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GP project: Process and impact evaluation

Abstract

University of Western Sydney (UWS) was commissioned by the NSW Sexually Transmissible Infections
Programs Unit (STIPU) to evaluate the General Practitioner (GP) Project in collaboration Prof. Usherwood
and Dr Kang. The GP Project aimed to promote the delivery of evidence-based sexual healthcare within
primary care in NSW; this was addressed through the development, promotion, and delivery of nine items
tailored for NSW GPs and practice nurses (PNs). For GPs, the items include a double-sided A4-size STI
Testing Tool; the online STI Resources for General Practice; a Drivetime Radio Medical CD, which included
an interview related to STIs; the Online STI Testing Tool GP Training; an STI Active Learning Module (ALM)
for General Practitioners; three sexual health articles in General Practice periodicals; and the Royal
Australian College of General Practitioners (RACGP) Check booklet. For PNs, items included the Practice
Nurse Postcard on pap smears and chlamydia, and Online STI Practice Nurse Training.
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Glossary!

ACCHS
ACRRM
ACSHM
ACSHP
AH&MRC
AHS
AIDS
ALM
AMS
AMRC
APNA
ASHM
BBI

BBV
CALD
CD

CPD

FPA
FPNSW
GP
GPNSW
HARP
HAV
HBV
HBC

HIV
HNEAHS
HPV
MBS
MSM
NAAT
NGO
NGU
NiGP
NSCCH
NSW STIPU
PCR

PID

PN
RACGP
RACGP QI&CPD
RCNA
SHSOV
SSWAHS
STD

STI
SWAHS
URL
UWS

Aboriginal Community Controlled Health Service
Australian College of Rural and Remote Medicine
Australasian Chapter of Sexual Health Medicine
Australasian College of Sexual Health Physicians
Aboriginal Health & Medical Research Council
Area Health Service

Acquired immune deficiency syndrome

Active learning module

Aboriginal medical service

Aboriginal Medical Research Council

Australian Practice Nurses Association
Australasian Society of HIV Medicine

Blood borne infection

Blood borne virus

Culturally and linguistically diverse

Compact disc

Continuing professional development

Family Planning Association

Family Planning NSW

General practitioner

General Practice NSW

HIV/AIDS and related programs

Hepatitis A virus

Hepatitis B virus

Hepatitis C virus

Human immunodeficiency virus

Hunter New England Area Health Service
Human papilloma virus

Medicare Benefits Scheme

Men who have sex with men

Nucleic Acid Amplification Test
Non-government organisation

Non-gonococcal urethritis

Nursing in General Practice

Northern Sydney Central Coast Health

NSW STI Programs Unit

Polymerase chain reaction

Pelvic inflammatory disease

Practice nurse

Royal Australian College of General Practitioners

Quality improvement & continuing professional development

Royal College of Nursing Australia

Sexual Health Society Of Victoria

Sydney South West Area Health Service

Sexually transmitted disease

Sexually transmissible (or transmitted) infection
Sydney West Area Health Service

Uniform resource locator

University of Western Sydney

1 Plurals in this report are denoted with the suffix, s.




Executive Summary

Background

The University of Western Sydney (UWS) was commissioned by the NSW Sexually
Transmissible Infections Programs Unit (STIPU) to evaluate the General Practitioner (GP)
Project in collaboration Prof. Usherwood and Dr Kang. The GP Project aimed to promote the
delivery of evidence-based sexual healthcare within primary care in NSW; this was addressed
through the development, promotion, and delivery of nine items tailored for NSW GPs and
practice nurses (PNs).

For GPs, the items include a double-sided A4-size STI Testing Tool; the online STI Resources for
General Practice; a Drivetime Radio Medical CD, which included an interview related to STIs; the
Online STI Testing Tool GP Training; an STI Active Learning Module (ALM) for General
Practitioners; three sexual health articles in General Practice periodicals; and the Royal
Australian College of General Practitioners (RACGP) Check booklet. For PNs, items included the
Practice Nurse Postcard on pap smears and chlamydia, and Online STI Practice Nurse Training.

Methods

We evaluated both the process and impact of the GP Project using a mixed- methods approach,
informed by both program logic and realistic evaluation models. We collected and analysed
quantitative and qualitative data including: (a) document analysis; (b) a semi-structured focus
group; (c) closed and open-item surveys; and (d) semi-structured interviews.

The process evaluation consisted of an analysis of project-related documents as well as
consultation with nine members of the GP Project Working Group. The impact of the nine items
was examined through a survey of 26 personnel affiliated with NSW Divisions of General
Practice, 214 NSW GPs, and 217 NSW PNs. These surveys were complemented with interviews
with nine GPs and ten PNs, purposively selected from survey respondents to further explore the
impact of the items on clinical practices and preferred strategies to promote evidence-based
sexual healthcare.

Findings
The findings of our research are reported in response to nine key research questions.

1. Was the methodological development of the resources rigorous?

We investigated the processes used in development of these items through document analysis
and a focus group interview involving members of the NSW STIPU Working Group. To develop a
suite of items, NSW STIPU convened a Working Group recruited on the basis of clinical expertise
in primary care and sexual health; professional affiliations, roles, and networks; capacity to
actively contribute to the Working Group; as well as a passion for and commitment to sexual
health. Group membership also reflected gender and geographic balance. One issue identified by
the Working Group as potentially impacting negatively on the GP Project was a lack of
representation from the Aboriginal Health and Medical Research Council (AHMRC) and the
Australian College of Rural and Remote Medicine (ACRRM). Though both organisations were
invited, neither was able to join the Working Group; however, both were consulted during the
GP Project and members of the Working Group with relevant experience advocated from these
perspectives.

Our research indicated that a generally rigorous approach was used to develop the items,
including use of evidence, access to clinical and educational expertise, reference to other
relevant resources, and careful attention to the user-friendliness of the tools. The endorsement
of the relevant stakeholders was usually sought and provided.




Promotion and delivery of the items were also well planned and comprehensive; however,
when these were contracted to other providers, there was less information available describing
these processes. Marketing included mass and targeted marketing as well as ambassador
marketing. Although the focus group discussion revealed some concerns about the cost and
perceived inefficiency of mass marketing the STI Testing Tool, as revealed in our impact
evaluation, this tool was one of the more effective in the suite of items developed.

According to the Working Group, effective strategies to develop the GP Project included a clear
focus on general practice, inclusion in the Working Group of professional leaders, and the
iterative process of item development, which provided opportunities for the Working Group to
learn as the project progressed.

One limitation of our process evaluation was the relatively poor documentation of decision
making processes in relation to item development. This included detail of how evidence was
sourced and included; how and why certain expertise was sourced; and decisions to incorporate
or not to incorporate feedback. In particular, there was less evidence regarding the
development of online items, perhaps because these were developed secondarily from other
items.

2. Was the content and format of the resources, clear, user-friendly and applicable to the
target clinician and patient groups?

The content and format of the items were highly regarded by the GPs and PNs who used them.
The range of items with differing content, formats, and delivery modes, linked by common
education aims, facilitated their use by GPs and PNs with different professional needs and
interests, different learning styles, and in different circumstances. In particular, the STI Testing
Tool and the Practice Nurse Postcard were highly valued for their content, format, and clinical
usefulness.

3. What was the awareness of the GP Project, its specific resources, and the resource
content?

Although the target groups, GPs and PNs, were not aware of the GP Project as an entity, there
was awareness to a variable extent of individual items. Items that achieved the highest level of
awareness amongst the GPs surveyed were the STI Testing Tool, the sexual health articles in the
medical periodicals, and the Check booklet. When GPs were asked if they had actually used or
read these items, these remained the most accessed items, though all items had been used by at
least some respondents.

Fewer GP respondents were aware of the STI Resources for General Practice website. This is
unfortunate as GPs who did use it reported it to be valuable. Additionally, there was a strong
theme in both survey responses and in the interviews promoting electronic access to clinical
support, GP education, and patient resources. Similarly, the STI ALM for General Practitioners
was not accessed by large numbers of GPs; yet all who did so reported it to have aided their
clinical practice.

Awareness and use of the Practice Nurse Postcard were relatively low. A larger number of PN
respondents were aware of the Online STI Practice Nurse Training, yet few had used it. The
interview data suggested that PNs believed they would have used the Practice Nurse Postcard if
they had been aware of it and remained interested in accessing it or a similar resource.

This evaluation also sought to ascertain awareness about the GP Project within NSW Divisions
of General Practice as they had a substantial role in promoting it. Our findings were influenced




by the apparent departure (since the project was implemented) of many of the staff responsible.
Although the majority of the Division personnel who responded to the survey was aware of the
STI Testing Tool, the Online STI Testing Tool GP Training, and the Practice Nurse Postcard, there
was lesser awareness of the STI ALM for General Practitioners and the Online STI Practice Nurse
Training. It is possible the STI Testing Tool was more heavily promoted by Division than other
items, which may be a factor in its higher impact.

4. How successfully were the GP Project resources promoted and integrated into primary
care?

A strength of the GP Project was the multimodal approach to disseminate sexual health
information. Use of regularly accessed channels of information resulted in items like the sexual
health articles, the Check booklet, the Drivetime Radio Medical CD for STI, and the Online STI
Testing Tool GP Training, being accessed opportunistically during GPs’ routine surveillance of
educational material. Similarly, both PNs and GPs became aware of the items through
attendance at conferences and educational events. This cross promotion of items was also
evident as a means of raising GP awareness of the STI Testing Tool, which was clearly well
promoted to GPs including through Divisions.

GP survey respondents reported the following items as particularly valuable in informing
clinical practice - the STI ALM for General Practitioners, the online STI Resources for General
Practice, the Check booklet, the Online STI Testing Tool GP Training. The interviews suggest that
the STI Testing Tool may have been used initially by some GPs as a learning tool to integrate
new knowledge into their practice after which it was used less often.

Endorsement by professional bodies was noted by GPs to increase their confidence in the items;
similarly, authorship by a reputable organisation and clear referencing verified their reliability.
The incorporation of key screening messages in the RACGP Preventive Health Guidelines was an
outcome of the project perceived by the Working Group to provide ongoing professional
endorsement and promotion in a way that would accord with the expressed GP views.

PN survey respondents suggest the Practice Nurse Postcard was less satisfactorily integrated
into practice due to low awareness. However, interviewed PNs who were aware of this item
reported it was integral to sexual healthcare and was also valued as a means of reinforcing the
PN role. Integration into practice is likely to have been affected by the variety of PN roles within
general practice. If a PN does not have a role in undertaking well women'’s checks, they are less
likely to have taken notice of the Practice Nurse Postcard or integrated it into their practice,
regardless of promotional efforts.

5. What was the participation rate in the training resources? What were the reactions to
the training? Were the learning objectives met? Was the training method appropriate?

Of the three training resources produced in the GP Project, only the Check booklet achieved
more than a fifty percent level of awareness amongst survey respondents, with more than half
of those who were aware of this item also completing the booklet. Just over a quarter of
respondents were aware of the Online STI Testing Tool GP Training and of those, less than a
third used it, while just over ten percent of survey respondents were aware of the STI ALM for
General Practitioners and less than a third of those completed all three modules. Despite this,
those who had used the items largely considered them to be appropriate to their needs, easy to
follow, and clinically useful.

The interviews supported the conclusion that some GPs highly value online training due to the
convenience and case-based approach. For others however, face-to-face training was the




preferred mode of learning. Division personnel recommended an enhanced Division role in
promoting these items including delivery of the STI ALM for General Practitioners.

The STI Testing Tool was an effective training resource according to GP interviewees, who
reported its value in up-skilling themselves and instructing others. Similarly, PNs reported that
the Practice Nurse Postcard was a useful prompt in consultations while integrating the new
learning from reading, conferences, and other training into practice. These findings support
NSW STIPU’s incorporation of such practice support tools into training initiatives as a means of
improving translation of learning into practice.

Approximately half of the PNs surveyed were aware of the Online STI Practice Nurse Training;
however, less than a fifth had completed it. Those who had completed the training found the
item well presented, though likely as a result of the variety of PN roles, fewer than half
continued to use the information in their practice. The interviews suggested PN participation in
the online training was also affected by a perceived lack of support from GPs within their
practice.

Apart from limited awareness of their availability, the most common barriers to accessing those
items that offered training were time pressures and competing training priorities - this was the
case for both PNs and GPs. Findings indicated GPs and PNs are receptive to further sexual
healthcare education. The challenge is to entice them to access training in a setting of competing
education priorities and where many of them are unaware of available resources

6. How were the GP Project resources used?

The items were used for private study, to meet a clinical need within a consultation, and/or for
teaching purposes. Survey respondents reported the STI Testing Tool improved their ability to
raise the topic of STIs with patients and to order appropriate STI tests. It was also considered
useful in guiding the management of STIs within a consultation if the GP had a clinical question,
and was said to be time-saving, convenient, and particularly useful if a GP was managing an
unfamiliar clinical scenario. It was usually accessed online, but some GPs reported keeping a
copy on their desk. The online STI Resources for General Practice improved GP ability to locate
appropriate resources for most respondents accessing this information. The sexual heath
articles, the Check booklet, and the STI Testing Tool had all been used by some respondents to
inform their own practice and to teach GP registrars or other GPs about sexual health.

The Practice Nurse Postcard was reported to inform chlamydia testing and management, and to
improve sexual history taking. It also reported to improve PN confidence and performance
within consultations, affirming the PN role. Some PNs showed the item to patients to explain
why they were completing a sexual health check, thus gaining permission to proceed. The PNs
also found the listed resources useful. There was a tendency to use a hard copy of this tool by
interview participants, though electronic copies were preferred by some. The finding that some
PNs were using the Practice Nurse Postcard as a patient education resource may indicate an
unmet need for such a patient resource.

7. How could the promotion, content and delivery of the resources be improved?

The items appear to have been well promoted to GPs, particularly through well accepted
educational channels and Division promotion. For ongoing use, online access was regarded as
essential. Many GPs were not aware of the online availability of items including the STI Testing
Tool; this represents a key area for improvement.

The PNs generally relied on the Australian Practice Nurses Association (APNA) to advertise and
promote the items, though some indicated they would like increased support from Divisions,




possibly through practice visits. Improved online access, such as through the APNA website, was
also recommended by PN interviewees. This evaluation provided evidence that, as well as
improved promotion of resources and training to PNs, improved promotion of a PN role in
sexual health within general practice was also needed. The strong role of PNs in chronic disease
management was suggested by one PN as a rationale for enhancing PN knowledge and skills in
sexual healthcare; it may also provide a means of promoting the PN role in sexual healthcare
and increasing detection of STIs.

Most Division personnel who responded to the survey were aware of the STI Testing Tool, the
Practice Nurse Postcard, the STI ALM for General Practitioners, and the Online STI Testing Tool
GP Training. Suggestions for improved promotion included the use of a dedicated practice
support officer, increased promotion at continuing professional development (CPD) events and,
for the ALM, Division delivery of training. The reduced awareness of PN items (compared with
the GP items) may indicate an area for improvement in future initiatives.

8. Of those clinic staff who used the resources and/or participated in the training did STI
diagnosis and management practices improve, compared to those who didn’t use them?

According to many GPs and PNs, their capacity to diagnose and manage STIs had improved
following the use of the items. For respondents who completed the STI ALM for General
Practitioners and the Online STI Practice Nurse Training, this included increased confidence in
contact tracing. Improved confidence and performance in STI diagnosis and management as a
result of the PN items was a particularly strong theme in the PN interviews.

9. What factors affected the impact of the resources and training on STI diagnosis and
management practices?

The development and delivery of the items were of a high standard and achieved the project
aim to a great extent. In particular, the expertise and engagement of the Working Group, the
thorough and iterative processes of item development, and the multimodal nature of the items
were key strengths of the GP Project.

Key factors identified in this evaluation as likely to have limited the impacted of these resources
include less thorough promotion of the online items, and limited access by busy GPs and PNs to
what were generally perceived to be effective resources. In addition, uncertainty around the PN
role in sexual healthcare may have limited their awareness and usage of these resources.

Key Lessons and Implications
Key lessons from our evaluation of the GP Project are summarised below:

1. As confirmed by the effectiveness of the GP Project, a range of resources and modes of
delivery is required to meet the varied needs of GPs and PNs in managing sexual health

2. Process evaluation is best planned from the outset of the project to ensure all relevant
information is proactively gathered to inform this aspect of the evaluation

3. Enhanced promotion of the items is likely to improve their impact, particularly because
those that were accessed were reported to be relevant and useful. This particularly applies
to the online STI Resources for General Practice, in light of strong endorsement of online
access to resources and the stated need for ongoing access to updated information. There is
capacity for Divisions, if appropriately supported, to increase their outreach and practice
support in sexual healthcare to PNs and GPs. For PNs, APNA was also recommended as a
conduit for information




Dissemination of sexual health information should continue to occur through existing
forums and resources well utilised by GPs and PNs to enable these clinicians to access
resources and tools as part of their usual continuing professional development activities

Easily accessible online resources are required for busy clinicians. Furthermore, embedding
this material into existing and well used electronic resources and clinical software programs
is likely to enhance accessibility. This applies to management guidelines and consultation
support tools as well as to patient education materials

Tools such as the STI Testing Tool and the Practice Nurse Postcard were particularly useful
in embedding sexual health knowledge into clinical practice following other training.
Information related to contact tracing was requested in future iterations of the STI Testing
Tool

Clinicians preferentially seek current, evidence-based, clearly referenced resources that are
endorsed by professional organisations




Introduction

Chapter 1. Introduction

The UWS was commissioned by the NSW STIPU to evaluate the GP Project in collaboration Prof.
Usherwood and Dr Kang. The GP Project aimed to promote the delivery of evidence-based
sexual healthcare within primary care in NSW - this was addressed through the development,
promotion, and delivery of nine resources tailored for NSW GPs and PNs. The following sections
define the scope of this evaluation, and outline the structure of this report.

Research Aim and Questions
The aim of this project was to evaluate the GP Project, details of which follow. This was
achieved by focusing on the following research questions:

1. Was the methodological development of the resources rigorous?

2. Was the content and format of the resources, clear, user-friendly and applicable to the
target clinician and patient groups?

3. What was the awareness of the GP Project, its specific resources, and the resource
content?

4. How successfully were the GP Project resources promoted and integrated into primary
care?

5. What was the participation rate in the training resources? What were the reactions to
the training? Were the learning objectives met? Was the training method appropriate?

6. How were the GP Project resources used?

7. How could the promotion, content and delivery of the resources be improved?

8. Of those clinic staff who used the resources and/or participated in the training did STI
diagnosis and management practices improve, compared to those who didn’t use them?

9. What factors affected the impact of the resources and training on STI diagnosis and
management practices?

Report Outline

This report is structured as follows. Following this introductory chapter, Chapter 2 describes
the GP Project in further detail. Chapter 3 presents a brief overview of the current state of
knowledge regarding effective professional development activities for clinicians. Chapter 4
describes the research process employed to meet the overarching aim of this project - this
includes a mixed-method process and impact evaluation of the GP Project. Chapter 5 presents
the findings from this extensive research process. Through quantitative and qualitative analysis
of the data, the process involved in the development of the GP Project and its impact on the
target audience are described. This helps to verify the findings through data triangulation
(McMurray, Pace, & Scott, 2004). Finally, Chapter 6 brings the report to conclusion,
summarising the research process, key findings, and key lessons for policymakers, practitioners,
and researchers.




GP Project

Chapter 2. GP Project

The GP Project was developed to enhance evidence-based sexual healthcare within general
practice. More specifically, its objectives were to:

1. Increase GP access to STI information, education and resources
2. Promote their understanding of contact tracing
3. Clarify referral pathways

To meet these objectives, a suite of nine resources was developed for GPs and PNs. A Working
Group? comprised of 21 representatives of the following professional groups was responsible
for the development of these resources:

NSW STIPU

General Practice NSW (GPNSW)

ACRRM

Australasian Society of Human immunodeficiency virus Medicine (ASHM)
Camperdown Sexual Health Service

Gosford Sexual Health Service

Human immunodeficiency virus (HIV)/ Acquired immune deficiency syndrome (AIDS)
and Related Programs (HARP) units

8. Hunter New England Area Health Service (HNEAHS)

9. Newcastle Sexual Health Service

10. Parramatta Sexual Health Service

11. Port Macquarie Health Campus - HIV, Hepatitis C and Sexual Health Clinic
12. Sydney Sexual Health Service

Nk wbh =

Working Group members include managers and clinicians with particular interest in sexual
health. Although demographic information was not available (for instance, current professional
role, years of professional experience, qualifications, disciplinary interests, and professional
networks, among others), the composition of the Working Group suggests the availability of
relevant clinical expertise. There was no information available to account for the selection of
these particular members; however, this was likely to be due to their clinical and/or
pedagogical expertise.

The following section presents an overview of the nine items that constitute the GP Project -
this includes seven resources for GPs and two for PNs.

General Practitioners
1. STI Testing Tool

STI Testing Tool is a double-sided A4 placard that guides sexual health consultations (see Figure
1). This includes the identification of at-risk patients; appropriate screening tests and the
specimens required; appropriate ways to initiate and manage a sexual health consultation; a
guide to documenting a brief sexual history; appropriate ways to broach contact tracing; as well
as referral information.

Z A representative the AHMRC was invited to participate in the initiative; however the organisation was
not represented.




GP Project

STI Testing Tool

Who? Why? Which? How?
Is the patient? would you do an STI test? 5T1 WHAT specimen do you need? WHAT te<t do you order?

First s urine OR
Chlamydia Self-colleceed vaginal swab OR
This populazion Is &t higher risk far Chlamydia Endocervical swab

HBV Consider vacination for HBV & HPY

A sE0ually active young person
ursler 25 years

First pass urine OR
Selt- culleced vagnal swal

oR
& szually active Abariginal Endocervical swab

This papulasian is 2 higher risk for Chiamydia
YOUrK person under 25 years :

* Can 250 bé condected 2 par of the
Medear kem T10

Higod
Consider vaccination for HBY & HPY

First pass urine OR
The patlen has requessed Is, 5o may be a risk. Zelf-collected howsr vaginal swab OR
Ideally, take a sexual history to ascertain: Endocervical swab
al IF ehey fall Ineo one of the groups below Hioad
b Help you decide on siees for specimen codleceion

An (asympLematic) person
of any age requesting
&0 3T1 checkup”

Comsider vaccination for HBV

First pass urine & anal swad NAAT

_ . Theoat swab Gonormhota cullire
A mian whi has sex with men This population group Is & higher risk for Anal swab NAAT
(M3M) Chiamydia, Gonarrhoea, Syohilis, HIV, HAV, HEV HIV Biood HIV Ab
o Syphills £ 14
HAV Ab (total)
Vaccinate for HAV & HBV HELAD

First pass urinc OR
This pepulatin greup Is 3¢ higher sk far s : 03 lower vaginal swab OR Haal
Chlanmydia, Gonorrhosa, Syohills, HIV, HEV S
St aowe for MM s2x workers

VAl
Syphilis £14
HBcAb

Vaccinate for HBV

First pass urine O
Self-coliected lower vaginal swab OR
Enduccrical swab

This pegulation group Is 2t higher risk for
Chlamydia, Gonorrhoea, Syohilis, HIV, HBV and
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2. STI Resources for General Practice

STI Resources for General Practice is an online portal that provides practitioners with ease of
access to STI information (see Figure 2). It includes access to resources in the following domains
via a hyperlink:

STI testing

Fact sheets

Information on testing and contact tracing
NSW campaign resources

Resource kit for GPs on youth sexual health
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GENERAL PRACTICE

STI Testing

GET TESTED

NSWE&HEALTH

Figure 2: STI Resources for General Practice
3. Drivetime Radio Medical CD for STI

The Drivetime Radio Medical CD for STI is an audio resource meeting the standards of the
RACGP quality improvement and continuing professional development (QI&CPD) program
(RACGP, 2010) (see Figure 3). It forms part of the Drivetime Radio Medical program - a regular
audio CD series that is distributed to 21,000 GPs throughout Australia (Home Drivetime Radio,
2012). Hosted by Australian media personality, Dr John D’Arcy, edition #87 is over an hour in
duration and includes a ten-minute interview titled, Getting STIs on the Agenda. In the interview
Dr Chris Bourne, the Unit Head of NSW STIPU and an expert in sexual healthcare, focuses on the
importance of and barriers to STI testing and encourages clinicians to use the STI Testing Tool.
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Figure 3: Drivetime Radio Medical CD for STI

4. Online STI Testing Tool GP Training

Developed and distributed by ThinkGP, a provider of online education to GPs and other
healthcare providers, the aim of the Online STI Testing Tool GP Training is to improve GP
confidence in STI testing (see Figure 4). The interactive course, which takes approximately sixty
minutes to complete, includes seven clinical cases offering participants an opportunity to apply
their skills and knowledge. These abilities are tested through the completion of questions after

each clinical case, answers for which are also provided.

@) thinkGP
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Figure 4: Online STI Testing Tool GP Training
Following course completion, participants are expected to have the ability to:

o Identify at-risk populations for STIs

v oAEs v
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Diagnose and manage STIs

Confidently engage patients in sexual health consultations
Confidently engage patients in safe sex consultations
Ensure patient safety by providing accurate and current information

5. Face-to-Face Active Learning Module: Sex.. Need a Hand? STI Management for

General Practice

Delivered in partnership with ASHM, the face-to-face ALM was developed to increase clinician
confidence in sexual health consultations (see Figure 5). This was addressed by assembling
three interactive educational modules to improve knowledge of, and clinical skills in STI
management. Each 2 hour module has a particular focus and builds on the preceding module
(see Table 1). Although participants are awarded four CPD points for completing one module,
forty CPD points are awarded following completion of all three modules.

STl Active Learning Module
For General Practitioners

Date  Saturday25 June2011
nue

ihe HIV, Virsd sl Health Workforce

2414 CnY RO,

Time  8.30am-4.30pm
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Programs (HARP) Unit, NSW Health S
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© Maduio 2 - Warking with Prcrity
Papulmicrz.
© Madula 3 - Contact Tracing

Presenter:

Reglst

Friday 10 June 201
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Wt

=
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T0282040715
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Figure 5: Face-to-Face ALM: Sex... Need a Hand? STI Management for General Practice

Table 1: ALM Objectives

By the end of this session participants should:

Module 1: Basic STI information °

Module 2: Priority populations

Module 3: Contact tracing

Be able to diagnose and treat common STIs

Be able to take a brief sexual history and feel
comfortable about it

Be able to fit this into routine GP work

Have increased knowledge in STI management with an
aim to increase STI testing

Be able to identify at-risk patient groups

Be able to identify all young adults as needing STI
testing

Have increased ability to communicate and negotiate
STI testing and treatment, safe sex, and condom use,
efficiently

Be able to ensure patient safety by providing accurate
and current information to support STI management
Understand contact tracing

Know the legal requirements when there is an STI

Feel confident to initiate patient discussion on contact
tracing




GP Project

By the end of this session participants should:

e Be confident to support patients to disclose to their
partner(s)

e Ensure patient safety by knowing where to obtain
further help with contact tracing

Premised on adult learning principles and research evidence related to continuing medical
education for GPs (Cantillon & Jones, 1999; Shuval et al., 2007), the modules include formal
presentations and interactive learning activities - namely, case studies, role-plays, and
participant discussion. The ALM has a very strong case study orientation - it makes extensive
use of explanatory case studies to reinforce participant understanding of key concepts and
provides participants the opportunity to practice and refine their skill-set.

The ALM is delivered by sexual health specialists who have experience in the delivery of
training programs. Trainers are guided by comprehensive guidelines, which include information
on predisposing activities; learning styles, with particular reference to their advantages and
disadvantages; adult learning principles; behaviour change, particularly among GPs; conducting
role-plays; as well as the provision of feedback to participants.

6. Sexual Health Articles in the Australian Doctor and Medical Observer

In 2009, two articles were published in the publication, Australian Doctor, and in 2010, one
article was published in the publication, Medical Observer (see Figure 6). Each aimed to promote
sexual healthcare among GPs through the provision of information in credible periodicals that
are tailored to, and accessed by the target audience. Furthermore, they were authored by
credible peers, both of whom were members of the Working Group. Readers could earn two
CPD points by completing an online quiz after reading the article titled, Screening for sexually
transmitted infections - however, it is unclear whether CPD points were associated with the
remaining two articles.

HowtoTreat | HowtoTreat ‘ _ -
— T et | T fnside Sexually transmitted e
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MANAGING SEXUALLY
TRANSMITTED INFECTIONS

Figure 6: Sexual Health Articles
7. Check: Sexually Transmissible Infections

The Check booklet on STIs was developed in collaboration with the RACGP QI&CPD program
(RACGP, 2010) (see Figure 7). Check is an independent learning program published monthly by
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the RACGP on different health topics. It aims to increase GP confidence in the delivery of sexual
healthcare, with particular reference to:

Taking a sexual history

STI testing

Dealing with feelings of discomfort around sex
STI screening

Contact tracing

Cultural sensitivities

The booklet includes seven clinical cases accompanied by questions and answers to enhance the
learning experience. The booklet concludes with additional GP resources, including references
to clinical resources and guidelines; patient information; and contact details for additional
services.

Figure 7: Check Booklet

Practice Nurses
8. Practice Nurse Postcard

The Practice Nurse Postcard was designed to promote the delivery of evidence-based sexual
healthcare among PNs undertaking a preventative women'’s health check, including a pap smear
(see Figure 8). This double-sided A4 placard provides: information on the preventative women'’s
health check, including medical benefits scheme (MBS) item numbers; prompts to document a
brief sexual history; information to support the management of chlamydia with information on
priority populations, screening tests, treatment and prevention; and contact details for further
resources and the SexualHealth Infoline.
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Figure 8: Practice Nurse Postcard
9. Online STI Practice Nurse Training

Developed in collaboration with both ASHM and APNA, the Online STI Practice Nurse Training is
an interactive course offered by APNA that aims to increase evidence-based sexual healthcare
among PNs (see Figure 9). More specifically, the training focuses on understanding and
managing STIs, blood borne viruses (BBVs), HIV, as well as viral hepatitis (see Table 2). This
information is conveyed and reinforced via text, illustrations, graphs, charts, clinical cases, and
hyperlinks to additional resources, including academic journal articles and websites.

p % Wow | Owhow Wy Wepd dmppon My Timinng  Amusvsmenis kb Accoun

My Training

Welcome

Welcome to the course ‘Sexually Transmissible Infections and Blood Borme Viruses'

—

This course has been developed fo provide practice nurses
sexually transmissible infections (STls) and blood borne vil

Figure 9: Online STI Practice Nurse Training

Table 2: Online STI Practice Nurse Training Content

Section Content

Brief epidemiology of STIs and BBVs
Relevance of epidemiology to clinical practice
Priority populations for testing and treatment
Sexual health

Taking a brief sexual history

Significance of contact tracing

1. Riskassessment and taking a sexual history
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Section Content

Update on bacterial and viral STIs
Current STI knowledge
Appropriate diagnostic tests
Managing STIs

Interpretation of test results
Contact tracing

Hepatitis B virus (HBV)

Hepatitis C virus (HCV)

HIV

2. Sexually transmissible infections (bacterial)
3. STIs (viral and other)

4. BBVs

The course, which takes approximately ninety minutes to complete, is free for NSW participants
and available at a nominal fee to those outside NSW. While completing the course, participants
can take pause and resume the course at a later time. At the end of each section, participants are
presented with a summary of the section to reinforce key lessons.

Following course completion, participants are expected to have the ability to:

Explain the relevance of epidemiology to clinical practice and locate local data
Define the purpose and two methods of contact tracing

Document brief sexual history

Engage patients in safe sex consultations

Identify appropriate diagnostic tests for common STIs and BBVs

These abilities are assessed through the completion of an assessment task comprised of twenty
true-or-false items.
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Chapter 3. Review of the Literature

Optimising clinician-use of evidence-based practice represents a significant challenge within
healthcare services (D. Davis et al.,, 2003) - this includes primary care services. One of the key
issues within primary care is to effectively and efficiently translate evidence from empirical
research into patient care (Harrison, Dowswell, Wright, & Russell, 2010; Johnston & White,
2010; Kostopoulou, 2010; O'Donnell, 2004). Although research focused solely on primary care is
limited, research suggests that clinician use of evidence-based practice is problematic
(Bhattacharyya, Reeves, Garfinkel, & Zwarenstein, 2006; Grol & Grimshaw, 1999 ). For instance,
thirty to forty percent of patients do not receive treatment in accordance with research
evidence and twenty percent receive treatment that may be harmful (Grol, 2001; Schuster,
McGlynn, & Brook, 1998). There are a myriad of reasons that contribute to this (Baker et al.,
2010; Straus, Tetroe, & Graham, 2009); although it is not the purpose of this report to explicate
these, research by Bowden and colleagues (2008) is noteworthy given its relevance to this
scope of this evaluation. Following a cluster randomised controlled trial on chlamydia screening
in general practice, the authors concluded that limited time, limited clinician understanding of
associated benefits, and clinician concern about broaching sexual health with patients hindered
clinician capacity to deliver evidence-based sexual healthcare. The limited use of evidence-
based practice has significant consequences for patients, their communities, and the public
purse (Straus, et al., 2009). This is largely because evidence-based practice is said to enhance
quality patient care and optimise the allocation of limited resources (Dadich, 2010a, 2010b;
DiClemente, Milhausen, McDermott Sales, Salazar, & Crosby, 2005).

The translation of evidence-based practice into clinical care is a complex, dynamic, and evolving
process (Greenhalgh, Robert, Macfarlane, Bate, & Kyriakidou, 2004). To facilitate this process
effectively and efficiently, international scholars have called for innovative methods (Flodgren
et al., 2010), lessons for which might be garnered from extant research. For instance, a
comprehensive review of extant literature suggests that most methods to help clinicians and
practitioners to adopt evidence-based practices have the capacity to effect change - however,
robust evidence of their effectiveness (and methods of action) is lacking (Dadich, 2010a). The
review concluded that change is possible in the knowledge and skill-base of professionals and to
a lesser extent, patient health outcomes. Methods of disseminating research evidence to
enhance evidence-based practice that hold promise include:

Educational interventions

Electronic methods

The leadership of credible and skilled colleagues
Feedback mechanisms

Discussion-based methods

Financial incentives

Guidelines

Portfolios

Simulations

Visits by a trained individual to health professionals

While the evidence for effective methods remains inconclusive, it does not suggest that
particular methods should be discontinued (Parkes, Hyde, Deeks, & Milne, 2001). Rather, there
are ‘no “magic bullets” for improving the quality of health care’ (Oxman, Thomson, Davis, &
Haynes, 1995, p. 1423). Bridging the divide between evidence-based practice and patient care
appears to require a multimodal approach. This position has been endorsed by a number of
authors, including Oxman and colleagues who offered the following illustrative description:

It is helpful to draw an analogy between trials of interventions to
improve the performance of health care professionals and drug trials.
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There are (arguably) no wonder drugs; often several medications are
needed, along with lifestyle or environmental changes, to effect
clinically important changes in health status. It is the same with the
alteration of health professional performance: many interventions have
modest or negligible practical effects when used alone. However, when
coupled with other strategies the effects may be cumulative and
significant (p. 1427).

Similarly, Grol and Grimshaw (2003) concluded, ‘Different types of changes seem to need
discrete types of interventions... research so far shows that none of the approaches is superior
for all changes in all situations; we probably need them all’ (pp. 1227-1229). Therefore,
different methods are likely to be required for different purposes (including the target audience
of the intervention). This view has been captured by Grol (2002) who has tabulated appropriate
strategies according to developmental need.

In addition to the importance of multiple methods, the aforesaid review suggests that effective
interventions that facilitate knowledge transfer are likely to (Dadich, 2010a):

Assess and address the needs of the target group

Be well-planned

Be intensive

Encourage active participation among the target group

Be relevant to the clinical context

Provide opportunities for ongoing professional development

Without a careful consideration of these lessons, the time, effort and resources used to identify
and present evidence-based practice is likely to be in vain (D. A. Davis & Taylor-Vaisey, 1997).
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Chapter 4. Methodology

This evaluation was informed by both the program logic model (Cooksy, Gill, & Kelly, 2001;
McCawley, 1997; Wright & Ross, 2001) and realistic evaluation (Pawson & Tilley, 1997). The
program logic model distinguishes five connected components of a program, initiative or project
- namely, inputs, activities, outputs, outcomes, and impact (Hanley, 2010). When examining the
relationship between them, realistic evaluation helps to ascertain ‘what works, why it works,
under what circumstances and for whom’ (Muir et al., 2008, p. 3). Within this evaluation, the
program logic model served to identify key elements of the GP Project and convey the
relationship between these elements; realistic evaluation guided the critical examination of
these relationships - this included the use of ‘multiple methods and multiple data sources in the
light of opportunity and need’ (Pawson & Tilley, 2001, p. 323), and deciphering ‘which
mechanisms are relevant to produce optimum outcomes by context’.

Using a mixed methods research design, methods to collect quantitative and/or qualitative data
included: (a) closed and open-item surveys, (b) semi-structured interviews, (c) a semi-
structured focus group, and (d) document analysis. The surveys, interviews and focus group
were used to consult with all key stakeholders - namely, relevant personnel of NSW STIPU;
members of the Working Group; NSW Divisions of General Practice; as well as GPs and PNs
affiliated with the Divisions. Appendix 1 presents the application of these methods to evaluate
the process and impact of the nine items within the GP Project. The mixed methods design
provided a basis for triangulation and allowed the items to be examined and conceptualised in
different ways (Johnson & Onwuegbuzie, 2004). Although the process and impact evaluations
were interrelated, they are presented separately for clarity.

Process Evaluation

Data Collection

A process evaluation was conducted to determine the procedures and decisions that shaped the
development and implementation of the GP Project. This involved two complementary research
methods - namely:

1. An analysis of over 350 project-related documents, including:
a. The GP Project Workplan, and various iterations during its development
b. Information pertaining to the Working Group, including:
i. Terms of reference and membership
ii. Minutes of meetings
iii. Situational analysis of STI management in the general practice
iv. Notes from brainstorming sessions
v. Presentations delivered to the Group
c. Comparable resources
d. Evidence used to inform the development of the GP Project
e. Information pertaining to each of the nine GP Project items, including:
i. Drafted versions
ii. Feedback received from Working Group members
iii. Feedback obtained through piloting

iv. Correspondence to and from professional bodies regarding
endorsement, including:
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1. Australasian Chapter of Sexual Health Medicine (ACSHM)
2. Australasian College of Sexual Health Physicians (ACSHP)
3. ACRRM

4. GPNSW

5. RACGP

v. Promotional material tailored to different audiences

These documents were provided by NSW STIPU. Although most were in electronic form,
some were received in paper-form. All were analysed prior to the focus group to identify
gaps and inconsistencies, which were then discussed with focus group participants.

2. A focus group with self-selected members of the Working Group

All 21 members of the Working Group were invited to participate in a focus group to
discuss the development, promotion, and delivery of the GP Project items (see Appendix
2). This invitation was initially extended during the course of monthly meetings with the
Steering Committee and then via email to those who had expressed interest. Held at
NSW STIPU, the focus group was co-facilitated by two members of the research team
and transpired for approximately ninety minutes. To optimise participation, the focus
group involved:

0 Participants who were physically present (n=4)

0 Participants who contributed to the discussion via teleconference (n=4)

0 A participant who provided a written contribution after the focus group was
facilitated, given their limited availability (n=1)

With consent of those present, the discussion was documented and digitally recorded
for transcription. Notes were then prepared by both facilitators and analysed in
conjunction with the transcript and the written contribution from one of the
participants. Participants were not offered recompense for their contribution to this
project.

These two methods were used to optimise the comprehensiveness of the material collected for
the process evaluation (Robson, 2002).

Data Analysis

Document Analysis

The content of the documents was systematically examined to satisfy five key questions, two of
which were segmented further for greater specificity (see Table 3). This process was aided by
categorising document content accordingly.
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Table 3: Document Analysis

Research Questions

Criteria

1. How rigorous was the methodological
development?
a. Wasitinformed by research evidence? Reference to clinical guidelines and/or
Reference to relevant publications
b. Was it informed by clinical expertise? Reference to clinical guidelines and/or
Incorporation of feedback from Working
Group members and/or
Evidence of consultation with experts in
this field
c. Was it informed by relevant resources? Comparability to relevant resources
2. How was the user-friendliness of the Incorporation of feedback from Working
content and format determined? Group members and/or
Evidence of piloting and/or
Evidence of consultation with experts in
this field
3. Which professional bodies endorsed the Endorsement letters and/or
item? Inclusion of logo of professional body
4. How was the item promoted? Evidence of promotional strategies
5. How was the item delivered?

a. What were the modes of delivery?
b. Was the necessary technical assistance
provided?

Evidence of delivery methods
Provision of administrative assistance
and/or

e Provision of materials and/or
e Provision of personnel support

The chapter titled, Results presents findings from this process, which are summarised in Table
4,

Focus Group

Using an iterative process (Creswell, 1998), a member of the research team independently
analysed and interpreted the transcription of the audio-recording - this was complemented by a
review of the notes recorded by the two facilitators of the focus group. Guided by the scope and
purpose of the focus group, this involved repeated exposure to the research material
(Pomerantz & Fehr, 1997) to generate, develop and revise categories (Berg, 2001). The
researcher then compared and contrasted constructed themes and synthesised interpretations.

Through the analytic phase of the project, the data were found to cluster around a number of
core themes, as the participants described their perceptions and constructed their own
meanings of situations during the focus group. Using a reflective, iterative process, theme
content was then interrogated to explore relationships between and within the themes. The
process enabled the researcher to engage in a systematic method of analysis using an eclectic
process, whilst remaining open to alternative explanations for the findings (Creswell, 1998).

Impact Evaluation

Data Collection

An impact evaluation was conducted to determine the degree of influence of the GP Project on
three cohorts: Project Officers affiliated with the NSW Divisions of General Practice whose brief
includes the promotion of sexual healthcare, as well as GPs and PNs affiliated with these
Divisions. This involved two complementary research methods - namely:
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1. Online surveys

a.

Project Officers

The Chief Executive Officer of each Division was informed of the project and
evidence of support from GPNSW was provided. Following this, the Project
Officer was invited to participate in the project. This involved the completion of
an anonymous and a confidential online survey, which included both closed and
open-ended items (see Appendix 3). When a Project Officer who was familiar
with the GP Project was not available, the Chief Executive Officer was invited
suggest an alternative respondent. In addition to demographic information,
survey questions pertained to items within the GP Project that respondents were
likely to be familiar with (given the promotion strategy used for each of the nine
items) - these included:

i. STI Testing Tool
ii. Online STI Testing Tool GP Training
iii. Face-to-Face ALM: Sex... Need a Hand? STI Management for General
Practice
iv. Practice Nurse Postcard
v. Online STI Practice Nurse Training

The purpose of the survey was to determine the degree of awareness of these
items among respondents; promotional efforts by the Division; perceived
importance of the items; and perceived capacity to promote sexual healthcare.
Respondents were not offered recompense for their contribution to this project.
Data were collected for five months (August 2011 to January 2012).

General Practitioners and Practice Nurses

Target samples of 250 GPs and 125 PNs were planned to be recruited via the
Divisions. Informed by information on the primary care workforce in NSW
(AIHW, 2011; Carne, Moretti, Smith, & Bywood, 2011), these figures were
determined by assuming a response rate of 20 to 30 percent - as such, surveying
1,000 GPs was assumed to result in approximately 250 completed surveys and
thus provide a 95 percent confidence interval with percentage estimates of
approximately +/- 6 percentage points. Similarly, surveying 500 PNs was
assumed to result in approximately 125 completed surveys and thus provide a
95 percent confidence interval with percentage estimates of approximately +/-
8.8 percentage points.

Due to recruitment difficulties, recruitment occurred in two stages; for clarity,
these are described and justified as follows:

i. Purposive sampling

Thirteen of the 33 Divisions were purposively selected based on two
criteria - namely, geography and the inclusion of Aboriginal Medical
Services within the Division. Purposive sampling was used to optimise
geographical diversity among respondents, and the representation of the
clinicians who work with Aboriginal and Torres Strait Islander patients.
Geographical representation was determined by classifying all Divisions
into one of three categories according to their Remoteness Area (RA)
classification - namely, RA 1&2 (which includes both major cities and
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ii.

inner regional areas), RA 3&4 (which includes both outer regional and
remote areas) and RA 5 (which includes very remote areas). The
inclusion of an Aboriginal Medical Service was determined by data
collated by GPNSW.

Project Officers from the selected 13 Divisions were invited to assist with
recruitment; this involved including information about the project in an
email to members, in the weekly Fax-Out, on the Division’s website, in
the Division’s newsletter, and/or within continuing professional
development sessions; Project Officers were provided with project briefs
to aid this process.

Due to limited response rates, a member of the research team who is
known to some Divisions telephoned some of the CEOs to elicit
additional support. Although this helped to increase response rates
within these Divisions, the response rate continued to be less than ideal
for a continued period (three months). For this reason, the recruitment
method was revised as follows.

Population-based approach

1. Project Officers from the remaining 20 Divisions were invited to
assist with the recruitment of GPs and PNs affiliated with the
Division, as per the aforesaid methods

2. GPNSW was invited to assist with the recruitment of GPs and PNs
by including project information in regular circulars that are
distributed to NSW Divisions of General Practice

3. ThinkGP was invited to assist with the recruitment of GPs and
PNs in NSW by including project information in its regular
circulars that are distributed to members

Collectively, these methods increased the response rate — however, it is
not possible to determine which was most (or least) effective, as an
independent strategy.

Via these channels, GPs and PNs were invited to complete an anonymous
and a confidential online survey, which included both closed and open-
ended items (see Appendix 3). In addition to demographic information,
the items pertained to all nine items within the GP Project. The purpose
of the survey was to determine the degree of awareness of these items
among GPs and PNs; use of the items; impact on clinical practice;
perceived value of the items; perceived capacity to promote sexual
health; and preferred learning styles. In recognition of their contribution
to this project, respondents were offered hard copies of the Australasian
contact tracing manual (ASHM, 2010), the STI contact tracing tool for
general practice (NSW STIPU, 2011), and HIV, viral hepatitis and STIs: A
guide for primary care (Bradford et al, 2008) - 65.4 percent of GP
respondents and 67.7 percent of PN respondents requested these
resources. Data were collected for five months (August 2011 to January
2012).
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2. Interviews with General Practitioners and Practice Nurses

At the completion of the online survey, GPs and PNs were invited to participate in a
semi-structured, confidential interview to further explore the impact of the GP Project
on clinical practice. More specifically, questions clustered around the following themes
(see Appendix 4):

Use of the GP Project items

Reasons for use and non-use

Perceived value

Influence on clinical practice

Training needs and preferred learning styles
Suggestions to improve the GP Project items

Of the survey respondents, 24.8 percent of GPs and 30.4 percent of PNs accepted the
invitation to be interviewed. Informed by the demographic information collected via the
survey, interviewees were selected to optimise diversity based on gender, age, years of
clinical experience, Division affiliation, patient-base, and awareness of GP Project items.

Selected survey respondents were contacted and an interview time was scheduled. To
optimise participant convenience, and for geographical reasons, interviews were
conducted by telephone - this was particularly because of their limited availability. Prior
to the interview, detailed project information was forwarded to each participant - so too
was a consent form, which participants were asked to complete and return.

Each interview commenced with a reiteration of project details, with particular
reference to its purpose, the way data would be managed and used, as well as the
anonymity and confidentiality of project participants. Participants were also reminded
that they could revoke consent at anytime without reason or consequence.

Initial interviews (n=5) were conducted by two members of the research team; this
helped to ensure the suitability and clarity of the interview schedule. No revisions were
made to the interview schedule. The remaining interviews (n=14) were conducted by
one researcher.

Interviews transpired for approximately 60 minutes. At the consent of the interviewees,
the interviews were documented and digitally recorded for transcription. Notes were
then prepared by the interviewer(s) and analysed in conjunction with the transcript. In
accordance with conventional practices of NSW STIPU, interviewees were offered
monetary recompense for their contribution to this project.

Interviews continued until data saturation (Coyne, 1997; Sandelowski, 1995) - this is in
accordance with Marshall (1996) who advises, ‘An appropriate sample size for a
qualitative study is one that adequately answers the research question... this requires a
flexible research design and an iterative, cyclical approach to sampling, data collection,
analysis and interpretation’ (p. 523). As such, sample size was determined by the
analysis and the capacity of this analysis to unpack the phenomena under investigation
(Patton, 1990).

These two methods were used to optimise the comprehensiveness of the material collected for
the impact evaluation (Vaessen, 2010).
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Data Analysis
Surveys

Data collected through the closed-item responses of the three online surveys were cleaned.
Descriptive statistics were then calculated using only valid responses - this includes the
calculation of percentages and means.

Akin to first-level coding (Schreiber & Noerager Stern, 2001), responses to each open-ended
item were initially reviewed to identify key elements and concepts. Following this, elements and
concepts were distilled into constructed themes, akin to axial coding (Charmaz, 2006).

Interviews

Using an iterative process (Creswell, 1998), four members of the research team independently
analysed and interpreted the transcription of the audio-recordings. Guided by the scope and
purpose of the interviews, this involved repeated exposure to the audio-files and the
transcriptions (Pomerantz & Fehr, 1997) to generate, develop and revise categories (Berg,
2001). One member of the research team then compared and contrasted constructed themes
and synthesised the interpretations generated by the four researchers.

Ethics Approval

This project was designed and conducted in accordance with the national statement on ethical
conduct in human research (NHMRC ARC & AVCC, 2007). It was approved by the University of
Western Sydney Human Research Ethics Committee in May 2010 (approval number H8886).

The researchers implemented a number of ethical safeguards. These include the use of an arms-
length approach to identify potential participants; voluntary recruitment; informed consent;
and opportunities to revoke consent at anytime. Furthermore, the researchers respected the
confidentiality and privacy of all research participants.
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Chapter 5. Results

Process Evaluation
Document Analysis3

1. STI Testing Tool
a. Methodological Rigour

An assessment of the documents provided suggests the development of the tool was rigorous.
This was verified by minutes from Working Group meetings; drafted versions of the item;
documented feedback from Working Group members; and correspondence to and from
professional bodies. Detail is presented in following sections.

Research Evidence

The STI Testing Tool was premised on the Clinical guidelines for the management of sexually
transmissible infections among priority populations (ACSHM, 2004). This is verified by its
reference in the tool (Draft 4.pdf) as well as correspondence to ACSHM seeking endorsement. It
is not clear from the document review however, exactly how these guidelines were used to
guide the development of the tool.

A review of the documents indicates that the use of these guidelines was beneficial for two key
reasons. First, it helped to ensure the accuracy of the tool, and second, it helped to enhance the
perceived value of the tool among the target audience.

Clinical Expertise

Clinical expertise to develop the tool was primarily, if not solely sourced from the Working
Group. This was aptly demonstrated by the various iterations that were circulated for comment
with the tool clearly shaped by the recommendations offered by the Working Group. The extent
of the revisions made suggests the Working Group was actively involved in its development and
members were satisfied with the progress.

Despite documented evidence of the comments offered by the Working Group and their
incorporation into the tool, there is no information to explain the rationale for particular
developments. For instance, although the sections pertaining to Brief Sexual History and
Contact Tracing were modified from drafts one to four, reasons for the iterations were not
available. Furthermore, there is no information on the comments that were not incorporated,
nor the justification for this.

Relevant Resources

A review of the documents provided suggests that one existing resource was considered by the
Working Group when developing the STI Testing Tool — namely, the NSCCAHS chlamydia tool.
The current format of the STI Testing Test - namely, its inclusion of the decision aide, suggests it

was shaped by this resource.

b. User-Friendliness

3 Further evidence to verify the findings presented in this section is available on request.
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The user-friendliness of the tool was a central tenet during its development. Consideration of
the accessibility of clinical guidelines for the target audience featured strongly in early Working
Group discussions.

The importance of user-friendliness is aptly demonstrated by efforts to actively consult with the
target audience. The Working Group canvassed views throughout the state to determine the
tool’s capacity to translate evidence-based practice into clinical sexual healthcare. This was
achieved by consulting two cohorts of GPs and nurses - those who are knowledgeable in
evidence-based sexual healthcare, and those who are relatively less knowledgeable.

During the first stage, primary care clinicians affiliated with Family Planning NSW (FPNSW)
were invited to pilot-test the tool and comment on its usability, efficiency, and elegance.
Although not documented, the involvement of these clinicians might partly be due to their
expertise in sexual healthcare; furthermore, FPNSW has five clinics throughout NSW.

Responses from the six participating clinicians suggest the tool was perceived to be convenient
and practical, providing key information expediently in clinical practice (see Appendix 5, Table
24). However, some of the respondents were not familiar with the abbreviations noted on the
tool - this might partly account for the explanatory notes within the final version. It is not
possible to determine whether or how all feedback was addressed as the tool circulated to
participating clinicians was not provided. Despite this, discussions within the Working Group
suggest that user-friendliness was pivotal, and as such, most, if not all comments received were
duly considered.

The second stage involved canvassing the views of primary care clinicians beyond FPNSW. To
optimise diversity, clinicians were recruited via ‘FPA, Went West Divisions, Greater Southern
Divisions, AHMRC and North Coast Divisions’ (Minutes, 8 Feb. 2008.doc). However, reasons for
this selection were not documented, nor were the recruitment processes. Following these
efforts, 39 clinicians were invited focus test the tool and review its usefulness, clarity, and
intention to use the tool (see Figure 10).

n i
PROGRAMS UNIT

[ FOCUS TEST QUESTIONS FOR STI TOOL J
1. Doss the STI tool provide additional useful content to your practice 7
Oves  Oso

2. Wil the size of the tool 44 1 sager) be sasy ta pick up and store an your desk In your
surgery?

Ores Orea 1f Mo, suggest improvemnent

3. How readable is the tool?

4. Doss the flow of STI testing tool wark 7
[mi Ora If Np, suggest improvement

5. Dud yau find the information an the tool easy to follow and understand?

. What worked well for you?
W, What didn't you understand would like changed?

&, Is the contact tracing infarmation useful?

Ores Ona 1 Mo, suggest |

7. Have you ever used the Sexual health Information Line (SHIL) 1500 451 624 service
bafore?

8. Da yau think you will use the SHIL?
[m[ [m

9, Do yau think you will use the STI Testing tool!
e 0 wa

30, Are thers any errors or is there anything missing that you would Wke added?

21.1s there someane else yau know that we could ask ta raview this teal?

Name: Cantac I

Figure 10: STI Testing Tool: Focus Test Questions (Questions.pdf)

Results suggest that the respondents were generally content with the version of the tool they
were provided (Responses.xls). More specifically, 82 to 85 percent were satisfied with the

-21-



Results

content, size, and the flow of the information - furthermore, 70 percent intended to use the tool
during the course of clinical practice. Many participants considered the justifications for testing
useful as were the suggestions as to how to initiate a sexual health consultation. Respondents
however suggested improvements in relation to both content and format.

It is not possible to determine whether or how all of this feedback was addressed. This is
because the tool circulated to participating clinicians was not provided; furthermore, the
revision process was not documented. However, the final version of the STI Testing Tool would
suggest that some of the comments were incorporated. This is verified by the addition of
gonorrhoea testing for Indigenous patients and the inclusion of explanatory notes for the
abbreviations.

c. Endorsements

The tool was endorsed by ACRRM, ACSHM and the RACGP. Although the endorsement of
GPNSW was sought, the outcome of this request was not documented. Prior to endorsement,
ACRRM and the RACGP recommended modifications. It is not possible to determine whether or
how all of this feedback was addressed, as the item submitted to these professional bodies was
not provided. However, the final version of the STI Testing Tool would suggest that some of the
comments were incorporated - notably, the addition of gonorrhoea testing for priority
populations, and the reference to polymerase chain reaction (PCR) testing (see Figure 11).

STI Testing Tool
Who? Why? How?

I the patient? would you do an STI test? WHAT specimen do you need? WHAT test do you onder?

This papulasicn & 3 higher rick for Chlamydia

ander 25 years

This papulasicn & 2 higher risk for Chlamydia
=) san o
Medcar lwm 113

Endocenical swa

o0d
Cansader vaccination for HBY & HPY

The pusient has rogated b, $0 may be at risk,
Inealy, ke 3 senasl hissory b0 Sucereain:

201§ they Fall inen oee of the groups below

) Melp you decide on sives for specimen collection

This populasion growp B 2t higher risk for
Chismydia, Gonoerhoea, Syshills, HIV, HAY, HEV

This populasion groep B 2t higher risk for
Chiamydta, Gonoerhoea, Syshills, HIV, HEV
See abowe for WEM sex wariers

‘This populasion group Is at higher risk for
Chlamydia, Gonoerhiosa, Syphills, HIV, HBV and
WLV

LT T per [rpre e ey p——
rfecing o

A = e & WEV = Hegaties C
1Y Hrpatien B PV = Hasrun Pugiioess Vi

Figure 11: STI Testing Tool

RAAT. Marieie Arid Ampiteason
et g PRI

d. Promotion
The Working Group was aware of the significance of promotion and thus identified several
promotional channels in the work plan:

An article in AFP making testing/treatment/protocols of STIs relevant
to practice for GP...

As GP divisions are providers as well as facilitators of GP education, an
article is to be drafted for the GP divisions to be circulated by ANSWD...
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In all communications with GP surgeries the project must ensure that
the project manager and practice nurses are involved (Minutes, 23rd
Nov. 2007.doc).

Correspondingly, the tool was promoted using a multimodal approach to optimise impact.
Guided by suggestions from ‘SH [sexual health] directors... HARPM [HARP unit managers],
AHMRC/AMS [Aboriginal medical services], Rural health nurses, [and] regional GP registrar
trainers’ (Minutes, 315t Oct. 2008.doc), promotional efforts included:

An Indigenous health forum

The Medical Observer articles

A regular circular distributed by GPNSW to all NSW Divisions of General Practice

A campaign letter issued by NSW STIPU and the RACGP to NSW GPs to ‘help your work

detecting and managing STIs’ (Letter Campaign.pdf)

e Correspondence to:

0 All NSW Divisions of GP

0 HARP unit managers

0 A website hosted by Genesis Ed (now known as ThinkGP) - a provider of online
education for GPs and other health professionals across Australia

0 A poster at the Australasian Sexual Health Conference

Additionally, the tool was to be promoted via the Nursing in General Practice (NiGP) newsletter,
the RACGP NSW and ACT Colleague newsletter, and the ThinkGP newsletter. However, the
documents available for review do not verify whether these channels were pursued.

In accordance with social marketing principles (Formoso, Marata, & Magrini, 2007; Kreuter &
Wray, 2003; Stead, Gordon, Angus, & McDermott, 2009), the information prepared to promote
the tool was largely engaging. Using credible ambassadors and agents, promotional efforts
highlighted the clinical relevance of the tool and its potential value:

The NEW GP STI testing tool is a simple, one-page, flow chart designed
to help GPs decide which of their patients are at higher risk for STIs and
provides tips on how to initiate and manage a sexual health
consultation.

‘The tool includes a list of priority populations for STIs, shows what
specimen to collect and what tests to order. It also has a brief sexual
history check list and links for help with contact tracing... Often being a
good GP does not mean knowing everything - but knowing where to
find out about everything’ Bill Kefalas, General Practitioner, Kingswood,
NSW.

The tool was designed specifically for GPs based on current STI testing
guidelines and includes a range of useful referral services, including the
NSW sexual health information line- a telephone information service
for GPs.

The NEW STI testing tool can be downloaded from

http://www.stipu.nsw.gov.au/pdf/FINAL NSW-GPSexual Health Services Tool web.pdf

For FREE hard copies to GPs, please contact from the NSW
STI Unit on (Article.doc).

The methods of promotion appeared to align with the mode of promotion. For instance, given
the audio-visual features of websites, Genesis Ed promoted the tool via a hyperlink to an
interview during which clinicians discuss sexual healthcare, with reference to the tool.
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e. Delivery

To optimise distribution to the target audience, the Working Group planned to disseminate the
tool via different channels. These included:

e Direct mail to all GPs in NSW, ‘citing key opinion leaders views about the use and
importance of the tool’ (Products and Dissemination.doc)

e Area Health Services (AHSs) that were offering ‘ALM general practice programs’

o The NSW STIPU website, hyperlinks to which were to be issued to GPNSW and AHS
Sexual Health Promotion Officers working with general practices

e NSW Sexual Health Info Line

e Electronic reminder systems, including existing clinical software programs

Evidence that all channels were pursued is limited. Although all NSW Divisions of GP were
offered copies of the tool at no cost, recompensed for postage to GP members, and provided
with follow-up contact details, evidence of circulation via the NSW Sexual Health Info Line or its
incorporation into clinical software programs was not available. It therefore appears that there
was limited capacity to deliver the tool as initially planned.

2. STI Resources for General Practice

There were no documents available for review pertaining to this item. As such, it is not possible
to appraise: methodological rigour; the degree of user-friendliness; endorsements sought; the
promotional efforts pursued; or delivery mechanisms.

3. Drivetime Radio Medical CD for STI
a. Methodological Rigour

The documents available for review suggest the development of the Drivetime Radio Medical CD
for STI was somewhat rigorous. This is indicated by the guidelines used to develop the item, the
preparation of the interview transcript, and its iterations. Detail is presented in following
sections.

Research Evidence

There is limited evidence that the interview transcript for this item was informed by research
evidence. Prior to the interview, background information was prepared to inform the host’s
introduction - this information included reference to prevalence rates and the implications
associated with STIs. Although the sources of this information were not noted in the documents
available for review, this item was endorsed by the RACGP QI&CPD program (RACGP, 2010).

Clinical Expertise

The use of clinical expertise to inform the development of this item is demonstrated in two key
ways. First, the interviewee has extensive experience in sexual healthcare - however, the
documents reviewed do not clarify how or why the interviewee was selected. Second, the
transcript was reviewed by (at least) five individuals, including two personnel affiliated with
NSW STIPU and two (external) members of the Working Group. Although eight individuals were
invited to review the transcript, available documents do not reveal how or why these
individuals were selected, or why three individuals did not review the document. Nevertheless,
the incorporation of comments received suggests the use of clinical expertise.
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Relevant Resources

The documents available for review do not specifically indicate the use of the relevant resources
to inform the development of the Drivetime Radio Medical CD for STI. However, given this item
is part of the Drivetime Radio Medical program (Home Drivetime Radio, 2012) and was guided
by protocol (RACGP, 2010), it might be assumed that it was informed by existing audio
resources - however, in the absence of documented evidence, it is not possible to determine
which of these were most informative.

b. User-Friendliness

The documents available for review do not specifically indicate whether or how the user-
friendliness of the Drivetime Radio Medical CD for STI was determined. However, given the
Working Group is comprised of practicing primary care clinicians, it might be assumed that this
process was implicit to the development of the item - however, in the absence of documented
evidence, it is not possible to verify this.

c. Endorsements

As part of the RACGP Check program (RACGP, 2012), the Drivetime Radio Medical CD for STI
was thus endorsed by the RACGP.

d. Promotion

The documents available for review do not specifically indicate the ways in which the Drivetime
Radio Medical CD for STI was promoted. However, as part of the Drivetime Radio Medical
program (Home Drivetime Radio, 2012), it might be assumed that this was the primary
responsibility of Home Drivetime Radio - yet, there is no evidence to support this.

e. Delivery

The documents available for review do not specifically indicate the ways in which the Drivetime
Radio Medical CD for STI was delivered. However, as part of the Drivetime Radio Medical
program (Home Drivetime Radio, 2012), it might be assumed that it was delivered to GPs by
Home Drivetime Radio as a complimentary resource. This would suggest that the audience for
this item extended beyond NSW - however, this cannot be verified by available documents.

4. Online STI Testing Tool GP Training
a. Methodological Rigour

A review of available documents reveals that the Online STI Testing Tool GP Training combines
the STI Testing Tool and the ALM clinical cases. The development of these two items, which is
discussed in the respective sections, was largely found to be methodologically rigorous - as
such, the methodological rigour of the Online STI Testing Tool GP Training can be inferred.
However, the documents pertaining to the development of the Online STI Testing Tool GP
Training are limited and only include drafted versions. Minutes from Working Group meetings
suggest there was no discussion of the development of this item. Further detail on this item is
presented in the following section.

Research Evidence

The Online STI Testing Tool GP Training was largely based on evidence-based practice. This is
indicated by reference to ten credible sources of information, all of which were cited
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accordingly (see Figure 12). The use of research evidence is also confirmed by the incorporation
of material sourced from the STI Testing Tool and the ALM, both of which were informed by
research evidence (see respective sections).
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Figure 12: Online STI Testing Tool GP Training: Use of Research Evidence
Clinical Expertise

Evidence that clinical expertise informed the Online STI Testing Tool GP Training was sourced
solely from the seven drafted versions each of which demonstrates the incorporation of
feedback from members of the Working Group (see Appendix 5, Table 25). Despite these
demonstrations, the documents reviewed - including minutes from Working Group meetings -
do not clarify the process by which clinical expertise guided the development of this item. More
specifically, it is not possible to verify:

o Whether all members of the Working Group were invited to comment on drafted
versions

e How and why clinical expertise was sourced beyond the Working Group
Reasons why particular suggestions were (and were not) incorporated. Although clinical
expertise was sought on the clinical case pertaining to men who have sex with men
(MSM), not all suggestions were incorporated, nor are the reasons for not adopting
some of the suggestions documented

e Reasons for changes that were not suggested by members of the Working Group

The seven drafted versions of this item reveal a number of changes that were not suggested by
members of the Working Group (see Appendix 5, Table 26); however, no explanations were
documented for these modifications. For example, although not included in the penultimate
version, a graph on the prevalence of chlamydia, as well as the recommendations concerning
vaccination for HBV and hepatitis A (HAV), were both included in the ultimate version without
justification.

The draft of the course included audio and video files about STI testing and broaching the topic
of STIs with patients; the former included a focus group discussion involving four clinicians with
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expertise in sexual healthcare. However, there was no information on how or why these
individuals were selected. The transcriptions of both the audio and video files were circulated to
the Working Group for comment and feedback received was incorporated. However, the audio
file of the focus group discussion was not included into the Online STI Testing Tool GP Training;
furthermore, there was no explanation for this.

Relevant Resources

The documents available for review do not specifically indicate the use of the relevant resources
to inform the development of the Online STI Testing Tool GP Training. As part of the ThinkGP
Online Training program (Fyfe, 2010), it might be assumed that it was informed by existing
programs - however, in the absence of documented evidence, it is not possible to determine
which of these were most informative.

b. User-Friendliness

The documents available for review do not specifically indicate whether or how the user-
friendliness of the Online STI Testing Tool GP Training was determined. However, given the
Working Group is comprised of practicing primary care clinicians, it might be assumed that this
process was implicit to the development of the item - however, in the absence of documented
evidence, it is not possible to verify this.

c. Endorsements

According to the ThinkGP Online Training program (Fyfe, 2011), the Online STI Testing Tool GP
Training is recognised by ACRRM (one CPD point upon completion); the RACGP (two CPD points
upon completion); and the Royal College of Nursing Australia (RCNA) (one CPD point upon
completion).

d. Promotion

The Online STI Testing Tool GP Training was promoted electronically via two key strategies —
namely, website advertisements and email. Advertisements were displayed on both the
ThinkGP website and the NSW STIPU website. Over 3,000 visitors to the former read the
advertisement within a period of approximately seven and a half months (see Figure 13), while
close to 5,000 visitors to the NSW STIPU website accessed a hyperlink to the training within a
five-week period. These reports suggest considerable awareness about the Online STI Testing
Tool GP Training - however, in the absence of further information (for instance, total visitors to
either website within the suggested period, and type of visitor to these websites), it is difficult to
ascertain the reach of these promotional messages, particularly to the target audience - NSW
GPs.
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Figure 13: Online STI Testing Tool GP Training: Promotion (Evaluation 2011 09 - NSW
GPs.pdf)
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The Online STI Testing Tool GP Training was also promoted via email. Two emails were
composed by an unknown author and reviewed by (at least) eight individuals, including two
personnel affiliated with NSW STIPU, two (external) members of the Working Group, and four
additional individuals. Available documents do not reveal how or why these individuals were
selected. Both emails were issued to members of ThinkGP - this would suggest that the
audience for this item extended beyond primary care clinicians in NSW - however, this cannot
be verified by available documents. The emails were issued consecutively before a NSW Health
campaign to ‘to raise awareness to help combat the rise sexually transmissible infections’ (STI
Broadcast 2.doc); however, the reason for this timing is not reported in the documents
reviewed. The emails briefly describe the importance of sexual healthcare within primary care
and refer readers to the STI Testing Tool and the NSW STIPU website. There is no mention of
the Online STI Testing Tool GP Training in either email - furthermore, the documents reviewed
do not account for this absence. Both emails include personal references to practicing GPs as
well as representatives of the RACGP and NSW STIPU. The second email also includes reference
to an academic refereed publication. Reference to credible peers and authoritative information
might be assumed to enhance the impact of the message on the target audience - however,
available documents do not account for these inclusions.

e. Delivery

As part of the ThinkGP Online Training program (Fyfe, 2010), the Online STI Testing Tool GP
Training was delivered by ThinkGP in an online environment.

5. ALM
a. Methodological Rigour

A review of relevant documents suggests that the methodological development of the ALM was
largely rigorous. This was indicated by minutes from Working Group meetings; drafted versions
of the item; documented feedback received from Working Group members; and correspondence
to and from professional bodies. Demonstrations of these are provided in this section.

Research Evidence

The ALM appears to be informed by evidence-based practice. This was indicated by reference to
37 reliable sources of information, including:

Nine academic publications

14 guidelines and manuals

Two placards published by government bodies

Five scientific reports - for instance, the report of the Chief Officer of Health on
Chlamydia (NSW Health, 2009)

e Seven websites established and maintained by government and professional bodies

Despite reference to these sources, details pertaining to this process are lacking. This is chiefly
for three reasons. First, the process was not documented in the material provided - this
includes the reason(s) for their use, as well as how and why information was selected and
incorporated into the modules. Second, most of the sources were referenced collectively at the
end of the modules and few were specifically cited within modules. And third, two of the
publications, namely, the Australasian contact tracing manual (ASHM, 2006)4 and the STIs and
BBIs manual (AH&MRC, 2006) could not be sourced at time of evaluation. For these reasons, it

4 A more recent version is now available (ASHM, 2010).
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is not possible to verify with specificity the ways in which each of the aforesaid sources guided
the development of the ALM.

However, there are several examples to confirm use of the evidence. Eight sources were cited in
the module one; one source was cited in module two; and three websites were cited in the
module three - this might be due to the respective foci of the modules, whereby module one
required relatively greater reliance on authoritative information (see Appendix 5, Table 27).
This is suggested by the inclusion of relatively more websites in module three to support
contact tracing practices.

Clinical Expertise

In addition to the aforesaid publications, the ALM incorporated clinical expertise — this was
sourced both within and beyond the Working Group. The use of this expertise to develop the
ALM was demonstrated in two ways - namely, explicit requests for clinical and pedagogical
advice to prepare the materials, as well as the circulation of drafted materials to the Working
Group for comment. It is not possible to state whether all feedback, or all iterations of the ALM
were available for review - this is particularly because comments pertaining to module three
were not available and comments from only two Working Group members were provided.
However, the material available suggests the ALM was shaped by contributions from the
Working Group as indicated by the minutes. To facilitate the feedback process, information and
key issues were tabulated for clarity (see Appendix 5, Table 28). Handwritten comments and
tracked changes by Working Group members were mostly incorporated. However, there is
limited, if any information available to account for the incorporation of some comments, and the
omission of others. For instance, in reference to module one, one member noted the Indigenous
population is six times more likely to contract a chlamydial infection - yet, this was not reflected
within the relevant PowerPoint file (see Chlamydia trachomatis PowerPoint slide in Appendix 5,
Table 28). Similarly, one member noted that throat specimens are ‘not currently recommended’
as a chlamydia test specimen - though, there was no reference to throat specimens within the
module (see Testing: NAAT PowerPoint slide in Appendix 5, Table 28). Further evidence of
contributions from the Working Group can be sourced from the minutes.

Relevant Resources

According to the minutes, this item was primarily based on ALMs developed by the Northern
Sydney Central Coast Health (NSCCH), the Sydney West Area Health Service (SWAHS), and the
Sydney South West Area Health Service (SSWAHS).

However, the documents provided for this analysis do not offer further detail on how these
ALMs guided the development of this item. Further material from the NSCCH and the SWAHS
was available for consideration; however, material from the SSWAHS was not provided. The
comparability between the GP Project ALM and the two ALMs that were available for
consideration is evidenced in four key ways — namely:

1. Objectives
Common objectives pertain to:
e Patient engagement

e Documenting sexual history
e STl testing and management, particularly for priority populations
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2. Structure

All three ALMs are comprised of three modules, all of which transpire for approximately two
hours each. Common areas across the three ALMs include:

e STI testing and management - with particular focus on prevalent STIs
e Priority populations, as per the clinical guidelines (ACSHM, 2004)
e Contact tracing

Unlike the NSCCH ALM, the SWAHS and GP Project ALMs do not appear to address safer sex
tools and the stigma often associated with STIs.

Content

The content of all three ALMs was largely guided by the RACGP QA&CPD guidelines. This might
partly explain content similarity. For instance, all three ALMs included an overview of STI
syndromes, treatment, testing and contact management.

Yet, there are some differences in their content. Unlike the SWAHS and GP Project ALMs, the
NSCCH ALM addressed safer sex tools and the reduction of the stigma often experienced by sex
workers, MSM, people with HIV/AIDS, and injecting drug users. It appears that reference to
Indigenous sexual health and HIV/AIDS management in general practice was relatively more
explicit in the NSCCH and SWAHS ALMs, respectively, relative to the GP Project ALM. However,
relative to its counterparts, the GP Project ALM was guided by seemingly clearer learning
objectives; it explicitly addressed priority populations; and its content on contact tracing was
very clear and comprehensive.

Format

All three ALMs were comprised three two-hour modules and, reflecting adult learning
principles, were delivered through a mix of interactive learning methods. Each module
contained a formal presentation followed by interactive learning activities and discussion time.
The three ALMs included explanatory case studies and role-plays to reinforce participant
understanding of key concepts and their capacity to translate these into clinical practice.
Although the NSCCH ALM case studies were not provided for review, case studies featured
strongly in both the SWAHS and GP Project ALMs (see Appendix 5, Table 29). However, those in
the latter appeared to be relatively more comprehensive and reflected realistic patient
presentations - two exemplars are provided to demonstrate this (see Appendix 5, Table 30).
Furthermore, the GP Project ALM seemed to have a format that was relatively more
comprehensible - for example, unlike the SWAHS ALM, it offered interrelated modules that
were clearly linked, enabling participants to readily recognise how their knowledge and skills
were being developed. This in turn offers greater capacity to meet participant needs.

b. User-Friendliness

Following an analysis of the documents provided for review, there appears to be little, if any
evidence that the user-friendliness of the ALM was tested with the target audience prior to
initial use. However, as it was informed by three existing ALMs, which had been presented to
the target audience on multiple occasions, one can infer that the user-friendliness of the GP
Project ALM was enhanced. This is partly verified by the evaluation of the ALM in eight areas.
Following each module, participants in these areas were invited to complete an evaluation pro
forma, which includes items in relation to the perceived value of the module - for instance, ‘The
session was delivered in an interactive style that engaged the group’ (EVALUATION
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FORMS.docx). The minutes do not report any subsequent revisions to the modules - as such, one
might conclude that participants largely deemed the modules favourably. This is verified in one
of the GPNSW STI quarterly reports:

ASHM has also had great feedback from the first ALM that has been run
at Campbelltown, Mod 1 was delivered on 27t July and the feedback
from the division and presenter was excellent. Mod 2 and 3 will be
delivered on 14t August and I'm looking forward to seeing the
evaluations. They had 20 GP’s and 2 PN attend which is great (Qrtly
Report, 3rd Sep. 2010.doc).

Although user-friendliness was not explicitly reported on, the following should be noted as
strategies likely to optimise the perceived value of the ALM among the target audience:

1. ALM delivery was observed and refined accordingly

2. Subsequent opportunities to revise the ALM were planned

3. As an interactive resource, the ALM encompasses inherent opportunities for trainers to
elicit, and be guided by participant feedback

Collectively, these factors enhance the certainty of user-friendliness among the target audience.
c. Endorsements

The development of the ALM was guided by the RACGP QI&CPD guidelines. Following this, it
was approved by the RACGP and endorsed by ACRRM.

d. Promotion

The documents provided reveal a clear promotional plan for the ALM. It was anticipated that
the ALM would be promoted within eight NSW Divisions of GP. According to the social
marketing strategy, channels for promotion were to include the media, GPNSW, GP Divisions,
the RACGP, ACRRM, ACHSHM and GPNSW. To enhance the perceived value of the ALM to
potential participants, the plan also included seeking endorsement from the RACGP, ACRRM,
ACHSHM, and GPNSW. An examination of the documents provided suggests that the ALM was
promoted in partnership with ASHM via NSW Divisions of GP, AHS HARP units, and sexual
health clinics . This is also documented in Working Group minutes. Working Group documents
indicate that the ALM was also advertised via ThinkGP. The ALM was promoted directly to all
GPs and in partnership with local health network via flyers. The promotional message and plan
was well-developed, highlighting the scope of the ALM and the associated CPD points. However,
the documents provided did not confirm the use of planned channels, like Divisions’ Friday Fax-
Out. It is therefore not possible to comment on the viability of the promotional plan for the ALM.

e. Delivery

Working Group documents revealed that six ALMs were held by 2010 and two were planned for
2011. The delivery plan included a variety of technical and operational supports and considered
geographical coverage.

According to the documents reviewed, the ALM was designed to enhance interagency
collaboration. More specifically, it aimed to encourage Divisions to work with their AHS,
including local sexual health clinics and HARP units, to deliver the training to GP members.
However, the extent and types of interagency collaboration facilitated by the ALM could not be
sourced from the documents provided.
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ASHM was largely responsible for delivering the ALM and supporting AHSs to implement the
resource in collaboration with their local Division. The role of ASHM included:

Promotion of the ALM at the Division level

Bookings

Liaising with the Division

Providing the predisposing and reinforcing activities to the potential participants
Administration including the printing and delivery of relevant materials

Allocation of CPD points

Arranging a trainer - however, it is not clear which party was responsible for training
the trainers

N wN e

Host Divisions were responsible for:

Providing an appropriate venue equipped with audiovisual equipment
Catering

Promotion to potential participants

Nominating a Project Officer to assist with delivery and liaise with ASHM

B W=

Unlike its counterparts from the NSCCH and the SWAHS, the GP Project ALM had clear and
practical guidelines for trainers - one could surmise that this would facilitate consistency when
delivered. The guidelines describe the ALM modules; predisposing activities for trainers;
learning styles, with particular reference to their advantages and disadvantages; adult learning
principles; conducting role-plays; as well as the provision of feedback to participants.

6. Sexual Health Articles

There were no documents available for review pertaining to this item. As such, it is not possible
to appraise: methodological rigour; the degree of user-friendliness; endorsements sought; the
promotional efforts pursued; or delivery mechanisms.

7. Check: Sexually Transmissible Infections

a. Methodological Rigour

An analysis of documents pertaining to the Check booklet largely suggests methodological
rigour. This was verified by the number of drafted iterations and the availability documented
feedback. However, minutes from Working Group meetings did not verify the developmental
process. Further detail is presented in following sections.

Research Evidence

The booklet was informed by information on evidence-based practice. This was indicated by
reference to 14 reliable sources including clinical guidelines, manuals, and refereed academic
publications. Furthermore, relevant sources were cited accordingly (see Appendix 5, Table 31).
Clinical Expertise

Evidence that clinical expertise informed the Check booklet was sourced solely from drafted
versions and comments offered by Working Group members. Minutes from Working Group

meetings did not report the use of clinical expertise during the development of this item.

Working Group members reviewed and commented on drafted versions of the Check booklet
(see Appendix 5, Table 32). Suggested modifications were largely instructive and incorporated
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accordingly. However, many suggestions were not incorporated - furthermore, these decisions
were not accounted for (see Appendix 5, Table 33). For instance, one member commented,
‘Condoms are highly protective for most STIs but syphilis can be transmitted despite 100%
condom use’ - yet, this was not reflected within the booklet (see Appendix 5, Table 34, row 1).
Similarly, another member noted that the rectal swab used for chlamydia PCR testing should be
saline-moistened - however, the Check booklet reads, ‘Chlamydia PCR is performed on a dry
swab taken blind from the rectum’ (see Appendix 5, Table 34, row 2).

It is not possible to quantify the degree of feedback from the Working Group that was (or was
not) incorporated - this is because some of the changes to this item during the course of its
development do not appear to be informed by documented feedback. Additionally, there is
limited, if any documented information to explain why these changes were made.

Relevant Resources

The documents available for review do not specifically indicate the use of the relevant resources
to inform the development of the Check booklet. However, given this item is part of the RACGP
Check program (RACGP, 2012) and was guided by protocol (RACGP, 2010), it might be assumed
that the content was informed by reliable resources and the format, by existing Check
standards; however, in the absence of documented evidence, it is not possible to determine this
with any certainty.

b. User-Friendliness

The documents available for review do not specifically indicate whether or how the user-
friendliness of the Check booklet was determined. However, given the Working Group is
comprised of practicing primary care clinicians, it might be assumed that this process was
implicit to the development of the item. Also, the presentation of the material was likely to have
been prescribed by RACGP guidelines for Check booklets - however, in the absence of
documented evidence, it is not possible to verify this.

c. Endorsements

As part of the RACGP Check program (RACGP, 2012), the Check booklet was thus endorsed by
the RACGP.

d. Promotion

The documents available for review do not specifically indicate the ways in which the Check
booklet was promoted. However, as part of the RACGP Check program (RACGP, 2012), it might
be assumed that this was the primary responsibility of the RACGP - yet, there is no evidence to
support this.

e. Delivery

The documents available for review do not specifically indicate the ways in which the Check
booklet was delivered. However, as part of the RACGP Check program (RACGP, 2012), it might
be assumed that the RACGP delivered this resource free to GP members as part of their
membership package.

8. Practice Nurse Postcard

a. Methodological Rigour
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An analysis of documents pertaining to the Practice Nurse Postcard suggests the level of rigour
during its development was moderate. This was demonstrated by minutes from Working Group
meetings; drafted versions of the item; and documented feedback received from Working Group
members. Relevant findings are presented in the following sections.

Research Evidence

The Practice Nurse Postcard was largely based on a fact sheet sourced from NSW Health
regarding the diagnosis and management of chlamydia (NSW Health, 2007), which is duly
referenced within the Postcard (see Appendix 5, Table 35). This would suggest that Postcard
content conveys credible information.

Clinical Expertise

The development of the Postcard involved several iterations (see Appendix 5, Table 36). This
might be partly due to the request for feedback from at least some of the Working Group
members who hold clinical expertise. However, because of the limited detail within the
documents available for review, it is not possible to confirm:

The individuals who were invited to review the drafted versions
The feedback they provided

The rationale for changes that were made

The rationale for changes that were not made

B W=

This is particularly the case for the clinical section on chlamydia within the Postcard.
Relevant Resources

The documents available for review do not specifically indicate the use of the relevant resources
to inform the development of the Practice Nurse Postcard. However, given similarity between
the Postcard and an existing resource the Working Group was cognisant of — namely, the Health
Assessment for Refugees & Other Humanitarian Entrants, the use of this resource might be
inferred. For instance, both items enumerate relevant MBS item numbers (see Appendix 5,
Table 37). However, how and why this resource informed the development of the Practice
Nurse Postcard was not explicitly documented.

b. User-Friendliness

Determining the user-friendliness of the Postcard appeared to involve three phases. First,
feedback on the first draft of the item was invited from (at least) two individuals. However, due
to limited detail in the documents provided, it is not possible to ascertain why these individuals
were selected, or whether they represented the target audience. Both individuals deemed the
Postcard to be comprehensible - they ‘love[d]... the design [and could]... see how this postcard
will be a great reminder for [PNs]’ (Feedback FPA.htm). This is particularly because ‘The info...
fits well with the 7C’s’ of communication (filename removed for confidentiality) - this suggests
that, according to this individual, the Postcard was:

Clear

Concise

Concrete

Correct

Coherent

Complete

Courteous (Venable, 2011)

Nk wbh =
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Second, the documents available for review suggest that focus testing was intended to gauge
user-friendliness. This is indicated by a survey that includes items pertaining to utility, clarity,
flow, and intelligibility (see Figure 14). There is limited evidence that focus testing was
organised, or that survey results were analysed. Although (at least) five nurses were nominated
to participate in focus testing - one of whom was a member of the Working Group, limited
feedback is available from the focus group. However, according to an update of item
development provided to HARP units, feedback received during focus testing was favourable:

Focus Test:

Bright colours

A4-laminated card, clear easy to read font

Important reminders for PN

Information on MBS up to date and useful (HARP HP Update.pdf)

Yet, it is not possible to confirm these comments from the documents available for review.

FOCUS TEST Practice Nurse postcard

e the Practice Nurse postoand provide sdditiosal uschil content 1o ysur grackos T DOves DOho

WL i side of the Fraclio: Narss gos!

pefid? [Ives W 17 Mo, suddest i provene

Lave porw ever used the Sexual Ibealith lnformation Line [SHIL) 1020 851 624 service before? [Yes  [Ihn

5 et Brel Sexnal History il

O se

Figure 14: Practice Nurse Postcard: Focus Test Questions (Survey.doc)

tice Hurse pomcard

Third, the penultimate version of the Postcard was circulated for ‘a final check over’ (filename
removed for confidentiality) to (at least) two individuals. Due to limited detalil, it is not possible
to ascertain why these individuals were selected, or whether they represented the target
audience. Their feedback suggests that that no changes were required:

Looks FANTASTIC - well done (Feedback GPNSW.htm).

It looks Great, can’t see any obvious mistakes (filename removed for
confidentiality).

c. Endorsements

There is no evidence that formal endorsement from relevant bodies, like APNA, was sought.
However, inclusion of both the GPNSW and FPNSW logos verify their support for this item.

d. Promotion
The promotional plan for this item included both en masse and targeted channels. The former
involved the use of existing avenues to provide the target audience with a brief about the

Postcard and contact details to place orders. These avenues included:

o HARP Health Promotion Update
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Australasian Sexual Health & HIV Nurses Association

Distribution of 1,000 Postcards at an APNA conference

NiGP newsletter

Sexual and Reproductive Health Nursing Information Newsletter for Family Planning
NSW

e Fax Out to members of the Outback Division

The latter three channels included the use of peer endorsement. A testimonial prepared by a
NSW PN was incorporated, confirming the functional value of the Postcard:

Enclosed in this newsletter is the NEW Practice Nurse Pap Smear &
Chlamydia Postcard is a great new eye-catching resource designed
specifically for practice nurses by NSW STI Programs Unit.

‘Its handy size makes it easy for desktop placement & quick access. The
Pap side has the nursing Pap smear and health check items explained in
a quick easy to read format. As you know Chlamydia can be a silent,
sexually transmitted disease which can lead to infertility if left
untreated. Taking a sexual history can be an uncomfortable task for the
patient & the nurse. The card not only helps prompt us to take a sexual
history from our patients but also sets out the questions to ask.
Following a set format helps us get the same information from each
patient and can help overcome nerves of remembering which questions
to ask. Chlamydia is easy to test and treat. The postcard also sets out
the protocol for testing & treating Chlamydia. I think it's a winner.’
Karen Booth - Practice Nurse - Leichhardt General Practice (SARHNI
2008 12.pdf).

Due to the limited information in the documents reviewed, it is not possible ascertain why a
testimonial prepared by this clinician was chosen for inclusion.

Promotional activities were verified through contact with, and correspondence to (at least) 58
primary care clinicians (including GPs), practice managers, Division personnel, and personnel
affiliated with relevant professional bodies, like APNA. However, it is unclear whether these
individuals were contacted by NSW STIPU as part of a targeted campaign, or whether they
responded to information they read - the latter would confirm the effectiveness of promotional
efforts.

e. Delivery

The Postcard was planned for distribution via FPNSW and GPNSW; however, it is unclear
whether this occurred. As noted in the preceding section, promotion of the Postcard included
appropriate contact details for placing orders. This demonstrates the purposeful management
of resources, including (but not limited to) the Postcards, postage, and staff time. Furthermore,
staff absences were accommodated to help meet demand.

The effectiveness of these strategies to help meet demand might be inferred from postage
numbers. The documents reviewed suggest that individuals were posted the number of
Postcards requested; in some instances, individuals were issued with less or more than
requested - consequently, although 1,125 Postcards were requested, 2,146 were issued - this
represents an extra 1,021 items. This demonstrates the availability of adequate administrative
support to distribute this item.
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To expedite distribution - particularly in rural and remote areas, the Postcard was also
available online. This was duly communicated in some of the promotional materials. However,
the documents available for review do not stipulate:

1. Why the uniform resource locator (URL) was not included in all promotional materials
2. Number of visitors to the URL
3. Type of visitor

9. Online STI Practice Nurse Training
a. Methodological Rigour

The development of the Online STI Practice Nurse Training was moderately rigorous. This was
suggested by drafted versions of course content and documented feedback. As indicated in the
following sections, minutes from Working Group meetings included limited reference to the
development of this item.

Research Evidence

The Online STI Practice Nurse Training appears to be informed by research evidence. This is
suggested by reference to fifty reliable sources of information on evidence-based practice,
including academic journal articles, authoritative guidelines and manuals, government reports,
as well as websites maintained by government departments and professional bodies.

Despite reference to these sources, details pertaining to the development process are largely
lacking. More specifically, the documents reviewed do not include descriptions of how or why
these sources were used - similarly, there are no descriptions of sources that were considered,
but not used. Furthermore, most of the fifty sources were referenced collectively at the end of
each section and were not specifically cited within sections. For these reasons, it is not possible
to verify the ways in which all of the aforesaid sources individually guided the development of
the Online STI Practice Nurse Training. However, there are several examples to confirm their
use in part - the most common reference being, the HIV, viral hepatitis and sexually transmissible
infections in Australia: Annual surveillance report (National Centre in HIV Epidemiology and
Clinical Research, 2010) (see Appendix 5, Table 38).

Clinical Expertise

The documents reviewed provide some evidence that clinical expertise shaped the development
of the Online STI Practice Nurse Training. This evidence is solely sourced from the
incorporation of feedback received from the Working Group on drafted material (see Appendix
5, Table 39). The various iterations of the item suggest the perceived value of the suggestions
offered.

The documents available for review, including minutes from Working Group meetings, do not
report on the developmental process. It is therefore not possible to reveal the rationale for
decisions made. For example, some sections pertaining to chlamydia, syphilis, gonorrhoea and
pelvic inflammatory disease (PID) were modified significantly from the third draft to the final
version - however, explanations for this revision are not provided (see Appendix 5, Table 40).
There is also limited, if any information to account for those suggestions that were not
incorporated. For instance, in reference to the section on gonorrhoea notifications, one member
of the Working Group suggested that a graph sourced from NSW Health be included - this
suggestion was not adopted; instead, a graph sourced from the National Centre in HIV
Epidemiology and Clinical Research (2007) was included without clarification for this decision
(see Appendix 5, Table 41). Similarly, another member suggested that images be added to the
section on chlamydia symptoms - this too was not adopted, nor is there reason for this decision.
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Relevant Resources

The documents available for review do not specifically indicate the use of the relevant resources
to inform the development of the Online STI Practice Nurse Training. As part of the APNA Online
Training program (APNA, nd), it might be assumed that it was informed by existing programs -
however, in the absence of documented evidence, it is not possible to determine which of these
were most informative.

b. User-Friendliness

According to minutes from Working Group meetings, the Online STI Practice Nurse Training
was pilot tested with PNs in two locations - namely, Orange and Armidale. The minutes report
that this item was ‘well’ received by the seven participants in Orange:

The first pilot of the Blood Borne Virus course for practice nurses was
held on June 14, 2008. 7 practice nurses attended. The course evaluated
well and a second pilot will be run in November in Armidale (Minutes,
1st August 2008.doc).

However, in the absence of further detail, it is not possible to:

Determine why the two locations were selected

Verify whether the participants were representative of NSW PNs
Confirm the perceived user-friendliness of the item

Identify suggestions offered by the participants

Ascertain whether suggestions were incorporated accordingly

c. Endorsements

As part of the APNA Online Training program (APNA, nd), the Online STI Practice Nurse
Training was thus endorsed by APNA.

d. Promotion

The documents reviewed verify that promotional strategies were considered, planned, and
designed during the development of the Online STI Practice Nurse Training. [deas were drafted
and advertisements prepared (see Appendix 5, Table 42).

The key channel for the promotion of this item appeared to be the APNA website. However,
there is limited, if any evidence to indicate whether this was the sole avenue considered to
promote the item. Although an online advert was designed, there is no evidence to suggest it
was used on additional websites. Furthermore, there is limited, if any evidence to verify why
this avenue was the primary promotional channel.

The Online STI Practice Nurse Training was also promoted by ASHM. The organisation
circulated flyers to Divisions requesting they be distributed to PN members, electronically
and/or in paper form:

Attached is the flyer (in both word and PDF format) ready for
distribution for the upcoming ‘Blood Borne Viruses and STIs workshop
for Practice Nurses’ to be held on Saturday 28 March. When speaking
with you both in December 2008 I understand [name was removed for
confidentiality] will be distributing the flyer to your large email list of
practice nurses who you regularly distribute information to and if
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[name was removed for confidentiality] could distribute to all the other
practice nurse coordinators in the surrounding divisions (Border
Division, Southern GP Network, Murray Plains Division, Murrumbidgee
Division) it would be greatly appreciated (BBVs and STIs Workshop for
Practice Nurses.htm).

This approach appears to harness the use of interagency networks and optimise the efficient
use of limited resources; it also offers opportunity for collaboration. However, these benefits
cannot be verified by the documents reviewed.

e. Delivery

As part of the APNA Online Training program (APNA, nd), the Online STI Practice Nurse
Training was delivered by APNA in an online environment.
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Table 4: Process Evaluation Findings

Process Promotion Delivery
GP Project Item . Rigor of methodological development ; : Technical
Research . . Relevant User-Friendliness = Endorsement Modes Modes .
. Clinical Expertise Assistance
Evidence Resources
L ,SFT)LlTeStmg HLE HLE HLE HLE HLE HLE MLE HLE
2. STIResources
for General NE NE NE NE NE NE NE NE
Practice
3. Drivetime
Radio Medical MLE HLE MLE LLE HLE MLE MLE LLE
CD for STI
4. Online STI
Testing Tool HLE HLE LLE LLE MLE HLE HLE NE
GP Training
5. ALM HLE HLE HLE HLE HLE HLE HLE HLE
6. Sexual Health NE NE NE NE NE NE NE NE
Articles
7.  Check:
Sexually HLE HLE HLE LLE HLE LLE LLE LLE
Transmissible
Infections
8.  Practice
Nurse MLE MLE MLE HLE MLE HLE HLE MLE
Postcard
9.  Online STI
Practice MLE MLE LLE HLE HLE HLE MLE LLE
Nurse
Training
Legend: HLE: High-level evidence: Substantial evidence available
MLE: Medium-level evidence: Satisfactory evidence available
LLE: Low-level evidence: Limited evidence available
NE: No evidence: No evidence available
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Focus Group

Research Participants

Nine members of the Working Group were consulted. These included four staff members of
NSW STIPU, four GP representatives — one of whom also represented the RACGP, and an Area
Manager of HIV & Related Programs. The duration of their involvement in the GP Project
differed - while some were involved from its inception in 2008, others had become involved
only 12 months before the time of data collection. Although the roles assumed by these
individuals were articulated and formalised by terms of reference (see Appendix 6), they each
brought different areas of expertise and professional networks to the Working Group, as will be
discussed in the following section.

Findings

Consultation with nine members of the Working Group helped to elucidate the process by which
the GP Project was developed and the rationale for some of the decisions made during this
process. Furthermore, it helped to identify key lessons to inform future initiatives. These are
discussed in the following sections and verified by de-identified key excerpts.

Identification of Need

According to the participants, the impetus for the GP Project largely came from three key
sources - namely, evidence borne from research, government policy, and professional
experience. Participants were acutely aware of epidemiological data that reveal an increasing
prevalence of STIs (CDCP, 2010; DHA, 2009; HPA, 2010; PHAC, 2010) - they were also aware
that the provision of sexual healthcare is limited, particularly within primary care (Britt, Miller,
Charles, Henderson, Bayram, Pan, et al., 2010; Britt, Miller, Charles, Henderson, Bayram, Valenti,
etal, 2010; Burd, Nevadunsky, & Bachmann, 2006; Skelton & Mathews, 2001).

Participants were equally aware that primary care clinicians are being called to alleviate the
strain on public health services - this includes sexual health clinics (DHA, 2010a). As stated in a
NSW state government sexual health strategy, ‘The size of some priority population groups is
such that a strategic objective for specialist clinics and Area-based sexual health programs must
be to work with general practice to reduce barriers to access’ (NSW Health, 2006, p. 2).
Government policy noted a need to enhance the capacity of GPs and PNs to promote sexual
health, particularly among patients who are not part of the priority populations.

The need for the GP Project, as revealed by both research-evidence and government policy, was
reinforced by professional experience. Participants described anecdotes that confirmed the
growing need for sexual healthcare, which was juxtaposed by limited the knowledge and skills
among primary care clinicians.

This was largely attributed to personal factors - like poor clinician interest in sexual healthcare,
as well as systemic factors - like the dearth of GP training in this area.

Information Sources

The GP Project was largely shaped by information garnered from three key sources - namely,
clinical practice guidelines, additional research-evidence, as well as relevant or comparable
resources. To ensure the GP Project reflected current clinical evidence, the Working Group
considered ‘the only available guidelines we had at the time’ - that is, the Clinical guidelines for
the management of sexually transmissible infections among priority populations (ACSHM, 2004).
To optimise their ease of use, key information was identified and collated:

The guidelines for priority populations testing... were 84 pages... |
pulled together the information out of the priority population
guidelines.
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Research-evidence was considered to help determine what constituted key information. For
instance, although the Working Group was cognisant of the increasing prevalence of chlamydia,
research-evidence suggested that other STIs also required their attention:

The data was showing us that in fact gonorrhoea also needed to be
tested.

According to the participants, the Working Group considered ways to optimise the efficient use
of limited resources, including time. Aware that ‘there was no point in reinventing... the wheel’,
efforts were also guided by relevant or comparable resources. This was aptly demonstrated in
the development of the ALM, which was largely based on three existing ALMs developed by the
NSCCH, the SWAHS, and the SSWAHS.

Group members received positive advice about these ALMs from those involved with their
development and delivery; this was complemented by their own observations. Group members
observed the facilitation of a module to better understand the ways in which GP-participants
engaged with the material that was presented and discussed. This increased Working Group
confidence in the capacity of the ALMs to promote sexual healthcare among primary care
clinicians.

Content

The content of the GP Project items was chiefly guided by the key message championed by the
GP Project - namely, the need to deliver sexual healthcare within general practice. This helped
to ensure consistency within the suite of seemingly different items.

At times, determining item content was a complicated process. This was for two main reasons.
First, there was a wealth of relevant clinical information to convey to primary care clinicians:

The priority populations... whether to put them all in was the question.

Second, although the target audience had been identified, GPs do not represent a homogenous
cohort. They include clinicians who are relatively au fait with evidence-based sexual healthcare,
as well as those that are relatively less informed:

There were clinical differences... For certain GPs or sexual health
physicians... [we discussed] whether or not we consider vaccination,
are we right that we should vaccinate for hepatitis or not, and do we
test for everything? What tests do we actually use, what tests do we
want on the tool?

It was therefore considered important to maintain focus on the overarching aim of the project.
This helped to recognise typical clinical practices among GPs, and attend to their shared needs:

[ think the philosophy has always been STIs isn’t a big hitting item for
most people. We need to keep it short and we really tailored [to]... the
central information people need to know, because previously things
have been way too extensive — how to take a full sexual history and
respond to all their sort of different behaviours... We really drilled
down... The key point is... about testing. Get them to the testing issue
quickly.

In their attempts to articulate and promulgate the key message, the Working Group was chiefly
guided by two factors - namely, the drivers known to influence clinician behaviour as well as
related resources. The participants indicated that the Working Group was cognisant of factors
that influence clinician capacity to deliver sexual healthcare, like remuneration. The items were
therefore devised to entice clinicians accordingly:
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With the nurses’ tool - for the development of that, we were aware that
the nurses gained more money for doing different things at different
times for different people, so we used that as part of the strategy to
develop the postcard.

Item content was also guided by related resources. In addition to the aforesaid ALMs, these
included a postcard tailored to clinical needs of people from culturally and linguistically diverse
backgrounds (CALD), as well as existing online training modules:

There was a postcard for the multicultural community; testing in
refugees had been released. Quite a succinct sort of tool and we based
our design on that.

Although the Working Group was driven by a key message and guided by existing resources, the
participants suggested that content development was an elaborate and, at times, a vexed
process. It required bona fide consultation with relevant stakeholders as well as flexibility. For
instance, despite the expertise of the Working Group, the GP Project required additional support
to ensure the content of its items was suitable, unassailable, and culturally-appropriate:

The STI tool, we worked with the Working Group only. When we did
the training for the STI Tool and the online training for that tool, we
approached NGOs [non-government organisations]| that work with
those target groups to ensure that the case studies.. were
appropriate... realistic and... accurate.

This suggests two key findings. First, it is important to identify relevant stakeholders; second
(and perhaps of equal importance), it is important to identify when and how their expertise is
solicited. This was cogently demonstrated when developing the STI Testing Tool. In accordance
with the national strategy for Indigenous Australians (DHA, 2010b), the Working Group
endeavoured to include clinical advice for GPs when supporting Indigenous patients - however,
this process proved to be culturally-sensitive and required diplomacy and discretion:

We actually had to meet with the AH&MRC to discuss how we were
going to highlight the fact that Aboriginal young people needed to be
tested... There were some very intense discussions about what they
should and shouldn’t be tested for.

Content development also required flexibility. According to the participants, it was an iterative,
nonlinear process, whereby the cross-pollination of suggestions would yield different ideas. In
accordance with group work theory (Groesbeck & Van Aken, 2001; Tuckman & Jensen, 1977), a
concerted approach can give rise to collaborative advantage (Hansen & Nohria, 2004), and thus
enhance the potential value of outputs:

The individuals around the table representing different groups and
having varied experiences probably prompted... the strategies and the
ideas came forth.

However, joint work can also stymie progress. This may partly explain why the Working Group
altered its developmental activities, which occurred between (rather than within) meetings:

It was developed further within committee meetings. Every time we
met, a new version came back. At that time we didn’t do a lot of out-of-
meeting work; we do a lot more of that now.

Furthermore, item development was viewed as an evolving process, rather than a static
exercise. Although the Working Group was guided by a strategy and a timeframe, participants
recognised the ‘dynamic’ nature of the GP Project and the importance of continued
opportunities for reflective practice:
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For me, something like the STI Testing Tool as resource is an ongoing
resource and I'm not sure if we realised it at the time, but the effects of
that will be ongoing as opposed to just a particular project, just as the
ALM and other things will be... It's the ongoing nature of it... that has
the huge potential for it to become, eventually, as it trickles into GP-
land, a tool that is used for education and is used... It starts to actually
drip-feed as the resource that’s going to be used to help inform testing
within general practice.

[tem content was therefore open to revision to optimise impact and ensure the key message was
communicated consistently across the different items:

We've just changed a little bit of the wording on the back... because the
contact tracing tool has just gone out as well, to keep it in line with that.
It’s just one sentence, but it’s actually the same wording.

Regular content revision also helped to ensure the GP Project reflected current government
direction. For instance, despite plans to review the Practice Nurse Postcard, ‘the Commonwealth
government is ceasing [the associated Practice Nurse] Medicare numbers at the beginning of
next year’.

Presentation and Delivery

According to the participants, the presentation and delivery of the items were purposely crafted
to optimise and sustain impact. This was achieved by: (1) addressing some of the common
drivers known to influence clinician behaviour; (2) addressing some of the idiosyncratic drivers
within particular GP cohorts; and (3) drawing on existing resources. Each is addressed in turn.

According to the participants, GPs share a few common interests - notably, time management
and professional development. Given the time-pressure associated with general practice
(Sanchez Lopez, Madrigal de Torres, Sanchez Sanchez, Puche, & Ontoso, 2010), the items were
devised to facilitate just-in-time healthcare (Chueh & Barnett, 1997; McGowan, Hogg, Campbell,
& Rowan, 2008; Winch & Henderson, 2009) - that is, to provide key information in a timely
manner. As Davenport and Glaser (2002) have concluded, ‘The key to success, we’ve found, is to
bake specialized knowledge into the jobs of highly skilled workers - to make the knowledge so
readily accessible that it can’t be avoided’ (p. 108). As such, the items were developed to be
readily accessible to clinicians - both tangibly and cognitively. For instance, the GP Project
includes online items that do not require storage and retrieval. Furthermore, according to the
participants, the Working Group endeavoured to ensure that items were presented in a rational
and commonsensical manner:

There was a definite push and an agreement amongst the Group that
whatever resource we developed needed to be both online and on
paper to meet the general practice population and their wishes, and
also to be succinct, logical, and easy to follow - [a] tool that one could
refer to when presented with a patient. As you know, in general
practice, we get patients of all sorts, but what would prompt us... and
give us information very quickly and very succinctly... The STI Tool...
enables you to have a quick glance [and] work out what you were going
to order for what patient.

According to the participants, GPs also share an interest in professional development -
particularly CPD points. Professional requirements compel GPs to ‘maintain and improve the
quality of care they provide to patients, and promote care to the community of the highest
possible standard’ (RACGP, 2010, p. 4). As such, the Working Group endeavoured to entice GP
interest through use of the RACGP and ACRRM QI&CPD programs. Furthermore, given the

-44 -



Results

wealth of training opportunities with CPD points, their absence within the GP Project would
have limited its impact:

There’s so much out there for GPs with points on it, you wouldn’t do it
without endorsement of the points.

The Working Group was also acutely aware of the diversity within the target audience.
Participants noted variation in geographical location, career stages, preferred learning styles, as
well as interest (or lack thereof) in sexual healthcare:

You have three groups of GPs - those who want to get involved in
sexual health, those who are a bit scared of it, and those who don’t want
anything at all to do with it.

The GP Project endeavoured to reflect this diversity. For this reason, the items are multimodal
and tailored to particular GP cohorts:

Advice from the committee... was that doctors learn in different ways.
They want experiential learning, they want a piece of paper, they want
a hard copy tool, or they want an online training, to do in the car, or
while they’re home on the computer. So we tried to appeal to all of
those.

[ actually get the Drivetime CDs because in rural practice you often
have lots of long distances to travel. So you can stick it in there and you
can learn as you're driving.

We needed to target different GP groups and different levels of GPs in
different ways, because different GPs don’t access all their learning in
one avenue, so to only have one type of approach wouldn’t meet a large
number of general practitioners, so it was more like flooding the
market... The Check one was specifically aimed really at the GP
registrars, because it’s a training tool that is used for study to lead up to
the RACGP exams. [ mean, it’'s used by general practitioners that are out
as well, but that was the target for that.

To optimise the efficient use of limited resources and foster interagency partnerships, the
Working Group drew on its network of organisations within the wider health sector. This was
aptly demonstrated in the development of the ALM. The Working Group strategically designed
self-contained, explanatory modules that could be delivered by other agencies without
prerequisite training or exorbitant resources. This increased the likelihood of implementation
and potential impact:

The ALM... arose... as part of the discussion of the Group... If we could
develop something that could easily be up taken by Divisions and by
other groups that were giving information that was up to date... using
adult learning principles and in a succinct and appropriate way, that
the module could be picked up by anybody to increase people’s sexual
health awareness. So | think there was a purposeful intent behind
developing the ALM around education.

What the ALM has done is brought into play the sector, the health
promotion sector and the HARP program sector to work with the
Divisions, so... [that’s a] key resource... in terms of linking and
increasing our message getting out there, because it's been up to
them... to deliver it. | mean, we did fund the first round of eight, but it’s
been up to them to deliver it... They take it away and they have to
contact the Director and they have to contact the Division... So in a
sense, they’re delivering our message for us... in their own terms.
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Translation into Practice

Translation of learning from the GP Project into practice was paramount to the Working Group.
Participants spoke of maintaining a focus on making evidence-based sexual healthcare
palatable, and therefore functional. The importance of translation was demonstrated in two
primary ways - namely, the array of different items that form the GP Project, and the ways in
which the items were assessed for functionality.

Cognisant of adult learning principles, the Working Group endeavoured to accommodate the
different learning styles likely to be represented within the target audience. As such, the key
message was communicated via a multimodal approach that encompassed didactic
presentations, interactive discussion, and reflective practice. This helped to ensure the GP
Project had the capacity to meet the varied educational needs of the target audience. In
particular, the ALM was devised to promote translation of the learning into practice:

The ALM... [is] a good example of how people actually have to actively
engage with the resources that have been produced. It makes it real,
because all the others are very individual. Get a tool delivered to me, I
can read something in the news magazine, or I can do an individual
online training thing, but it's not practice focused, it's theoretical. It’s
the reading and the looking and the reading and answering some
questions. But in the ALM, there’s a bit more of the, ‘doing the next
step’. ‘How would this be like for you? What are your challenges? And
to verbalise it in front of your colleagues... and I think that helps
consolidate the real life situation, or make it closer in terms of
behaviour change anyway.

As this excerpt suggests, the Working Party was equally cognisant of the factors that help and
hinder evidence-based sexual healthcare. Participants indicated the importance of devising
resources that fit into the complexity of general practice. It was important to focus on the key
message, convey it in a manner that was succinct and clinically relevant, and continually
reinforce the key message.

To optimise translation into practice, the Working Group also tested some of the items with the
target audience. For instance, the potential value of the ALM was determined by observing GP
responses to, and engagement with similar modules. Similarly, clinician views were canvassed
on the utility of the STI Testing Tool.

However, participants were mindful of the potential for bias in this process. They conceded that
individuals who agreed to comment on the items were likely to be relatively knowledgeable in
sexual healthcare. Although these individuals may be ‘thinking about others as well because
they know that it’s not just for them’, the value of the feedback received may be limited.

Although participants described how translation into practice was optimised for some items -
principally, the STI Testing Tool, the ALM, and the Practice Nurse Postcard - there was little, if
any discussion of others. These include the STI Resources for General Practice; the Drivetime
Radio Medical CD for STI; the Online STI Testing Tool GP Training; the sexual health articles; the
Check booklet; and the Online STI Practice Nurse Training. This might partly be because some of
these items were developed by or through other organisations. For instance, the Check booklet
adheres to the accepted practices of the RACGP - similarly, the sexual health articles align the
styles of the Australian Doctor and the Medical Observer. However, this rationale cannot be
confirmed by the focus group discussion.
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Promotion

Through a discussion on the promotion of the GP Project, the participants revealed three key
strategies that were used to raise clinician awareness of the items - these include mass
marketing, targeted marketing, and ambassador marketing (Canali De Rossi, 2009; Evans,
2006). As will be revealed, most promotional efforts were focused on the STI Testing Tool and
the ALM. The limited discussion on the remaining seven items might partly be attributed to the
involvement of other organisations that were responsible for their development, delivery,
and/or distribution, as was the case for the Check booklet and the two online training items.

Mass marketing was demonstrated by efforts that aimed to optimise distribution to the
population of the target audience - namely, all GPs and PNs within NSW. For example, when
possible, items were made available online and cross-referenced for cross-promotional
purposes:

Having [the STI Testing Tool]... online, the website attached to other
tools that have been used, like the ALM or the information that was in
the Medical Observer and the Australian Doctor was also useful - so it
was about saturating.

Further to these, the STI Testing Tool was ‘actively sent out to every GP in New South Wales, as
traumatic as that was’. As the excerpt suggests, some of these mass marketing strategies were
arduous and costly - furthermore, according to the participants, the approach had limited
impact. This might partly explain the complementary use of other strategies, like targeted
marketing:

That’s probably the one thing I wouldn’t do again, sheerly for the cost.
It's quite a high cost. And because the resources themselves are costly
per item, once you get postage and packing and all of that on top, it
becomes quite an expensive tool for someone to throw in the bin. So,
that more targeted approach does work.

Targeted marketing was demonstrated by the purposeful selection of promotional strategies.
Given the inefficiencies associated with mass marketing, the Working Group used narrower, yet
concentrated channels to publicise some of the items; these included professional bodies that
support primary care clinicians - like Divisions of General Practice — as well as relevant
conferences:

For things like the Practise Nurse tool... learning our lesson from the
STI Tool, we utilised more nurse-centred groups, so talking [with]...
GPNSW, using them and their Nursing in General Practise newsletter
and those sorts of things. Utilising the Australian Practice Nurses
Association - New South Wales nurses that had registered with them...
so it’s a bit more targeted... As the resources have gone on, they’ve been
more targeted in their approach.

We actually handed out a lot more of these [STI Testing Tools] at the
AGPN conference and sexual health conferences and nursing
conferences... That seems to be more targeted because you can have a
discussion with them. And ASHM take our tools to GP trainings and
those sorts of things as well, so it’s very targeted.

As the excerpts suggest, targeted marketing can be beneficial for two main reasons. First, it can
help to optimise the efficient use of limited resources - including (but not limited to) funds and
staff time; second, it affords opportunities to personally engage with the target audience.

Participants also noted the benefit of ambassador marketing - that is, the use of credible agents
(be they individuals or organisations) to endorse the items. For instance, the CEO of GPNSW
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would ‘send things around through our division or to some of our GPs’ - such demonstrated
support was thought to raise the profile of the GP Project. Similarly, participants asserted the
value of College endorsement. The key message is stated in, and therefore reinforced by the
Guidelines for preventive activities in general practice, otherwise known as the Red Book
(RACGP, 2009). Although unrelated to Project activities, this endorsement proved to be
‘powerful’ for three prime reasons - first, the College represents ‘Australia’s largest professional
general practice organisation’ (RACGP, 2011, para. 1); second, its coverage is national; and third,
the College has assumed part-responsibility for promulgating and continually reinforcing the
key message:

It made it into the RACGP Red Book... It’s now their job to continue that
information... It also references the STI Testing Tool in that book and...
from a teaching point of view and an ongoing education of general
practitioners who are linked with the RACGP, that being extremely
useful as big bang-for-buck.

Participants identified ways that well-timed promotional efforts can be devised. To maximise
impact, they recognised the synergy created when promotional efforts were dovetailed with
other relevant activities. Linking the GP Project with other pertinent health promotion
initiatives was considered to fortify and sustain the key message that NSW STIPU aimed to
promote:

The postcard... came at the time when there was a postcard for the
multicultural community. Testing in refugees had been released.

There’s still this thing about it actually coming at a time when... other
training is being provided so that they've got a link and an
understanding about how that tool is to be used... That’s the trick.

Given the demands of general practice, participants recognised the need to continually promote
the GP Project and the items therein. This would help to ensure the target audience had timely
access to the key message, and thus facilitate just-in-time healthcare (Chueh & Barnett, 1997;
McGowan, et al., 2008; Winch & Henderson, 2009):

Doctors are members of the community too and they want the
information when they need to know it and that’s not always when you
send it to them. It's when they need to know that, that they go, ‘Oh,
there was a tool? Where can I get that? And it's like, the light-bulb
moment - ‘I heard something at something, or someone told me
something’ and then you make a connection and then you get the tool,
and then it sort of becomes more embedded in your practice.

Despite the use of mass marketing, targeted marketing, and ambassador marketing, participants
recognised scope for improvement. They were cognisant that not all NSW GPs and PNs were
aware of the items, let alone used them:

We get feedback anecdotal every time we go do a specific training or
involved in a training [sic] on STIs and we take the tool along, and half
the GPs say they’ve never seen it before.

According to the participants, addressing this naiveté requires an approach that is multifaceted,
continuous, and tailored:

[t actually is different for every tool when I look across the table. We've
had to use different strategies for every tool and we’ve learned along
the way.
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Methodological Rigour

Reflecting on the development of the nine items, participants deemed the process to be
methodologically rigorous. They indicated that this was collectively verified by Group efforts to
identify need; source credible information; determine item content; ascertain appropriate
presentation and delivery modes; verify usefulness to the target audience; and deliberate on
effective and efficient promotional strategies:

I suppose content and accuracy of information, I think that there’s
enough skill within the network and the focus testing and the groups
that that’s going to be fine; we don't really have a problem with that.

According to the participants, unassailable evidence of methodological rigour is endorsement
from authoritative professional bodies:

We understood that getting endorsement by the RACGP and ACCRM
was going to be very useful once again about having the document have
clout.

Despite the apparent rigour of the developmental process, participants identified two shortfalls
- namely, the representation of the AH&MRC and ACCRM. The former promotes Indigenous
health and champions the needs and interests of Aboriginal Community Controlled Health
Services (ACCHS), while the latter advocates the ‘unique scope and depth of clinical skills,
knowledge and values that are required by practitioners working in rural and remote contexts’
(ACRRM, 2012, para. 2). Participants spoke of repeated attempts to secure the involvement of
both organisations, but to no avail:

I'm sure there’s a whole lot of groups that form with great ideas about
how they will help general practice do whatever their baby is and
ACCRM and RACGP need to look at... whether it’s a useful investment of
their time. [ think what the group has been able to achieve is probably
beyond what even the group would have expected.

As suggested by the aforesaid excerpt, the absence of these two organisations was not
considered to significantly detract from the value of the GP Project. This might partly be because
at least one member of the Working Group was a member of ACRRM and others were from rural
backgrounds:

Because | have an ACCRM-hat, although invited as a GP, I give feedback
to ACCRM now.

However, to ensure the due representation of the Indigenous community, participants
recommended that alternative options be considered in the future. These include the
involvement of the Australian Indigenous Doctors’ Association and/or an Indigenous GP from
an ACCHS.

Participants were satisfied with the methodological rigour of the GP Project. Its items were
largely deemed to be evidence-based; accessible to the target audience — both physically and
cognitively; sufficiently resourced; and well promoted. As such, participants indicated, ‘We
wouldn’t change what we did’.

Lessons

Despite few concerns with the development of the GP Project, participants revealed several
lessons to inform future initiatives. Although not within the immediate scope of the focus group,
they are itemised and discussed given their potential value:

1. Focus
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Collectively, it appears that the achievements of the GP Project were largely attributed to the
ability to maintain clear focus on its overarching aim. Explicit recognition of, and continued
reflection on the key message, as well as the audience for this message, helped to ensure the
items developed by the Working Group were appropriate, feasible, and consistent:

This Working Group isn’t trying to influence the behaviour of
consumers of healthcare... The operators of healthcare is what we're
trying to influence... We wouldn’t be targeting... priority populations,
because our population is GPs.

Representation

According to the participants, another key ingredient was ‘appropriate representation’
within the Working Group. The well-considered, purposeful selection of particular
organisations and individuals signified a sound investment. The selection process appeared
to be guided by both professional and personal qualities, including (but not limited to):

e Perceived expertise and/or experience in primary care and/or sexual health

Having access to clinical [information]... there wasn’t any sort of time
delay and waiting for check-ups of information and those sorts of
things, or for something that might have happened in GP-land that I
wasn’t sure about, just any sort of delay on getting that information.

[She] was uniquely-placed in that her background was general practice
and then moving into sexual health.

e Professional affiliation, with particular reference to organisational influence

e Professional networks

One of the things that made it a successful project was the way [they]...
got people around the table that represented general practice or those
that were engaging with general practise around sexual health.

e (apacity to actively contribute to the GP Project

We called it Working Groups for a reason. We wanted people to do the
work rather than an Advisory Group, and I think that that’s what
works... If we send out an email for responses we get responses. So it’s
- you can't sit around and do nothing, you have to move forward with
your action, and I guess it’s a credit to the Group that people do actually
take the time to respond thoughtfully or seek the information if they
don’t have it, so it makes the work move along.

People would respond so quickly in very precious workspace, and I
think prioritising and having that willingness is really the key.

e Passion and commitment to sexual healthcare
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Often you work in a committee and you see no bloody outcome for like
years... You're a maniac. You don'’t stop!

[ think the group had a fair decent number of enthusiastic and
passionate people, and that's actually probably what made the
difference... I've never seen a group have such outcome in a short space
of time.

e Demographic information to ensure a gender and a geographical balance

We actually added people. I was really insistent on trying to get a male
GP because we had a lot of female GPs that we knew were interested
originally, and we got [him] on and I think he had a quality to add that
was different and unique... It's hard to quantify that input.

Participants revealed that this selection process occurred well before the official inception
of the GP Project. As the key government body in the sexual health sector, NSW STIPU
strategically considered the composition of all the Working Groups established for its array
of initiatives. This helped to manage limited resources - including time, and thus, manage
interagency collaborations. According to participants, this bolstered the organisation’s
capacity to attain project aims and objectives:

[She] was here at the beginning with [him] and we sat across with all
the Working Groups... in the unit to look at... representation, discipline
levels, who might be able to contribute to work within the projects,
ranging from health promotion to clinicians to GPs... and we had to be
conscious of people’s time and what they could contribute and the
levels of skill and knowledge... You could say that some serendipity in
the way that the personalities got together is fine, but I suppose it was
also a bit measured as well.. [We considered] people who’d shown
interest in the topic or skill around general practice... There was fertile
ground.

As the GP Project Working Group evolved, NSW STIPU regularly reviewed Group
composition to ensure ‘all the right players at the table’:

You kept re-evaluating whether we had the correct make-up in the
Group and who to add.

Given the time and effort contributed by Group members, it was important for personnel of
NSW STIPU to manage these relationships, professionally and courteously. This was
demonstrated by the way the suggestions and comments offered by Group members were
welcomed and accommodated. The reciprocity between NSW STIPU and its partners
fostered a healthy group dynamic and an environment conducive to bona fide (rather than
token) consultation:

There’s also a respect you need to show for people who are on the
Working Group and if you show it and consult with all of them
respectfully and actually integrate actively and centre integrating that
information into what you're doing, I think that feeds on itself as well.
The members can then see that their contribution is actively taken up
and it's run with, and I think that just sort of keeps the ball rolling very
nicely.
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3. Leadership

Participants suggested that strong leadership was an important element in the GP Project. It
was revealed both officially and unofficially. The former included the appointment of the
GPNSW CEO as the Chair of the Working Group - this was an explicit demonstration of
organisational support for the GP Project and its role in primary care:

We've had GPNSW as our Chair for the whole time the committee’s
been established and I think that’s been really important.

The latter was demonstrated within the Group. Personnel of NSW STIPU propelled Group
efforts and helped to maintain momentum:

Having [her] as a centre-pin to push us and drive discussions and also
coordinate any tweaking that was required.

4. Reflective Practice

Participants spoke of a reflective approach to the development of the GP Project. This was
demonstrated in three interrelated ways. First, the items were not developed en masse, but
rather, using an iterative approach. This opened opportunities for experimentation and
learning, which informed the shape of remaining items:

We do actually learn from the things we’ve done before.

Having an idea from within the group about what might work, but not
being frightened to approach groups such as the RACGP and say, ‘We’ve
got this great idea’ and try and sell them the idea. It does actually work.

Second, the items were regularly reviewed and refined. This helped to ensure the GP Project
remained evidence-based and user-friendly:

Being web-based... there can be tweaking of it... if strategies change or
guidelines change.

Third, participants spoke of the items as interconnected parts, rather than as discrete
entities. Their description of the nine items and the way they were developed reflected an
iterative process through which structure was created by regular discussion (Redmond,
2004; Schon, 1991; Wilkinson, 1996). It was therefore difficult for some participants to refer
to items in isolation, as the whole was deemed to greater than the sum of its parts:

[ think that it’s really hard to say which one worked better than others
because they're all multilayered and intersected.
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Impact Evaluation

Surveys: Division Personnel

This section presents findings from an online survey of personnel from NSW Divisions of
General Practice who were responsible for promoting the GP Project. The purpose of the survey
was to determine the degree of awareness of these items among respondents; promotional
efforts by the Division; perceived importance of the items; and perceived capacity to promote
sexual healthcare. Analysis of survey responses includes descriptive statistics of responses to
closed-items, and thematic analysis of open-items. All frequencies are calculated based on valid
responses, unless otherwise stated.

Respondents

Univariate analyses of the data on socio-demographic characteristics indicated that respondents
were affiliated with 26 (of 33) Divisions (see Table 5). Most respondents were female (81.8%),
and half of the respondents had held their position for up to five years (50.0%). Over one-third
of the respondents held a managerial position within their Division (38.5%).

Table 5: Division Respondents’ Socio-Demographic Characteristics (n=26)

Characteristics Frequency %

Sex

Male 4 18.2

Female 18 81.8
Current Position

Manager 10 38.5

Project / Program Officer 5 19.3

Education Officer 3 11.5

Executive Officer 3 11.5

Practice Support 3 11.5

Program Coordinator 2 7.7
Tenure

1-5yrs 13 50.0

6-10 yrs 10 38.5

> 10 yrs 3 11.5
Key Findings

1. STI Testing Tool

a. Use

A vast majority of respondents were aware of this item (84.6%) (see Table 6). The largest
proportions became aware of the item via GPNSW (57.7%) and/or NSW STIPU (30.8%). Most
respondents indicated that their Division promoted this item (95.5%), the largest proportions
of whom reported the use of articles in Division publications (57.7%), email (42.3%), and/or
mail distributed to members (34.6%).

b. Impact
A great majority of respondents agreed or strongly agreed that the information received helped
them to:

e Understand the importance of this item (100.0%)
e Promote it (100.0%)
e Field queries (61.9%)

c. Open-Ended Responses
Respondents indicated that the promotion of this item could be improved by:

e Preparing desktop flipcharts
e Incorporating the item into clinical software programs
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e Promoting the item during CPD events

e Ensuring online availability

e Regularly updating the content of the item

Respondents also indicated that the delivery of the tool could be improved by employing a
designated Project Officer and circulating systematic reminders in newsletters received by the

target audience.

Table 6: STI Testing Tool

Awareness and Use Frequency % Impact Frequency %
Aware of item pnderstood significance of
item
Yes 22 84.6 Strongly agree / Agree 21 100.0
No 4 154 Understood promotional
methods
iStzl:l‘ce of information re Strongly agree / Agree 21 100.0
GP Division 3 11.5 Able to field queries
STIPU 8 30.8 Strongly agree / Agree 13 61.9
GPNSW 15 57.7 Neutral 8 38.1
APNA 2 7.7
Colleague 2 7.7
Website 1 3.8
Division promotion
No 1 4.5
Yes 21 95.5
Fax out 4 15.4
Mail out 9 34.6
Email 11 42.3
Article 15 57.7
Workshop 6 23.1

2. Online STI Testing Tool GP Training

a. Use

Most respondents were aware of this item (65.2%) (see Table 7). The largest proportions
became aware of the item via GPNSW (46.2%) and/or NSW STIPU (19.2%). Most respondents
indicated that their Division promoted this item (68.2%), the largest proportions of whom
reported the use of email (30.8%) and/or articles in Division publications (34.6%).

b. Impact

Most respondents agreed or strongly agreed that the information received helped them to:

e Understand the importance of this item (60.0%)

e Promote it (71.4%)
e Field queries (60.0%)

¢. Open-Ended Responses

Respondents indicated that the promotion of this item could be improved through regular
inclusion in Division newsletters and by employing a designated Project Officer within the

Division.

Table 7: Online STI Testing Tool GP Training

Awareness and Use Frequency % Impact Frequency %
Aware of item !Jnderstood significance of
item
Yes 15 65.2 Strongly agree / Agree 11 60.0
No 8 34.8 Neutral 3 20.0
Source of information re Understood promotional
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Awareness and Use Frequency % Impact Frequency %
item methods
GP Division 3 11.5 Strongly agree / Agree 10 71.4
STIPU 5 19.2 Neutral 4 28.6
GPNSW 12 46.2 Able to field queries
APNA 1 3.8 Strongly agree / Agree 9 60.0
Colleague 1 3.8 Neutral 6 40.0
Website 3 11.5
Division promotion
No 7 31.8
Yes 15 68.2
Fax out 2 7.7
Mail out 2 7.7
Email 8 30.8
Article 9 34.6
Workshop 4 15.4
Unsure 1 3.8
3. ALM
a. Use

Approximately half of the respondents were aware of this item (52.2%) (see Table 8). The
highest proportions became aware of the item via GPNSW (34.6%) and/or NSW STIPU (30.8%).
Most respondents indicated that their Division promoted this item (54.5%), the largest
proportions of whom reported the use of email (29.6%), workshops (23.1%), and/or articles in
Division publications (19.2%).

b. Impact

Most respondents agreed or strongly agreed that the information received helped them to:

e Understand the importance of this item (91.7%)
e Promote it (90.9%)
e Field queries (66.7%)

¢. Open-Ended Responses

Respondents indicated that the promotion of this item could be improved through promotion
during CPD events and contacting Divisions to facilitate the training.

Table 8: ALM
Awareness and Use Frequency % Impact Frequency %
Aware of item !Jnderstood significance of
item
Yes 12 52.2 Strongly agree / Agree 11 91.7
No 11 47.8 Neutral 1 8.3
Source of information re Understood promotional
item methods
STIPU 8 30.8 Strongly agree / Agree 10 90.9
GPNSW 9 34.6 Neutral 1 9.1
APNA 1 3.8 Able to field queries
Website 2 7.7 Strongly agree / Agree 8 66.7
Division promotion Neutral 4 333
No 10 45.5
Yes 12 54.5
Fax out 3 11.5
Mail out 1 3.8
Email 7 26.9
Article 5 19.2
Workshop 6 23.1
Unsure 1 3.8
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4. Practice Nurse Postcard

a. Use

Most respondents were aware of the item (65.2%) (see Table 9). The highest proportions
became aware of the item via GPNSW (42.3%) and/or NSW STIPU (26.9%). Half of the
respondents indicated that their Division promoted this item (50.0%), the largest proportions
of whom reported the use of mail to members (23.1%).

b. Impact
Most respondents agreed or strongly agreed that the information received helped them to:

e Understand the importance of this item (92.3%)
e Promote it (92.3%)
e Field queries (76.9%)

¢. Open-Ended Responses

Respondents indicated that the promotion of this item could be improved through promotion
during CPD events and by employing a designated Project Officer within the Division.
Respondents also noted that delivery of the item could be improved by requesting Program
Officer assistance during their visits to the practices of GP Division members.

Table 9: Practice Nurse Postcard

Awareness and Use Frequency % Impact Frequency %
. Understood significance of
Aware of item .
item
Yes 15 65.2 Strongly agree / Agree 12 92.3
No 8 34.8 Neutral 1 7.7
Source of information re Understood promotional
item methods
GP Division 2 7.7 Strongly agree / Agree 12 92.3
STIPU 7 26.9 Neutral 1 7.7
GPNSW 11 42.3 Able to field queries
APNA 2 7.7 Strongly agree / Agree 10 76.9
Colleague 1 3.8 Neutral 3 23.1
Website 2 7.7
Unsure 1 3.8
Division promotion
No 11 50.0
Yes 11 50.0
Fax out 1 3.8
Mail out 6 23.1
Email 2 7.7
Article 4 15.4
Workshop 3 11.5
Unsure 1 3.8

5. Online STI Practice Nurse Training

a. Use

Just over one-third of the respondents were aware of the item (38.1%) (see Table 10), the
largest proportion of whom became aware of the item via GPNSW (30.8%). Approximately one-
third of the respondents indicated that their Division promoted this item (31.8%), the largest
proportions of whom reported the use of email (19.2%) and/or articles in Division publications
(19.2%).

b. Impact
Most respondents agreed or strongly agreed that the information received helped them to:

e Understand the importance of this item (71.4%)
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e Promote it (75.0%)
e Field queries (62.5%)

¢. Open-Ended Responses

Respondents indicated that the promotion of this item could be improved by regularly

promotion by APNA and in newsletters tailored to the target audience.

Table 10: Online STI Practice Nurse Training

Awareness and Use Frequency % Impact Frequency %
. Understood significance of
Aware of item .
item
Yes 8 38.1 Strongly agree / Agree 5 71.4
No 13 61.9 Neutral 2 28.6
Source of information re Understood promotional
item methods
STIPU 2 7.7 Strongly agree / Agree 6 75.0
GPNSW 8 30.8 Neutral 2 25.0
APNA 3 11.5 Able to field queries
Colleague 1 3.8 Strongly agree / Agree 5 62.5
Website Neutral 3 37.5
Division promotion
No 15 68.2
Yes 7 31.8
Email 5 19.2
Article 5 19.2
Workshop 1 3.8

6. Project Support

Most respondents indicated that they received good or adequate support during the GP Project

(62.3%), with the remainder suggesting the support was adequate (37.5%).
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Surveys: General Practitioners

This section presents findings from an online survey of NSW GPs to examine their experiences
with the seven items of the GP Project tailored to GPs. This includes descriptive statistics of
responses to closed-items, and thematic analysis of open-items. All frequencies are calculated
based on valid responses, unless otherwise stated.

Respondents

Univariate analyses of the data on socio-demographic characteristics indicated that most of the
respondents were female (54.1%), and most graduated in Australia (57.2%) (see Table 11). The
highest proportion of respondents was between 36 and 45 years of age (31.8%). On average,
respondents had 15.4 years of GP experience and a considerable percentage of them consulted
patients in a language other than English (40.1%). The highest proportions of respondents were
affiliated with the Central Sydney GP Network (9.3%), the Macarthur Division of GP (9.3%), and
Wentwest (8.4%); over ten percent of respondents were affiliated with more than one Division
(10.3%). Close to ten percent of respondents worked within an ACCHS (8.9%). Most
respondents worked in a teaching practice (57.5%) and about one-fifth were GP registrars
(20.7%). Most respondents worked with up to five GPs (59.1%) and PNs (71.7%) in their
primary practice. For most respondents (77.5%), ten to fifty percent of patients were under 25
years of age; for the vast majority of respondents (81.6%), fewer than fifty percent of patients
were from CALD backgrounds. For most respondents, Indigenous patients represented less than
one percent of their patients (54.5%).

Given the profile of NSW GPs (Carne, et al.,, 2011), the demographic characteristics suggest that
the survey respondents were not representative of this cohort. This is because NSW GPs are
mostly male (63.1%); approximately one-third are over 55 years of age (31.6%); and very few
practice in an ACCHS (1.2%). The fact that the survey respondents were unrepresentative of
NSW GPs may be due to the population-based recruitment approach (as opposed to purposive
sampling) and/or the voluntary nature of participation. Nevertheless, the respondents
represented diverse geographical locations (as indicated by Division affiliation) and supported
diverse patient populations, including Indigenous patients, young patients, and patients from
CALD backgrounds.

Table 11: GP Respondents’ Socio-Demographic Characteristics (n=214)

Characteristics Frequency % Characteristics Frequency %
Sex Work at teaching practice
Male 95 45.9 Yes 123 57.5
Female 112 54.1 No 83 38.8
Age GP Registrar
26-35 yrs 33 15.4 Yes 42 20.7
36-45 yrs 68 31.8 No 161 79.3
46-55 yrs 63 29.4 GPs at Primary Practice
Over 56 yrs 50 23.4 1-5 123 59.1
Country of Graduation 6-10 70 33.7
Australia 119 57.2 >10 15 7.2
Overseas 89 42.8 PNs at Primary Practice
Consultation Language 0 45 22.3
English only 125 59.0 1-5 153 71.7
English and a non-English 87 401 -6 4 20
language
Affiliation* Indigenous Patients
Central Sydney 20 9.3 <1% 116 54.5
GP Access 11 5.1 1-5% 62 29.1
Macarthur Division of GP 20 9.3 5-20% 17 8.0
Riverina Division 12 5.6 >20% 11 5.2
Wentwest 18 8.4 Unsure 7 3.3
Unsure 11 5.1 CALD Patients
Affiliated with > 1 Division <10% 81 38.2
Yes 22 10.3 10-50% 92 43.4
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Characteristics Frequency % Characteristics Frequency %

No 189 88.3 >50% 32 15.1

Work at AMS Unsure 7 3.3
Yes 19 8.9 Patients < 25 years

No 193 90.2 <10% 25 11.7

10-50% 165 77.5

>50% 16 7.5

Unsure 7 3.3

* Those with more than a 5% response rate are reported
Note: Respondents’ mean length of experience as a GP was 15.4 yrs (§D=12.1)

Key Findings
1. STI Testing Tool
a. Use

Most respondents were aware of this item (61.7%) (see Table 12). The largest proportions
became aware of the item via their Division of General Practice (27.0%) and/or educational
events (27.0%). A great majority used the item (71.7%) and found it extremely or very useful
(64.8%). Most respondents who used the item agreed or strongly agreed that it was: clear and
easy to follow (90.0%); and/or provided information at a level appropriate to their needs
(88.9%). More than one-third always or often used the item in their practice (39.6%).

b. Impact

Most respondents who used this item agreed or strongly agreed that it assisted their clinical
practice (85.6%). A great majority of respondents who used this item indicated that their ability
to raise the topic of STIs with patients had improved (68.5%), as did their ability to order
appropriate STI tests (80.0%). Subsequent to using this item, over one-third of respondents
contacted a sexual health clinic in relation to a patient (34.1%).

¢. Open-Ended Responses

According to respondents who were aware of, but did not use this item, factors that influenced
their decision included a perceived lack of need, limited access to the item, time constraints, and
limited familiarity with the item.

Respondents who used this item indicated that it could be improved by:

Ensuring online availability

Incorporating the item into clinical software programs
Regularly updating its content

Including contact tracing information

Including website addresses to patient information
Regularly promoting the item

Occasionally distributing hard copies

Respondents who used this item indicated that their ability to use it was hindered by limited
access. More specifically, respondents could not readily locate the item when required, and/or
they failed to remember its availability. These (and other) factors were exacerbated by
workload.

Respondents who used this item preferred to access it electronically. Although hard copies were
appreciated, respondents appeared to prefer access via email and/or clinical software
programs.

Table 12: STI Testing Tool

Awareness and Use Frequency % Impact Frequency %

Aware of item Assists with clinical
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Awareness and Use Frequency % Impact Frequency %
practice
Yes 132 61.7 Strongly agree / Agree 77 85.6
No 82 38.3 Neutral 13 14.4

Improved ability to raise

Source of information re the topic of STIs with

item .
patients
GP Division 31 27.0 Strongly agree / Agree 61 68.5
Educational event 31 27.0 Neutral 26 29.2
Colleague 12 10.4 NG 2 2.2
Disagree
STIPU / Professional body 15 13.0 L?Errg;:iit:gl'll‘llt{e:; order
Website 12 10.4 Strongly agree / Agree 73 80.0
Unsure 14 12.2 Neutral 17 18.9
Item used St_rongly diegien 1 11
Disagree
Yes 91 71.7 Subsequent contact with:
No 36 28.3 Sexual Health InfoLine
Perceived usefulness Yes 13 14.3
Extremely / Very useful 59 64.8 No 65 71.4
Useful 31 34.1 Unsure 13 14.3
Not very / at all useful 1 1.1 Sexual health clinic
Frequency of use Yes 31 34.1
Always / Often 36 39.6 No 48 52.7
Sometimes 32 35.2 Unsure 12 13.2
Occasionally / Never 21 23.1
Unsure 2 2.2
Clear and easy to follow
Strongly agree / Agree 81 90.0
Neutral 8 8.9
St.rongly disagree / 1 11
Disagree
Provides appropriate
information
Strongly agree / Agree 80 88.9
Neutral 9 10.0
St.rongly disagree / 1 11
Disagree

2. STIResources for General Practice

a. Use

Over ten percent of respondents were aware of this item (15.3%), the largest proportion of
whom became available of it via their Division (36.7%) (see Table 13). Most of the respondents
who were aware of the item used it (60.0%) - of these, most agreed or strongly agreed that: the
layout and design were appropriate (88.3%); it provided the information they required
(82.4%); and/or it helped to locate appropriate information (83.3%). About one-half of those
who used this item considered it to be extremely or very useful (55.6%); and about one-half
indicated that they sometimes used the item during clinical practice (52.9%).

b. Impact

Most respondents who used this item agreed or strongly agreed that it assisted their clinical
practice (94.4%). About ten percent of respondents who used this item had subsequent contact
with the Sexual Health InfoLine (11.1%).

c. Open-Ended Responses
Respondents who used this item indicated that it could be improved by:

e Regularly updating its content
e Including practical advice - rather than guidelines - to inform clinical practice
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e Promoting the item via email

Respondents who used this item indicated that their ability to use it was hindered by limited
access and time constraints.

Respondents who used this item preferred to access it electronically. Although hard copies were
appreciated, respondents appeared to prefer access via email and/or clinical software

programs.

Table 13: STI Resources for General Practice

Awareness and Use Frequency % Impact Frequency %
. Assists with clinical
Aware of item .
practice
Yes 32 15.3 Strongly agree / Agree 17 94.4
No 177 84.7 NG 1 5.6
Disagree
Source of information re Improved ability to locate
item appropriate resources
GP Division 11 36.7 Strongly agree / Agree 15 83.3
Educational event 6 20.0 Neutral 2 11.1
Colleague 3 10.0 sy degee ) 1 5.6
Disagree
STIPU / Professional body 7 23.3 Subsequent contact with:
Website 3 10.0 Sexual Health InfoLine
Item used Yes 2 11.1
Yes 18 60.0 No 10 55.6
No 12 40.0 Unsure 6 33.3
Perceived usefulness
Extremely / Very useful 10 55.6
Useful 7 38.9
Unsure 1 5.6
Frequency of use
Always / Often 4 23.5
Sometimes 9 52.9
Occasionally / Never 4 23.5
Unsure 1 3.8
Appropriate layout and
design
Strongly agree / Agree 15 88.3
Neutral 3 16.7
Provides appropriate
information
Strongly agree / Agree 14 82.4
Neutral 1 5.9
St.rongly disagree  / 2 118
Disagree

3. Drivetime Radio Medical CD for STI

a. Use

Over one-third of respondents were aware of this item (38.6%) - of these, over one-third had
used the item (37.2%) (see Table 14). Over one-half of the respondents who used the item
considered it to be useful (57.8%).

b. Impact
Less than half of the respondents who used this item reported that their knowledge of sexual
health had improved (47.4%).

¢. Open-Ended Responses
According to respondents who were aware of, but did not use this item, time constraints were
considered to be a key barrier.
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Respondents who used this item indicated that it could be improved by:

Incorporating the item into clinical software programs

Linking the item to the RACGP QI&CPD program (RACGP, 2010)

Ensuring availability as an MP3 file for greater usability

Ensuring the audio material is presented in an interesting, rather than monotonous
style

e Providing greater detail

Respondents who used this item indicated that their ability to use it was hindered by time
constraints and limited access to the equipment required.

Respondents who used this item preferred to access it electronically. Although hard copies were
appreciated, respondents appeared to prefer access via email and/or as an MP3 file.

Table 14: Drivetime Radio Medical CD for STI

Awareness and Use Frequency % Impact Frequency %

Aware of item Improved knowledge*

Yes 80 38.6 Strongly agree / Agree 18 47.4

No 127 61.4 Neutral 5 13.2
Item used Strongly  disagree / 9 23.7

Disagree

Yes 29 37.2 Unsure 6 15.8

No 40 51.3

Unsure 9 11.5
Perceived usefulness*

Extremely / Very useful 11 28.9

Useful 11 28.9

Not very / at all useful 9 23.7

Unsure 7 18.4

* Percentages calculated based on valid responses including respondents who were ‘unsure’ whether the item was used -
this is because some of these respondents responded to subsequent items

4. Online STI Testing Tool GP Training

a. Use

Less than one-quarter of the respondents were aware of this item (23.4%), the largest
proportion of whom became aware of the item via a website (27.3%) (see Table 15). Of those
who were aware of the item, less than one-third used it (28.3%). Of these, over two-thirds found
the item extremely or very useful (66.7%) and many used the lessons learnt during clinical
practice always or often (41.7%). They found the item provided information at a level
appropriate to their needs (83.3%) and the item was deemed to be clear and easy to follow
(83.3%).

b. Impact

Most respondents who used this item agreed or strongly agreed that it: aided clinical practice
(83.3%); improved their ability to raise the topic of STIs with patients (81.8%); and/or
improved their ability to order appropriate STI tests (83.3%). After using this item, about one-
third of respondents had subsequent contact with a sexual health clinic in relation to a patient
(33.3%).

¢. Open-Ended Responses

According to respondents who were aware of, but did not use this item, the key barriers were
said to include time constraints, workload, the increasing number of online training
opportunities, and limited internet access, particularly in rural areas. Respondents indicated a
preference to receive advice about online training opportunities via email.
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Table 15: Online STI Testing Tool GP Training

Awareness and Use Frequency % Impact Frequency %
. Assists with clinical
Aware of item .
practice
Yes 48 23.4 Strongly agree / Agree 10 83.3
No 157 76.6 Neutral 1 8.3
.Source of information re Unsure 1 83
item
Improved ability to raise
GP Division 10 22.7 the topic of STIs with
patients
Educational event 10 22.7 Strongly agree / Agree 9 81.8
Colleague 6 13.6 Neutral 1 9.1
STIPU / Professional body 5 11.4 Unsure 1 9.1
Website 12 273 lmprove.d ability to order
appropriate STI tests
Unsure 1 2.3 Strongly agree / Agree 10 83.3
Item used Neutral 1 8.3
Yes 13 28.3 Unsure 1 8.3
No 33 71.7 Subsequent contact with:
Perceived usefulness Sexual Health InfoLine
Extremely / Very useful 8 66.7 Yes 2 16.7
Useful 3 25.0 No 9 75.0
Unsure 1 8.3 Unsure 1 8.3
Frequency of use Sexual health clinic
Always / Often 5 41.7 Yes 4 333
Sometimes 4 333 No 7 58.3
Occasionally / Never 2 16.7 Unsure 1 8.3
Unsure 1 8.3
Clear and easy to follow
Strongly agree / Agree 10 83.3
Neutral 1 8.3
Unsure 1 8.3
Provides appropriate
information
Strongly agree / Agree 10 83.3
Neutral 1 8.3
Unsure 1 8.3
5. ALM
a. Use

Just over ten percent of respondents were aware of this item (12.4%), the highest proportion of
whom became aware of it via their Division (47.4%) (see Table 16). Of those who were aware of
this item, less than one-third completed all three modules (29.2%). All of those who completed
the three modules found them extremely or very useful (42.9%), and over half considered the
information clear and easy to follow (57.1%). All of those who completed the modules agreed
they would recommend the ALM to colleagues, and a large majority used the information within
their clinical practice (85.7%).

b. Impact
All of those who completed the three modules indicated that the ALM aided clinical practice
(100.0%). Most of these respondents agreed or strongly agreed that it improved their:

Ability to document a brief sexual history (83.3%)

Ability to identify patients at-risk of STIs (83.3%)

Ability to identify appropriate STI tests (83.3%)

Ability to diagnose and treat common STIs (85.7%)

Ability to raise contact tracing with patients (100.0%)

Awareness of their responsibilities around contact tracing (71.4%)
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e Ability to perform contact tracing (100.0%)

After completing all three modules, less than half of the respondents had subsequent contact
with a sexual health clinic (42.9%) or the Sexual Health Infoline (42.9%).

¢. Open-Ended Responses

According to respondents who were aware of, but did not use this item, time constraints were

said to be the key barrier.

Table 16: ALM

Awareness and Use Frequency % Impact Frequency %
. Assists with clinical
Aware of item .
practice
Yes 25 12.4 Strongly agree / Agree 7 100.0
Improved ability to
No 176 87.6 document brief sexual
history*

ist‘:gce of information re Strongly agree / Agree 5 83.3
GP Division 9 47.4 Neutral 1 16.7
Educational event 2 10.5 Imp_roved ?bility to identify

at-risk patients*
Colleague 4 21.1 Strongly agree / Agree 5 83.3
STIPU / Professional body 1 5.3 Neutral 1 16.7
. Improved ability to identify
WEESES : FHE appropriate STI tests*
Unsure Strongly agree / Agree 5 83.3
Modules completed St.rongly disagree / 1 16.7
Disagree
Improved ability to
Module 1 only 3 12.5 diagnose and treat common
STIs*
All 3 modules 7 29.2 Strongly agree / Agree 6 85.7
None 14 58.3 Neutral 1 14.3
Improved ability to raise
Perceived usefulness* contact tracing with
patients*
Extremely / Very useful 3 42.9 Strongly agree / Agree 7 100.0
Improved awareness of
Useful 4 57.1 responsibilities around
contact tracing*

Frequency of use* Strongly agree / Agree 5 71.4
Always / Often 2 28.6 Neutral 2 28.6
Sometimes 4 57.1 Subsequent contact with:

Occasionally / Never 1 14.3 Sexual Health InfoLine

Clear and easy to follow* Yes 3 42.9
Strongly agree / Agree 4 57.1 No 1 14.3
Neutral 1 14.3 Unsure 3 429
sy dkegee ) 2 28.6 Sexual health clinic
Disagree

Form?t aided respondents Yes 3 429

learning*

Strongly agree / Agree 6 85.7 No 3 42.9

Neutral 1 14.3 Unsure 1 14.3
Recommend to colleagues*

Yes 7 100.0

* Percentages calculated based on respondents who completed all 3 modules

6. Sexual Health Articles

a. Use

More than half of the respondents read the articles (58.5%), the largest proportion of whom
found them to be extremely or very useful (48.3%) (see Table 17). Most respondents who read
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the articles agreed or strongly agreed that they addressed areas they needed to familiarise with
(71.6%), and were clear and easy to follow (79.3%).

b. Impact
Most of the respondents who read the articles indicated that their knowledge of the topics

addressed improved (71.8%).

Table 17: Sexual Health Articles

Awareness and Use Frequency % Impact Frequency %

Read at least one article Improved knowledge

Yes 117 58.5 Strongly agree / Agree 84 71.8

No 83 415 Neutral 19 16.2
Perceived usefulness St_rongly disagree / 9 7.7

Disagree

Extremely / Very useful 56 48.3 Unsure 5 4.3

Useful 39 33.6

Not very / at all useful 10 8.6

Unsure 11 9.5
Clear and easy to follow

Strongly agree / Agree 92 79.3

Neutral 16 13.8

St.rongly disagree / 3 26

Disagree

Unsure 5 4.3
Addressed key areas

Strongly agree / Agree 83 71.6

Neutral 16 13.8

St.rongly disagree / 10 86

Disagree

Unsure 7 6.0

7. Check: Sexually Transmissible Infections

a. Use

Approximately one-half of the respondents were aware of this item (50.5%), the largest
proportion of whom became aware of it via a professional body (45.2%) (see Table 18). More
than half of these respondents read or completed the Check booklet (53.5%). Of these
respondents, most found it extremely or very useful (71.7%) and most deemed the format to be
appropriate (88.5%) and easy to follow (92.5%). Over one-third of those who read or completed
the item always or often used the information they learnt during clinical practice (39.6%) and
most recommended it to colleagues (92.5%).

b. Impact
Most of the respondents who read or completed the item agreed or strongly agreed that it:

Aided clinical practice (86.8%)

Improved their ability to document a brief sexual history (88.5%)

Improved their ability to diagnose and manage STIs (90.2%)

Improved their understanding of cultural sensitivities when discussing STIs (83.0%)

¢. Open-Ended Responses
According to respondents who were aware of, but did not use this item, time constraints were
said to be the key barrier.

Table 18: Check Booklet

Awareness and Use Frequency % Impact Frequency %
. Assists with clinical
Aware of item .
practice
Yes 101 50.5 Strongly agree / Agree 46 86.8
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Awareness and Use Frequency % Impact Frequency %

No 99 46.3 Neutral 4 7.5
Source of information re Strongly  disagree / 2 3.8
item Disagree '

GP Division 18 21.4 Unsure 1 1.9

Improved ability to

Educational event 6 7.1 document brief sexual

history

Colleague 12 14.3 Strongly agree / Agree 46 88.5

Professional body 38 45.2 Neutral 5 9.6

Website 6 7.1 NG 1 1.9

Disagree
Improved understanding of
Unsure 4 4.8 clinical features, diagnosis,
and management of STIs
Item used Strongly agree / Agree 46 90.2
Yes 54 53.5 Neutral 3 5.9
Strongly  disagree  /
No 47 46.5 - 2 3.9
Disagree
Unsure 9 115 Improved un_dfar_s?anding of
cultural sensitivities
Perceived usefulness Strongly agree / Agree 44 83.0
Extremely / Very useful 36 71.7 Neutral 8 15.1
Useful 14 26.4 Strongly  disagree / 1 1.9
Disagree

Not very / at all useful 1 1.9
Frequency of use

Always / Often 21 39.6

Sometimes 19 35.8

Occasionally / Never 12 22.7

Unsure 1 1.9
Clear and easy to follow*

Strongly agree / Agree 49 92.5

Neutral 4 7.5
Appropriate layout and
format

Strongly agree / Agree 36 88.5

Neutral 6 11.5
Recommend to colleagues

Yes 49 92.5

No 2 3.8

Neutral 2 3.8
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Surveys: Practice Nurses

This section presents findings from an online survey of NSW PNs to examine their experiences
with the two items of the GP Project tailored to PNs. This includes descriptive statistics of
responses to closed-items, and thematic analysis of open-items. All frequencies are calculated
based on valid responses, unless otherwise stated.

Respondents

Univariate analyses of the data on socio-demographic characteristics indicated that most
respondents were female (93.9%) and most graduated in Australia (86.9%) (see Table 19). The
highest proportion of respondents was between 41 and 50 years of age (35.5%). On average,
respondents had seven years of experience as a PN, and just over ten percent consulted patients
in a language other than English (11.1%). The highest proportions of respondents were
affiliated with the Macarthur Division of GP (14.7%), the Riverina Division of GP (6.0%), and the
Murrumbidgee GP Network 5.5%). Less than ten percent of respondents worked within an
ACCHS (8.1%). Most worked with one to two other PNs (57.5%) and/or one to five GPs (62.8%)
in their primary practice. For most respondents (59.5%), ten to fifty percent of patients were
under 25 years of age; for about three quarters of the respondents (75.2%), fewer than fifty
percent of patients were from CALD backgrounds. For almost three quarters of the respondents,
Indigenous patients represented less than five percent of their patients (74.6%).

In the absence of detailed demographic data on the profile of NSW PNs (Carne, et al., 2011), it is
difficult to ascertain whether the survey respondents were representative of this cohort.
However, data on the gender and age of all NSW registered nurses would suggest that the
survey respondents were not entirely representative of this cohort. This is because, although
NSW registered nurses are mostly female (89.6%) (akin to the survey respondents),
approximately one-fifth are over 55 years of age (21.2%), which differs from the survey
respondents. This may be due to the population-based recruitment approach (as opposed to
purposive sampling) and/or the voluntary nature of participation. Nevertheless, the
respondents represent diverse geographical locations (as indicated by Division affiliation) and
supported diverse patient populations, including Indigenous patients, young patients, and
patients from CALD backgrounds.

Table 19: PN Respondents’ Socio-Demographic Characteristics (n=217)

Characteristics Frequency % Characteristics Frequency %
Sex GPs at Primary Practice
Male 13 6.1 1-5 130 62.8
Female 201 93.9 6-10 50 24.2
Age >10 27 13.0
20-30 yrs 27 12.4 PNs at Primary Practice
31-40 yrs 40 18.5 1-2 119 57.5
41-50 yrs 77 35.5 3-5 67 32.4
51-60 yrs 62 28.6 6-10 204 10.12.0
Over 60 yrs 11 5.1 Indigenous Patients
Country of Graduation <1% 94 441
Australia 186 86.9 1-5% 30 30.5
Overseas 28 13.1 5-20% 17 8.0
Consultation Language >20% 14 6.6
English only 192 88.9 Unsure 23 10.8
English and a non-English 24 111  CALD Patients
language
Affiliation* <10% 104 48.6
Central Coast Division 10 4.6 10-50% 57 26.6
GP Access 10 4.6 >50% 40 18.7
Macarthur Division of GP 32 14.7 Unsure 13 6.1
Murrumbidgee 12 5.5 Patients < 25 years
Riverina Division of GP 13 6.0 <10% 56 26.0
Work at AMS 10-50% 128 59.5
Yes 17 8.1 >50% 16 7.4
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Characteristics Frequency % Characteristics Frequency %

No 194 91.9 Unsure 15 7.1

* Those with more than a 5% response rate are reported
Note: Respondents’ mean length of experience as a PN was 7 yrs (SD=7.6)

Key Findings

1. Practice Nurse Postcard

a. Use

Over a third of respondents were aware of this item (38.2%) (see Table 20). The largest
proportions of respondents became aware of the item via their Division (35.7%) and/or
educational events (30.0%). Most of the respondents who were aware of the item used it
(63.5%); of those, more than half found the item useful (51.1%). A great majority who used the
item agreed or strongly agreed that the design was appropriate (87.0%) and easy to follow
(87.0%). More than one-third of users reported that they sometimes used the postcard during
clinical practice (34.0%).

b. Impact

Most respondents who used this item agreed or strongly agreed that it helped their clinical
practice (63.0%). Most indicated that their knowledge of chlamydia treatment and prevention
had improved (67.4%), as did their ability to:

Undertake and claim for pap smears and preventative checks (63.8%)
Identify patients who should be tested for chlamydia (76.6%)

Test for chlamydia (68.9%)

Document a brief sexual history (72.3%)

After using this item, approximately one-quarter of the respondents contacted the NSW Sexual
Health Infoline (24.4%) or a sexual health clinic (27.7%) in relation to a patient.

¢. Open-Ended Responses

According to respondents who were aware of, but did not use this item, key barriers included a
perceived lack of need; underrating the item; limited access to the item; and limited relevance to
current role.

Respondents who used this item indicated that it could be improved by:

Using brighter colours

The incorporation of Indigenous art
Easing the ordering process

Translating the item into other languages
Condensing it to a one-sided postcard
Regularly updating its content

Wider promotion and distribution
Regular prompting

Respondents who used this item indicated that limited access and unfamiliarity with the
ordering process hindered their ability to use it. These respondents preferred to access the item
electronically. Although hard copies delivered to general practices was suggested, respondents
mostly favoured email access.

Table 20: Practice Nurse Postcard

Awareness and Use Frequency % Impact Frequency %

Aware of item Assists with clinical
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Awareness and Use Frequency % Impact Frequency %
practice
Yes 83 38.2 Strongly agree / Agree 29 63.0
No 134 61.8 Neutral 11 23.9
Source of information re Strongly  disagree /
. - 6 13.0
item Disagree
Improved ability to
GP Division 25 357 undertake and claim for
pap smears and
preventative checks
Educational event 21 30.0 Strongly agree / Agree 30 63.8
Colleague 3 4.3 Neutral 14 29.8
STIPU 6 8.6 Strongly  disagree / 3 6.4
Disagree
Improved ability to identify
Professional body 4 5.7 who should be tested for
chlamydia
Website 7 10.0 Strongly agree / Agree 36 76.6
Unsure 4 5.7 Neutral 7 14.9
Item used St.rongly disagree / 4 8.5
Disagree
Yes 47 63.5 Improvefi ability to test for
chlamydia
No 27 36.5 Strongly agree / Agree 31 68.9
Perceived usefulness Neutral 10 22.2
Extremely / Very useful 21 34.7 Strongly  disagree / 4 8.9
Disagree
Improved ability to
Useful 24 51.1 document brief sexual
history
Not very / at all useful 2 4.3 Strongly agree / Agree 34 72.3
Frequency of use Neutral 10 213
Always / Often 14 29.8 Strongly  disagree / 3 6.4
Disagree
Improved knowledge of
Sometimes 16 34.0 chlamydia treatment and
prevention
Occasionally / Never 16 34.0 Strongly agree / Agree 31 67.4
Unsure 1 2.1 Neutral 11 23.9
Appropriate layout and Strongly  disagree /
. - 4 8.7
design Disagree
Strongly agree / Agree 40 87.0 Subsequent contact with:
Neutral 5 10.9 Sexual Health InfoLine
sy dkegee ) 1 o Yes 11 24.4
Disagree
Clear and easy to follow No 29 64.4
Strongly agree / Agree 40 87.0 Unsure 5 11.1
Neutral 5 10.9 Sexual health clinic
Strongly  disagree / 1 2.2 Yes 13 27.7
Disagree
No 31 66.0
Unsure 3 6.4

2. Online STI Practice Nurse Training

a. Use

Approximately half of the respondents were aware of this item (50.2%) (see Table 21). The
largest proportions became aware of it via a professional body (31.4%), a website (29.1%),
and/or their Division (22.1%). Less than one-fifth of the respondents who were aware of the
item completed it (18.7%); of these, more than half found it extremely or very useful (64.7%).
Most respondents who completed the item agreed or strongly agreed that the course design was
appropriate (75.0%) and easy to follow (82.40%). More than forty percent of those who
completed the item reported that they used always or often used the information learned in

their practice (41.2%).
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b. Impact
Most respondents who completed this item agreed or strongly agreed that it helped their
clinical practice (82.4%). Most cited improvement in the following domains:

Documenting a brief sexual history (87.5%)

Identifying patients at-risk of STIs (81.3%)

Performing contact tracing (62.5%)

Consulting patients about STI testing, treatment, and prevention (70.6%)

A vast majority agreed or strongly agreed that their learning needs were met by this item
(88.2%). Relatively few respondents who completed the item had subsequent contact with the
NSW Sexual Health Infoline (11.8%), though more contacted a sexual health clinic (35.3%).

¢. Open-Ended Responses

Several respondents who were aware of, but had not completed the item indicated an intention
to do so - some for instance, were in the process of completion. However, key barriers included
cost and limited time. Time constraints also hindered respondent capacity to use the
information learnt within clinical practice.

Respondents who had completed this item indicated that it could be improved by linking it to
online orientation programs.

These respondents preferred to receive advice about the item via email, including electronic
correspondence from APNA.

Table 21: Online STI Practice Nurse Training

Awareness and Use Frequency % Impact Frequency %
. Assists with clinical
Aware of item .
practice
Yes 104 50.2 Strongly agree / Agree 14 82.4
No 103 49.8 Neutral 3 17.6

Improved confidence to

Source of information re .
document brief sexual

item

history
GP Division 19 22.1 Strongly agree / Agree 14 87.5
Educational event 4 4.7 Neutral 2 12.5
Celenmie 4 47 lmp_roved .?lbility to identify
at-risk patients
STIPU 3 3.5 Strongly agree / Agree 13 81.3
Professional body 27 314 Neutral 2 12.5
Website 25 29.1 Strongly  disagree / 1 6.3
Disagree
Unsure 4 47 Improved ability_ to
perform contact tracing
Item completed Strongly agree / Agree 10 62.5
Yes 17 18.7 Neutral 3 18.8
No 74 81.3 Strongly  disagree / 1 6.3
Disagree
Unsure 2 12.5
Improved ability to consult
. patients about testing,
Perceived usefulness . .
treating and preventing
STIs
Extremely / Very useful 11 64.7 Strongly agree / Agree 12 70.6
Useful 6 35.3 Neutral 4 23.5
Frequency of use Unsure 1 5.9
Always / Often 7 41.2 Subsequent contact with:
Sometimes 6 35.3 Sexual Health InfoLine
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Awareness and Use Frequency % Impact Frequency %
Occasionally / Never 4 23.5 Yes 2 11.8
No 14 82.4
Unsure 1 5.9
App.roprlate layout  and Sexual health clinic
design
Strongly agree / Agree 12 75.0 Yes 6 35.3
Neutral B 18.8 No 10 58.8
St.rongly disagree / 1 6.3 Unsure 1 5.9
Disagree
Clear and easy to follow
Strongly agree / Agree 14 82.4
Neutral B 17.6
Learning needs were met
Strongly agree / Agree 15 88.2
Neutral 2 11.8
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Interviews

Research Participants

Semi-structured interviews were undertaken with nine GPs and ten PNs to further understand
the impact of the GP Project. GP and PN survey respondents who expressed an interest in the
interview were purposefully selected on the basis of familiarity with project items and
demographic information - this helped to optimise diversity in perspectives contributed to this
evaluation.

Of the nine GPs interviewed:

Seven were female

Their ages ranged from 31 to sixty years, with six participants over 46 years of age

On average, they had practiced as a GP for over 15 years (15.8 years)

Six were affiliated with Sydney-based Divisions of General Practice

Three were international medical graduates

One worked in an ACCHS

e For all except one participant, less than twenty percent of their patients were
Indigenous Australians

e For six participants, less than ten percent of their patients were from CALD
backgrounds

e Approximately ten to fifty percent of their patients were under 25 years of age

Of the ten PNs interviewed:

e All were female

Their ages ranged from twenty to sixty years, with eight participants over forty

years of age

On average, they had practiced as a PN for over ten years (10.1 years)

Three were affiliated with Sydney-based Divisions of General Practice

Nine received their training in Australia

One worked in an ACCHS

Less than twenty percent of their patients were Indigenous Australians

For six participants, approximately ten to fifty percent of their patients were from

CALD backgrounds

e For half of the participants, approximately ten to fifty percent of their patients were
under 25 years of age

Findings
The analysis of the interview transcripts was guided by the following research questions:

e  Which resources were used, why, how, and what was the perceived impact on
clinical practice?

e What barriers hindered the use of the items?

e How could the items be improved with regard to content, format, promotion, and
delivery?

It is important to note that when GPs and PNs discussed their low awareness or use of the items,
they were in many cases also reflecting on their use of educational resources in general. Many of
these themes are thus likely to hold relevance to a variety of professional education and practice
support materials aimed at primary care clinicians.

General Practitioners
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Which resources were used, why, how, and what was the perceived impact on clinical practice?

A variety of items were used by the participants, with no clear preference indicated - items
included the STI Testing Tool, the Drivetime Radio Medical CD for STI, the Online STI Testing
Tool GP Training, the sexual health articles, and the Check booklet. Participants were not aware
of the STI Resources for General Practice, nor had they completed the ALM.

Participants largely used these items for the following reasons:

1. Continuous professional development

Most participants became familiar with the items as part of their usual reading or study on
various health topics; their learning in sexual health was therefore a result of professional life-
long learning practice, rather than targeted study. This applied to the Drivetime Radio Medical
CD for STI, the Online STI Testing Tool GP Training, the sexual health articles, and the Check
booklet. Similarly, awareness and subsequent use of the STI Testing Tool was in several cases
because of their usual CPD activities. They reported having learnt about this item at conferences
or workshops, or when reading medical periodicals:

Probably because they come in the mail and I tend to open those.

The convenience of automatically receiving or being invited to participate in these activities
made them accessible and convenient. Several participants reported they usually accessed as
many of a particular type of resource as possible because it suited their habits and learning
style:

[ usually check with the ThinkGP and I just look at all the courses that
they provide online.

I read all of the ones in the Medical Observer and the Australian Doctor.

Item preference varied widely among participants. For example, some found online training too
time-consuming, while others valued its convenience and thoroughness. One participant
queried the independence of the information presented on the Drivetime Radio Medical CD for
STI, and for this reason chose not to use this item; another found this the most valuable
resource as he could listen to it while driving. The motivations for accessing the items were
largely to remain an up-to-date and skilled clinician via efficient and/or pragmatic methods.

2. Self-directed learning

Several participants indicated that they specifically sought sexual health resources and training.
This was largely because of self-identified learning needs and/or a particular interest in sexual
health. Two participants indicated that they used the STI Testing Tool regularly when first
received to up-skill themselves in STI screening. One participant reported that he made an
intensive effort to increase his skill-base in sexual health by attending face-to-face training,
completing online training, and using the STI Testing Tool when he left his post in a hospital and
began working in the community.

Some participants indicated they were already familiar with sexual health and therefore had a
lower perceived need for information. Although they still tended to review some items for
revision and interest, they were less likely to complete training:

It's something that I see a lot of, and it’s also something that I feel very
comfortable with, so I guess I try and read up on it when I can.

A lot of that was background knowledge to me anyway, so I haven't had
to refer to it all that often, but once or twice on occasions.
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3. Clinical need
The STI Testing Tool was deemed very useful in guiding sexual health consultations; it was
considered to be time-saving and convenient:

If  hadn’t had the tool, | would have rang the sexual health clinic for the
information that I would require or look in the guidelines or talk to a
colleague... But it's there so I don’t have to run around looking... or
talking to people.

[ found that really easy to use and I just usually hide it under my mouse
pad. It’s under that and if I just forget something, I just check with that.

The STI Testing Tool was particularly useful when consulting patients with less common clinical
scenarios:

It's probably useful for populations that I don’t see as often. So like sex
work or something like that....Not for the average person that [ deal
with but, more like those populations that I don’t deal with much
within my practice.

4. GP teaching
Several items were used to support the training of registrars or colleagues - these included the
STI Testing Tool, the sexual health articles, and the Check booklet.

Most participants were unable to specifically state how the items changed their practice,
possibly in part due to the time that had elapsed since they accessed them. They reported that
the items had enhanced their knowledge and skills in sexual healthcare. Several participants
emphasised that sexual healthcare was merely one part of their daily work and that their
clinical approach remained similar, yet their skills needed to remain current and this is where
the items changed practice.

Despite using the GP Project items, contact tracing remained an area perceived to be difficult by
several GPs. This was particularly the case when a patient relationship was not well established:

[ think for patients that you see regularly, GPs are in a prime position to
do contact tracing, and it’s really clear and easy for some infections. I
think it gets harder for GPs when you see the one-off patient... It's not
necessarily one hundred percent clear how far back you need to go
with tracing for things like syphilis.

Appropriately targeted STI screening was the only specific practice change reported by the
participants and was largely consequent to the STI Testing Tool. This item provided a quickly
accessible prompt to ordering the appropriate screening tests for patient groups less commonly
consulted in general practice. One participant noted that since using the item, she had increased
her opportunistic testing of high-risk groups for chlamydia and had also reduced screening low-
risk groups for BBVs. She indicated this was likely to result in health system cost savings.

What barriers hindered the use of the items?

1. Competing training priorities

The usual reason given by GPs for not accessing the items was that they had limited time and
had chosen to do other training or reading instead. This applied to GPs with a particular interest
in sexual health as well as other GPs who considered sexual health was not a particular area of
expertise:

There’s just so many different things out there. Sometimes it's a bit
overwhelming... You have to be a bit selective, I guess... | also try and do
training in things that I might not be as good at.
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2. Limited confidence
Participants were reluctant to use an item if they had limited trust in it, doubted its evidence-
base, or queried its currency:

I'm not confident about the editorial process and the desire to sell me
something.

Generally, it would be things that [ know are good quality. For example,
therapeutic guidelines or a GP textbook.

3. Limited access

Some participants could not readily access clinician or patient resources, particularly at the
moment they were required during a patient consultation. They advised they would like to use
the STI Testing Tool, but could no longer locate it. Notwithstanding some preferences for paper-
based items, most participants wanted prompt electronic access to the items:

Make it easily available... on the computer desktop, so we just click on
it.

4. Limited awareness
None of the participants were aware of the STI Resources for GPs website.

How could the items be improved with regard to content, format, promotion, and delivery?

1. Variety

Participants had different preferred learning styles and therefore required information in a
variety of formats. Some favoured face-to-face learning, while others opted for online education.
Different modes also helped to meet different clinician needs. For example, succinct guides were
practical in the context of a patient consultation; however, enhancing clinician skills required
further detail. Participants recommended that items should aim to balance key information that
is readily accessible, with additional detail that involved further study. This might be achieved
by clearly categorising information, presenting it in an easily digestible summary, and/or by
including links to further study:

As long as there is a link to where you can get more information if you
want more detail, rather than just giving all the detail at the start,
because not everyone wants a lot of detail.

Despite varied opinion on item presentation, participants prioritised ease of access. This could
be facilitated by the internet and/or incorporation into commonly used resources, like clinical
software programs:

[ think at the moment we’ve got two GP populations... one who quite
like hard copies and the other who likes to be paperless. So I actually
think both it’s useful at the moment. I think increasingly as surgeries
are moving towards paperless it would be very useful to have it like a
template that can be imported like into a MD, for example.

2. Sexual health promotion

According to the participants, patient education resources facilitated sexual healthcare;
however, these resources were sometimes difficult to access. This view was supported by the
PN participants who indicated that patient education resources contributed to sexual healthcare
within primary care.
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3. Tailored resources
Given the specific needs of primary care clinicians, participants indicated that items be practical,
relevant, and succinct. A case-based approach was particularly valued.

4. Reliable

Participants suggested that the items should be clearly current and referenced - this helped to
verify their reliability. Endorsement from authoritative bodies offered reassurance that the
information is evidence-based and independent. However, the information also required
regular review.

5. Content

According to the participants, they required information on commonly managed sexual health
issues, as well as information on rarer conditions (like HIV) or patient groups seldom consulted
(like sex workers and MSM). One participant highlighted the need to provide education on
common conditions about which there are misconceptions or limited clinician knowledge about
its management, like the herpes simplex.

Screening recommendations were particularly valued by the participants. It was suggested that
local population health level information, which may impact screening and management, would
be useful.

[ think that GPs want to know... simple features, what population
should you be screening, how do you screen them, how do you treat the
people who are positive, who do you have to contact trace...if you don’t
what to do with the patient, who can you call?

Some statistics as well to know how the rate is going in Australia of the
STIs; is it increasing, decreasing? But we need to know in numbers,
some statistics to tell us because we don’t know how it’s going” (Be)

6. Sexual health promotion

Receiving items electronically was considered to be a valuable way to increase access and use. It
was also recommended that items be promoted locally through, for instance, local GP meetings.
Several participants recommended the STI Testing Tool be updated and promoted again, and
that its simplicity should be emphasised.

Practice Nurses

Which resources were used, why, how, and what was the perceived impact on clinical practice?
Seven of the ten participants had used the Practice Nurse Postcard and two had completed the
Online STI Practice Nurse Training. Two participants had confused the GP Project items for
other resources that were not related to the GP Project and they were not familiar with the
items - as such, they spoke of resources and training in general terms.

The participants had varying roles within their respective practices. Some had a major role in
delivering well woman’s checks, sexual health screening, and sexual health education; others
consulted patients after referral from the GP to deliver sexual health resources or organise
specimen collection, during which time opportunistic education was provided. The PN role in
chronic disease management sometimes required an understanding of sexual health and STIs.
However, some participants had a limited role in sexual healthcare.

The Practice Nurse Postcard was said to improve the confidence of PNs. Many had assumed
responsibility for well women’s checks and recognised a need for additional support to ensure
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they completed preventative checks accordingly. Participants suggested that the item provided
useful support subsequent to face-to-face education, helping to translate lessons into practice.

The Practice Nurse Postcard helped to validate the PN role in sexual healthcare. It was used to
advise colleagues, including GPs, of their potential role in sexual healthcare. The item was also
shown to patients to outline the PN role in well woman’s checks. It was used to inform and
prepare the patient and to gain permission to proceed with the consultation:

[ can’t tell you the excitement when I got it... I'm saying to all these
people at work, ‘Look, it shows you the MBS numbers, it shows you this
is what you’ve got to use when people haven’t had a pap smear for this
long, that long, and we have to look at these things and we have to do
this and it’s my responsibility to do this, this and this’.... If the patients
are a little bit uncomfortable, I can show them the resources.

The Medicare item numbers listed on the item, the contact telephone numbers, and URLs were
also useful components of the item, and cited as reasons for keeping it close at hand.

The Practice Nurse Postcard was used to guide the well women’s checks, prompting PNs
through the consultation. It also helped to explain the consultation to patients:

It’s... a checklist that you could go through to make sure that you've
ticked off everything that should be done with a patient when they’re
with you.

In an unexpected use, several participants reported that they used the Practice Nurse Postcard
as a patient resource:

[ also put a copy in the doctor’s surgery so that ladies can keep them
and take them away with them.

The Online STI Training for Practice Nurses was completed by two participants, both of whom
found it to be useful. It was largely accessed because it was free, easy to access, convenient, and
could be completed within their own time. Furthermore, the content was deemed to be relevant
to the clinical context.

What barriers hindered the use of the items?
The main barriers that hindered use of the Practice Nurse Postcard included limited awareness
and a limited role in sexual healthcare within the practice:

The Postcard doesn’t come into it much anymore.. my role has
diminished.

Participants who did not access the Online STI Training for Practice Nurses cited limited time,
work commitments, and competing training priorities as the key barriers. For some, sexual
health was a topic of interest, yet was less relevant to their daily work - as such, it was not
considered to be a priority. This was sometimes due to limited personal interest and/or limited
support from the practice:

They encouraged me to do the course, but then wouldn’t allow me to do
the work.

How could the items be improved with regard to content, format, promotion, and delivery?
Interview data supported the need for a new version of the Postcard to be released. As pointed
out by interviewees, it will need the Medicare item numbers removed. It would be useful if
content could be expanded beyond chlamydia to other STIs. A similar tool for use with male
patients was requested. It was also suggested that the Postcard include advice on how to order
further copies. It was felt the format and style should remain unchanged.
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According to some participants, the Practice Nurse Postcard required further promotion, as did
the role of PNs in sexual healthcare. Suggestions included the APNA website, conferences,
events commonly attended by PNs, as well as through Divisions. Similarly, practice support
visits were said to be an effective way to promote the item and remind GPs of potential role of
PNs in sexual healthcare. There was some concern that the loss of Medicare item numbers
specifically supporting PNs to complete well women'’s checks meant that increased marketing of
this role was required and this should form part of future promotion efforts.

To optimise PN access to resources and training, participants suggested that they be free and
accessible. Access could be increased by ensuring a multimodal approach - this could include
face-to-face training, online training, periodical articles, and practice visits.

According to the participants, additional promotion was needed to increase interest in,
awareness of, and the uptake of training opportunities and resources. They suggested that
promotion be directed at both PNs and GPs - it was said the latter might help to affirm the role
of PNs in sexual healthcare.

To be honest in our city, you know, we don’t have a prevalence of STIs.

It's probably due to the nurses thinking it's not their role. It's up to the
GP. Or they don’t take it as their role because they don’t think that they
have sufficient training in approaching the topic with their patients.
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Chapter 6. Discussion

This project comprised a mixed-method process and impact evaluation of the GP Project - an
initiative of the NSW STIPU to promote the delivery of evidence-based sexual healthcare within
primary care in NSW. This was addressed through the development, promotion, and delivery of
nine items tailored for NSW GPs and PNs.

The process evaluation consisted of an analysis of project-related documents as well as
consultation with nine members of the GP Project Working Group. The impact of the nine items
was examined through a survey of 26 personnel affiliated with NSW Divisions of General
Practice, 214 NSW GPs, and 217 NSW PNs. These surveys were complemented with interviews
with nine GPs and ten PNs, purposively selected from survey respondents to further explore the
impact of the items on clinical practices and preferred strategies to promote evidence-based
sexual healthcare.

Following the previous chapter in which evaluation results were presented, the following
section responds to the research questions that guided this project.

Research Questions
1. Was the methodological development of the resources rigorous?

The findings of the document analysis and focus group provide evidence that a rigorous
development process occurred in the development of most of the items. A major strength of the
development of the items was the extensive clinical expertise of the Working Group, which
informed and reviewed items throughout their development. The Working Group was carefully
selected to include representation from key organisations, and the wide and complementary
expertise provided by members was maintained through the life of the GP Project.

Some items were developed following an extensive review of evidence, expert guidance, and/or
pilot testing. The STI Testing Tool for GPs and the Practice Nurse Postcard in particular went
through multiple iterations and a rigorous development process. Some items were developed
according to the requirements of existing educational modalities; as such, the main role of the
GP Project was to ensure the clinical material was evidence-based, appropriately targeted, and
used high quality teaching cases - this was demonstrated by the Online STI Testing Tool GP
Training and the Check booklet. The STI ALM for General Practitioners relied heavily on the
clinical expertise of the Working Group in its development.

2. Was the content and format of the resources, clear, user-friendly and applicable to the
target clinician and patient groups?

The content and format of the items were highly regarded by the GPs and PNs who used them. It
is a strength of the GP Project that, for GPs, a range of items of differing content, formats and
delivery modes was developed, linked by a key message.

The STI Testing Tool and the Practice Nurse Postcard were highly valued for their content, their
format, and their applicability for many GPs and PNs. Much of the data collected for this
evaluation pertained to these two items.

STI Testing Tool

Most GPs responding to the survey (61.7%) were aware of the STI Testing Tool and had used it
(71.7%). It was considered clear and easy to follow (90%) and provided information at a level
appropriate to GP needs (88.9%). The two areas of its content on which feedback was
specifically sought in the survey supported the effectiveness of the content and format in
informing better sexual health practice. GPs reported the STI Testing Tool had impacted their
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clinical practice (85.6%), particularly in terms of increasing their ability to undertake
appropriate screening for STIs (80%) and to broach the topic of STIs in consultations (68.5%).
The STI Testing Tool’s usefulness and applicability was further explored in the interviews. The
content was deemed highly relevant, both because it related to commonly seen health problems
within general practice, as well as providing clear management guidelines for less common STIs
and for some patient groups who were less commonly seen by many GPs, such as sex workers.
The format was valued for presenting information clearly and concisely and in a logical step-
wise style.

Practice Nurse Postcard

Fewer PN respondents were aware of the Practice Nurse Postcard (38.2%) - of these,
approximately fifty percent had used it (51.1%). Survey respondents believed the design was
appropriate (87%) and the information was easy to follow (87%). The content and format were
reported to be effective in improving user ability to complete well women’s checks (63%), test
for chlamydia (76.6%), document a brief sexual history (72.3%), and/or improve user
knowledge of chlamydia treatment and prevention (67.4%). The interviews supported this
positive view of the item’s format and content and its subsequent impact on clinical practice.
The format was considered user-friendly and the checklist style was effective. The content was
perceived as evidence-based, relevant, and validated the PN role in sexual healthcare. The
limited awareness and use of this item among the PN respondents is of concern and influences
the reliability of reported findings. However, it appears to have been useful for most of the PNs
who used it and interview evidence suggested it was extremely useful for those PNs who had a
stronger role in sexual healthcare.

Other Resources

One of the key messages from the evaluation is that a range of different resources, formats, and
delivery styles is required to reach a large number of clinicians and meet their sexual healthcare
needs. The Practice Nurse Postcard and STI Testing tool contained succinct, checklist-style
information, which was useful in supporting PN and GP consultations and in translating
knowledge and skills gained in sexual health training into practice. Items with more detailed
content and different formats delivered through different channels were also valuable to many
PNs and GPs who contributed to this evaluation, and reported to be clear, user-friendly, and
applicable to them and the patients they supported.

3. What was the awareness of the GP Project, its specific resources, and the resource
content?

The interviews suggested that, although GPs and PNs were largely unfamiliar with the GP
Project, they were aware of individual items that were developed and disseminated through the
GP Project.

GP Awareness

Items with the highest level of awareness in the survey were the STI Testing Tool (61.7%), the
sexual health articles in Australian Doctor and Medical Observer (58.5%), and the Check booklet
(50.5%). When GPs were asked if they had used these items, they remained the most accessed,
though all items had been used by at least some respondents.

A low proportion of GP respondents were aware of the online STI Resources for General
Practice (15.3%). This is unfortunate given the strong theme in the interviews that easy
electronic access to clinical support, GP education, and patient resources would be useful, as
confirmed by those who used this item.
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PN Awareness

Awareness of the Practice Nurse Postcard was relatively low (38.2%), with less than two-thirds
of these individuals reporting that they had used it (63.5%). A larger number of respondents
(50.2%) were aware of the Online STI Practice Nurse Training, but few had used it. The
interviews suggested that PNs believed they would have used the Practice Nurse Postcard if
they had been aware of it and were still interested in accessing it or a similar resource.

Division Awareness

This evaluation also sought to ascertain the awareness of the GP Project at the level of the NSW
Divisions of General Practice as they were responsible for promoting the GP Project. One
difficulty and potential source of bias in this evaluation was the length of time that has passed
since the GP Project was initiated. At the level of the Divisions, this was of particular importance
as many of the responsible personnel were no longer affiliated with the Divisions. Of the 26
Division personnel who responded to the survey, most were aware of the STI Testing Tool
(84.6%), the Online STI Testing Tool GP Training (65.2%), and the Practice Nurse Postcard
(65.2%). Fewer were aware of the STI ALM for General Practitioners (52.2%), possibly because
not all Divisions delivered this training, and the Online STI Practice Nurse Training (38.1%).
There appears to be reasonable awareness and understanding of the STI Testing Tool and the
Practice Nurse Postcard, with respondents agreeing they understood their significance. It is
possible the STI Testing Tool was more heavily promoted at the Division level than other items,
which may be one of the reasons for its subsequent higher impact.

4. How successfully were the GP Project resources promoted and integrated into
primary care?

One of the strengths of the GP Project was the use of existing, well utilised primary care
educational channels for disseminating the items. This helped respondents to access the items
opportunistically during routine surveillance of educational material - this was the case for the
sexual health articles, the Check booklet, the Drivetime Radio Medical CD for STI, and the online
STI Testing Tool GP Training. During the interviews, some GPs also stated this is how they
became aware of the STI Testing Tool. It is clear that both PNs and GPs became aware of GP
Project items through attendance at conferences and educational events, another example of
appropriate, well targeted promotion.

The STI Testing Tool for GPs also seems to have been satisfactorily promoted to GPs, given the
relatively high awareness among survey respondents. The interviews suggest that this item may
have been used initially by some GPs as a learning tool to integrate new knowledge into their
practice, after which it was no longer needed.

During the interviews, GPs noted that their confidence in the items was bolstered by
endorsement from professional bodies, authorship by a reputable organisation, and/or clear
referencing to verify content reliability. Focus group participants suggested that the
incorporation of key screening messages in the RACGP Preventive Health Guidelines was a key
outcome, providing continued endorsement and promotion in a way that would accord with the
expressed GP views.

The PN survey responses suggest the Practice Nurse Postcard was less satisfactorily integrated
into practice due to low awareness, and would benefit from more promotion in the future. On
the other hand, the item was highly valued by some of the PNs interviewed; they reported it had
become integral to sexual healthcare and was also valued as a means of reinforcing their role in
general practice.
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5. What was the participation rate in the training resources? What were the reactions to
the training? Were the learning objectives met? Was the training method
appropriate?

Survey data suggest that relatively few respondents accessed the items that offered training.
Those who did largely considered them to be useful. However, it is difficult to draw strong
conclusions from the evaluation. This is because the respondents do not constitute
representative samples of all primary care clinicians in NSW; furthermore, relatively few
respondents completed the items that offered training and responded to all the relevant
questions.

Only ten GP respondents had completed at least one of the three modules of the STI ALM for
General Practitioners. This is likely to be because this item was delivered by only a few
Divisions. These respondents stated it was useful and the format aided learning. Another
intensive training experience was offered by the Online STI Testing Tool GP Training, which was
completed by 13 respondents; similarly, it was well received. The interviews supported the
conclusion that some GPs value online training due to the convenience and case-based
approach, while others favour face-to-face training as a mode of learning. To increase
awareness of, and access to these training opportunities, Division personnel recommended an
enhanced Division role in their promotion and, in the case of the STI ALM for General
Practitioners, its delivery.

According to some GP interviewees, the STI Testing Tool is an effective training resource; it can
be used for up-skilling themselves or instructing others, rather than as an ongoing practice
support tool. This item allowed them to translate sexual health education garnered elsewhere
into clinical care. Similarly, PNs reported that they initially learnt about the Practice Nurse
Postcard in conferences and through the Online STI Practice Nurse Training, and subsequently
used it as a prompt in consultations, thereby integrating their sexual healthcare knowledge and
skills into practice. These findings emphasised that developing and incorporating simple
practice support tools into wider training initiatives are an effective way to enhance the training
and translate learning into practice. That this was factored into the GP Project is a notable
strength and is likely to be a useful strategy for future training initiatives.

Apart from limited awareness of their availability, the most common barriers to accessing those
items that offered training were time pressures and competing training priorities - this was the
case for both PNs and GPs. The interviews suggested that PN participation in the Online STI
Practice Nurse Training was also affected by limited support from the GPs within their practice.
Findings indicated GPs and PNs are receptive to further sexual healthcare education. The
challenge is to entice them to access training in a setting of competing education priorities and
where many of them are unaware of available resources.

6. How were the GP Project resources used (when, why, how often)?

According to most GP survey respondents, the GP items fulfilled their intended purpose. The STI
Testing Tool was said to improve the ability to raise the topic of STIs with patients (68.5%) and
improve the ability to order appropriate STI tests (80%). The online STI Resources for General
Practice improved the ability to locate appropriate resources (83.3%). The other training
resources for GPs were also considered to have achieved their aims. The Practice Nurse
Postcard was reported to be effective in informing chlamydia testing and management, as well
as improving PN ability to document patient sexual history.

How the resources were used was explored in depth in the GP and PN interviews.
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GP Use

GPs had different reasons for using the items. Some accessed the items as part of their usual
commitment to remaining up to date as clinicians because sexual healthcare was an integral
part of general practice. One GP reported he undertook the training to acquire CPD points for
professional accreditation purposes. Some GPs had a particular interest in sexual healthcare and
preferentially sought resources; others accessed the items because of a self-identified learning
need in that area.

The items were used for private study, to meet a clinical need within a consultation, and/or for
teaching purposes. The STI Testing Tool was considered very useful in guiding STI management
within a consultation, especially if the GP had a clinical question. It was said to be time-saving
and convenient and particularly useful if a GP was managing an unfamiliar clinical scenario. It
was usually accessed online; however, some GPs reported keeping a copy on their desk. The
sexual heath articles, the Check booklet, and the STI Testing Tool had all been used by some
respondents to teach GP registrars or other GPs about sexual health.

No GPs reported using the resources, including the STI Testing Tool, on an ongoing basis. For
some, this was because of perceived competence. Others suggested they no longer had the item
easily to hand, though would like to still have it and were unsure how to access it.

PN Use

The Practice Nurse Postcard was used to improve PN confidence and performance within
consultations. This item appeared to be of particular benefit to PNs who had a strong role in
sexual healthcare. One of its main benefits was that it affirmed the PN role within sexual health
consultations. PNs showed the item to patients to explain why they were performing a sexual
health check and/or a pap smear, thus gaining permission to proceed. It had an important
prompting role to ensure a complete and comprehensive consultation. The PNs also found the
contact numbers and resource list on the item useful. There was a tendency among PN
interviewees to use a hard copy, though electronic copies were preferred by some.

Some PNs used the Practice Nurse Postcard as a patient education resource, providing it to
patients during consultations. Given the scope of this evaluation, the value of this practice for
patients is uncertain. However, the perceived value of this item suggests the potential for a
companion Postcard tailored to patients.

7. How could the promotion, content and delivery of the resources be improved?

Most Division personnel who responded to the survey were aware of the STI Testing Tool, the
Online STI Testing Tool GP Training, the STI ALM for General Practitioners, and the Practice
Nurse Postcard. Some suggested that the promotion of GP Project items would be bolstered by a
dedicated practice support officer, as well as increased promotion at CPD events. In general,
there appeared to be less awareness of the PN items than the GP items at the level of the
Division; this represents a potential area for improvement in future initiatives.

PNs

This evaluation provided evidence that greater promotion of the PN role in sexual healthcare is
likely to promote sexual healthcare in general practice. When item promotion was explored
with PN interviewees, they generally relied on APNA to advertise and promote resources on
different topics. Some PNs would like increased sexual healthcare support from Divisions,
possibly through practice visits, and believe this would increase the promotion and delivery of
resources. Improved online access, such as through the APNA website, was also recommended.

The potential to improve item promotion aligns with the potential to promote the PN role in
sexual healthcare. It appears there could be greater recognition of the PN role by Divisions, GPs,
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and PNs themselves. This is supported by the finding that PN use of the items was hindered by
the perception that PNs have a limited role in sexual healthcare. If a PN was not involved in well
women'’s checks, they were unlikely to find the Practice Nurse Postcard helpful.

Some PNs gave as an example that they had a stronger role in chronic disease management in
their practices than in sexual healthcare and thus this training was a higher priority for them.
One PN indicated that the role of PNs in chronic disease management meant they needed to be
skilled in sexual healthcare because conditions were sometimes identified while preparing
patient care plans. This suggests the PN role in sexual healthcare may be bolstered by stressing
the significance of sexual healthcare to PNs while preparing patient care plans. This is
particularly important since the Medicare item numbers that specifically promoted the PN role
in well women’s checks have since been removed.

GPs

The items appear to have been well promoted to GPs, particularly through targeting well
utilised channels of GP education, including the Divisions. Item delivery appeared to be
adequate in the initial phases of the GP Project; however, ongoing ready access when needed is
where most improvements might be made. For ongoing use of the items, online access was
regarded as essential complemented by periodic promotions of item availability- this was
suggested by the finding that several GPs were unsure how they could access the STI Testing
Tool again, despite its online availability.

8. Of those clinic staff who used the resources and/or participated in the training did STI
diagnosis and management practices improve, compared to those who didn’t use
them (in the short and long-term)?

Survey responses reveal perceived improvement in GP and PN capacity to diagnosis and
manage STIs, consequent to using the items. Some GP interviewees advised that contact tracing
was not a GP role but should be patient-driven or completed by specialised sexual health
services. The items that offered training did not appear to have increased interest in contact
tracing in these individual GPs.

Improved confidence and capacity to diagnose and manage STIs consequent to using the PN
items was a particularly strong theme in the PN interviews. There were repeated references to
the effectiveness of the Practice Nurse Postcard in giving PNs both increased authority and
capacity to become more involved in sexual healthcare and this appeared to be a long-term gain.
Following changes to Medicare item numbers, PNs who used this item requested a revised
version be disseminated to ensure continued use.

9. What factors affected the impact of the resources and training on STI diagnosis and
management practices?

The development and delivery of the items were of a high standard and largely achieved the
project aim. In particular, the expertise and engagement of the Working Group, the thorough
and iterative processes of item development, and the multimodal nature of the items were key
strengths of the GP Project.

Key factors identified in this evaluation as likely to have limited the impact of these items
include limited awareness of the online items; limited access by time-poor GPs and PNs;
organisational issues, like the perceived and assumed roles of GPs and PNs; as well as perceived
patient comfort with sexual health consultations.
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Limitations
Despite the potential value of these results, the following limitations deserve mention.

Online surveys

This evaluation was conducted at a time of considerable reform within the Australian primary
care sector. This hindered the capacity of some Divisions to respond to the survey and/or assist
with the recruitment of GPs and PNs.

Due to poor response rates, the sampling method was modified from purposive sampling to a
population-based approach during the course of the evaluation. As such, eligible participants
were not randomly selected from the Divisions. Therefore, the results of this study are unlikely
to generalise to all GPS or PNs in NSW.

Impact data were collected through an online self-administered questionnaire and results might
be influenced by social desirability. Given the nature of data collection, it is not possible to verify
that respondents contributed to the survey once - however, repeated participation is unlikely
given the absence of incentives beyond some otherwise free resources to complete the survey.
Furthermore, it cannot be guaranteed all respondents are NSW-based.

Despite the inclusion of images to prompt respondents as they completed the survey, the
interviews revealed that some respondents had confused the GP Project items for other
resources that were not related to the GP Project, and as such, they were not familiar with the
items. This suggests that some respondents may have responded to survey items incorrectly.

Process evaluation

Process evaluation was conducted after the development of the items and providing the
research group with all necessary information proved to be very challenging. As such, findings
from the document analysis are likely to be incomplete. Documentation pertaining to item
development was not systematically maintained from the commencement of the GP Project -
consequently, there was limited evidence of the developmental process - for instance, minutes
from Working Group meetings contained little detail of discussions between stakeholders that
informed the resources.

Interviews and focus groups

Despite pilot testing the interview schedule, recall hindered the capacity of some interviewees
to describe the ways in which items were used and/or inform clinical practice. Focus group
participants were involved in the GP Project for various periods and had different levels of
involvement; it is therefore unlikely that the findings from this process will reflect the views of
all members of the Working Group.

Lessons

1. A range of resources and modes of delivery is required to meet the varied needs of
GPs and PNs in managing sexual health

The evaluation suggests that the GP Project largely met its aim to develop a range of resources
delivered in varied ways. The GP Project was planned in recognition of the fact that clinicians,
both GPs and PNs, are a highly variable group in terms of their knowledge of, skills in, and
attitudes towards sexual health; their preferred learning styles; and their preferred methods of
accessing resources. Therefore, a range of resources and different delivery modes were
required to optimise reach and influence clinical practice. Although this was demonstrated
among the GP items, it was less so for the PN items.
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Implications
e Anincreased range of resources and training options are required to target different PN
needs

e The underlying principle of developing a range of resources with different modes of
delivery should be used in ongoing educational initiatives

2. Limited awareness of training opportunities and resources hindered the impact of
some resources and increased promotion is required

Generally, the items were well received. However, some that were reported to be highly useful
did not appear to be well known to most GPs and PNs. This was particularly the case for the
online STI Resources for General Practice. No information was available to evaluate the way in
which this item was developed or promoted. Given that GPs in this evaluation did request easily
accessed online resources, improved promotion of this item may be of value to GPs. Similarly,
the STI ALM for General Practitioners was also underutilised item, largely because this item was
only delivered in select Divisions. Division personnel indicated a preference for a greater role in
its delivery.

The impact of the Practice Nurse Postcard is likely to have been increased by improved
promotion. Although Division personnel reported that they were aware of, and promoted this
item, relatively few PN respondents were aware of it. Given that PN interviewees considered it a
practical resource, increased promotion may be of value to PNs.

Implications

o The perceived value of the online STI Resources for General Practice cannot be
determined due to poor awareness and subsequent usage by survey respondents.
Further research and planning of how to integrate such resources into primary care is
required

e Promotion of PN items via APNA may improve their use among PNs

e [f appropriate supported, Divisions may be well placed to increase their outreach to PNs
and promote sexual healthcare

3. Dissemination of sexual health information should occur through existing forums and
resources well utilised by GPs and PNs

Both GPs and PNs reported that it was common for them to access items as part of their usual
CPD activities. In many cases, this was self-directed learning unconnected to professional body
accreditation requirements (such as CPD points), but part of a professional commitment to
lifelong learning. There was a tendency to access certain resources or learning opportunities
repeatedly on a number of topics and sexual healthcare was accessed opportunistically. This
applied to the Drivetime Radio Medical CD for STI, the Online STI Testing Tool GP Training, the
sexual health articles, the Check booklet, and the Online STI Practice Nurse Training. The
capacity of the GP Project to use these educational channels - and thereby facilitate
opportunistic access among clinicians, is a particular strength of this initiative.

Implications
e [tems to promote sexual healthcare should continue to target commonly accessed GP
and PN educational channels

4. Easily accessible online resources are required for the busy clinician

Due to time pressures and the competing demands of general practice, it is important that items
can be readily accessed. This applies to clinical guidelines, as well as clinician and patient
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resources. The importance of accessibility is somewhat reflected in the online STI Resources for
General Practice. GP interviewees suggested that online desktop resources were required so
they may be accessed during patient consultations. Yet, relatively few GPs were aware of or
used this item. The resources that GPs reported to be most embedded into their daily practice
included the electronic Therapeutic Guidelines (eTG) and clinical software programs.
Otherwise, GPs tended to perform searches in conventional search engines to source
information expeditiously.

Implications
o The effectiveness of online portals - like the STI Resources for General Practice. GP,
warrants further examination, with consideration of improved marketing and
facilitation of access
e The potential to integrate items into existing technologies warrants consideration

5. The STI Testing Tool and the Practice Nurse Postcard were useful to embed sexual
health knowledge into clinical practice following other training

The STI Testing Tool and Practice Nurse Postcard seemed to enable clinicians to translate
knowledge and skills acquired elsewhere into clinical practice. As useful prompts, they
appeared to strengthen their learning and allowed them to integrate new knowledge into
patient care.

Implications
e Providing simple practice support tools during intensive training opportunities may
facilitate and sustain knowledge translation - however, this warrants further study

6. Enhancement of PN role in sexual health is likely to be valuable

The evaluation suggests that the usefulness of the Practice Nurse Postcard varied according to
the role of the PN in their general practice. Some PNs are responsible for well women'’s health
checks, sexual health screening, and patient education within their practice; others are not. For
PNs with a strong sexual health role, such as those working in rural areas and with male GPs,
the Practice Nurse Postcard was highly valued. It increased their capacity to complete well
women’s checks and incorporate sexual healthcare within these checks. Most notably, the item
was said to validate their clinical role to patients and GPs. For some PNs who did not have a
strong role in sexual healthcare, the Practice Nurse Postcard is likely to have been less useful.
Furthermore, some GP and PN interviewees suggested that PNs have a limited role in sexual
healthcare.

Implications

e Recognition of the highly variable role that PNs assume in sexual healthcare is highly
relevant to the development, promotion, and delivery of future items

e The Practice Nurse Postcard helped to increase confidence in, and ability to conduct STI
screening through a checklist-approach and validation of the PN role

o Following changes to Medicare item numbers, the Practice Nurse Postcard requires
revision

o The PN role in sexual healthcare might be bolstered by marketing this role to Divisions,
GPs, PNs, and patients

o The perceived value of the Practice Nurse Postcard suggests the potential value of a
companion Postcard tailored to patients, explaining the PN role in sexual healthcare and
well women's checks
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7. Contact tracing is a potential area for further GP development

No survey item investigated GP confidence in, attitudes towards, or changes in contact tracing
practices. However, the interviews suggested this remained an area where GPs may require
additional support. Some GPs suggested they had limited confidence in this area; furthermore,
some did not consider it to be the role of the GP.

Implications
o Further investigation of how to increase the confidence and capacity of GPs to perform
contact tracing is required

8. C(Clinicians seek resources to remain up to date; as such, items require repeated
review, endorsement, and release

GPs and PNs accessed items to ensure that their knowledge and skills were current. Thus, it was
essential to many respondents that the information provided was clearly evidence-based,
endorsed by the appropriate professional body, and/or contained current information.

Implications
e Regular releases of updated sexual healthcare items are likely to be essential to their
ongoing use and integration into practice

9. Sexual healthcare initiatives and their evaluation would be strengthened by a robust
theoretical and methodological framework that commences at project inception

Process and impact evaluation represent equally important components of evaluation studies.
Although the latter can be determined following project completion, the former requires careful
deliberation from the outset. The importance of this was revealed during the course of this
evaluation, whereby limited information was available for document analysis. Despite the
wealth of documents, they did not always capture the ways in which each item was conceived,
deliberated, developed, revised, tested, disseminated, and translated into sexual healthcare. As
such, findings from the document analysis are unlikely to portray the richness of the process,
and/or the tireless efforts and passion that Working Group members contributed to the GP
Project.

Implications

e To optimise the effectiveness and efficiencies of future initiatives, a robust yet flexible
theoretical and methodological framework is required to facilitate a formative, a
process, an impact, as well as an impact evaluation. This will help to reveal: project
inputs; activities; outputs; outcomes; impact; the context required to optimise project
effectiveness and/or efficiencies; the information required to capture the aforesaid
elements; ways to capture this information; the timing for collating the information;
how the information should be interpreted; who is best placed to interpret the
information; and the implications associated with the findings for policy development,
clinical practice, public health, and research

e A template that encompasses the aforesaid elements will help to ensure a systematic
approach to evaluation
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Chapter 7. Appendices
Appendix 1: Research Design

Data Source Data Collection Method

' Evaluation Research Question
Process 1. Was the
methodological

development of the
resources rigorous?

Document Analysis Focus Group

o GP Project Workplan
o Working Group

information
e Relevant resources v
e Evidence sourced
o GP Project item

information
e Promotional material

__Interview

o NSW STIPU personnel v
and GP Working Group
Impact 2. Was the content and o GPs
format of the resources, e PNs
clear, user-friendly and v
applicable to the target
clinician and patient
groups?
3. What was the ® Project Officers
awareness of the GP
Project, its specific
resources, and the
resource content?
® GPs v
e PNs
Impact 4. How successfully were ® Project Officers
the GP Project’s
resources promoted
and integrated into
primary care?
e GPs v
e PNs
Impact 5. What was the * GPs
participation rate inthe e PNs
training resources?
What were the
reactions about the v

training? Were the
learning objectives
met? Was the training
method appropriate?
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Evaluation

Research Question

Data Collection Method
Document Analysis

Data Source

Focus Group

Interview

Impact 6. How were the ‘GP ® GPs
project’s’ resources e PNs v
used?
Process and Impact 7. How could the o GP Project Workplan
promotion, contentand e Working Group
delivery of the information
resources be improved? e Relevant resources v
e Evidence sourced
o GP Project item
information
e Promotional material
o NSW STIPU personnel v
and GP Working Group
® Project Officers
e GPs v
e PNs
Impact 8. Of those clinic staff who e GPs
used the resources e PNs
and/or participated in
the training did STI
diagnosis and v
management practices
improve, compared to
those who didn’t use
them?
Impact 9. What factors affected ® GPs
the impact of the e PNs
resources and training v

on STI diagnosis and
management practices?

-90 -




Appendices

Appendix 2: Focus Group Schedule

Methodological Development

1.

What informed the development of the GP Project items - why were these sources of
information used?

How did the Working Group determine the content of the items - why were these
approaches taken?

How did the Working Group determine the way the items were presented — why were
these approaches taken?

How did the Working Group ensure the items were useful to GPs or PNs?

Reflecting on the development of the items:

a.
b.

What helped this process?

What hindered this process - which strategies might help to overcome these
barriers?

How robust do you think the items are - why do you say this?

In hindsight, what could have been done differently to develop the items - why
do you say this?

Promotion and Delivery

1.

2.

How were the GP Project items promoted — why were these approaches taken?

How effective or efficient were these approaches - why do you say this?

How were the items delivered - why were these approaches taken?

How effective or efficient were these approaches - why do you say this?

Reflecting on the promotion and delivery of the items:

a.
b.

What helped this process?
What hindered this process — which strategies might help to overcome these
barriers?

In hindsight, what could have been done differently to:

a.
b.

Promote the items - why do you say this?
Deliver the items - why do you say this?
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Appendix 3: Online Survey
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The GP Project Evaluation Online Survey

14, After using the Online 5Tl Prastice Nurse Training, my leaming needs were met

{ ) morgy agrea () Agres () rate () Dimgras E:ﬂuz« () uimmure

15. How could the usefulness of the Online 5TI Practice Hurse Training ke improved?

1&. Are there any Barriers preventing yau fram using the infermatisn fram the Online STI
Practice Nurse Training?

17. The ways | prefer te reeeive the Online ST Praztize Hurse Training are:

Invitation to Interview

1. The researsh team is keen te leam mere absut your wiews an the GP prajest and haw
it ean ke impraved. Valuntary esnfidential interviews will be eandusted by sur research
team. Your time (30-80 minutes) will ke reimbursed.

Te register your interest, please pravide your details below. & research team member
will eentact you in the first week of Sepiember.

Hame, Email Address and Phene number

2. Te receive a copy of the

1. 2010 Australasian Contast Tracing Manual,

2. HEW 5Tl Contast Trazing Teesl for General Practice and HIV,
3. Viral Hepatitis and 3Tls — & Guide fer Primary Care

please pravide yaur pastal address belew:

g

Thank you!

Yiou have now compisted e online sumeey. FPlezse dick on the "Done™ bamon before leaving the sunsey.
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Appendix 4: Interview Schedule
1. Tunderstand that you have used or accessed [refer to background info]

a. Why these items?
b. In what ways have you used them?
c¢. How useful were the items that you used - why do you say this?

2. lunderstand that you didn’t use the other items [refer to background info]

a. Why weren’t they used?
b. Would you have used them if you knew about them?

3. Since using or accessing these items, have you changed your practice in any way in
relation to sexual healthcare (e.g., broaching the subject of sexual health, documenting
sexual history, managing patient sexual health including contraception, immunisation,
and the testing of STIs - be it the type of test(s) or the frequency of testing)?

a. Describe an example

i. What was the context?
ii. Who else was involved?
iii. What did you do?
iv. How did this differ from what you would have done previously?
v. What factors enabled this change?
vi. What happened?
vii. In what ways was this a good / bad outcome?
viii. What helped to change these practices?

4. Since using or accessing these items, in what ways has your practice not changed in
relation to sexual healthcare - why do you think this is the case?

a. Describe an example
b. What factors hindered change in these areas?

5. What would you like to change about your current approach when consulting patients
about sexual health?

a. What would help you to make these changes?
b. What would hinder you from making such changes?

6. How could the resources and training be improved?

a. Which promotional or delivery strategies could be used?
b. Should the content be updated - if so, how?
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Appendix 5: Process Evaluation

Table 22: STI Testing Tool: Use of Clinical Expertise

R . Feedback Received Final
Material Circulated to Working Group (Suggestions - Meeting 2008 08 01.doc) (STITT final version.pd
Chlamydia

Chlamydia

Hepatltis B (HEV)

Chlamydia
Gonorrhoea

HBV

First pass urine OR

grRIF{nllrutd vaginal swah NAAT*
A sexually active Aboriginal Endacervical swah
¥OUNg person under 23 years
Blood
HBchb

Vaccinate for HBV & HPV

An [asymptomatic) person
af any age requesting
“an 5TI checkup”

First pass urine OR

Selfcollected lower vaginal swab OR
Erdacervical swah

Bland

Vaccinate for HBY

* HCV is not an STI. It is included due to associated risks
with injecting.

The asterisk in From today, when was...

In 3rd column “Which STI” - can we change ALL HBV to
Hepatitis B (HBV)

Remove blood, Remove HBcAb , Replace “vaccinate for
HBV & HPV” with Consider vaccination for HBV & HPV

Replace “vaccinate for HBV & HPV” with Consider
vaccination for HBV & HPV

Please change it to *HCV is not an STI but is included due
to risks associated with injecting drugs

Should say underneath the whole list *exclude if MSM

HBV

Chlamydia

Gonorrhoea
HBV
Although this suggestion was not incorporated,
abbreviations were noted as follows:
HAY = Hapatitis A
HBV = Hepatitis B
First pass urine OR
self-collected vaginal swab NAAT

OR
Endocervical swab

Blood

Consider vaccination for HBV & HPV HBsAg, HEsAb, HBcAb

First pass urine OR
Self-collectaed lower vaginal swab OR
Endocervical swaly

Elood

Consider vaccination for HEWV

This population group is at higher risk for

Chlamydia, Genorrhoea,S yphilis, HIV, HBV and

HCW*

* HCV is not an 5Tl but is included due to risks assodiated with
injecting drugs

the last time you had vaginal sex*/oral sex/anal sex without a condom?

you ever pald for sex?
[0 Have you previously been diagnosed with an STI?

From today, wh
O 1Inthe pa:
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Feedback Received Final
(Suggestions - Meeting 2008 08 01.doc) (STITT final version.pdf)

Material Circulated to Working Group

Remove above and CHANGE TO

*These partners need to be treated, as some STIs have no
symptoms.

*As some STIs have no symptoms, these partners will need
to be treated.
*These partners will need to be treated even if they have
no symptoms.
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Table 23: STI Testing Tool Iterations

Drafl Draft2 Draft 3 Draft 4 Final
(Draft 1.pdf) (Draft 2.pdf) (Draft 3.pdf) (Draft 4.pdf) (STITT final version.pdf)

m&m rlik for Chissydia :;;":;E:“"‘"'W 1hes poguiaion 15 at Righer sk for Chiamyma
No change No change No change
el | L e Rttt

rm o agnal et OR HAAT
it g e UK repp - = agnal
S Wt e gt S NAAT fog PER oo vagial wah OR WAt ehia E:T:r«m-dndn-n on . Endocervical swab
; Cisoceraical il
v Comkder vaccinaBon b HIN & HIV
Vaceinats for HEV Gansbder vaccination fu HEV & 1PY
_
=TT Fira pem rie O No change Fistpass e O
T ] At neat Sl costoctnd wrgnal il WAL . Fotecimdvagial swab o
Freerr Endscervical wwa
il b " L ——
Biood Syohits EIA Dinsd N
e | Camier vaccmstion fer HEV & HIFY ocd
e — Consider vactinason hor HEV & HIV T TGN
| TI poputatiom Srvup 15 ak Migher 13K for This population group is at higher sk far , G o Tk e
Chlamydia, gonoreivoea, sypins, HIV, HEV Chiamyta, Goneorrioea, Syohills, M1V, HBY i e Tisis rousifatiun urouis b at Rt ri for
i e M A LA B W “)\f i o h:."_“ Chismydis, Gonsrriions, Sroaiii, IV, HEY
g, — o i s S b No change
1w omdlimtion Gres 1 et Wgher This population group is at higher risk for This population aroup (s ot hiaher risk for
| Entarmydia, guncrrhaen, sy, 'IM ...v and sl sy B e et e G PV ek ol HIV, OV and e e T L Ty e e
! peve L o . P
O P :::.:;:‘:mm-m—nm.uu-m I ';?i,szi’. -Hfgvumnmt-nm-mummm il . T
- First pass urine OR
First pass urine OR WAAT (g PCR) foe g 7 Self-collected lower vaginal swab OR NAAT
ondhosa + pass urine OR
FEONeLl o Mouer ok oo 03 chiamydia e e vy vaginal swab OR MAAT Endocervical swaby
Endocervical swab swab Blood HIV Ab
Wiocd ;““' “z or M irood WiV AB Syphilis EIA
yphilk Syphilis ELA a
Vaccinats for hepatitis B HHcAb Vaccinate for HBV i Vaccinate for HBY HBsAg, HBsAb, HBcAb
ety mwm or MAAT (¢0 PGR) for chiantysa First pass urine OR No Change No Change First pass urine OR
Selfcollested lower vaginal swab OR NAAT Self-collected lower vaginal swab OR NAAT
Erdocervical ndocervical swab Endocervical swab
i HIV Al }
Syphilk HIV Ab
ihod e Flood Syphilis E1A ! elood HIV Ab
Vaccinate for hepatitis A & §) HBcAL Vaccinate for HBV noeab Syphilis EIA
HEV b = HBsAg, HBsAb, HBcAD
Vaccinate for HBY HCVAD

No change

Contact tr Contact tracing

CONtack racin alms o peduce ihe ransmission of Infections [Contact traci ol {5 recuce the of infections

through early deteciion and wreatmens of ST1s hrs of 5Tls

1 wrom what you have told me taciay wowmwmanzors O " Fromwha e today we fiow know
m:e ”mmlqlvrmm:amm?umm 203 mmwmummmmw
+0 talk o them o would you llle some help v do this? We will ‘comfortable Lo wmormummmwt
need the names and coniact detalls of sexual parners over the ll?*'“"“’"""lﬂ‘ Nwmmﬂwf
last & months* malurm Imar

*These partrers nieed 10 be treated, as some 5T1s have no symproms. S

& [ Helowith contact . No change
= = g elp with contact tracin

b Help with contact tra.cmg clmmugmum;muwnmwmgw
mmmhmmalmnunmknmm COMtActy: Wy 5NN OPg BWCONACt-tFACNG (PAGE &)
COMACHS: W, AL 0N AW CONIICt-Aacing (pa nwmmwnmmm

MSM £an wse Maw NINeSt It 0 CONMaCt Male parters e 5

Gemral and for Fram thelr mmmwmm :

local Sexual Health Clinle: : . CRE

For mare coples st oS80 uswwmm«-mmmmmm
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Table 24: STI Testing Tool: Use of Clinical Expertise - Clinician Feedback (FPA Feedback.pdf)

What Changes would you make?

STl Testing Tool: Comments: oF Gomments:.
Appearance, Size (think GP surgery) §i3t eppraprinde STl Tesﬂgs'ro L .
vnabtredive (010U Selins Appearance, Size (thin surgery) /hapr"’,o rioote |
Language Used (e.g. are you familiar with all  [wat familior but wirked W el
the abbreviations such as HBV, HAV, NAAT) | gut alkbreviediomr. Language Used (e.g. are you familiar with a Ves bt @7 il mang
the abbreviations such as HBV, HAV, NAAT) ’ Has s Iy
~ 1A A .
Ease of Use YU. e ~
Ease of Use A !on{_
Useful Clinical advice (e.g. does itcontainall | et Jegvel hivdom - questions _ . _ _
the information you need/ does it contain ﬂfrmﬁw ;%9 o fallow— Ve Useful Clinical advice (e.g. does it contain all
things you don’t need?) vsehud - adr 77 the infarmation you need/ does it contain Aoprae ™ it
Moss ik on Fredmets. 77 things you don't need?)
Would you use it in practice? ye!
Would you use it in practice? y_t Ky
What Changes would you make? formd  colour
- What Changes would you make?
7 theast sweh §or ellpolic None .
| STi Testing Tool: Comments:- e e STI Tesf.l‘ng_T':l.;l: - Commentsr
Appearance, Size (think GP surgery) O Appearancs, Size (think GP surgery) h—: ] i -
Language Used (e.g. are you familiar with all Language Used (e.g. are you familiar with all 'ﬁo mm =
the abbreviations such as HBV, HAV, NAAT) Ok the abbreviations such as HEV, HAV, NAAT) Hiar 7
Fase of Use 0% Ease of Use mwm
Useful Clinical advice {e.g. does it contain all Useful Clinical advice (e.g. does it contain all
the information you needf does it contain the information you need/ does it contain &OW '(ﬂﬁ :
things you don't need?) m: % ﬁ L things you don't need?)
ra 1 J e
Tould you use it in practice? fwa'(%f" Would you Use itin pracice? : — gkt
Y to= TRV

What Changes would you make?

e

TSTi Testing .'l'l:;c-rl.: ]

Comments:. .

Appearance, Size (think GP surgery)

Ve a0 davdantm

Language Used (e.g. are you familiar with all
the abbreviations such as HBV, HAV, NAAT)

Do muth

Naar W

Ease of Use

ot acer Tico

Useful Clinical advice (e.g. does it contain all
the information you need! does it contain
things you don't need?)

,@omocd\.f;\ﬂ) .

Would you use it in practice?

What Changes would you make?

Flo= st
[

STiTestingVook:
Appearance, Sae (think GP surgery)

Tanguags Used (6 9. are you famdiar with al
the abbreviations such as HEV, HAV, NAAT)

| Gomments:
L 2o e

——
P e ST AT P

Ease of Use

ron da:/.’f./- )

Iha informaticn you need’ doas il contain
things you don't nesd?)

Wauld you usaitin practica?

Useful Glimical advice (5.0, 00es 1 contain &

e pow Dlve T ae oS oA

AR Sparerpen DT A AT Semiom
L™ LT Gamiiamar SRS AT

ladbidr ~br oRE |

Whal Changes would you maks?

FIRE Ga, Fare oomips oF

e A - Y

] Wy HBY Lo aul?
@\ It aket jﬂflw{l-c{a i al:nr:juml
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Table 25: Online STI Testing Tool GP Training: Use of Clinical Expertise

Material Circulated to Working Group

Feedback Received

Final

Not available

Not available

Not available

Not available

C ok LT T

Pt W 4 vOuN AT B W e ROy o BT O MR Vegen. Bre tee
GOTITArCE] ity EPEE T 8 TAFE B w aevaty BOFeT S0 RS e i T el
Fan e e Byl Tress 9 0 yrpioes of ae BT

(Draft 1.doc)

Not available

Not available

Not available

The toliowing  cames will heip sfow 1o 1 pracice saing i newdy developed practics ool - 5T1
| tewting ot - Seveloped by She MEW STI programs Lind (EEW STIPU) and NEW State Mawth
The 5T] festing 100 in, Bvadatie witsin i, sdunabonal modue of by krking b

i Ay sow oo

(Draft 1.doc)

TFRonnow i @ good fime 1o decuss sexually rrsmesbie giecions (5T we ae offenng
chimmypd lesting o ol sexally actve people under 25 years. 1! = o gock and senple e les!
Hre BEAR s (50 BSESY Ninw 8t Bl DS a0 this FURS 10 CHalt Frone T

(Draft 1.doc)

How 0 yeu st Rian for Chirmryda™

O Apenie swah avel crder 8 PTR sl (ARONT)

O A peee et ] Seiler Cuine and Senadivty 30r 1 iRchomans (WRONG)

[ rad v e andd grdes Huckes; Acul Ampdicafion Test [MAAT) [WRDHG)
O A st pans istine and s Hucle Ao drpiticanon Tests (NAAT) CORRECT)
[ et pans wrne and arder cullire and sensnety for Chiarpda (WRONT)

(Draft 2.doc)

Seqgperimd Henpmanae

= Teh sbhout e rodoctee = Biuey sl acevien ah @ condors s el spened beviey

Lt et o i - bvel i ) (et Seiis Tres ol mtenl Scape B i g 8 n
[T ]

(Draft 2.doc)

Conanitatics 7

Pia @ e AL e o ) T Py P K T By T e e e
e sty chekdno wades @ TAFT  She m sy ot o han s b e el
P v e s Tresg arm i yrrpheTe: of a0 6P

(Draft 4.doc)

MUz s CUmEny singie and Fas had 3 cifisnen senUa paRiners i T pas 3 months and sin the
past 12 montha All his partners are femals and haye bean bos cosusl and reguler Panan in
some of this casual encounters fe han not used condon.  Thas is no Ristory of ST in b past
bt tha st soctor contact was 4 yeas. ago tor Meo B mmmunmaton

(Draft 1.doc)

Recommend Tha rscommende trestmsnt for Chtamydia by
= WEERGTINGN | gram dadly a5 8 wngie dose

(Draft 1.doc)

|=-—.'-- remdy ww gt For Chismydhe bessessd o | oo gt e iy
Tratwss g roy emacedrs be: HEW deeseched s @ Y Doies 8 1ncee e @ Theree tap o Al
conrs B Ty rrarmsten 1 yran peouny

o P e 13 onBe age Whowed arly LSL chargen with HI®Y deiiocied. recormre s @ peg

|lrn|r.l}mu.lml--- l EDETCE 1) STEE O DN SRR iR Y pRRCROE AN s

(Draft 2.doc)

STI testing tool

Thee oo T s, vl heg you Gractee g @ ey devoped - 5T
g ko - Swremcgd by B RSV 5T] Prograes Usd (MW STIRU|

T N A W UL RO T TR P ok
uiicn gop gt S By g 0 I M S 0

‘o niw aia oo e I ctaces Nty St ki (3T e are ol i ey i Sy ache e Ll
2 ew Tinagokand s et BT How atoul v ol row i ol ook o b Bl b A o™

o 5 s bt i B Cogsa?
(T himte st s i 2 PR st

() i vt e e cutons s vty o ¢ wacromien
O S Tests NAATY
o Aot s v e et i At vt s Tests 1AAT)
(T) mtest pass v et st cutiare s ooy o Couarmpta

-am Lemniton
T, 00t 1150 T I AL SRS STV S 35 CONODN U5E B 1R eeang € Dw e posiee 1F e @
v The mnota lewl o Cune £ 1S S 550 Ban Boen re-mfeciod

Case 2 - Paula
Pmasm @ yoT EEETEN B P reT ETSy v Bom
Ve 0 P T DPWRARY ] B0 AT RS O TATE e R

i S O R P IR PG SN TR P Fio st
otan §N

MUz is currendty single and has had 3 different sexual pastners in the past 3
mMonhS and Sbd in the past 12 months. ANl RS pamners ans female and have

been both casual and regular pariners. In some of the casual encouniers he
nas nol used condoms.  There & no history of STIS in e pas!, but the Last

doctor conact was 4 years ago for Hep B immunisaton

Tl F iR bl ] B P PO GRS 0

n ApveEeEn 1 I di A g 0o
+  dagvma Risarary bran be e b Suve n. e onteiioe ) e of T gy el el
+  WETEy'l pafineTs Over e Al O oniin wll el 1S B oSMERC i ey RSSO LU U

Thereae s senaiy s e by Crasmpou Coecnioms fiynes. e

Thire i i AelEcdes T I SRR, 50 & #TV bedaled i recafwsended in T fd o tll (ol of SV
VAT Y P R

1t P e 17 PO s W] ey LS (Segers wilh 1P Seteriad imOafrantd 5 Dag irer 1 1 ROt e
Rl fbening] i1 Nl (NG DN COPYAGe B9, B pRECEDR ikt
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Material Circulated to Working Group

Feedback Received

Final

Not available

Suppestsd Answar

Asnual iesbing for men whe have sex with =an in the frevicus year

blore: frequeni-esing = sesonasied 3§ monily-for-men who-have- mane-than-10 pasisen-in
e pavsl - mondhe

Wiore Irequent testing ix recemmendad:

3 ety ealng

® e et than B0 Sartees i the it e merten

B ik Focredionsl deugin of

(Draft 3.doc)

Al B Fof rush wihs hilew S Wil man n Mis predtus e

i Inegesnl 508 i (eOsmmEadel
34 manihly iesiing i necomesended for men wka
& Barew wpiaodes of unprotecied anal ses (5
= Barew more han 1 parinecs in e past sl monbas
= allend BE-on-pramunen visden [S0PVE]
= i rcre s oeal drugi (T of
v AR pArnai wa e indeml (¥
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Table 26: Online STI Testing Tool GP Training: Modifications not informed by Documented Feedback

Draft 7 Online STI Testing Tool GP Training
Eischground
ey TR INASCHom. {5 T15| B8 seen 10 be endemen N Ausiraka wih Soreihcant healy
o (1 Background

Chismryd Trachermais m P mesl commonty dagnoued baciensl ST notfed n Susirske sed b

o] & 5 e e froen 1807 (47PN 500} 1 005 [ONDS 00 The Saggest inte al

woremse v seen 0 1515 ond 2075 vew oid people (13

Presinnce raen. of Chlarmpaa Trachomate n Ausraha's under 35 year oith mop m 3t The
ch = e = 1 gl youth s wven tigher

(1]

The empact £ 5T on Do aents wder 26 yes & conmaeratie ASCENG RGO & & M
course gl Pehng Infarmaiony Dnsesme (7100 whch com g avlerily, canr: pobeg pan and
aciopec pragnancy. The sdolsscent pasent i &l Sghes 1k of PYE) than our siul patients. (4]

Suggested Answer
Annual testing. for men who hayve sex wilh Men in Ihe MEVious Year,

More frequent testing is recommended:
3-8 monthly testing is recommended for men who

= have episodes of unprotected anal sexS

= have morethan 10 partners in the past six monthss
= attend sex-on-premises venues (SOPVs)
= use recreational drugs! or
= sesk pariners via the intermet13

sty + sl (570 e b e v Ak e
At i e i B 7

N A R
- s b P S e
e ]

T 1 o T 0 e [ I T ey W D b
i e U Cures o P ity Ce 5wl
i ety e e e e e g i e
P e’ Sk o T A . ()

Armual lesBng for men who have So0with men in the previous year

More frequent testing is recommended:
3-6 monthly testing ks recommendad for men wha

= have episcdes of unprotected anal s&x (9)

= have more than 10 pariners in the past six monthsS
= afend sec-on-premises venues (S0Pvs)
= use recreational drugs (T) o
= Sk parneds via e inlemet ()

Als0 suggesivaconation for HEY & HAV
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Table 27: ALM: Use of Research Evidence

Information Source Module Evidence of Use
HIV/AIDS' viral hepatlt_ls ?nd Infectious syphilis by year and sex-Australia | Diagnoses of HIV infection and AIDS in Australia Chlamydia by year and Gonorrhoea by year and sex- Australia
sexually transmissible v age group- Australia =
infections in  Australia: i Lt
Annual surveillance report L — et
(National Centre in HIV 1 o
Epidemiology and Clinical : L] L
Research, 2009) R . e

vi—s --i-+---

i
) 2

Specimens  for  sexually

transmitted infections (NSW
STIPU, 2009a)
1
National management Chlamydia - complicated
guidelines  for  sexually Women:
transmissible infections P'?-‘*'_‘Qa“ﬂ*m'[‘wv S i
(SHSOV, 2008) chronic pebic pain | argeiduzole 00w b4 147
1

Australasian contact tracing "
en

manual (ASHM, 200 63) Epididymitis — architis ::i"'w!?vtln 1 m;;l“;n "
wycycline 100mg 1 s
Caftriaxone S00mg IM daily 3/7

Necnate:
Conjunctivitis and pneumoenitis
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Information Source

Evidence of Use

Report of the Chief Officer of
Health on Chlamydia (NSW
Health, 2009)

STI transmission dynamics
(Donovan, 2007)

STI testing guidelines for
MSM (STIs in Gay Men
Action Group, 2008)

Australian immunisation
handbook (DHA, 2008)

B positive - All you wanted
to know about hepatitis B: A
guide for primary care
providers  (Matthews &
Robotin, 2008)

T T L T ————r—

[CRas

AL

2 g vy g P e Rl W RTINS SR 0 P ]

& Cumaber v egtny v ] e s serciegy

AT o AT oy, PO, LER, SR, 10

In Augtralia, it is estimated that 90,000 1o 160,000 people with HBV chronic infection
in Austral

Most at risk: Individuals at high risk of HEV in developed countries are those who
immigrated from high or intermediate prevalence countries , China, Vietnam and
other countries in Asia and Pacific islands, account for more than a half of chronic
HBY infections (see next slide). Higher rates of chronic HBY infection are slso
observed in Indigenous populations, injecting drug users and men who have sex with
men.,

Symptoma: Acute iliness, - fever jaundice , malsise, snorexia, vomiting,

pain, myalgia, dark urine, light stools and some jaundice

Transmitted: Sharing injecting equipment, needle stick injury, tattooing, sexual
contact, vertical transmission, child to child through open sores or wounds,
beeastieeding, nosocomisl transmission in overseas health care facilities with
unsatisfactory infection control procedures

Pariod of infactivity: is several weeks prior til onset of illness to the end of the period
of acute iliness. HBV vaccination uptake in at-risk populations and HBY treatment
uptake among infected populations are both low.

The risk of developing chronic hepatitis B infection is highest in thase who acquire
hepatitis B virus

s=grlive. i=nmatrer. Herormal T —sbrvated
= BV DA cut-off vy sy changs i the futurs.

Table 3.1 Sevological, virslogical snd biochemical profles of hepatitis I vinus
Hinag | Anchit St | ety (A | HEVEHA | gy
e r v P wa |+
M 10
Imimniay Jrovan
Inevobved lectiont
Vacanatien ot [N
Chronic Wie g positive
[re—
n
T— vobenance ghase
[—— . . - +
Chaonic e Ag negative
[A——— . © R M
3
I s et Pl
ey verviow |N
Ractrvation of HIF Frecwll
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Information Source

Module

Evidence of Use

HIV, viral hepatitis and STIs:
A guide for primary care
(Bradford, et al., 2008)

Let them know (MSHC,
2010)

Why test (AFAO, 2010b)

Drama downunder (AFAO,
2010a)

L L

Talk to your partner
e \L'f.»t Them Know £

Sana 3 0 o e
At your goctor e etp

€1 e rson s s et

P P s et 5 o o | @ onar 5. [Eiwerimanin 3+
e

- Implication of 2

5 y of pre-test d i

* Reason for testing and risk assessment

* Timing of risk and option of post-sxposure prophylasis IPEFY
= MNuwed for other 5Tl and blood-borne virus testing

* History of testing

- Confidentiality and privacy lssues around testing

* Ensuring there is informed consent for the test

* M i y and
i appropriate}

- of @l through
change

posith st result, including
availability of treatment

+ Implications of a negative test result
+ Explanation of the windaw period

« General paychological anwd of social supgports

ins thee event of & positive esult

* Logistics of the test: time taken for results to become available and
the need to return for results.
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Table 28: ALM: Use of Clinical Expertise*

Material Circulated to Working Group Feedback Received
Resources

Final

Module 1: References and resources
sT1 TESTING TOOL - 1 Page

e Guidelines for preventive activities in general (these all need to be properly referenced with elinks if
practice (RACGP ‘Red Book’ Taskforce, 2005) possible)

for ST1 (2008). Sexual Health Soclety of Victoria.

e National management guidelines for sexually (Draft 1.doc, 12th Sep. 2008) W"‘:"'"m ot e

transmissible infections (SHSOV, 2008)

ASHM - HIV, vlml h::palltl-.; and STIs - a guide for primary care pnwinﬂrs

. . . . hitp:/, WY, 2
e (Clinical guidelines for the management of Oand%z20sti 220f0r% ¥ iu_viral_hepatills and stis w
Sexually_ transmissible infections among priority RACP ACSHM 2004 Clinical Guidelines far the Managament of STL in Priority Populations
populations (ACSHM, 2004) Bito: /st oo, the-racp/structus
e Australasian contact tracing manual (ASHM, MSM Testing Guidelines 2008:
lly T Testing for Men whe have Sex with Men (MSM)
20063) 1 (eBls)
. Qg a a AHMRC T { (5TIs) and Blood Borne Infections s,
e  HIV, viral hepatitis and STIs: A guide for primary Monuai 2006 - ons ot
G (Br.adford, etal, 2008) Australasian Contact Tracing Manual ASHM 2006  www.ashm.org.au/contact-tracing
e  STI testing tool (NSW STIPU, 2009b)

Module 2: References and resources
ASHM - HIV, viral hepatitis and STIs - a guide for primary care prow(dets
H .ay/images/publications/monggraphs/hivie

RACP ACSHM 2004 Clinical Guidelines fof the Management of ST in Priority Populations
hittp;/fwww.racp. edu alasian-chapter-of-sexual-

health-medicing

MSM Testing Guiiﬂclmes 2008: _ ) o | "
AHMRC -5 lly T ible 1nf (STIs) and Blood Borne Infections {BBIs)
g ghmre.0r6 ication/AHMRC%20M2nual%201 1. pdf

ASHM 2004 HIV Manaqement in .ﬂustra'asm a guide for clinical care.
http:/ fwew. ashm,org.au/hiv

ST1 TESTING TOOL - 1 Page

wmmwm&m

Module 3: References and resources
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Material Circulated to Working Group

Feedback Received

Final

Module 1
[Module | Content ﬁh;te Tam stuck my
| | suagestion fideas |
Thi Information wil ome. |

straight from ST testing toed
and National quidelines, [ am
unsure whether we need @
separate section or just

I ﬂunL i“'\!U-dA
’fD indlude # into Module 1.
youd BB Sh L e

Learning Objectives
need reworking

Hodule 1 ‘ STl testing

A = ldentify which patients should be tested for

. genital chiamydia

= Initiate opportunistic testing and contact tracing
management for Chlamydia

~ Diagnose god treat common STIs and other
genital conditions, including genital warts and
genital discharge

Chlamydia Trachomatis:
Matural History

~ Most common notifiable disease in Australi

- Intracellular parasite needs a living host cell

~ Age <25 maost at risk Jis- 25 -

» Re-infection is common R s

» Commonly asymptomatic

» Sexual transmission, vertical transmission

» Incubation 7-14 days

~ Period of infectivity unknown, may be >8
months

Module - [ content Where I am stuck my
] | : | suggestion/ideas
| Module 1a ST1 testing This information will come

straight from STI testing tool
and National quidelines, T am
unsure whether we negd 2

| separate section or just

I il Ak i fuud/!
include it into Module 1.

:}A( Enu.(l)d L C'.(‘:%l 0{‘ Sl: Suggestion? welcc_-ﬁ. ‘

S e . D%ﬁm ¢ thtad tommon
Kdurty i g sk o e o =
*_ T Hodke nﬁaorhmi(‘h‘t
-i'irr?f\sk s Conbact frmeing
& predtmg wt Fm o Y
J_ _k&n-_nd&ép

ﬂ(.mh,l wasls + gZ‘H:E

~Neh cakbon O ewrd? Y in
_Hv:/»{‘ 1ogvs

Chiamydia Trachomatis: Iy

oo o
fiorn ahais ot o, Mes i ok
Natural Mstory T ———

A
" Inieaceih L parani nech & b st e
Tis- 25 -

pealees nokes e A

- Incubation 734 days
- Parod o oty unknawn, may be 26

- '-f\d-qu_hu:lds pepulaken G
Move 17 f conbract
Clalamagel fﬂ{-«( cho-,

ASHVl 2006 Australasian Contact Tracing Manual
File/a ntact-tracing.pdf

Contact Tracing Guidelines for the Sexually Transmitted Diseases and Blood Sorne
\l'|ruses 2005 NSW Health PDIICY Directive
ligi PD200S 184.html

STI TESTING TOOL - 1 Page
hittpsf feww.stipu.nsw.gov.au/pdf/FINAL NSW-GPSexual Health Services Tool web.pdf

National Management guidelines for STI {2008). Sexual Health Society of Victoria.
hitps{/veww.mshe.org.au/Guidelines/NationalManagementGuidelinesForSTls /takid/278/D
efault.aspx

ASHM HIV, viral hepatitis and STIs - a guide for primary care prowders
h hi Irna lication: h hw

2Dshs%20a% f ri iral_hepatiti
hole.pdf

Module 1 refers to the National management guidelines
for sexually transmissible infections (SHSOV, 2008), but
does not explicitly refer to the STI testing tool (NSW
STIPU, 2009b)

Learning Objectives
Module 1
5TIs for General Practice

Chlamydia trachomatis:

+ Most common notifiatile dis

(Module_1_GP_Basic_STI Information_Final.pptx)
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Material Circulated to Working Group

Feedback Received

Final

Module 2
Working with priority populations:
e  Aboriginal people
e  Sex workers
e  Gay and other homosexually active men (MSM)
e  People living with HIV
e Injecting drug users
e  Young people

1 I
Chlamydia Test Specimens

= Throat: too warly to tell Ao d

- Endocervix: ideal if convenient /
= Urethra: largely obsolete -
- urine: ideal for men =

ok for women
- Vaginal/tampon: ok for women —— - o]
- testwiton =S W qJ-n
= Anus: probably ok if high risk g...-uq

f‘q,rvt.n.l"-tj -4

Chlamydia: Treatment

4 i disease / lide intolerance)
- If symptoms persist re-treot

further investigation

- Patient aducation .
Mo sex for 7 days after treatment o
Partner treatment

Condoms to prevent ST1

= Azithramycin 1g stat (Cat. B:anﬁw\nmc:ﬁ\)
o + ather

= S pers in & rofor for

- Retest after 3 months  { £€, nlﬁf tfop rot

-:-a.d..vac,n o LW-OM-—S{—Z-

Syphilis: Treatment

=~ Benzathine penicillin 1.8 g IML 1 to 3
weeks espocially If fallow-up uncertain

» Jarisch Herxheimer reaction (rare) -
fevers, sweals, joint pain, headache, low
BE, tachycardia

= Dowyoyoline 200-300 mg/day po 15-30
days alternative if penicillin allargy and
compliance reliable

e i - . L A Gt - -\q;d-{m
R o - S — T Cerfrappefod™

= Tor s e
A rior e e oiime beod - i
s

.‘:@«--W' =

T inhect sioele e S © o
of ek B e To i co et T

e

[ —
_HIS g W

4 no sexual conkaed

! ;Mlvf I'H §tunMdM

Chiamydia: Treatment
Astiramyn 1y st (T Alr’uﬁm.vw

mm—ﬂ # sther artbtes

e { mssken tsraect)
. n.vacn:anm
+ GO ormeten s sagests & e e T
ether emestgaton ' e,
o P pamieen .
o sl o e AL
& Furtnes e may L -
o ot aher Imamsts | UL e |

» Condoms ta preent 571

7 adwics L m«dﬂd{f’mm weliih _ beanf g %ﬁ’l (fn,
afpepae.

favt fo AC0EAA alhon

weeis especialy f fllow-wp uncertan

bl Zq [g&kng»m | Sg
Sarisch Herxheimes reaction (rare] - E
B, tachycanda

" levers, s, st pain, headeche, ko

» Dawycychee 200-300 mg'day po 15-30
days aitemattet f pesiolin abrgy ind
comphasee relsble

Working with priority populations:
e  Aboriginal people
Sex workers

People living with HIV

e o o o o o

Young people
(Draft 1.doc, 12th Sep. 2008)

Syphils: Treatment mm_%\wﬂa_ E:j“"l
- Basrthing panicln 1.8 g M[ 1103

Gay and other homosexually active men (MSM)

Injeeting-drugusers People who inject drugs

Heterosexuals with recent partner change

Testing = (NAAT)

* Firsl pass urine OR

(Module_1_GP_Basic_STI Information_Final.pptx)

Chlamydia: Treatment

ithromycin 1g stat

acralide intole

(Module_1_GP_Basic_STI Information_Final.pptx)

Infectious Syp : Treatment

= Pencillin -Benzathine 1.8 G IM stat
= Procaine 1.5G IM daily 10/7

Lonsult with st

Kual health specialist before
commencing treatment.

(Module_1_GP_Basic_STI_Information_Final. pptx)

Not provided
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Material Circulated to Working Group Feedback Received Final

Why Test for STIs?

Sexually Transmited Infections (STI's) are seen to be
endemic in Australia with significant health impacts (1).

Prevelance rates of Chlamydia Trachomatis in Australia’s
under 25 year olds is up to 28%. The prevalence of
Chlamydia Trachomatis and gonococcal infections in

Not available Aboriginal youth s even higher (4).

- The impact of STIs on our patients under 25 years is
considerable. Ascending infection is a major course of Pelvic
Inflammatory Disease (PID) which can cause infertility,
chronic pelvic pain and ectopic pregnancy. The adolescent
patient is at higher risk of PID than our adult patience (4).

(Module_2_Working_with_Priority_pop_final. pptx)

Brief Sexual History

st at
ot in orde can be r

Not available

(Module_2_Working_with_Priority_pop._final.pptx)

Getting started with an STI discussion

+ The following are ways that have been found
effective in broadening tk ubject of STIs with

. i . your patients (un 25 years).

ng the subject of-871 11z

Not available

(Module 2.pdf)

(Module_2_Working_with_Priority_pop_final.pptx)
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Material Circulated to Working Group Feedback Received

Not available

n also talk about
d being tested as well

(Module 2.pdf)

(Module_2_Working with_Priority_pop_final.pptx)

Help with Contact Tracing

WWY hm.org.s ntact-tracing
(sample letter - page

Help with Contact Tracing

www.letthemknow. col u

(for t @ or emall part

Not available

[for the I ! EMS or e

www. why!
(for men who have sex with men, to SMS or email part

(for men who have sex with men, to SMS or email partners).

(Module 2.pdf)

(Module_2 Working with_Priority_pop_final.pptx)

Ron

You take a history and examine Ron whom you
feel has a recurrence of acute asthma.
Appropriate management and follow up for the
asthma is prescribed.

NOt avai]ab]e You hand over a script and an asthma

management plan.

o how is everything else going?”

on: “No problems doctor, having a little hard
(MOdule Zpdf) luck in the romancé department having

just broken up with my girlfriend”

(Module_2_Working with_Priority_pop_final.pptx)
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Material Circulated to Working Group Feedback Received Final

How do you test Ron Tfor Chlamydi

A penile swab and order a PCR t
A penile swab and order culture and sensitivity for c
1 urine and order N ic Acid Amplification

Not available

s urine and order Nucleic Acid Amplification Tests

first pass urine and order culture and sensitivity for

(Module 2.pdf)

NAAT= Nucleic Acid Amplification Tests . Eg : PC

(Module_2_Working_with_Priority_pop._final pptx)

Paula
Using a ‘Hook'

GP: “"Paula from what you have told me today
you're here to 0 ap smear, could we

Not available

Paula: "Sure, what's involved?”

Test for:
Chia

Not available

for Chlamydia and genorrhoea)

Hepatitis B virus - Serology

(Module 2.pdf)

(Module_2_Working_with_Priority_pop._final pptx)
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Material Circulated to Working Group Feedback Received

Not available

i up' what test

(Module 2.pdf)

Not available
i dn HIV Ah
HIV HIV &b
Syphilis L Syohilis EIA

(Module 2.pdf)

Paul

panl + On asking questions from the brief sexual history check
you find out Paul is in a relationship with a female for the
s s. Hiso e tners in the t 12 mo
al s with on at
least 6 occasions. He has always used condoms when
having sex with these men but not with his girifriend who Is
on oral contraception

Not available

= The type of sex Paul has with these male partners includes
both anal and oral sex. With his femal u
engages in vaginal and oral sex. Paul h.
drugs, been tattooed or been in jail.

(Module 2.pdf)

(Module_2_Working_with_Priority_pop._final pptx)
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Material Circulated to Working Group

Feedback Received

Final

Not available

Not available

Not available

'check-up'sy

which

byt ry-3_3
Therese regularly

smokes
ciga 3 a day-and
oocasionally injecte_and occasionally

methamphetamine which-she

her boyfriend. .

Therese

eraal

(Module 2.pdf)

Minh

Minh is a_hb r
accountant who is—
one—of—your—stable-pationto—to-whom-you on methadone.

33 year old old

1d
NSP for equipment.

o ses you as is_
q il
new relationship. Through this relationship.

conversation he desoribes describes

—using more—

frequently with some new_

friends. What problems may be important
identify with Minh?

(Module 2.pdf)

to

Theres

Therese is a 2 ear old woman

occas
methamphetamine which she
enjoys doing with her boyfriend.

Therese

Therese has heen a

inh cccasionally injects drugs and
tends the local N

in

Inte a new relatlonship

conversation he describes using more
frequently with @ new fri

(Module_2_Working_with_Priority_pop._final pptx)
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Material Circulated to Working Group Feedback Received Final

Minh

Naad to ancouraga usa of condoms In naw ralationship
sharing of naadies, syringas a
injecting paraphernalia

Househald transmissien -Careful with blood
close contacts, including no sharing of razi

Not available

5 3 months especially re: HIV
n of Hepatitis B
Treatment for Hepatitis C

e ad-de Vhat

ual partners male, fi
al or regular partner
when w tima you had vaginal
x a condom

d you use a condom?

Not available

a usly b
Do you have any Tatto
Hava you ever Injectad dru

(Module_2_Working with_Priority_pop_final.pptx)
Brad

Brad Annual testing for men whe have sex with men in the

previous ye:

More fraquaent tes recommandad for:
: u

Not available

lis testing is cecosae

(Module 2.pdf)

(Module_2_Working_with_Priority_pop._final pptx)

* Unless otherwise indicated, filenames are removed for confidentiality
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Table 29: ALM: Case Studies*

SWAHS ALM
(Case Histories.doc)

GP Project ALM
(summarised from Module 2.pptx and Module 3 v2.pptx)

Opportunistic testing of a young man
Opportunistic testing of a young woman
Contact testing and treatment

Genital warts

STI check and genital herpes

Genital discharges and dermatoses

Sexual history, HIV pre-test discussion, post-exposure prophylaxis, and STI testing for
men who have sex with men

HIV and syphilis among people from endemic regions

General practice and the HIV-positive patient

Opportunistic testing of a young man

Opportunistic testing of a young Aboriginal woman

STI check and Chlamydia

Sexual history, HIV pre-test discussion, post-exposure prophylaxis, and STI testing for
men who have sex with men

STI check for sex workers

Hepatitis and STI risks among injecting drug user

HIV among men who have sex with men

Chlamydia and contact tracing

Vaginal discharge and contact tracing
Unsafe sex practices and contact tracing
HIV and contact tracing

* NSCCH ALM case studies not provided

Table 30: ALM: Case Study Exemplars

SWAHS ALM
(Case Histories.doc)

GP Project ALM
(Module 3 Worksheet.docx)

Case 1: Claire, a 22 year-old student, presents requesting a prescription for OCP. In an
alternative encounter, Claire mentions that she has had some breakthrough bleeding in
the last 2 months for the first time.

Max has just returned from a business trip. He comes to your practice, not his usual
family practice reporting a penile discharge. His history reveals that a few days before he
was given oral sex by a woman for whom he bought drinks and dinner. He stated that he
felt safe because he did not have intercourse. He says that on his return to Sydney he had
unprotected sexual intercourse with his wife. You diagnose him with gonorrhoea. He
does not wish to tell his wife.
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Table 31: Check Booklet: Use of Research Evidence

Information Source

Evidence of Use
(Check Program.pdf)

1. National management guidelines for sexually transmissible infections (SHSOV,
2008)

2. Therapeutic guidelines - antibiotic (Antibiotic 14 Expert Group, 2008)

3. Australasian contact tracing manual (ASHM, 2006a)

4. A guide to taking a sexual history (CDCP, nd)

5. Chernesky and colleagues (2003)

6. Sexually transmissible infections strategy 2006-2009(NSW Health, 2006)

7. Rose and colleagues (2007)

8. Dayan and Sheary (2005)

routingly performed (see Answer 3. Serological testing for
chlamydia is not of any clinical use in the dizgnosis of acute

genital chlamydia infection.'
Syphilis can be treated with either benzathineg penicillin

1.8 g imremuscularly as a singla dose or pracaing
panicillin 1.5 g intramuscularly daily for 10 days. If
the patient is penicillin allargic and desenstisation is
unfeasible, oral doxyeyeling 100 mg teice per day for 14
days may be used, Nidhish should be assessed clinically
at 1 week efter treatment ends for resolution of symptoms,
Thereafter, repeat serology should be parformed at 3
manths, than 3 monthby until 1 year has elapsed @nce
traatrnent The aim is o observe the RPR titre fall fowr
fold within & menths, For Nidhish, this means it has 1o fall
to at least 1:4 within 6 manths, and remain sa &t 1 year
post-treetment. I this occurs, he may be discharged from
follow up.®
Eight months is based on well defined periods: a
maximum 90 day incubation period plus 5 week duration
of primary syphilis plus 10 week latency between primary
and secondary phases and a maximum of 6 weeks of
secondary syphilis symptoms3

= make sure you are familiar with sexual history taking.*

A first void urine (FVU) sample can be used to test for chlamydia
and gonorrhoea, utilising a highly sensitive and specific PCR
test. First void urine is the first part of the urinary stream. It does
not have to be taken first thing in the morning and the patient
does not need to have held urine for a period of time.®

Routine
screening for heterosexual men or women should include
chlamydia testing but may not include testing for gonorrhoea
unless they are considered to be at rigk from the history.®
Asymtomatic patients can be asked to collect swabs
themselves. This is not appropriate in symptomatic patients.
Such tests include self collected high vaginal and rectal
swabs for chlamydia and gonorrhoea PCR testing. Clear
instructions need to he given to the patient’ (see Figure 7).
Diagnosis of herpes infection is made clinically and via a
swab of lesions present. As Maryanne is asymptomatic, a
diagnosis cannot be made. She should be told what symptoms
of herpes to look out for and reassured that many people with
herpes infection will never suffer from clinical herpes.®
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10.

11.

12.

13.

14.

Scoular (2002)

Ratnam and colleagues (2007)

Cunningham and colleagues (2006)

Fitzhugh and Heller (2008)

Guidelines for preventive activities in general practice (RACGP, 2005)

HIV management in Australasia (ASHM, 2006b)

The mainstay of herpes simplex virus (HSV] clinical
diagnaosis remains PCR testing from a clinical lesion (blister
or ulcer). In this circumstance the nucleic acid tests give a
sensitivity of 86-100% and a specificity of 90-97%.°
The mainstay of herpes simplex vires (H3V) clinical
diagnosis remains PCR testing from a clinical lasion {blister
or ulcar). In this circumstance the nucleic acid tests give &
sensitivity of 86-100% and a specificity of 30—37% 9 Serology
is available and will detect antibodies to HSV, A positive test
suggests infection but cannat diagnose chnical diseasa 20
Seropositivity for HSV is common. The Australian population
prevalence is estimated at 12% for HSV2 and 76% for HSV1.
infection, eq. chlamydia, Conversely a normal Pap tast doas
not exclude a cenvical infection as the sensitivity of a Pap test
to diagnose STls is poor™
As per the ‘red book’ guidelines™ you woulid ask John
about:

= smoking

* nutrition

« alcohol

= physical activity

« mood (depression risk)

* sexual history.
s the preferred manner of giving HIV test results and the
legal requirements™

« important points that should be discussed when HIV

testing is proposed and the legal requirements around
this"
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Table 32: Check Booklet: Use of Clinical Expertise

Material Circulated to Working Group Feedback Received Final
| Nidhish, a 24 year old Indian man who has lived in Australia for 3 years, presents Nidhish, aged 24 years, is an Indian man who has lived in
with fevers, night sweats, widespread myalgia and arthralgia, anorexia and Australia for 3 years. He presents with 2 weeks of fever,

headaches, Symptoms have been present for two weeks or so, He is not on any

| medications whatseever-and has no comerbidities. night sweats, and aches and pains. He has been ‘off his

food’ and complains of mild headaches. He is not taking
(Draft 1.doc) any medications and has no significant past history.

seropositivity for HSV is common (The Australian population prevalence is estimated
at 76% ¥2%—for HSV1Eand 12% F6%-for HSV 27) and this does not necessarily
predict that the patient will have any clinical manifestations,

Seropositivity for HSV is common. The Australian population
prevalence is estimated at 12% for HSV2 and 76% for HSV1."!

It does
It does NOT have to be taken 1 first thing in the morning and the patient does not  nat have to be taken first ﬂ']m_g in the muming and the paﬁant
need to have held urine for a period of time'. - z o
does not need to have held urine for a period of time.5

(Draft 1.doc)

(Draft 2.doc)
1 Rectal swabs are not essential for women who have
Rectal swabs are not essential for women who have receptive anal sex. Although . Ith . .
anal sex is being reported more commonly among heterosexuals, if an ST1 were receptive anal sex. Although anal sex is being reported more

present, it would most likely be concurrent with urethral/cervical infection. Therefore commonly among heterosexuals, if an STl was present,
urethral/cervical swabs are sufficient to detect and treat rectal STIs in women. B " N .

it would most likely be concurrent with urethral/cervical
infection. Therefore urethral/cervical swabs are sufficient
to detect rectal STls in women.

(filename removed for confidentiality)

0 fn; B raon sl donée R * S ptomi am el This unit of check looks at sexually transmissible infections (STis), with clinical scenarios related to symptoms
ening i e Lk o . v resalts, and daning with Meainge of m_|d screening for 5Tls, sa:u_a_l r_ﬂ_slw taking, collection of specimens, giving results, and dealing with feelings of
(Comments.pdf) discomfort and cullural sensitivities around sex and STis.

Miiam Grotweski, BMod, FRACGP, DisPsych (EdL s 8 GP i Tasworth, NSW, and a GP visiting madical cfices . .
3t Senal Headth HNEAKS. Miriam is a $100 HIV prescriber and membar of Surmevvesrsmerr-Greweriantecs The (Vo ibey oo f

K. cbwetitatmedeni] and Th Aborigias] Advisory " ks tor g Cormcttee Winam Brotowski, BMed, FRACGP, DigPsych (Ed), 6P in Temwerih, NSW, and GP visting medical officer at Sexual
BiP Katalss, MBS, i and Clinica! Tetes, 0 Practice, Wasten Cinical <1 WiujAligh | ST, . Heatth HNEAHS. Miriam is an $100 HIV prescriber and a member of the Ministerial Advisory Committee on HIV/AIDS
ik The Uity of Sy, and s geearl praccnsuptnsas, Wentunt, Sydnay ' &nd STIs, and The Aboriginal Sewusl Health Advisory Commitize

(Comments.pdf)
Syphilis: _Svphi_l i;: : ;
oA Positive Bl - Fositive
?P?:h x:::x FTA-Ah Positive
wore - KP & Reactive J:64 TRPA.: - 0 Positive
u . i v e T
HIV antigen/antibody ~ =Posie- (2Sv ks endanef RPR : . PBedctive 184 -
(Comments.pdf) HIV antigen/antiody Besults pending

Nidhish shauld have rectal swabs for gonorrhoea and
chlamydia, a pharyngeal swab for gonorrhoea and a first

catch urine for chlamydia andgasessases’ {Figure 1).
(Comments.pdf)

Nidhish should have rectal swabs for gonorrhoea and
chlamydia, a pharyngeal swab for gonorrhoea and a first
catch urine for chlamydia® {Appendix 1).
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Test results confirm current infection with syphilis. You
are able to diagnose secondary syphilis as Nidhish has *

" a reactive ¥B#L and a rash, constitutional symptoms RPQ
and lymphadenopathy. Serology indicates past infection
with EBV, CMV. Nidhish may be infected with HIV. ELISA
is used for initial HIV antigen/antibody screening in .

- Australia. A western blot ia-aasded to confirm positive "l be
ELISA results. If the western blot is positive, this could F“‘F“’f m H;
explain the lymphapaenia in Nighish's case.

(Comments.pdf)

days may be used. Nidhish should be assessed clinically

at 1 week after treatment ends for resolution of symptoms

sag-gapaatsaraiegy. Thereafter, repeat serology should -

be performed meiiiwmBamentlzs, then 3 monthly until 1 at 3 /

year has elapsed since treatment. The aim is to observe Wikl ™

(Comments.pdf)
secondary syphilis symptoms.3 i

a western blot} (cm‘(r il

f
K 3wr HIV infection q.d appropriate referral i tvevecaasitive,
should lae paade

Feedhack

(Comments.pdf)
Syphilis has been labelled ‘the great imitator’ as it can
mirnic other diseases. Similarly, HIV can also present
in a myriad of different ways. When either infection
is dragnosed the other should be tested for Tm%-

ALANANS

o 3 5 eel, Contact tracing
and follow up can be referred to the local sexual health
clinic {see Resources).

(Comments.pdf)

' ‘]*\hoe A sex

X overseas (where?), who with, whal(was involved and
whether condoms were used. This is important as the
epidemiology of gonorrhoea and othar STls will \rar\r

¥ among populations from country to country,
a girl met at a bar in Thailand (without condoms) will
be of greater HIV risk than sex with a casual female
partner in Australia

(Comments.pdf)

see il

Test results confirm current infection with syphilis. You

are able to diagnose secondary syphilis as Nidhish has

a reactive RPR and a rash, constitutional symptoms and
lymphadenopathy. Serology indicates past infection with
EBV and CMV. Nidhish may be infected with HIV. Enzyme
linked immunosorbent assay (ELISA) is used for initial HIV
antigen/antibody screening in Australia. A western blot

will be performed to confirm positive ELISA results. If the
waestern blot is positive, this could explain the lymphopaenia
in Nidhish's case.

days may be used. Nidhish should be assessed clinically
at 1 week after treatment ends for resolution of symptoms,
Thereafter, repeat serology should be performed at 3
months, then 3 monthly until 1 year has elapsed since
treatment. The aim is to observe the RPR titre fall four-

If a western blot confirms HIV infection, an appropriate
referral should be made.

Feedback

Syphilis has been labelled ‘the great imitator” as it can
mimic other diseases. Similarly, HIV can also present
in a myriad of different ways. When either infection is

diagnosed, the other should be tested for. Contact tracing

and follow up can be referred to the local sexual health
clinic {see Resources).

overseas (where?|, who with, what type of sex was
involved and whether condoms were used. This is
important as the epidemiology of gonorrhoea and
other STis will vary among populations from country
to country, eg. sex with a girl met at a bar in Thailand

(without condoms) will be of greater HIV risk than sex

with a casual female partner in Australia
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Material Circulated to Working Group Feedback Received Final

* Male partnars/female partnors: Has Jim ever had sex * Male partners/female partners: has Jim ever had sex
with a man? When, where {ovarseas, Australia, sex with a man? When, where (overseas, Australia, sex

4 on premises venues, beats), who (casual or regular on premises venues, ‘beats'?), who (casual or regular
partner?), what was invoived (oral, anal — receptive partner?), what was involved (oral, anal — receptive
or insertive?), condom use. Gender of sexual partners or insertive?), condom use. Gender of sexual partners
may be a delicate issue, and may not always equate may be a delicate issue, and may not always equate
to lity or sexual orientation. Jim may hove sex to sexuality or sexual orientation. Jim may have sex
with men occasionally yet still identify as straight’ or with men nccasnonall\r yet still ldentllv as ‘straight’ or
heterosexual. Questions surrounding Jim's two most 0 g Jim's two most
recent partners may not capture this information. . % H"jl“\"f ' eter t capture this informati °

. e of eyphili, ohlamycdia and gononhnea rates recent partners may not capture this information.

Higher rates of syphilis, chlamydia and gonorrhoea in

. in men who have sex with men (MSM) hasssisssn i fn ;
on | | S it men who have sex with men (MSM] have recently been

reported in Australia and overseas. Risk of contact with

an STl may be influenced also by how and where men reported in Australia and overseas. Risk of contact with

meet sexual partners, og. via the internet, or at bars and an STl may be influenced a.lso bv_how and where men

clubs. This may also impact on contact tracing. meet sexual partners, eg. via the internet, or at bars and
(Comments pdﬂ clubs. This may also impact on contact tracing.

« make sure you are familiar with sexual history taking.* . : _ .
Patients will be able to sense if you are uncomfortable * make sure you are familiar with sexual history taking.
with the topic or language, and this may be Patients will be able to sense if you are uncomfortable
misinterpretad, dus influencisg their answers with the tepic or language, and this may be

L. L. AN & misinterpreted and influence their answers

(Coinments.pdf)
Asymtomatic patients can be asked to collect swabs
themselves. This is not appropriate in symptomatic patients
Such tests include self collected high vaginal and rectal

swabhs for chlamydiaPCR testing. Clear instructions need tc
be given to the patient? :

Asymtomatic patients can be asked to collect swabs
themselves. This is not appropriate in symptomatic patients.
Such tests include self collected high vaginal and rectal
an swabs for chlamydia and gonorrhoea PCR testing. Clear
SDV\OT T NG instructions need to be given to the patient’ (see Figure 1).

(Comments.pdf)
The mainstay of HSV clinical diagnosis remains PCR
testing from a clinical lesion (blister or ulcer). In this
circumstance the nucleic acid tests give a sensitivity of
86-100% and a specificity of 90-97%. Serology is available

The mainstay of herpes simplex virus (HSV) clinical
diagnosis remains PCR testing from a clinical lesion (blister
or ulcer}. In this circumstance the nucleic acid tests give a

and will detect antibodies to herpes simplex virus {HSV). _sensit_i\.fity of 86_]_00% and a s.pecificitv of 90_97%'_9‘58")'09‘/
The:spasificity nd-donsitivity oF thistest ? A positive test is available and will detect antibodies to HSV. A positive test
suggests infection but cannot diagnose clinical diseasa. 3: . suggests infection but cannot diagnose clinical disease %0
Seropositivity for HSV is common. The Australian population 3 N Seropositivity for HSY is common. The Australian population
prevalence is estimated at 12% for HSVBAnd 76% for > rj f\'i prevalence is estimated at 12% for HSV2 and 76% for HSV1.1!
HSVZP This does not necessarily predict that the patient N N This does not necessarily predict that the patient will have
Will have any clinical manifestations. Serology may be SN any clinical manifestations. Serology may be useful in certain
usefulin cortain S_Itl._l&tl.(ms such as in COI.II'ISS!III‘IghdISCOrdant h} 2 *3 situations such as in counselling discordant couples, but the
couples, but the limitations of the test to predict disease or - % T Lo L -
even transmission must be discussad with the natiant firct limitations of the test to predict disease or even transmission
(Comments.pdf) must be discussed.
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Material Circulated to Working Group

Feedback Received

Final

P . — v
A Chlamydia test and confirmation of vaccination status B HPY (’.Q,, WO e’n)

¢ for Hep A/B and MBVis racommended. A brief sexual
history should be taken to identify other risks.

B. No specific test. Conduct briaf sexual history as
outlined on STIPU STI testing tool (see Case 1,

< Figure 1). The task is to tewhdr risks for chlamydia, ' (L5 @6 Y
gonorrhoea and syphilis, HIV, HPV and HEV/HAV,
Impartant questions to ask include:

* nationality of sex partner
= sax of partner
* typas of sex practiced
* number of sex partners
* condom use \ !
* vaccination history for 28%, HBV/HAY.  HPV (Fexr mmrﬂ)

(Comments.pdf)

Coltares MG.?- et ke ﬂlﬂﬂfﬁrﬂl"l;k_'Efi o rerinte

locathioms or where +Hhag Yive - tect i
ot Hee labaractory O3 oo o ln Tl’\.:g;ré

?‘ %H‘Ja-:hi_—“"":; Lo Tichen- Bo Festing
(Comments.pdf)

A. Chlamydia test and confirmation of vaccination status
for Hep A/B and HPV (for women) is recommended.
A brief sexual history should be taken to identify other
risks.

. No specific test. Conduct brief sexual history as outlined
on STIPU STl testing tool (see Appendix 7). The task
is to assess for risks for chlamydia, gonorrhoea and
syphilis, HIV (for women), HPV and HBV/HAV.

Important questions to ask include:
= nationality of sex partner

= sex of partner
= types of sex practiced
= number of sex partners

+ condom use
» warrinatinn histary far HPY ifnr winmant HRU/HAW

Cultures may not be appropriate in remote locations or
where the time to testing at the laboratory is too long. In
these situations, consider PCR testing.
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Table 33: Check Booklet: Modifications not informed by Documented Feedback

Draft
(Draft 2.doc)

Final

Nidhish, a 24 year old Indian man who has lived in Australia for 3 years presents
with fevers, night sweats, widespread myalgia and arthralgia, anorexia and
headaches, Symptoms have been present for two weeks or so. He is not on any
medications whatsoever and has no comorbidities. He says that he has occasionally
had all of these symptoms, not necessarily together, but now they are constant and
unremitting. On specific questioning about possible exposures to infection, Nidhish
says that he has not been overseas for years. He has had no recent contact with any
ill people. He admits that he has had ‘risky sex’ with a casual male partner recently
but refuses to give further details. Nidhish’'s headaches are vague in site and
characteristics, but there are no features of raised intracranial pressure. It is the
night sweats and arthralgias / myalgias which bother him most.

Examination reveals a febrile (38.3) man, hydrated with widespread
lymphadenopathy. There is no hepatosplenomegaly. Throat and mouth clear. There
is no meningism. Cardiorespiratory examination is unremarkable. Cranial and
peripheral nerve examination is normal. Genitalia normal. His weight is similar to his
previous reading, at 58 kg.

John, an 18 year old male comes to you for advice about a sports related knee
injury. During the consultation, John tells you he is leaving home to begin University
in Sydney. You have known John’s family since you moved to this small town 20
years ago. In fact, you delivered John. You're friends with his parents and attend the
same church. John has been a very healthy child and you have not seen him for a
while,

1. What further information do you need?
(Type of sport, nature of injury, previous injuries)

Further information.

John tells you he is travelling to Sydney to study sports science and will be living
with friends in a share house. It will be the first time John has lived independently.
You wonder about John’s life skills and risks associated with his new living situation.

MNidhish, aged 24 years, is an Indian man who has lived in
Australia for 3 years. He presents with 2 weeks of fever,
night sweats, and aches and pains. He has been "off his
food" and complains of mild headaches. He is not taking
any medications and has no significant past history.
Nidhish denies recent overseas travel and has had no
recent contact with any ill people. He admits that he has
had ‘risky sex’ with a casual male partner recently but
refuses to give further details. He has not lost any weight.

On examination he has a fever of 38.3°C and widespread
lymphadenopathy but no hepatosplenomegaly. He is well
hydrated, and examination of the ear, nose, throat and mouth
is unremarkable. There is no meningism. Cardiovascular,
respiratory, and central and peripheral nervous system and
genital examinations are normal. He weighs 58 kg.

Jaohn, aged 18 years, attends for removal of sutures from
a simple laceration to his arm which occurred at football
training last week. The wound is healing well and you
remove the sutures and apply a simple dressing. While
you are doing this, John tells you he is leaving home in a
maonth to start university in the city.

You have known John's family since you moved to this
small town 20 years ago. In fact, you delivered John. You
are friends with his parents and attend the samea church.
John has been a very healthy child and you have not
seen him for a while. He says that he will be living with
friends in a share house. It will be the first time John has
lived independently. You wonder about his life skills and
risks associated with his new living situation.

Question 1 @ @‘ Qasd €

What further information would you elicit to assess John's
risks for preventable illness and injury in his new city life?
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Draft Final
(Draft 2.doc)

Answer 1
As per the ‘red book” guidelines' you would ask John
about:

= smoking

= nutrition

= alcohol

= physical activity

» mood (depression risk)
= sexual history.

-132 -



Appendices

Table 34: Check Booklet: Clinical Expertise not Used

Feedback Received

Final

This information will give an indication of sexual activity, risk of sexually
transmitted infections (STIs) and possible transmission of syphilis and rate of
partnerchange. It may also aid in partner notification and contact tracing.
Condoms are highly protective for mest STIs but Altheugh-syphilis can be
transmitted despite 100% condom use-this-is-not-the-case-with-rmany-other-STs:

(Draft 1.doc)

Anyone having receptive anal sex (male or female) should also be offered a rectal
testing for chlamydia by PCR and for a gonorrhoea culture as appropriate®. This
simply involves taking a saline-dry-moistened swab blind from the rectum and
processing for Chlamydia PCR or gonorrhoea culture as above?.

(Draft 1.doc)

Serological tests are available for HIV (antibody/antigen), syphilis, herpes simplex
virus, and hepatitis B. Serological testing for Chlamydia is not of any clinical use in
the diagnosis of acute genital chlamydia infectionZ.

(Draft 1.doc)

I
An FVU (first void urine) sample can be used to test for Chlamydia and gonorrhoea,
utilising a highly sensitive and specific PCR test. First void urine is simply the first

‘ part of the urinary stream_when you are seeing the patient.

(Draft 1.doc)

I5he should, however, be told what clinical signs of herpes to look out for, whilst
‘ reassuring her that many people will never suffer-havefrem- clinical herpes®.

(Draft 2.doc)

This helps to get an indication of sexual

activity, rate of partner change, risk of STls and

possible transmission of gonorrhoea to other partners

including condom use. This will help in diagnosis,

partner notification and contact tracing
Rectal swabs should also be offered to men having receptive
anal sex for chlamydia by PCR and for a gonorrhoea culture
as appropriate. Rectal swabs may be self collected (Figure 7).
Chlamydia PCR is performed on a dry swab taken blind from the
rectum. Once again, liaise with your local laboratory service
regarding gonorrhoea culture.’
Serological tests are available for HIV (antibody/antigen),
syphilis, herpes, and hepatitis B. Herpes serology is not
routinely performed (see Answer 3). Serological testing for
chlamydia is not of any clinical use in the diagnosis of acute
genital chlamydia infection.!

A first void urine (FVU) sample can be used to test for chlamydia
and gonorrhoea, utilising a highly sensitive and specific PCR
test. First void urine is the first part of the urinary stream.

+ She should be told what
symptoms of herpes to lock out for and reassured that
many people with herpes infection will never suffer from
clinical herpes.®
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Feedback Received

Final

He uses the local gay and lesbian community organisation’s website for up to date
health messages. He is aware of the higher rates of HIV in some countries_and
amongst men who have sex with men. He states he is relieved you know about his

sexual history and has been reassured by your assurances regarding confidentiality.

(Draft 2.doc)

Your local Public Health Unit and Sexual Health Clinic can assist you with diffiewlt
eases:

Ary-casesof-ssyphilis, HIV or Gonorrhoea cases which shetld-besenttoyourioeal
S e T o ‘

- may be more complex and
the risk to pPublic hHealth the greatest.

(Draft 2.doc)
|
John, an 18 year old 28e-male comes to your for advice about a sports related
knee injury. During the consultation, John tells you he is leaving home to begin
University in Sydney.befere-traveling } Bt } teeys- You have
known John's—=rd-kis family since you moved to this small town 20 years ago. In
fact, you delivered lohn. You're friends with his parents and attend the same church.
John has been a very healthy child and you have not seen him for a while.

(filename removed for confidentiality)

He uses the local gay and lesbian
community organisation’s website for up-to-date health
messages. He says he is relieved you know about his
sexual history and is reassured by your assurances
regarding confidentiality,

Your local public health unit and sexual health clinic
can assist you with difficult cases (see Resources). Any
cases of syphilis, HIV or gonorrhoea can be sent to your
local sexual health clinic; the contact tracing issues can
be complex and the risk to public health the greatest.

John, aged 18 years, attends for removal of sutures from
a simple laceration to his arm which occurred at football
training last week. The wound is healing well and you
remove the sutures and apply a simple dressing. While
you are doing this, John tells you he is leaving home in a
month to start university in the city.
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Table 35: Practice Nurse Postcard: Use of Research Evidence

Fact Sheet: Chlamydia (NSW Health, 2007)

Postcard

What is Chlamydia?

Chlamydia is a sexually fransmissible infection. It is caused by bacteria. Many people who are infected with the bacteria do not have symptoms but can still transmit it. Chlamydia
can affect the urethra (the urine passage), cervix (the neck of the womb), rectum, anus, throat, and eyes. If chlamydia is not properly treated it can cause serious complications.

In women complications include:

# pelvic inflammatory disease (PID). This is when the reproductive organs that are situated in the pelvis become inflamed
+ pelvic adhesions and chronic pelvic pain

« infertility due to damage to the fallopian tubes (by scar tissue)

* eptopic p (when the p ps in the fallopian tubes instead of in the uterus).

In men complications include:
* recurrent urethritis
« epididymitis {which involves the tube to the testes).

Inwomen and men complications include:
* arthritis
+ conjunctivitis and uveitis (eye inflammation)
 prociitis (inflammation of the rectum).

What are the symptoms?
Symiptoms can occur within 2-14 days after infection. However, a person may have chlamydia for months, or even years, without knowing it

In women
If @ woman has chlamydia, she may notice:

cramps or pain in the lower abdomen

menstrual changes (that is, changes with her periods)
pain when passing urine

bleeding or pain during or after sex

a change in her vaginal discharge.

In men

If @ man has chlamydia, he may notice:
# g discharge from the penis
« pain when passing urine
+ swollen and sore testicles.

In men and women
Infection of the anus can occur but usually goes unnoticed. Occasionally it can cause anal pain or discharge.

How is it spread?

Chlamydia is spread by having sex with someone who has the infection.
Who is at risk?

The people who are most at risk of catching chlamydia are:

= young sexually active men and women
= anyone who has recently changed sexual partners
« anyone who has recently had another sexually transmitted infection
How is it prevented?
Usmg a condom for vaginal or anal sex prevents chlamydia and other sexually transmitted infections. If you have chlamydia you should tell all your sexual pariners over the last
six months to see a doctor or your local sexual health clinic for testing and treatment.
How is it diagnosed?
Chlamydia can be diagnosed by your local doctor or sexual health clinic. The doctor will take a urine sample, or a swab from the urethra, cervix, or anus. The sample or swab will
then be tested for chiamydia at a laboratory.
How is it treated?

Chlamydia is easily cured by antibiotics. It is important to see your doctor or sexual health clinic to get tested and treated. If the symptoms retum, return to your doctor or sexual
health clinic.

It is important that you finish the entire course of antibiotics, even after the it resolve, as the chi dia bacteria may not have been totally killed. It is also important not fo
have sex for at least 7 days after the treatment begins, because the infection can still be spread.

What is the public health response?

Laboratories are required to notify cases of chlamydia to the local public health unit. Data on the incidence of chlamydia are used for public health planning. The doctor will work
with the patient to identify contacts who may need to be fested and treated. The doctor can seek help from the local sexual health service.

What is
Chlamydia?

Chlamydia is the most common notifiable sexually
tramsmitted bacterial infection in Australia’. Many people
who are infected do not have symptoms but can sl
spread it. Chlarmydia can lead to infertilicy, and other com-
plications i not treated.

Who do I test for Chlamydia?

Both male and female sexually active patients < 25 years
old should be tested if they:

# have engaged in unprotected sex

# have had a recent pariner changs

# as part of antenatal screening

We suggest you offer all patients under 25 years of age a
uring PCR test for Chlamydia.

How do I test for Chlamydia?
Undertake a Chlamydia urine PCR_Ask the patient to woid
the first part of the urine stream into a specimen jar. it is
preferable that the patient has not passed urine at least
one hour prier to collecton.

How is Chlamydia treated?

Treat with |gAzithromycin 5tat as a single oral dose. After
the treatment begins, advise patient not to have sex for at
least 7 days, because the infection can still be spread.

What else do I need to consider?
Treatment of all sexual partners within the last & months.
All patients who test positive for chlamydia must be
retested in 3 months and re-treat if the test is positive.
Discuss prevention of chlamydia and other 5Tls by rein-
forcing condom use and regular 5T1 testing.
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Table 36: Practice Nurse Postcard: Iterations

Front

For Practice Nurses - Pap Smears (with health check) | oo oo
MES e 10994 B LOSIS warking togutfu
arlapes afc

10994 - reguire Laking of 4 pap smear and at least ore preventive check
10855 - requre taking of 4 pap smeear from a woman between the ages of 20 and &3
inchasva, whe has ot had @ cervacal smear 0 a last £ yaars, and ak least one preventive check

Eligibility
Ttams 10954 and 10995 ndude a Pap smoar and preventive dhwcks acscdatoed with women's saxual and raprodudtive heakh, mhich
wiukd routnely be endertaken in corunition wis & Dep e

& preventive dveck is a service which = reasonably recessary and appropriate for preventve care based on evidence of
alfectivaness ard afficacy aperopriats o e age of the patent.

Checks for sesually rarsmitted infections (induding chlamyda))

Takirg of a sucual and ragrodective sy

Adwes on contracephon

Breast swanzness educstion

AdViCa DN POSE Natal S5uas

Continence advce and sducston;
may nclude:  Smaoking, Kutrition, Moohol and Physical Acbivity (SHNAF] befawoural risk fachor assessment, Blood pressure
[T T

‘Whare, in the course of discussion of sswual history and cumrent sewual activity, 2 prackoe nurse becomes sware that one of the
racks bsbed for another ape group & appropriate; the practoa nurse may inchada that check as part of the service provided.

The time the patmnt spends recmeng A serace from the practcs nuns iy Bemised separately under Bem L0004, 109495, 100G or
10893 |ax applicable] and should not be counted as part of the Medicare item claimed for bme spent with the medical practitioner
Payment {10994 & 10995)

Fae 52170 Banafit: 1009 = $21.70

(Draft 2.doc)
For PRACTICE NURSES - Pap Smears (with health check) J70%

MBS itame 10694 8 LI945 { metre, urban, ragicnal rural sl remete dvsns) Encking

10994 - require taking of & pap snesar and at least one preventive check

10995 = raguire taking of a pap smear frem a woman between the ages of 20 and &9 indusive [wha Fas net had a
carvical smaar i this last 4 yaars) and at least sne praventive chack

Eligikality

Tems 10554 and L0995 indude a Fap smear and preventive checis associaied mith women's seual and mpreductive health, which
coukl be roubnaly be undertsken in congunction with & Pap smear

& preventive check is a service which i reasonably necessary and appropriste for preventroe care based on evidence of
effectiveness and efficacy approprate to the age of the pal

Excievpling of & pravertati chack sre
» Chwcks for sexually transmarted infections (includng Chiamydia)
& Taking of a sewual srd reproductive. history
= Advice on cantracaption
s Breast awareness education
s Advice on post nabal jssues
«  Contrancs advice and aducation;

Whars, i the course of discussen of sexual histery aed current sexual sctivity, @ practics nurse becomes sware that ome of the
thecks listed for another age group ks appropriate; the practice rurse may Indude that check 25 part of the service provided.
The time the patient spends receiving & ssrvos from the practics nunse & bemsed separetely uoder fem 10004, 10695, [as
appiicable] and shodld not ba counbed a5 part of the Madicane ibem climad for tima: spent with the mescal practitioner

Mudicara Banafit: 100%

it

(Draft 4.doc)

Rularsrice: adastid fram Medicars A

For Practice Nurses - Pap Smears (with health check)
MES itams 10004 & 10005

10894 .« reuine taking of a pap sevear and at least ome preventive check

10905 - require taking of 4 pap smear fram a waman batersan the ages of 30 and &0

nclusiwe, wha hes nok had a cervical smeae in the last 4 years, and at least one preventive check

Eligisility

Ficture: of fiurse
and patiant
working togetier
or Jogos etc

Items 10894 and 10995 indude & Fap smear and preventive checks associabed with women's sewual and reproductive heakh, which

would routinely be endertaken in conjunction with & Pap sear.

A prevestive chech is 2 service which is reasonably recessary and apprapriate Tor prevencive can based on evidance o

alfactivunmss and alficacy approgriste o the sga of the patsnt.

« | Chacks for sexuslly transmithed infactans. (incuding chlmerydia)

& Taking of 4 sewusl ored reprocuctive hstory
*  Advios on comracaption

*  DBreast swareness educston

= Advics on post naal issues

= | Continencs advice ard education;

Whare, in the course of discussion of sexual Fistory and current saxual activity, 3 Practos NUrse EACOMEs aware trat ane of the
chencies: listad Tor another age group is aperogriats; e practios nurse may iscude that check as pan of the service provided .

The time the patient spends receiving 2 service from the practice rurse is itemised separabely under tem 10954, 10895, L0958 or
10399 (as applicable] and should not be countad & part of tha Madicars tem damad Tor G spant with the madcal practitonss

Payment (10954 B 10055)
Fea: 521.70 Banafit: 100% = 521.70

(Draft 3.doc)

For
PRACTICE

(Final: PracticeNurses_Postcard_Web.pdf)
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Back

What i Chismydia 7
Chismyds it ta mast camman natiisbie
vactarial ifection in Ausraba Many senk
wha srm irfacied b not e pmpiama of
(PRCTION DT CON 111 S07BD0 Hh Cesease.
Chiamydm can lmad bo infrtil £y, and other
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Wie suggnd pou abter 8| patiaets under 19
FEATY & erina teat for chian

Hma I taat far Clhilanydia 7

Scrasn for ssymetomatic gentsl chlamsde
ety n saisly JOTVE (TENIS < 25
s okl; mpacally:

IF sy unprotechad sex
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rustal ac

k-nmnw- =ale 2 Ilmaepalnnm

How do I test for Chlamydia 7
Facusst Chiamydia POR o= fing woid urns
{nfoer nat

pirideng urine for o hour « no reed for
wwamingtian

d Sy GBS

Haw ix Chlamydia traated ¥
Trast mith L AzshromyTn St s s ungle
aral dos

Foiiowing trastmant, s4viss no urprobactad
sew for 7 dawys

What else do I need to
‘considar ¥

Tranimesi rrl‘.dlﬂlrn- t amaisl pasters
ni"\-‘ tha Ia-s(é thes

p.—m..mclnr

(N
bl unl'lwlrcnn‘ﬁ!l.nlﬂl and other
ST13 by refncire) SR ik ard regulsr
teslng
COMSIDER BULE-RILLING llabs & conssk!

[ Birinf Suxusl History &

wirte qumlions sl your nuel activily 5 i decee what ek i
Pt

1Arw o curmndy i m reimbcasin?
21 inthe imee 3 raone, how many assl parirers have youlsd? How many paisen
sy haed i the sat 12 mamta T

vl pasran o o bt
e P Lot s 35 s ol v sl ues bz &
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0 Hatmy s porervammsdy Dens chinraoesan] el an STV
O b Wi plbargy e Bl 5. comomrmag youl?

I Getting started with an STI discussion

Bringing the wubgact up oppertanistically
= W 3w ¥aring Chismypcy, feating 52 sl seay a prople urdar the sge of
25, weoud you lios 12 have @ tast whla Fou'rs hers o fird oot manm azout
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“ Hares you bmard absout HEV o HPY seccinsbion? They protect sguinst inrfectiosa
hat csa
e sy bramem btad, parhags e cozk! decues e bl o et
s part of & reproductivs health conautation

" Sinea veu'ra bere Teday fonflo decuss sheut coMTacepton/pap svmar, could we
akn eak bt
SO TR ASPets of saoeadl Realth, sudh a6 an ST chack up?™
Bocause the patient rogeests o ip® fer 5T1

Td lion o askc pou 0w Cusaions abod pour sessl ackty 30l we can decids
ehat tmats w22, 0 U OK TS Brel Saml Maisry o |
Help with !
contact Wacing: SHIL 1800 451 634
treatment advies refer
Logos [ NSW GP, 7 FPA, 7 APNA | Date of preduction
Comtact far mars
bittec / heaits Tactat Fecti jis BEmi
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Table 37: Practice Nurse Postcard: Relevant Resources

Health Assessment for Refugees

& Other Humanitarian Entrants Practice Nurse Postcard

(Health Assessment for Refugees.pdf)

NSW Refugee
. | ' |9 Health Service
L T INGWABHEALTH

Health Assessment - 714 (in surgery) & 718 (home visit)
Mhent inchuds (practice staff can msisty
1] Taking the pasent's medical history
1] Peyucal examination of patient
1 Ursdertakinng § armanging atry recqitied ievwestigations - wil vary with courry
o origin, age, gender and peevious Tests done CVEERS of In AUStTaE.
| Hote - o screening inchudes CXR (1 yrs +) & HIV {15y +;
and in fgess, VDRL, malaria Ag. daicd & MMA vax |
Comsider: 82, & . s and stngyiede,
yerokgy, hepatis B &
ek [rubella; {aecal examination Y par
Infection sp.chikd< 5) and HIV auussment; and relevam preventative
V] Assexing the patient | pathelogy resuits and developing 3 management plan

Health Assessment for Refugees & Other
Humanitarian Entrants - MBS items 714 & 716

Eligibility

The: refuges patier mst be:

®  inAueraiia onder 17 manths
fior unce receving Tesdency)

200, 201, 202 204, 447, 451, 786, 866, 785

Infoemed comen 1o heshh aeumenn cbeained and
documented

Payment
hem 71d; $199.60, payable on one nocasion only
per elighis patien

MBS items 10994 & 10995 ( metro, urban, regional rural
and remote divisions)

10994 - require taking of a pap smear and at least one
preventive check

10995 - require taking of a Pap Smear from a woman
between the ages of 20 and 69 inclusive (who
has not had a cervical smear in the last 4 years)
and at least one preventive check

Eligibility

Items 10994 and 10995 include a Pap Smear and preventive
check associated with women's sexual and reproductive
health, which could be routinely undertaken in conjunction
with a Pap Smear.

Medicare Benefit: 100%
Reference: adapted from Medicare Australia website
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Table 38: Online STI Practice Nurse Training: Use of Research Evidence

Source

Section

Evidence of Use

Public health Australia (Lawson, 1991)

Guidelines for preventive activities in general practice
(RACGP, 2009)

Sexually transmissible infections strategy 2006-2009
(NSW Health, 2006)

Sexually transmissible infections strategy 2006-2009
(NSW Health, 2006)

Notifiable diseases database (NDD) (NSW Health, nd)

Risk assessment and taking a sexual history: What is
epidemiology?

Risk assessment and taking a sexual history: The red book

Risk assessment and taking a sexual history: Who are the
priority populations?

Risk assessment and taking a sexual history: Local area
epidemiology

Risk assessment and taking a sexual history: Five most
commonly reported notifiable infections

The term epidemiology literally means the study of whole
communities as it provides a view of whole population’s
health.
The new Guidelines for preventive activities in general
practice (The Red Book) 7th Edition 2009 - have been
changed to include all sexually active people, MSM¥*,
infected partners and people requesting an asymptomatic
check up.
Based on the surveillance data and epidemiology the
following populations have been identified by NSW Health
ad priority population for STI interventions:

e  Aboriginal people
Gay and other MSM
Sex workers
People with HIV/AIDS
Young people’ and Homosexuals with recent
partner change
Information is collected in a variety of ways. At the local
level information is sent from all clinical services,
including General Practice to public health unit. It is then
stored and collated by NSW Health and is freely available
from the NSW Health website.

Other good contacts for local data are your local public
health unit and the HIV and Related Programs (HARP)
unit.

This figure shows the five most commonly reported
notifiable infections by geographical area of residence at
the time of notification in NSW, 2007

-139 -



Appendices

Source

Section

Evidence of Use

Australasian contact tracing manual (ASHM, 2006a)

Factsheet: Chlamydia (NSW Health, 2007)

Risk assessment and taking a sexual history: Why contact

trace

STIs (bacterial): Chlamydia trachomatis

Justice Health Rate/100000
1. Hepalitis C 7675
2. Chiamydia* 1188
3. Hepatts B 550

Rural areas® Rate/100000
1. Chiamydia® 177

2. Hepaiitis G st
3. Arboviral infoction 54 4. Syphiis i
4, Saimonelia infection £ o2

5. Influenza 32

Metropolitan areas™
1. Chiamydia® 172
2. Hopatitis B 56
3. Hepatitis C 50
4 Saimoneiia infection

Reglonal areas™ Rate/100000
1. Chiamydia® 197
2. Hepatitis C 5
3. Arbaviral infection 40
4. Saimonelia infection 33
5. Portussis

~-X

The process of identifying relevant contacts of a person
with an infectious disease and ensuring that they are
aware of their exposure

+ Notifications of Chlamydia have consistently risen since notification began in
1998;

* Chlamydia was the most frequently notified communicable disease in NSW in
2009, with 62,613 newly diagnosed cases;

- Among males, the population rate of reported diagnoses per 100 000 population
more than doubled between 2000 and 2004, from 68.8 to 145.7 and increased
further to 234.5 in 2009. (Figure 1) Among females, the rate of chlamydia
diagnoses more than doubled from 100.5 in 2000 o 211.4 in 2004, and
increased by 40% to 334.6 in 2009;

* Increasing rates of diagnosis of chlamydia were reported in all States and
Territories. The increases were greatest in the 20 — 29 and 15 - 19 year age
groups, which accounted for 80% of the annual number (Figure 2);

- Age and sex specific patterns of diagnosis may have been influenced by
differential testing rates.
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Source Section Evidence of Use
Figare 13 Chizmydia by year and sex
s m
g m
E m
i 0 %
HIV, viral hepatitis and sexually transmissible infections in CTE T me we @ me @ e me e
Australia: Annual surveillance report (National Centre in  STIs (bacterial): Chlamydia trachomatis ::“D":__‘_-m__ i
HIV Epidemiology and Clinical Research, 2010, p. 15) i
15
E -
! ™
w4 ‘i-nn:tl-:“ol-!: l:l l‘: e _“-

Figure 15 Gonorrhoea by year and sex

HIV, viral hepatitis and sexually transmissible infections in

g

g

g

Australia: Annual surveillance report (National Centre in  STIs (bacterial): Neisseria gonorrhoea H
HIV Epidemiology and Clinical Research, 2010, p. 16) §

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009
W Maks O Femaies YEAR

Figure 17 Infectious syphilis by year and sex

- ”
HIV, viral hepatitis and sexually transmissible infections in H = ._//\‘_'
Australia: Annual surveillance report (National Centre in  STIs (bacterial): Syphilis i
HIV Epidemiology and Clinical Research, 2010, p. 16) ! 0
N o—o——9—0——o 5
T 0 £ £ £ g
W Maes O Fomales. YR
Recurrence
National t ideli f Il " heiio (83300 mg TOS for 2.0
ationa managemen guidelines or  sexually . o N + Actclovk (53) 800 g TOS for 2 days; :
transmissible infections (SHSOV, 2008) STIs (viral and other): Simplex virus-HSV : Emm““’““'féé,’ﬁm :t“masm?ymmmmam
: Fﬁmumwarﬂwm
. in sero- couples by approx 50%.
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Source Section Evidence of Use

of Hepatilis B Vinus

Geographic distribution of chronic HBV infection (Fix,

Locarnini, & Peters, 2007, p. 22) BBVs: HBV

HBsAG Pravolnce
| LR
TR

W ==

Notifications

Let’s look at this in relation to Australia...
HIV, viral hepatitis and sexually transmissible infections in

Australia: Annual surveillance report (National Centre in BBVs: HIV pldyeuknowt

. . 0_g = There are 26,276 people living with HIV;
HIV EpldemlOIOgy and Chnlcal Research, 2007) = 10,125 people have been diagnosed to be living with AIDS;
= There have been 6,723 deaths;

» In Australia the main group of people affected with HIV are men who have sex
with men (MSM).

Pre-test Discussion

When providing a pre-test discussion, consider the following:
National HIV testing pOllCY (D HA, 200 6) BBVs: HIV - Early diagnosis, monitoring and treatment of patients with recently acquired
HIV improve the prognosis for the patient;
= MSM may need more frequent testing depending on the level of risk; STIGMA
MSM screening guidelines;
= Window period is three months.
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Table 39: Online STI Practice Nurse Training: Use of Clinical Expertise

Material Circulated for Comment

Feedback Received

Final

Ralevance i cinlcel praclice
= lgerifcotion of ik facian and aperopiahe seing for csymplamaiic dEadis
= Pian patient education S presention af 5Tk (2.9, Toking 1o young peapie
Chiomedial:
= Provide a holkfic opprooch 1o patient cane de. Q. Inchading 57
waCCindation and confracepve corsuli).

(Course 5th June 2009.doc)

o
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(Course 5th June 2009.doc)

Reiwvance ie cirical pracics
fanveibance ol and spidemiaiogy informn piacics by

o 1l TE8E8

(Course 16th September 2009.doc)

| I’lhv il m!_eﬂdumypvﬂﬂq‘lm 7

pichs ifhe foliowing papuks
J b HEW - l-u'hmp o rc\,bh'i n for 571 inharvenfions. o

(Course 2nd December 2009 B.docx)

S5 raw we kg (b el

o8 al spigemiciogy 1o cinked praciics and wiss
data, we now need 10 De oble fo fransier ths nowiedpe o ow pocice.

noreidigE, wi CoF Dear

prew el"im

Pt af Bezagting far SIS imagy ineckves Bokng O oref sexual history a0l Contoct 5

Lty Ik af Pt g T musad.

(Course 16th September 2009.doc)

What is the relevance of epidemiological to clinical practice?

Surveiltance data and egidemialogy informs practice by:

® |denlifying risk factors and testing for

® Identifying those most at risk to assist in targeted testing, education and health
promotion, e.g. testing all sexually active people under 25 about Chlamydia;
» Providing a holistic approach I patient care when people from the various
targe! groups present o your praclice, .g. including STI testing and
prevention messages in travel vaccination and contraceptive consults.

The Red Book

Thi reiw GuIcinas for Braventve o L
inchude B, ]

This 3 58 in Meir
STla within e prachice

“Han Who 1ave 36X Wi mEn

WaThin S0% Bk Dl Ty e Laticone ?

" o  —
» o e

" m aw

S S W

" .

¥ r— = =

Knowledge into Practice
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Material Circulated for Comment

Feedback Received

Final
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What behaviours or characteristics may put a person at risk of an 5Tl or BBV
= notusing condoms;
* recent partner change_or a starting o new relationship;

= the end of arelationship:
= sex oufside i relationships:

» sexually active young person:
| s upsafesharing injecting equipment:
= unprotected anal intercourse MSM;
= low self esteem - unable to negotiate condom use or when to have sex.

(Course 8th December 2009.doc)
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Material Circulated for Comment

Feedback Received

Final

Not available

Not available
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Material Circulated for Comment

Feedback Received

Final

Not available

Not available
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Material Circulated for Comment

Feedback Received

Final

Not available
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Table 40: Online STI Practice Nurse Training: Modifications not informed by Documented Feedback
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(Course.doc)
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Draft

(Course.doc) Final
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Table 41: Online STI Practice Nurse Training: Clinical Expertise not Used

Drafted Material

Final
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Table 42: Online STI Practice Nurse Training: Promotion
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Appendix 6: NSW STIPU General Practice Sexual Health Services Project

Terms of Reference and Membership
August 2007

1. BACKGROUND

The NSW STI Strategy 2006-2009 states that GPs are usually the first, and in many cases the
only, direct point of contact for most people in regard to sexual health services, diagnosing 55%
of STIs and blood borne viruses compared with 8% diagnosed in publicly funded sexual health
services.

A key reason for many people seeking sexual health advice from GPs is a symptom or sign of
infection, however, the asymptomatic nature of most STIs mean that many cases go undetected.
GPs, in addition to diagnosing and treating symptomatic cases, play a key role in sexual health
promotion during regular consultations to identify asymptomatic cases and promote individual
risk reduction strategies.

A number of policies and programmes have been implemented by NSW Health to enhance GP
involvement in sexual health. A range of Area Health Services and non-government
organisations are involved in GP training and support to further the involvement general
practice in sexual services.

Identified needs

NSW Health has identified an opportunity to enhance existing GP involvement in STI service
delivery by helping to coordinate efforts in: identifying GP STI service support needs, assisting
Area Health Services to promote and/or provide that support to GPs as required and, where
appropriate, to directly provide support to GPs to further the objectives of the NSW STI Strategy
2006-20009.

Based on epidemiological information, behavioural risk factors, access and equity
considerations and the National and State policy framework, the project identifies Aboriginal
people, gay and other homosexually active men, young people, sex workers, people living with
HIV/AIDS, people who inject drugs and, heterosexuals with recent partner change as priority
populations.

2. ROLE

This Working Group has been established to inform and support the development and
implementation of project activities working with General Practice. The Working Group will
meet quarterly to discuss and advise on issues that will enhance project outcomes.

The specific objectives of the General Practice Sexual Health Services Project are to:

1. Support sexual health service provision by general practitioners by ensuring access to
education and training projects.

2. Support sexual health service provision by general practitioners by ensuring access to
information and education resources.

3. Improve communication of Area Health Service referral pathways and options available
to general practitioners.
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Project monitoring and evaluation will be included to ensure outcomes are measured,
documented and that lessons learned are shared.

3. OPERATION

The Working Group will:

o make recommendations on matters regarding project activities to further the aims and
objectives of the project

make recommendations to improve the quality of the project

meet in Sydney Hospital, or another agreed location

be chaired by CEO Alliance NSW Division

conduct its activities in accordance with the rules and regulations of the NSW Health
System

The NSW STI Programs Unit will:

e provide secretariat support by preparing agendas, minutes, the distribution of minutes
and reference papers and support follow-up on matters raised on behalf of the Chair

e reportregularly on project plans and implementation

e provide any relevant information necessary for the Working Group to perform their
duty including relevant information from other forums and working groups

4. MEMBERSHIP

There is no expectation that the Working Group will be representative in nature, however; the
Working Group membership shall include individuals from a range of professional backgrounds
and regional Areas who are able to provide expert advice on General Practice Sexual Health
delivery.

Membership will be for the term of the NSW STI Strategy 2006-2009.
The Working Group will co-opt new members as necessary during their term.
5. LINES OF COMMUNICATION

The General Practice Sexual Health Services Working Group reports to STIPU Advisory Group
through the Chair.

Important related forums for ensuring regular information exchange include: STIPU GP
Working Group, STIPU HIV/STI Social Marketing Working Group, HARP Managers meetings,
Directors of Sexual Health Services meetings, AIDS Branch, NSW MACHSTI, NSW MACHSTI
Health Promotion sub-committee, ASHAC.

6. FREQUENCY OF MEETINGS

The Working Group will meet at least four times per year. Meeting dates will be set annually in
advance.

7. REVISION AND AMENDMENTS

The Working Group will review these Terms of Reference annually.
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Terms of Reference Ratified

Signature of Chairperson:

Print Name:

Date ratified:
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