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Practice nurse disquiet grows

BY MICHAEL EAST

ALMOST one-fifth of practice nurses
say they want to leave their job or
general practice altogether with over-
all satisfaction rates dropping by 6%
in the past 12 months, according to a
recent survey.

Conducted by the Australian Prac-
tice Nurses Association (APNA), the
survey results suggest a growing
number of practice nurses are frus-
trated at what they see as their lim-
ited scope of practice and the lack of
training opportunities.

Overall satisfaction, while still
high, dropped from 73% to 67% in
2008-09. Those “very satisfied” fell
from 38% to 25%.

Two-thirds of the 700 questioned
said they had suggested to their
employers the areas where they could
expand their clinical scope, but their
proposals were only regularly taken
up 19% of the time.

A report released last week by the
Australian Institute of Health and
Welfare said 68% of GPs employed a

practice nurse, but they were only
used in 6% of encounters.

Belinda Caldwell, CEO of the
APNA said: “We are concerned
about the rising level of dissatisfac-
tion and intention to leave [as this
1s] a huge cost to practices. Nurses
who are already experienced and
skilled in general practice are hard
to replace.”

While satisfaction has decreased
the average hourly rate for a prac-
tice nurse is now $30.61 — an
increase of $7.50 over the past five
years.

Although the rise is well above the
rate of inflation, the survey found
18% of nurses were looking for
work elsewhere — one-quarter of
whom said they wanted to leave gen-
eral practice altogether.

There are more than 6000 prac-
tice nurses in Australia and the num-
bers have increased dramatically over
the past decade. However, both nurs-
ing and medical groups have argued
that much of the work they are doing

Snapshot of survey findings

* 18% of practice nurses are looking for another position
* 69% have suggested to their GP employer the areas in which
they could extend their clinical practice

* 22% have no practice support for further training

is not adequately recognised by Fed-
eral Government funding.

Various attempts have been made
to persuade government to introduce
non-specific Medicare items for prac-
tice nurses, which would allow
greater flexibility over the services
they can provide.

The survey results come at a criti-
cal time for practices, which are brac-
ing themselves for the upcoming new
national occupational nurses’ award
and national receptionists’ award on
1 January. The AMA claimed the
awards would increase wages for
practice staff by up to 12%.

Sarah Dahlenburg, NSW AMA
director of medicolegal and employ-
ment relations, said: “I think for
some medical practices the increase
for the rates will be a big shock.

“The small practices will notice it
and so will the bulk-billing ones,
because they rely on Medicare
rebates, which we all know have not
gone up by 12%,” she said.

* 23% perform clinical procedures for which they have no
formal training
Source: Australian Practice Nurses Association survey
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B Evaluation of chronic
disease management in

<
Keep up o date primary health care

with new Australian
primary health

care research Rigorous evaluation of health care interventions ca n provide the evidence needed to
improve patient outcomes and to inform decisions re garding future initiatives. A
Healthier Future for all Australians emphasises “knowledge-led continuous
Issue 9 improvement, innovation and research” and a “greate r investment in public health,
November 2009 health policy and health services research includin g ongoing evaluation of health
reforms”.t
L Isherwood This RESEARCH ROUNDup follows on from  RESEARCH ROUNDup: Chronic disease
L Kalucy self-management. It covers evaluation research which is being under taken within
Australian primary health care in the field of chro nic disease management (CDM).
What is Evaluation Research? diabetes programs, % mental health care, ° -
incontinence, ° asthma, = heart failure management, '
Evaluation research seeks to determine the quality, coordinated care, 2 multi-disease initiatives,  **'* and
value or importance of something. Within primary he alth chronic disease self-management projects. 1516 These
care, evaluation research can inform decisions abou t evaluations utilised a variety of quantitative and
implementation or continuation of programs, whether qualitative methods: key informant interviews and f ocus
improvements are required within existing programs, groups, questionnaires, program data, and cost
and the effectiveness of policy implementation. estimations. As is necessary for a formative evalua tion,
There are many different types of evaluation resear ch? many studies sought the perspective of the differen t
however the strategic purpose of evaluation is usua Iy stakeholders affected by the intervention (GPs, pro gram
targeted at one of two ends: formative (process) staff, clients, carers).

evaluation or s ummative (outcomes) evaluation.

Formative evaluation  seeks to explore how a particular Lessons from CDM evaluatlon researCh
service or program is working to find potential are as for BARRIERS AND ENABLERS FOR CDM PRACTICE

improvement. To be valuable, formative evaluation

Despite the range of topics, these evaluations iden tified
needs to assess program strengths and weaknesses, . . . .
. P a number of common factors influencing CDM practice in
whether outcomes are being met, and any difficultie S ; o
L . ) . Australian PHC initiatives.
regarding implementation. Summative evaluation seeks
to determine the overall impact or value of an Enabling factors were:
intervention. Rigorous summative evaluation require sa | . . . . 15
) ! strong relationships with local health services
controlled study design so that results can properl y be
attributed to the interventions. ' multidisciplinary care involving nursing and allied
) health **
Evaluation of CDM ! successful collaboration between health providers 712
Evalugtion re-sea-rch in th‘e field Qf chronic disgase hgs | CDM being congruent with clinicians’ values and
been increasing its prominence in health service po licy roles 1618
and interventions. Because evaluation plays such an | = . 7916
important role in expanding the knowledge base abou t +  observed positive patient outcomes
effective CDM, evaluation research should be viewed as ' having a systematic approach to clinical care 8
an integral part of a.n initiatiyg rather than an ad Q—on, 3 | practice accreditation. ~ ®°
with costs factored into the initiative and appropr iate _ _ ' S )
data collected throughout the program. Whilst evide nce Barriers to implementing CDM initiatives included:
of the eﬁgctlvengss of CDM mtervepuons is growin g, | lack of GP engagement due to time constraints 915
research is required about transferring approaches to ) ) o 1
real-world settings and developing programs that I uncertainty regarding CDM program sustainability
promote the engagement of patients, clinicians, and I competing priorities for service delivery 10.16

- LU 4
organisations in primary health care. | lack of awareness of CDM programs 4

Published evaluation studies within journals tend t o] I 316
. . ; s ! workforce shortages
describe evaluations of national or state initiativ es. 21016
However the great majority of evaluation research i n ! additional paperwork. %
health is not published or disseminated widely as m ost
evaluations are conducted on a small-scale on local ly
based services with modest funds. ® This impedes shared
_ ! TO CONTACT PHC R vy
learning about what works, and what doesn’t, amongs t Hoalth
policy makers and health service providers. Web: www.phcris.org.au i . ..
3 , e , PHC RIS Assist: 1800 025 882 Ml Rescarch &
ecent Australian studies within the primary health care . > ’ nformation
Email: phcris@flinders.edu.au Seryice

setting have focused on formative evaluations of

RESEARCHROUNDup: www .phcris.org.au/publications/researchroundup/




SUSTAINABILITY OF CDM INITIATIVES

Evaluations raised some difficulties in the sustain ability
of successful projects. For example, the evaluation ofa
CD treatment program for patients with renal diseas e
and hypertension in remote indigenous communities
highlighted the difficulties of sustaining health b enefits

once the ‘research’ phase of the intervention was
completed and program activities were incorporated into
routine service delivery.  ** To ensure that CDM

interventions are sustained, it is essential to ens ure that
key features of successful interventions are

‘institutionalised’ and incorporated into systems a nd
processes whilst taking account of the needs of spe cific
health services or populations.

Another factor influencing sustainability of CDM is the
engagement of both the participants and the health
professionals providing the intervention. For examp le,
treatment interventions in three different continen ce
projects resulted in increased awareness and intere st
regarding incontinence among health care providers, but
without any increase in the extent to which patient S

sought help. ° This example highlights that local projects
alone may not be able to influence health behavior;
programs may have greater impact when coordinated
with national awareness-raising campaigns.

AN INTEGRATED APPROACH TO CDM

Evaluations of CDM programs have indicated that an
integrated care approach can have beneficial patien t
outcomes, particularly for diabetes, 719 hypertension,
lipid disorders, *° anxiety and depression.  ® Evaluations

19

have questioned the validity of single-condition in centive
programs and recommend the need for a more

integrated approach to CDM in general practice whic his
characterised by care of the whole patient, often w ith
multiple morbidities. ~ #1°

The Restoring Health Program  (RHP), part of the  Hospital

Admission Risk Program in Victoria, demonstrated the

benefits of a multidisciplinary model of care for p atients
with chronic lung disorder, heart failure and diabe tes
across acute and primary care settings. 4 An evaluation

of the program four years after implementation indi cated
that RHP provides an effective multi-disease model for
CDM with improved patient outcomes. This is attribu ted
to the building of relationships between hospital a nd
community healthcare services, effective IT systems ,
staff with disease-specific expertise, and meeting the
needs of the local culturally and linguistically di verse
population.

CDM IN RURAL AND REMOTE AREAS

The needs of individuals with CD in rural and remot e
areas require specific consideration as access to C DM
services may be limited. A national evaluation of ¢ hronic
heart failure management programs across Australia

found that successful programs using a multi-discip linary
approach and focusing on patient education and self -care
management strategies could have a positive impact on
patient outcomes. These programs, however, were

available only in capital or large regional cities. 1
Technology can sometimes assist in overcoming

geographical boundaries in the provision of CDM. Th e
Chronic Health Failure (CHF) Assistance by Telephon e

Study (CHAT) is attempting to assist in developing an
effective management strategy for individuals with
CHF.? Initial evaluations show that health care via
technology is an approach that can be successfully
utilised in the provision of CDM to remote and rura
communities.

Summary

Evaluation research of CDM interventions in primary

health care is a developing field. Further research is
required to ensure that CDM initiatives are engagin g
participants (especially hard-to-reach groups), cli nicians
and healthcare organisations, and are implemented i n
such a way that they are effective and sustainable in
real-world primary health care settings. Adequate

funding is essential for formative and summative

evaluation of all CDM initiatives. Making evaluatio n
findings public through journals or other means is

necessary to build a strong evidence base in this f ield.
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Queensland Government
Queensland Health

10 December 2009
Enquiries to: Dr Steven Donohue
Tropical Population Health Unit,

Townsville
Telephone: 07 47539003
Facsimile: 07 47539001
Email: Steven_donohue@health.gld.gov.au

Dengue 1 outbreak extends in Townsville
Dear Doctor,

After an unrecognised importation from E Timor rieptember, we have had a total 11 confirmed or
probable local cases in 4 suburbs:

Garbutt 6 cases (most recent onset 6 December)

Heatley 3 cases (most recent onset 2 November)

Stuart 1 case (onset 2 Decemheijnked to other cases)
- Wulguru 1 case (onset 6 Decemherlinked to other cases)

This is a serious problem now because infectiveguitss have jumped containment zones in Garbutt
— due to late diagnosis of some earlier casesyaralated cases have emerged in other suburbs with
no known link to earlier generations of transmiassibhis means there have been viraemic cases
moving around that we do not know about.

Dengue cases could now occur anywhere in Townsailtebeyond, and could set us up for an
explosive outbreak once the wet season kicks in.

We can control Dengue only with:

- Immediate notificationof suspectedcases, by fax (attached) or telephone to TPbéifhre PCR
blood testing (Serology is generally too slow for effective longtak control; also, some patients
cannot afford the tests.)

Massive neighbourhood mosquito contrihterior residual insecticides, baited ovitraps,
larviciding, destruction of breeding sites) arolmdwn or suspected cases.

In addition we have ongoing education and enforcgraetivities with council so people can reduce
breeding ofAedes Egyptinosquitos around homes throughout the city. Thisday-biting, container
breeding species.

Time is everythingin dengue control. We need your help to recogaigknotify suspicious cases.
Call me anytime, day or night, if you think you leaw case.

Please see enclos&k notification form andpatient information sheet.Detailed information is at
http://www.health.gld.gov.au/dengue/

Yours faithfully

SR

Dr Steven Donohue

Public Health Medical Officer
Townsville Population Health Unit
Mobile 0409 472 036

Townsville Office Postal Phone Fax 1
242 Walker Street Locked Bag 4016 07 4753 9000 07 4753 9001
Townsville, QLD Townsville QLD 4810



HUMAN SWINE INFLUENZA

Pandemic (H1N1) 2009

COMMUNIQUE FOR ALL QUEENSLAND GPs (#7) 0 4 December 2009
PANDEMIC (H1N1) 2009 VACCINATION PROGRAM * CHILDREN 'S VACCINATION

Reqistration of Panvax! HIN1 for vaccinating childr en
The Therapeutic Goods Administration (TGA) has registered Panvax! HIN1 vaccine for use in children
from 6 months to 9 years of age. The Product Information is available at:
http://www.healthemergency.gov.au/internet/healthemergency/publishing.nsf/Content/kids-vaccine-gna-toc

Vaccine presentation
For children 6 months to 35 months:
() Panvax H1N1 Junior! in a pre-filled syringe (PFS), (which does not contain thiomersal) 0.25 mL per
dose (7.5 "g HA). (NB Panvax! Junior is only for use in children 6 months to 35 months); OR
(i) Panvax HIN1 (multidose vial) 0.25 mL per dose (7.5 "g HA). (NB This is the same vaccine but
different dose currently in use for adults and children over 10 years)

For children 36 months to 9 years
() Panvax! HIN1 (multi-dose vials) 0.5 mL per dose ( 15 "g HA) for use for children 36 months to 9
years. (NB This is the same vaccine currently in use for adults and children over 10 years)

Distribution of pre-filled syringes (PES) for child ren 6 months to 35 months

. The Queensland Health Immunisation Program (QHIP) has pre-allocated Panvax H1N1 Junior! PFS
vaccine orders for vaccine service providers based on usual childhood vaccine order quantities.
If your Practice does not wish to receive Panvax H1N1 Junior! vaccine prior to Ch ristmas, please
notify QHIP urgently by fax 3328-9720. Your practice will then need to order Panvax H1IN1 Junior!
after 04 January 2010.
Following the initial distribution of pre-allocated orders, vaccine service providers will need to order
Panvax H1N1 Junior! as per routine vaccine ordering (r emembering Christmas closure). There will be
no restriction on how frequently orders for Panvax H1N1 (either presentation) can be placed.
The vaccine will not be released for distribution for at least one week following registration. This means
that practices will not begin receiving vaccine until the week beginning 14 December at the earliest. It
will take some days to distribute to all providers across Queensland so providers may not receive
Panvax HIN1 Junior! until the week of 21 December.

Vaccination of children
Dosages of Panvax H1N1 vaccine for children are:

Age Dose Formulation Number of doses

6 months - 0.25ml (7.5"g) |Panvax H1N1 Junior prefilled syringe or |2 doses

35 months Panvax H1IN1 multidose vial at least 4 weeks apart
36 months + 0.5ml (15"g) Panvax HIN1 multidose vial 2 doses

9 years at least 4 weeks apart
10 years and above 0.5ml (15"g) Panvax H1N1 multidose vial 1 dose

Further information will be provided as soon as it becomes available.

Dr Russ Schedlich
State Health Incident Controller
Queensland Health
Queensland
Government
Page 1 of 1 State Population Health Emergency Operations Centre
Date: 04 Dec 09 Registered Document No:CH003236

Authorised by Dr Russ Schedlich, State Health Incident Controller






Need some Inspiration tc

“I am tired all the time .. Being morbidly obese is like
being an alien ...you are peered at, looked at, judged,
laughed at and treated differently Every day that is how it is...
you are constantly confronted with the fact that you are fat”

“It was time to make a change . But the task seemed insur-
mountable. How exactly does a person lose weight and how do
you go from over 170kg down to ‘normal’ weight? And what is
a ‘normal’ weight? How on earth would | ever do it? As | sat
there looking at that newspaper, | wondered what | could
do...”

SO0OK LAUNCH
THIS WEEKEND
5 DECEMBER at

“To me, Castle Hill had always been a huge, unconquer-
able monolith  frowning down on me. The idea of walking to

DOMAIN CENTRAL
TNESS-10:45am
the top was the last thing on my mind and definitely not on my

Duckworth st
list of good ideas. But that day walking up that hill, so proud
and encouraged by all those beautiful women, was one of the
best days of my life. | made it all the way to the top . 1 did
it! And yes, | was smashed afterwards, but you could not have

wiped the smile off my face if you tried.”

ORDER: FREETIPS:



SUSPECTED DENGUE FEVER: CARE AT HOME

WHAT IS DENGUE FEVER?

Your doctor has done blood tests because you may have dengue fever. The dengue mosquito,
Aedes aegypti, carries this virus after biting someone else with dengue. You get sick 3 to 12 days
after being bitten.

WHAT ARE THE SYMPTOMS?

Dengue causes a sudden fever, headaches, tiredness and back, muscle and joint pains. Symptoms
can be mild or severe. You may also get a red rash on your arms, legs and body, nausea and
vomiting, or diarrhoea. Most people get better within a week or two.

WHAT IS THE TREATMENT?

* There is no medicine to speed up recovery from dengue. Rest at home and make sure you get
enough to drink, even if you cannot eat.

* Have someone stay home to look after you.

* Use paracetamol (alone or with codeine) for headaches and pains. Don’t take more than the
recommended dose.

* Do not take aspirin, ibuprofen or other anti-inflammatory drugs because they increase the chance
of bleeding.

WATCH OUT FOR:

Some people with dengue need hospital treatment for complications. Ring or visit your local doctor
if you have:

* unexpected bleeding or bruising

* severe abdominal pain or vomiting

* feeling much worse, unable to drink

* confusion, with restlessness or drowsiness

* collapse or signs of shock: pale, cold, clammy and blotchy skin; weak pulse.

PROTECT YOUR FAMILY AND NEIGHBOURS

If one person has dengue fever, infected mosquitoes near your home could make other people
sick. Dengue mozzies are different to bush or swamp mozzies — they breed in containers and junk
in your yard. They hide in and around the house and bite during the day.

* Kill dengue mosquitos  with surface insecticide. Spray monthly in dark hiding places, behind and
under furniture, in and under the house.

* Stop dengue wrigglers.  Throw out anything that holds water in your yard. Clean out roof gutters.
Spray insecticide in any containers you cannot empty.

* Dengue mosquitoes could get infected after biting y ou. Stay home till you recover so you
don’t spread the disease. Use insect repellent containing DEET or picaridin. Reapply according to
the label, and plug in mozzie zappers inside.

* Let the professionals check and spray  if Queensland Health or your council visit.

* Anyone with dengue symptoms needs testing fast to stop the spread. People who had
dengue confirmed in the past have a higher risk of complications if they catch another strain.

MORE INFORMATION

* Visit www.health.qgld.gov.au/dengue
* Ring the Tropical Population Health Service (Townsville 4753 9000; Cairns: 4050 3600)

Dengue patient info Dec 2009 Tropical Public Health Unit, Townsville
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