avoid cat litter, garden soil, and raw/undercooked meat, unpasteurised milk
products, wash all fruit and vegetables

¢ cytomegalovirus, parvovirus B19 (fifth disease) — discuss the importance of frequent
hand washing (and the additional risk reduction by the use of gloves when changing nappies
in child and health care workers)

¢ listeriosis — avoid paté, soft cheeses (eg. feta, brie, blue vein), pre-packaged salads, deli
meats, and chilled/smoked seafood. Wash all fruit and vegetables before eating

¢ fish — limit the amount of fish containing high levels of mercury.

(See www.foodstandards.gov.au/foodmatters/pregnancyandfood.cfm for information on folate,
listeria and mercury)
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Preventive activities before pregnancy

Intervention Technique References

Folate supplementation o High risk women: 5 mg/day supplementation ideally beginning at least 1 month before 48,54-56
conception and for first trimester
* Most women 0.5 mg/day supplementation ideally beginning at least 1 month before
conception and for first trimester

Smoking cessation Women should be informed that tobacco affects fetal growth and all women should be advised 57
to stop smoking. Evidence exists to suggest improved cognitive ability in children of mothers who
quit smoking during gestation (1l A). Pharmacotherapy should be considered when a pregnant
woman is otherwise unable to quit, and when the likelihood and benefits of cessation outweigh
the risks of pharmacotherapy and potential continued smoking

Alcohol and illicit drug use Women should be informed of the potential harmful effects of alcohol to the fetus and should be 47
advised that there are no safe limits of alcohol consumption during pregnancy. Women should be
informed that illicit drug use may harm the fetus and advised to avoid use

Inter pregnancy interval Worse perinatal outcomes with inter pregnancy intervals <18 months or >59 months, namely 58
pre-term birth, low birth weight and small for gestational age

Chronic diseases Optimise control of existing chronic diseases (eg. diabetes, hypertension, epilepsy). Avoid 56
teratogenic medications

Preconception care resources  Address risk factors using Pregnancy Lifescripts. Available at www.agpn.com.au/site/index.
for GPs and patients cfm?display=24414

Health inequality

Less than 50% of women in Victoria and New South Wales supplement their diet with folate periconceptually. This figure
is lower in:>°

e women in lower socioeconomic groups
¢ indigenous women

o rural women

® younger women

o multiparous women.

Strategy
Refer to general principles as discussed in the introduction and as outlined in the ‘green book'".
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Genetic counselling and testing

Age | 0-9 | 10-14 | 15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60-64 | 65-69 | 70-79 | >80

There is insufficient evidence to recommend screening the population utilising genetic testing,
except for pregnant women and neonates (C). Genetic tests are appropriate for certain
conditions where the individual is considered to be at high risk (A).

In order to identify patients who may potentially benefit from genetic testing, the GP must
ensure that a comprehensive family history is taken from all patients (including first degree
or second degree relatives) (A) and regularly updated.

The presence of genetically determined disease may be suggested by the following:

¢ increased frequency and early onset of cancers in families

e unexplained intellectual disability

¢ birth defects

e multiple pregnancy losses or stillbirth or early death, or

e children with multiple congenital abnormalities.

Also, patients of particular ethnic backgrounds may be at higher risk and may benefit from
genetic testing. General practitioners should consider referral to, or consultation with, a genetic

service (general or cancer genetics) for testing, as test results are not straightforward. Testing
often involves complex, ethical, social and legal issues.
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Who is at higher risk?

Breast and ovarian cancers

See Chapter 9.3 Breast cancer

Colon cancer

See Chapter 9.5 Colorectal (bowel cancer)

Cystic fibrosis

High risk

e Those with a family history of cystic fibrosis (CF), or whose relative
carries a known CF mutation

o Those whose partner is affected or is a known carrier of CF

o Those whose partner is from northern European, Ashkenazi Jewish
background who are consanguineous (ie. cousins married to each other)

Men with infertility suspected or due to congenital absence of the vas
deferens

Down syndrome

Higher risk

e Women of advanced maternal age (=35 years of age)

e Parent with a chromosomal rearrangement (eg. translocation of
chromosome 21)

Very high risk

e Women who have had a previous Down syndrome pregnancy

e Women with positive maternal serum screening/nuchal translucency
ultrasound in first trimester or maternal serum screening in second
trimester

Hereditary haemochromatosis

Increased risk

e Patients with liver disease of unknown cause, including patients with
suspected alcoholic liver disease

All first degree relatives of patients with haemochromatosis or an
altered HFE gene

Patients with conditions that could be a complication of
haemochromotosis, ie. diabetes mellitus, atypical arthritis,
cardiomyopathy, erectile dysfunction or chronic fatigue

Genetic counselling and testing

What should How often? Level of evidence
be done? and references
Refer for testing, and Before II'B 60-62
as required for genetic ~ pregnancy or in
counselling first trimester

or pre-

implantation

genetic

diagnosis (PGD)
Maternal serum/ In first or VC 62-64
ultrasound screening second

trimester
Fetal diagnostic In first or VC 63
genetic testing second

trimester
Test for transferrin Repeat every A 62,65—67
saturation and serum 2-5 years

ferritin concentration.
If fasting transferrin
saturation >45% or
ferritin is raised on
more than one
occasion, test by DNA

typing

Test all first degree
relatives of carriers
(homozygous for
C282Y gene or
compound
heterozygotes) with
DNA typing and iron
studies

Children of C282Y
heterozygotes should
only be tested if the
other parent is also
heterozygous for the
C282Y mutation.
Children in affected
families should not be
tested until 18 years of
age

Other first degree
relatives of C282Y
heterozygotes should
be tested with DNA
typing and iron studies
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Genetic counselling and testing

Haemoglobinopathies and thalassaemias

Higher risk
e Patients of southern Mediterranean, African, Middle East, MCV Before 11l B
transcaucasus, central Asia, Indian subcontinent and southeast Asian pregnancy
background who are contemplating pregnancy, particularly where there  Haemoglobin
is a family history of haemoglobinopathy electrophoresis
(In some states with higher prevalence of at risk ethnic groups all pregnant
women are screened by mean corpuscular volume [MCV])
Fragile X syndrome
Higher risk
Women with a personal or family history of: Karyotyping Before IA
e a male or female with intellectual disability, developmental delay or (cytogenetic studies) pregnancy
learning disability of unknown cause and DNA studies of
¢ a male with autism-like characteristics affected boy, followed
o undiagnosed intellectual disability or fragile X syndrome by testing mother or
o individuals with a previous fragile X cytogenetic test that was negative affected son or
or inconclusive daughter
e a female with a history of premature menopause (<40 years of age)’
¢ 3 male with ataxia and Parkinsonism Diagnostic test for
males with ataxia, IV B
tremor or dementia IV A

Test
Family history

Genetic screening

Breast cancer

Maternal Down
syndrome
screening

Fetal diagnostic
genetic testing for
Down syndrome

Terminology

Diagnostic testing

Genetic carrier
testing

Prenatal testing

who have a family
history of fragile X
syndrome

Technique

Ideally the following information will be collected for a full genetic assessment:

o information from three generations of both maternal and paternal family line

o record if alive or dead

o record age of onset of disease

Identify affected first or second degree male or female relatives on either side of the family

Genetic screening should be undertaken after the family history has been established in detail. Genetic
testing should be conducted under the supervision of a clinical geneticist, an appropriate specialist or
ethically approved clinical research group, and should be supported by appropriate counselling. Fragile X
syndrome and haemachromatosis may be exceptions to this

If a woman wishes to clarify her genetic risk or that of her family, or wishes to consider risk reducing
surgery, discuss referral to a specialist family cancer clinic for advice, appropriate counselling and
management. Genetic testing may be appropriate

No reduction in mortality from prophylactic mastectomy has been shown

Oral contraceptive medication reduces risk of ovarian cancer for women with BRCA1 or BRCA2 mutations
but has no effect on risk of breast cancer

o First trimester:
— free beta human chorionic gonadotrophin (HCG), pregnancy associated plasma protein and fetal
ultrasound
— nuchal translucency screen at 12 weeks
o Second trimester:
— serum screening — beta HCG, unconjugated oestriol, alpha-fetoprotein

o First trimester:

— chorionic villus sampling
o Second trimester:

— amniocentesis

Purpose

68,69

71

72
73

References
63,74

62

75

7681

63,64

63

To make or confirm a diagnosis of a specific disorder in a person who generally already has signs or symptoms of that

disorder

To determine whether or not the person has a genetic or chromosomal abnormality that does not generally affect the

person’s health but increases his or her chance of having children with the disorder in question

Performed on a fetus in utero where there are ‘at risk" parents, in order to inform decisions about termination of pregnancy

or for therapeutic or surgical interventions
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Preventive activities in children
and young people

Health surveillance is the foundation for preventive activity in children and young people. This
involves working with parents, nurses and others in the community to maintain awareness of risk
and protective factors that affect family and child wellbeing.82 The parent held child health record
has been demonstrated to improve health surveillance.®3

Health inequality

To support the assessment and early identification of health issues in Aboriginal and Torres Strait Islander children, the
Child Health Check (0—14) MBS Item 708 is now available. The health status of indigenous children remains poor with
disparities in health status across different regions. For example, compared with non-Indigenous Australians, Aboriginal
and Torres Strait Islander children are three times more likely to die before their first birthday; five times more likely to
succumb to SIDS; twice as likely to be born premature or with low birth weight; and nearly four times as likely to be
hospitalised with respiratory infection. Indigenous Australian mothers are eight times more likely than non-Indigenous
mothers to receive inadequate antenatal care and rates of breastfeeding are lower in indigenous than non-indigenous
communities.

There is a gradient in health and life outcomes for children and young people over the entire socioeconomic spectrum.
There are large numbers in the middle range of the population and it is these numbers that are used by those who argue
for universal interventions. On the other hand, the magnitude of the ill health experienced by those at the bottom end of
the spectrum is used by others to argue for targeted interventions.848> Maternal smoking during pregnancy is more
prevalent among women of low socioeconomic status (SES) and single mothers and is strongly associated with low birth
weight. Mothers from lower socioeconomic backgrounds have fewer and less regular antenatal visits. Lower rates of
breastfeeding and shorter duration of breastfeeding have been reported for mothers in a range of disadvantaged
backgrounds, including single, low income, migrant, unemployed families, poorly educated parents and disadvantaged
communities. Higher mortality rates in infancy and childhood, including deaths from hypoxia, SIDS, prematurity related
disorders, accidental and nonaccidental injury are reported for low SES children and children living in disadvantaged
neighbourhoods.?>

3.1 Parenting

Who is at higher risk? What should be done? How often? Level of evidence
and references

Increased risk of postnatal depression

o excess of adverse life events Assess maternal mental and physical ~ 1-8 weeks VC 86—89
o lack of social support health, parental disharmony and postpartum
e past history of depression social support

emergency caesarean section

Increased risk of maltreatment and neglect

® |ow socioeconomic status Assess social circumstances and Opportunistically V C 54,86,90
e younger mother support, awareness of external

e lack of social support agencies that could provide

o maternal history of abuse assistance

e large family

e substance abuse

e mental illness

L ]

child with special needs
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Preventive activities in children and young people

An Australian randomised control trial demonstrated that a coordinated cross agency system of
parenting support, which included general practice, produced meaningful effects at the
population level.?!

3.2 Preventive counselling and advice

Preventive counselling and advice should be given at every opportunity (C).

Preventive area What advice should be given? How often/ Level of evidence
when? and references
Accident/injury prevention 1-24 months
Include home safety: stair guards, fire guards, smoke detectors, Opportunistically 11V 86,
hot water <54°C, safe poison storage, never leave alone in 92,93

water, and use of nonflammable night wear

Car safety: rear facing car restraint <9 kg

2-5 years

Include water safety, swimming, car restraints, bicycle helmets

Sun protection advice Recommend: Opportunistically Il B 54,86
e babies should not be exposed to direct sunlight. Use

lightweight wraps to shield their skin and only small amounts

of sunscreen on the very small areas of exposed skin. (Note

recommendations for high risk populations below)

sunscreen — apply broad spectrum (SPF 30) water resistant

sunscreen preferably 20 minutes before going into sun and every

2 hours while in the sun (more often if swimming or sweating)

e shade — avoid direct sun if possible

protective gear — use lightweight clothing with longer sleeves

that covers more of the skin, a hat that protects the face, eyes

and neck, and sunglasses

o Population at risk of vitamin D Babies and infants need 30 minutes per week of sunlight wearing ~ Educate at risk vV C 94
deficient rickets and only a nappy or 2 hours per week fully clothed without a hat.% groups
hypocalcaemic convulsions: (In adults the consensus is that exposure is not recommended

— recently immigrated infants  between 10 am and 2 pm (11 am and 3 pm during daylight
or first generation offspring  saving)®®
of immigrant parents from
north Africa, the Middle
East or Asian countries with
maternal vitamin D
deficiency

Physical activity advice Promote healthy activity universally: Opportunistically VvV C 96-98
e at least 60 minutes (and up to several hours) of moderate to
vigorous physical activity every day
e activity can be achieved through active free play, structured
programs or both
¢ no more than 2 hours per day of sedentary screen time

Nutrition advice
e Children and young people

at risk of iron depletion/ Promote healthy drinking and eating universally. Recommend: Opportunistically vV C 96,
deficiency: o exclusive breastfeeding to 6 months of age 97,99
— prematurity e low fat dairy products from 2 years of age
— >600 mL/day milk after o water rather than soft drink, cordial or fruit juice
12 months of age e two fruits and five vegetables daily
— Avrabic background e ‘special day’ foods limited to special days
— adolescent females e find rewards for children other than food
Recommend:
o Atrisk of iodine deficiency — e drink <600 mL/day milk after 12 months of age (due to obesity
the entire population and iron deficiency/depletion risks for those drinking >600
mL/day)

o three serves of calcium rich food per day
¢ adiet adequate in iron and iodine for children and young
people
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Preventive activities in children and young people

3.3 Growth, overweight and obesity

There is a lack of evidence for the effectiveness of interventions in clinical practice to reduce childhood
obesity. Some consensus guidelines recommend that height, weight and head circumference should
be measured at each visit and plotted on appropriate centile charts (head circumference until 36
months of age and body mass index [BMI] from 2 years of age).'°° There is evidence that GPs may
underestimate the prevalence of paediatric overweight in their practice, and universal measurement
of height, weight and calculation of BMI can identify all children at risk of overweight.'®!

There is evidence of some success in community based efforts to prevent and treat childhood

obesity,102.103

Who is at higher risk of overweight or obesity?  What should be done? How often? Level of evidence and
references
Average risk Measure height and weight, Opportunistically, as vV C 83,96,
calculate BMI and plot on BMI for ~ recommended in the 104-107
age chart local child health
record
High risk
o Early adiposity e Measure and chart growth and  Opportunistically VC 96
® An overweight parent BMI
o A history of gestation affected by diabetes ¢ Promote healthy eating, physical
e Children from a Middle Eastern background'® activity and limited small screen
recreation
Intervention Technique References
Measure and chart Height, weight and head circumference 83,96,104,105,107

growth. Calculate and
plot BMI on BMI for age
charts

Promote healthy eating
and activity

3.4 Newborns

o These should be measured at each surveillance visit and plotted on appropriate centile

charts (head circumference until 36 months of age and BMI from 2 years of age)
e (Care needs to be taken when interpreting velocities 109,110
e Ensure equipment accurate and regularly calibrated

¢ Provide dietary advice using the Dietary quidelines for Australian children including: 96-98
— eat plenty of vegetables, legumes and fruits (two serves of fruit and five of vegetables
each day )
— eat plenty of cereals (including breads, rice, pasta and noodles), preferably wholegrain
— include lean meat, fish, poultry and/or alternatives
— include milk, yoghurt, cheese and/or alternatives
— choose water as a drink; limit soft drink, fruit juice and cordial
— limit snack foods
— eat breakfast every day
— limit portion sizes
o Limit sedentary screen time <2 hours per day (includes watching TV, playing video games
and use of computers)
e Encourage moderate to vigorous physical activity for at least 60 minutes each day including
aerobic, muscle, and bone strengthening components

Although evidence is limited, consensus guidelines recommend newborn screening and examination (B).

Who is at higher risk?

Average risk
o Normal delivery

What should be done? How often/when? Level of evidence
and references
Newborn screening for: At birth IVB 82,111

e hypothyroidism
phenylketonuria
cystic fibrosis
galactosaemia
hearing loss

e Physical examination At birth V C 82,107

e Vitamin K At birth VC 82
e Hepatitis B vaccine
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Preventive activities in children and young people

3.5 Infants: 1-24 months of age

Child health surveillance should be conducted at 2, 4, 6, 12 and 18 months of age.
Breastfeeding exclusively to 6 months of age should be promoted. Ongoing assessment of
growth (see 3.3 Growth, overweight and obesity), hearing, vision, language, development and
social skills should be undertaken in collaboration with parents (B).

Who is at increased risk? ~ What should be done? How often/when? Level of evidence
and references
Average risk Promote breastfeeding Opportunistically A 96,97
A 112
Preventive counselling and advice Opportunistically

regarding the risks to baby of passive
smoking, injury prevention, SIDS, sun
safety and nutrition

Assessment of: hearing, vision, Opportunistically VC 82,84,
language development, 107,113
communication and family
functioning
Intervention Explanation References
SIDS risk reduction e Sleep baby: 87,112
advice — supine from birth

— with face uncovered (sleeping with feet at the base of the cot may be the
best way to keep face uncovered)
e Avoid passive smoking
Avoid sleeping with baby in bed if adult affected by drugs or alcohol

Provide antenatal information and counselling about the benefits and 96,97
practical aspects of breastfeeding (and risks of not breastfeeding) to all

potential mothers and fathers

Encourage, support and promote exclusive breastfeeding for the first 6

months of life

Breastfeeding

Hearing e Explore with parents. The questionnaires in the parent held record (PHR) can 86,107
surveillance be used to facilitate this co-surveillance

Language, fine e Explore with parents. The PHR, the ‘Parents’ evaluation of developmental 82,107
motor and social status' (PEDS), or other tools may be used to facilitate co-surveillance of

skills surveillance developmental issues with parents. An electronic directory to other

potentially useful tools is included at reference 114

Family functioning Elicit concerns

surveillance

Vision assessment Test for strabismus using the cover test and light reflex (Hirschberg) test 82,86,107

3.6 Preschool: 2-5 years of age

Child health surveillance should be conducted at 2, 3 and 4 years of age. This should include
surveillance of growth, hearing, vision and language development. Anticipate and look for
emerging behavioural and emotional problems (C).

Who is at higher risk?  What should be done? How often/when?  Level of evidence and
references

Average risk e Anticipatory advice regarding: As per advice in the B 83,86,96,
— injury prevention local child health 104,105,107
— sun protection advice record
— dental care
— physical activity
— nutrition

e Surveillance of: VC 84,91,107,

— development 113,115

— emerging behavioural
or emotional problems
— family dysfunction
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Preventive activities in children and young people

3.7 School age: 6-13 years of age
Preventive advice should be given to school aged children opportunistically (C).

Consider social conflict or violence at home or school when difficult behaviours/emotional
problems emerge. School bullying is common,''® influences lifelong wellbeing,"”"¢ and parents
are often unaware that it is occurring.®

Who is at higher risk?  What should be done? How often/when? Level of evidence and
references
Average risk e Assess growth Opportunistically VC 84,91,100,120

e Ask about progress at school
e Anticipate and look for emerging
behavioural or emotional problems

 Preventive counselling and advice:  Opportunistically 1B 54,86,93
— injury prevention
— sun protection
— dental care
— physical activity
— nutrition

3.8 Adolescence: 14-19 years of age

Who is at higher risk? What should be done?  How often/when?  Level of evidence
and references

Increased risk Reduce harm (see Opportunistically VC 121-124

Young people with disability or a chronic ‘Intervention’)

condition

As per the Australian Immunisation Immunise as A 49

Handbook recommended by the

Australian Immunisation
NB. Only vaccines delivered in accord with  Handbook (see Chapter 6
the National Immunisation Program (NIP) Communicable diseases)
Schedule are government funded

Many young people find it difficult to access health care in general practice and once there,
to raise important health issues with the doctor.'2> General practitioners often find providing
optimal care for young people challenging.’?> Many young people with chronic illness or
disability have difficulty negotiating the transition from tertiary paediatric care to the adult
health care system 122,123

Intervention Explanation Reference

Harm minimisation e Assess pre-adolescent and adolescent patients for potentially risky 121
behaviours. Frequent attendees with relatively minor problems are at
higher risk of mental health problems

e Provide messages that encourage delay in initiation of potentially risky
behaviours, and at the same time promote risk reduction strategies if
adolescents choose to engage, or are already engaging in, risky
behaviours

e Use principles of motivational interviewing in the assessment and
discussion of risky health behaviours with adolescent patients

e Become familiar with resources in the community that provide harm
reduction programs for substance abuse, pregnancy prevention and
injury prevention

o Advocate for the introduction, further development and evaluation of
evidence based prevention and treatment programs that use a harm
reduction philosophy in schools and communities
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Preventive activities in middle age

Age | 0-9 [ 10-14 | 15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60-64 | 65-69 | 70-79 | >80
The recommended specific activities for low risk patients in the 45-64 years age group are listed
below. Patients should be offered these opportunistically or at 2-5 year intervals (B). Planned
health checks in middle aged adults have been demonstrated to improve the frequency of
management of SNAP behavioural risk factors, screening for cervical and colorectal cancer,
and hyperlipidaemia in general practice.”'26127 However, there is mixed evidence for their
effectiveness. These checks may be facilitated by the involvement of practice nurses.128-130

Age Recommendation Cross reference page

45-49 Assess

years o SNAP behavioural risk factors 32-34

e Risk of diabetes (AUSDRISK questionnaire) and absolute CVD risk 44 + Appendix 2 + 3
o Depression in increased risk groups (eg. past history, physical illness, other mental problems) 58-59
e Risk factors for osteoporosis
e Skin cancer 65
Measure 48-50
o Weight, height (calculate BMI) and waist circumference
e Blood pressure 34-35
e Fasting lipids 42-43
e Fasting blood glucose in patients at high risk of diabetes 43
Perform 44
e Pap test every 2 years
e Mammography if family history indicates high risk 51-52
52-53
50-64 Assess
years o SNAP behavioural risk factors 32-34
e Risk of diabetes (AUSDRISK questionnaire) and absolute CVD risk 44 + Appendix 2 + 3
o Depression in increased risk groups (eg. past history, physical illness, other mental problems) 58-59
e Risk factors for osteoporosis
e Skin cancer 65
Measure 48-50
o Weight, height (calculate BMI) and waist circumference
e Blood pressure 34-35
e Fasting lipids 42-43
e Fasting blood glucose in patients at high risk of diabetes 43
o Urinalysis for protein 44
Perform 46-47
e Pap test every 2 years
o Colorectal cancer screening with faecal occult blood testing (FOBT) at least every 2 years 51-52
e Mammography every 2 years 54-55
o Vaccination for diphtheria/tetanus/acellular pertussis (dTpa). Consider influenza and pneumococcal 52-53
vaccination if high risk 28
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Preventive activities in middle age

Intervention Technique References

Health education Tailor health advice or education to the patient's stage of change (see VI 131
Patient education and health literacy)

Practice organisation Identify patients who have not had preventive activities. Flag medical record; 132
recall patient to practice. Assessment and education may be delegated to
other practice staff

Health inequality

Aboriginal and Torres Strait Islander and low SES patients have a higher risk of disease but are less likely to be offered
preventive interventions.

Strategy
Strategies to increase screening and effective motivational and behavioural interventions in this group are discussed in the
‘green book'.

See Chapter 15 Screening tests of unproven benefit.
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Preventive activities in older age

Older people are at increased risk of multiple chronic conditions, which may impair their function
and quality of life. Those living alone are particularly vulnerable. Their health problems may be
exacerbated by poor nutrition, lack of physical activity and lack of exposure to the sun.

Medication related problems may cause unnecessary hospital admissions or death. These may be
related to patient confusion, inadequate knowledge about medicines, poor compliance, and the
GP and pharmacist not having full details of all the medications the patient is taking. Risk factors
for medication related problems include:

e currently taking five or more regular medications

e taking more than 12 doses of medication per day

¢ significant changes in medication treatment regimen during the past 3 months.

Older people may rely on the help and support of family and carers. Carers, particularly carers
of people with dementia or depression, are at risk of depression, anxiety, emotional distress,
loneliness and isolation, but their health care needs are often overlooked.'33-'37 The carer's need
for support should be assessed when the patient’s health is assessed.’® Carer support resources

are helpful for carer wellbeing and may delay the need for the older person to be relocated to
a residential aged care facility.'33.139-141

5.1 Falls and physical activity

Age

10-14

15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60-64 | 65—69 | 70-79 | >80

Patients should be screened for risk factors for falls from 65 years of age (A).
Advice about moderate physical activity is recommended for all older people (A).

Approximately 30% of people aged 65 years or over report one or more falls in the previous 12
months.'#2 For the older person, physical activity provides the usual benefits, as well as minimising
some of the limitations of later life such as reduced mobility, tendency to fall, and reduced
interaction with the environment.!*3 Impairment of vision has been well described as a risk factor
for falls.44 Untreated cataracts have been shown to be associated with increased risk of multiple
falls'> and reduced quality of life related to social isolation and depression.'46

Who is at higher risk of falls? What should be done? How often? Level of evidence
and references

Average risk

o All people 65 years of age or over Screen for risk factors* Every 12 months | A 147,148
Moderately high risk
o Older people presenting with one or Screen for risk factors and Every 6 months A 142,147
more falls, who report recurrent falls involve in preventive
or with multiple risk factors activities™

* A vitamin D supplement should be recommended if inadequate sun exposure to reduce the risk of fracture'?
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Preventive activities in older age

Intervention Technique References

Screening for falls risk e Ask about falls and any gait or balance problems 142,147,151-154

Identify risk factors:

— increased age

— past history of falls

— chronic medical conditions (eg. stroke or Parkinson disease)

— multiple medications and specific medications (eg. long acting benzodiazepines, and
psychotropic medication)

— impaired balance and mobility

— impaired gait

— reduced muscle strength

— sensory problems (eg. impaired visual acuity and depth perception and peripheral
neuropathy)

— dizziness

— impaired cognition

— depression

— low levels of physical activity, low BMI and vitamin D deficiency

— fear of falling

— female gender

There are many falls risk assessment tools. However, few tools have been tested more than

once or in more than one setting. Therefore, no single tool can be recommended for

implementation in all settings or for all subpopulations within each setting."® A quick

screening tool is the ‘timed up and go test’ (TUGT) which involves looking for unsteadiness as

the older person gets up from a chair without using his or her arms, walks a few metres and

returns. The ‘turn 180 degrees’ test is of similar value and can be administered in any setting.

However, both tests rely on clinical judgment and the value of timed cut-off values for the

TUGT and number of steps for the turn 180 degrees test need to be considered

o Assess home environment for hazards including stairs, slippery surfaces and floor coverings,
poor lighting, bathroom, and furniture. An occupational therapist can provide specialist
advice

Falls risk reduction Prescribe or refer for a home based exercise program. Encourage participation in a community 155,156
based exercise program

5.2 Visual and hearing impairment

Age | 0-9 | 10-14 | 1519 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60-64 | 65-69 | 70-79 | >80

Visual acuity should be assessed from 65 years of age using the Snellen chart (B). However,
there is no evidence that screening of asymptomatic older people results in improved vision.'>”

Hearing loss is a common problem among older people and is associated with significant
physical, functional and mental health consequences. Annual questioning about hearing
impairment is recommended for people 65 years of age and over (B).

In some Australian states there are legal requirements for annual assessment, eg. driving over 70
years of age.'>® (See Assessing fitness to drive, commercial and private vehicle drivers: Medical
standards for licensing and clinical management guidelines. Sydney: Austroads Inc, National
Road Transport Commission, 2003. Available at www.austroads.com.au/aftd/index.html).

Eye disease and visual impairment increase 3-fold with each decade of life after 40 years of age.
They are often accompanied by isolation, depression and poorer social relationships, and are
strongly associated with falls and hip fractures. People at greater risk of visual loss are older people,
those with diabetes, and those with a family history of vision impairment. Cataracts are the most
common eye disease (42% of cases of visual impairment), followed by age related macular
degeneration (AMD) (30%), diabetic retinopathy and glaucoma. The leading causes of blindness in
those over 65 years of age are AMD (55%), glaucoma (16%) and diabetic retinopathy (16%).>°
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Preventive activities in older age

Who is at higher risk of visual impairment and  What should be done? How often? Level of evidence and
hearing loss? references
People 65 years of age and over Screen for visual impairment Every 12 1B
months

Screen for hearing impairment II'B 44,160
Intervention Technique References
Visual impairment Use a Snellen chart to screen for visual impairment in the elderly (see also Chapter 12 Glaucoma) 161
screening
Hearing impairment A whispered voice out of the field of vision has a high sensitivity for hearing loss, as does a single 162
screening question about hearing difficulty

5.3 Dementia

Clinicians should be alert to the symptoms and signs of dementia in people over 65 years of age.
These may be detected opportunistically using questions addressed to the person and/or their
carer (C). Depression and dementia may co-exist. When a person has dementia, adequate

support is required for the person, their carer and their family.'63
Who is at higher risk of dementia? What should be done? How often?

Average risk
e Those without symptoms No evidence of benefit from screening N/A

Moderate risk

o A family history of Alzheimer disease Case finding and early intervention N/A
e People with history of repeated head trauma

e People with Down syndrome

Intervention Technique

Case finding and Ask: ‘How is your memory?’ Obtain information from others who know the person
confirmation

Over several consultations, obtain the history from the person and family/carer and perform a

Level of evidence
and references

II'C 164,165
I C
References
163
167-169

comprehensive physical examination. Undertake cognitive assessment using the Mini-Mental State
Examination (MMSE), General Practitioner Assessment of Cognition (GPCOG) or clock drawing test.'66
The Rowland Universal Dementia Assessment Scale (RUDAS) is a multicultural cognitive assessment scale
used to detect dementia across different cultures. The MMSE is the most widely used and evaluated scale.
Assess functional status; the Instrumental Activities of Daily Living (IADL) assessment tool may be used

See also Chapter 10 Psychosocial

www.minimental.com/

www.dementia.unsw.edu.au
www.alzheimers.org.au/content.cfm?infopageid=3955
www.abramsoncenter.org/PRI/documents/IADL.pdf
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Communicable diseases

General practitioners play an important role in the prevention and management of communicable
diseases. This includes advice on prevention, immunisation, early detection and treatment.

Updates on communicable diseases are available from the Australian Department of Health website
at www.health.gov.au/internet/main/publishing.nsf/Content/portal-Communicable diseases.

General practitioners (laboratories and hospitals) are required by law to notify particular infectious
diseases to their local or state public health units (this law over-rides all privacy regulations). A list
of notifiable infectious diseases is available from state health department websites. This role has
become almost completely automated by pathology laboratories as a result of advances in
information technology. The GP may still need to ensure notification has occurred on occasions
where a clinical diagnosis is made, or where clinical information is required.

6.1 Immunisation

Age <2 2-3 4-9 | 10-14 | 1519 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60—64 | > 65

Immunisation is recommended for all children and adults at particular ages according to the
Australian Immunisation Handbook (A). General practitioners should advocate immunisation and
counter the common misunderstandings and antivaccine campaigns.

The National Immunisation Program Schedule (NIPS) provides a schedule of recommended
funded vaccines. There may be other vaccines that are not funded but are recommended in the
Australian Immunisation Handbook. There may be variability in vaccines recommended/funded
(eg. hepatitis A vaccine).

Health inequality

For immunisation to be effective there needs to be high coverage rate. Therefore GPs need to be aware of groups
with lower levels of age appropriate immunisation including:'”°

o families with young parents (under 25 years of age)'’":72

e single parent families and families with more than one child'”3

o migrant families (particularly in the first years of their arrival in Australia or if a language other than English is spoken
at home)!71-175

o families where the parents are unemployed,'’%'74 on low incomes,'”"7 or have very high or very low education
|eve|s172,173,‘\76

o families who move frequently'’>
o Aboriginal children in rural and urban areas.'”’-'7?
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Communicable diseases

Age
Birth
2 months

4 months

6 months

12 months

12-24 months

18 months

4 years

10-13 years

12-13 years
15-17 years
15—49 years

50 years and over

65 years and over

The National Immunisation Program Schedule (NIPS)

Vaccine
¢ Hepatitis B* (hepB)

Hepatitis B* (hepB)

Diphtheria, tetanus and acellular pertussis (DTPa)

Haemophilus influenzae type b (Hib)**

Inactivated poliomyelitis (IPV)***

Pneumococcal conjugate (7vPCV)

Rotavirus (first dose must be given before 12 weeks [Rotateq] or 14 weeks [Rotarix] of age, or not at all depending
on vaccine used)

Hepatitis B* (hepB)

Diphtheria, tetanus and acellular pertussis (DTPa)

Haemophilus influenzae type b (Hib)**

Inactivated poliomyelitis (IPV)***

Pneumococcal conjugate (7vPCV)

Rotavirus (Rotarix, second dose before 24 weeks or not at all, Rotateq second dose before 28 weeks)

Hepatitis B* (hepB)

Diphtheria, tetanus and acellular pertussis (DTPa)

Hib (extra)**** (only if Hiberix, HibTITER, or ActHIB used at 2 and 4 months)
Inactivated poliomyelitis (IPV)***

Pneumococcal conjugate (7vPCV)

Rotavirus (only Rotateq has third dose, to be given before 32 weeks or not at all)

Hepatitis B* (fourth dose if Hib-hepB used at 2 and 4 months or fifth dose for those born at <32 weeks or

<2000 g birth weight)

Haemophilus influenzae type b (Hib)** (may need to use monovalent Hib vaccine)

Measles, mumps and rubella (MMR) first dose

Measles, mumps rubella and varicella (MMRV) instead of MMR to give at 12 and 18 months (when available)
Meningococcal C (MenCCV)

Hepatitis A vaccine (for Aboriginal people and Torres Strait Islanders in Northern Territory, Queensland, South Australia
and Western Australia only)

e Pneumococcal conjugate or polysaccharide** (7vPCV booster for high risk groups or 23vPPV for Aboriginal and Torres
Strait Islander children, see footnote)

Varicella (VZV) (only if no history of varicella or prior vaccination)

Hepatitis A vaccine (for Aboriginal people and Torres Strait Islanders in NT, Qld, SA and WA only)

Measles, mumps and rubella (MMR) — second dose at 18 months instead of 4 years (NIPS)

Measles, mumps rubella and varicella (MMRV) instead of separate MMR + VZV to give at 12 and 18 months
(when available)

Diphtheria, tetanus and acellular pertussis (DTPa)

Inactivated poliomyelitis (IPV)**

Measles, mumps and rubella (MMR) (second dose funded NIP)

Pneumococcal conjugate or polysaccharide® (7vPCV or 23vPPV) (booster for high risk)

e Hepatitis B (2 adult doses for those born pre-May 2000, or not vaccinated against hepatitis B)
e Varicella (VZV) (first dose or second dose booster vaccination)
e Human papillomavirus (HPV) (3 doses over 6 months, for females)

e Human papillomavirus (HPV) (3 doses over 6 months, for females)
e Diphtheria, tetanus and acellular pertussis (dTpa is the adult/adolescent vaccine)

e Influenza (for all Aboriginal people and Torres Strait Islanders)
e Pneumococcal polysaccharide (23vPPV) (for at risk Aboriginal people and Torres Strait Islanders)

e Influenza (Aboriginal people and Torres Strait Islanders)
e Pneumococcal polysaccharide (23vPPV) (Aboriginal people and Torres Strait Islanders)

¢ Influenza
e Pneumococcal polysaccharide (23vPPV)

3 hepB doses after birth dose required and extra dose at 12 months if born <32 weeks or birth weight <2000 g, unless immunity proven

on serology at 7 months of age

**  Use PRP-OMP (Pedvax Hib or Comvax) in areas of higher risk (for Aboriginal and Torres Strait Islander children in NT, Qld, SA, WA). Use
PRP-T or PRP-OMP in other children

*** PV in IPV combination vaccines, eg. DTPa-hepB-IPV, DTPa-IPV, DTPa-IPV-Hib, DTPa-hepB-IPV-Hib (their use may create a need for one dose
monovalent Hib vaccine at 12 months)

**** Third dose at 6 months if using PRP-T (ActHib, Hiberix) or HbOC (HibTITER) Hib type vaccines in Aboriginal and Torres Strait Islander children
in southern states and other children (lower risk)
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T Pneumococcal vaccination (in addition to 7vPCV at 2, 4 and 6 months, 23vPPV or 7vPCV booster doses are
recommended and funded for:

o Aboriginal and Torres Strait Islander children up to 5 years of age in central Australia

e Booster 23vPPV at 18—24 months in NT, Qld, SA, WA

o Children under 10 years of age at risk from specified medical conditions; if unimmunised give 2 doses 7vPCV,
if immunised give booster 7vPCV at 12 months and 23vPPV at 4-5 years

o Children up to the age of 10 years who, after their sixth birthday develop asplenia, HIV infection, or a haematological
malignancy, or who receive a transplant, should receive 2 doses of 7vPCV 2 months apart, and a dose of 23vPPV
2 months later (refer to http://immunise.health.gov.au Australian Immunisation Handbook. 9th edn, 2008)

e When using 23vPPV revaccinate after 5 years. Depending on risk for infection a second revaccination is indicated
5 years after second 23vPPV or at 50 or 65 years, whichever is later

Notes

1

. Hepatitis B vaccine should be given to all infants at birth and should not be delayed beyond
7 days after birth. Infants whose mothers are hepatitis B surface antigen positive (HbsAg+ve)
should be given hepatitis B immunoglobulin (HBIG) within 12 hours of birth

. Diphtheria tetanus (dT) should be given at 50 years of age unless a dT booster dose has been
documented in the previous 10 years. Boostrix (dTpa) is preferred instead of dT to protect
from pertussis

. Vaccine cold chain: to maintain vaccine quality by keeping the temperature of vaccines within
3 degrees of 5 degrees celsius. Temperatures outside this range damage vaccines and render
them less effective or useless. Accurate monitoring of refrigerator storage temperatures or use
of vaccine storage refrigerators is recommended

Recommended vaccines in the Australian Immunisation Handbook not in NIPS

Soon after birth BCG (for Aboriginal people and Torres Strait Islanders in NT, far north Queensland, some regions of SA and WA, as well
as children under 5 years of age who will travel to live >3 months in endemic areas or have family with leprosy)

From 6 months Annual influenza vaccination is recommended for any person =6 months of age where there is a wish to reduce the
likelihood of becoming il with influenza

From 10-26 years e Either 2v or 4v HPV vaccination is recommended to protect against oncogenic HPV 16 and 18 infections. Vaccination
has no effect on existing HPV infections but prevents new HPV 18 and 18 infections
o 4vHPV (Gardasil) is recommended for females aged 14—26 years (in NIPS, age 1013 years)
® 2vHPV (Cervarix) is recommended for females aged 14-26 years (in NIPS, aged 10—13 years) and also for women aged
27-45 years, the level of benefit depending on sexual history
No evidence to recommend male vaccination as yet (4vHPV licensed for use in males aged 9—15 years)

50 years Diphtheria, tetanus and acellular pertussis (dTpa) is preferred to diphtheria and tetanus (dT)
(This is recommended if no tetanus immunisation was received in the previous 10 years)
From 60 years Zoster virus live vaccine (Zostavax) for prevention of shingles (can be given from age 50 years onward)
All health care e Hepatitis B (and hepatitis A in some jurisdictions)
workers ¢ Annual influenza

e Pertussis (dTpa)

* MMR (if not immune)

o Varicella (if not immune)
Men who have sex
with other men e Hepatitis A and B
Injecting drug users

Immunisation information resources

http://immunise.health.gov.au

The ACIR Enquiry Line: 1800 653 809 (this number can be used to obtain information on the
vaccination history of individual children from birth to seventh birthday (given since 1/1/1996)

www.health.sa.gov.au/immunisationcalculator is a useful resource to work out what catch up
immunisations are required; covers most situations in Australia. Expert advice from local public
health immunisation experts may still be required

www.ncirs.usyd.edu.au.
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6.2 Sexually transmitted infections

Sexually transmitted infections (STIs) are frequently seen in general practice. Although they may
be asymptomatic, they are important to detect early in order to minimise potential complications
such as infertility.

Taking a sexual history

A key skill involved in the assessment and management of STls is taking a sexual history. This
should start with providing a nonjudgmental, supportive environment in which patients feel
comfortable to discuss sexual matters.'80 It is important to ask open questions and to avoid
terms that make assumptions about sexual behaviour or orientation (eg. by using the term
‘partner’). The history should address issues such as current sexual activity, gender and number
of partners, contraception (including use of condoms), immunisation status and other risk factors
for blood borne viruses (eg. injecting drug use, tattooing and piercing). Any investigations should
be explained and patients should be counselled before ordering tests such as those for HIV or
hepatitis C.

A follow up appointment may be suggested with the partner and explicit permission is required
for the GP to undertake follow up with contacts. (See contact tracing manual at www.ashm.org.
au/contact-tracing/.)

In the case of a notifiable condition, the patient should be informed that case notification to
public health authorities will occur. Notification should be made as prescribed by the department
of health in your state or territory.

The individual's age, sexual behaviour and community STI prevalence influence the level of risk.
The GP should use this information to guide their recommendations for STI screening.

6.2.1 Chlamydia

Age

0-9

10-14

15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60-64 | 65-69 | 70-79 | >80

Screening for Chlamydia trachomatis infection in all sexually active females under 25 years of age
is recommended (because of their risk of complications), as well as possible screening for other
STls if indicated by risk assessment. There is a lack of evidence that screening and treatment of
all males results in reduced population prevalence. Other STls to consider screening high risk
individuals for include gonorrhoea, HIV and syphilis.!”” The risk for gonorrhoea, HIV and syphilis
is low for heterosexuals in all major cities in Australia and New Zealand.'”® The individual’s age,
sexual behaviour and community STI prevalence influence the level of risk. This information
should be used to guide what infections to test for.

Men who have sex with other men should be screened for gonorrhoea, chlamydia, syphilis and
HIV every 12 months. A significant proportion of men with STls have no symptoms.'’? Screening
for HCV should be provided if HIV positive or has a history of injecting drug use.

There is good evidence to suggest all pregnant women at risk should be screened for hepatitis B,
HIV, and syphilis;'”” and chlamydia and gonorrhea if considered to be at risk.'8
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Who is at higher risk of infection and complications?

High risk

o All sexually active people aged 15-25 years, particularly
female, Aboriginal or Torres Strait Islander

o Those with a pattern of inconsistent or no condom usage,
or with recent change in sexual partner

High risk men
Men who have sex with other men

Sexual partners of infected women and men

Asymptomatic requesting ‘STI check up’

* This does not require patients to be recalled

Test Technique

Nucleic acid
amplification test
(NAAT) most
commonly by PCR

What infections/actions
should be considered?

o Urine or genital swab for
chlamydia

o Consider other infections based
on risk assessment such as
gonorrhoea, hepatitis B, syphilis,
trichomoniasis, HIV

o Urine and rectal swab for
chlamydia; urine, throat and
rectal swabs for gonorrhoea

e Serology for HIV, syphilis and
hepatitis B serology if not
vaccinated (offer hepatitis A and
B vaccination)

Test and then treat. Post-treatment
test of cure is not recommended.
Repeat testing of women to check
for re-infection after 3—12 months
may be appropriate

Urine or genital swab for
chlamydia, serology for hepatitis B,
syphilis, HIV

Should be (20 mL) first void urine (not mid stream) at least 1 hour after last
void. This has been found to be the best performing chlamydia test in both
genders. Urine samples should be kept at under 4°C.

PCR endocervical or vaginal swab (patient can self collect) also possible in

females (there has been no validation of this technique for anal or throat

swabs)
Gonorrhoea MCS

Implementation

Rectal swab should be inserted 3 cm into anus and rotated

Communicable diseases

How often?

Every 12 months*
(eg. a good
opportunity is at
same time as Pap
test)

At least every 12
months

Test and treat all
contacts. If retesting
is indicated leave a
minimal interval of
6 weeks post-
treatment

Site

Urine, endo-
cervix or
vagina

Chlamydia infection is the most common, curable STI in Australia. Notification rates per 100 000 have increased from 35.4
in 1993 to 217 in 2005. Most cases are in the 15—39 years of age group (particularly in the 20—29 years group). Infection
rates in Australia vary from 4—12%. Young people and Aboriginal people and Torres Strait Islanders have the highest
infection rates; 12—-34% in some locations. There is an increased risk of gonorrhoea, syphilis, and trichomoniasis among

Aboriginal people and Torres Strait Islanders.

Screening of sexually active women under 25 years of age for chlamydia on an annual basis has been shown to half the
infection and complication rates.'*'%> Male partners of infected females should be tested and treated. A USA study found
that providing treatment for the heterosexual partners of those infected reduced the re-infection rate more than contact

tracing (11 A).1%

Untreated pregnant women infected with chlamydia have a 20-50% chance of infecting their infant at delivery.'’

Level of evidence
and references

A 182-186

B 179,187,188

A 189-191

II'B 188

Level of evidence
and references

IB 178,187,
190,192

193
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Prevention of chronic disease

The smoking, nutrition, alcohol and physical activity (SNAP) risk factors are common among
patients attending general practice. They contribute significantly to the burden of disease, largely
due to their effect on the incidence and complications of chronic diseases such as diabetes,
cardiovascular disease, chronic respiratory disease, and some cancers. A detailed description

of the appropriate interventions is covered in the SNAP guidelines.'98

Each of these risk factors may interact with each other throughout the lifecycle. Therefore it is
important not to deal with each risk factor in isolation. The ‘absolute risk’ approach being
advocated by the National Vascular Disease Prevention Alliance addresses assessment and
intervention of an individual risk factor within the context of the ‘absolute risk’ that the patient
will have a vascular event in the next 5 years.

It is important to tailor the intervention to the patient’s readiness to change'®® as well as using
behavioural counselling approaches such as motivational interviewing. This is described in pages
8 and 9 of the SNAP guidelines. Strategies which increase the likelihood of lifestyle change
include motivational interviewing and the use of patient held records (see the ‘green book’ for
more details).2°° A common approach across these risk factors is the ‘5As approach’2°" which
includes:

e ASK - all patients about smoking, nutrition, alcohol or physical activity
e ASSESS - readiness to change, dependence (smoking and alcohol)

¢ ADVISE - brief, nonjudgmental advice with patient education materials (eg. Lifescripts) and
motivational interviewing

e ASSIST - by providing motivational counselling and a prescription (Lifescript or
pharmacotherapy if indicated for nicotine or alcohol dependence)

¢ ARRANGE - referral telephone support services, group lifestyle programs or individual
provider (eg. dietician or exercise physiologist) and a regular follow up visit.

Health inequality

Disadvantaged groups have significantly higher rates of smoking, alcohol use, poorer diets and lower levels of physical
activity. Most disadvantaged groups have significantly higher smoking rates.?”.202.203 |n 2004-2005, 50% of Aboriginal
and Torres Strait Islander adults were daily or regular smokers.2%4 Effective interventions in these groups vary from those
where there is little current evidence (eg. Aboriginal and Torres Strait Islander populations) to those where there is both
good evidence coupled with an acknowledgment that such groups present special challenges.

Aboriginal people, Torres Strait Islanders, and Pacific Islanders have higher rates of overweight and obesity, as well as a
higher incidence of vascular disease.'® Aboriginal and Torres Strait Islander communities in remote regions face significant
access barriers to nutritious and affordable food.2%® Nutritious food tends to cost more in rural and remote areas; cost may
also be an issue in low SES groups.

Low income groups are less likely to be offered interventions to prevent overweight2% (see Introduction). Improvements in
physical activity for Aboriginal and Torres Strait Islander patients may be achieved by linking health advice with locally
available and appropriate community sport and recreation programs, as well as social support programs (eg. group
activities).2%7
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Many disadvantaged groups have higher levels of risky drinking2%8-2"" and the reasons for this are often complex.212213
For example, stigmatisation and poverty may increase the harm associated with a given level of alcohol use. Experiencing
disadvantage may not lead to an increased risk of substance abuse.?%® Culture and societal ‘framing’” of how alcohol is
perceived also have a strong impact on the use and abuse of alcohol.2'

Risky alcohol use is also frequently associated with mental health issues?'>2'6 and having both may not be readily
recognised and may reduce access to, and receipt of, treatment services.2'” Alcohol has tended to produce a greater
burden of harms in more socially disadvantaged groups,?'° partly through the more hazardous pattern of drinking?'® and
partly through the associated poverty associated with low SES.2'3 Recognition and treatment is also impeded by the social
stigma associated with problematic use of alcohol.23:21?

7.1 Smoking

Age | 0-9 | 10-14 | 15-19

20-24

25-29 | 30-34 | 35-39

40-44

45-49 | 50-54

55-59

60-64 | 65-69 | 70-79 | >80

Smoking status and interest in quitting smoking should be assessed for every patient over 10
years of age.>”-220 All patients who smoke, regardless of the amount they smoke, should be:®-?

asked about their interest in quitting (A)

— assessed whether they are nicotine dependent and if so, offered appropriate

pharmacotherapy* (A)

— advised to stop smoking (A)

— offered referral to a proactive telephone callback cessation service such as ‘Quitline’ (A).

Who is at higher risk?

Average risk
e People over 10 years of age

Increased risk
e Aboriginal people and Torres
Strait Islanders

e People with a mental illness

® Pregnant women

e People with other drug related
dependencies

e People with smoking related
disease

e Parents of young babies and
children

Nicotine dependence:

What should be done?

5As

5As adapted to the cultural setting

5As and careful use of
pharmacotherapy given the significant
impact of nicotine on drug
metabolism®

5As and considered use of
pharmacotherapy

5As and highlight specific disease
related benefits of quitting

5As

5As. If the parent is unable to quit

advise to:

e smoke away from children

¢ not smoke in confined spaces with
children present (eg. when driving)

How often?

Opportunistically, ideally
every visit

Opportunistically, ideally
every visit**

Opportunistically, ideally
every visit**

At each antenatal visit

Opportunistically, ideally
every visit**

Opportunistically, ideally
every visit**

Opportunistically, ideally
every visit**

Level of evidence and references

A 57,202,220-223
A 221
A 202,222-225
A 224,226,227
A 202,223,225,228
A 57,220,223,225,226
A 204,220,225,227,229

— ask about time to first cigarette AND number of cigarettes smoked per day. High likelihood of nicotine dependence if smoking within 30 minutes
of waking and smoking more than 15 per day
— explore whether the patient had withdrawal symptoms when they previously attempted to quit
** \While enquiry about smoking should occur at every opportunity, be aware of patient sensitivity. Remember that nonjudgmental enquiry about
smoking is associated with greater patient satisfaction226.228
T See effect of smoking abstinence on medications. NZ Smoking cessation guidelines, 2007. Appendix 9. Available at www.nzgg.org.nz/

guidelines/dsp_guideline_popup.cfm?quidelineCatID=53&guidelinelD=148
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Implementation

At an individual patient level, GPs can influence smoking rates by systematically providing opportunistic advice and
offering support to all attending patients who smoke.220.227.229

General practitioners underutilise effective treatment strategies (eg. referral to the Quitline, using pharmacotherapy, and
motivational interviewing.220-227.229 A whole-of-practice approach that includes a supportive infrastructure has a big
impact on GP effectiveness in smoking cessation.26=28 The ‘green book’ outlines a range of effective implementation
strategies in smoking cessation.200

7.2 Overweight

Age | 0-9 | 10-14 | 1519 | 20-24 | 25-29

30-34

35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60-64

65-69 | 70-79 | >80

Body weight reflects the balance between levels of dietary intake and physical activity. Body

mass index and adult waist circumference should be measured every 2 years for those patients
who appear overweight (A).239-232 Body mass index on its own may be misleading, especially
in older people and muscular individuals, and classifications may need to be adjusted for some

ethnic groups.?33

Who is at higher risk of developing obesity
related complications?

Average risk
o All patients

Increased risk

e Aboriginal people, Torres Strait Islanders, and
Pacific Islanders

o Patients with existing diabetes or cardiovascular
disease, stroke, gout, liver or gallbladder disease

Identified risk
o Patients who are overweight or obese

What should be done?

How often?

Assess BMI and waist circumference in
all adults over 18 years of age who
appear overweight

Every 2 years

In children and adolescents use age
specific BMI charts (see Chapter 3.3
Overweight and obesity)

Offer education on nutrition* and
physical activity*

Assess BMI and waist circumference in
all adults over 18 years of age

Offer individual education on nutrition
and physical activity

Every 12 months

Assess weight and waist circumference
Develop a weight management plan

Every 6 months

# For more information see the NHMRC Dietary guidelines for Australian adults
* For more information see the NHMRC Physical activity guidelines

For further information see pages 14—16 of SNAP guidelines and the NHMRC Overweight and obesity: a quide for general practitioners

Level of evidence
and references

A 234
A 234
A

B 234

Patients who are overweight or obese should be offered individual lifestyle education and skills
training.201.234.235 Restrictive dieting is not recommended for children and adolescents. A modest
weight loss of 5-10% of starting body weight in adults who are overweight is sufficient to
achieve some health benefits.?3> Even without weight loss, physical activity can accrue health
benefits for overweight people.?3%
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Assessment Technique References

Body mass index BMI = body weight in kilograms divided by the square of height in metres. A BMI of =25 conveys 230,234
increased risk

Waist An adult's waist circumference is measured half way between the inferior margin of the last rib and the 230,234

circumference crest of the ilium in the mid-axillary plane. The measurement is taken at the end of normal expiration:

® >94 ¢cm in males and >80 cm in females conveys increased risk
e >102 cm in males and >88 cm in females conveys high risk

Combining measures to assess obesity and disease risk* in Australian adults?34

Classification BMI Disease risk (relative to normal measures)
(kg/m?) Waist circumference Waist circumference
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 and cardiovascular disease
Based on: NHMRC Clinical practice guidelines for the management of overweight and obesity in adults. Canberra: Commonwealth of Australia, 2003
and the NHMRC Overweight and obesity: A guide for general practitioners. Canberra: Commonwealth of Australia, 2003

7.2.1 Different ethnic groups

Lower waist circumference measures should be used for those of Asian, Aboriginal or Torres
Strait Islander descent:234

Increased risk Men 90-100 cm Women 80-90 cm  Goal: 5-7% weight loss
High risk Men >100 cm Women >90 cm Goal: 5-7% weight loss

Strategy

Environmental, cultural, genetic and lifestyle factors all contribute to overweight and obesity. Physical inactivity and
overeating are the major modifiable contributors to the problem of obesity.?3> Strategies to increase screening in
Aboriginal people and Torres Strait Islanders are discussed in the ‘green book’ and the National quide to a preventive health
assessment in Aboriginal and Torres Strait Islander peoples.
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7.3 Nutrition

Age | 0-9 | 10-14 | 15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60-64 | 65-69 | 70-79 | >80

In adults ask how many portions of fruit and vegetables are eaten per day and advise to follow
the NHMRC Dietary quidelines for Australian adults (B).237 Brief lifestyle advice should be given
to reduce dietary fat (particularly saturated fat) and increase fruit and vegetable intake.238

Breastfeeding should be promoted as the most appropriate method for feeding infants and one
that offers protection against infection and some chronic diseases.?’ See Chapter 3 Children and

young people.
Who is at higher risk of developing What should be done? How Level of evidence
nutrition related complications? often? and references

Average risk
o All patients Ask about the number of portions of fruit and Every 2 1B 203,239
vegetables eaten per day and types of fat consumed years

All patients should be advised to follow the NHMRC
Dietary guidelines for Australian adults

High risk
e Those who are overweight or obese Provide lifestyle advice to reduce dietary saturated fat ~ Every 6 1B 240-243
e Those with high cardiovascular absolute risk and increase fruit and vegetables intake (see SNAP months

(>15%) guidelines)
e Those with a past or first degree family history

of cardiovascular disease (including stroke) Provide self help nutrition education materials and/or

before 60 years of age refer to a dietician or group diet program
¢ Those with type 2 diabetes or at high risk for

diabetes
Intervention Technique References
Vitamin Vitamin supplementation is not of established value in asymptomatic individuals* (with the exception 244
supplements of folate in pregnancy)
Dietary guidelines Enjoy a wide variety of foods: 237

for Australian adults e eat plenty of vegetable, legumes and fruits
o eat plenty of cereals (including breads, rice, pasta and noodles), preferably wholegrain
e include lean meat, fish, poultry and/or alternatives
o drink plenty of water
And take care to:
e limit saturated fat and moderate total fat intake
o choose foods low in salt
e |imit alcohol intake
o consume only moderate amounts of sugars and foods containing added sugars
To lower their risk of coronary heart disease (CHD), all Australians should:
e consume about 500 mg/day of combined DHA and EPA through a combination of the following:
— 2-3serves (150 g serve) of oily fish per week
— fish oil capsules or liquid
— food and drinks enriched with marine Q-3 PUFA*
consume at least 2 g/day of ALA
follow government advice on fish consumption regarding local safety issues
prevent weight gain; be physically active and eat according to your energy needs
care for your food; prepare and store it safely
encourage and support breastfeeding

Note: There are also dietary guidelines for children and adolescents: Dietary quidelines for children and
adolescents in Australia, incorporating the Infant feeding guidelines for health workers

Encourage Encourage and support exclusive breastfeeding for the first 6 months, then the introduction of 237
breastfeeding complementary foods and continued breastfeeding thereafter. It is recommended that breastfeeding
continue until 12 months of age and thereafter as long as mutually desired

* Prevalence of nutritional deficiency is high in certain groups (eg. alcohol dependence, the elderly living alone and in institutions)

# Fish that live in cold water are rich in omega-3 polyunsaturated fatty acids (€-3 PUFA), particularly docosahexaenoic acid (DHA),
eicosapentaenoic acid (EPA) and docosapentaenoic acid (DPA). Alpha-linolenic acid (ALA) is a plant based Q-3 PUFA that has many health
benefits but does not benefit cardiovascular health as well as marine Q-3 PUFA
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7.4 Early detection of problem drinking

Prevention of chronic diseases

Age | 0-9 | 10-14 | 15-19 | 20-24

25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54

55-59

60-64

65-69

70-79 | >80

All patients should be asked about the quantity and frequency of alcohol intake from 15 years
of age (A). Those with at risk patterns of alcohol consumption should be offered brief advice

to reduce their intake (A).

Who is at increased risk of
developing alcohol related
complications?

Low risk

o All patients 18 years of age and over

e Those with lower body weight (<60
kg for men, <50 kg for women)
o QOverweight or obese adults

Increased risk

e Children and adolescents

e Older people who have a higher risk
of falls and are more likely to be
taking medication

e Young adults, who have a higher risk
of accidents and injuries

e Those with a family history of alcohol
dependence

What should be done? How often?

Ask about the quantity and frequency of
alcohol intake. Be sensitive in your
questioning and avoid using judgmental
descriptors (eg. social drinker)

Every 3—4 years

Adbvise if drinking alcohol to drink two
drinks per day or less

Adbvise if drinking alcohol to drink less than
two drinks per day

Advise that not drinking is the safest
option

Opportunistically

Any drinking should not exceed a
maximum of two drinks per day and
should be under parental supervision

Interventions using brief motivational
interviewing targeted at high risk use

Advise that there is an increased risk of
potential harm from drinking

Opportunistically

Opportunistically

Opportunistically

Level of evidence and
references

IIB

II'B

lc

lc

47,208

47

245

246-248

249

250-252

Guidelines for preventive activities in general practice 7th edition

37



Prevention of chronic diseases

Who is at increased risk of What should be done? How often? Level of evidence and
developing alcohol related references
complications?
Those who are participating or Advise that not drinking is the safest Opportunistically Driving | 253
supervising risky activities (eg. driving, option
boating, extreme sports, diving, using
illicit drugs) Other areas |l 254-257
Women who are pregnant or planning a Opportunistically or | 47,258,259
pregnancy at each antenatal

visit
Those with a physical condition made Advise that not drinking is the safest Opportunistically 47,260-262
worse by alcohol such as: option but weigh up pros and cons for
® pancreatitis each individual
e hepatitis/chronic liver disease
e peptic ulcer, hypertension Advise those with hypertension, or taking
e other major organ disease antihypertensive medication to limit

alcohol intake to no more than two (for
men) or one (for women) standard drinks

per day

Those with a mental health problem Opportunistically 263-265
made worse by alcohol such as anxiety
or depression
Those taking medications Opportunistically 266, 267
Intervention Technique References
Brief intervention Brief interventions for problem drinking halve the mortality rate in this group. Brief advice in general 250-252,

practice has been demonstrated to have resulted in a reduction in drinking of about six standard 268-275

drinks per week for men. The impact of brief advice on reduction in consumption for women is less
clear. While there is no clear dose response curve for spending more time counselling patients who are
drinking at risky levels, the minimum time to achieve some impact is 5-15 minutes. While some have
argued that screening of itself constitutes a brief intervention, the impact of interventions of less than
5 minutes is both modest and not significant

The key components of brief advice should include the 5As. The AUDIT-C tool can be used (available
at www.cqaimh.org/pdf/tool_auditc.pdf)

Pharmacotherapy Both naltrexone and acamprosate can be used in patients with alcohol dependence. 276-278

Naltrexone:

* significant effect on the maintenance of abstinence as well as the prevention of heavy drinking

e better in preventing a lapse from becoming a relapse

e used as an adjunct to treatment in patients with alcohol dependence

e common (and usually transient) side effects include: nausea, headache, dizziness, fatigue and
insomnia

e should not be used in patients with acute hepatitis (or where the liver enzymes are three times, or
greater, the upper limit of normal

Acamprosate:

e supports abstinence from drinking

e does not influence or moderate alcohol consumption after the initial drink

o found to be more effective in preventing lapse

e can be prescribed as part of a comprehensive alcohol treatment program

e diarrhoea is a common side effect

e should not be used in patients with significant renal impairment (creatinine >0.12 mmol/L)

 not recommended for use in those aged 65 years and over
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Implementation

In the Australian setting, less than one in 3 women and one in 6 men with documented alcohol dependence seek any form
of treatment.?”” The barriers to identifying and treating patients with risky or problematic drinking are numerous and
include: stigma associated with diagnosis, gender (females being less likely to receive treatment), shorter consultations,
self perceived skills and skepticism about the benefit of treatment.?®*** Nevertheless the number needed to treat (return
on effort) using brief interventions is one in 8, ie. eight hazardous drinkers needed to be treated to produce one who will
reduce drinking to low risk levels,?%2>%269.270.285

Implementation is improved through:

e screening/routine enquiry of all patients in the target group, especially using nonconfrontational tools such as
computerised screening.“**%® Alternatively, embedding enquiry about drinking in opportunistic assessment of lifestyle
or using the AUDIT-C questionnaire®”>?®° (see Appendix 1 or www.cqaimh.org/pdf/tool_auditc.pdf)

 ensuring that there is a supportive organisational practice infrastructure®®®2%%2°"
1,290,293

and adequate training for
clinicians®®°%? and practice nurses.”

7.5 Physical activity

Age | 0-9 | 10-14 [ 15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60-64 | 65—69 | 70-79 | >80

All adults should be advised to participate in 30 minutes of moderate activity on most,
preferably all days of the week (at least 2.5 hours per week) (A). While moderate physical
activity is recommended for health benefit, more vigorous exercise may confer additional
cardiovascular health and cancer prevention benefits if carried out for a minimum of 30 minutes,
3—4 times a week. The amount of physical activity can be accumulated in 10 minute bouts.

The amount of activity for weight loss is greater, it is recommended that at least 60 minutes

of moderate intensity physical activity (eg. brisk walking) every day may be required in order

to achieve measurable weight loss over a number of months.294

Physical activity is independent of weight as a risk factor.

Who is at higher risk? What should be done? How often? Level of evidence
and references

Average risk

o Those already performing moderate levels of activity for 30 Question regarding current Every 2 years lIl'B 295
minutes daily at least 5 days per week level of activity

Increased risk

¢ Those not performing moderate levels of activity for 30 Question regarding current Every visit IV C 296
minutes per day at least 5 days of the week level of activity and readiness

e Those at higher risk include: teenage girls, Aboriginal people or  to be more active
Torres Strait Islanders, those from low SES and non-English

speaking backgrounds Provide brief advice and
e Those with a chronic condition or other cardiovascular disease ~  written physical
(CVD) risk factors (see Chapter 8 Prevention of vascular and activity materials
metabolic disease)
e Those at high risk of CVD or diabetes (including impaired Refer to an exercise or
glucose tolerance) physical activity program.

Programs with additional
behaviour change support
may be more beneficial
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Intervention

Determine level of
physical activity

Moderate intensity
physical activity

Brief interventions to
increase levels of
physical activity

Physical program

Technique References
Question regarding current level of activity and readiness to be more active (eg. Lifescript assessment 198
tool)

Ask: "How many times a week do you engage in 30 minutes (all together or in shorter amounts) of
brisk walking or moderate physical activity that increases your heart rate or makes you breathe harder
than normal? Eg. digging in the garden, dancing, golf, tennis.’

And "How many times a week do you engage in 20 minutes of vigorous physical activity that makes
you sweat or puff and pant? Eg. jogging or running, tennis, swimming, bike riding, aerobics or fitness
exercises’

See SNAP guidelines

Physical activity associated with a moderate, noticeable increase in the depth and rate of breathing 297
while still being able to whistle or talk comfortably

Interventions in general practice shown to have short term benefit in changing behaviour related to 198
physical activity include:

e patient screening to identify current level of activity and readiness to be more active

e provision of brief advice or counselling on exercise

e supporting written materials, and/or

e written prescription for exercise (eg. Physical Activity Lifescript)

See SNAP guidelines

Structured program over a number sessions of physical activity education and exercise. May be
delivered as individual or group program
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Prevention of vascular and
metabolic disease

Cardiovascular disease occurs in 18% of the population, with 6.9% estimated to have an
associated disability.>® The majority of deaths from CVD can be prevented by changing
behavioural and physiological risk factors. Behavioural risk factors include smoking, poor
nutrition, hazardous alcohol consumption and physical inactivity as outlined in Chapter 7
Prevention of chronic disease. In addition, depression, social isolation and lack of quality social
support are risk factors for coronary heart disease.28

Changing the following physiological risk factors has been demonstrated to reduce vascular
events including stroke and myocardial infarction:

¢ |owering BP in patients with hypertension or high absolute cardiovascular risk
¢ reducing blood levels of total cholesterol, low density lipoprotein (LDL) cholesterol,
triglycerides and raising high density lipoprotein (HDL) cholesterol levels, and

e maintaining good glycaemic control in patients with diabetes.

These multiple factors contribute to the risk of vascular disease. Absolute CVD risk is the
probability that an individual will develop a cardiovascular event (coronary infarct or stroke)
within 5 years. Preventive actions based on estimated absolute risk are more effective and
efficient than those based on individual risk factors as they acknowledge the synergistic effects
of multiple risk factors combined.

Intervention Technique Reference
Absolute The National Vascular Disease Prevention Alliance recommends that:2%° 300
cardiovascular risk ~ Absolute cardiovascular risk assessment, using the Framingham Risk Equation to predict risk of a

assessment cardiovascular event over the next 5 years, should be performed for all adults aged 45—74 years who are

not known to have CVD or to be at high risk of CVD (including people with diabetes under the age of 60
years). This should be re-assessed every 2 years (or more frequently if a change in treatment is considered).
In adults without known CVD, a comprehensive assessment of cardiovascular risk includes consideration
of the following:

age and gender

BP

serum lipids

diabetes

renal function (microalbumin + urine protein, estimate of glomerular filtration rate)

family history of premature CVD or familial hypercholesterolaemia

evidence of atrial fibrillation (history, examination, electrocardiogram)

waist circumference and BMI

smoking, nutrition, physical activity level and alcohol intake

social history including ethnicity, SES, and mental health.

See Appendix 3 for cardiovascular risk tables; <10% is considered low risk, 10-15% medium risk, and
>15% high risk. Adults with any of the following specific conditions do not require absolute cardiovascular
risk assessment using the Framingham Risk Equation as they are already known to be at increased risk of
CVD:

o diabetes and age >60 years or microalbuminuria

e moderate or severe chronic kidney disease

e previous diagnosis familial hypercholesterolaemia

e systolic BP =180 mmHg or diastolic BP =110 mmHg or serum total cholesterol >7.5 mmol/L.

Absolute risk should be assessed from 35 years of age in Aboriginal people and Torres Strait Islanders
(although this might underestimate their risk).2%7
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Health inequality

Low socioeconomic status is associated with an increased risk of CVD.3%" Data from the National Nutrition Survey suggests
that people of low SES or those living in rural locations have higher dietary saturated fat intake, although relationship with
serum cholesterol levels is less clear.3%2 People of low SES have a higher prevalence of diabetes.3% This group is less likely

to access the full range of clinical services including screening.

Hypertension and CVD are more common in low socioeconomic groups including Aboriginal people and Torres Strait
Islanders and the unemployed.3933%4 The incidence of end stage renal disease (ESRD) among Aboriginal people and Torres
Strait Islanders varies from up to 30 times the national incidence in some remote areas to around double in some urban
areas.39%:306 Factors that affect rates of ESRD in Aboriginal people and Torres Strait Islanders include low birth weight,
poor nutrition, infections such as scabies, smoking, other behavioural risk factors and socioeconomic disadvantage.307-302
There is also 3-fold variation within urban areas among non-Indigenous Australians, with higher ESRD incidence in more
disadvantaged areas.3'°

Preventive care is less likely to be provided to these patients.3!" There is evidence that there is a differential in statin
prescribing on the basis of SES.312

8.1 Blood pressure

Age 0-9 | 10-14 | 15-19 | 20-24 | 25-29 | 30—34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60—64 | 65—69 | 7079 | >80
Blood pressure should be measured in all adults from 18 years of age at least every 2 years (A).
The risk of CVD is continuous across a range of BPs and thus the benefit of lowering BP should
be considered in all patients.3'3 In patients aged 45-74 years, this should be decided according
to their absolute cardiovascular risk (B).

Who is at higher risk of vascular disease? What should be How often? Level of evidence

done? and references
Average risk
o Adults 18-50 years of age (dependent on risk factors Measure BP Every 2 years if systolic BP A 314
identified through absolute cardiovascular CV risk assessment) (SBP) <120 mmHg and

Increased risk

diastolic BP (DBP) <80 mmHg

e 10-15% absolute CV risk Measure BP Every 12 months 1A 314,315

o Age 75+ years

o High normal BP 120-139/80-89 Lifestyle risk factor

® Age >50 years
o Diabetes at <60 years
L]

counselling

Aboriginal people, Torres Strait Islanders, South Asians and
Maori and Pacific Islanders from 15 years of age

High risk

e >15% absolute CV risk Measure BP Every 6 months A 313
e BP >180/110 or diabetes at age >60 years or

microalbuminuria

Lifestyle risk factor

e Moderate or severe chronic kidney disease counselling

Familial hypercholesterolaemia
First degree relative (ie. father, mother, sibling) who has had a  Pharmacotherapy to

vascular event or condition diagnosed <60 years of age lower risk
e SBP =180 mmHg or DBP =110 mmHg

High risk

Serum total cholesterol >7.5 mmol/L 316,317

o Existing CVD (previous event, atrial fibrillation, symptomatic Measure BP Every 6 months 313

CVD)

Lifestyle risk factor
counselling

Pharmacotherapy
to lower risk
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Prevention of vascular and metabolic disease

Intervention Technique

Measure BP Measure BP on at least two separate occasions with a calibrated mercury sphygmomanometer (regularly
calibrate your instrument against a mercury sphygmomanometer). At the patient's first BP assessment,

measure BP on both arms. Thereafter, use the arm with the higher reading

If possible, use ambulatory BP monitoring or self measurement for patients with any of the following:

o unusual variation between BP readings in the clinic

o suspected white coat hypertension (eg. clinic hypertension, low CV risk and absence of target organ disease)

o hypertension resistant to drug treatment
o suspected hypotensive episodes (eg. in elderly or diabetic patients)

Lifestyle Nonpharmacological therapies such as reduction in dietary sodium intake, increased physical activity, weight

loss, stress management, and reduction in alcohol intake are associated with a reduction in BP

Systolic (mmHg) Diastolic (nmHg) Follow up

<120 <80 Recheck in 2 years (or earlier as guided by patient’s absolute CV risk)

120-139 80-89 Recheck in 1 year (or earlier as guided by patient's absolute CV risk)
140-159 90-99 Confirm within 2 months*

160-179 100-109 Re-assess or refer within 1 month*

>180 >110 Re-assess or refer within 17 days as necessary*

Isolated systolic hypertension

>140 <90 As for category for systolic BP

>160 <70 Re-assess or refer within 1-7 days as necessary*

References

313

If systolic and diastolic categories are different, follow recommendations for shorter follow up (eg. BP 160/86 mmHg evaluate or refer within 1 month)

* See NHFA Guide to management of hypertension, 2008
Adapted from: Heart Foundation. Hypertension management quidelines for doctors, 20083'3

8.2 Cholesterol and lipids

Age | 0-9 | 10-14 | 15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60-64 | 65-69 | 70-79 | >80
Screening for hyperlipidaemia in healthy people without other CV risk factors is recommended
every 5 years starting at 45 years of age (A for men, C for women). High risk patients should be
screened as part of absolute CV risk assessment (A).

Who is at higher risk of vascular disease? What should be done? How often?  Level of
evidence and
references

Increased risk

o Patients 45 years of age and over Fasting blood lipids Every 5 years A 318

Increased risk

o Patients aged 45 years and over with: Fasting blood lipids Every 2 years A 318

— absolute CV risk 10-15% over the next 5 years
— smoking Lifestyle advice
— hypertension
— metabolic syndrome (central obesity waist =94 cm in men and >80 cm in
women plus any two of: TG >1.7 mmol/L, HDL-C <1.03 mmol/L in men and
<1.29 mmol/L in women, BP >130/85 mmHg or fasting BSL =5.6 mmol/L)
— family history of premature CVD in first degree relatives (<60 years of age)

High risk

e Patients with an absolute CV risk >15% over the next 5 years Fasting blood lipids Every 12 A 318

o Patients with the following existing diagnoses: months

— diabetes mellitus (type 1 and 2) or impaired glucose tolerance Lifestyle advice
— cardiac disease, peripheral arterial disease or ischaemic cerebrovascular

disease (including stroke) Cholesterol lowering
— familial hypercholesterolaemia or familial combined hyperlipidaemia therapy

e chronic kidney disease
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Intervention Technique References
Fasting blood Fasting total cholesterol, LDL cholesterol, HDL cholesterol and triglycerides. If total cholesterol (TC) is raised 318
lipids (>4 mmol/L) or LDL >2.5 mmol/L, a second confirmatory sample should be taken on a separate occasion

(as levels may vary between tests) before a definitive diagnosis is made
Dietary advice All people regardless of their cholesterol level should be given dietary advice. In patients whose cholesterol 318

is raised, absolute cardiovascular risk should be determined (see Page 97). Those at low absolute risk of CVD

should be given dietary and other lifestyle advice and monitored. See Section 6 Prevention of chronic disease

8.3 Type 2 diabetes

Age | 0-9 | 10-14 | 15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60—64 | 65-69 | 70-79 | >80

. |

*Aboriginal people and Torres Strait Islanders

Patients should be screened for diabetes every 3 years from 40 years of age using the Australian

Type 2 Diabetes Risk Assessment Tool (AUSDRISK) (A). Aboriginal people or Torres Strait

Islanders should be screened from 18 years of age. Those with a risk score of 15 or more should

be tested by fasting plasma glucose (B).

Who is at higher risk of type 2 diabetes? What should How Level of
be done? often? evidence and
references
Increased risk
o All patients >40 years of age AUSDRISK (see Every 3 IIl'B 321
e Aboriginal people and Torres Strait Islanders Appendix 2) years
High risk
¢ Any one of following risk factors: Fasting plasma Every 3 B 321,322
— all people with a history of a previous CV event (acute myocardial infarction or stroke) ~ sugar years
— women with a history of gestational diabetes mellitus (GDM)
— women with polycystic ovary syndrome
— those on antipsychotic drugs
— those with impaired glucose tolerance test (IGT) or impaired fasting glucose (IFG)
(not limited by age)
Test Technique References
Fasting blood sugar Measure plasma glucose levels preferably on a fasting sample, although a ‘random’ sample is 321
acceptable for screening purposes.
e <5.5 mmol/L — diabetes unlikely
® 5.5-6.9 mmol/L fasting — may need to perform an oral glucose test
e 7.0 mmol/L or more fasting (>11.1 nonfasting) — diabetes likely, repeat fasting blood sugar to
confirm on a separate day
The test should be performed on venous blood and tested in a laboratory. However, capillary blood
and a properly calibrated point of care device may be used for screening (if a laboratory is used to
confirm a positive result)
Oral glucose tolerance Two hours after a 75 g oral glucose load is taken, the plasma glucose is measured. If this is 321
test >11.1 mmol/L, diabetes is likely. If it is between 7.8 and 11.0 mmol/L then there is impaired glucose
tolerance. If it is <7.8 mmol/L diabetes is unlikely
Diabetes risk Diabetes risk may be calculated using the AUSDRISK assessment tool. This calculates a score related 323
(AUSDRISK assessment to the risk of developing diabetes over a 5 year period based on cohort data for that population (see
tool) Appendix 2) (The tool may underestimate risk below the age of 25 years)
Glycosylated This is not currently recommended as a test to diagnose diabetes as the appropriate cut off is still to 324
haemoglobin (HbA1c) be determined 325
Prevention of diabetes
Target group Intervention
Pre-diabetes (IGT, IGT, GDM) and those e Increasing physical activity (eg. 30 minutes brisk walking 5 times per week) and/or 327-
with identified risk factors with negative weight loss reduces risk of developing diabetes by 40—60% in those at high risk326 329
screening test e Give advice on a healthy low fat diet (<30% kcal from fat and <10% from saturated

fat). High fibre, low glycaemic index with cereals, legumes, vegetables, fruits, weight
loss and increased physical activity (see SNAP guidelines)

o Refer patients to a dietician and a physical activity program

e Provide pre-conception advice to women with a history of gestational diabetes
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8.4 Stroke

Prevention of vascular and metabolic disease

Age | 0-9 | 10-14 | 15-19 | 20-24

25-29

30-34 | 35-39 | 40-44 | 45-49

50-54

55-59

60-64

65-69 [ 70-79 | >80

All patients over 45 years of age should be screened for hypertension, diabetes, smoking,
obesity, dyslipidaemia, nonvalvular atrial fibrillation and physical inactivity, as modifying these
risk factors reduces the risk of stroke. General practitioners should be alert to the symptoms

of transient ischaemic attacks (TIAs) in this age group and assess early in order to prioritise those

needing urgent investigation and management. Antihypertensive and lipid lowering therapy
should be used for all patients with stroke and TIA unless contraindicated (B). Anticoagulation
or antiplatelet therapy should also be considered for patients with TIAs and those with atrial
fibrillation (AF) and a history of previous thrombotic stroke or myocardial infarction unless

specific contraindications exist (A).
Who is at higher risk of stroke?

Increased risk
o Adults over 45 years* of age with:
— hypertension
— diabetes
— smoking
— obesity
— dyslipidaemia
— physical inactivity

* Over 40 years of age for Aboriginal people
and Torres Strait Islanders

High risk

o Atrial fibrillation with other risk factors

e Pre-existing vascular disease (eg. CHD,
PVD, MI, CKD)

® Previous stroke*

e Previous TIA

* Especially with co-existent AF or high grade

(70-99%) symptomatic carotid stenosis

Patients who have had a TIA or
ischaemic stroke*

Auscultation for carotid bruit

What should be done?

Assess each person’s stroke risk* (using an absolute risk

assessment approach)
Screen for and treat hypertension

Screen for and treat other risk factors

* Those with a 5 year CV risk >15% should be started on

low dose aspirin (75150 mg/day) if there are no

contraindications

Determine cause of AF and treat (eg. anticoagulate).

Commence and monitor appropriate antiplatelet agents

in those without AF

Manage other risk factors aggressively

Stratify risk of stroke in all patients with symptoms

of a TIA* (See ABCD2 tool on page 46)

Question about symptoms of TIA and consider
anticoagulation

Anticoagulation with warfarin should be considered in

patients with documented ischaemic stroke or TIAs due

to AF

Antiplatelet therapy should be used for noncardioembolic

stroke or TIA

Review or commence (unless contraindicated)

antihypertensive and lipid lowering therapy for all patients

Auscultating for carotid bruits in asymptomatic people is
not recommended in the general adult population as a

screening tool for stroke risk. Screening with duplex

ultrasonography in this population is not cost effective
(yields many false-positive results) coupled with the fact

that the overall benefit of surgery is at best small.

Therefore careful selection of patients is needed to justify
surgery in those with severe (>60%) but asymptomatic
stenosis.** However, the presence of a carotid bruit has

been shown to be associated with increased risk of

myocardial infarction and CV death, so may be a useful

prognostic marker when assessing CV risk generally

Screen patients with known asymptomatic carotid artery

stenosis for other treatable causes of stroke and treat

these intensively

How
often?

See
Chapter
8.1 and
8.2

Every 12
months

Every 12
months

Every 12
months

Level of evidence
and references

A 330

A 330

A 300,331

207

I A 330,332,
333 for
stroke/TIA

146,293,
294

A 333

330,334-336

330
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Test

Question about

TIA

ABCD2 tool

*

Technique Reference

Question patient or carer regarding symptoms of sudden onset of loss of focal neurological function such as
weakness or numbness of arms or legs, speech disturbance, double vision or vertigo

All patients with suspected TIA should have stroke risk assessment including the ABCD2 tool 333

A = AGE >60 years (1 point)

B = BLOOD PRESSURE >140/90 mmHg (1 point)

C = CLINICAL FEATURES: unilateral weakness (2 points), speech impairment without weakness (1 point)
D = DURATION >60 minutes (2 points), 10—59 minutes (1 point)

D = DIABETES (1 point)

>4 = high risk: urgent CT brain (‘urgent’ is considered as soon as possible, but certainly within 24 hours). If
carotid territory symptoms exist, consider duplex ultrasound for patients who are potential candidates
for carotid revascularisation

<4 = low risk: CT brain (and carotid ultrasound where indicated) as soon as possible (ie. within 48—72 hours)

For further information about secondary prevention after stroke or TIA, go to www.strokefoundation.com.au

** See also Chapter 15 Screening tests of unproven benefit

8.5 Kidney disease

Age 0-9 | 10-14 | 15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60-64 | 65—69 | 70-79 | >80
Screening for kidney disease is recommended every year starting at 50 years of age (B).
Screening should include BP and urinalysis.337:338 Patients at high risk should be screened every
12 months and should also have glomerular filtration rate (GFR) estimated from serum creatinine,
age and gender,339:340
Who is at higher risk of kidney disease? What should be done? How often? Level of evidence and
references
Increased risk
® Age >50 years BP, urinalysis Every 5 years B 322,341,342
® Smoking
High risk
e Hypertension BP, urinalysis, Every 12 months Il A 309,345-347
e Obesity’*3 microalbumin,*344 and GFR (microalbumuria
o Family history of kidney disease testing should be |, 5 309321 341
e Diabetes performed every T
o Aboriginal people or Torres Strait Islanders >35 * |f positive, arrange two further 3 years; patients 348 349
years of age samples for urine with diabetes, '
albumin:creatinine ratio over every 12 months)
2 months
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Test
Urinalysis

Micro-
albuminuria

eGFR

Prevention of vascular and metabolic disease

Technique References
Dipstick test on random urine sample for proteinuria. Proteinuria present if dipstick 1+ or more

e Spot, untimed collection of urine for calculation of urine albumin:creatinine ratio 341
NB: dipstick urine test is NOT adequate to identify microalbuminuria
e Urine albumin:creatinine ratio:

Females Males

Normal <3.6 mg/mmol <2.6 mg/mmol

Microalbuminuria 3.6—35.0 mg/mmol 2.6—25.0 mg/mmol

Macroalbuminuria >35.0 mg/mmol >25.0 mg/mmol

This is usually automatically reported with every test for serum creatinine using the abbreviated modification 348

of diet in renal disease (MDRD) formula:

eGFR (mL/min/1.73 m%) = 175 x serum creatinine (umol/L)/88.4—1.154 x (0.742 if female)
x (1.21 if Afro-American)

An automated calculator for MDRD may be found at www.kidney.org.au

e Staging of chronic kidney disease:
— Stage 1 >90 mL/min/1.73 m2 with proteinuria or haematuria 350
— Stage 2 (mild) 60—89 mL/min/1.73 m? with proteinuria or haematuria
— Stage 3 (moderate) 30—59 mL/min/1.73 m?
— Stage 4 (severe) 15-29 mL/min/1.73 m?
— Stage 5 (end stage) <15 mL/min/1.73 m?

Refer patients with stage 4 or 5 to a renal unit or nephrologist and consider referral at stage 3 or earlier 348
(eg. if proteinuria >1 g or rapidly deteriorating GFR)

See www.racgp.org.au/Content/NavigationMenu/ClinicalResources/RACGPGuidelines/
ChronicKidneyDiseaseCKDManagementinGeneralPractice/CKDBrochure.pdf

The eGFR may be unreliable in the following situations (it has not been validated in all ethnic groups):
acute changes in renal function

dialysis patients

certain diets (eg. vegetarian, high protein, recent ingestion of cooked meat)

extremes of body size

muscle diseases (may underestimate) or high muscle mass (may overestimate)

children <18 years of age

severe liver disease
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Early detection of cancers

General practitioners and the general practice team play an important role in the prevention and
detection of cancers by providing evidence based advice, opportunistic case finding or screening
where appropriate, especially in the case of skin, cervical, breast and colorectal cancer (CRC).
This process involves encouraging age and risk appropriate patients to participate in population
screening programs; as well as risk assessment and screening by the GP or appropriately trained
practice staff.

Barriers to screening for cancer include concerns about cost; radiation; embarrassment; poor
access, including travel difficulties; anxiety about test results; inconvenience; forgetting or
procrastination; and discomfort associated with the screening test.33! Strategies to overcome
these are discussed in the ‘green book’. Screening not supported by evidence can lead to harm
from anxiety or tests and treatments that would not have happened otherwise.

Health inequality

Some cancers are more common in low SES groups. Aboriginal women, older women and women living in low
socioeconomic areas have a higher incidence of cervical cancer.3>2 Oral cancer is more prevalent among low SES groups.3>3
Low income and less educated patients are less likely to be screened and more likely to be diagnosed with late stage
CR(.354-356

Women of low SES are less likely to have a mammogram3®’ or to have attended health services for a Pap test.3*8 This is not
corrected by increased access to general practice.>> Aboriginal and Torres Strait Islander women are less likely to take part
in both cervical and breast cancer screening and are also less likely to attend for second round screening if they report
symptoms. This is also true for women from non-English speaking backgrounds.3>°

To increase screening in these community groups, strategies must address barriers to preventive care including financial and
structural barriers (including transport). Strategies include providing longer consultations to disadvantaged patients with
complex needs (see the ‘green book' for more details).

9.1 Skin cancer

General population screening for melanoma or nonmelanoma skin cancer (NMSC) is not
recommended as there is no evidence to show this reduces death from melanoma or any other
type of skin cancer, which is prerequisite to justify population cancer screening. Providing
education that raises awareness of early detection of skin cancer or its prevention is
recommended.

Assess opportunistically or when the patient is concerned about skin lesions or their skin cancer
risk, and plan appropriate strategies for their level of risk.

People generally should be encouraged to be alert for new or changing skin lesions by looking
for changes regularly (every 3 months); particularly those over 40 years of age.
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Early detection of cancers

9.1.1 Melanocytic skin cancer

Age

0-9|10-14 | 15-19 | 20-24 | 25-29 | 30-34 | 35—39 | 40—-44 | 45-49 | 50-54 | 55-59 | 60—64 | 65—69 | 70—79 | >80

Advise on sun protection
and prevention

Assess risk and advise

Screen high risk only

Skin self examination should be encouraged for high risk individuals every 3 months (B). All
people, particularly children, should be advised to adopt protective measures when UV levels

are 3 and above (C).

There is evidence to suggest that sunscreen may not prevent melanoma,

SO minimising sun exposure is an important means of sun protection to reduce the risk of

melanoma.360-364

Who is at higher risk?

Average risk

What should be done?  How often? Level of evidence
and references

e Those with light skin complexion without past history of risk Preventive advice Opportunistically Il B
Increased risk

o Family history of melanoma in first degree relative Preventive advice and Opportunistically VB
e Fair complexion, a tendency to burn rather than tan, the presence examination of skin

of freckles, light eye colour, light or red hair colour
o Age over 30 years (>50 years of age most at risk)
e Presence of solar lentigines
o Past history of NMSC (<40 years of age higher risk)
e Those with childhood high levels of UV exposure and episodes of

sunburn in childhood
High risk

e Those with multiple atypical or dysplastic naevi who have a history ~ Preventive advice, Every 3-12 Ic
of melanoma in themselves or in one or more first degree relative examination of skin (with ~ months
(usually >15 years of age) or without photography)

Intervention
Sun protection advice

Skin examination

Self examination

and advice on self
examination

Technique

All people (especially children) should be advised to adopt protective measures when UV levels are 3
and above, especially between the hours of 10 am and 3 pm. These measures include: use of shade,
a broad brimmed, bucket or legionnaire style hat; protective clothing; sunglasses; and SPF 30+
sunscreen (which needs to be reapplied every 2 hours)

Skin examination should be preceded by inquiry for patient concern, eg. of newly grown lesions or
change in appearance of any lesions in the past few months (evolution). Examination should assess
asymmetry, border, colour, diameter and elevation (ABCDE). Lesions that are asymmetric, have an
irregular border, variation in colour or have a red halo, are >6 mm or elevated, are possibly
melanomas. Also to identify nodular melanoma use ‘EFG’ (elevated, firm, growing for more than

1 month). The mole that stands out from the others (the ‘ugly duckling' sign) has been found to be a
useful sign

Excision biopsy or referral should be considered. Examination under surface magnification (x 10) can
assist in diagnosis (after appropriate training). Use of photography can reduce the excision rate of
benign lesions3%9

Full body skin examination has been shown in general and dermatology practice, with and without
dermatoscopy, to take on average 2—3 minutes3’°

Photography may aid in monitoring skin lesions over time

People should be advised on the specific changes that suggest melanoma and encouraged to
perform self examination, especially of naevi. Those at high risk can benefit from total body
photography

365

365,366

367

References
365,368

365,371-373

366,374
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Early detection of cancers

Implementation

General practitioners should question the need to excise moles and pigmented lesions in patients who are younger or
female.3>! Evidence suggests that GPs tend to excise relatively more benign lesions in these groups;*' they should be more

active at examining the skin of men over 50 years of age and excising any suspicious pigmented lesions.3*’

9.1.2 Nonmelanoma skin cancer (basal cell and squamous cell carcinoma)

Age 0-9 | 10-14 | 15-19 | 20-24 | 25-29

30-34 | 35-39 | 40-44 | 45-49

50-54 | 55-59 [ 60-64 | 65-69 | 70-79 | >80

Opportunistic
case finding

Prevention
advice

High risk individuals from 40 years of age should be examined for NMSC opportunistically (B).
Skin self examination should be encouraged for high risk individuals (B). The most common
preventable cause of NMSC is UV exposure. All people, including children, should be advised
to use protective measures when UV levels are 3 or above (A). Use of sunscreen helps prevent
squamous cell skin cancer (B).37>

Who is at higher risk?

Average risk
¢ Those with fair to lighter than olive skin colour,
<40 years of age without any risk factors

Increased risk

e Fair complexion, a tendency to burn rather than tan,
the presence of freckles, light eye colour, light or red
hair colour

e Family history of skin cancer

o Age >40 years

o Male gender

e Presence of multiple solar keratoses

e Those with high levels of UV exposure (eg. those
who work outdoors)

High risk

e Fair complexion, a tendency to burn rather than tan,
the presence of freckles, light eye colour, light or red
hair colour

o Age >40 years

What should be done?

Preventive advice

Preventive advice, education to
present if changes occur in a
skin lesion, and examination of
skin

Preventive advice, education to
present if changes occur in a
skin lesion, examination of
skin, and advice on self

How often? Level of evidence
and references
Opportunistically B 376
Opportunistically II'B 376
If initial opportunistic III'B 377

assessment indicates the
need, every 12 months or
when patient develops a new

e Previous NMSC (up to 60% grow another in 3 years) ~ examination skin lesion
e Past exposure to arsenic
o Immunosuppressed (eg. postrenal or heart transplant)
Intervention Technique References
Sun protection advice All people (particularly children) should be advised to adopt protective measures when UV levels are 86
3 or above, especially between the hours of 10 am and 3 pm. These measures include: use of shade,
a broad brimmed, bucket or legionnaire style hat, protective clothing, sunglasses and SPF 30+
sunscreen (which needs to be reapplied every 2 hours)
Skin examination Skin examination should be preceded by inquiry for relevant history, eg. of lesions of concern to 351,373
patient or recent appearance or change in any lesions in the past few months or years. Examination
should identify skin lumps, ulcers or scaly patches, particularly growing, scarred or inflamed lesions.
Incision, shave, or excision biopsy for histology (or referral) should be considered. There are many
suitable means to treat NMSCs, including the use of surgery, cryotherapy, curettage, cytotoxic and
immune modulating creams
Examination under magnification can assist in diagnosis
Full body skin examination has been shown to take on average 2—3 minutes in general and
dermatology practice, with and without dermatoscopy
Self examination People should be advised to look for skin lesion changes 376
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9.2 Cervical cancer

Age 0-9 | 10-14 | 15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60-64 | 6569 | 70-79 | >80

Pap test screening is recommended every 2 years for women who have ever had sex and have
an intact cervix starting from 18-20 years of age (or up to 2 years after first having sexual
intercourse, whichever is later).

Australia has the lowest mortality rate and the second lowest incidence of cervical cancer in the
world. The success of the Cervical Screening Program is dependent upon recruitment of women.
Eighty-five percent of women in Australia who develop cervical cancer have either not had a Pap
test or have been inadequately screened in the past 10 years. Women over the age of 50 years
still represent an under-screened group. The introduction of the HPV vaccine as part of the
National Immunisation Program (NIP) in 2007 aims to reduce the future incidence of cervical
cancer, but it is not a substitute for a continuing screening program.

Who is at higher risk of ~ What should How often? Level of evidence
cervical cancer? be done? and references
Average risk Pap test Women who have ever had sex and still have an intact cervix should 1A 378
o All women who have ever undergo Pap test screening

been sexually active Routine screening with Pap tests should be carried out every 2 years for

women who have no symptoms or history suggestive of cervical pathology
All women who have ever been sexually active should start having Pap
tests at 18—20 years of age, or 1-2 years after first having sexual
intercourse, whichever is later

Pap tests may cease at the age of 70 years for women who have had two
normal Pap smears within the past 5 years. Women over 70 years of age who
have never had a Pap test, or who request a Pap test, should be screened

Women with female sex partners are also at risk of developing cervical
cancer and should be screened as above

HPV For maximum effect the vaccination should be given before the onset of 49,379
vaccination sexual activity. It has no modifying effect on already acquired HPV
infections. It is available as part of the NIP for girls in year 7

Increased risk

e Persistent infection with Pap test It is important to ensure patients always receive their test results VB 380
high risk HPV types is
necessary for the Low grade squamous intraepithelial lesions (LSIL)
development of cervical Woman with a Pap test report of possible/definite LSIL should have a
cancer. Other risk factors repeat Pap test in 12 months. If the repeat test at 12 months shows LSIL
include: (definite or possible) she should be referred for colposcopy
— immunosuppression
— cigarette smoking Women aged 30 years or over with a Pap test report of LSIL, without a
— use of the combined history of negative smears in the preceding 2-3 years, should be offered
oral contraception pill either colposcopy or a repeat Pap test at 6 months

for >5 years
High grade squamous intraepithelial lesion (HSIL)
Women should be referred for colposcopic assessment and targeted
biopsy where indicated

Glandular abnormality or adenocarcinoma
Refer for colposcopy by an experienced gynaecologist or gynaecological
oncologist

If the woman is symptomatic or has a clinically abnormal cervix, referral
for colposcopy is recommended
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Test
Pap test

HPV testing

Liquid based
cytology

Technique References

A sample of the ectocervix using an extended tip spatula, then the endocervix using a cytobrush provides the 381
best method of sampling and can be used in all age groups of women. (The cytobrush is not recommended for

use during pregnancy.) The cervical broom can be used on its own in premenopausal women if it is possible

to sample from both sides of the transformation zone. In postmenopausal women the transformation zone tends

to be higher in the endocervical canal. The cervical cells should be placed onto a glass slide and fixed with spray

within 5 seconds. If the smear is reported as technically unsatisfactory, it should not be repeated before

6 weeks. In postmenopausal women with atrophic changes it may be necessary to use vaginal oestrogen for

14-21 days before the test. (See Chapter 15 Screening tests of unproven benefit regarding evidence related

to bimanual vaginal examination)

As a primary screening tool

Current national guidelines do not support the use of HPV testing as a primary screening tool for cervical cancer

In triage of LSIL 378,382,383
The use of HPV testing in the triage of LSILs remains under investigation and is not currently recommended by

the National Cervical Cancer Screening guidelines

In follow up of HSIL 378,384-386
In women treated for HSIL, cervical cytology plus HPV testing should be performed 12 months post-treatment

and annually thereafter until both tests are negative on two consecutive occasions, at which point they can

return to the routine cervical screening interval

Liquid based cytology can be used as an additional test to the conventional smear but not as a substitute. Its 387,388
addition may be useful when repeating an unsatisfactory test. It should be added if requested by the woman

Strategy

Methods of encouraging women to undergo cervical screening include: invitations, reminders, education, message framing,
counselling, risk factor assessment, procedures and economic interventions. Evidence supports the use of invitations, and
to a lesser extent, educational materials. It is likely other methods are advantageous, but the evidence is not as strong.
Further research is required.38

9.3 Breast cancer

Age | 0-9

10-14 | 15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60-64 | 65-69 | 70-79 | >80

For women at average risk and aged 50-69 years, screening by mammogram every 2 years

is recommended (A). For women who are eligible and attending for regular mammographic
screening, there is no evidence that clinical breast examination will provide additional benefit (E).
Mammographic screening is not recommended for women at average risk under 40 years of
age. All women should be advised to be familiar with the normal look and feel of their breasts
and to report any new or unusual changes to their GP without delay. No specific technique is
promoted for breast self examination as there is no evidence of the effectiveness of any one
approach. The breast awareness approach should be seen as a supplement to, not a substitute
for, regular mammograms in women within the target age range for screening.3%0
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Who is at higher risk of breast cancer?

Average risk or slightly above (>95% of the female population)
¢ No confirmed family history of breast cancer
o One first degree relative diagnosed with breast cancer at age 50 years or over
e One second degree relative diagnosed with breast cancer at any age
e Two second degree relatives on the same side of the family diagnosed with
breast cancer at age 50 years or over
o Two first or second degree relatives diagnosed with breast cancer at age
50 years or over, but on different sides of the family (ie. one on each side
of the family)

As a group, lifetime risk of breast cancer is between one in 11 and one in 8.
This risk is no more than 1.5 times the population average

Moderately increased risk (<4% of the female population)

® One or two first or second degree relatives diagnosed with breast cancer
before the age of 50 years (without the additional features of the potentially
high risk group)

 Two first degree relatives on the same side of the family diagnosed with breast
cancer (without the additional features of the potentially high risk group)

® Two second degree relatives on the same side of the family diagnosed with
breast cancer, at least one before the age of 50 years (without the additional
features of the potentially high risk group)

As a group, lifetime risk of breast cancer is between one in 8 and one in 4.
This risk is 1.5-3.0 times the population average

Potentially high risk (<1% of the female population)

¢ Women who are at potentially high risk of ovarian cancer (see Category 3 below)

e Two first or second relatives on one side of the family diagnosed with breast or
ovarian cancer plus one or more of the following features on the same side of
the family:

additional relative(s) with breast or ovarian cancer

breast cancer diagnosed before the age of 40 years

— bilateral breast cancer

— breast and ovarian cancer in the same woman

Ashkenazi Jewish ancestry

— breast cancer in a male relative

One first or second relative diagnosed with breast cancer at age 45 years or

less plus another first or second relative on the same side of the family with

sarcoma (bone/soft tissue) at age 45 years or less

Member of a family in which the presence of a high risk breast cancer gene

mutation has been established

Three or more first or second degree relatives on the same side of the family

diagnosed with any cancers associated with hereditary nonpolyposis colorectal

cancer (HNPCC): CRC (particularly if diagnosed before the age of 50 years),

endometrial, ovarian or gastric cancers, and cancers involving the renal tract

A woman suspected to have HNPCC

Member of a family in which the presence of a high risk breast cancer gene

mutation has been established

Women in high risk groups may carry BRCA1 or BRCA2 or other gene mutations.
Women who carry BRCA1 and BRCA2 mutations are at high risk of developing
breast cancer and ovarian cancer

See the National Breast Cancer Centre (NBCC) guidelines. Available at
www.nbcc.org.au for further information

As a group, lifetime risk of breast cancer is between one in 4 and one in 2.
Risk may be more than three times the population average. Individual risk may
be higher or lower if genetic test results are known

What should be
done?

Mammogram

Breast awareness

Mammogram

Breast awareness

Consider referral to,
or consultation with,
a family cancer clinic

for further
assessment

Advise referral to a
cancer specialist or
family cancer clinic
for development of
an individualised

surveillance program

This may include
clinical breast
examination,

mammography and/

or ultrasound and
surveillance for
ovarian cancer

Early detection of cancers

Level of evidence
and references

How often?

Every 2 years |A 391-396
from 50-69

years of age*

Regular

At least every Il C 391
2 years from

50-69 years

of age*

Individualised Il C 391
surveillance
program

* For all women there is a chance that mammography will either miss a change due to breast cancer (false negative) or that further tests will be
performed to examine a change that is not due to breast cancer (false positive). The chance of a false negative or false positive result is higher in
younger women because their breast tissue is more dense. Women 40—49 years of age should be advised that the benefits of mammographic
screening increase with increasing age. Women in this age group are more likely to be recalled for additional assessment and investigation.392 393
Women in this age group should balance the benefits and downsides of mammographic screening for them. Breast cancer remains common and
can be readily detected by mammography in women over 70 years of age. With increasing life expectancy some women may elect to continue
regular mammographic screening to an age decided in consultation with their doctor having regard to comorbidities and life expectancy3%*
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Strategies

A recent systematic review of strategies for increasing the participation of women in community breast cancer screening
found five active strategies for inviting women into community breast cancer screening services to be favourable: letter of
invitation, mailed educational material, letter of invitation plus phone call, phone call, and training activities plus direct
reminders.*%! Physical activity is associated with a reduced risk of breast cancer.3%” Studies have shown a 20-40%
reduction in risk of breast cancer in both pre- and post-menopausal women.39

9.4 Oral cancer

Age 0-9 | 10-14 | 15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60-64 | 65-69 | 70-79 | >80
There is insufficient evidence to recommend screening by visual inspection or by other screening
methods.3°

Who is at higher risk or oral cancer? What should be done? How often? Level of evidence and

references
Average risk Education regarding Every 2 years VB 86
prevention

Increased risk

o Smokers aged >50 years, heavy drinkers, patients chewing Opportunistic examination of ~ Every 12 months VB 86,402
tobacco or areca/betel nut the mouth and lips

o Patients exposed to excessive amounts of sunlight (at risk of
lip cancer)

Preventive care Technique References

Education All patients should be advised about the hazards of smoking or chewing tobacco, excessive alcohol 86

consumption and sunlight exposure
Oral examination Examine the extra oral areas: neck, lips, and face looking for lumps and swellings 403

Inspect the oral cavity, buccal mucosa (cheeks), gingivae (gums), tongue: lateral borders, dorsum,
floor of mouth, palate looking for white or red patches, ulceration or induration

9.5 Colorectal cancer (bowel cancer)

Age

0-9

10-14 | 1519 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60-64 | 65—69 | 70-79 | >80

High risk

Organised screening by faecal occult blood testing (FOBT) is recommended for the asymptomatic
average risk population from 50 years of age every 2 years (A) until 75 years of age with
repeated negative findings.404495 Increased risk is determined by family history and this should
include determining the number of relatives affected by CRC, side of family and age at onset.
Digital rectal examination (DRE) is not recommended as a screening tool (D) but should be used
as part of an investigation of patients who present with symptoms such as rectal bleeding.

A GP recommendation can positively influence participation in bowel cancer screening using
FOBTs.406.407
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Who is at higher risk of bowel cancer?

Category 1 — average or slightly increased risk

Asymptomatic people with:

 no personal history of bowel cancer, colorectal adenomas or
ulcerative colitis and no confirmed family history of CRC, or

e one first degree or second degree relative with CRC diagnosed
at 55 years of age or over

Category 2 — moderately increased risk

Asymptomatic people with:

e one first degree relative with CRC diagnosed before 55 years of
age, or

o two first or second degree relatives on the same side of the
family with CRC diagnosed at any age (without potentially high
risk features as in Category 3)

Category 3 - high risk

Asymptomatic people with:

o three or more first or second relatives on the same side of the
family with CRC diagnosed at any age*

OR

e two or more first or second relatives on the same side of the
family diagnosed with CRC, including any of the following high
risk features:
— multiple CRC in the one person
— CRC before 50 years of age
— family member who has/had a HNPCC related cancer

OR

e at least one first or second degree relative with CRC, with a large
number of adenomas throughout the large bowel (suspected
familial adenomatous polyposis FAP)

OR

o family member in whom the presence of a high risk mutation in
the adenomatous polyposis coli (APC) or one of the mismatch
repair (MMR) genes has been identified

(Members of proven FAP and HNPCC families who test negatively
for the mutation are no longer at high risk and revert to the
moderately at risk group but still require surveillance)

* HNPCC related cancers include cancer of the endometrium, ovary,
pancreas, hepatobiliary tract, stomach, small intestine (usually
duodenum or jejunum), upper urinary tract (transitional cell
carcinoma of ureter and renal pelvis), brain (glioblastoma)

Test Technique

Faecal occult blood
test screening

What should be
done?

FOBT

Colonoscopy
(sigmoidoscopy plus
double contrast barium
enema) or CT
colonography
(performed by an
experienced operator)
acceptable if
colonoscopy is
contraindicated

Consider offering FOBT

Refer for genetic
screening of affected
relatives

Refer to bowel cancer

specialist to plan
appropriate surveillance

FAP: flexible

sigmoidoscopy

HNPCC: colonoscopy

FOBT

How often?

Every 2 years from
50 years of age

Every 5 years from
50 years of age, or
at an age 10 years
younger than the
age of first
diagnosis of CRC in
the family,
whichever comes
first

In intervening years

Those at risk for
FAP:

— every 12 months
from 12-15 years of
age to 30-35 years
of age and every 3
years after 35 years
of age

HNPCC:

1-2 yearly from 25
years of age or 5
years earlier than
the youngest
affected member of
the family
(whichever earliest)

Alternate years

Two main types of FOBT are available: guaiac and immunochemical tests. Two or three serial stools
should be tested, depending on the type and brand of test being used. Follow the manufacturer’s

instructions. It is essential that any positive FOBT (including just one of the samples) be

appropriately investigated by diagnostic tests as these people are at least 12 times more likely to
have CRC than someone with a negative test. With guaiac tests, even if a subject fails to follow

dietary restrictions, it is dangerous to assume that a positive result is a result of dietary

noncompliance

Early detection of cancers

Level of evidence
and references

A 86,404,
408,409

B 404,410,411

II'B 404,410,411

References
404,406
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Strategy

Measures to increase screening in these groups include recall and reminders, community outreach and links to other
community services and organisations (see the ‘green book’).

The National Bowel Cancer Screening Program commenced in 2006 targeting specific age groups. General practitione

rs

play a critical role in this program in terms of maximising participation, managing participants with a positive FOBT and

providing information to the program about the investigation of people with a positive FOBT.'2

9.6 Testicular cancer

Age | 0-9 | 10-14 | 1519 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60-64 | 65-69 | 70-79 |

>80

Not recommended as a preventive activity

There is insufficient evidence to routinely screen for testicular cancer using clinical or self
examination.#13.414 There is little evidence to show that those performing testicular self
examination are more likely to detect early stage tumours or have better survival than those
who do not (C).

Who is at higher risk of testicular cancer? What should be done? How often? Level of evidence
and references

High risk

Those with history of cryptorchidism, orchidopexy, testicular Testicular examination Opportunistically VC 415

atrophy or previous testicular cancer

9.7 Prostate cancer

Age | 0-9 | 10-14 | 15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 50—54| 55—59|60—64|65—69 | 70-79

>80

Inform patients of risks and benefits |

Routine screening for prostate cancer with digital rectal examination (DRE), prostate specific

antigen (PSA) or transabdominal ultrasound is not recommended.#16-418 Patients should make

their own decision about being tested for prostate cancer after being fully informed of the
potential benefits, risks and uncertainties of prostate cancer testing (C).4'° Where a patient
chooses to be tested, both PSA and DRE should be performed.

Who is at higher risk of prostate cancer? What should be done?  How often? Level of evidence
and references

Average risk

The risk of developing prostate cancer increases with age. However, Inform patients of risks Opportunistically VC 420

because prostate cancer is usually slow growing, men over 75 years of  and benefits of screening
age or with a life expectancy of less than 10 years are at reduced
threat of dying from a diagnosis of prostate cancer

Men with uncomplicated lower urinary tract symptoms (LUTS) do not
appear to have an increased risk of prostate cancer. The most common
cause of LUTS is benign prostate enlargement. Early prostate cancer
often does not have symptoms

High risk

e Men with one or more first degree relatives diagnosed before the Inform patients of risks Opportunistically VC 421,422
age of 65 years and benefits of screening

o Men with a first degree relative with familial breast cancer (BRAC1
or BRAC2)
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Early detection of cancers

Not recommended Justification References

PSA screening While there is currently good evidence that PSA screening can detect early stage prostate 416-418
cancer when curative treatment can be offered, it can also lead to ‘over detection’, ie.
detection of disease which will not impact on the health of a man during his lifetime. There is
inconclusive evidence that such early detection can reduce mortality. (There are two large
studies currently designed to address this question due to report in the next 5 years.) Testing
and treatment for prostate cancer can cause substantial harm, including erectile dysfunction
(20-70%) and urinary incontinence (15-30%)

Strategy

Patients who request testing should be informed about the risks and benefits of testing for prostate cancer and assisted
to make their own decision as to whether to go ahead with testing.?3 Written material, particularly decision aids, may be
useful for this purpose (see the ‘green book’). Responding to patients' concerns and fulfilling medicolegal responsibilities
are considerations in discussion with patients requesting testing.
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Psychosocial

General practitioners play an important role in the detection and management of mental illness,
especially high prevalence conditions such as depression and anxiety. The lifetime incidence of
major depression is up to 30% and is twice as common in women than men. The prevalence in
the community of major depression is 3-5%.424

The likelihood of depression among low SES persons is almost double that of high SES persons
(most marked for persistent depression).#2> Anxiety and affective disorders are more common in
unemployed people; they are also less likely to seek help from their GP.426 In patients with
chronic disease, lower educational level and unemployment are predictive of depression.*27
Practices in disadvantaged areas have a higher prevalence of depression to identify and manage
in their patients.#28 Being aware of this is important for opportunistic screening for depression.
Other general strategies to increase screening in this group are outlined in other chapters and
are also discussed in the ‘green book’. Suicide and attempted suicide are consistently associated
with markers of socioeconomic disadvantage,*2°=432 including low SES, limited educational
achievement, and homelessness. These markers are more prevalent in Aboriginal people and
Torres Strait Islanders.*33 Refer to the National guide to a preventive assessment in Aboriginal
and Torres Strait Islander peoples.

Epidemiological studies have consistently shown a link between suicide and social
disadvantage®3443> including low SES, limited educational achievement and homelessness.*3®

10.1 Depression

Age

0-9

10-14

15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60-64 | 65-69 | 70-79+

There is evidence for opportunistic screening for depression in the general adult population
provided there is effective treatment and follow up offered to those found to have depression
(B).*3” There is insufficient evidence to recommend for or against routine screening in adults where
feedback and management are not available; or in children and adolescents. Clinicians should
maintain a high level of awareness for depressive symptoms in patients at high risk for depression.
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Who is at higher risk for depression? What should be done? How often? Level of evidence
and references

Average risk

o Adult population 18 years of age and over Screen for depression and offer effective Opportunistically IB 437
management and follow up if further
assessment confirms depression

e Adolescents The benefits of screening have not been At every encounter Insufficient
established. Be alert for signs of depression evidence 437,438
in this age group

Increased risk

o Those with a past history of depression Screen for depression and offer effective Opportunistically IC 437,439,440
o Aboriginal people and Torres Strait Islanders management and follow up if further
e Those with multiple or unexplained somatic assessment confirms depression
complaints
o Those with chronic illness/pain, chronic Maintain a high level of clinical awareness
insomnia/fatigue of those at high risk of depression
e Those with acute cardiovascular events (MI/
stroke)
o Those who have experienced recent
loss/trauma

e Those abusing alcohol or other drugs

e Comorbid psychological conditions (eg. panic
disorder or generalised anxiety) or other
psychiatric disorders

Postpartum women

Those with poor social supports
Un/underemployed people

Young men living in rural areas

Mothers from low SES groups

Those suffering from life stress including
refugees and recent migrants

Test Technique Level of evidence
and reference

Question Asking two simple questions may be as effective as longer instruments: Y 441
regarding mood e ‘Over the past 2 weeks, have you felt down, depressed or hopeless?’, and
and anhedonia o 'Over the past 2 weeks have you felt little interest or pleasure in doing things?’

Asking a patient if help is needed in addition to these two screening questions improves the specificity
of a diagnosis of depression

10.2 Suicide

Age | 0-9 | 10-14 | 1519 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60-64 | 65-69 | 70-79 | >80

There is a lack of evidence for the routine screening of patients using a screening instrument (C).
General practitioners should be alert for higher risk individuals and the possibility of suicide in
patients at higher risk. There is evidence that detecting and treating depression has a role in
suicide prevention.#42443 For example, the incidence of suicide has decreased in older men and
women in association with exposure to antidepressants.*44

Guidelines for preventive activities in general practice 7th edition

59



60

Psychosocial

Who is at higher risk of suicide?

Average risk
e General population

Increased risk
o Attempted suicide is a higher risk in the following:
— those with a mental illness, especially mood disorders, alcohol
and drug abuse
— previous suicide attempts or deliberate self harm
— males
— young people
— those with a recent loss or other adverse event
— patients with a family history of attempted or completed suicide
— Aboriginal people and Torres Strait Islanders
— those who are widowed
— those living alone or in prison
— those with a chronic and terminal medical illness

What should be done?

No routine screening for
suicide

Evaluate risk for suicide

How often?

N/A

When risk factors
present and with all
patients aged 14-24
years

Level of evidence
and references

lc 445,446

IV C 54,442,445

Test Technique References
Evaluate the risk of @ How has your mood been lately? 86,447
suicide in the e Has anything been troubling or worrying you?
presence of risk e Have you had times when you have been feeling sad or ‘down'?
factors o Have you ever felt like life is just getting on top of you?

e Do you sometimes wish you could just make it all stop, or that you could just end it?

e Have you thought about how you might do this?

¢ Have you ever wished you were dead?

o Have you ever thought about taking your own life?

Patients with suicidal ideation should be questioned regarding preparatory actions, eg. obtaining a

weapon, making a plan, putting affairs in order, giving away prized possessions, preparing a suicide

note
Screening for The following questions might be asked: 86
psychological * ‘How are you going generally?”
distress with young ‘Do you ever feel miserable?’
people e ‘How are things at home (or where you live)?’

e ‘Lots of people use alcohol and drugs, how about you?’

10.3 Identification of intimate partner violence

Age | 0-9 | 10-14 | 15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60—64 | 65-69 | 70-79 | >80

There is currently a lack of evidence for the effectiveness of interventions in clinical practice

to reduce intimate partner violence. Consensus guidelines**® recommend that clinicians ask all
pregnant adult and adolescent women about intimate partner violence, but that a case finding
approach be taken in situations where patients have symptoms of intimate partner violence

or abusive behaviour.
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Who is at higher risk of intimate partner violence? What should How often? Level of evidence

Increased risk

be done? and references

e Pregnant adult and adolescent women Ask about Opportunistically  Consensus 448

e Women with:

partner violence

symptoms of mental ill health

— chronic unexplained physical symptoms
— unexplained injuries
— frequent attendance

e Men who: Ask about

— ask for help with anger issues relationship and

— have marital problems any abusive or

— are 'wife mandated’ to change their behaviour controlling

— have alcohol or other substance abuse problems behaviours

— were abused or witnessed intimate partner violence as a child
Test Technique References
Ask about intimate  Victimised women stress the importance of a trusting doctor-patient relationship, confidentiality, respectful 448

partner violence

and nonjudgmental attitudes to achieving disclosure as well as acceptance of nondisclosure and a
supportive response. It is crucial for safety reasons that any questions are asked privately, when the patient
is alone, not when another family member, adult or child over the age of 2 years is present. It is a clinician’s
responsibility to ask and support women regardless of their response. Asking about abuse may ‘plant a
seed’ for later action. The collaborative group believe that GPs should ask women who are ‘symptomatic’
(eg. symptoms of mental ill health, chronic unexplained physical symptoms, unexplained injuries, frequent
attendance)

Possible questions to ask if you suspect intimate partner violence
e ‘Sometimes partners use physical force. Is this happening to you?’ 449
e 'Have you felt humiliated or emotionally abused by your partner (ex-partner)?’
* ‘Are you now or have you been afraid of your partner (ex-partner)?’
e 'Has your partner ever physically threatened or hurt you? Or have you been kicked, hit, slapped or
otherwise physically hurt by your partner (ex-partner)?’
¢ 'In the past year have you been forced to engage in any sexual activity by your partner (ex-partner)?’
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Oral hygiene

Age | <2 [ 2-3 | 49

10-14 | 15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54

55-59 | 60-64 | >65

Good oral hygiene helps to prevent dental caries, gingivitis and improves oral health. There is
insufficient evidence to recommend for or against routine assessment of preschool children for
dental caries.**° There is evidence that use of fluoride in water or topically, reduces caries in

children 45!

Who is at higher risk? What should be done? How often? Level of evidence and references
Increased risk
o Aboriginal people and Torres Strait Islanders  Examination of the mouth At least every 12 IV C 54
e Rural and remote populations months
o Migrant groups (especially refugees) Education regarding IB 86,452
e Those with reduced saliva flow (eg. head prevention More frequent

and neck radiation therapy, Sjogren dental check ups, as

syndrome, multiple drug therapy including Recommendation of determined by a A 452

psychotropic medications) professional or home dentist

application of topical
fluoride pastes, gels or
mouth rinses

Intervention Technique

Education .

Oral examination 3

Fluoridation

Advise about the hazards of high carbohydrate and acidic between meal snacks and
drinks

Advise against the use of baby bottles with any fluid apart from water at night
Brush teeth twice daily with fluoride toothpaste

Home use of high fluoride toothpastes, gels or mouth rinses for those at high risk
Use sugar free chewing gum for saliva stimulation

Use a mouth guard when playing contact sport

Recommend regular dental check ups

Inspection of mouth for carous, stained, or worn teeth and gums for swelling and
inflammation

Xerostomia may present as dry and reddened gums and increased caries rate particularly
on root surfaces

o Water fluoridation is beneficial at reducing dental caries

Approximately two-thirds of Australians now drink fluoridated water. Details regarding
fluoride levels in Australian water supplies and recommended dosages of fluoride are
available at www.health.gov.au:80/nhmrc/advice/pdf/fluoride.pdf

Inequality

Oral disease is more prevalent among low SES groups.

Guidelines for preventive activ
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Glaucoma

Age | 0-9 | 10-14

15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60-64 | 65-69 [ 70-79 | >80

There is insufficient evidence to recommend routine screening for glaucoma using tonometry or
visual fields test (C).#>> However, GPs have an essential role in identifying patients at higher risk
for glaucoma, and referring them for testing.

Who is at higher risk of glaucoma? What should be done? How often? Level of evidence

Increased risk

and references

e Patients with: Refer for ophthalmoscopy, Every 12 months I C 456
— a family history of glaucoma tonometry and visual field
— age >60 years assessment*

— high myopia >8 diopters
— diabetes (see Chapter 8 Prevention of vascular disease)
— history of long term steroid use

* This may be by an ophthalmologist or optometrist in regional areas with limited access

Intervention
Tonometry

Perimetry (visual
fields)

Fundus
(ophthalmoscopy)

Technique References

Tonometry is not recommended. Schiotz tonometry has poor sensitivity and specificity for early
detection of glaucoma. Tonometry is an inadequate screening tool as it grossly overestimates
glaucoma prevalence (C)

Not advisable in general practice as only automated perimetry is sensitive for detecting glaucoma (C) 457,458

There is some evidence that new generation (panoptic) ophthalmoscopes can better detect 459
glaucomatous discs as well as macular degeneration and diabetic retinopathy (B)
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Urinary incontinence

Age | 0-9 | 10-14 | 15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 | 60—64 | 65-69 | 70-79 | >80
There is no evidence for screening in the general population. Case find in those at higher risk
(B). Within the general population up to 19% of children, 13% of men and 37% of women may
be affected by some form of urinary incontinence.#¢? Urinary incontinence is most common in
women and increases with age.
Who is at higher risk of urinary incontinence? What should be done? How often? Level of evidence
and references
Average risk There is no evidence to support N/A v
screening
Higher risk
o Peri- and post-natal women Ask about the occurrence of urinary  Every 12 months IV B 460,461
* Younger women who have had children incontinence
e Women who are overweight
o Those with diabetes, stroke, heart conditions,
neurological disorders, recent surgery, respiratory
conditions, and prostate problems
o The frail, elderly or long term care residents
Intervention Technique References
Case finding Question patients about the occurrence of urinary incontinence, eg. ‘Do you have trouble with your bladder?’ 461,462
‘Do you ever lose your urine or get wet?’
Effectiveness of self reported scales, professional assessment of clinical history and ultrasound to detect
urinary incontinence in women is comparable to urodynamic testing and consistent across race, age, and
S0Cioeconomic groups
History taking for a patient with urinary incontinence should include questions about leakage such as
precipitating factors, amount and frequency of urine loss, and protective measures (eg. pads or change of
clothing)
Assessment Patients with urinary incontinence should be assessed to determine the diagnostic category as well as 460

underlying aetiology. This can usually be determined on the basis of history, physical examination and

urinary culture and microscopy. There are four common types of incontinence:

e Stress incontinence is the leaking of small amounts of urine which may occur during exercise, coughing,
sneezing, laughing, walking, lifting or playing sport. This is more common in women, although it also
occurs in men, especially after prostate surgery. Pregnancy, childbirth and menopause are the main
contributors

¢ Urge incontinence is a sudden and strong need to urinate. It is often associated with frequency and
nocturia and is often due to having an overactive or unstable bladder, neurological conditions,
constipation, enlarged prostate or history of poor bladder habits

e Mixed incontinence is a combination of both stress and urge incontinence and is most common in older
women

e Overflow incontinence as a result of bladder obstruction or injury and often occurs in an atonic bladder
with overfilling. It often masks stress incontinence
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Osteoporosis

Age 0-9 | 10-14 | 15-19 | 20-24 | 25-29 | 30-34 | 35-39 | 40-44 | 45-49 | 50-54 | 55-59 [ 60-64 | 65-69 | 70-79 | >80
Women
Men

Women aged 45 years and over and men from 50 years of age should have their risk factors for
osteoporosis and fracture assessed (C). Screening by bone mineral densitometry should only be
conducted in women over 65 years of age or in men or women over 60 years of age whose BMI
is less than 20 kg/m? (B).423-426

Who is at higher risk of osteoporosis? What should be done?  How often? Level of evidence
and references

Average risk

e Women 45 years of age or over Assessment for risk factors  Every 12 months I A(women) 463
e Men 50 years of age or over* Preventive advice V C (men)

High risk

o Postmenopausal women over 65 years of age Bone mineral densitometry At presentation II'B

o Those over 45 years of age who sustain a low trauma fracture and management of risk and every 2 years

e Postmenopausal women with suspected vertebral fracture or factors

major risk factors

Intervention Technique References
Assessment of risk Take a thorough history paying particular attention to: 464
factors e previous low trauma fracture, osteopenia/vertebral deformity, loss of height (>0.5 cm/year),

thoracic kyphosis

 age (women 65 years of age or over), menopause (especially premature), maternal history of hip
fracture, low body weight (BMI <19), immobilisation

¢ medical conditions*: current or past history of corticosteriod therapy (prednisolone >7.5 mg/day
for =6 months, or equivalent), eating disorders associated with low body weight, chronic liver or
renal disease, malabsorption, primary hypogonadism, amenorrhea >12 months before 45 years of
age, inflammatory arthropathies (eg. rheumatoid arthritis or thyroxine excess)

o lifestyle factors: poor diet, limited sun exposure

o falls risk (see Chapter 5.1 Falls and physical activity)

* Risk factors which apply particularly to men are: hypogonadism, glucocorticoid use, excess
alcohol, multiple myeloma, conditions associated with thyroxine excess and primary
hyperparathyroidism

Preventive actions Provide advice regarding risk factor modification, especially a good general diet high in calcium
(1000-1500 mg/day) and vitamin D, adequate levels of physical activity, smoking cessation and
limited alcohol and caffeine intake

Counsel patients regarding falls prevention — involving family and community agencies may be
appropriate

Offer modest calcium with vitamin D supplements to those with poor diet and limited sun exposure

Bone mineral Bone density measured at the femoral neck by dual energy X-ray absorptiometry (DXA) is the best 463,465
densitometry site for prediction of hip fracture
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Screening tests of unproven benefit

The following are not recommended as screening tests in low risk general practice populations.
These tests may have value as diagnostic tests or as tests to monitor disease progression.

Screening test

Abdominal ultrasound

Bimanual vaginal
examination

Bone mineral density

CA125

Transabdominal or
transvaginal ultrasound

Chest X-ray

Coronary calcium CT
scanning (electron-beam
computerised tomography
[EBCT] scanning for coronary
calcium)

Exercise electrocardiograph
(ECG)

Helical computerised
tomography

Magnetic resonance
angiography or digital
subtraction angiography

Prostate specific antigen
(PSA) test

Respiratory function tests
Screening for asymptomatic

bacteuria in elderly
Thyroid function tests

Whole body CT scanning

Condition

Abdominal aortic aneurysm

e Qvarian malignancy

e Hormone therapy
(asymptomatic women)

e Sexual health check

e Cervical cancer

Osteoporosis

Ovarian cancer

Lung cancer

Coronary heart disease

Coronary artery disease
Lung cancer

Cerebrovascular abnormalities

Prostate cancer
Chronic obstructive pulmonary
disease (COPD)

Urinary tract infection

Hyper- or hypo-thyroidism

Various cancers

Reason not to use

No evidence of improved outcome

There is no evidence to support. Pelvic examinations
may be performed at the time of routine Pap tests to
aid in technical issues with the Pap test itself

Low specificity. Low predictive value for fracture in low
risk populations

Less than 50% of women presenting with FIGO stage |
ovarian cancer have elevated levels of CA125

No evidence to recommend routine
screening for women in general

There is no evidence that screening for lung cancer
with chest X-ray decreases mortality from lung cancer

There is fair evidence that these are ineffective and
that the harms outweigh the benefits

Low sensitivity and specificity

Lack of evidence of benefit. However, a trial is
currently underway with smokers

Low prevalence, lack of sensitivity and evidence of
improved outcome

Lack of sensitivity, specificity and evidence of
improved outcome

Screening a practice population is possible but
difficult. Insufficient evidence of improved outcomes

No evidence to support benefit

Screening for congenital hypothyroidism in neonates is
recommended. However, it is not recommended in
adults, even if family history because of low
prevalence and lack of evidence of benefit

There is no evidence of benefit. There is evidence of
harm due to increased radiation exposure

Guidelines for preventive activities in general practice 7th edition

References for
further reading

466
467

468

469

470

471

472
473

474

475
476
477

478

479



20.

21.
22.

23.

24,

25.

26.

27.

28.

References

Commonwealth Department of Health and Aged Care. General practice in Australia: 2000. Canberra:
Commonwealth Department of Health and Aged Care, 2000, p. 311-44.

UK National Health Services, UK National Screening Committee, 2004. Available at www.nsc.nhs.uk/
index.htm.

Wilson J, Jungner Y. Principles and practices of screening for disease. Geneva: World Health
Organization, 1968.

World Health Organization. Screening for various cancers. 2005. Available at www.who.int/cancer/
detection/variouscancer/en/.

National Standing Committee — Quality Care. Smoking, Nutrition, Alcohol and Physical activity (SNAP):
A population health guide to behavioural risk factors in general practice. Harris PM, editor. Melbourne:
The RACGP, 2004.

Aldrich R, et al. Using socioeconomic evidence in clinical practice guidelines. BMJ 2003;327:1283-5.
Bouleware LE, et al. Systematic review: The value of the periodic health evaluation. Ann Intern Med
2007;146:289-300.

Whitehead M. The concepts and principles of equity and health. Copenhagen: World Health
Organization, Regional Office for Europe, 1990.

Mathers C, Vos T, Stevenson C. The burden of disease and injury in Australia. Canberra: Australian
Institute of Health and Welfare, 1999.

Wilson AJ, Oldenburg BF, Lopez AD. Targeted approaches for reducing inequities in chronic disease.
Med J Australia 2003;179:231-2.

Rychetnik L, et al. Criteria for evaluating evidence on public health interventions. J Epidemiol Commun
Health 2002;56:119-27.

Glover J, Hetzel D, Tennant S. The socioeconomic gradient and chronic illness and associated risk
factors in Australia. Aust New Zealand Health Policy 2004;1:8.

Wiggers JH, Sanson-Fisher RW. Practitioner provision of preventive care in general practice consultations:
association with patient education and occupational status. Soc Sci Med 1997;44:137-46.

Harris M, Furler J. How can primary care increase equity in health? New South Wales Public Health
Bulletin 2002;13:35-8.

Victorian Foundation for Survivors of Torture and Western Melbourne Division of General Practice.
Caring for refugee patients in general practice: A desk-top guide. Melbourne: Victorian Foundation for
Survivors of Torture Inc, 2000.

NSW Refugee Health Service. Managing survivors of torture and refugee trauma: Guidelines for
general practitioners. Sydney: NSW Refugee Health Service, 2000.

Stanton J, Kaplan I, Webster K. Role of Australian doctors in refugee health care. Current Therapeutics
1999;40:24-8.

Australian Institute of Health and Welfare. Health in rural and remote Australia. AIHW Cat. No. PHE 6.
Canberra: AIHW, 1998.

Britt H, Miller G, Valenti L. ‘It's different in the bush’. A comparison of general practice activity in
metropolitan and rural areas of Australia 1998-2000. AIHW Cat. No. GEP 6. Australian Institute of
Health and Welfare. (General Practice Series No. 6). Canberra: AIHW, 2001.

Turrell G, et al. Utilisation of general practitioner services by socio-economic disadvantage and
geographic remoteness. Aust N Z J Public Health 2004;28:152-8.

Hall RH. Promoting men'’s health. Aust Fam Physician 2003;32:401-7.

Dolan M, et al. A meta-analysis of trials evaluating patient education and counselling for three groups
of preventive health behaviours. Oxford: Cochrane Review, 1997.

Wallace LS, et al. Screening items to identify patients with limited health literacy skills. J Gen Med
2006;21:874-7.

Trachtenberg F, Dugan E, Hall M. How patients’ trust relates to their involvement in medical care. J
Fam Pract 2005;54:344-52.

Ellis S, et al. Diabetes patient education: a meta-analysis and meta-regression. Pat Educ Couns
2004;52:97-105.

Lewin S, et al. Interventions for providers to promote a patient-centred approach in clinical
consultations. Cochrane Database Syst Rev 2002;4(CD003267).

Mead N, Bower P. Patient-centred consultations and outcomes in primary care. Patient Educ Counsel
2002;48:51-61.

Rao J, Weinberger M, Kroenke K. Visit-specific expectations and patient-centred outcomes: literature
review. Arch Fam Med 2000;9:1148-55.

Guidelines for preventive activities in general practice 7th edition

67



68

References

29.
30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51
52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

Littell J, Girvin H. Stages of change: a critique. Behav Modif 2002;26:223-73.

Schauffler H, Rodriguez T, Milstein A. Health education and patient satisfaction. J Fam Pract
1996;42:62-8.

Ley P. Patients’ understanding and recall in clinical communication failure. In: Doctor Patient
Communication. Pendleton D, Hasler J, editors. London: Academic Press, 1983.

Steptoe A, et al. The impact of behavioral counseling on stage of change in fat intake, physical
activity, and cigarette smoking in adults at increased risk of coronary heart disease. Am J Public Health
2001;91:265-9.

Branch L, Rabiner D. Rediscovering the patient’s role in receiving health promotion services. Med Care
2000;38:70-7.

O’Connor A, et al. Decision aids for people facing health treatment or screening decisions. Cochrane
Database Syst Rev 2003;2:(CD001431).

Warsi A, et al. Self-management education programs in chronic disease: a systematic review and
methodologic critique of the literature. Arch Intern Med 2004;164:1641-9.

Ofman J, et al. Does disease management improve clinical and economic outcomes in patients with
chronic diseases? A systematic review. Am J Med 2004;117:182-92.

Joos S, et al. Effects of physician communication intervention on patient care outcomes. J Gen Intern
Med 1996;11:147-55.

Hibbard J. Engaging health care consumers to improve quality of care. Med Care 2003;41(1
Suppl):161-70.

Bodenheimer T, Wagner E, Grumbach K. Improving primary care for patients with chronic illness.
JAMA 2002;288:1775-9.

Rosenstock I. The health belief model and preventative health behaviour. Health Education
Monographs 1974;2:27-57.

Cassidy C. Using the transtheoretical model to facilitate behaviour change in patients with chronic
illness. Journal of American Academic Nurse Practise 1999;11:281.

Access Seru, CHETRE, and Integration SERU. Action on health inequalities through general practice. A
discussion paper. 1998.

Commonwealth Department of Health and Aged Care. General practice in Australia: 2000. Canberra:
AIHW, 2000.

United States Preventive Services Task Force. Guide to clinical preventive services. 2nd edn. Baltimore:
Williams and Wilkins, 1996.

Johnson K, et al. Recommendations to improve preconception health and health care-United States.
MMWR Recomm Rep 2006;55(RR-6):1-23.

Lumley J, et al. Interventions for promoting smoking cessation during pregnancy. Cochrane Database
Syst Rev 2004,4.

National Health and Medical Research Council. Australian alcohol guidelines for low-risk drinking.
Canberra: NHMRC, in press.

Lumley J, et al. Periconceptual supplementation with folate and/or multivitamins for preventing neural
tube defects (Cochrane review). Oxford: The Cochrane Library, 2001.

National Health and Medical Research Council. Australian Immunisation Handbook. 9th edn.
Canberra: NHMRC, 2008.

Australian Department of Health and Aged Care. Prescribing medicines in pregnancy. 4th edn.
Therapeutic Goods Administration, 1999.

Korenbrot CC, et al. Preconception care: a systematic review. Matern Child Health J 2002;6:75-88.
Gjerdingen DK, Fontaine P. Preconception health care: A critical task for family physicians. J Am Board
Fam Pract 1991;4:237-50.

de Jong-Potjer LC, et al. GP-initiated preconception counselling in a randomised controlled trial does
not induce anxiety. BMC Fam Pract 2006;7:66.

US Preventive Services Task Force. Guide to clinical preventive services. 2nd edn. Washington, DC:
Office of Disease Prevention and Health Promotion, 2004.

Wilson RD, et al. Pre-conceptional vitamin/folic acid supplementation 2007: the use of folic acid in
combination with a multivitamin supplement for the prevention of neural tube defects and other
congenital anomalies. J Obstet Gynaecol Can 2007;29:1003-26.

National Collaborating Centre for Women'’s and Children’s Health. Diabetes in pregnancy: Management
of diabetes and its complications from preconception to the postnatal period. NICE, 2008.

Zwar N, et al. Smoking cessation guidelines for Australian general practice. Canberra: Commonwealth
Department of Health and Ageing, 2004.

Conde-Agudelo A, Rosas-Bermudez A, Kafury-Goeta AC. Birth spacing and risk of adverse perinatal
outcomes: A meta-analysis. JAMA 2006;295:1809-23.

Watson LF, Brown SJ, and Davey MA. Use of periconceptional folic acid supplements in Victoria and
New South Wales, Australia. Aust N Z J Public Health 2006;30:42-9.

Lees C, Smythe R. Antenatal screening for cystic fibrosis (Protocol for a Cochrane Review). In: The
Cochrane Library. Oxford: Update Software, 2000.

Merelle M, et al. Newborn screening for cystic fibrosis (Cochrane Review). In: The Cochrane Library.
Oxford: Update Software, 2001;3.

Guidelines for preventive activities in general practice 7th edition



62.

63.

64.

65.
66.

67.

68.

69.

70.

71.

72.
73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.
89.

90.

91.

92.

93.

94.

95.

References

Genetics Education in Medicine Consortium. Genetics in family medicine: The Australian Handbook for
General Practitioners, 2008. Available at www.gpgenetics.edu.au/.

Facher J, Robin N. Genetic counselling in primary care. What questions are patients likely to ask, and
how should they be answered. Postgrad Med 2000;107:59-66.

Dick P. Periodic health examination, 1996 update. 1. Prenatal screening for and diagnosis of Down
syndrome. Canadian Task Force on the Periodic Health Examination. CMAJ 1996;154:465-79.

Emery J, et al. Genetics and preventive health care. Aust Fam Physician 2007;36:808-11.

Powell LW, et al. Screening for hemochromatosis in asymptomatic subjects with or without a family
history. Arch Intern Med 2006;166:294-303.

Whitlock EP, et al. Screening for Hemochromatosis: Recommendations from the U.S. Preventive
Services Task Force. Ann Intern Med 2006;145:209-23.

Modell M, et al. A multidisciplinary approach for improving services in primary care: a randomised
controlled trial of screening for haemoglobin disorders. BMJ 1998;317:788-91.

Cao A, Galanello R, Beta-Thalassemia. In: GeneTests Reviews. Seattle: University of Washington, 2003.
Jean Hailes Foundation. Menopause - premature (early menopause), 2003. Available at www.
betterhealth.vic.gov.au/bhcv2/bhcarticles.nsf/pages/Menopause_premature_early_
menopause?OpenDocument.

Cohen J, Lennox N. Fragile X syndrome. In: Management guidelines: People with developmental and
intellectual disabilities. Lennox N, editor. Therapeutic Guidelines Ltd, 1999.

Laml T, et al. Genetic disorders in premature ovarian failure. Hum Reprod Update 2002;8:483-91.
Jacquemont S, et al. Penetrance of the fragile X-associated tremor/ataxia syndrome in a premutation
carrier population. JAMA 2004;291:460-69.

National Health and Medical Research Council. Current best advice about familial aspects of breast
cancer: a guide for general practitioners. Woolloomooloo: National Breast Cancer Centre, 1999.
Barratt A, et al. Model of outcomes of screening mammography: information to support informed
choices. BMJ 2005;330:936.

Meijers-Heijboer H, et al. Breast cancer after prophylactic bilateral mastectomy in women with a
BRCA1 or BRCA2 mutation. N Engl J Med 2001;345:159-64.

Lostumbo L, et al. Prophylactic mastectomy for the prevention of breast cancer. Cochrane Database
Syst Rev 2004;4.CD002748.

Rebbeck T, et al. Bilateral prophylactic mastectomy reduces breast cancer risk in BRCA1 and BRCA2
mutation carriers: the PROSE Study Group. J Clin Oncol 2004;22:1055-62.

Khoury-Collado F, Bombard A. Hereditary breast and ovarian cancer: what the primary care physician
should know. Obstet Gynecol Surv 2004;59:537-42.

Pierce L. Radiotherapy for breast cancer in BRCA1/BRCAZ2 carriers: clinical issues and management
dilemmas. Semin Radiat Oncol 2002;12:352-61.

Abdullah AS, et al. Smoking cessation intervention in parents of young children: a randomised
controlled trial. Addiction 2005;100:1731-40.

National Health and Medical Research Council. Child health screening and surveillance: a critical
review of the evidence. Canberra: NHMRC, 2002.

Fry T. If it's worth doing, let’s do it. Arch Dis Child 2008;93:267-8.

Vimpani G, Patton G, Hayes A. The relevance of child and adolescent development for outcomes in
education, health and life success, in children’s health and development: new research directions for
Australia. Sanson A, editor. Melbourne: Australian Institute of Family Studies, 2002, p. 14-37.
National Public Health Partnership. Healthy children — strengthening promotion and prevention across
Australia: Developing a National Public Health Action Plan for Children 2005-2008 — Consultation
Paper. Melbourne: NPHP, 2004.

Canadian Task Force on Periodic Health Examination. The Canadian guide to clinical preventive health
care. Ottawa: 2000.

Clemens R. Issues in newborn care. Primary Care Resp J 2000;27:251-69.

Hickey A, et al. Early discharge and risk for postnatal depression. MJA 1997;167:244-7.

Milgrom J, et al. Antenatal risk factors for postnatal depression: a large prospective study. J Affect
Disord 2007;108:147-57.

Leigh B, Milgrom J. Risk factors for antenatal depression, postnatal depression and parenting stress.
BMC Psychiatry 2008;8:24.

Sanders MR, et al. Every Family: A public health approach to promoting children’s wellbeing — final
report. Brisbane: University of Queensland, 2007.

Clamp M, Kendrick D. A randomized controlled trial of general practitioner safety advice for families
with children under 5 years. BMJ 1998;316:1576-9.

Kendrick D. Preventing injuries in children: cluster randomized controlled trial in primary care. BMJ
1999;318:980-3.

Robinson PD, et al. The re-emerging burden of rickets: a decade of experience from Sydney. Arch Dis
in Child 2006;91:564-8.

Osteoporosis Australia. Risks and benefits of sun exposure position statement. Sydney: Osteoporosis
Australia, 2005.

Guidelines for preventive activities in general practice 7th edition

69



70

References

96.

97.

98.

99.

100.

101.

102.

103.

104.

105.

106.

107.

108.

109.

110.

1.
2.

13.

114.

115.

116.

17.

118.

119.

120.

121.

122.
123.

124.

125.

126.

127.

128.

Barlow SE, the Expert Committee. Expert Committee recommendations regarding the prevention,
assessment and treatment of child and adolescent overweight and obesity. Summary report. Pediatrics
2007;120:5164-5192.

National Health and Medical Research Council. Dietary guidelines for children and adolescents in
Australia: a guide to healthy eating. Canberra: Commonwealth of Australia, 2003.

US Department of Health and Human Services. 2008 physical activity guidelines for Americans.
Washington DC: US Department of Health and Human Services, 2008.

Li M, et al. Declining iodine content of milk and re-emergence of iodine deficiency in Australia. Med J
Aust 2006;184:307.

National Health and Medical Research Council. Clinical practice guidelines for the management of
overweight and obesity in children and adolescents. Canberra: Commonwealth of Australia, 2003.
Spurrier NJ, Magarey A, Wong C. Recognition and management of childhood overweight and obesity
by clinicians. J Paediatr Child Health 2006;42:411-8.

DeMattia L, Denney SL. Childhood obesity prevention: successful community- based efforts. Ann Am
Acad Pol Soc Sci 2008;615:83-99.

O’Connor J, et al. Evaluation of a community-based weight management program for overweight and
obese adolescents: The Loozit study. J Nutr Diet 2008;65:121-7.

Fayter D, et al. Effectiveness and cost effectiveness of height screening programmes during the
primary school years: a systematic review. Arch Dis Child 2008;93:278-84.

Grote FK, et al. Developing an evidence-based guideline for the referral of short stature. Arch Dis
Child 2008;93:212-7.

Liaw T, Lawrence M, Rendell J. The effect of a computer-generated patient-held medical record
summary and/or a written personal health record on patient’s attitudes, knowledge and behaviour
concerning health promotion. Fam Pract 1996;13:289-93.

NSW Health. The NSW parent held record, ‘my first health record’, 2008. Available at www.health.
nsw.gov.au/pubs/2007/child_health_record.html.

Booth M, et al. NSW Schools Physical Activity and Nutrition Survey (SPANS) 2004: full report. Sydney:
NSW Health, 2006.

Canadian Paediatrics Society. A health professional’s guide to using growth charts. Paediatr Child
Health 2004;9:174-6.

Gerner B, et al. Are general practitioners equipped to detect child overweight/obesity? Survey and
audit. J Paediatr Child Health 2006;42:206.

Wake MA. Newborn hearing screening: decision time for Australia. Med J Aust 2002;177:172-3.

Sids and Kids. Safe sleeping, 2007. Available at www.sidsandkids.org/documents/
SidsSafeSleeping14ppa_000.pdf.

O’'Donnell M, Scott D, Stanley F. Child abuse and neglect — is it time for a public health approach?
Aust N Z J Public Health 2008; in press.

Drotar D, Stancin T, Dworkin P. Pediatric developmental screening: understanding and selecting
screening instruments, 2008. Available at www.commonwealthfund.org/publications/publications_
show.htm?doc_id=614864&trackTitle=Pediatric%20Developmental%20Screening: %20
Understanding%20and%20Selecting%20Screening%20Instruments&trackLable=email-friend_
Publications.

University of Queensland. Positive parenting program, 2008. Available at www.pfsc.ug.edu.au/index.html.
Glew GM, et al. Bullying and school safety. J Pediatr 2008;152:123-8.

Rigby K. Consequences of bullying in schools. Can J Psychiatry 2003;48:583-90.

Kaltiala-Heino R, et al. Bullying at school — an indicator of adolescents at risk for mental disorders. J
Adolesc 2000;23:661-74.

Morita Y, et al. Japan, in the nature of school bullying. A cross-national perspective. Smith PK, et al,
editors. London: Routledge, 1999;309-23.

Hoghughi M. The importance of parenting in child health. Doctors as well as governments should do
more to support parents. BMJ 1998;316:1545.

Adolescent Health Committee and Canadian Paediatric Society. Harm reduction: an approach to
reducing risky health behaviours in adolescents. Paediatr Child Health 2008;13:53-6.

NSW Health. Transition care, 2007. Available at www.health.nsw.gov.au/gmct/transition/.

Sawyer SM, Aroni RA. Self management in adolescents with chronic illness. What does it mean and
how can it be achieved? Med J Aust 2005;183:405-9.

Honey A, et al. Transition of adolescents with chronic health conditions from paediatric to adult
services: literature overview. ARACY Collaboration, 2008.

The Royal Australian College of General Practitioners. Children’s and young people’s health. In: The
RACGP Curriculum for Australian general practice. Melbourne: The RACGP, 2007.

Dowell AC, et al. Prevention in practice: results of 2-year follow-up of routine health promotion
interventions in general practice. Fam Pract 1996;13:357-62.

Imperial Cancer Research Fund OXCHECK Study Group. Effectiveness of health checks conducted by
nurses in primary care: final results of the OXCHECK study. BMJ 1995;310:1099-104.

Engberg M, et al. General health screenings to improve cardiovascular risk profiles: a randomized
controlled trial in general practice with 5-year follow-up. J Fam Pract 2002;51:546-52.

Guidelines for preventive activities in general practice 7th edition



129.

130.

131.

132.

133.

134.

135.

136.

137.

138.

139.

140.

141.

142.

143.

144.

145.

146.
147.

148.

149.
150.

151.

152.

153.

154.

155.

156.

157.

158.

159.
160.

References

Family Heart Study Group. Randomised controlled trial evaluating cardiovascular screening and
intervention in general practice: principal results of British family heart study. BMJ 1994;308:313-20.
Raftery JP, et al. Cost effectiveness of nurse led secondary prevention clinics for coronary heart disease
in primary care: follow up of a randomised controlled trial. BMJ 2005;330:707.

Cassidy C. Using the transtheoretical model to facilitate behaviour change in patients with chronic
illness. J Am Acad Nurse Pract 1999;11:281.

The Royal Australian College of General Practitioners. Putting prevention into practice: guidelines for
the implementation of prevention in the general practice setting. 2nd edn. Melbourne: The RACGP,
2006.

Department of Health and Ageing. The carer experience: an essential guide for carers of people with
dementia. Canberra: Commonwealth of Australia, 2002.

Argimon J, et al. Health-related quality of life in carers of patients with dementia. Fam Pract
2004;21:454-7.

Mafullul Y. Burden of informal carers of mentally infirm elderly in Lancashire. East Afr Med J
2002;79:291-8.

Smith L, et al. Impact and influence on caregiver outcomes at one year post-stroke. Cerebrovascular
Disease 2004;18:145-53.

Hare P. Keeping carers healthy: the role of community nurses and colleagues. Br J Community Nurs
2004;9:155-9.

Bruce D, et al. Communication problems between dementia carers and general practitioners: effect on
access to community support services. Med J Aust 2002;177:186-8.

Australian Bureau of Statistics. Disability ageing and carers: summary of findings in Australia, 1999.
Available at www.abs.gov.au/Websitedbs/c311215.nsf/0/29AC3ED8564FE715CA256943002C4E3C?0
pen.

Droes R, et al. Effect of meeting centres support program on feelings of competence of family carers
and delay of institutionalization of people with dementia. Ageing and Mental Health 2004;8:2001-11.
Marriott A, et al. Effectiveness of cognitive-behavioural family intervention in reducing the burden of
care in carers of patients with Alzheimer’s disease. British Journal of Psychiatry 2000;176:557-62.
National Falls Prevention for Older People Initiative. An analysis of research on preventing falls and falls
injury in older people: Community, residential care and hospital settings. Canberra: Australian
Government Department of Health and Ageing, 2004.

Nelson ME, et al. Physical activity and public health in older adults: recommendation from the
American College of Sports Medicine and the American Heart Association. Med Sci Sports Exerc
2007;39:1435-45.

Coleman AL, et al. Higher risk of multiple falls among elderly women who lose visual acuity.
Ophthalmology 2004;111:857-62.

Hodge W, et al. The consequences of waiting for cataract surgery: a systematic review. Can Med
Assoc J 2007;176:1285-90.

Taylor H, Keeffe J. Updates in medicine: ophthalmology. Med J Aust 2002;176:29.

Gillespie L, et al. Interventions for preventing falls in elderly people. The Cochrane Database of Syst
Rev 2003;4.

Chang JT, et al. Interventions for the prevention of falls in older adults: systematic review and meta-
analysis of randomised clinical trials. BMJ 2004;328:680.

Bischoff-Ferrari HA, et al. Effect of vitamin D on falls: a meta-analysis. JAMA 2004;291:1999-2006.
Scott V, et al. Multifactorial and functional mobility assessment tools for fall risk among older adults in
community, home-support, long-term and acute care settings. Age Ageing 2007;36:130-9.

Weiner D, et al. Chronic kidney disease as a risk factor for cardiovascular disease and all-cause
mortality: a pooled analysis of community-based studies. J Am Soc Nephrol 2004;15:1307-15.
American Geriatric Society, British Geriatrics Society, AAoOS Guideline for the prevention of falls in
older persons. J Am Geriatr Soc 2001,49:664-72.

Podsiadlo D, Richardson S. The timed ‘up & go': a test of basic functional mobility for frail elderly
persons. J Am Geriatr Soc 1991;39:142-8.

National Institute for Clinical Excellence. Clinical practice guideline for the assessment and prevention
of falls in older people. London: NICE, 2004.

Zijlstra GA, et al. Interventions to reduce fear of falling in community-living older people: a systematic
review. J Am Geriatr Soc 2007;55:603-15.

Wyman JF, et al. Effectiveness of education and individualized counselling in reducing environmental
hazards in the homes of community-dwelling older women. J Am Geriatr Soc 2007;55:1548-56.
Smeeth L, lliffe S. Community screening for visual impairment in the elderly. Cochrane Database Syst
Rev 2006;3:CD001054.

Austroads. Assessing fitness to drive, commercial and private vehicle drivers: medical standards for
licensing and clinical management guidelines, 2003. Available at www.austroads.com.au/aftd/index.
html.

Australian Institute of Health and Welfare. Australia’s health 2006. Canberra: AIHW, 2006.

Canadian Task Force on the Periodic Health Examination. Periodic health examination, 1995 update: 3.
screening for visual problems among elderly patients. Can Med Assoc J 1995;152:1211-22.

Guidelines for preventive activities in general practice 7th edition

71



72

References

161.

162.

163.

164.

165.

166.

167.

168.

169.

170.

171.

172.

173.

174.

175.

176.

177.
178.

179.

180.
181.

182.

183.

184.

185.
186.

187.

188.

189.

190.

191.

192.

193.
194.

Patterson C. Screening for visual impairment in the elderly, in Canadian task force on the periodic health
examination. Canadian Guide to Clinical Preventive Health Care. Ottawa: Health Canada 1994;932-42.
Patterson C. Prevention of hearing impairment and disability in the elderly, in Canadian task Force on
the periodic health examination. Canadian Guide to Clinical Preventive Health Care. Ottawa: Health
Canada 1994;954-63.

The Royal Australian College of General Practitioners, NSW Health. Care of patients with dementia in
general practice: guidelines. Sydney: NSW Department of Health, 2003.

Boustani M, et al. Screening for dementia in primary care: a summary of the evidence for the U.S.
preventive services task force. Ann Intern Med 2003;138:927-37.

National Collaborating Centre for Mental Health. Dementia: A NICE-SCIE guideline on supporting
people with dementia and their carers in health and social care. London: NICE, 2007.

Kirby M, et al. The clock drawing test in primary care: sensitivity in dementia detection and specificity
against normal and depressed elderly. Int J Geriatr Psychiatry 2001;16:935-40.

Brodaty H, et al. The GPCOG: a new screening test for dementia designed for general practice. J Am
Geriatr Soc 2002;50:530-4.

DelLepeleire J, et al. A combination of tests for the diagnosis of dementia had significant diagnostic
value. J Clin Epidemiol 2005;58:217-25.

Storey J, et al. The Rowland Universal Dementia Assessment Scale (RUDAS): a multicultural cognitive
assessment scale. Int Psychogeriatr 2004;16:13-31.

Legislative Council of Western Australia. Report of the select committee on immunisation and
vaccination rates in children. Perth: 1999.

Australian Bureau of Statistics. 1989/90 national health survey. Canberra: Australian Government
Publishing Service, 1996.

Bell J, et al. The epidemiology of incomplete childhood immunisation: an analysis of reported
immunisation status in western Sydney. J Paediatr Child Health 1993;28:451-4.

Herceg A, et al. A population based survey of immunisation coverage in two year old children. Aust J
Public Health 1995;19:465-70.

Jones K, et al. Immunisation status of casualty attenders: risk factors for non-compliance and attitudes
to ‘on the spot’ immunisation. J Paediatr Child Health 1992;28:451-4.

Australian Bureau of Statistics. Children’s immunisation Australia april 1995. Canberra: Australian
Government Publishing Service, 1996.

Skinner J, March L, Simpson J. A retrospective cohort study of childhood immunisation status in
Northern Sydney. Aust J Public Health 1995;19:58-63.

Meyers D, et al. USPSTF recommendations for STI screening. Am Fam Physician 2008;77:819-24.
Cook RL, Hutchison SL, Ostergaard L. Systematic review: noninvasive testing for chlamydia trachomatis
and neisseria gonorrhoeae. Ann Intern Med 2005;142:914-25.

Bourne C, et al. Sexually transmitted infections: testing guidelines for men who have sex with men.
Sex Health 2008;5:189-91.

Preswell N, Barton D. Taking a sexual history. Aust Fam Physician 2000;29:533-9.

Cheney K, Wray L. Chlamydia and associated factors in an under 20s antenatal population. Aust NZ J
Obstet Gynaecol 2008;48:40-3.

Hayman N. Chlamydia PCR screening in an indigenous health general practice clinic in Brisbane
2002-3. Brisbane: 2004.

Low N, et al. Epidemiological, social, diagnostic and economic evaluation of population screening for
genital chlamydial infection. Health Technol Assess 2007;11:1-165.

Queensland Health. Indigenous sexual health service report for Brisbane Southside. Brisbane:
Communicable Disease Unit, 2004.

Heal C, et al. Screening for chlamydia in general practice. Aust Fam Physician 2002;31:779-82.
Scholes D, et al. Prevention of pelvic inflammatory disease by screening for cervical chlamydial
infection. N Engl J Med 1996;334:1362-6.

The Royal Australasian College of Physicians, Australasian Chapter of Sexual Health Medicine. Clinical
guidelines for the management of sexually transmissible infections among priority populations. The
RACP, 2004.

Australasian Society for HIV Medicine. HIV, viral hepatitis and STls: a guide for primary care. Sydney:
ASHM, 2008.

Whittington WL, et al. Determinants of persistent and recurrent chlamydia trachomatis infection in
young women: results of a multicenter cohort study. Sex Transm Dis 2001;28:117-23.

Orr DP, et al. Subsequent sexually transmitted infection in urban adolescents and young adults. Arch
Pediatr Adolesc Med 2001;155:947-53.

Centers for Disease Control and Prevention. Sexually transmitted diseases treatment guidelines.
MMWR 2006;55:38-40.

Watson E, et al. The accuracy and efficacy of screening tests for chlamydia trachomatis: a systematic
review. J Med Microbiol 2002;51:1021-31.

Ministry of Health. Draft Chlamydia management guidelines. Wellington: Ministry of Health, 2008.
Hocking J, Fairley C. Need for screening for genital chlamydia trachomatis infection in Australia. Aust
N Z J Public Health 2003;27:80-1.

Guidelines for preventive activities in general practice 7th edition



195.

196.

197.

198.

199.

200.

201.

202.

203.

204.

205.

206.
207.

208.

209.

210.

211.

212.
213.
214.
215.

216.

217.

218.

219.

220.
221.

222.

223.

224.

225.
226.

227.

228.

References

Atkins D. First new screening recommendations from the third US preventive services task force. BMJ
2003;327:21-4.

Golden MR, Whittington WLH, Handsfield HH. Effect of expedited treatment of sex partners on
recurrent or persistent gonorrhea or chlamydial infection. N Engl J Med 2005;352:676-85.

Honey E, et al. Cost effectiveness of screening for chlamydia trachomatis: a review of published
studies. Sex Transm Infect 2002;78:406-12.

The Royal Australian College of General Practitioners. Smoking, nutrition, alcohol and physical activity:
A population health guide to behavioural risk factors for general practices. South Melbourne: The
RACGP, 2004.

Prochaska J, Di Clemente C. Towards a comprehensive model of change, in treating addictive
behaviours : processes of change. Miller W, Heather N, editors. New York: Plenum, 1986.

The Royal Australian College of General Practitioners. Putting prevention into practice. Guidelines for
the implementation of prevention in the general practice setting. 2nd edn. South Melbourne: The
RACGP, 2006.

Goldstein MG, et al. Multiple behavioural risk factor interventions in primary care: summary of
research evidence. Am J Prev Med 2004;27:61-79.

Baker A, et al. Where there’s smoke, there’s fire: high prevalence of smoking among some sub—
populations and recommendations for intervention. Drug Alcohol Rev 2006;25:85-96.

Steptoe A, et al. Behavioural counselling to increase consumption of fruit and vegetables in low-
income adults: randomised trial. BMJ 2003;326:855-7.

Australian Institute of Health and Welfare. The health and welfare of Australia’s Aboriginal and Torres
Strait Islander peoples. Canberra: AIHW, 2008.

National Health and Medical Research Council. Nutrition in Aboriginal and Torres Strait Islander
peoples. Canberra: Commonwealth of Australia, 2000.

Australian Institute of Health and Welfare. Australia’s health. Canberra: AIHW, 2004.

NACCHO. National guide to a preventive health assessment in Aboriginal and Torres Strait Islander
peoples. The RACGP, editor. South Melbourne: The RACGP, 2005.

National Health and Medical Research Council. Australian alcohol guidelines: health risks and benefits.
Canberra: NHMRC, 2001.

Wiles NJ, et al. Socio-economic status in childhood and later alcohol use: a systematic review.
Addiction 2007;102:1546-63.

Najman JM, Williams GM, Room R. Increasing socioeconomic inequalities in male cirrhosis of the liver
mortality: Australia 1981-2002. Drug Alcohol Rev 2007;26:273-8.

Hasin DS, et al. Prevalence, correlates, disability, and comorbidity of DSM-IV alcohol abuse and
dependence in the United States: results from the national epidemiologic survey on alcohol and
related conditions. Arch Gen Psychiatry 2007;64:830-42.

Johnson TP. Cultural-level influences on substance use & misuse. Subst Use Misuse 2007;42:305-16.
Room R. Stigma, social inequality and alcohol and drug use. Drug Alcohol Rev 2005;24:143-55.
Room R. Taking account of cultural and societal influences on substance use diagnoses and criteria.
Addiction 2006;101:31-9.

Roxburgh A, Degenhardt L. Characteristics of drug-related hospital separations in Australia. Drug
Alcohol Depend 2008;92:149-55.

Hoolahan B, et al. Co-morbid drug and alcohol and mental health issues in a rural New South Wales
area health service. Aust J Rural Health 2006;14:148-53.

Stockdale SE, et al. Longitudinal patterns of alcohol, drug, and mental health need and care in a
national sample of U.S. adults. Psychiatr Serv 2006;57:93-9.

Harper S, Lynch J. Trends in socioeconomic inequalities in adult health behaviors among U.S. states,
1990-2004. Public Health Rep 2007;122:177-89.

Luoma JB, et al. An investigation of stigma in individuals receiving treatment for substance abuse.
Addict Behav 2007;32:1331-46.

Ministry of Health. New Zealand smoking cessation guidelines. Wellington: Ministry of Health, 2007.
Ivers R. A review of tobacco interventions for Indigenous Australians. Aust NZ J Pub Health
2003;27:294-9.

Morissette SB, et al. Anxiety, anxiety disorders, tobacco use, and nicotine: a critical review of
interrelationships. Psychol Bull 2007;133:245-72.

Ranney L, et al. Systematic review: smoking cessation intervention strategies for adults and adults in
special populations. Ann Intern Med 2006;145:845-56.

International Primary Care Respiratory Group. Tackling the smoking epidemic: IPCRG international
guidance on smoking cessation in general practice. 2007.

Zwar NA, et al. Update on smoking cessation pharmacotherapy for GP. Melbourne: The RACGP, 2007.
Solberg L, et al. Patient satisfaction and discussion of smoking cessation during clinical visits. Mayo
Clin Proc 2001;76:138.

Young J, Ward J. Implementing guidelines for smoking cessation: advice in Australian general practice:
opinions, current practices, readiness to change and perceived barriers. Fam Pract 2001;18:14-20.
Sciamanna C, et al. Visit satisfaction and tailored health behavior communications in primary care. Am
J Prev Med 2004;26:426-30.

Guidelines for preventive activities in general practice 7th edition

73



74

References

229.

230.

231.
232.

233.

234.

235.

236.

237.

238.

239.

240.

241.

242.

243.

244.

245.

246.

247.

248.

249.

250.

251.

252.

253.

254.

255.

256.

257.

258.

259.

260.

261.

Litt J, et al. GPs Assisting Smokers Program (GASP II): report for the six month post intervention
period. Adelaide: Flinders University, 2005.

World Health Organization. Obesity: preventing and managing the global epidemic. Report of a WHO
consultation. WHO Tech Rep Ser 2000;894:1-xii,1-253.

US Preventive Services Task Force. Screening for obesity in adults. Ann Intern Med 2003;139:930-49.
Lau DC, et al. 2006 Canadian clinical practice guidelines on the management and prevention of
obesity in adults and children. CMAJ 2007;176:51-13.

National Health and Medical Research Council. Clinical practice guidelines for the management of
overweight and obesity in adults. Canberra: NHMRC, 2003.

National Health and Medical Research Council. Overweight and obesity in adults — a guide for general
practitioners. Canberra: NHMRC, 2003.

National Heart Foundation of Australia. Management of overweight and obesity in adults. NHF, 2007.
Shaw K, et al. Exercise for overweight or obesity. Cochrane Database Syst Rev 2008;4.

National Health and Medical Research Council. Food for health: dietary guidelines for Australian
adults, 2003. Available at www.nhmrc.gov.au/publications/pdf/n33.pdf.

Pigaone MA, et al. Counselling to promote a healthy diet in adults. A summary of the evidence for the
US preventive services task force. Am J Prev Med 2003;24:75-90.

Ammerman A, et al. The efficacy of behavioral interventions to modify dietary fat and fruit and
vegetable intake: a review of the evidence. J Prev Med 2002;35:25-41.

US Preventive Services Task Force. Behavioral counselling in primary care to promote a healthy diet:
recommendations and rationale. Am Fam Physician 2003;67.

Hooper L, et al. Reduced or modified dietary fat for preventing cardiovascular disease. Cochrane Heart
Group. Cochrane Database Syst Rev 2007;4.

Brunner EJ, et al. Dietary advice for reducing cardiovascular risk. Cochrane Heart Group. Cochrane
Database Syst Rev 2007;4.

Thompson RL, et al. Dietary advice given by a dietitian versus other health professional or self-help
resources to reduce blood cholesterol. Cochrane Effective Practice and Organisation of Care Group.
Cochrane Database Syst Rev 2007;4.

World Cancer Research Fund and American Institute for Cancer Research. Food, nutrition, physical
activity, and the prevention of cancer: a global perspective. Washington DC: AICR, 2007.
Toumbourou JW, et al. Interventions to reduce harm associated with adolescent substance use. Lancet
2007;369:1391-401.

Pluijm SM, et al. A risk profile for identifying community-dwelling elderly with a high risk of recurrent
falling: results of a 3-year prospective study. Osteoporos Int 2006;17:417-25.

Fletcher PC, Hirdes JP. Risk factor for accidental injuries within senior citizens’ homes: analysis of the
Canadian survey on ageing and independence. J Gerontol Nurs 2005;31:49-57.

Aira M, Hartikainen S, Sulkava R. Community prevalence of alcohol use and concomitant use of
medication: a source of possible risk in the elderly aged 75 and older? Int J Geriatr Psychiatry
2005;20:680-5.

Foxcroft D, et al. Longer-term primary prevention for alcohol misuse in young people: Cochrane
systematic review. Int J Epidemiol 2005;34:758-9.

Whitlock E, et al. Behavioral counselling interventions in primary care to reduce risky/harmful alcohol
use by adults: a summary of the evidence for the US preventive services taskforce. Ann Int Med
2004,140:557-68.

Ballesteros J, et al. Brief interventions for hazardous drinkers delivered in primary care are equally
effective in men and women. Addiction 2004;99:103-8.

Ballesteros J, et al. Efficacy of brief interventions for hazardous drinkers in primary care: a systematic
review and meta-analysis. Alcohol Clin Exp Res 2004;28:608-18.

Fell JC, Voas RB. The effectiveness of reducing illegal blood alcohol concentration (BAC) limits for
driving: evidence for lowering the limit to .05 BAC. J Safety Res 2006;37:233-43.

Lunetta P, et al. Unintentional drowning in Finland 1970-2000: a population-based study. Int J
Epidemiol 2004;33:1053-63.

Driscoll TR, Harrison JE, Steenkamp M. Alcohol and drowning in Australia. Inj Control Saf Promot
2004;11:175-81.

Kaye S, Darke S. Non-fatal cocaine overdose among injecting and non-injecting cocaine users in
Sydney, Australia. Addiction 2004;99:1315-22.

O’Kane CJ, Tutt DC, Bauer LA. Cannabis and driving: a new perspective. Emerg Med (Fremantle)
2002;4:296-303.

Henderson J, Gray R, Brocklehurst P. Systematic review of effects of low-moderate prenatal alcohol
exposure on pregnancy outcome. BJOG 2007;114:243-52.

Henderson J, Kesmodel U, Gray R. Systematic review of the fetal effects of prenatal binge-drinking. J
Epidemiol Community Health 2007;61:1069-73.

Rajendram R, Lewison G, Preedy V. Worldwide alcohol-related research and the disease burden.
Alcohol Res Health 2006;41:99-106.

Di Castelnuovo A, et al. Alcohol dosing and total mortality in men and women: an updated meta-
analysis of 34 prospective studies. Arch Intern Med 2006;166:2437-45.

Guidelines for preventive activities in general practice 7th edition



262.

263.

264.

265.

266.

267.
268.

269.

270.

271.

272.

273.

274.

275.

276.

277.

278.

279.

280.

281.

282.

283.

284.

285.

286.

287.

288.

289.

290.

291.

292.

293.

294.

References

White IR, Altmann DR, Nanchahal K. Mortality in England and Wales attributable to any drinking,
drinking above sensible limits and drinking above lowest-risk level. Addiction 2004;99:749-56.
Sullivan LE, Fiellin DA, O'Connor PG. The prevalence and impact of alcohol problems in major
depression: a systematic review. Am J Med 2005;118:330-41.

Morris EP, Stewart SH, Ham LS. The relationship between social anxiety disorder and alcohol use
disorders: a critical review. Clin Psychol Rev 2005;25:734-60.

Abrams K, et al. The pharmacologic and expectancy effects of alcohol on social anxiety in individuals
with social phobia. Drug Alcohol Depend 2001;64:219-31.

Moore AA, Whiteman EJ, Ward KT. Risks of combined alcohol/medication use in older adults. Am J
Geriatr Pharmacother 2007:5:64-74.

Weathermon R, Crabb DW. Alcohol and medication interactions. Alcohol Res Health 1999;23:40-54.
Cuijpers P, Riper H, Lemmers L. The effects on mortality of brief interventions for problem drinking: a
meta-analysis. Addiction 2004;99:839-45.

Kaner EF, et al. Effectiveness of brief alcohol interventions in primary care populations. Cochrane
Database Syst Rev 2007,CD004148.

Bertholet N, et al. Reduction of alcohol consumption by brief alcohol intervention in primary care:
systematic review and meta-analysis. Arch Intern Med 2005;165:986-95.

Mulvihill C, Taylor L, Thom B. Prevention and reduction of alcohol misuse: evidence briefing. NHS,
Health Development Agency, 2005.

Babor T, Higgins-Biddle J. Alcohol screening and brief intervention: dissemination strategies for
medical practice and public health. Addiction 2000;95:677-86.

Poikolainen K. Effectiveness of brief interventions to reduce alcohol intake in primary health care
populations: a meta-analysis. Prev Med 1999;28:503-9.

Bradley KA, et al. AUDIT-C as a brief screen for alcohol misuse in primary care. Alcohol Clin Exp Res
2007;31:1208-17.

Berner MM, et al. The alcohol use disorders identification test for detecting at-risk drinking: a
systematic review and meta-analysis. J Stud Alcohol Drugs 2007;68:461-73.

Rosner S, et al. Acamprosate supports abstinence, naltrexone prevents excessive drinking: evidence
from a meta-analysis with unreported outcomes. J Psychopharmacol 2008;22:11-23.

Kranzler HR, Gage A. Acamprosate efficacy in alcohol-dependent patients: summary of results from
three pivotal trials. Am J Addict 2008;17:70-6.

Johnson BA. Update on neuropharmacological treatments for alcoholism: scientific basis and clinical
findings. Biochem Pharmacol 2008;75:34-56.

Teesson M, et al. Substance use, dependence and treatment seeking in the United States and
Australia: a cross-national comparison. Drug Alcohol Depend 2006;81:149-55.

Litt J, Egger G. Understanding addictions: tackling smoking and hazardous drinking, in lifestyle
medicine. Egger G, Binns A, Rossner S, editors. Sydney: McGraw Hill, 2007.

Roche A, Freeman T. Brief interventions: good in theory but weak in practice. Drug Alcohol Rev
2004;23:11-8.

Aira M, et al. Factors influencing inquiry about patients’ alcohol consumption by primary health care
physicians: qualitative semi-structured interview study. Fam Pract 2003;20:270-5.

Miller NS, et al. Why physicians are unprepared to treat patients who have alcohol- and drug-related
disorders. Acad Med 2001;76:410-8.

Kaner EF, et al. Patient and practitioner characteristics predict brief alcohol intervention in primary
care. BrJ Gen Pract 2001;512:822-7.

Raistrick D, Heather N, Godfrey C. Review of the effectiveness of treatment for alcohol problems.
London: National Treatment Agency for Substance Misuse, 2006.

Litt JC. Exploration of the delivery of prevention in the general practice setting, in department of
general practice. Adelaide: Flinders, 2007, p. 365.

Kypri K, et al. Computerised screening for hazardous drinking in primary care. NZ Med J 2005;118:1-10.
Bonevski B, et al. Randomised controlled trial of a computer strategy to increase general practitioner
preventive care. Prev Med 1999;29:478-86.

Selin KH. Alcohol Use Disorder Identification Test (AUDIT): what does it screen? Performance of the
AUDIT against four different criteria in a Swedish population sample. Subst Use Misuse 2006;41:1881-99.
Babor T, Higgins-Biddle J. Alcohol screening and brief intervention: dissemination strategies for
medical practice and public health. Addiction 2005;95:677-86.

Anderson P, et al. Engaging general practitioners in the management of hazardous and harmful
alcohol consumption: results of a meta-analysis. J Stud Alcohol Drugs 2004;65:191-9.

Vogt F, Hall S, Marteau TM. General practitioners’ and family physicians’ negative beliefs and attitudes
towards discussing smoking cessation with patients: a systematic review. Addiction 2005;100:1423-31.
Kaner E, et al. Promoting brief alcohol intervention by nurses in primary care: a cluster randomised
controlled trial. Pat Educ Counsel 2003;51:277-84.

National Physical Activity Program Committee, National Heart Foundation of Australia. Physical activity
and energy balance, 2007. Available at www.heartfoundation.org.au/document/NHF/QRG_PhysAct_
EnergyBalance_07_Jul03_FINAL.pdf.

Guidelines for preventive activities in general practice 7th edition

75



76

References

295.

296.

297.

298.

299.

300.
301.

302.
303.

304.

305.

306.

307.

308.
309.

310.

311.

312.

313.
314.

315.

316.

317.

318.

319.

320.

321.

322.

323.

324.

325.

326.

327.

328.

Department of Health and Aged Care. National physical activity guidelines for Australians. Canberra:
Commonwealth of Australia, 1999.

Bauman A, et al. Getting Australia active: towards better practice for the promotion of physical
activity. Melbourne: National Public Health Partnership, 2002.

Briffa T, Maiorana A, Allan R. National heart foundation of Australia physical activity recommendations
for people with cardiovascular disease. Sydney: National Heart Foundation of Australia, 2006.

Bunker S, Colquhoun D, Esler M. ‘Stress’ and coronary heart disease: psychosocial risk factors.
National heart foundation of Australia position statement update. Med J Aust 2003;178:272-6.
National Vascular Disease Prevention Alliance. Draft evidence-based practice guideline for the
assessment of absolute cardiovascular disease risk. 2008.

National Vascular Disease Prevention Alliance. CVD absolute risk guidelines. 2008.

Draper G, Turrell G, Oldenburg B. Health inequalities in Australia: mortality. Canberra: Queensland
University of Technology, the Australian Institute of Health and Welfare, 2004.

Australian Bureau of Statistics. National nutrition survey. Canberra: ABS, 1995.

National Health Strategy. Enough to make you sick: how income and environment affect health.
Canberra: AGPS, 1992.

Mathers C, Schofield D. The health consequences of unemployment: the evidence. Med J Aust
1998;168:178-82.

Cass A, et al. Barriers to access by Indigenous Australians to kidney transplantation: the IMPAKT study.
Nephrology 2004,5144-6.

Cass A, et al. Regional variation in the incidence of end-stage renal disease in Indigenous Australians.
Med J Aust 2001;175:24-7.

Cass A, et al. Exploring the pathways leading from disadvantage to end-stage renal disease for
Indigenous Australians. Soc Sci Med 2004;58:767-85.

Hoy W, et al. Low birthweight and renal disease in Australian Aborigines. Lancet 1998;352:1826-7.
Hoy W, et al. The multidimensional nature of renal disease: rates and associations of albuminuria in an
Australian Aboriginal community. Kidney Int 1998;54:1296-304.

Cass A, et al. Social disadvantage and variation in the incidence of end-stage renal disease in
Australian capital cities. Aust N Z J Public Health 2001;25:322-6.

Wiggers J, Sanson-Fisher R. Practitioner provision of preventive care in general practice consultations:
association with patient education and occupational status. Soc Sci Med 1997;44:137-46.

Stocks N, et al. Statin prescribing in Australia: socioeconomic and sex differences. A cross sectional
study. Med J Aust 2004;180:229-31.

National Heart Foundation of Australia. Hypertension management guide for doctors. 2008.

US Preventive Services Task Force. Screening for high blood pressure: U.S. preventive services task
force reaffirmation recommendation statement. Ann Intern Med 2007;147:783-6.

Australian Institute of Health and Welfare. The health and welfare of Australia’s Aboriginal and Torres
Strait Islander peoples. Canberra: AIHW, 2001.

Go A, et al. Chronic kidney disease and the risks of death, cardiovascular events, and hospitalization.
N Engl J Med 2004;351:1296-305.

Culleton B, et al. Cardiovascular disease and mortality in a community—based cohort with mild renal
insufficiency. Kidney Int 1999;56:2214-9.

National Heart Foundation of Australia, The Cardiac Society of Australia and New Zealand. Position
statement on lipid management 2005. Heart Lung Circ 2005;14:275-91.

Bachorik PS, et al. Lipoprotein-cholesterol analysis during screening: accuracy and reliability. Ann
Intern Med 1991;114:741-7.

Bradford RH, et al. Blood cholesterol screening in several environments using a portable, dry-chemistry
analyzer and fingerstick blood samples. Lipid research clinics cholesterol screening study group. Am J
Cardiol 1990;65:6-13.

National Health and Medical Research Council. National evidence based guidelines for the
management of type 2 diabetes mellitus: primary prevention, case detection and diagnosis. Canberra:
NHMRC, 2001.

Iseki K, et al. Proteinuria and the risk of developing end-stage renal disease. Kidney Int 2003;63:1468—
74.

International Diabetes Institute. The Australian type 2 diabetes risk assessment tool (Ausrisk). AGDHA,
2008.

Lee TJ, Safranek S. FPIN's clinical inquiries. A1C testing in the diagnosis of diabetes mellitus. Am Fam
Physician 2006;71:143-4.

Bennett CM, Guo M, Dharmage SC. HbA(1¢) as a screening tool for detection of type 2 diabetes: a
systematic review. Diabet Med 2007;24:333-43.

Williamson DF, Vinicor F, Bowman BA. Primary prevention of type 2 diabetes mellitus by lifestyle
intervention: implications for health policy. Ann Intern Med 2004;140:951-7.

Knowler WC, et al. Reduction in the incidence of type 2 diabetes with lifestyle intervention or
metformin. N Engl J Med 2002;346:393-403.

Pan X, et al. Effects of diet and exercise in preventing NIDDM in people with impaired glucose
tolerance: The Da Qing IGT and diabetes study. Diabetes Care 1997;20:537-44.

Guidelines for preventive activities in general practice 7th edition



329.

330.

331.

332.

333.

334.
335.

336.

337.

338.

339.

340.

341.

342.

343.

344.

345.

346.

347.

348.

349.
350.

351.

352.

353.

354.

355.

356.

357.

358.

359.

360.

References

Tuomilehto J, et al. Prevention of type 2 diabetes melllitus by changes in lifestyle among subjects with
impaired glucose tolerance. N Engl J Med 2001;344:1343-50.

Goldstein LB, et al. Primary prevention of ischemic stroke: a guideline from the American Heart
Association/American Stroke Association Stroke Council: cosponsored by the Atherosclerotic Peripheral
Vascular Disease Interdisciplinary Working Group; Cardiovascular Nursing Council; Clinical Cardiology
Council; Nutrition, Physical activity, and Metabolism Council; and the Quality of Care and Outcomes
Research Interdisciplinary Working Group. Circulation 2006;113:e873-923.

New Zealand Guidelines Group. The assessment and management of cardiovascular risk, 2003.
Available at www.nzgg.org.nz/guidelines/0035/CVD_Risk_Full.pdf.

National Heart Foundation. National heart foundation position statement on non-valvular atrial
fibrillation and stroke prevention. Med J Aust 2001;174:234-348.

National Stroke Foundation. Clinical guidelines for acute stroke management. Canberra: AGDHA,
2007.

Floriani M, et al. Value and limits of ‘critical auscultation” of neck bruits. Angionly 1988;39:967-72.
Sauve J, et al. Can bruits distinguish high-grade from moderate symptomatic carotid stenosis? The
North American symptomatic carotid endarterectomy trial. J Ann Intern Med 1994,120:633-7.

Pickett CA, et al. Carotid bruit as a prognostic indicator of cardiovascular death and myocardial
infarction: a meta-analysis. Lancet 2008;371:1587-94.

Bouleware LE, Jaar BG, Powe NR. Cost-effectiveness of screening for proteinuria — Reply. JAMA
2004;291:1443.

Boulware LE, et al. Screening for proteinuria in US adults. A cost-effectiveness analysis. JAMA
2003;290:3101-14.

Hallan SI, et al. Screening strategies for chronic kidney disease in the general population: follow-up of
cross sectional health survey. BMJ 2006;333:1047.

Astor BC, et al. Glomerular filtration rate, albuminuria, and risk of cardiovascular and all-cause
mortality in the US population. Am J Epidemiol 2008;167:1226-34.

Eknoyan G, et al. Proteinuria and other markers of chronic kidney disease: a position statement of the
National Kidney Foundation (NKF) and the National Institute of Diabetes and Digestive and Kidney
Diseases (NIDDK). Am J Kidney Dis 2003;42:617-22.

Bleyer A, et al. Tobacco, hypertension, and vascular disease: risk factors for renal functional decline in
an older population. Kidney Int 2000;57:2072-9.

Wang Y, et al. Association between obesity and kidney disease: a systematic review and meta-
analysis. Kidney Int 2007;1-15.

de Jong PE, Curhan GC. Screening, monitoring and treatment of albuminuria: public health
perspectives. J Am Soc Nephrol 2006;17:2120-6.

Chadban S, et al. Prevalence of kidney damage in Australian adults: the AusDiab kidney study. J Am
Soc Nephrol 2003;14:5131-8.

Johnson D. Evidence-based guide to slowing the progression of early renal insufficiency. Intern Med J
2004,;34:50-7.

Fox C, et al. Predictors of new-onset kidney disease in a community-based population. JAMA
2004;291:844-50.

Kidney Health Australia. Chronic Kidney Disease (CKD) management in general practice. Melbourne:
Kidney Health Australia, 2007.

Kidney Health Australia. National chronic kidney disease strategy. Melbourne: 2006.

Levey AS, et al. National kidney foundation practice guidelines for chronic kidney disease: evaluation,
classification, and stratification. Ann Intern Med 2003;139:137-47.

English D, Del Mar C, Burton R. Factors influencing the number needed to excise: excision rates of
pigmented lesions by general practitioners. Med J Aust 2004;180:16-9.

Australian Institute of Health and Welfare. Cervical screening in Australia 2000-2001 and 1999-2000.
Canberra: AIHW, 2003.

Faggiano F, et al. Socioeconomic differences in cancer incidence and mortality. IARC Sci Publ
1999;138:65-176.

Taylor V, et al. Colorectal cancer screening among African Americans: the importance of physician
recommendation. J Natl Med Assoc 2003;95:806-12.

McCaffery K, et al. Socioeconomic variation in participation in colorectal cancer screening. J Med
Screen 2002;9:104-8.

Tong S, et al. Socio-demographic correlates of screening intention for colorectal cancer. Aust N Z J
Public Health 2000;24:610-4.

Katz S, Hofer T. Socioeconomic disparities in preventive care persist despite universal coverage. Breast
and cervical cancer screening in Ontario and the United States. JAMA 1994;272:530-4.

Shelley J, et al. Who has pap smears in New South Wales? Patterns of screening across
sociodemographic groups. Aust J Public Health 1994;18:406-11.

O'Byrne A, et al. Predictors of non-attendance for second round mammography in an Australian
mammographic screening programme. J Med Screen 2000;7:190-4.

Gefeller O, Pfahlberg A. Sunscreen use and melanoma: a case of evidence-based prevention?
Photodermatol Photoimmunol Photomed 2002;18:153-6.

Guidelines for preventive activities in general practice 7th edition

77



78

References

361.
362.

363.

364.

365.

366.

367.

368.

369.

370.

371.
372.

373.

374.

375.

376.

377.

378.

379.

380.

381.

382.

383.

384.

385.

386.

387.

388.

389.

390.

391

392.

Marks R. Photoprotection and prevention of melanoma. Eur J Dermatol 1999;9:406-12.

Azizi E, et al. Use of sunscreen is linked with elevated naevi counts in Israeli school children and
adolescents. Melanoma Res 2000;10:491-8.

Huncharek M, Kupelnick B. Use of topical sunscreens and the risk of malignant melanoma: a meta—
analysis of 9067 patients from 11 case-control studies. Am J Public Health 2002;92:1173-7.

English DR, Milne E, Simpson JA. Sun protection and the development of melanocytic nevi in children.
Cancer Epidemiol Biomarkers Prev 2005;14:2873-6.

National Health and Medical Research Council. The management of cutaneous melanoma: clinical
practice guideline. Canberra: NHRMC, 1999.

MacKie R, McHenry P, Hole D. Accelerated detection with prospective surveillance for cutaneous
malignant melanoma in high-risk groups. Lancet 1993;341:1618-20.

New Zealand Dermatological Society. New Zealand guidelines on the general management of
malignant melanoma. New Zealand: 2004.

Baade PD, et al. Community perceptions of suspicious pigmented skin lesions: are they accurate when
compared to general practitioners? Cancer Detect Prev 2005;29:267-75.

Hanrahan P, et al. A randomised trial of skin photography as an aid to screening skin lesions in older
males. J Med Screen 2002;9:128-32.

Smith W. Skin cancer in Australia and the case for screening in general practice. Brisbane: University of
Queensland, 2003.

Kelly J, et al. Nodular melanoma. No longer as simple as ABC. Aust Fam Physician 2003;32:706-9.
Scope A, et al. The ‘ugly duckling’ sign: agreement between observers. Arch Dermatol 2008;144:58—
64.

Zalaudek |, et al. Time required for a complete skin examination with and without dermoscopy: a
prospective, randomized multicenter study. Arch Dermatol 2008;144:509-13.

Kanzler M, Mraz-Gernhard S. Primary cutaneous malignant melanoma and its precursor lesions:
diagnostic and therapeutic overview. J Am Acad Dermatol 2001;45:260-76.

Green A, et al. Daily sunscreen application and betacarotene supplementation in prevention of basal-
cell and squamous-cell carcinomas of the skin: a randomised controlled trial. Lancet 1999;354:723-9.
National Health and Medical Research Council. Clinical practice guidelines non-melanoma skin cancer:
guidelines for treatment and management in Australia. Canberra: NHMRC, 2002.

Czarnecki D, et al. The development of non-melanocytic skin cancers in people with a history of skin
cancer. Dermatology 1994;189:364-7.

National Health and Medical Research Council. Screening to prevent cervical cancer: guidelines for the
management of asymptomatic women with screen detected abnormalities. Canberra: NHMRC, 2005.
Skinner SR, et al. Human papillomavirus vaccination for the prevention of cervical neoplasia: is it
appropriate to vaccinate women older than 26? Med J Aust 2008;188:238-42.

EUROGIN, conclusions: cervical cancer control, priorities and new directions: international charter.
France: 2003.

Buntinx F, Brouwers M. Relation between sampling device and detection of abnormality in cervical
smears: a meta-analysis of randomised and quasi-randomised studies. BMJ 1996;313:1285-90.
Mayrand MH, et al. Canadian cervical cancer screening trial study group. Human papillomavirus DNA
versus papanicolaou screening tests for cervical cancer. N Engl J Med 2007;357:1579-88.

Koliopoulos G, et al. Diagnostic accuracy of human papillomavirus testing in primary cervical
screening: a systematic review and meta-analysis of non-randomized studies. Gynecol Oncol
2007;104:232-46.

Safaeian M, et al. Risk of precancer and follow-up management strategies for women with human
papillomavirus—negative atypical squamous cells of undetermined significance. Obstet Gynecol
2007;109:1325-31.

Arbyn M, et al. Virologic versus cytologic triage of women with equivocal pap smears: a meta-analysis
of the accuracy to detect high-grade intraepithelial neoplasia. J Natl Cancer Inst 2004;96:280-93.
Arbyn M, et al. Clinical utility of HPV-DNA detection: triage of minor cervical lesions, follow-up of
women treated for high-grade CIN: an update of pooled evidence. Gynecol Oncol 2005;99:57-11.
Davey E, et al. Effect of study design and quality on unsatisfactory rates, cytology classifications, and
accuracy in liquid—based versus conventional cervical cytology: a systematic review. Lancet
2006;367:122-32.

Ronco G, et al. Accuracy of liquid based versus conventional cytology: overall results of new
technologies for cervical cancer screening: randomised controlled trial. BMJ 2007;335:28.

Forbes C, Jepson R, Martin-Hirsch P. Interventions targeted at women to encourage the uptake of
cervical screening. Cochrane Database Syst Rev 2008;1.

The Cancer Council Australia. National cancer prevention policy 2007-2009. NSW: The Cancer Council
Australia, 2007.

National Breast Cancer Centre. Advice about familial aspects of breast cancer and ovarian cancer: a
guide for health professionals, 2006. Available at www.nbocc.org.au/bestpractice/resources/BOG182_
adviceaboutfamiliala.pdf.

National Breast Cancer Centre. Position statement: Early detection of breast cancer, 2004. Available at
www.nbocc.org.au/resources/documents/EDP_earlydetectionposition0804.pdf.

Guidelines for preventive activities in general practice 7th edition



393.

394.

395.

396.

397.

398.

399.

400.

401.

402.

403.

404.

405.

406.

407.

408.

409.

410.

411,

412.

413.

414.

415.

416.

417.

418.

419.

420.

421.

422.

423.

424.

425.

426.

References

National Breast Cancer Centre. Screening women aged 40-49: A summary of the evidence for health
professionals, 1998. Available at www.nbocc.org.au/bestpractice/resources/HPI_40-49screening.pdf.
National Breast Cancer Centre. Effectiveness and cost effectiveness of screening mammography in
women over the age of 70 years, 2002. Available at www.nbocc.org.au/bestpractice/resources/
SMW_70plus_report_fmt.pdf.

Semiglazov V, et al. Interim results of a prospective randomised study of self-examination for early
detection of breast cancer. Vopr Onkil 1999;45:265-71.

Thomas D, et al. Randomised trial of breast self-examination in Shanghai: final results. J Nat Can Inst
2002;94:1445-57.

Thune |, et al. Physical activity and the risk of breast cancer. N Engl J Med 1997;336:1269-75.
International Agency for Research on Cancer. Weight control and physical activity. Lyon: IARC, 2002.
Kujan O, et al. Screening programmes for the early detection and prevention of oral cancer. Cochrane
Database Syst Rev 2003;4.

Kosters JP, Gotzsche PC. Regular self-examination or clinical examination for early detection of breast
cancer. Cochrane Database Syst Rev 2008;1.

Bonfill X, et al. Strategies for increasing the participation of women in community breast cancer
screening. Cochrane Database Syst Rev 2008;1.

US Preventive Services Task Force. Screening for oral cancer: recommendation statement. Rockville:
Agency for Healthcare Research and Quality, 2004.

Sugerman P, Savage N. Current concepts in oral cancer. Aust Dent J 1999;44:147-56.

Australian Cancer Network Colorectal Cancer Guidelines Revision Committee. Guidelines for the
prevention, early detection and management of colorectal cancer. Sydney: The Cancer Council
Australia and Australian Cancer Network, 2005.

Zauber AG, et al. Evaluating test strategies for colorectal cancer screening: a decision analysis for the
US preventive services task force. Ann Intern Med 2008;60520-4.

Cole SR, et al. Participation in screening for colorectal cancer based on a faecal occult blood test is
improved by endorsement from the primary care practitioner. J Med Screen 2002;9:147-52.

Salked GP, et al. Measuring the attributes that influence consumer attitudes to colorectal cancer
screening. ANZ J Surgery 2003;73:128-32.

Towler BP, et al. Screening for colorectal cancer using the faecal occult blood test, hemoccult.
Cochrane Database Syst Rev 2000;2:CD001216.

National Cancer Institute. Colorectal cancer screening, 2008. Available at www.cancer.gov/
cancertopics/pdg/screening/colorectal/HealthProfessional/page4.

Australian Cancer Network. Familial aspects of bowel cancer: A guide for health professionals, 2008.
Available at: www.cancerscreening.gov.au/internet/screening/publishing.nsf/Content/bw-familial-
guide/$File/familial-guide.pdf.

US National Cancer Institutes. Genetics of colorectal cancer, 2008. Available at www.cancer.gov/
cancertopics/pdg/genetics/colorectal/HealthProfessional/pager.

Australian Government Department of Health and Ageing. National bowel cancer screening program,
2007. Available at www.cancerscreening.gov.au/internet/screening/publishing.nsf/Content/bowel-1lp.
US Preventive Services Task Force. Screening for testicular cancer: recommendation statement.
Rockville: Agency for Healthcare Research and Quality, 2004.

Elford RW. Screening for testicular cancer, in Canadian task force on the periodic health examination.
Canadian guide to clinical preventive health care. Ottawa: Health Canada, 1994, p. 892-8.

National Cancer Institute. Testicular cancer screening, 2008. Available at www.cancer.gov/
cancertopics/pdg/screening/testicular/Patient/page3.

US Preventive Services Task Force. Screening for prostate cancer. Ann Intern Med 2002;137:915-6.
Lim LS, Sherin K, ACPM Prevention Practice Committee. Screening for prostate cancer in U.S. men:
ACPM position statement on preventive practice. Am J Prev Med 2008;34:164-70.

llic D, et al. Screening for prostate cancer. Cochrane Database Syst Rev 2006;3:CD004720.

llic D, Green S. Screening for prostate cancer in younger men. BMJ 2007;335:1105-6.

National Health and Medical Research Council. Clinical practice guidelines for the management of
uncomplicated lower urinary tract symptoms in men. Canberra: NHMRC, 1997.

Zeegers MP, Jellema A, Ostrer H. Empiric risk of prostate carcinoma for relatives of patients with
prostate carcinoma: a meta-analysis. Cancer 2003;97:1894-903.

Liede A, Karlan BY, Narod SA. Cancer risks for male carriers of germline mutations in BRCA1 or
BRCA2: a review of the literature. J Clin Oncol 2004;22:735-42.

Gattellari M, Ward J. Does evidence-based information about screening for prostate cancer enhance
consumer decision-making? A randomised controlled trial. J} Med Screen 2003;10:27-29.

Henderson S, Andrews G, Hall W. Australia’s mental health: an overview of the general population
survey. Aust N Z J Psychiatry 2000;34:197-205.

Lorant V, et al. Socioeconomic inequalities in depression: a meta-analysis. Am J Epidemiol
2003;157:98-112.

Comino E, et al. Relationship between mental health disorders and unemployment status in Australian
adults. Aust N Z J Psychiatry 2003;37:230-5.

Guidelines for preventive activities in general practice 7th edition

79



80

References

427.

428.

429.

430.

431.

432.

433.

434.

435.

436.

437.

438.

439.

440.

441.

442.

443.
444.

445,

446.

447.

448.

449.

450.

451.

452.

453.

454,

455,
456.

457.

458.

459.

Averill P, et al. Correlates of depression in chronic pain patients: a comprehensive examination. Pain
1996;65:93-100.

Ostler K, et al. Influence of socio-economic deprivation on the prevalence and outcome of depression
in primary care: the Hampshire depression project. Br J Psychiatry 2001;178:12-7.

Lynch J, et al. Is income inequality a determinant of population health? Part 2. U.S. national and
regional trends in income inequality and age-and cause-specific mortality. Milbank Q 2004;82:355—
400.

Neeleman J. Beyond risk theory: suicidal behavior in its social and epidemiological context. Journal of
Crisis Intervention & Suicide 2002;23:114-20.

Welch S. A review of the literature on the epidemiology of parasuicide in the general population.
Psychiatr Serv 2001;52:368-75.

Stack S. Suicide: a 15-year review of the sociological literature. Part I: cultural and economic factors.
Suicide Life Threat Behav 2000;32:145-62.

Hunter E, Harvey D. Indigenous suicide in Australia, New Zealand, Canada, and the United States.
Emerg Med 2002;14:14-23.

Beautrais A. Risk factors for suicide and attempted suicide among young people. A literature review
prepared for the NHMRC. Canberra: AGPS, 1998.

Cantor C. The epidemiology of suicide and attempted suicide among young Australians. A literature
review prepared for the NHMRC. Canberra: AGPS, 1998.

Beautrais A, Joyce P, Mulder R. Unemployment and serious suicide attempts. Psychol Med
1998;28:209-18.

Pignone M, et al. Screening for depression. Systematic Evidence Review No. 6. Rockville: AHRQ, 2002.
MacMillan H, Patterson CJS, Wathen CN. Screening for depression in primary care: recommendation
statement from the Canadian task force on preventive health care. CMAJ 2005;172:33-5.

National Collaborating Centre for Mental Health. Depression: management of depression in primary
and secondary care. London: NICE, 2004.

Feightner JW. Early detection of depression, in Canadian task force on the periodic health
examination. Canadian guide to clinical preventive health care. Ottawa: Health Canada, 1994, p.
450-4.

Arroll B, et al. Effect of the addition of a ‘help’ question to two screening questions on specificity for
diagnosis of depression in general practice: diagnostic validity study. BMJ 2005;331:884.

Gaynes B N, West SL, et al. Screening for suicide risk in adults: a Summary of the evidence for the U.S.
preventive services task force. Ann Intern Med 2004;140:822-35.

Goldney RD. Suicide prevention: a pragmatic review of recent studies. Crisis 2005;26:128-40.

Hall W, et al. Association between antidepressant prescribing and suicide in Australia, 1991-2000
trend analysis. BMJ 2003;326:1008-12.

McNamee J, Offord D. Prevention of suicide, in the Canadian guide to clinical preventive health care.
Ottawa: Health Canada, 1994, p. 455-67.

US Preventive Services Task Force. Screening for suicide risk, topic page. Rockville: Agency for
Healthcare Research and Quality, 2004.

New Zealand Guidelines Group. The assessment and management of people at risk of suicide, 2003.
Available at www.nzgg.org.nz/guidelines/0005/Suicide_Guideline.pdf.

Victorian Government Department of Justice. Management of the whole family when intimate partner
violence is present: guidelines for primary care physicians, 2006. Available at www.racgp.org.au/
guidelines/intimatepartnerabuse.

Sohal H, Eldridge S, Feder G. The sensitivity and specificity of four questions (HARK) to identify
intimate partner violence: a diagnostic accuracy study in general practice. BMC Fam Pract 2007;8:49—
52.

US Preventive Services Task Force. Prevention of dental caries in preschool children. Am J Prev Med
2004;26:326-9.

National Health and Medical Research Council. A systematic review of the efficacy and safety of
fluoridation. Canberra: Australian Government, 2007.

National Health and Medical Research Council. Review of water fluoridation and fluoride intake from
discretionary fluoride supplements review. Canberra: NHMRC, 1999.

Nordblan A. Smart habit xylitol campaign: a new approach in oral health promotion. Comm Dental
Health 1995;12:230-4.

AIHW Dental Statistics and Research Unit. Research report No 9. Social determinants of oral health.
Canberra: AIHW, 2003.

US Preventive Services Task Force. Screening for glaucoma. Ann Fam Med 2005;3:171-2.

Cockburn D. Diagnosis and management of open angle glaucoma: suggested guidelines for
optometrists. Clin Exp Optom 2000;83:119-27.

Weston B, Aliabadi A, White G. Glaucoma — review for the vigilant clinician. Clin Rev 2000;10:59-74.
American Academy of Ophthalmology. Comprehensive adult medical eye evaluation, preferred
practice pattern, 2005. Available at www.aao.org/ppp.

McComiskie J, Greer R, Gole G. Panoptic versus conventional ophthalmoscope. Clin Exp Ophthal
2004,32:238.

Guidelines for preventive activities in general practice 7th edition



460.

461.

462.

463.

464.

465.

466.
467.
468.
469.

470.

471.

472.
473.

474.
475.
476.

477.

478.
479.

References

Continence Foundation of Australia. Promoting bladder and bowel health, 2008. Available at www.
continence.org.au/health_facts.html.

Shamliyan T, et al. Prevention of fecal and urinary incontinence in adults. Evidence report/technology
assessment No. 161. Rockville: Agency for Healthcare Research and Quality, 2007.

O’Neil B, Gilmour D. Approach to urinary incontinence in women. Diagnosis and management by
family physicians. Can Fam Physician 2003;49:611-8.

US Preventive Services Task Force. Screening for osteoporosis in post-menopausal women, 2002.
Available at www.ahrg.gov/clinic/3rduspstf/osteoporosis/osteorr.htm.

Royal College of Physicians. Osteoporosis: clinical guidelines for prevention and treatment. London:
RCP, 1999.

Canadian Task Force on Preventive Health Care. Prevention of osteoporosis and osteoporotic fractures
in postmenopausal women: recommendation statement from the Canadian task force on preventive
health care. CMAJ 2004;170.

Norman P, et al. Population based randomised controlled trial on impact of screening on mortality
from abdominal aortic aneurysm. BMJ 2004;329:1259.

Stewart RA, Thistlethwaite J. Routine pelvic examination for asymptomatic women — exploring the
evidence. Aust Fam Physician 2006;35:873-7.

Wilkin T, Devendra D. Bone densitometry is not a good predictor of hip fracture. BMJ 2001;323:795-9.
The Australian Cancer Network, National Breast Cancer Centre. Clinical practice guidelines for the
management of women with epithelial ovarian cancer. Camperdown: National Breast Cancer Centre,
2004.

Marcus P, et al. Lung cancer mortality in the mayo lung project: impact of extended follow-up. J Natl
Cancer Inst 2000;92:1308-16.

US Preventive Services Task Force. Screening for coronary heart disease. Summary of
recommendations. 2004.

Hill J, Timmis A. Exercise tolerance testing. BMJ 2002;324:1084-7.

Elwood M, Campbell D, De Campo M. Helical computed tomography for lung cancer screening. Med J
Aust 2003;179:125-6.

Kirkpatrick P, McConnell R. Screening for familial intracranial aneurysms. BMJ 1999;319:1512-3.
Pinnock C. PSA testing in general practice: can we do more now? Med J Aust 2004;180:379-81.

van Schayck C, et al. Detecting patients at a high risk of developing chronic obstructive pulmonary
disease in general practice: cross sectional case finding study. BMJ 2002;324:1370.

Nicolle L. Screening of asymptomatic bactereuria in the elderly. In: Canadian Task Force on Preventive
Health Care. Ottawa: Health Canada, 1993.

Weetman A. Hypothyroidism: screening and subclinical disease. BMJ 1997;314:1175.

Brenner DJ, Hall EJ. Computerised tomography: an increasing source of radiation exposure. N Engl J
Med 2007;357:2277-84.

Guidelines for preventive activities in general practice 7th edition

81



82

Glossary

Screening

Screening: Detection of unrecognised disease or condition in the general population by using
reliable tests, examinations or other procedures which can be applied rapidly

Opportunistic screening: Detection of, or case finding of specific diseases that can be controlled
better when detected early in their natural history, particularly in individuals or groups who may
be predisposed to that disease, eg. individuals with particular risk factors

High risk individuals: Those individuals who have risk factors which are likely to predispose them
to impending disease

High index of suspicion: Level of awareness of clusters of risk factors such as lifestyle,
socioeconomic, personal medical history and family medical history, which may predispose
individuals to disease.

Evidence

Good evidence: There is good quality evidence obtained from randomised clinical trials
to support or reject a recommendation

Fair evidence: Evidence obtained from studies such as well designed pseudo randomised
controlled trials (alternate allocation or some other method), comparative studies with concurrent
controls and allocation not randomised (cohort studies), case control studies, or interrupted time
series with a control group or comparative studies with historical control, two or more single
arm studies, or interrupted time series without a parallel control group

Poor evidence: Evidence obtained from case series, either post- or pre-test and post-test,
or opinions of respected authorities based on clinical experience, descriptive studies or reports
of expert committees

No evidence: Exhaustive searches have revealed there are no studies that address
recommendations in general practice for the target disease or condition.

Prevention

Primary prevention: Prevention of diseases or disorders in the general population by encouraging
community wide measures such as good nutritional status, physical fitness, immunisation, and
making the environment safe. Primary prevention maintains good health and reduces the
likelihood of disease occurring

Secondary prevention: Detection of the early stages of disease before symptoms occur, and the
prompt and effective intervention to prevent disease progression

Tertiary prevention: Prevention or minimisation of complications or disability associated with
established disease. Preventive measures are part of the treatment or management of the target
disease or condition.
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23vPPV
2vHPV
4vHPV
7vPCV
ABCDE
ACEI
ACIR
AF
ALA
AMD
APC
AUSDRISK
BCG
BMI
BP
BSE
CBE
CF
CHD
CIN
CKD
COPD
CRC
cT

cv
CVvD
DBP
DHA
DNA
DPA
DRE
dT

Acronyms

Pneumococcal polysaccharide vaccine
Bivalent human papillomavirus
Quadrivalent human papillomavirus
Pneumococcal conjugate vaccine
Asymmetry, border, colour, diameter, elevation
Angiotensin converting enzyme inhibitor
Australian Childhood Immunisation Register
Atrial fibrillation

Alpha-linolenic acid

Aged related macular degeneration
Adenomatous polyposis coli

Australian Type 2 Diabetes Risk Assessment Tool
Bacillus Calmette-Guérin

Body mass index

Blood pressure

Breast self examination

Clinical breast examination

Cystic fibrosis

Coronary heart disease

Cervical intraepithelial neoplasia
Chronic kidney disease

Chronic obstructive pulmonary disease
Colorectal cancer

Computerised tomography
Cardiovascular

Cardiovascular disease

Diastolic blood pressure
Docosahexaenoic acid

Deoxyribonucleic acid
Docosapentaenoic acid

Digital rectal examination

Diphtheria tetanus
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Acronyms

DTPa Diphtheria, tetanus and acellular pertussis
EFG Elevated, firm, growing for more than 1 month
eGFR Estimated glomerular filtration rate

EPA Eicosapentaenoic acid

ESRD End stage renal disease

FAP Familial adenomatous polyposis

FOBT Faecal occult blood test

GDM Gestational diabetes mellitus

GFR Glomerular filtration rate

GPCOG General practitioner assessment of cognition
HBIG Hepatitis B immunoglobulin

HbsAg+ve Hepatitis B surface antigen positive

HCG Human chorionic gonadotrophin

HDL High density protein

hepB Hepatitis B

HFE (gene) Haemochromatosis

Hib Haemophilus influenzae type b

HIV Human immunodeficiency virus

HNPCC Hereditary nonpolyposis colon cancer
HPV Human papillomavirus

HSIL High grade intraepithelial lesion

IADL Instrumental activities of daily living

IFG Impaired fasting glucose

IGT Impaired glucose tolerance test

IPV Inactivated poliomyelitis

LCR Long control region

LDL Low density protein

LSIL Low grade squamous intra-epithelial lesion
LUTS Lower urinary tract symptoms

MBS Medicare Benefits Schedule

MCV Mean corpuscular volume

MDRD Modification of diet in renal disease
MenCCV Meningococcal C

Ml Myocardial infarction

MMR Measles, mumps and rubella

MMR Mismatch repair

MMRV Measles, mumps, rubella and varicella
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MMSE
NAAT
NBCC
NHMRC
NIP
NMSC
NRT
NTD
Q-3 PUFA
OPV
PCR
PEDS
PSA
PVD
RACGP
RUDAS
SBP
SES
SIDS
SNAP
SPF

STI

TC

TIA
TSE
TUGT
\YAY
WHO

Acronyms

Mini-Mental State Examination

Nucleic acid amplification test

National Breast Cancer Centre

National Health and Medical Research Council
National Immunisation Program
Nonmelanoma skin cancer

Nicotine replacement therapy

Neural tube defect

Omega-3 polyunsaturated fatty acid

Oral poliomyelitis

Polymerase chain reaction

Parents’ evaluation of developmental status
Prostate specific antigen

Peripheral vascular disease

The Royal Australian College of General Practitioners
Rowland Universal Dementia Assessment Scale
Systolic blood pressure

Socioeconomic status

Sudden infant death syndrome

Smoking, nutrition, alcohol, physical activity
Sun protection factor

Sexually transmitted infection

Total cholesterol

Transient ischaemic attack

Testicular self examination

Timed up and go test

Varicella

World Health Organization
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Appendix

AUDIT-C - Overview

The AUDIT-C is a 3-item alcohol screen that can help identify persons who are hazardous
drinkers or have active alcohol use disorders (including alcohol abuse or dependence). The
AUDIT-C is a modified version of the 10 question AUDIT instrument.

Clinical utility

The AUDIT-C is a brief alcohol screen that reliably identifies patients who are hazardous
drinkers or have active alcohol use disorders.

Scoring
The AUDIT-C is scored on a scale of 0-12.

Each AUDIT-C question has 5 answer choices. Points allocated are:
a = 0 points, b = 1 point, ¢ = 2 points, d = 3 points, e = 4 points

¢ In men, a score of 4 or more is considered positive, optimal for identifying hazardous
drinking or active alcohol use disorders

¢ In women, a score of 3 or more is considered positive (same as above)

¢ However, when the points are all from Question #1 alone (#2 and #3 are zero), it can be
assumed that the patient is drinking below recommended limits and it is suggested that the
provider review the patient’s alcohol intake over the past few months to confirm accuracy'

¢ Generally, the higher the score, the more likely it is that the patient’s drinking is affecting
his or her safety.

Psychometric properties

For identifying patients with heavy/hazardous drinking and/or active DSM alcohol abuse
or dependence.

Men? Women®
>3 Sens: 0.95/Spec. 0.60 Sens: 0.66/Spec. 0.94
>4 Sens: 0.86/Spec. 0.72 Sens: 0.48/Spec. 0.99

For identifying patients’ with active alcohol abuse or dependence:

>3 Sens: 0.90/Spec. 0.45 Sens: 0.80/Spec. 0.87

>4 Sens: 0.79/Spec. 0.56 Sens: 0.67/Spec. 0.94

. Bradley KA, Bush KR, Epler AJ, et al. Two brief alcohol-screening tests from the Alcohol Use Disorders Identification Test (AUDIT):
Validation in a female veterans affairs patient population. Arch Internal Med April 2003;163:821-829.
2. Frequently asked questions guide to using AUDIT-C can be found via the website: www.ogp.med.va.gov/general/uploads/FAQ%20
AUDIT-C.
3. Bush K, Kivlahan DR, McDonell MB, et al. The AUDIT alcohol consumption questions (AUDIT-C): An effective brief screening test for
problem drinking. Arch Internal Med 1998(3):1789-95.
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Audit-C Questionnaire

Patient name

Date of visit

1. How often do you have a drink containing alcohol?

O 0 O O O

e.

Never

Monthly or less
2-4 times a month
2-3 times a week

4 or more times a week

2. How many standard drinks containing alcohol do you have on a typical day?

O 0 O O O

e.

1or2
3oréd
4 0r6
7109

10 or more

3. How often do you have six or more drinks on one occasion?

O

O 0 O O

Never

Less than monthly
Monthly

Weekly

Daily or almost daily

AUDIT-C is available for use in the public domain
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Appendix

The Australian Type 2 Diabetes Risk Assessment Tool (AUSDRISK)

1.  Your age group?

Under 35 years 0 points
35-44 years 2 points
45-54 years 4 points
55-64 years 6 points
65 years or over 8 points
2. Your gender?
Female 0 points
Male 3 points

3. Your Ethnicity/Country of birth:

3a. Are you of Aboriginal, Torres Strait Islander,
Pacific Islander or Maori descent?

No 0 points
Yes 2 points
3b. Where were you born?

Asia (including the Indian 2 points
sub-continent), Middle East,

North Africa, Southern Europe

Other 0 points

4. Have either of your parents, or any of your
brothers or sisters been diagnosed with diabetes
(type 1 or type 2)?

No 0 points
Yes 3 points
5. Have you ever been found to have high blood

glucose (sugar) (for example, in a health
examination, during an illness, during pregnancy)?

No 0 points
Yes 6 points
6. Are you currently taking medication for high blood
pressure?
No 0 points
Yes 2 points

7. Do you currently smoke cigarettes or any other
tobacco products on a daily basis?

No 0 points
Yes 2 points

8. How often do you eat vegetables or fruit?

Everyday 0 points

Not everyday 1 point

9. On average, would you say you do at least 2.5
hours of physical activity per week (for example,
30 minutes a day on 5 or more days a week)?

Yes 0 points
No 2 points

10. Your waist measurement taken below the ribs
(usually at the level of the navel)?

For those of Asian or Aboriginal or Torres Strait
Islander descent:

Men Women
Less than 90 cm Less than 80 cm 0 points
90-100 cm 80-90 cm 4 points

More than 100 cm More than 90 cm 7 points

For all others:

Men Women

Less than 102 cm Less than 88 cm 0 points
102-110 cm 88-100 cm 4 points
More than 110 cm More than 100 cm 7 points

Add up your score

Your risk of developing type 2 diabetes within 5 years*:

Less than 5: Low risk
Approximately one person in every 100 will develop diabetes.

6-14: Intermediate risk
For scores of 68, approximately one person in every 50 will
develop diabetes.

For scores of 9-14, approximately one person in every 20
will develop diabetes.

15 or more: High risk
For scores of 1519, approximately one person in every seven
will develop diabetes.

For scores of 20 and above, approximately one person
in every three will develop diabetes.

of Aboriginal and Torres Strait Islander descent.

If you scored 15 or more points, it is important that you discuss your score with your doctor.
* The overall score may overestimate the risk of diabetes in those aged less than 25 years and underestimate the risk of diabetes in people

The Australian Type 2 Diabetes Risk Assessment Tool was originally developed by the International Diabetes Institute on behalf of the Australian,
State and Territory Governments as part of the COAG reducing the risk of type 2 diabetes initiative
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