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Key Objective
This document sets out evidence based Clinical Treatment Protocols (CTPs) to guide the practice of the Women’s Health Service Advanced Practice Nurse(s). These CTPs are reviewed and updated via the Canberra Health Services (CHS) policy governance process. The Women’s Health Service Advanced Practice Nurse is alerted to any updates which affect practice.

Alerts
The Medication Standing Orders (MSOs) referred to in this document are in the Women’s Health Service Medication Standing Orders, available on the Policy and Guidance Documents Register. 

Acknowledgement
Women’s Health Service would like to acknowledge that some of these CTPs were modelled on Walk-in-Centre CTPs.
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This CTP package was developed for the use of Women’s Health Service Advanced Practice Nurse(s) to guide clinical practice.
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Condition for Treatment
An abrasion is a partial thickness wound caused by damage to the skin and can be either superficial, involving only the epidermis, or deeper, involving the deep dermis. Abrasions usually involve minimal bleeding.

Dirt, gravel or bitumen is often ground into the wound.

Symptoms may include:
Superficial skin loss.

Inclusion criteria:
Uncomplicated superficial to partial thickness abrasion, 
With or without superficial debris.

Redirect to General Practitioner (GP)/Nurse Practitioner (NP) if:
Signs of infection.

Redirect to Emergency Department (ED) if:
Unable to clean grossly dirty abrasion due to pain
Anatomical structures visible (e.g., tendon, bone) or intrusion into joint space.

Differentials
Laceration
Avulsion.

Management/Treatment
Work-up:
Determine mechanism of injury to identify high risk wound
Assess for underlying injury to bone or other structures
Assess for need of Boostrix® immunisation
Allergies e.g., local anaesthetic, latex 
Establish whether the client is anticoagulated.

Treatment:
All abrasions should be cleaned/irrigated with normal saline. Antiseptic solutions should not be used to irrigate the wound, even in the presence of infection
Foreign material may be removed using gauze or a brush. This prevents “tattooing” occurring from retained material
If unable to remove all debris, particularly organic material (e.g., wood splinters, plant fibres, glass) refer to NP/GP
The abrasion should be covered with a suitable dressing that will tolerate the expected degree of exudate. Silicone mesh dressings are effective in preventing adherence of dressing to wound. A foam may be used as a secondary dressing.

Advice
Decreased mobilisation of the wound for 2-3 days post abrasion
Analgesia
Client should be made aware of signs of infection or other complications such as foreign body, underlying structural damage or tendon involvement in fingers
Discuss appropriate follow up for wound review/dressings.

Medication Standing Orders 
· Paracetamol 
· Boostrix® if indicated.

[bookmark: _Toc454962587]References
1. Armstrong D.G., & Meyr, A. J. (2019). Basic principles of wound management. In H. Sanfey, J. F. Eidt, J. L. Mills & E. Bruera. UpToDate
2. Australian Technical Advisory Group on Immunisation (ATAGI).  The Australian immunisation handbook 10th Ed 2018 (September 2019 update). Canberra: Australian Government Department of Health, 2018. Available from: http://www.immunise.health.gov.au/intenet/immunise/publishing.nsf/Content/Handbook10-home
3. National Institute for Health and Care Excellence: Clinical Knowledge Summary 2012
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Back to Table of Contents
	[bookmark: _Toc132121986]Acute Urticaria



Condition for Treatment 
Urticaria (also referred to as hives, welts, or wheals), is a common disorder. A presumptive trigger, such as a drug, food ingestion, insect sting or infection, may be identifiable in clients with new onset urticaria, although no specific cause is found in most cases, particularly when the condition persists for weeks or months.

Symptoms may include:
Pale, blanching swellings of the superficial dermis 
Lesions may be small, large, giant, oval, annular or erythematous plaque
Intensely pruritic
Angioedema.

Inclusion criteria: 
Urticarial rash.

Redirect to GP/NP if:
Ongoing urticaria despite treatment with second generation H1 antihistamine (less sedating) and sedating antihistamine at night
Uncertainty of diagnosis/nature of rash.

Redirect to ED if:
Any signs or symptoms of anaphylaxis – refer to WHS Anaphylactic Reaction Clinical Treatment Protocol  
Known exposure, or high likelihood of exposure, to a known allergen with anaphylaxis potential
Shortness of breath/dyspnoea or wheeze associated with urticaria
In addition, consider any associated gastrointestinal or cardiovascular symptoms as this may represent anaphylaxis.


Differentials
Non-pruritic conditions: 
Viral Exanthems 
Auriculotemporal Syndrome 
Sweet Syndrome.

Pruritic conditions: 
Dermatitis – atopic and contact
Drug eruptions
Insect bites
Bullous Pemphigoid
Erythema multiforme
Plant induced reactions (for clients who have travelled from overseas or tropical regions of Australia including NT)
Scombroid poisoning.

Painful conditions:
Urticarial vasculitis.

Management/Treatment
Work-up:
Thorough history taking regarding potential anaphylactic symptoms
Examination of any potential triggers such as medications, supplements, foods, products, or stings
Commencement of Angiotensin Converting Enzyme Inhibitors are commonly associated with angioedema.

Treatment: 
Oral antihistamines are the main therapy
Administration of a second generation H1 antihistamine and/or sedating antihistamine at night if itch interfering with sleep 
Avoidance or removal of allergen/drug trigger after discussion with treating GP/NP if available
Cool packs and soothing lotions may also reduce the severity of the itch associated with urticaria, although evidence is poor.

Advice
Urticaria is often self-limiting and resolves spontaneously
Acute urticaria lasts for less than 6 weeks
It can be related to infection, both viral and bacterial, or it can be allergy-related and be preceded by an exposure to an allergen. Identification of this allergen and its avoidance may reduce the incidence of urticaria
The client may consider discussing allergen testing and long-term allergy management with their GP/NP
Advice on anaphylaxis or worsening symptoms to be provided.
Advised to attend community pharmacy to purchase: 
1st line loratadine
2nd line promethazine (at night if itch interfering with sleep). 

Medication Standing Orders
· Not applicable.

References
1. Australian Medicines Handbook. (2019) Loratadine. Retrieved from https://amhonline.amh.net.au/chapters/allergy-anaphylaxis/antihistamines/less-sedating-antihistamines/loratadine?menu=hints
2. Australian Medicines Handbook. (2019) Promethazine Retrieved from https://amhonline.amh.net.au/chapters/allergy-anaphylaxis/antihistamines/sedating-antihistamines/promethazine?menu=hints
3. Clinical Knowledge Summary 2018 ‘Urticaria’
4. Asero, Riccardo (2019)). New-onset Urticaria. UpToDate. Retrieved from http://www.uptodate.com/contents/new-onset-urticaria?search=new%20onset%20urticaria&source=search_result&selectedTitle=1~150&usage_type=default&display_rank=1 
5. Campbell, R L. & Kelso J M. (2019). Anaphylaxis: Acute diagnosis. UpToDate Retrieved from http://www.uptodate.com/contents/anaphylaxis-acute-diagnosis?search=anaphylaxis%20acute%20diagnosis&source=search_result&selectedTitle=1~150&usage_type=default&display_rank=1
6. Khan, D. (2019). Chronic spontaneous urticaria: Standard management and patient education. UpToDate Retrieved from http://www.uptodate.com/contents/chronic-spontaneous-urticaria-standard-management-and-patient-education?search=chronic%20spontaneous%20urticaria&source=search_result&selectedTitle=2~29&usage_type=default&display_rank=2
7. Therapeutic Guidelines. 2019. Acute and Chronic Urticaria. Retrieved from https://tgldcdp.tg.org.au/viewTopic?topicfile=urticaria-angioedema&guidelineName=Dermatology#toc_d1e64
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Condition for Treatment
Allergic rhinitis (AR), also known as hay fever, is a common yet under-appreciated inflammatory condition of the nasal mucosa. AR is mediated by an IgE-associated response to ubiquitous indoor and/or outdoor environmental allergens. 

Symptoms may include:
Nasal pruritus, sneezing, rhinorrhoea, and nasal congestion
Associated palate, throat, ear, and eye itching
Eye redness, puffiness, and watery discharge.

Inclusion criteria: 
Nasal congestion
Sneezing
Itchy nose, palate, eyes
Pattern of allergic trigger.

Redirect to GP/NP if:
Wheeze or asthma is present
Features such as unilateral symptoms, nasal obstruction without other symptoms, pain, purulent discharge, recurrent epistaxis, and anosmia suggest an alternative diagnosis.

Redirect to ED if:
Respiratory distress/compromise is present.

Differentials
Non-Allergic Rhinitis
Chronic Sinusitis 
Acute Sinusitis
Viral Rhinosinusitis.

Management/Treatment
Work-up:
Detailed history and identification of allergen if possible.

Treatment: 
Allergen avoidance
Antihistamines
Saline irrigation
Intranasal sprays, including intra nasal corticosteroid sprays and decongestant sprays (max. 3-day course only)
Antibiotic therapy is not indicated in the management of simple allergic rhinitis.

Advice 
Adequate comfort/rest
Increased water intake
Allergen avoidance and identification
Remain indoors on windy days or after thunderstorms
Avoid activities known to cause allergen exposure (e.g., mowing grass)
Shower after outdoor activities where exposure to pollen is high
Use re-circulated air in car when pollen levels are high
Wear glasses to reduce the amount of pollen that gets into eyes
Dry bedding and clothing inside or in a tumble dryer
Allergen testing – requires GP referral
Advised to attend community pharmacy to purchase either: 
· Intra nasal corticosteroids spray
· Saline irrigation 
· loratadine, or promethazine.

Medication Standing Orders
· Not applicable.

References
1. Australasian Society of Clinical Immunology and Allergy (2020). Information for health professionals: Allergic rhinitis clinical update. Retrieved: ASCIA AR Clinical Update (allergy.org.au)
2. Deshazo, R.D., & Kemp, S.F. (2019). Allergic rhinitis: Clinical manifestations, epidemiology and diagnosis. In J. Caren & A.M. Feldwey (Eds.) UpToDate. Retrieved https://www.uptodate.com/contents/allergic-rhinitis-clinical-manifestations-epidemiology-and-diagnosis?source=search_result&search=allergic%20rhinitis&selectedTitle=2~150
3. Therapeutic Guidelines (2019). Rhinitis and Rhinosinusitis. 
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Condition for Treatment
Anaphylaxis is a potentially life threatening severe allergic reaction, that requires immediate treatment with adrenaline. Anaphylaxis should always be treated as a medical emergency. Call 0 - 000 for the Ambulance (ACTAS) to attend the Women’s Health Service or outreach location.

Symptoms may include: 
Any acute onset of hypotension or bronchospasm or upper airway obstruction where anaphylaxis is considered possible, even if typical skin features are not present
OR
Any acute onset illness with typical skin features (urticarial rash or erythema/flushing, and/or angioedema)
Plus 
Involvement of respiratory, cardiovascular, or persistent severe gastrointestinal symptoms.

Common triggers (allergens) that can lead to anaphylaxis include:
Food – crustaceans (such as lobsters, prawns, and crabs), eggs, fish, milk, peanuts, tree nuts (such as almonds, cashews, pecans, and walnuts) and sesame or soy products
Insect venom – including bees, jumper ants, ticks, fire ants and wasps
Medicines - prescription drugs (such as penicillin), over the counter (OTC) (such as aspirin) and herbal preparations
Uncommon triggers – include exercise, anaesthesia, or latex
Unknown triggers - may never be known.

Inclusion Criteria: (the client may have some or all of these):
Facial swelling, including swelling of the lips and eyelids
Swollen tongue
Swollen throat
Reddening of skin across the body
Hives (red welts) appearing across the skin
Abdominal discomfort or pain
Vomiting
Strained or noisy breathing
Inability to talk or hoarseness
Wheezing or coughing
Drop in blood pressure
Unconsciousness
Young children may get floppy and pale.

Differentials
Anaphylactoid reaction should be treated the same as an anaphylactic reaction.

Management/Treatment

Note:
Give intramuscular ADRENALINE/EPINEPHRINE as per MSO into mid-lateral thigh without delay.

Check vital signs
Call for assistance
Give oxygen and airway support if needed
Lay the client in a semi-recumbent position – do not allow them to stand or walk
If unconscious place in recovery position and maintain airway
If breathing is difficult allow the client to sit with legs extended
Remove allergen (if still present): flick out insect stings, freeze ticks with liquid nitrogen or ether-containing spray (if available) and allow to drop off
ALWAYS give adrenaline FIRST, before asthma reliever puffer, if someone with known asthma and allergy to food, insects or medicine has SUDDEN BREATHING DIFFICULTY (including wheeze, persistent cough or hoarse voice) even if there are no skin symptoms.


Call ambulance to transport client to hospital
Keep the client flat and transfer to ambulance via stretcher
Do not allow them to stand or walk even if they appear to have recovered following administration of adrenaline.

Advice
Anaphylaxis is an immediate life-threatening condition
Anaphylactic reactions may occur after the consumption of some food types (e.g. nuts or shellfish), the administration of some medications (including alternative therapies), being bitten by a venomous creature (e.g. bee sting), or from exposure to another substance (e.g. latex)
The client should seek GP/NP review for further management including immunology referral and creation of an anaphylaxis action plan and possible EpiPen prescription.  

Medication Standing Orders 
Adrenaline/epinephrine
Oxygen.

References
1. Australian Prescriber: An Independent Review. (2018). Anaphylaxis: emergency management for health professionals. Retrieved from https://www.nps.org.au/australian-prescriber/articles/anaphylaxis-emergency-management-for-health-professionals
2. Better Health Channel. (2014). Anaphylaxis. Retrieved from https://www.betterhealth.vic.gov.au/health/conditionsandtreatments/anaphylaxis
3. Therapeutic Guidelines. (2019). Retrieved from https://tgldcdp.tg.org.au/
4. CHS Clinical Guideline Management of Anaphylaxis in Adults and Children
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Condition for Treatment 
Asthma is a heterogeneous disease, usually characterized by chronic airway inflammation. It is a chronic lung disease, which can be controlled but not cured. It is defined by the history of respiratory symptoms that vary over time and in intensity, together with variable expiratory airflow limitation and response to beta-2 agonists. The prevalence in Australian adults and children is 10%. Factors that may trigger or worsen asthma symptoms include viral infections, allergens at home or work (e.g. house dust mite, pollens, and cockroach), tobacco smoke, exercise and stress. There is no single diagnostic test for asthma.

Asthma may coexist or have symptoms overlapping with chronic obstructive pulmonary disease in older adults.


Symptoms may include:
Wheezing
Shortness of breath
Chest tightness
Cough. 

Inclusion criteria:
Cough, wheeze, chest tightness, shortness of breath.

Note:
Previous diagnosis of asthma not a mandatory requirement to be covered under this protocol.
ALL clients presenting with asthma-like symptoms need to be followed up by GP/NP or ED.

Treat* (see * at the end of this section) then Redirect to GP/NP (same day if possible) if:
Speaking in full sentences
No signs of respiratory distress
SpO2 ≥95%
Transient asthma-like symptoms.

Treat* (see * at the end of this section) while redirecting to ED via ACT Ambulance Service (ACTAS) if:
Increased work of breathing e.g., use of accessory muscles, tracheal tug, intercostal recession, or abdominal breathing
SpO2 <95%
Unable to speak in full sentences due to dyspnoea
Tachypnoea +/- tachycardia
Markedly decreased air entry/silent chest
Tripod position/excessive drooling
Physical exhaustion
Inability to lie supine due to breathlessness
Concomitant breathlessness and chest pain.
* Treatment as per salbutamol (+/- oxygen) medication standing order/s

Differentials
Chest infection, COPD, bronchiectasis, bronchiolitis, vocal cord dysfunction, obesity
Anaphylaxis 
FB aspiration, tracheal lesions, GORD, heart failure, pulmonary embolism, mediastinal masses, ischaemic heart disease, hyperventilation/dysfunctional breathing
Chronic sinusitis, cystic fibrosis, aspirin or NSAID hypersensitivity, post-viral cough
Lung cancer, asbestosis, pertussis, pulmonary fibrosis
Peritonsillar, retropharyngeal or lung abscess (especially in children).

Management/Treatment
Administer salbutamol Metered Dose Inhaler  (MDI) via spacer as per Women’s Health Service (WHS) medication standing order
If clinically indicated administer oxygen as per WHS medication standing order
If clinically indicated, call ambulance for transfer to ED.

Advice
Follow up with GP/NP should occur within 24 hours of WHS treatment (not applicable to ED redirects)
Encourage people without asthma action plans to develop one with their GP/NP or ACT Health Asthma Education Service
Use of spacer +/- mask for MDI to be encouraged as it improves drug delivery. Demonstrate correct technique
All asthmatics should always be advised to carry their asthma medication. They should seek medical advice if they find their medication/s to be ineffective
Asthma-triggering factors should be managed appropriately.

Medication Standing Order
Salbutamol 
Oxygen.

References
1. ‘Asthma’ Clinical Knowledge Summary (2018), National Institute for Health and Care Excellence.
2. eTG (2019). Acute asthma in adults.
3. eTG (2019). Acute asthma in children.
4. National Asthma Council Australia (2019). Australian Asthma Handbook, Version 2.0. National Asthma Council Australia.
5. Fanta, C., Wood, R. & Hollingsworth, H. (2017). An overview of asthma management. UpToDate.
6. Global Initiative for Asthma (GINA).  (2019). Asthma Management and Prevention for adults and children older than 5 years. A Pocket Guide for Health Professionals.
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Condition for Treatment
Atopic dermatitis is a chronic, pruritic, inflammatory skin disease primarily affecting children, but it can also affect many adults. 

Symptoms may include: 
Skin dryness
Erythema
Oozing of fluid from skin
Thickening of skin
Crusting of the skin 
Pruritus. 

Children:
Typically affects elbow/knee creases, eyelids, earlobes, neck and scalp
Can develop acute itchy blisters on palms, fingers and feet known as vesicular dermatitis/pompholyx
Coin like areas of dry, red itchy skin can be noted scattered over the body and may be mistaken for ringworm.

Adults:
· Skin is often drier and lichenified (bark-like) than children
· Commonly suffer persistent localised eczema
· Recurrent staph infections may be prominent.

Inclusion criteria:
· Adults and children ≥ 14 years of age.

Redirect to GP/NP if:
· Atopic dermatitis that is not being controlled with the use of emollients alone
· Evidence of cutaneous infection or suspected bacterial colonisation
· Persistent pruritis or symptoms resulting in sleep disturbance.

Redirect to ED if:
· Client is systemically unwell, severe generalised dermatitis
· Severe skin infection, sepsis, eczema herpeticum. 

Differentials
Seborrheic dermatitis
Irritant contact dermatitis
Allergic contact dermatitis
Cutaneous candidiasis
Tineal infections
Scabies 
Psoriasis
Mycosis fungoides.

Management/Treatment
Work-up:
Check vital signs and assess for signs of local and systemic infection. 

Treatment:
Management of atopic dermatitis includes identifying and avoiding aggravating factors when possible, improving skin condition and treating areas of inflammation
Effective treatment restores normal function of the epidermal barrier, which provides protection from the environment
Avoiding triggers, avoiding soap-based cleansers, use of regular emollients and intermittent topical steroids form baseline of management
First line of management for an acute episode is the application of emollients at least 3 times per day to prevent dry skin
A low or mid-potency topical corticosteroid can reduce inflammation and pruritus
Using the lowest strength corticosteroid to successfully treat the dermatitis will minimise side effects. However, the goal of topical corticosteroid therapy is to treat all areas of inflammation aggressively until the skin is completely clear
The use of corticosteroids should be discussed with the NP/GP, particularly in children
The use of corticosteroids on the face, genitals or skin flexural surfaces, particularly groin and axilla should be discussed with the NP/GP.

Advice
Atopic dermatitis is a genetic condition that affects the body’s ability to repair damaged skin.
Avoidance of exposure to trigger factors/allergens where possible
Non-perfumed emollients should be applied at least 3 times per day
Lipid based emollients (e.g., QV cream™) are more effective than glycerine-based emollients (e.g., Cetaphil™)
Increasing the skin’s hydration will improve the symptoms of itching and pain and decreases the skin’s exposure to bacteria
Soap substitutes such as aqueous cream, soap free body wash
Application of emollient after bathing may assist is retaining moisture in the skin
Clients should be encouraged to avoid:
· Perfumed lotions, soap, shampoo, bubble bath
· Rough clothing, wool, grass, allergens 
· Avoid hot bath or shower – lukewarm instead 
· Heavily chlorinated pools or spas
The use of low dose topical corticosteroids may assist in reducing the inflammation but a discussion with NP/GP is recommended
Advised to attend a community pharmacy to purchase:
· promethazine (if night-time pruritus is a problem).

Medication Standing Orders
· Not applicable 

References
1. Eczema Association Australasia 2019. Retrieved from: https://www.eczema.org.au/
2. Hebert, A. & Nguyen, Q. (2019). Atopic dermatitis. BMJ Best Practice. Retrieved from https://newbp.bmj.com/topics/en-us/87
3. Stanway, A. (2004). Atopic dermatitis. DermNet NZ. Retrieved from: https://www.dermnetnz.org/topics/atopic-dermatitis/
4. Therapeutic Guidelines. (2019).   Atopic dermatitis. Retrieved from https://tgldcdp.tg.org.au/viewTopic?topicfile=dermatitis&guidelineName=Dermatology#toc_d1e129
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Condition for Treatment 
Bacterial vaginosis (BV) is the most common cause of abnormal vaginal discharge in women of childbearing age. Up to 50% are asymptomatic.  Although not considered a Sexually Transmitted Infection (STI), BV can be acquired through sexual activity.  

BV is caused by a polymicrobial clinical syndrome caused by a profound change in vaginal microbiota from a Lactobacillus dominate state to one with high diversity and loads of anaerobic bacteria, including Gardnerella vaginalis, Atopobium vaginae, Mobiluncus spp, Prevotella spp, and other BV-associated bacteria (BVAB). This change is accompanied by a rise in vaginal pH and increased amines which result in malodour.  Women with BV have a polymicrobial biofilm adherent to vaginal epithelial cells, compared to women without BV. 

Clinical presentation in women may include:
Offensive ‘fishy’ vaginal discharge
Thin white homogenous discharge
Mild vulval irritation.

Possible complications: 
· Increased risk of spontaneous abortion, premature labour, chorioamnionitis, postpartum endometritis, pelvic inflammatory disease (PID) especially following termination of pregnancy, intra-uterine device insertion, or other instrumentation
· 2-3-fold increased risk of acquiring an STI, including chlamydia, gonorrhoea, herpes simplex type 2 and HIV infection, and increased risk of HIV transmission to male partners
· May coexist with other conditions such as trichomoniasis or other STIs.

Inclusion Criteria: 
  Symptomatic women.

Diagnosis criteria: 
Evidence of BV on microscopy of high vaginal swab.

Redirect to GP/NP if:
Pregnant or breastfeeding woman
Coinfection 
Symptoms suggestive of PID
Women with an IUD. 

Differentials 
· Gonorrhoea
· Mycoplasma genitalium
· Trichomoniasis.

Management/Treatment 
Treatment considerations:
· Antibiotics are recommended for the treatment of bacterial vaginosis infection; discuss treatment with a prescriber
· Treatment is aimed at alleviating symptoms and recurrence
· Alcohol should be avoided with metronidazole use due to the possibility of a disulfiram-like action.  It is recommended to avoid alcohol for 24 prior to initiating treatment and for 24 hours post treatment.  At present, it is also recommended to avoid alcohol if using metronidazole gel
· If a woman has an IUD, leave IUD in place, and treat 
· Intravaginal antibiotic preparations are available if the woman would prefer.  These may affect condom integrity. 

Advice
Recurrence is common 
Avoid vaginal douching
Contact tracing is not required
There is no evidence to support routine treatment of male sexual partners
Screening prior to invasive procedure is not recommended
As concordance of BV is high in female partnerships, assessment of female partners is recommended (women who have sex with women)
Test of cure not required
Retesting if symptoms persist or recur, as it is important to confirm diagnosis and establish pattern.  Consider testing for other STIs, if not undertaken at first presentation.

Medication Standing Orders
· Not applicable 

References
· Australasian Sexual Health Alliance (ASHA). Australian STI Management Guidelines for use in Primary Care, 2017. Available: Home - Australian STI Management Guidelines
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Condition for Treatment
A boil is a deep inflammatory nodule with walled-off purulent material, arising from a hair follicle. A carbuncle is an aggregate of infected hair follicles that form broad, swollen, erythematous, deep, and painful masses that usually open and drain through multiple points.

Boils are mostly caused by Staphylococcus aureus and occasionally in combination with Streptococcus Pyogenes (Group A streptococcus). They are contagious and may spread to other areas of the body or to other people. Complications include scarring and spread of infection within soft tissues, such as cellulitis.

Symptoms may include: 
· Skin erythema, warmth, oedema
· Pain at the site 
· Previous skin disruption e.g., trauma, eczema 
· Fever or other systemic manifestations. 

Inclusion criteria:  
· Fluctuant boil(s), < 2cm in diameter
· Non-fluctuant boil(s).

Redirect to GP/NP if:
· Large fluctuant boil(s) >2cm diameter
· Boil is on face, neck or spine
· Fever or cellulitis
· Recurrent boil(s)
· Co-morbidities exist – e.g., diabetes, immunocompromised, extremes of age.

Redirect to ED if:
· Severe cellulitis
· Client is systemically unwell.

Differentials 
· Carbuncles
· Hidradenitis Suppurativa
· Infected insect bite
· Pilonidal sinus/perianal abscess
· Inflamed/Infected sebaceous cyst.

Management/Treatment
Work-up:
· Obtain relevant history 
· Observations
· Examination.

Non-fluctuant boils:
· Mark the area of erythema with a marker pen to allowing monitoring of spreading infection
· Apply a warm, wet compress to the area for 10-15 minutes, every few hours – this is to help open and drain the boil. Wash hands after touching the boil.

Fluctuant boils > 2cm in diameter:
· Redirect to NP or GP.

Advice
· Client to GP/NP for review in 2 days or earlier if there are any signs of increasing infection (spreading redness, pain and warmth at site, fevers)
· Wash the area around the boil thoroughly and frequently with soap and water to help prevent spread of infection
· Provide and discuss: boils-skin-infections.pdf (nsw.gov.au)
· Incision and drainage not antibiotics, is the key therapeutic intervention for uncomplicated boils and carbuncles (performed by GP/NP).

Medication Standing Order
· Paracetamol
· Ibuprofen.

References
1. Australian Medicines Handbook. (2019) Anti-infectives. Retrieved from   https://amhonline.amh.net.au/chapters/anti-infectives/antibacterials/penicillins/dicloxacillin
2. Spelman, Denis & Baddon, Larry. 2019 Cellulitis and Skin Abscess Clinical Manifestations. UpToDate. Retrieved from  http://www.uptodate.com/contents/cellulitis-and-skin-abscess-clinical-manifestations-and-diagnosis?search=recurrent%20boils&source=search_result&selectedTitle=3~150&usage_type=default&display_rank=3
3. 2019 - eTG complete > Antibiotic > Boils and carbuncles
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Condition for Treatment 
Chlamydia Trachomatis is the most reported communicable disease in Australia.  People under 30 years are at greatest risk. People with chlamydia infection are often asymptomatic.  Diagnosis is based on a simple test and treatment is easy. Immunity to new infection is not provided by previous infection. May also infect the eye, anus and rarely throat. 

Clinical presentation in women may include:
75% have no symptoms
Dysuria
Vaginal discharge
Pelvic pain
Intermenstrual bleeding
Postcoital bleeding
Ano-rectal symptoms.

Possible complications: 
· Pelvic inflammatory disease (PID)
· Infertility 
· Ectopic pregnancy
· Reactive arthritis: arthralgia, hypertrophic rash on soles, psoriatic rash. 

Inclusion Criteria: 
Uncomplicated genital or pharyngeal infection. 

Redirect to GP/NP if:
Pregnant women
Ano-rectal infection/coinfection 
Eye infection
Symptoms of urethritis 
Symptoms suggestive of PID
Allergy to azithromycin. 

Redirect to Ophthalmology Outpatient Clinic if:
Eye infection. 

Redirect to ED if:
· Concern ectopic pregnancy
· Concern reactive arthritis.

Differentials 
· Gonorrhoea
· Mycoplasma genitalium
· Trichomoniasis.

Management/Treatment 
Treatment considerations:
· Antibiotics are recommended for the treatment of chlamydia infection 
· Treat immediately if high index of suspicion
· Uncomplicated genital or pharyngeal infection can be treated with either azithromycin or doxycycline
· If urethritis symptoms use doxycycline while awaiting test results or if contact of index case use either azithromycin or doxycycline depending on assessment of adherence or client preference
· Start treatment for client and sexual partner(s) without waiting for lab results
· If client has an intrauterine device (IUD), leave IUD in place, and treat as recommended.  Seek specialist advice as needed
· If symptomatic anorectal infection, ensure lymphogranuloma verereum (LGV) testing is requested.

Advice
Offer full STI testing and retesting post the window period 
Advise no sexual contact for 7 days after treatment is administered
Advise no sex with partner from the last 6 months until the partners have been tested and treated if necessary
Complete contact tracing. Contact tracing is important to prevent reinfection and reduce transmission.  Sexual partners should be traced back for 6 months  
Provide client with factsheet Chlamydia.pdf (act.gov.au)
Notify the territory health department 
Review in 1 week to: provide an opportunity to confirm adherence with treatment and to assess for symptoms resolution; confirm contact tracing has been undertaken and provide support as needed; provide further sexual health education and prevention counselling 
Test of cure is only recommended for pregnant women and clients with rectal chlamydia infection 
Recommend retesting in 3 months as re-infection is common. 

Medication Standing Order
· Azithromycin. 

References
· Australasian Sexual Health Alliance (ASHA). Australian STI Management Guidelines for use in Primary Care, 2017. Available: Home - Australian STI Management Guidelines
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Condition for Treatment 
COCs, known as the pill, are preparations of an oestrogen and progestogen pill.  There are several different COC formulations and brands available in Australia.  Not all that are available in Australia are available on the Pharmaceutical Benefits Scheme.  Packaging regimens for pills consist of a minimum of 21 days of hormone pills followed by up to 7 days of a placebo.  COC formulations are either monophasic or multiphasic.  The primary mechanism of action is prevention of ovulation.  In addition, COCs thicken cervical mucus, preventing sperm penetration.  COCs effectiveness is 99.7% with perfect use and 91% with typical use. 

Advantages include:
· Very effective with correct use
· Readily accessible
· Easily reversible
· Provide predictable withdrawal bleeds and the ability to manipulate cycles
· can be used to manage menstrual problems such as heavy menstrual bleeding, dysmenorrhoea, and symptoms of endometriosis
· Can improve acne
· Can reduce the risk of endometrial and ovarian cancer
· can reduce the risk of bowl cancer
· Can be used to manage pre-menstrual syndrome (PMS) and its more severe form pre-menstrual dysphoric disorder (PMDD) in some women
· Can reduce functional ovarian cysts and benign ovarian tumours
· Can be useful in managing symptoms of polycystic ovarian syndrome 
· Can assist with peri-menopausal symptoms. 

Disadvantages include:
· High typical use failure rates
· Relatively expensive in some formulations
· Rare, but serious risks, including venous thromboembolism (VTE) and arterial disease because of containing oestrogen (personal and family history are particularly important)
· Limited use with some common conditions e.g., migraines with aura (MEC 4) and body mass index (BMI) > 35 kg/m2 (MEC 3).

Contraindications include, but are not limited to:
· VTE (includes obesity)
· Stroke (includes migraines with aura)
· Ischaemic Heart Disease (IHD)
· Breast cancer
· Liver disease
· Drug interactions. 

Possible complications: 
· Missed pill(s) requiring emergency contraception (EC) (if a pill is missed in the first 7 days of active pills after the placebos, EC should be considered if there has been unprotected vaginal intercourse in the previous 5 days).


Inclusion Criteria: 
· Women attending for contraception counselling
· Women currently on COC who are seeking guidance and advice on how to take, manage, and discuss side effects and troubleshooting.

Redirect to GP/NP if:
· Annual review due 
· New medical conditions
· New medications
· Change in bleeding patterns
· Side effects not tolerated.

Redirect to ED if:
· Potential VTE
· Potential myocardial infarction (MI).

Differentials 
· Unplanned pregnancy; method failure.

Management/Treatment 
Treatment considerations:
· Contraception counselling 
· Troubleshooting missed pills

Advice
· Provide and discuss consumer handout: Combined Hormonal Contraceptive Pill (the Pill) | Family Planning NSW (fpnsw.org.au)
· Provide and discuss consumer handout: Combined Oral Contraceptive Pill Troubleshooting | Family Planning NSW (fpnsw.org.au)

Medication Standing Orders
· [bookmark: _Hlk81988863]Levonorgestrel EC.

References
Family Planning New South Wales, Queensland, and Victoria. Contraception: an Australian clinical practice handbook (2012).
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Condition for Treatment 
An acute, self-limiting viral infection of the upper respiratory tract mucosa that may involve any or all the nose, throat, sinuses, and larynx. The condition is rarely characterised by a discrete set of specific symptoms, with the illness varying according to individual and causative pathogen. Occasionally, there is spread to the lower respiratory tract. The condition is associated with more than 200 virus subtypes. Most common colds are caused by Rhinoviruses (up to 50%), Coronavirus (10% to 15%), Influenza (5% to 15%), Parainfluenza (5%), Respiratory Syncytial Virus (5%), and Metapneumovirus. Onset is rapid over the course of 1 to 2 days.

Symptoms may include:
· Clear or purulent rhinitis 
· Sore throat
· Sneezing
· Post-nasal drainage/drip
· Cough (may be non-productive, clear sputum initially, may become purulent) 
· Fever
· Nasal mucosal oedema/erythema
· Purulent drainage in nares and posterior pharynx.

Inclusion criteria:
· All clients who present with symptoms of the common cold. 

Redirect to GP/NP if:
· Fever over 39°C
· Recent overseas travel, particularly to developing nations
· Client is immunocompromised
· Significant medical comorbidity.

Redirect to ED if:
· Client’s airway is compromised.

Differentials
· COVID-19
· Allergic Rhinitis (hay fever)
· Acute/Chronic Sinusitis
· Streptococcal Tonsillitis
· Infectious Mononucleosis
· Influenza
· Pertussis.

Management/Treatment
· As there is no treatment for the common cold, symptom management should be the focus.

Advice
· While the symptoms of the common cold are unpleasant, the illness usually resolves spontaneously in a few days and complications rarely occur. Symptoms usually peak after 3-5 days. Most symptoms resolve after 7-14 days, although a mild cough may persist for longer
· The mechanism for transmission of the common cold is direct contact or by aerosol transmission. People can remain infectious for several weeks
· Hand washing is critical to reduce spread amongst close contacts
· Adults experience 2-4 colds per year
· Asthma may exacerbate, and smokers tend to have more severe respiratory symptoms
· An increased fluid intake and the consumption of nutritious food with increased rest may reduce symptom severity
· Gargling with salt water or sucking lozenges and/or ice to suck may help to relieve sore throat or nasal congestion
· No treatments are available that reliably shorten the duration of the common cold. Antibiotics are ineffective.

Medication Standing Orders
· Paracetamol
· Ibuprofen.

References
1. British Medical Journal Best Practice. (2018). Common cold. Retrieved from https://bestpractice.bmj.com/search?q=common+cold&=
2. Sexton, D. & McClain, M. (2019). The common cold in adults: treatment and prevention UpToDate. Retrieved from https://www.uptodate.com/contens/thecommoncoldinadultstreatmentandprevention 
3. Therapeutic Guidelines (2019). Retrieved from https://tgldcdp.tg.org.au/ 

Back to Table of Contents
	[bookmark: _Toc132121996]Contact Dermatitis



Condition for Treatment 
Contact Dermatitis (also called Contact Eczema) refers to a group of skin disorders in which the skin reaction is due to direct contact with the causative agent. It can be acute or chronic. Contact dermatitis can have an irritant or allergic cause - separating these by clinical or histological features is difficult. In at least 70% of clients, it has an irritant cause.

Symptoms may include:
· Erythema, blistering or dry and scaly skin (acute)
· Thickened (lichenification) and fissured (chronic)
· Burning/stinging (commonly with irritant cause)
· Blistering and itching +/- oedema (more common with allergic cause).

Inclusion criteria:
· Localized skin inflammation caused by exposure to an allergen or irritant.

Redirect to GP/NP:
· Signs of secondary infection (pus or spreading erythema around site)
· Not responding to allergen/irritant avoidance +/- OTC topical corticosteroid therapy
· Affected surface area >20%
· Condition is work-related and likely to result in time off work
· Severe episodes.

Redirect to Canberra Sexual Health Centre (CSHC) or GP if:
· Involvement of genitocrural region.

Redirect to ED if:
· Client is systemically unwell.

Differentials
· Atopic dermatitis
· Seborrheic dermatitis
· Cellulitis/impetigo
· Herpes simplex/varicella zoster
· Urticaria
· Psoriasis (particularly ‘palmopustural’ variant)
· Hand eczema
· Fungal infection
· Scabies.

Management/Treatment
· Identification and avoidance of the irritant or allergen is the primary treatment modality
· Restoration of the epidermal barrier – emollients or barrier creams regularly
· Treatment of skin inflammation – consideration of topical corticosteroids
· Prevention of further exposure (gloves/barrier creams).

Advice
· Distinguishing between allergic and irritant cause is difficult
· Where possible avoid irritants/allergens. Where exposure is unavoidable, use appropriate personal protective equipment to prevent direct skin contact with irritant/allergen (e.g., detergents, cleaning products, oil, grease)
· 8-12 weeks of avoidance may be needed before clinical improvement is seen. Some cases may persist longer than this and require specialist referral
· If condition is affecting the face, avoid or minimise use of cosmetics, skin care products, sunscreen, hair spray/dye
· If condition is affecting hands, consider wearing cotton lined plastic gloves for wet work (for general household work). Remove gloves often, as sweating may aggravate existing dermatitis
· If irritant/allergen not readily identified and condition likely has a work-related cause, suggest discussion with employer to examine Safety Data Sheets (stored within each individual workplace) as this may help identify the causative agent and recommended protective measures to be employed when handling this agent
· Use soap free cleansers. Dry affected areas thoroughly and gently after washing
· Apply moisturisers (avoid aqueous creams) or emollients multiple times per day, particularly after exposure to water
· Exposure to higher temperatures (ambient, due to clothing or hot water) tends to exacerbate inflammatory skin conditions
· Even after visible healing, skin may be more sensitive to irritation
· Advised to attend a community pharmacy to purchase:
· loratadine (for suspected allergic type).

Medication Standing Orders
· Not applicable 

References
1. Brod, B., Fowler, J. & Corona, R. (2019). Management of allergic contact dermatitis. UpToDate. 
2. eTG. (2019). Atopic dermatitis.
3. eTG (2019). Contact dermatitis.
4. Goldner, R. & Fransway, A. (2019). Irritant contact dermatitis in adults. UpToDate. 
5. National Institute for Health and Care Excellence: Clinical Knowledge Summaries. (2018). Dermatitis-contact.
6. Oakley, A. (2012). Contact Dermatitis.  DermNet NZ. 
7. Weston, W. (2019). Contact dermatitis in children. UpToDate.
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Condition for Treatment 
A contusion, or a bruise, is an injury to tissue, usually through blunt force trauma. Blood from broken vessels accumulates in the surrounding tissues, producing pain, swelling and tenderness.


Symptoms may include: 
· Pain
· Swelling
· Purple/yellow tissue discolouration at or near the site of trauma.

Inclusion criteria: 
· Uncomplicated contusion.

Redirect to ED if: 
· Neurovascular compromise
· Large haematoma and client is on an anticoagulant medicine
· High energy mechanism of injury e.g. pedestrian vs. car or fall from height
· Concern regarding non-accidental injury, if GP/NP not available.

Redirect to GP/NP if: 
· Unexplained bruising
· Chronic haematoma (> 6 weeks)
· Haematoma is over a joint
· Concern regarding non-accidental injury.

Differentials
· Fracture
· Sprain
· Bleeding disorder
· Stings/Bites
· Non accidental injury.

Management/Treatment
· Consider family violence, especially if the history of the mechanism of injury does not match clinical features or developmental age of the child
· Acute management of an uncomplicated injury should be guided by the PRICE acronym
· Apply simple elastic bandage/tubigrip™. 

Advice
· Simple oral analgesia (avoid NSAID’s for the first 5 days following acute soft tissue injury)
· To manage the injury, use the PRICE measures:  
· Protection - protect from further injury (e.g., by using a support bandage)
· Rest - avoid activity for the first 48-72 hours following injury
· Ice - apply ice wrapped in a towel for 12 minutes, 3 times during the day for the first 48-72 hours following the injury. This should not be left on whilst the person is asleep. Ice should not be applied directly to the skin
· Compression - with a simple elastic bandage or elasticated tubular bandage, which should be snug but not tight, to help control swelling and support the injury. This should be removed before going to sleep
· Elevation - keep the injured area elevated and supported on a pillow until the swelling is controlled. If the leg is injured, prolonged periods with the leg not elevated should be avoided
· Advise the person to avoid HARM in the first 72 hours after the injury by applying the following mnemonic:
· Heat (e.g., hot baths, saunas, heat packs)
· Alcohol (increases bleeding and swelling and decreases healing)
· Range of movement: exercise may increase bleeding in the first 48-72 hours. Gentle mobilisation/exercise in encouraged after this time
· Massage (may increase bleeding and swelling).

Medication Standing Order
· Paracetamol.

References
1. Australian Medicines Handbook. ((2019). Retrieved from https://amhonline.amh.net.au/
2. Bleakley CM, Glasgow PD, Phillips N, et al. (2011). Guidelines on the management of acute soft tissue injury using protection rest ice compression and elevation. London: ACPSM.
3. Duchesne, E., Dufresne, S.S., Dumont, N.A. (2017). Impact of inflammation and anti-inflammatory modalities on skeletal muscle healing: From fundamental research to the clinic. Physical Therapy Sport 97: 807-17.
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Note:
The priority for all clients is to arrange a dental appointment as soon as possible. This protocol applies to those clients unable to be seen by a dentist within 24 hours.

Condition for Treatment 
A dental abscess (odontogenic infection) is the collection of pus that can be periapical, peri coronal, or periodontal in origin. 

Symptoms may include: 
· Localised Odontogenic infections: Dental pain that is not triggered by stimulus (e.g., sweet/hot/cold food or beverages) and abscess (localised swelling on the gum or fluctuant tissue) 
· Spreading odontogenic infection without systemic signs: Dental or facial pain that is not triggered by stimulus (e.g., sweet/hot/cold food or beverages), mild facial swelling and abscess
· Spreading odontogenic infection with systemic signs: severe features such as significant facial swelling and pain, trismus, neck swelling, difficulty swallowing, difficulty breathing or airway compromise (will need ED redirection).

Redirect to GP/NP if: 
· Localised odontogenic infections 
· Spreading odontogenic infection without systemic signs (as per the definition above)
· Immunosuppressed clients
· Client with complex co-morbidities i.e., presence of two or more chronic conditions
· Pregnant. 

Redirect to ED: 
· Spreading odontogenic infection with systemic signs (as per the definition above)
· Systemic signs (pallor, sweating, tachycardia, high fever) 
· Excessive/significant facial swelling
· Neck swelling
· Trismus
· Difficulty swallowing
· Periorbital cellulitis
· Trauma
· Airway compromised
· Severe trismus.

Differentials
· Pericoronitis
· Pulpitis
· Alveolar Osteitis (dry socket)
· Sinusitis
· Sialadenitis
· Mumps
· Osteomyelitis
· Trigeminal Neuralgia
· Angio-oedema
· Salivary gland stone or obstruction
· Bacterial/viral throat infection
· Recent dental procedure.

Management/Treatment
Work-up:
· If dentist not available within 24 hours, antibiotics are recommended. Discuss with a prescriber. 

Treatment: 
· Interagency request to Oral Health Services, via the Interagency Coordinator 
· Warm saline mouthwash or chlorhexidine mouthwash
· Oral antibiotics if within inclusion criteria
· Analgesia (paracetamol/ibuprofen) as necessary for the pain.

Advice
· The client should be advised if systemic signs develop or the condition deteriorates despite treatment (i.e. fever, vomiting) to present to ED
· Advise that antibiotic will help with the swelling and pain, but not fix the cause of the abscess, therefore recommend dentist review preferably within 24 hours or at the earliest possible
· The client should be advised regarding proper and regular oral hygiene, importance of dental check-ups
· Paracetamol and/or ibuprofen for pain management
· Client Information Sheet: Tooth Abscess, Health Direct: https://www.healthdirect.gov.au/tooth-abscess.

Medication Standing Order
· Paracetamol
· Ibuprofen

References
1. Australian Medicines Handbook. (2019). Retrieved from  https://amhonline.amh.net.au/
2. British Medical Journal Best Practice. (2018). Dental Abscess. Retrieved from https://bestpractice.bmj.com/search?q=dental+abscess&= 
3. Chow, A.  (2019). Complications, diagnosis, and treatment of odontogenic infections. UpToDate. Retrieved from https://www.uptodate.com/contents/complications-diagnosis-and-treatment-of-odontogenic-infections?search=dental%20abscess&source=search_result&selectedTitle=1~62&usage_type=default&display_rank=1  
4. Health Direct. (n.d.). Tooth abscess. Retrieved from https://www.healthdirect.gov.au/tooth-abscess
5. Primary Clinical Care Manual (9th edition). (2016). Dental Abscess. Retrieved from https://swarh2.com.au/assets/A/4589/929e52e7b609dce41945812658111698/primary-clinical-care-manual---edition-9.pdf
6. Therapeutic Guidelines. (2019). Acute odontogenic and salivary gland infections.  Retrieved from https://tgldcdp.tg.org.au/viewTopic?topicfile=acute-odontogenic-salivary-gland-infections&guidelineName=Oral and Dental#toc_d1e68 .
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Condition for Treatment 
DMPA, at a dose of 150 mg, is a progestogen only (PO), long acting, reversible contraceptive (LARC) method.  It is given as an intramuscular injection every 12 weeks.  In Australia, it is available as Depo-Provera® or Depo-Ralovera® and is listed on the Pharmaceutical Benefits Scheme (PBS).  

DMPA’s mechanism of action is prevention of ovulation.  Additionally, it thickens cervical mucus, preventing sperm penetration.  DMPA’s efficacy is 99.8% for perfect use and 94% for typical use.  

Inclusion Criteria: 
· Women, aged 18 years to 45 years, whose last dose was between 10 – 14 weeks ago
· Women who have had a DMPA consultation with a WHS prescriber (NP or staff specialist) within the past 9 months.

Redirect to GP/NP if:
· Last dose was over 14 weeks ago
· Frequent and/or prolonged bleeding
· Method failure/pregnancy.

Management/Treatment 
Treatment considerations:
· Annual BP and weight/BMI check
· Ascertain if any changes in medical history, particularly: bone density risk, IHD or stroke, cardiovascular risk, including hypertension, thromboembolic disease, breast cancer, liver disease, new prescription medicines
· Ascertain if any side effects (altered bleeding patterns, weight gain, headaches, acne, mood changes, loss of libido) 
· Determine if STI/CST screening indicated/due 
· Aseptic technique, intramuscular injection 
· Discuss with a prescriber.  For charting in CHS Medication Chart.

Advice
· Provide and discuss consumer handout: Contraceptive Injection | Family Planning NSW (fpnsw.org.au)
· The preferred site of injection of depot medroxyprogesterone is the gluteal muscle, but injection into the deltoid muscle may be given (e.g., if there is deep adipose tissue in the gluteal area)
· To manage symptoms for which the causal link with depot medroxyprogesterone is uncertain (e.g., headaches, mood changes, breast tenderness, loss of libido) consider whether other factors such as life circumstances could be the cause, particularly if they develop after the first 3 months of use. If troublesome symptoms persist, consider an alternative method of contraception
· An association between first prescription of an antidepressant and use of hormonal contraception has been seen, but a causal link is not proven.  Advise users to report new or worsening mood-related symptoms.


Medication Standing Orders
· Not applicable 

References
· Family Planning New South Wales, Queensland, and Victoria. Contraception: An Australian clinical practice handbook (2012).
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Condition for Treatment 
Fungal infections of the skin are also known as ‘mycoses’. They are common and generally mild. However, in very unwell or otherwise immunosuppressed people, fungi can sometimes cause serious disease.

Symptoms may include: 
· Itching and stinging
· Red scaly rash that is shaped like a ring (annular), often with small satellite lesions
· Cracking, splitting and peeling in the toe web spaces
· Blisters
· Yellow or white discoloration of the nails with thickening of the nail
· Bald spots on the scalp.

Inclusion criteria: 
· Tinea Pedis (foot)
· Tinea Corporis (Body other than feet, groin, face, scalp or beard)
· Tinea Cruris (groin)
· Tinea faciei (face)
· Tinea manuum (hand).

Redirect to GP/NP if:
· Onychomycosis (nails)
· Tinea capitis (scalp)
· Tinea barbae (beard)
· Immunosuppressed
· Diabetes
· Multiple co-morbidities
· Ongoing infection despite appropriate topical therapy
· Secondary infection.

Redirect ED if:
· Client is systemically unwell.

Differentials
Tinea Pedis:

Interdigital  
· Erythrasma
· Interdigital candida infection.

Hyperkeratotic (Moccasin-type) 
· Atopic dermatitis
· Chronic contact dermatitis
· Acute palmoplantar eczema
· Palmoplantar psoriasis
· Pitted keratolysis
· Juvenile plantar dermatosis
· Keratolysis exfoliativa
· Keratodermas.

Vesiculobullous 
· Acute palmoplantar eczema
· Acute contact dermatitis
· Palmoplantar pustulosis
· Scabies.

Tinea Corporis  
· Subacute cutaneous
· Lupus erythematosus
· Granuloma annulare
· Erythema annulare centrifugum
· Eczema
· Psoriasis
· Pityriasis rosea.

Tinea Cruris 
· Inverse psoriasis
· Erythrasma
· Seborrheic dermatitis
· Candida intertrigo
· Onychomycosis – Nails.

Management/Treatment
Redirect to a community pharmacy for appropriate topical antifungal (terbinafine, allylamines, azoles).



Advice
· Clean and dry skin thoroughly and gently
· Apply topical antifungal for 1-4 weeks
· Continue to use for a further 2 – 3 days once symptoms have resolved
· Wash your hands after touching infected areas
· Do not share towels
· Do not walk around barefoot if you have tinea pedis (tinea of the feet)
· Clean the shower, bath and bathroom floor after use
· After washing, dry the skin thoroughly, particularly between the toes and within skin folds
· Expose the skin to the air as much as possible
· Wear cotton socks instead of synthetics
· Use antiperspirants to control excessive perspiration (sweating)
· Wear thongs to swimming pools, locker rooms, gyms and other communal areas.

Medication Standing Orders
· Not applicable 

References
1. Australian Medicines Handbook. 2019. Terbinafine. Retrieved from https://amhonline.amh.net.au/
2. British Medical Journal Best Practice. (2018). Dermatophyte infections. Retrieved from: https://bestpractice.bmj.com/topics/en-gb/119
3. Goldstein, A. & Goldstein, B. (2015). Dermatophyte (tinea) infections. UpToDate. Retrieved from www.uptodate.com.
4. Oakley, A. (2003). Introduction to fungal infections. DermNet NZ. Retrieved from: https://www.dermnetnz.org/topics/introduction-to-fungal-infections/
5. Therapeutic Guidelines. (2019). Tinea. Retrieved from https://tgldcdp.tg.org.au/searchAction?appendedInputButtons=tinea.
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Condition for Treatment 
Client has had unprotected vaginal sexual intercourse within the last 120 hours and is not using contraception or is on oral contraceptive pill and has missed a pill.

Symptoms may include:
· Not applicable 

Inclusion criteria: 
· Unprotected sexual intercourse within the last 120 hours and, if under 16 years of age, is deemed Gillick competent
· If positive pregnancy test, refer to Pregnancy Test and Counselling Clinical Treatment Protocol (CTP)
· Non-consensual intercourse, refer to Sexual Assault CTP.

Redirect to GP/NP if:
· Taking St. John’s wort, rifampicin, rifabutin, griseofulvin or some antiretrovirals, consider:
· A nonhormonal method of emergency contraception, the copper intrauterine device, can be used up to 5 days after unprotected sexual intercourse and prevents 99% of pregnancies.

Exclusion Criteria:
· Not applicable

Differentials
· Not applicable

Management/Treatment
Work-up:
· Detailed history taking including circumstances of unprotected sex including consent, menstrual cycle, potential pregnancy from previous unprotected sexual intercourse during this menstrual cycle, indications for STI testing  
· Pregnancy test following consent.

Treatment: 
· Administer levonorgestrel under clinician supervision in WHS. If client vomits within 2 hours after taking emergency contraception, they should return to WHS for re-administration. If WHS is closed, they should attend an after-hours pharmacy/Walk In Centre (WiC)/GP. Alternatively, they could present to WHS the following morning or present to ED overnight
· Advise on side effects
· Offer chlamydia screening 
· Advise client that if pregnancy occurs after treatment there is possibility of ectopic pregnancy; client should seek medical review if they develop any abnormal lower abdominal pain or vaginal bleeding.

Advice
· Advise that levonorgestrel is only effective for one preceding episode of unprotected sexual intercourse and will not prevent pregnancy from further unprotected sexual intercourse
· Works by disrupting the timing of ovulation or preventing fertilisation of an ovulated egg
· Advise to use a barrier contraception method until next menstrual cycle
· If client is already using oral contraceptive pills, advise to take next dose on schedule, even if it is the same day as the emergency contraception
· Encourage client to seek support from NP/GP for ongoing contraception options
· For those clients that are at risk of STIs, regular condom use should be discussed and STI screening should be encouraged at least one week after unprotected sex.

The client’s next period is likely to be on time but may be slightly early or late. If more than 1 week late, or unusually light, the client should complete a pregnancy test. 

Efficacy:
Emergency contraception is not 100% effective, the time elapsed since intercourse is a critical factor:
· <24 hours - 95%
· 24-48 hours - 85%
· 48-72 hours – 58%
· 72-120 hours - <58%
· >120 hours considered not effective.

If a client weighs 70kg or more, or has Crohn’s disease, irritable bowel syndrome or vomiting the efficacy may be reduced.

Medication Standing Orders
· Levonorgestrel EC
· Ulipristal EC.

References
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Condition for Treatment 
An ENG implant is a Progesterone Only (PO) and Long Acting Reversible Contraceptive (LARC) method of contraception.  The implant is inserted directly under the skin where it continuously releases etonogestrel into the blood stream for 3 years.

The ENG implant is a single use, ethylene vinyl acetate rod that is 4 cm long and contains 68 mg ENG.  In Australia it is available as Implanon NXT® and is Pharmaceutical Benefits Scheme (PBS) listed.  The primary mechanism of action is prevention of ovulation.  In addition, ENG thickens cervical mucous, preventing sperm penetration.  The ENG implant is 99.9% effective.  

APNs inserting and removing ENG implants must be credentialled to undertake the procedure.

Inclusion Criteria: 
· Women who have had an ENG implant consultation with a WHS prescriber (NP/GP) and are attending for insertion/replacement
· Women day 1-5 of menstrual cycle or Quick Start recommended by the NP/GP prescriber 
· Women with current hormonal contraceptive coverage
· Women seeking removal. 

Redirect to GP/NP if:
· Method failure/pregnancy
· After insertion if the implant is not palpable, refer to NP/GP
· Woman is due for removal/replacement, has not seen a prescriber to date, and contraception is an ongoing need. 

Management 
Treatment considerations - Insertion:
· Discuss benefits, risks, and side effects
· Adequately exclude pregnancy
· Determine if STI/CST screening indicated/due
· Insertion as per manufacturer’s advice.

Treatment considerations - Removal:
· Determine if STI/CST screening indicated/due.

Advice
· Provide and discuss consumer handout: Contraceptive Implant | Family Planning NSW (fpnsw.org.au)
· Discuss possible side effects, which include altered bleeding pattern, acne (may develop or worsen), local reaction, local scarring, headaches, mood changes including emotional lability, weight gain, breast tenderness, loss of libido
· The ENG implant is considered safe in a breastfeeding woman and is United Kingdom Medical Eligibility Criteria (UKMEC) for contraception use category 1 immediately postpartum 
· Implant insertion and removal may cause scarring including keloid scarring in women who are predisposed
· Advise client when the implant will be effective for contraception.  If inserted later than day 5 of menstrual cycle, advise of the importance of using additional contraceptive cover for 7 days
· Lack of protection from STIs
· Client responsibility to ensure removal/replacement in 3 years
· Return for review if any concerns, including, implant is not palpable, presence of side effects, concerns with bleeding pattern, new medical conditions or medications that may influence use of ENG implant
· Care of area post insertion/removal/replacement 
· Observe for signs and symptoms of infection and advise to seek medical attention if these arise.

Medication Standing Orders
Lignocaine 

References
· Family Planning New South Wales, Queensland, and Victoria. Contraception: an Australian clinical practice handbook (2012)
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Condition for Treatment 
Gastroenteritis is a stomach and intestinal infection that affects both adults and children. Clients can suffer either diarrhoea or vomiting, or both. Most cases of acute infectious diarrhoea are viral, self-limiting and resolve without specific treatment.

Symptoms may include:
· Loose, frequent bowel motions
· Associated fever, headache, muscle aches, abdominal pain/cramping, and a loss of appetite

Inclusion criteria:
Mild dehydration: 
·  Have no clinical signs but increased thirst
· Moderate dehydration, in consultation with NP: 
· Mild lethargy
· Increased thirst
· Easily fatigued
· Reduced urine output
· Mild dizziness

Severity is related to the degree of incapacity caused by the acute diarrhoea:
· Mild - the client can undertake normal activities
· Moderate - the client can function but needs to modify normal activities
· Severe - the client is incapacitated and may require admission to hospital

Redirect to GP/NP:
· Weight loss
· Symptoms persisting longer than 1 week
· ≥ 65 years
· Co-morbidities, e.g., diabetes, immunocompromised
· Fever ≥ 38.3 degrees
· Recent hospitalisation or antibiotic use in the last 3-6 months
· History of blood in stools 
· Recent travel to rural or overseas areas
Individuals who engage in receptive anal intercourse.
Redirect to ED if:
· Signs of severe dehydration
· Adults: tachycardia/postural tachycardia (increase of >15bpm moving from supine to standing); orthostatic hypotension (a drop of >20mmHg in systolic B/P moving from supine to standing); postural dizziness; lethargy/confusion; may develop abdominal pain and/or chest pain
· Significant blood in stool or ongoing rectal bleeding
· Severe abdominal pain
· Pregnant and unable to tolerate fluids
· ≥ 65yrs with signs of hypovolaemia
· Immunocompromised.

Differentials
· Viral gastroenteritis/Bacterial Gastroenteritis (see Appendix I)
· Food poisoning – toxin based (see Appendix I)
· Appendicitis
· Partial bowel obstruction
· Clostridium difficile colitis (enquire re recent antibiotic use)
· Colitis such as Crohn’s disease or Ulcerative Colitis
· Constipation with overflow diarrhoea
· Coeliac disease
· Lactose intolerance or other malabsorption syndrome  
· Irritable Bowel Syndrome (IBS)
· Helminthic infection
· Protozoal infections.

Management/Treatment
Primary management of acute diarrhoea is based on oral rehydration and simple analgesia (paracetamol) to manage abdominal discomfort and fevers.

Adults:
· First line of management is oral rehydration fluids - 1L/hour to replace losses.

Advice
· Avoid fruit juice, sports drinks and soft drinks
· Avoid alcohol and caffeine-based drinks
· Increase starchy type foods with added salt
· Avoid foods high in fat until the gut returns to normal
· Inform the client to seek medical advice if they are unable to tolerate fluids
· See a GP/NP if symptoms persist for longer than 1 week.

Exclusion Criteria:
· People should be absent from work for at least 24 hours after the last episode of diarrhoea and/or vomiting
· Those working in the food industry should be absent from work for at least 48 hours after the last episode of diarrhoea and/or vomiting.

Medication Standing Order
· Paracetamol.
References
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Condition for Treatment 
Gastroenteritis is a stomach and intestinal infection that affects both adults and children. Clients can suffer either diarrhoea or vomiting, or both.   Other symptoms may include fever, headache, muscle aches, abdominal pain/cramping and a loss of appetite.

Symptoms may include:
· There may be associated diarrhoea, cramping abdominal pain and fever
· Signs of dehydration are covered below.

Inclusion criteria:
· Mild dehydration: 
· Have no clinical signs but increased thirst.
· Moderate dehydration:
· Mild lethargy
· Increased thirst
· Easily fatigued
· Reduced urine output
· Mild dizziness
· Decreased skin turgor
· Dry mucous membranes
· Headache.

Redirect to GP/NP if:
· If persistent vomiting, requiring prescription for antiemetic
· If vomiting persists beyond 1-2 days with no signs of severe dehydration
· If recent antibiotic use (rule out Clostridium difficile)
· Recent international travel.

Redirect to ED if:
· Persistent diarrhoea and/or vomiting and signs of severe dehydration
· Severe dehydration
· Adults: tachycardia/postural tachycardia (increase of >15bpm moving from supine to standing); orthostatic hypotension (a drop of >20mmHg in systolic B/P moving from supine to standing); postural dizziness; lethargy/confusion; may develop abdominal pain and/or chest pain
· Moderately dehydrated, not tolerating fluids and at high risk of developing signs of severe dehydration
· Has not needed to void in the past 6-8 hours (during the day) with dehydration status trending towards severe
· Blood in vomitus, bloody diarrhoea, or severe abdominal pain
· Persistent vomiting without diarrhoea.

Differentials
· Bacterial gastroenteritis
· Protozoal infections
· Food poisoning
· Volvulus
· Bowel obstruction
· Appendicitis
· Non-gastrointestinal infection e.g., UTI, pneumonia, otitis media
· Endocrine disorder e.g., diabetes mellitus, Addison’s.

Management/Treatment
· Primary management of acute vomiting is based on oral rehydration
· Anti-emetic medications (metoclopramide) are recommended only with intractable vomiting 
· Analgesia may be of benefit to reduce the symptoms of abdominal pain associated with vomiting.

Advice
· Oral rehydration therapy is the first line treatment
· Increase fluid intake
· Give small amounts of fluid often
· Avoid diuretic-type drinks e.g. coffee
· Bland diet if appetite has returned
· Inform the client to present to ED if they continue vomiting and their general condition deteriorates e.g. increased lethargy; not voiding for several hours etc
· Avoid foods high in fat and sugar
· Regular and thorough hand washing is encouraged to reduce the risk of spreading the infection.


Note:
Adults working with vulnerable population groups or within the food industry should be excluded from work until they have been symptom free for at least 48 hours.

Medication Standing Order
· Paracetamol

References
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3. Haque, SK & Batlle, D (2018). Volume Depletion in Adults. BMJ Best Practice
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5. National Institute for Health and Care Excellence: Clinical Knowledge Summaries. (2019). Gastroenteritis 
6. Sterns, R. (2019). Etiology, clinical manifestations, and diagnosis of volume depletion in adults. UpToDate 
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Condition for Treatment 
Genital herpes is caused by herpes simplex viruses (HSV) types 1 and 2. HSV is the same virus that causes cold sores.  More than 50% of initial genital episodes are now caused by HSV type 1.  HSV is often acquired without symptoms.  Initial episodes may be severe and prompt treatment is recommended.  Recurrences are often mild or asymptomatic and may not require treatment.  Symptomatic recurrences may be treated with episodic or suppressive therapy.  

Clinical presentation in women may include:
First Episode of HSV:
Initial episode(s) may be severe and extensive
Painful ano-genital ulcers or blisters
An increase in vaginal discharge
Cervicitis often with visible ulcers in initial episodes 
Proctitis
Pain passing urine
Headache and fever
Generalised aches and pain.

Recurrent Episodes of HSV:
Tingling or itching sensation down the leg or in the ano-genital regions
Uncomfortable or painful blisters or sores
An increase in vaginal discharge
Pain passing urine. 

Possible complications: 
· Neuropathic bladder resulting in urinary retention 
· Psychosexual morbidity 
· Enhanced HIV transmission
· Neonatal herpes (acquisition in pregnancy or more commonly at the time of birth).

Redirect to GP/NP if:
Pregnant women
Frequent recurrences (several per year); interest in suppressive therapy 
Immunosuppression 
Ongoing symptoms, despite antiviral treatment.

[bookmark: _Hlk82431992]Redirect to ED if:
· Urinary retention.

Differentials 
· Chemical burns
· Dermatitis from topical treatments
· Skin infections caused by Gram-positive bacteria
· Aphthous ulcers
· Malignancies
· Autoimmune conditions.

Management/Treatment 
Treatment considerations:
· Before starting antiviral therapy, collect a swab from the base of a lesion or deroofed vesicle for HSV type–specific nucleic acid amplification testing (NAAT) (e.g., polymerase chain reaction [PCR])
· Antiviral treatment should be offered to those presenting with moderate-severe episodes, particularly initial episodes. Discuss with a prescriber 
· Initial episodes may require longer duration of treatment
· Antiviral therapy for HSV is not curative but shortens acute episodes if started within 72 hours of symptom onset
· Review need for suppressive therapy six monthly as recurrences usually becomes less frequent and less severe with time
· Microbiological confirmation of diagnosis before starting suppressive therapy is desirable but need not delay treatment.

Advice
· Provide client with factsheet Genital Herpes.pdf (act.gov.au)
For pregnant women, provide client with following factsheet Genital Herpes in        Pregnancy.pdf (act.gov.au)
· Simple analgesia and antipyretics
· Saline bathing
· Topical lignocaine reduces pain from erosions
· Urinating in a bath or shower relieves superficial dysuria
· Encourage condom use with ongoing partners as HSV is transmitted by skin-to-skin contact 
· Avoid having sex when symptoms of HSV are present
· Triggers for recurrence can include illness, stress, sunlight, fatigue, skin damage and alcohol
· Over time recurrences usually become less frequent and less severe
· As there can be a delay between being exposed to HSV and the first symptom outbreak, it is often not possible to know when someone first became infected
· Herpes is not a notifiable condition
· Pregnant women should let their antenatal care provider know if they or their partner have had HSV in the past or have an outbreak during the pregnancy.

Medication Standing Orders
·   Discuss with a prescriber. 

References
· Australasian Sexual Health Alliance (ASHA). Australian STI Management Guidelines for use in Primary Care, 2017. Available: Home - Australian STI Management Guidelines
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Condition for Treatment 
Pediculosis capitis (head lice) or ‘nits’ is a common condition caused by infestation of the hair and scalp by Pediculus humanus capitis (the head louse), one of three distinct varieties of lice specifically parasitic for humans.

The head louse is a tiny, grey-white insect. Female head lice typically live for about one month and lay 7-10 eggs (called nits) per day. The eggs are attached to the base of a hair, near the scalp. The eggs hatch after about 7-10 days. After the eggs hatch the egg cases become easier to see. Since the eggs are firmly attached to the hair, they move away from the scalp as the hair grows. Commonly affects children 2-12 years and parents of children infected with head lice.

Symptoms may include: 
· Presence of live lice on scalp or many nits on hair
· Eggs may be visible on the hair shaft within 1cm of scalp
· Suspect infestation with head lice if there is itching of the scalp and/or eggs are seen attached to hair. Although itching of the scalp is a common presenting symptom of infestation with head lice, itching by itself is not indicative of active head lice infestation.

Inclusion Criteria:
· Adults and children ≥ 14 years
· Itchy scalp (scalp pruritis)
· Diagnosis of active lice infestation is confirmed by observing a moving louse or presence of eggs.

Redirect to GP/NP if:
· Infestation with severe irritation
· Concerns over social welfare of client/family

Differentials
· Hair casts (Pseudonits)
· White or Black Piedra
· Seborrheic Dermatitis.

Management/Treatment
· Manual removal (wet combing): advised for those avoiding insecticides. Requires multiple treatment sessions. Wet hair, then apply hair conditioner and comb hair with a fine-toothed comb. Repeat combing sessions every 3-4 days until no adult lice are found
· Chemical treatment: redirect to community pharmacist for topical pediculicides. Advise to follow product instructions (of note not recommended for children below 2 years). 

Advice
· Most people with head lice do not have any symptoms. Some people feel itching or skin irritation of the scalp, neck, and ears. This is caused by a reaction to lice saliva, which the lice inject into the skin during feeding
· Head lice do not jump or fly, but they spread from one person to another, usually head-to-head contact or via clothing/hats
· Stay home until treatment is complete or no lice can be found
· Head lice spread easily in the community
· Repeat head lice treatment in 7 days.

Medication Standing Orders
· Not applicable 

References
1. British Medical Journal Best Practice. (2018). Head lice. Retrieved from: https://bestpractice.bmj.com/topics/en-gb/677
2. Goldstein, A. O. & Goldstein, B. G. (2019). Pediculosis Capitis. In Dellavalle, R. P., Levy, M. L., Rosen, T. & Oforis, A. O. (Eds.), UpToDate. Retrieved from: https://www.uptodate.com/contents/pediculosis-capitis?search=pediculosis%20capitis&source=search_result&selectedTitle=1~42&usage_type=default&display_rank=1
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Condition for Treatment 
Head injury includes any trauma to the scalp, skull, or brain.

History and mechanism of injury
Important factors to elicit on history include:
· Abnormal behaviour such as agitation or drowsiness
· Loss of consciousness and duration
· Vomiting 
· Post traumatic seizure
· Amnesia: retrograde and antegrade and duration
· Headache
· Non-accidental injury
· Mechanism of injury - significant mechanisms of injury include:
· Fall from a significant height (>1.5m?)
· Motor vehicle accident (especially if high-speed, ejected from vehicle or others significantly injured in the same crash) 
· Pedestrian/cyclist impacted by a motor vehicle
· Impact from high-speed projectile e.g., golf ball, ceiling fan
· Any special circumstances to consider including other injuries of concern and alternate diagnoses. 

Inclusion criteria:
· Low-risk adults (see risk stratification table).

Adults may be considered at “low risk” if they have ALL of the following:
· History of head trauma with NO concerning features on history, examination, or mechanism of injury (i.e., no risk factors for intermediate or high-risk head injury) AND
· Normal level of consciousness (GCS 15).

As per evidence available from published decision rules, these adults are considered to be at very low risk of having a clinically significant head injury and may be discharged home with head injury advice if other discharge criteria are met (see Disposition).

Redirect to ED:
· Intermediate or high risk (see stratification table)
[image: Warning with solid fill]If the individual presents as intermediate, an ED redirection is indicated. These individuals should be monitored until at least 4/24 has elapsed from the time of their injury. These individuals must NOT drive themselves to ED.


Redirect to GP if:
•	Post-Head Injury (>48 hours) – Requiring clearance to return to work/sports.

If APN is unsure or have further concerns, consult GP/NP.

Risk stratification of intracranial injury in adults following head trauma
	Low risk
ALL of the following:
	Intermediate risk
No high-risk features and ≥1 of the following
	High risk
≥ 1 of the following

	· Well appearing adult
· GCS 15
· No LOC or LOC ≤5 minutes
· No intermediate or high risk features present
	· Severe headache
· Vomiting ≥ 2 episodes
· Amnesia
· Anticoagulant/Antiplatelet therapy (incl. aspirin)
· Age >65yrs
· Known coagulopathy (e.g., liver disease, factor deficiency)
· Neurological impairment disorder (e.g., dementia, learning disability)
· Intoxicated (EtOH &/or other drugs)
· Altered mental state (including drowsiness, agitation, repetitive questioning, slow verbal response)
· Significant mechanism of injury including:
· Fall from significant height
· MVA
· Pedestrian/pedal cyclist impacted by car
	· GCS <14
· Localising neurological signs (unequal pupils, lateralising motor weakness) 
· Post traumatic seizure
· Clinical suspicion of:
· Basal skull fracture (raccoon eyes, hemotympanum, Battle’s sign, CSF leak via nose or ears)
· Depressed skull fracture, (boggy haematomas, palpable depressions)
· Penetrating injury
· Open skull fracture
· Extensive other injuries


[image: Warning with solid fill]		
   ALERT – Call an ambulance if the patient is Intermediate or High risk


Differentials
· Cerebrovascular Accident/Stroke
· Acute Subdural Haematoma/Intracranial Haemorrhage
· Seizure/post-ictal
· Multi-trauma clients
· Non-mechanical fall (e.g., syncopal episode with possible cardiovascular/neurological cause
· Cervical spine injury
· Alternate diagnosis, i.e., seizure, metabolic, poisoning, infectious diseases
· Deliberate Self Harm.

Disposition
An adult may be safely managed at home after a head injury if ALL the following criteria are met:
•	Low risk
•	GCS remains at 15 
•	No concerns of serious alternate/concurrent diagnosis
•	Client/carer concerns adequately addressed
•	Client/carer can safely manage the adult at home and can return in the event of deterioration.

Time of day, language barriers and other demands on a caregiver’s time should be considered.

Written and verbal information should be provided to clients/carers, including possible post concussive symptoms syndrome. Advice on return to sport should also be provided where indicated. Clients should be advised to seek medical review if any concerns arise. 

[bookmark: _Hlk71018329]Following discharge home, client/carer to be advised to attend ED/Call ambulance if:
· Feeling faint or drowsy
· Cannot be woken up/loss of consciousness
· Acting strangely or saying things that don’t make sense
· Have a constant, severe or a worsening headache
· Cannot remember new event or recognise people or places
· Seizure
· Limb weakness/numbness, blurred/double vision, slurred speech
· Fluid/bleeding from ear/nose
· Vomiting.

Medication Standing Order
· Paracetamol

References
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Condition for Treatment 
To identify clients who may have Blood Glucose Levels (BGL) that contribute to their presenting problem. Normal BGL are between 4.0–7.8 mmol/L. Hypoglycaemia, sometimes called a ‘hypo’ or ‘low’, is a condition that occurs when a person’s BGL has dropped below 4 mmol/L.

Hypoglycaemia Symptoms (vary from person to person) may include: 
Early Symptoms:
· Shaking, trembling or weakness
· Sweating
· Paleness
· Hunger
· Light headedness
· Headache
· Dizziness
· Pins and needles around mouth
· Mood change.

Severe Symptoms:
· Lack of concentration/ behaviour change
· Confusion
· Slurred speech
· Not able to treat own hypo
· Not able to drink or swallow
· Not able to follow instructions
· Loss of consciousness
· Fitting/seizures.

Note: 
Remember long-term or poorly controlled diabetics may lose “hypo” awareness.

Hyperglycaemia occurs when a person’s BGL has risen above 7.8mmol/L. Clients may be symptom free.

Hyperglycaemia symptoms may include: 
· Feeling excessively thirsty
· Frequently passing large volumes of urine
· Feeling tired
· Blurred vision
· Infections (e.g., thrush, cystitis, wound infections)
· Weight loss
· Nausea and vomiting.

Inclusion criteria:
· Clients with pre-existing diabetes
· Wound infections
· Clients exhibiting signs and symptoms of diabetes, e.g., polydipsia, polyuria, blurred vision, infections, adrenergic symptoms (pale skin, sweating, shaking, palpitations, and a feeling of anxiety)
· Reduced level of consciousness, confusion, or disorientation.

Redirect to GP/NP if:
· Suspected new-onset diabetes and asymptomatic
· Delayed wound healing and abnormal BGLs
· Client had episodes of hyper/hypoglycaemia, and now asymptomatic and in normal BGL range
· Requiring prescription for medications
· BGL reading >15 mmol/L with normal level of consciousness.

Redirect to ED if:
· BGL reading <3mmol/L and symptomatic – redirect to ED post administration of hyperglycaemic agent if support person available to drive them otherwise ACTAS.

Call Ambulance if:
· BGL reading >15 mmol/L with altered level of consciousness
· BGL reading <3 mmol/L with severely altered level of consciousness (also administer glucagon)

Differentials
· Alcohol-associated hypoglycaemia 
· Accidental/deliberate insulin overdose
· Sulfonylurea-induced hypoglycaemia
· Steroid precipitated hyperglycaemia
· Drug-associated hypoglycaemia (uncommon)
· Critical illness (e.g., sepsis).

Management/Treatment
Administration of Glucagon if unable to swallow:
· Adult/child >25kgs – 1mg (SC, IMI).

Administration of hypoglycaemic kit if able to swallow:
· Kits are in the emergency medication trolley in WHS
· Give 15g of quickly absorbed carbohydrate – 15g glucose (Glutose-15™) tube AND 15g of slowly absorbed carbohydrate (6 Jatz biscuits)
· If the client has not left for ED, re-test after 10 minutes
· If BGL is 3.0mmol/dL, and clinically unwell, repeat the quickly absorbed carbohydrate treatment stat (as above).

Advice
This treatment provides immediate short-term treatment for a hypoglycaemic episode prior to redirection to the service deemed suitable by the nurse.

Medication Standing Order
· Glucagon.
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Condition for Treatment 
Mastitis is an inflammation of the breast tissue which may or may not be associated with a bacterial infection. In infective mastitis, Staphylococcus Aureus is the most common pathogen. Less commonly, the pathogen may be a beta-haemolytic Streptococcus (such as Group A or Group B streptococcus) or Escherichia Coli. Community-acquired Methicillin-Resistant Staphylococcus Aureus (MRSA) is increasingly being identified as the causative pathogen, although rates of MRSA remain relatively low in most parts of Australia.

Infectious mastitis should be a considered diagnosis for all lactating women and most often occurs following breastfeeding problems which typically result in prolonged engorgement or poor drainage leading to milk stasis.

Breast abscess is a collection of pus in the breast, which may occur as a complication of mastitis.  Blocked ducts are an engorgement of an area of the breast, but an infection is not necessarily present. It may progress to mastitis.

A thorough clinical history and physical assessment will identify lactational mastitis risk factors such as: previous history of mastitis, damaged and/or infected nipples, inadequate milk drainage, blocked ducts, blocked nipple pore/white spot, abrupt weaning, fatigue, stress, poor health, change in feeding frequency, abundant milk supply, infection in the household; bacterial contamination from the infants nose/mouth or mothers hands or nipple cream; trauma to the breast; restrictive clothing. 

Symptoms of inflammatory mastitis includes: an absence of systemic symptoms, normal breast appearance with a red, hard, and/or tender area. Inflammatory mastitis should be treated using non-pharmacological measures- increased breastfeeding, expression of milk, localised massage of blocked ducts etc.

Symptoms of infectious mastitis may include:
· Hard, red, tender, swollen area of one or both breasts 
· Other systemic symptoms including one or more of the following: fever; chills; tachycardia; myalgia; headache; flu-like symptoms and/or axillary lymphadenopathy.
NB: These symptoms are often rapid in onset.

Redirect to GP/NP all clients with suspected mastitis  including:
· Lactating women 
· Recurrent mastitis
· Suspicion of nipple thrush
· Pregnant and needs antibiotics for management
· If mastitis is not associated with breastfeeding.

Redirect to ED if:
· Suspicion of breast abscess
· Cellulitis of the breast
· Significant systemic unwellness.

Differentials
· Inflammatory mastitis
· Nipple trauma
· Engorgement
· Candida
· Blocked duct
· Breast abscess
· Breast cancer.

Management/Treatment
For infectious mastitis 

Work-up:
· Check vital signs and assess for signs of infection. 

In clients without systemic symptoms, increased breastfeeding and gently expressing milk from the affected breast may prevent progression and resolve infection without antibiotics.

In clients with systemic symptoms, or symptoms or signs that have not resolved after 24 to 48 hours of increased breastfeeding and expressing of milk, early antibiotic therapy is important to prevent systemic infection and abscess formation. Combine antibiotic therapy with increased breastfeeding and expressing of milk. For future comparison, draw around the extent of the erythema with a marker pen.

Treatment:
· Provide symptomatic pain relief - ibuprofen or paracetamol as well as cold compresses or ice packs to reduce local pain and swelling.
· Improve breast feeding techniques. Continued breastfeeding should be encouraged as treatment does not usually require cessation of breastfeeding. Breast emptying is essential during treatment. There is minimal risk of passing any infection on to the infant.
· Discuss with a prescriber during consult.

NOTE: 
If infection does not resolve with antibiotic therapy, evaluate the client for an abscess and consider whether infection is caused by another pathogen.



Advice
Non-pharmacological treatment advice:
· Effective drainage of breast milk to maintain supply and reduce the risk of abscess formation is essential for all forms of lactational mastitis:
· Drain the breast/s often, at least 8-12 times, every 24 hours, either by breastfeeding or expressing
· Apply warmth prior to, and during, feeding to assist milk ejection
· Apply cold compress following the feed to decrease swelling and relieve pain
· Feed from the sore breast first
· Massage the affected breast gently while feeding and while showering/bathing. Massage from the affected area towards the nipple. 
· Hydration and rest
· Refer client to MACH services via CHI (02 5124 9977) at the next available day for ongoing breastfeeding support
· Inform the client that if there is no improvement in condition or worsening of condition despite care, advice that they need to seek medical attention
· Educate about signs of abscess formation - the presentation of a breast abscess is like mastitis, with localised, painful inflammation of the breast associated with fever and malaise, along with a fluctuant, tender, palpable mass.

Medication Standing Order
· Discuss with a prescriber
· Paracetamol
· Ibuprofen.
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Condition for Treatment 
Under the ACT Medicines, Poisons and Therapeutic Goods (Nurse and Midwife Immunisers) Direction 2020 (No 1) a nurse or midwife is authorised to administer a vaccine to a person without a supply authority (prescription or standing order) if the nurse or midwife administers the vaccine in accordance with the ACT Registered Nurse and Midwife Vaccinations Standards as set out in Schedule 1 of the instrument.

Vaccines must be administered in accordance with the recommendations of the current edition of The Australian Immunisation Handbook and under the legislative framework of the ACT Medicines, Poisons and Therapeutic Goods Regulation (2008).

Management/Treatment
· As per The Australian Immunisation Handbook

Advice
· As per The Australian Immunisation Handbook
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Condition for Treatment 
Influenza is caused by Influenza A and B viruses. These viruses cause minor or major epidemics of seasonal influenza most years, usually during the winter months.
Novel strains of influenza virus have the potential to cause pandemics, due to lack of immunity in the population or increased virulence of the strain. 

Take a detailed travel history from clients with an influenza-like illness because international travel is an important vehicle for the rapid spread of these viruses. The management of novel strains of influenza virus depends on local epidemiology and the characteristics of the strain.

The influenza virus is spread through droplets and contact with fomites (virus-contaminated objects), so infection control precautions (e.g., hand hygiene, client isolation, and use of personal protective equipment) are essential, particularly in hospitals.

Symptoms may include: 
Uncomplicated influenza presents with fever, coryza, generalised symptoms (headache, malaise, myalgia, and arthralgia) and sometimes gastrointestinal symptoms, but without any features of complicated influenza.

Complicated influenza requires hospital admission with symptoms and signs of lower respiratory tract infection (hypoxaemia, dyspnoea, lung infiltrate, respiratory distress), central nervous system involvement and/or a significant exacerbation of an underlying medical condition.

Inclusion criteria:
· Otherwise, healthy individuals with uncomplicated influenza.

Redirect to GP/NP if:
The following groups of individuals are at higher risk of poor outcomes from influenza (e.g., complications, severe influenza, hospitalisation, death) and therefore anti-viral drug should be considered for these individuals:
· Adults aged 65 years or older
· Pregnant women
· People with the following conditions:
· Heart disease
· Down syndrome
· Obesity (body mass index [BMI] 30 kg/m2 or more)
· Chronic respiratory conditions
· Severe neurological conditions
· Immune compromise
· Other chronic illnesses
· Aboriginal and Torres Strait Islander people of any age
· Residents of aged-care facilities or long-term residential facilities
· Homeless people.

Redirect to ED if:
· Client presents with complicated influenza showing signs of respiratory distress or dehydration.

Differentials
· Common cold/Upper Respiratory Tract Infection (URTI)
· COVID-19
· Other viral respiratory tract infection
· Pharyngitis – multiple aetiologies
· Meningitis
· Bacterial or viral lower respiratory tract infection, including pneumonia
· Malaria or dengue fever in returning travellers
· Infectious mononucleosis (Epstein-Barr Virus (EBV)/glandular fever).

Management/Treatment
· Contact and droplet precautions
· Clinical features alone may be adequate for diagnosis during an influenza epidemic, when the probability of influenza is high
· The most useful tests for diagnosis of influenza are rapid specific tests, such as nucleic acid amplification tests (e.g., polymerase chain reaction [PCR]), performed on nose or throat swab samples
· Do not rule out influenza in vaccinated clients, because nonvaccine-related strains may be responsible, and, especially in the elderly, seroconversion can be suboptimal
· Use of antivirals outside of the higher-risk groups listed in (as above) is not recommended, except to prevent disease transmission in some circumstances.
· Rest at home, increase fluid intake, use of analgesics and antipyretics
· Antibiotics should not be given in uncomplicated influenza
· Clean the room thoroughly after completion of the consult.

Advice
· Hand washing is essential to minimise transmission
· Reassure the client that the symptoms of uncomplicated influenza (including fever) usually resolve within 1 week. Other symptoms (such as cough, headache, insomnia, weakness, and loss of appetite) may take 2 weeks or more to resolve
· Routine follow up is not necessary but advise the client they should have a lower threshold for seeking help if they are caring for a young child or baby with influenza, as children cannot accurately communicate their symptoms
· The client should be advised to see the Practice Nurse/Advanced Practice Nurse (APN) when symptoms have resolved to discuss receiving the seasonal flu vaccination
· Aspirin should be avoided in children aged <16 years, due to dangers of Reye ’s syndrome
· Advise the client to:
· Drink adequate fluids and take simple analgesia for symptomatic relief
· Rest if they are feeling fatigued
· Stay off work or school during the infectious period - for most people about 1 week will be adequate.
· Clients may shed influenza virus and therefore be infectious for up to 24 hours before onset of symptoms and up to seven days after onset of symptoms 
· Children may shed virus for ten days or more, and immunocompromised people may shed virus for weeks 
· In adults, shedding of influenza virus peaks in the first two days after onset of symptoms then reduces to low levels by five days after onset of symptoms 
· Not all cases of influenza present with fever, but when present, it correlates with viral shedding 
· Shedding of the influenza virus is more likely when respiratory symptoms are present  
· Adult influenza clients are considered no longer infectious 24 hours after the resolution of fever without anti-pyretic medication provided and either:  
a) 72 hours have elapsed since commencing antiviral medication 
OR
b) 5-10 days have elapsed from onset of respiratory symptoms, depending on age and if the person has a weakened immune system.
For infection prevention and control purposes, maintain precautions for longer periods for children and immunocompromised people with influenza.

Medication Standing Order
· Paracetamol
· Ibuprofen.
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Condition for Treatment 
Localised open wound infection without systemic involvement:
· Localised open wound infection is contained in one location, system
· A localised open wound infection is a defect or excavation of the skin or underlying soft tissue in which pathogenic organisms have invaded into viable tissue surrounding the wound. Contamination and colonisation of an infected wound are dependent predominantly on what micro-organisms are present on the skin, as well as the depth and location of the wound
· Superficial wound: involving the epidermis
· Partial thickness wound involves the dermis and epidermis.

Symptoms may include:
The clinical presentation of the localised open wound infection without systematic involvement is characterised by:
· Erythema
· Oedema
· Warmth
· Tenderness
· Increased purulent exudate
· Malodour
· Delayed healing.

Inclusion criteria:
·   Age ≥14 and weight ≥ 40 Kg
· Infected open wound with symptoms as above
· Wound is epithelial – dermal depth only
· Afebrile
· Localised erythema with or without cellulitis spread no further than 5 cm from open wound edge margin with no tracking.

Redirect to GP/NP if:
· Cellulitis spread greater than 5cm from wound edge margin AND systemically well
· Deep penetrating wound beyond the dermal layer AND systemically well
· Wound is positioned over major joint, face, spine
· Post-surgical infected wound
· Chronic wounds: present greater than 4 weeks and/or unresponsive to initial antimicrobial treatment previously initiated by GP/NP  
· Co-morbidities which increase the risk of complication: diabetes, peripheral arterial or vascular disease, peripheral oedema 
· High risk of non-streptococcal or staphylococcal infection: wounds which have occurred in fresh water, saltwater or agricultural environment
· Pregnant.

Redirect to ED if:
· Systemically unwell with fever ≥ 38°C, rigors, vomiting, lymphedema, tachycardia, hypotension 
· Cellulitis spread greater than 5cm with/without tracking AND systemically unwell
· Full thickness wound-involves the epidermis, dermis, subcutaneous tissue and may extend to muscle, bones, and tendons.

Differentials
· Paronychia 
· Folliculitis 
· Carbuncle / furuncle
· Septic arthritis +/- penetration wound as cause 
· Histamine response to insect/spider bite
· Sebaceous abscess 
· Pilonidal sinus /abscess developing  
· Hidradenitis Suppurativa 
· Arterial / Venous Ulcer with venous dermatitis 
· Pyoderma gangrenosum: requires biopsy for diagnosis
· Atypical bacterial infection: Sporotrichosis, Mycobacterium (Buruli/Bairnsdale) ulcer 

Management/Treatment
Work-up:
· Obtain relevant history + vital signs
· Review previous microbiology: MRSA risk factors  
· Examination: assess cellulitis spread +/- tracking 
· Obtain microscopic culture and sensitivity (MC&S) swab using the Levine technique as stated below:
Levine method swab culture 
1. Cleanse wound with normal saline
2. Remove/debride nonviable tissue
3. Wait 2-5 minutes
4. If wound is dry, moisten swab with sterile normal saline
5. Culture the healthiest looking tissue in the wound bed
6. Do not culture exudate, pus, eschar, or heavy fibrous tissue
7. Rotate the end of the sterile alginate-tipped applicator over a 1cm2 area for 5 seconds
8. Apply sufficient pressure to swab to cause tissue fluid to be expressed
9. Use sterile technique to place swab into collection device designed for quantitative cultures
10. Correct pathology documentation requires 
a) Detail of client 
b) Detail about wound anatomical location, duration and aetiology 
c) Clinical indication for the wound sample: signs and symptoms
d) Document the name of antibiotic commenced at time of consult 
e) Allergy history
· Attend to dressing. 

Treatment
· Dressing wound management: consider applying antimicrobial dressing
· Consider analgesia: paracetamol +/- ibuprofen
· APN(s) must follow up on the pathology results of their clients and ensure the pathogen found is sensitive to the antibiotic commenced
· An NP/GP must be consulted to discuss the pathology regardless of result
· Discuss with a prescriber oral antibiotics and ADT vaccination. 

Advice
· If systemic signs develop such as fevers, rigors, vomiting client should be redirected to ED
· Increased warmth, redness, pain – seek GP/NP review
· Simple analgesia to manage the pain: paracetamol and/or ibuprofen as directed
· Elevate area where wound is positioned, if possible
· Increase fluid intake, unless contraindicated
· Rest
· Follow up with GP/NP after 48 hours of starting antibiotic treatment
· Client information sheet Care of Wound:
· Caring for your skin and wound.pdf (sharepoint.com)
· Nutrition and wound healing for adults.pdf (sharepoint.com)
· Walk in Centre Caring for your Wound Adults and Children.pdf (sharepoint.com)

Medication Standing Order
· ADT, if indicated
· Paracetamol 
· Ibuprofen.
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Condition for Treatment 
A lower Urinary Tract Infection (UTI) in a non-pregnant female client (age 16 years or older). 

A lower UTI can be confirmed by client assessment when there are typical symptoms and signs of UTI, whether a urinary pathogen has been detected (urine culture), and an upper UTI (i.e., pyelonephritis) and other alternative diagnoses have been excluded. 

Uncomplicated UTIs mainly occur in non-pregnant women who do not have a functional or anatomical abnormality of the urinary tract. Acute uncomplicated Cystitis and Pyelonephritis are most often caused by Escherichia Coli (70 to 95% of cases).

Complicated UTIs occur in clients with anatomical or functional abnormalities (e.g., neurogenic bladder, nephrolithiasis). E. coli is the most common pathogen (20 to 50% of cases), but a wider range of bacteria (e.g., Klebsiella, Proteus, Pseudomonas species) also cause infection. 

Symptomatic candida UTIs are very uncommon.

Symptoms may include:
· Urinary frequency, urgency, and/or strangury (the sensation of needing to pass urine despite having an empty bladder)
· Dysuria
· Urine that is offensive smelling, cloudy or contains blood
· Constant lower abdominal ache
· Non-specific malaise, such as aching all over, nausea, tiredness, and cold sweats, and
· Urge incontinence.

Redirect to GP/NP:
· Women with UTI symptoms 
· Pregnant women 
· Children under the age of 16
· Clients who have failed treatment for a UTI within the previous two weeks 
· Clients with persistent haematuria
· Persons with an indwelling urethral catheter (IDC) or suprapubic catheter (SPC)
· Clients with mild pyelonephritis – low-grade fever (<38⁰C), flank pain but with no rigors, or vomiting 
· Clients with risk factors for multidrug-resistant bacteria UTI. Includes recent infection, stay in hospital or aged care facility.
· Complicated UTIs
· Immunocompromised client.

Redirect to ED if:
· Suspected sepsis/urosepsis, shock: tachycardia, tachypnoea, hypotension, vomiting, rigors, fever >38⁰C
· Acutely confused clients.

Differentials
· Non-infective causes: increased sexual activity (urethral inflammation), foreign body (urethral/vaginal), abnormality or obstruction of the urinary tract
· Peri-urethral and genital infection: bacterial vaginosis, herpes simplex, chlamydia, gonorrhoeal and candida (fungal) infections
· Consider acute pyelonephritis in clients with flank pain, vomiting, fever (38°C or higher) or costovertebral tenderness
· Consider the possibility of a sexually transmitted infection (e.g. urethritis, cervicitis), which may present with similar features to acute cystitis. Recommend testing for STI
· Consider vulvovaginitis in women with increased/changed vaginal discharge. If change to vaginal discharge is absent and at least two symptoms of cystitis are present (i.e., acute dysuria, urgency, or frequency), the probability of cystitis is greater than 90%.

Management/Treatment
At the time of writing, approximately 20% of E. coli urine isolates from adults in the community are resistant to trimethoprim. Trimethoprim continues to be recommended as empirical therapy for acute cystitis because the risk of adverse outcomes from treatment failure is low.

Work-up:
· Check vital signs and assess for systemic signs of infection
· Obtain a mid-stream urine (MSU) microscopy, culture and sensitivity testing. Urine dipstick analysis has limited diagnostic accuracy but may be helpful if diagnosis is uncertain.
· Empirical therapy can be started based on symptoms alone

NOTE:
Urine MCS should be requested for following patients suspected of lower UTI treated under this protocol. See below

· Women over 65 years
· Patients who have recently (within three months) taken antibiotics
· Patients with recurrent infection: 2 or more in 6 months or 3 or more in a year  
· Overseas travel in high risk of bacterial resistance area in the last 6 months. 

Treatment:
· Discuss antibiotic therapy with a prescriber
· Symptom management – analgesia, fluids 
· Follow-up is not routinely required for uncomplicated cystitis but should be considered for a potentially complicated infection or failed resolution of symptoms.

Advice
· High fluid intake and complete bladder emptying may aid in resolution of UTI
· Symptomatic relief of urinary discomfort with paracetamol and/or ibuprofen
· Recommend post-coital urination. Avoid spermicide
· Urinary alkalisers may relieve symptoms but efficacy has not been established
· Client to follow up with GP/NP if worsening or prolonged symptoms despite treatment
· Client to follow up with GP/NP if recurring UTI within 3 months of currently diagnosed/treated UTI.

Medication Standing Orders
· Discuss antibiotic therapy with a prescriber
· Paracetamol
· Ibuprofen.
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Condition for Treatment 
Measles is a highly infectious disease caused by the measles virus. Clients are considered infectious from 24 hours before the onset of prodromal symptoms until 4 days after the onset of the rash.

Measles is transmitted by airborne droplets and direct contact with discharges from respiratory mucous membranes of infected people, and less commonly by articles freshly soiled with nose and throat secretions. 

The incubation period is variable, averaging about 10 days (range from 7 to 18 days, occasionally longer) to the onset of fever and about 14 days to the onset of the rash. 

Those at risk of more severe disease include:
· Immunocompromised people, especially those with T-cell deficiencies such as certain leukaemia’s, lymphomas and Acquired Immunodeficiency Syndrome (AIDS), in whom measles can be severe, atypical (e.g., without rash) and prolonged
· Malnourished children, particularly those with vitamin A deficiency
· Children younger than 5 years and adults 20 years of age and older, in whom complications of measles are more common
· Pregnant women, in whom infection is associated with increased risk of premature labour, spontaneous abortion and low birth weight infants. Birth defects have not conclusively been associated with measles virus infection.

Common complications of measles include middle ear infection and viral or bacterial bronchopneumonia. Rare complications include acute encephalitis, blindness and subacute sclerosing panencephalitis.

Risk Factors:
· [bookmark: _Hlk41990883]Individuals who were born during or after 1966, received <2 doses of MMR, and who have no documented history of measles infection or serological markers of immunity, are considered non-immune, i.e., susceptible
· Individuals who are immunocompromised, regardless of vaccination history
· Contact with a confirmed case of measles
· International or interstate travel.

Symptoms may include:
· Maculopapular rash (non-itchy, typically begins on the face or upper neck)
· Fever
· Cough
· Malaise
· Coryza (inflammation of the mucous membrane of the nose)
· Conjunctivitis
· Koplik spots (oral enanthem)

People who have received one or two doses of measles vaccine may develop attenuated infection with mild or atypical symptoms.
Inclusion criteria:
· [bookmark: _Hlk41991559]Clinical suspicion of measles
· Suspected contact with measles case

NOTE:
Redirect to ED (Notify Communicable Disease Control/ED/ACTAS before transfer) if presenting with complicated measles infection showing signs of respiratory distress or dehydration.

Differentials
· Rubella
· Parvovirus B19 (also known as erythema infectiosum or slapped cheek syndrome)
· Roseola
· Dengue
· EBV infection (Infectious Mononucleosis/glandular fever)
· Drug eruptions
· Scarlet fever
· Early meningococcal disease
· Zika virus.

Management/Treatment
Measles is highly contagious. If you have a client who you suspect has measles, it is important to isolate them immediately in a single room with the door closed.

Note:
Only staff who have documented immunity to measles should care for patients.

Airborne precautions should be maintained within the room and the client should wear a mask, especially when exiting the room or during transportation.
· [bookmark: _Hlk41988317][bookmark: _Hlk42012314][bookmark: _Hlk42011996]Immediately notify Communicable Disease Control (CDC) on 02 5124 9213 (business hours) or pager 02 9962 4155 (after hours/weekends/public holidays)  
· [bookmark: _Hlk41990974]CDC will provide advice about the public health management of the client and their contacts, including advice about seeking laboratory testing for confirmation  
· Supportive care
· Appropriate antipyretics can be given to relieve fever. Do not give aspirin to children under 16 years due to the risk of Reye’s syndrome
· Allow room to settle and air exchange for 30-60 minutes prior to cleaning the room
· Notify Infection Prevention and Control on 512 42512.

Advice
· Advise that measles is usually a self-limiting condition which resolves after a week.
· Rest and adequate hydration
· Antipyretics (avoid aspirin for children <16)
· Isolation at home or in hospital until at least 4 days after the onset of the rash; especially avoid susceptible people i.e., people not fully immunised (via vaccination/natural exposure), infants, pregnant women, or immunocompromised people
· If client’s condition deteriorates, seek urgent medical advice e.g. shortness of breath, uncontrolled fever, convulsions or altered level of consciousness.

Medication Standing Orders
· Paracetamol
· Ibuprofen
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Condition for Treatment 
Two weeks after the client self-administers the MS-2 Step® medicines, a follow-up consultation with the APN is recommended.  The primary purpose of this review consultation is to confirm completion of the termination of pregnancy and manage any complications should they arise. 

[bookmark: _Hlk82430665]MS-2 Step® (Mifepristone 200 mg tablet (1) and Misoprostol (MISO) 200 mcg tablets (4)) is the trade name of the medicines pack that is available to women with the indication of termination of an intra-uterine pregnancy up to 63 days of gestation. MS-2 Step® is available on the PBS.

Inclusion Criteria: 
· Women who have completed a mTOP prescribed by a WHS prescriber 
· 14 days from misoprostol dose 
· Clinical query or concern less than 14 days. 

Redirect to GP/NP if:
· Post mTOP infection, mild (feeling unwell, vaginal discharge that smells unpleasant, mild lower abdominal pain, low grade fever [≤ 37.9◦C]) 
· Possible incomplete TOP (Termination of Pregnancy), mild to moderate symptoms (see below for symptoms)

Redirect to ED if:
· excessive bleeding, as indicated by: 
· 2 or more pads/hour saturated for 2 consecutive hours
· Decrease haemoglobin (Hb) and haematocrit (HCT), if ordered by prescriber as part of mTOP follow-up plan
· Hypovolemia/orthostatic hypotension
· Post mTOP infection, severe.  Symptoms may include: 
· Fever, above 38◦C
· Severe abdominal pain
· Pelvic tenderness
· General malaise >24hrs after misoprostol
· Weakness
· Nausea, vomiting, diarrhea 
· Tachycardia
· Generally feeling unwell/tired
· Pathology: leucocytosis and/or haemoconcentration, which indicate severe infection and should be referred to ED 
· Allergic reaction to misoprostol (report TGA & MS Health: MS2step.com.au or 1300 515 883)
· Urticarial rash 
· Difficulty breathing
· Chest pain or tightness
· Swelling of mouth, face, lips and tongue 
· Black and tarry stools
· Severe vomiting. 

Possible Complications 
· Continued pregnancy (incomplete TOP/failed TOP/ectopic pregnancy) 
· Incomplete: 
· Persistent heavy PVB or cramping usually requires surgical intervention
· Less severe bleeding/cramping may indicate remaining products.  This tissue MAY be expelled with vaginal bleeding or next period OR option of surgical intervention if client preference.
· Failed: 
· Suspected on history, examination, or confirmed with pelvic ultrasound/increase B-hCG 
· Can repeat mTOP or access sTOP, discuss with prescriber
· Recommend not continuing with pregnancy due to increased risk of congenital birth defects. 
· Ectopic: 
· Investigate possibility of ectopic through pelvic ultrasound
· MS-2 step is NOT effective for ectopic.

Management/Treatment 
Treatment considerations:
· Confirm completion of mTOP through history of clinical events:
· Resolution of pregnancy symptoms
· Reduction of vaginal bleeding
· Reduction in B-hCG:  a greater than 80% decline in serum beta human chorionic gonadotropin levels measured pre-TOP and compared to that measured at least 6 days after taking mifepristone has been found to be predictive of success in 98.5% of cases
· Consider pelvic ultrasound if: 
· B-hCG (ordered by prescriber at time of prescribing) not significantly reduced or has in fact increased 
· Persistent heavy vaginal bleeding 
· Pain
· Signs of continuing pregnancy 
· mTOP deemed successful, discuss:
· Ongoing contraception options: 
· Fertility can return <2 weeks post mTOP
· COCs, DMPA, Implanon® can be started after misoprostol self-administered and with the start of vaginal bleeding
· IUDs can be inserted after mTOP confirmed as complete or next period

Advice
· Two medicines are used for a medical termination of first trimester pregnancy: first a mifepristone tablet is taken and then 36 to 48 hours later, misoprostol tablets are taken
· Provide and discuss consumer handout: WYC Community - Client_Information_Sheet_and_Consent_Form - MS-2 Step.pdf - All Documents (sharepoint.com)

[bookmark: _Hlk105664326]Medication Standing Orders
· not applicable 
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Condition for Treatment 
A Meibomian Cyst (also known as a Chalazion) is a sterile, chronic, inflammatory granuloma in the tarsal plate caused by the obstruction of a meibomian (sebaceous) gland.

Symptoms may include:
· It may develop acutely but typically presents as a firm, localised eyelid swelling that develops slowly over several weeks
· Non-tender nodules with the surrounding skin typically lacking any erythema or sign of an acute bacterial infection
· They are more common on the upper eyelid and are usually 2-8mm in diameter
·  There may be multiple meibomian cysts.

Inclusion criteria:
· Uncomplicated meibomian cyst.

Contact on-call ophthalmology registrar if:
· Protrusion of eyeball (proptosis)
· Double vision or impairment of eye movement
· Reduced visual acuity
· Reduced light reflexes
· Presence of peri-orbital (preseptal)/orbital cellulitis
· When a full eye examination is not possible.

If the registrar is not contactable, redirect the client to ED as clinically indicated.

Redirect to GP if:
· Painful eyelid swelling, not responsive to simple analgesia 
· The diagnosis is uncertain or if the meibomian cyst has an atypical appearance or recurs in the same location (review needed to exclude cancer)
· In the presence of uncontrolled blepharitis, seborrheic dermatitis or acne rosacea.

Redirect to ED if:
· Client is systemically unwell
· Central nervous system symptoms, e.g. drowsiness, vomiting, headache, seizure, or cranial nerve lesion.

Differentials
· Stye (hordeoleum)
· Contact/ seborrheic dermatitis
· Atopic eczema
· Blepharitis
· Dacryocystitis
· Herpes zoster/simplex
· Orbital cellulitis
· Preseptal cellulitis
· BCC/SCC/sebaceous gland carcinoma/melanoma
· Acne rosacea.

Management/Treatment
Work-up:
· Visual acuity should be assessed on all clients presenting with an eye complaint
· If indicated by eye pain the cornea should be examined for abrasions using fluorescein
· Evert the upper eyelid to inspect the tarsal conjunctiva if indicated.

Treatment
Encourage the client to apply a warm compress to the affected eye for 5-10 minutes, then gently massage the cyst in the direction of the eyelashes using clean fingers or cotton buds. This should be repeated 3-4 times per day for up to 4 weeks. Avoid excessively hot compresses which may cause burns.

Advice
· Meibomian cysts can occur spontaneously, are generally self-limiting and resolve from between 1-6 months. Although initial discomfort may be experienced, this usually settles
· Seek immediate medical attention if the cyst becomes infected
· If the meibomian cyst is not responsive to 3-4 weeks of conservative treatment, the client may choose to continue monitoring it for another five months or may choose to be referred to ophthalmologist
· Large and persistent cysts (lasting more than 6 months) may require specialist treatment
· Advise against attempts to puncture/squeeze the meibomian cyst
· Manage any risk factors (e.g., blepharitis, seborrheic dermatitis, rosacea) to reduce the risk of future episodes of meibomian cysts developing
· Paracetamol or ibuprofen may be taken if required.

Medication Standing Orders
· Paracetamol
· Ibuprofen.
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Condition for Treatment 
Migraine is a neurological disorder that can be very distressing and disabling. Typically, it is a one-sided throbbing or pulsating headache that is at least moderately intense and can be aggravated by physical activity. It is very often associated with nausea and vomiting, as well as increased sensitivity to light, sound and even some types of smell.

Symptoms may include:
There is often a sequence of changes including 4 stages which have various symptoms:
· Prodromal: 24-48 hours prior to headache irritability, food cravings, neck stiffness
· Aura: usually precedes headache but not always, includes visual, auditory, somatosensory symptoms 
· Headache: throbbing, pulsatile quality, associated symptoms of nausea, vomiting, photophobia, phonophobia
· Postdromal: after headache resolves, transient pain at location of headache with sudden movement, feeling drained, exhaustion.

Risk factors:
· Emotional stress
· Family history of migraine 
· Female gender
· Menstruation (decline in oestrogen level following high levels prior to menses)
· Sleep disturbance
· Overuse of headache medications 
· Dehydration 
· Dietary changes
· Excessive caffeine intake /caffeine withdrawal.

Inclusion criteria:
· Known history of migraine, previously managed by GP with a current management strategy
· Menstrual Migraine 
· Non-pregnant client.

Redirect to GP/NP if:
· First episode of migraine nonresponsive to simple analgesia 
· Migraine not responding to normal analgesia regime.

Redirect to ED if:
· Clients with thunderclap headache, even if they routinely have migraines, should be redirected to ED for urgent assessment. A thunderclap headache is a sudden, severe headache that reaches maximal intensity within one minute of onset. A thunderclap headache differs from other headaches because of the speed with which it develops.
· Headache with sudden onset, reaching maximum intensity within 5 minutes
· Headache post head trauma (within 3 months) 
· Abnormal neurological examination or changes in consciousness 
· Headache with associated fever, signs of sepsis, rash or neck stiffness
· Headache associated with a painful red eye and misty vision or halos
· Headache associated with visual disturbance and jaw claudication
· A substantial change in the characteristics of their migraine
· Brief episodes of headache, precipitated by coughing, straining, exertion or bending over (distinguished from postdromal transient pain).

Differentials
· Tension headache
· Cluster headache
· Medication overuse headache
· Subarachnoid haemorrhage
· Intracranial lesion(s)
· Low pressure headache
· Idiopathic intracranial hypertension
· Systemic or central nervous system infection
· Temporal arteritis
· Cervical artery dissection
· Cerebral venous thrombosis
· Ischaemic stroke/TIA
· Cervical spine pathology.

Management/Treatment
Work-up:
· All persons presenting with a complaint of migraine should have a detailed history taken and receive a thorough physical assessment 
· Identify and minimise possible triggers.

Treatment
· Simple analgesia and anti-emetics – use soluble products where possible to aid absorption. Sufficient dose early in attack prior to GI absorption impairment 
· Ensure adequate hydration
· Cold packs over forehead/back of skull (supraorbital and greater occipital nerves)
· Heat pack over neck and shoulders (innervation of scalp).

Advice
· As migraines are a chronic condition the client should be advised to see their GP/NP for ongoing management of symptoms and attacks
· Start taking analgesic medicine at the earliest sign of a migraine
· Over-the-counter analgesia options should be discussed with a pharmacist
· Advise the client to rest in a quiet, darkened room and to avoid movement or any activity (including reading or watching television)
· Try to maintain a lifestyle that may help avoid migraines:  do not skip meals, keep a regular schedule, adequate and regular sleep, avoid dehydration, regular exercise, identify and avoid specific migraine triggers, limit caffeinated beverages, ensure good workplace ergonomics, regular relaxation techniques especially if stress is a trigger
· Medication overuse headache may develop insidiously if analgesics are used regularly for more than 2 days in a week.

Medication Standing Orders
· Paracetamol
· Ibuprofen
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Condition for Treatment 
Musculoskeletal lower back pain is pain and/or stiffness of the lumbosacral region (beneath the twelfth rib and above the gluteal folds) persisting for < 12 weeks (for ages >16). Back pain is extremely common, with one in seven Australians suffering from back pain on any given day.

Symptoms may include:
· Low back pain
· Low back joint stiffness
· Referred symptoms to buttocks or legs (pain, pins and needles or numbness).

Inclusion criteria:
· Pain over the lumbosacral region (bilateral or unilateral) in the absence of trauma
· Acute muscular pain that has been present for less than 10 days.

Redirect to PT/NP/GP if:
· Neurological signs:
· Radiation of pain down buttock or legs
· Pins and needles or numbness.
· Pain lasting longer than 10 days
· Psychosocial risk factors – such as anxiety, work related injury, fear avoidance behaviours.

Redirect to NP/GP if:
· Signs of axial spondyloarthritis:
· Persistent back pain (> 3 months duration)
· Onset of symptoms before age 45
· Inflammatory back pain (insidious onset, improvement with exercise, worse with rest, pain at night)
· Peripheral signs of arthritis
· Family history of spondyloarthritis
· Pain worse with immobilisation (particularly on waking) and improves with movement
· Signs of vertebral fracture:
· Older age (> 65 years for men, > 75 years for women)
· Prolonged corticosteroid use
· Osteoporosis
· Presence of contusion or abrasion
· Signs of malignancy:
· Unexplained weight loss, age > 50 years
· History of cancer
· Strong clinical suspicion
· Signs of spinal infection:
· Fever or chills
· Immunosuppression
· Pain at rest or at night
· Recent IV drug use
· Recent injury, dental or spine procedure.

Redirect to ED if:
· Signs of neurological compromise with deteriorating neurological status:
· Altered sensation to lower limbs 
· Weakness
· Signs of cauda equina syndrome:
· New bowel or bladder dysfunction
· Perineal numbness or saddle anaesthesia
· Persistent or progressive lower motor neurone changes
· Associated collapse or hypotension
· Abdominal pain radiating to the lower back
· Significant trauma/multi-trauma.

Differentials
· Neurological deficit:
· Spinal canal stenosis
· Radiculopathy
· Cauda equina syndrome
· Renal:
· Nephrolithiasis
· Pyelonephritis
· Aortic dissection: 
· Abdominal aortic aneurysm
· Serious pathology:
· Malignancy (spinal neoplasia)
· Fracture (spinal compression)
· Infection (abscess, osteomyelitis, septic discitis)
· Inflammatory disease:
· Ankylosing spondylitis
· Reactive arthritis
· Psoriatic arthritis
· Sacroiliac joint pathology
· Psychological distress
· Psoas Abscess
· Intervertebral disc protrusion/herniation
· Muscular Low Back Pain.

Management/Treatment
· Simple analgesia 
· Clients should be recommended to consult their local pharmacist for further analgesic requirements.

Advice
· Reassure and explain that most episodes of acute low back pain settle quickly
· Avoid activities that increase lower back pain, e.g., heavy lifting
· Encourage general activity such as walking 
· Encourage client to maintain usual activities, including continuing to work or returning to work as soon as possible, despite pain
· Advise to avoid bed rest
· Heat wrap therapy: apply to the affected area for up to 12 minutes, 2-3 times per day OR
· Ice therapy; apply to the affected area for up to 12 minutes, 2-3 times per day. Wrap ice pack in a towel to avoid direct contact with the skin
· Review psychological risk factors for persistent low back pain, including depression, anxiety, social stress, or employment stress
· Certain lifestyle factors, such as smoking, obesity and physical inactivity are associated with persistent lower back pain
· GP/NP or physiotherapy follow-up recommended in 48 hours if no improvement, sooner if pain increases or associated symptoms develop (e.g. neurological, systemic).

Medication Standing Orders
· Ibuprofen
· Paracetamol
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Condition for Treatment 
Opioid use is a major cause of hospitalisation and death in Australia.  Every day, three people die from drug-induced deaths involving opioid use in Australia, while nearly 150 hospitalisations and 14 emergency department admissions involve opioids. More than 110,000 Australians are currently struggling with opioid dependence.  In 2018, 1,740 people died from drug-induced deaths, with opioids present in 1,123 of those deaths (64%).  

Signs/symptoms may include: 
· Reduced level of consciousness
· Very slow, shallow breathing, or snoring
· Gurgling sound in the throat from vomit or saliva
· Not breathing
· Cold skin and low body temperature
· Blue lips – if pale skinned
· Peripheral cyanosis
· Limp body and heavy nod
· Vomiting 
· Bradycardia 
· Muscle twitching.

Inclusion criteria: 
· Anyone with known (witnessed) or suspected opioid overdose.

Redirect to ED via ACTAS:
· All clients.

Treatment
If client shows signs of overdose:
· Phone 0-000 for an ambulance 
· Perform Basic Life Support (BLS), including respiratory support 
· Administer naloxone nasal spray. 

Medication Standing Orders
· Naloxone nasal. 
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Condition for Treatment 
Paronychia is one of the most common infections of the hand. A paronychia is a localised, superficial infection or abscess of the lateral and proximal skin fold around a nail (paronychium), causing painful swelling. Acute paronychia infections are usually caused by staphylococcus aureus. They can develop either suddenly and last for a few days (acute) or develop gradually and last longer than 6 weeks (chronic).

Paronychia occurs in all age groups and is three times more common in women than in men. Paronychia infections develop from trauma to the skin surrounding the nail plate, which allows the entry of infecting organisms. 

Trauma may be caused by aggressive manicuring, artificial nail placement, dermatitis, frequent hand immersion in water, finger sucking and nail biting, ingrown nail, penetrating nail trauma, and pemphigus vulgaris.

Symptoms may include: 
· Rapid onset of painful erythema and swelling of the proximal & lateral nail folds, usually 2-5 days post a minor trauma
· Superficial abscess may be present.

Inclusion criteria: 
· Usually affects one finger
· Pain and swelling at base of fingernail
· Localised pain and tenderness of the nail folds
· Red, hot, tender, and swollen lateral and/or proximal nail folds often with a visible collection of pus
· If the paronychia is fluctuant, incision and drainage may be required.

Redirect to GP/NP if:
· Cellulitis or fever
· Recurrent/persistent paronychia
· Immunosuppressed client
· Multiple affected fingers – indicates drug induced paronychia
· Infection of the tip or pad of finger or thumb.

Redirect to ED if:
· Client is systemically unwell.

Differentials
· Cutaneous candidiasis – this is a common fungal infection that mostly occurs in moist areas of the skin
· Acute contact dermatitis – this is an itchy rash which may become altered by scratching if the condition persists. It varies in appearance from collections of fluid in the skin (vesicles and occasionally bullae) to areas of poorly demarcated redness, and it may include other features such as dryness, scaling and swelling of the skin
· Fingertip injuries
· Herpetic whitlow
· Cancer (e.g., melanoma, squamous cell carcinoma)
· Psoriasis
· Felon (staphylococcal finger infection).

Management/Treatment
Work-up:
· Vital signs
· Assess for the extent of infection, nail, DIPJ, pulp involvement.

Treatment
Fluctuant Paronychia - incision and drainage required:
· Local anaesthesia not needed for superficial collection drainage
· Lance paronychium using a sterile needle or blade, after cleaning with saline. Use gentle pressure to express the exudate and apply a sterile NAD dressing
· Client to see GP/NP in 48 hours for review of wound, sooner if any signs of increased pain or redness at site.

Non-Fluctuant Paronychia: 
· Warm compress soaks for 20 minutes, 3 -4 times per day
· Mark edge of erythema with marker pen
· Client to see GP/NP in 48 hours for review of infection if not improving, sooner if any signs of increased pain or redness at site or collection/fluctuation forming.

Advice
Self-care advice: 
· Avoid using cuticle removers or trimming the cuticle
· Avoid trauma to the nails such as picking, sucking, or biting
· Keep the nails clean and dry
· Wear cotton lined gloves to protect fingers if hands are over-exposed to water
· Must attend GP/NP ASAP if infection spreading into anterior or proximal soft tissues of finger/thumb.

Medication Standing Orders
· Paracetamol
· Ibuprofen.
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Condition for Treatment 
Preconception assessment and care aims to optimise pregnancy outcomes.  Preconception counselling should aim to identify women that should see a health professional prior to pregnancy or as soon as possible once pregnancy is established.  

These may include: 
· Women with previous pregnancy complications such as hypertension, gestational diabetes
· Recurrent pregnancy loss or previous foetal death 
· Thyroid conditions
· Any chronic medical condition (e.g., diabetes, epilepsy, hypertension, phenylketonuria, psychiatric illness)
· Multiple medications or medications for epilepsy or diabetes
· History of ectopic pregnancy or risk factors for ectopic pregnancy (past pelvic surgery or history of pelvic inflammatory disease) 
· Endometriosis
· Female genital mutilation or cutting (FGM/C).

Inclusion Criteria: 
· Any woman of reproductive age.

Redirect to GP/NP if:
· Woman at potential high risk of pregnancy complications 
· Women requiring referral to specialist 
· Referral to genetic counselling service indicated.

Management/Treatment 
General Preconception Advice:
· Discuss the woman’s understanding of her menstrual cycle, fertile times, and the average time taken to conceive, as well as symptoms of pregnancy
· Determine if cervical screening is up to date
· Folate and iodine supplementation should be advised for all women of reproductive age who are contemplating pregnancy or who could become pregnant.  Folate supplements are ideally started at least one month before conception and continued for the first 12 weeks
· Check rubella and varicella status via history of vaccination +/- serology as required.  Recommend vaccination if not immune.  For rubella administer 1 dose of MMR.  For varicella administer 2 doses of live attenuated varicella-zoster vaccine (VZV), one month apart.  Advise to avoid pregnancy for one month after vaccination
· Full Blood Count (FBC), as this will detect possible carriers of thalassaemia trait and enable investigation of the client prior to conception
· Discuss the effects of maternal weight in pregnancy if the woman’s body mass index (BMI) is >30kg/m2 or <19kg/m2 
· Recommend annual dental check
· Encourage smoking cessation. 

Nutrition Counselling:
· A well-balanced varied diet is important
· Check dietary history for adequate calcium intake.  Recommended daily intake approx. 1,000-1.300 mg/day.
· Iodine deficiency is becoming increasingly common, and some regional area have deficiency in their soil.  Advise use of iodised salt.  Recent research found 47% of Australian children are iodine deficient.  Deficiency in pregnancy can result in low IQ, learning problems, or attention deficit hyperactivity disorder (ADHD)
· Provide information on the prevention of toxoplasmosis e.g., avoid cat litter, garden soil, raw/uncooked meats, unpasteurised milk products and wash or peel all fruit and vegetables
· Women should avoid foods at risk for listeriosis in pregnancy, e.g., soft cheese, pâté, pre-packaged coleslaw, smoked salmon, and other delicatessen products
· Advise women to drink fluoridated (tap) water, not bottled water
· Advise women to limit their intake of fish and other seafood due to mercury content
· Phenylketonuria (PKU) is a rare but important condition to be aware of.  Resumption of dietary restriction during pregnancy prevents foetal PKU syndrome, which includes microcephaly, severe intellectual deficit, and major cardiac defects.  

Vitamin D Counselling:
· Discuss Vitamin D in women at high risk of Vitamin D deficiency
· Women attending antenatal clinics in Australia and New Zealand have been found to have significant incidence of Vitamin D deficiency
· Women at increased risk include those with reduced sunlight exposure, such as women who wear veils, those who use sunscreen on a regular basis, those that do not go outside secondary to mental health conditions, dark skin, obesity.

Folic Acid/Folate Counselling:
· A daily supplement of at least 0.4 mg folate should be taken ideally from four weeks prior to conception and for the first three months of pregnancy 
· Women in high-risk groups for Neural Tube Defects (NTDs) require 5 mg folate daily.  A pregnancy is at high risk if: either parent has a NTD, there is a previous child with a NTD, there is a family history of NTD (check back 3 generations), the mother is on anti-epileptic medication, especially valproate or carbamazepine, insulin dependent diabetes, maternal obesity. Other women that may be at risk include those with multiple pregnancies and haemolytic anaemia 
· NTDs, of which spina bifida and anencephaly, are the most common forms, affect approximately 1/500 pregnancies and 1/600 births (the difference is due to loss of pregnancies affected by NTD)
· NTD occurs early in pregnancy and is usually completed by the 28th day after conception
· Daily folate, prior to, and during early pregnancy, reduces occurrence and recurrence of these defects by about 70%
· Disseminating this information widely, especially to those in disadvantaged and indigenous groups is essential. Information about folate should be given to all women opportunistically when attending for cervical screening and contraception. Women should be advised to start supplementation as soon as they cease contraception
· Folate is a B group vitamin and is found in leafy green vegetables, orange juice, wholegrain bread, cereals, and legumes (such as dried peas, beans, and lentils).

Drugs and Alcohol Counselling:
· Advise women to cease using alcohol (current guidelines advise there is no safe level of alcohol use during pregnancy)
· Ascertain if any illicit drugs are used and encourage cessation
· Review medications, including OTC, for potential teratogenicity, e.g., anti-hypertensives, anti-epileptics, acne treatments. 

Genetic Counselling:
· A thorough history of genetic disorders should be completed. If any of the below mentioned issues are present, redirect to NP/GP so that a genetic counselling referral may be completed. The genetic disorder history should include:
· A previous child with a genetic disorder, including:
· Chromosomal
· Structural (NTD, dwarfism)
· Metabolic (neonatal or early childhood death)
· Haematological (anaemia, bleeding disorder)
· Intellectual disability.
· Check family history of bleeding disorders, neurological disease, intellectual disability, cystic fibrosis.
· Ethnic origin is important in assessing the risk for some conditions. This includes:
· Asian: alpha and beta thalassaemia
· Mediterranean: beta thalassaemia
· Ashkenazi Jewish: Tay Sachs disease
· African: Sickle Cell disease
· Caucasian and Ashkenazi Jewish: cystic fibrosis.
· Consanguineous partnerships (first cousins).

Advice
· Discuss Mothersafe as a resource: Mothersafe | South Eastern Sydney Local Health District (nsw.gov.au)
· Advise to attend a community pharmacy to purchase: 
· Vitamin D3 1000 IU capsules 
· Folate 0.5 mg, or 5 mg, depending on history. 

As an Authorised Nurse Immuniser:
MMR, if indicated
Varicella, if indicated.

References
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· Family Planning NSW. Reproductive and sexual health: An Australian clinical practice handbook, 3rd edition. (2016).

Back to Table of Contents
	[bookmark: _Toc132122022]Pregnancy Test and Counselling 



Condition for Treatment 
A female client presenting with symptoms and findings associated with pregnancy or requesting pregnancy testing.

The initial diagnosis of pregnancy relies upon assessment of human Chorionic Gonadotropin (hCG) in urine or blood. History and physical examination are not highly sensitive methods for early diagnosis, but knowledge of the characteristic findings of a normal pregnancy can help alert the clinician to the possibility of an abnormal pregnancy, such as ectopic pregnancy, or the presence of coexistent disorders.

The clinician should determine prior to testing if a pregnancy would be a welcome event, as this may alter the way the results are presented during the consult and subsequent information/counselling provided.


Symptoms may include:
· Missed period
· Nausea +/- vomiting (often called “morning sickness”, but it can occur at any time)
· Breast tenderness an enlargement
· Fatigue
· Passing urine more frequently than usual, particularly at night
· Craving for some foods, distaste for foods you usually like, and sour metallic taste that persists even when you’re not eating (dysgeusia).

Inclusion criteria:
· Female client who is sexually active
· History of missed or irregular periods
· Request by client for pregnancy testing.

[bookmark: _Hlk82007800]Redirect to GP/NP if:
· If client has confirmed their pregnancy and seeks advice on medication or another medical condition may impact on their pregnancy
· Mild abdominal pain during pregnancy and client is hemodynamically stable
· PV discharge during pregnancy and client is hemodynamically stable.

Refer to WHS GP/NP for medical termination of pregnancy if:
· Client seeking access to medical termination of pregnancy (mTOP) and is less than 9 weeks gestation.

Refer to private termination service if:
· Woman is wanting surgical termination of pregnancy. Note women who have significant psychosocial barriers to access a private surgical termination of pregnancy can be referred to the Early Pregnancy Assessment Unit, The Canberra Hospital (TCH) by NP/GP
· Women who are above 9 weeks gestation and seeking termination of pregnancy. Note Canberra and region services will provide surgical terminations of pregnancy up to 14 weeks gestation, beyond that, clients need to travel to Sydney and the cost increases. 

Redirect to ED if:
· Moderate-severe abdominal pain in pregnancy or client is haemodynamically unstable
· PV discharge in pregnancy and client is haemodynamically unstable.

Differentials
· Amenorrhoea due to comorbidities, medications, low body weight 
· Ovarian pathology 
· Genitourinary infections
· Phantom pregnancy. 

Management/Treatment
· Collection of urine specimen to test for hCG
· Results given to client along with counselling regarding options and referral 
· If client’s preference is a mTOP, complete FBC and Beta-Human Chorionic Gonadotropin (BHCG).  Discuss referral for dating pelvic ultrasound with WHS GP/NP. Note mTOP must be completed by 9 weeks gestation under legislative requirement.

Advice
· Provide and discuss unplanned pregnancy resources. Included are resources for those women intending to continue with the pregnancy as well as those looking to terminate a pregnancy; tailor your choice based on women’s preference: Pregnancy | Family Planning NSW (fpnsw.org.au)
· If the client has a positive pregnancy test and is keen to continue with the pregnancy, they should be advised to book an appointment with GP/NP for initial antenatal care.  Recommend starting folate supplementation
· Health care relationships may be formed with midwives, GPs, and obstetricians, either in the private or public sectors
· The following websites can provide information for women continuing their pregnancy in the ACT:
http://www.health.act.gov.au/our-services/women-youth-and-children/maternity-services/care-during-pregnancy
http://www.pregnancybirthbaby.org.au/having-a-baby-in-the-act

Medication Standing Order
· Paracetamol
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Condition for Treatment 
Dysmenorrhea is painful cramping, usually in the lower abdomen, occurring shortly before and/or during menstruation. It is caused by a natural chemical called prostaglandin that is made in the lining of the uterus. For treatment and advice in the WHS, dysmenorrhoea should be isolated to the primary cause, eliminating other possible aetiology such as endometriosis, Pelvic Inflammatory Disease (PID), pregnancy related pain or per vaginal bleeding, or STIs. Pregnancy and infection should be ruled out prior to management of primary dysmenorrhea.

Symptoms may include: 
· Presence of recurrent crampy lower abdominal pain that occurs shortly before and/or during menses in the absence of other pelvic pathology.

Inclusion criteria
· Female clients with a presenting problem of low abdominal cramping immediately before or during menses with no history or symptoms of genitourinary infection, suspected underlying pathological condition or possible pregnancy.

Redirect to GP/NP if:
· Client is wanting prevention such as hormonal contraception
· Client has intermenstrual or post coital bleeding
· Clients with secondary dysmenorrhoea (same clinical features as primary dysmenorrhea but may be associated with underlying pelvic pathology such as endometriosis, uterine fibroids, endometrial polyps, or PID) as may require referral to a gynaecologist for further investigation
· Clients with complicated gynaecological histories or multiple comorbidities.

Redirect to ED if:
· Suspected systemic infection: fever, tachycardia, hypotension
· Severe abdominal pain
· Heavy PV loss and haemodynamically unstable.

Differentials
· Recent history of, or currently being treated for, genitourinary infections
· Ovarian pathology
· Gastrointestinal Pathology
· Ectopic Pregnancy.

Management/Treatment
· A non-steroidal anti-inflammatory drug (such as ibuprofen) or paracetamol will usually provide pain relief in primary dysmenorrhoea
· Hormonal contraception is an alternative first-line treatment and has the additional advantage of providing contraception – refer client to GP/NP
· Tocolytic management (calcium antagonist) - Refer to GP
· Transcutaneous electric nerve stimulation (TENS)- Refer to GP or physiotherapist
· Local heat/warmth (e.g., heat pack).

Advice
· Clients with contraindications or gastrointestinal complications secondary to the use of NSAIDs should be started on paracetamol and referred to a GP/NP for further pain management and PR non-steroidal anti-inflammatory options
· Heat therapy (e.g., hot water bottle, heat bag) to the lower abdomen and/or back may help to reduce uterine muscle cramping/pain, gentle exercise, and relaxation techniques
· If period pain is a common condition, NSAID therapy should be initiated 1-2 days prior to menses
· If period pain is a chronic condition (greater than 3 months), the client should be referred to their primary care provider for further investigation and management
· Hydration and menses-specific diet considerations should be discussed, e.g., higher iron, magnesium, B1 and 6, Vitamin E and calcium intake.

Medication Standing Orders
· Paracetamol
· Ibuprofen.
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Condition for Treatment 
Rubella is a viral disease characterised by rash, swollen glands, and fever. Without epidemiological or laboratory evidence to support the diagnosis, rubella is clinically indistinguishable from other febrile viral rash illnesses. 

The disease is usually mild and of little significance unless the client is pregnant. Infection of a pregnant woman commonly results in miscarriage, stillbirth, or birth of an infant with major birth abnormalities (congenital rubella syndrome).

The incubation period of rubella is usually 14 to 18 days (range 12 to 23 days). Rubella is acquired via inhalation of infectious large particle aerosols and contact with respiratory secretions and thus is augmented by close and prolonged contact with infected people. Viraemia occurs five to seven days after inoculation, allowing the virus to spread throughout the body. 

Infected people may shed virus and are potentially contagious for one to two weeks before the infection becomes clinically apparent, until at least 4 days after onset of the rash. In many cases, rubella infection is asymptomatic, and the shedding and infectiousness of the infected individual is never recognised. 

Rubella was eliminated as a public health problem in Australia in 2018. However, outbreaks related to imported cases may still occur.

Clinical evidence:
A generalised maculopapular rash AND fever AND arthralgia/arthritis OR lymphadenopathy OR conjunctivitis.

Epidemiological evidence:
An epidemiological link is established when there is contact between two people involving a plausible mode of transmission at a time when, one of them is likely to be infectious (about one week before to at least four days after appearance of rash) and the other has an illness which starts within 14 and 23 days after this contact, and at least one case in the chain of epidemiologically linked cases (which may involve many cases) is laboratory conﬁrmed.

Symptoms can include: 
· Maculopapular rash
· Fever (approx. 50% of infections)
· Arthralgias (joint pain)
· Mild lymphadenopathy involving the post-auricular, posterior cervical, and occipital lymph node groups
· Malaise 
· Coryza/rhinitis (inflammation of the mucous membrane of the nose)
· Pharyngitis
· Non-purulent conjunctivitis.

Inclusion criteria: 
· Uncomplicated rubella with clinical and epidemiological supportive evidence.

Redirect to GP/NP if:
· Pregnant women - urgent obstetric consultation is essential for pregnant women with rubella
· Immunocompromised
· Rubella suspected but not supported by clinical and epidemiological evidence
· Client has close contact with pregnant women.

Redirect to ED if:
· Client is systemically unwell.

Risk Factors:
· Individuals who are immunocompromised, regardless of vaccination history
· Incomplete vaccination
· Contact with a confirmed case of rubella
· International travel.

Differentials
· Measles
· Roseola infantum (Human herpes virus 6 and 7)
· Scarlet fever (Group A Streptococcus pyogenes)
· Erythema infectiosum
· Parvovirus B19
· Enteroviral infections
· Dengue virus
· Zika virus
· Secondary syphilis
· Infectious mononucleosis (Epstein Barr virus)
· Kawasaki’s syndrome
· Cutaneous drug reactions
· Juvenile rheumatoid arthritis.

Management/Treatment
· Treatment of symptomatic infection is largely supportive, as the illness is self-limiting
· No specific therapy for rubella infection is available

Note:
Urgent obstetric consultation is essential for pregnant women with rubella.

· In addition, urgent serological testing and obstetric consultation should be arranged for all pregnant women with significant exposure to an infectious case, irrespective of their history of previous vaccination, or history of past clinical infection or previous positive rubella antibody result
· Droplet contact and airborne precautions should be maintained within the room and the client should wear a mask, especially when exiting the room or during transportation
· Non-immune and pregnant staff should not attend the client
· Complete the Report of Notifiable Disease Form and fax to Communicable Disease Control (CDC) on 02 5124 8810 (secure fax)
· CDC can provide advice about the public health management of the client and their contacts, including advice about seeking laboratory testing for confirmation.  Contact CDC for advice on 02 5124 9213 (business hours) or pager 02 9962 4155 (after hours/weekends/public holidays)
· Clean the room thoroughly after completion of the consult
· Notify Infection Prevention and Control on 512 42512.



Advice
At home the client needs to maintain droplet, contact and airborne precautions and be excluded from work, school, or childcare for 4 days after the onset of the rash.

Medication Standing Order
· Paracetamol
· Ibuprofen.
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Back to Table of Contents
	[bookmark: _Toc132122025]Scabies



Condition for Treatment 
Scabies is a highly infectious skin infestation caused by the Sarcoptes Scabiei mite. It is usually transmitted by close person-to-person contact, though it can occasionally be transmitted by clothing and linens.

The distribution of scabies usually involves the sides and webs of the fingers, the flexor aspects of the wrists, the extensor aspects of the elbows, the skin adjacent to the nipples (especially in women), the periumbilical areas, waist, male genitalia (particularly scrotum), the extensor surface of the knees, the lower half of the buttocks and adjacent thighs, and the lateral and posterior aspects of the feet. The back is relatively free of involvement, and the head is spared except in very young children. Rarely, scabies may be localised to a single area.

Symptoms/signs may include: 
· Generalised and intense itching, often worse at night
· Visible burrows in skin
· Small, erythematous, nondescript papules especially on face, neck, palms, and soles 
· Vesicles, excoriations.

Risk Factors: 
· Overcrowded living conditions/poverty
· Close contact with people who are infected
· Under 15 or over 65 years
· Sexual contact with new or multiple partners
· Immunosuppression.

Inclusion criteria: 
· Uncomplicated scabies; treat in conjunction with a pharmacist.

Redirect to GP/NP if:
· Immunocompromised 
· [bookmark: Top]Failed topical treatment
· Client is over 70 years of age
· Evidence of secondary bacterial infection.

Redirect to ED if:
· Client is systemically unwell.

Differentials
· Eczema
· Seborrheic dermatitis
· Tinea
· Atopic dermatitis
· Impetigo
· Flea Bites.

Management/Treatment
· Permethrin 5% Cream from pharmacy as per directions
· In cases where secondary bacterial infection is present, treat as for impetigo.

Advice
· Treat household contacts and close friends at the same time, even if others are asymptomatic
· Do not treat infants under 2 years old with permethrin
· Apply cream to entire body from neck to soles of feet – follow product directions
· Wash bed linen, clothing, soft toys, etc. in hot water and line dry in the sun or in hot dryer
· If washing facilities are not readily accessible, clothing/linen may be placed in a plastic bag for approximately one week as scabies mites cannot survive >48 hours without a host
· Repeat treatment with permethrin 5% in 1 week.


Medication Standing Orders
· Not applicable. 
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Condition for Treatment 
Self-harm behaviours are the intentional damage of a person’s own body. Clients aged 16 or over who have self-harmed via cutting and have presented for wound management.

Symptoms may include: 
Self-harm is a complex issue, often the result of an individual being overwhelmed and failing to utilise other less destructive coping mechanisms. 

Physical Signs:
· Laceration 
· Scratches
· Scarring.

Symptoms: 
· Helplessness
· Hopelessness
· Worthlessness
· Emotion numbing/instability 
· Mood swings
· Depression/Anxiety 
· Guilt
· Shame 
· Disgust.

Behavioural Symptoms/Signs:
· Wearing conservative clothing
· Spending long periods alone
· Keep sharp objects
· Difficulty with interpersonal relationships
· Impulsive behaviours.

Inclusion criteria: 
· Single simple laceration that can be dressed and does not require suturing 
· Age of wound <18 hours old
· No signs of infection in the wound
· No further plan or intent to self-harm
· No thoughts, plans or intent of suicide
· No thoughts, plans or intent to harm others
· Able to establish mental health history
· Client has history of self-harming and support network available e.g., social worker, psychologist, mental health plan, psychiatrist, under MH team, family.

Redirect to GP/NP if:
· Requires suturing 
· Signs of wound infection
· Single laceration >10cm (if GP/NP unavailable, then ED)
· Multiple lacerations >20cm (if GP/NP unavailable, then ED)
· First time to self-harm and no further plan or intent
· Under the age of 16
· Client concerns for aesthetic outcome.

Redirect to WiC/ED if no GP/NP available:
· Requires suturing 
· Signs of wound infection.

Redirect to ACCESS Mental Health/ED if no GP/NP available:
· First time to self-harm and no further plan or intent
· Under the age of 16.

Redirect to ACCESS Mental Health/ED if:
· Suicide plan or intent
· Systemically unwell - signs of infection
· Further self-harm plan or intent
· Plan or intent to harm others
· First time to self-harm
· Client concerns for aesthetic outcome 
· Multiple presentations over the past 24 hours
· Showing signs of escalation of mental health status.

Differentials
· Not applicable.

Management/Treatment
· Assess severity of injury and respond accordingly
· Obtain a comprehensive history from the client
· Contact ACCESS team or if in hours an appropriate treating team where applicable
· Re-direct safely in conjunction with ACCESS or treating team
· Redirect to GP/NP if not being actively managed by a treating team that is working with patient around mental health issues (e.g., GP, psychiatrist, psychologist)
· Send discharge summary to GP, consider providing private/non-governmental mental health service(s) information
· Child Concerns report if under 18 years of age and first presentation to clinician with self-harming, as per CHS policy. 

Note:
In the event of clear suicide plan or intent, or plan or intent to harm others, transfer to ED via ACTAS

ACCESS Team open 24 hours
Phone: 1800 629 354 or 02 6205 1065
Fax: 02 6174 7175
Phone:02 6205 1065
Child and Adolescent Mental Health Services (CAMHS) - under 18’s - Open 08:30 to 16:51 Intake Line, Phone: 6205 1971

Mental Health Treatment Teams – Open hours 08:30 - 16:51
City Mental Health Team
1 Moore Street, level 2, Canberra City 
Ph: 5124 1795
Fax: 6205 5224

Tuggeranong Mental Health
Tuggeranong Community Health Centre 
Ph: 5214 1300
Fax: 6205 2900

Woden Mental Health Team
Phillip Health Centre 
Ph: 5124 1269
Fax: 6205 2650

Belconnen Mental Health Team
Belconnen Community Health Centre 
Ph: 5124 4294
Fax: 6205 0988

Gungahlin Mental Health Team 
Gungahlin Community Health Centre 
Ph: 5124 4294 (calls will go through Belconnen MH # until further notice)
Fax:  6207 6785

Advice
· Give support and reassurance to the client
· Offer phone numbers for supportive contact.

Medication Standing Orders
· Not applicable. 
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Condition for Treatment 
Sexual assault can be defined as a person being forced, coerced, or tricked into sexual acts against their will or without their consent.  Consent occurs when a person freely and voluntarily agrees to a sexual act. Sexual assault occurs when someone is unable to and/or does not give consent.  The law says that a person is unable to give consent when:
· Asleep or unconscious
· Significantly intoxicated or affected by drugs
· Unable to understand what they are consenting to due to their age or intellectual capacity 
· Intimidated, coerced or threatened
· Unlawfully detained or held against their will
· They submit due to the person being in a position of trust

Clinical presentation and disclosure of sexual assault in women may be related to:
1) Immediate Concern(s):
· Injury
· Concerns about STIs
· Concerns about pregnancy
· Concerns about whether to report the matter to police.
2) Delayed Concern(s):
· Post-traumatic stress disorder (PTSD)
· Depression/mood changes
· Sleep difficulties
· Changes in eating habits.

Possible complications: 
· Unplanned pregnancy
· STI
· PTSD
· Interpersonal stress.

Inclusion Criteria: 
· Women reporting sexual assault. 

Redirect to GP/NP if:
· Injuries to be documented 
· Women with disability. 

Redirect to ED, TCH if:
· Victim wants Forensic and Medical Sexual Assault Care (FAMSAC) assessment 
· Injuries outside scope of primary care service 
· Risk of self-harm. 


Management/Treatment 
[bookmark: _Hlk81918094]Allegation of sexual assault (within the past 7 days):
· Assess and treat serious injury (refer as needed); manage the physical effects of the assault
· Preserve forensic evidence (ask the client not to wash themselves or the clothes worn during the assault)
· Give emergency contraception (EC) as soon as possible if required or if unsure
· Discuss options to determine further medical care:
· No legal action or police report and no further action taken:  
· Provide medical care: 
· Assess risk of STI, consider treating presumptively for chlamydia
· Endocervical swab or self-collected vaginal swab for chlamydia and gonorrhoea PCR
· Pharyngeal swab/rectal swab for chlamydia and gonorrhoea PCR
· Examine and investigate any genital lesions
· Urine pregnancy test (if negative, may need to repeat at three weeks post assault)
· Serology for Hepatitis B (HBV sAg), HIV, syphilis +/- Hepatitis C (HCV) sAb if blood involved in assault
· First dose of Hepatitis B vaccine if required
· Refer to Canberra Rape Crisis Service for counselling and support.
· Legal action:  
· Offer referral to FAMSAC, CHS for forensic medical examination and medical care.  FAMSAC will provide medical care and referral.

Allegation of sexual assault (non-recent presentation):
· Assess for and provide care of any physical health concerns that remain
· Validate victim’s feelings
· Refer to sexual assault services.  In Canberra that is Canberra Rape Crisis Service. 

Follow-up:
· Offer medical review at 14 days after assault with repeat STI screening.  
· Provide: endocervical swab or self-collected vaginal swab for chlamydia and gonorrhoea PCR
· Pharyngeal swab/rectal swab for chlamydia and gonorrhoea PCR
· Examine and investigate any genital lesions
· Urine pregnancy test (if negative, may need to repeat at three weeks post assault).
· [bookmark: _Hlk81919052]Consider medical review 6 weeks after assault;
· Second dose of Hepatitis B vaccine if required
· Serology for Hepatitis B (HBV sAg), HIV, syphilis +/- HCV sAb if blood involved in assault.
· Consider medical review 12 weeks after assault;
· Serology for Hepatitis B (HBV sAg), HIV.
· Consider medical review 6 months after assault;
· Third dose of Hepatitis B vaccine if required
· Follow-up testing for HBV if indicated.

Advice
· Child Safety Notification a requirement under mandatory reporting requirements for all victims 17 years and under
· Refer to CHS Procedure: Referral to Forensic and Medical Sexual Assault Care, CHS21/238
· Provide details of Canberra Rape Crisis Service and 1800RESPECT
· Documentation should be clear and specific.  The exact words in special circumstances such as threats should be recorded in as much of client’s own words as possible, e.g. “he said he would kill me if I told anyone.”  Documentation of physical injuries should include diagrams and explicit descriptive details.  Record relevant observed behaviour e.g. “the client cried throughout the appointment and shook visibly”.  

Medication Standing Orders
Levonorgestrel EC 
Hepatitis B, if susceptible
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Conditions for Screening
WHS APN can initiate testing for STIs, Blood Borne Virus (BBV) and related sexual health conditions.  The need for contact tracing if the client has a notifiable STI or BBV is discussed as part of obtaining the client’s consent for testing.  

The WHS APN that orders the test(s) is responsible for follow up of results.

WHS APN provides routine testing in accordance with Australian STI Management Guidelines http://www.sti.guidelines.org.au/. 

History to be ascertained:
History of presenting issue:
· Client’s reason for visit
· If asymptomatic, enquire about the reason(s) for the client’s request for screening
· If symptomatic, enquire about the duration and nature of symptoms, treatment prior to presentation, past episodes 
· Exclude pelvic pain, deep dyspareunia, abnormal vaginal discharge, inter-menstrual bleeding, post coital bleeding, menstrual change, anal symptoms if history of anal sex.

Medical, surgical, and dermatological history:
· Previous or existing medical conditions
· Previous or proposed surgical procedures or operations
· Previous or existing mental health conditions
· Previous or existing dermatological conditions.

Medications:
· Current treatment for any condition including non-prescription medication, topical medications, and natural therapies
· Recent antibiotic use
· Prescribed or OTC treatment for presenting complaint.

Allergies
· Known allergies. 

Gynaecological and Reproductive history:
· Age at coitarche
· Date of last menstrual period
· Chance of pregnancy 
· Cervical screening history.

Contraceptive history:
· Current method
· Level of satisfaction, problems, side effects
· If contraception is indicated, discuss preferences, and ascertain barriers to access
· Offer emergency contraception (EC) in women who are at risk of pregnancy from recent unprotected sexual contact.

Sexually transmitted infection (STI) and blood borne virus (BBV) history:
· Date and type of previous STI or BBV diagnosis and treatment
· Previous STI/BBV testing. 

Vaccination History:
· Hepatitis B – previous infection, vaccination, immunity
· Human papillomavirus vaccination.

Sexual History/Risk Assessment:
· Gender(s) of sexual contacts
· Type of sex – anal, vaginal, oral
· Last condom-less sexual contact
· Sexual contact with a person from overseas (country, date, nature of sex)
· Number of sexual contacts in the last 6 months or since last testing
· Problems with condom use
· Sex industry work
· Sexual assault history/history of unwanted sex.

Drug and Alcohol History:
· Tobacco – current and previous use, number per day, assess intention to quit
· Alcohol – days per week, standard drinks per session
· Recreational drug use in the prior 12 months (cannabis, ecstasy, amphetamines, cocaine, heroin) – type, frequency, most recent use.

BBV Risk in addition to sexual history:
Significant risk exposures include:
· History of injecting drug use (IDU): last exposure, shared equipment 
· Tattoos: professional, non-professional, overseas
· Body piercing or acupuncture: professional, non-professional, overseas
· Recipient of blood transfusion or products: year and location
· Blood or body fluid exposure: type of exposure, date
· Time in custody: location, date, sharing implements that may pose risk
· Overseas travel and BBV risk.

General discussion points:
· Discuss infections to be tested: natural history, transmission, treatment, prevention
· Discuss contact tracing if positive results
· Obtain consent for test
· Discuss methods of obtaining results with client. 

Assessment of Vaginal Discharge:
· Take a symptom and sexual health history
· Always assess for pelvic inflammatory disease (PID) in clients presenting with vaginal discharge
· Discuss recommended investigations with client, need for contact tracing if the results include a notifiable STI or BBV, and obtain the client’s verbal consent to testing 
· Involve NP/GP prior to examination to determine appropriate testing if client represents with treatment failure/symptoms persist.

Management/Investigation(s):
Screening Tests for Women:
· Vaginal or endocervical PCR swab for chlamydia
· Rectal PCR swab for chlamydia if history of anal sex
· First void urine PCR for chlamydia if vaginal or endocervical swabs declined (first pass urine PCR is not as sensitive as self-collected vaginal swab)
· HIV antigen/antibody
· Syphilis EIA (add RPR if prior history of syphilis)
· Hepatitis B surface antibody, surface antigen, core antibody 
· Hepatitis C antibody if HCV risk identified (complete HCV PCR [qualitative] if past resolved infection and continued risk).

Cervical Screening according to National Cervical Screening Guidelines
· Clinician collected Human Papillomavirus (HPV) PCR or co-test for people with a cervix
· Self-collected HPV PCR is available for people aged 30 years plus who have never been screened or are under-screened (greater than 4 years from pap smear) and decline examination.  
· Self-collection HPV PCR should not be offered to: pregnant women, women with possible symptoms of cervical cancer (bleeding, pain, or discharge), women under the age of 30 and women who have had a hysterectomy and a history of High Grade Squamous Intraepithelial (HSIL) of the cervix.

All clients prior to treatment of gonorrhoea:
· Bacterial microscopy, culture and susceptibility (MC&S) swab of all sites identified on PCR (or if the client presents as a contact, of all sites tested by PCR) prior to treatment for gonorrhoea unless antibiotic sensitivity results are already available.

Test of cure, test of reinfection and asymptomatic contacts
Site(s) for testing are determined by site of infection or type of sexual contact:
· PCR swab or first pass urine for chlamydia 
· PCR swab or first pass urine for gonorrhoea
· Swab or urine for mycoplasma genitalium or trichomonas.

Serum BHCG in the following situations:
· Urine hCG is equivocal
· Client is unable to void and has delayed menses for ≥7 days
· Urine hCG negative and delayed menses of ≥ 2 weeks
· Urine hCG negative with signs and symptoms of pregnancy (missed period, sore breasts, nausea and/or vomiting).

Assessment of clients reporting abnormal vaginal discharge:
· Vaginal swab MC&S
· Vaginal swab PCR chlamydia and gonorrhoea
· Vaginal swab PCR mycoplasma genitalium +/- trichomonas if cervicitis and consult with NP/GP. 

Assessment of clients with genital ulceration:
· Swab HSV +/- syphilis PCR depending on risk history and consult with NP/GP re immediate management.

Advice
Even if all test results are negative, use the opportunity to:
· Educate about consent
· Educate about negotiating safe sex, how to use condoms and risk minimisation
· Discuss and address contraception needs
· Offer reminders for regular screening tests e.g., annual chlamydia test
· Discuss need for cervical screening
· Provide contact details for sex worker organisations e.g., the Scarlet Alliance
· Provide referral for follow-up of psychological health and counselling needs
· Vaccinate for Hepatitis A and Hepatitis B if risk and susceptible 
· Consider HPV vaccination if under 30 years.

Medication Standing Orders
· Not applicable. 

References
· Australasian Sexual Health Alliance (ASHA). Australian STI Management Guidelines for use in Primary Care, 2017. Available: Home - Australian STI Management Guidelines
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Condition for Treatment 
Shingles (herpes zoster) is a viral infection of nerve cells that occurs when a latent infection with varicella-zoster virus reactivates because of a decrease in virus-specific cell-mediated immunity. It is uncommon in childhood; incidence and severity increase with age.

Symptoms may include:
· Prodrome (several days before rash) of abnormal sensation (burning, tingling, itch) with possible associated headache, malaise and occasionally fever
· Rash with a dermatomal distribution (usually unilateral). Rash starts out as macules and papules then develop into vesicular lesions.  Dermatomal rashes do NOT cross the body midline
· Pain – associated neuritis can cause intense neuralgic pain over the affected area, especially with trigeminal nerve involvement. Often described as burning, aching or stabbing.

Inclusion criteria:
· Shingles type vesicular rash, pain is tolerable, >72 hours since onset of rash.

Redirect to GP/NP if: 
· Rash < 72 hours old
· Rash > 72 hours old with new lesions continuing to appear
· Fever
· Signs of superimposed infection 
· Pregnant women
· Immunocompromised individuals
· Organ transplant recipients
· Recurrent herpes zoster.

Redirect to ED if:
· Pain unbearable
· Vision disturbance/loss or eye involvement (can discuss case with on-call ophthalmology consultant/registrar at the Canberra Hospital, if unavailable, client to be referred to ED)
· Ipsilateral facial paralysis 
· Ear pain and vesicles in the auditory canal.

Note:
Shingles is a reportable infection. Staff need to complete and fax the Report of Notifiable Condition or Related Death Form to ACT Health Protection Service. The fax number is on the notification form. Disease Surveillance | Health (act.gov.au)

Differentials
· Herpes Simplex
· Contact Dermatitis.

Management/Treatment
· Provide simple analgesia if required
· Dress weeping lesions.

Advice
· Hydration
· Rest
· Paracetamol - consult GP/NP if pain poorly controlled by paracetamol
· Avoid NSAID use in children because of increased risk of severe skin infection
· Wash hands after touching lesions
· Explain that only people who have not had chickenpox or the varicella vaccine can catch chickenpox from a person with shingles
· Avoid contact with people who have not had chickenpox, particularly pregnant women, immunocompromised people, and babies younger than 1 month of age
· Avoid sharing towels and clothes
· Wear loose fitting clothes to reduce irritation
· Cover lesions that are not under clothes while the rash is still weeping
· Avoid use of topical creams and adhesive dressings as they can cause irritation and delay rash healing
· Keep the rash clean and dry to prevent secondary bacterial skin infection.
· Avoid work, school, day care if the rash is weeping and cannot be covered
· The person will remain infectious until all the vesicles have crusted over (usually 5-7 days after onset of rash)
· Seek medical attention if suspicion of secondary skin infection (e.g. cellulitis).

Medication Standing Order
· Paracetamol
· Ibuprofen (adults only).

References
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2. Albrecht, MA & Levin, MJ (2019). Epidemiology, clinical manifestations, and diagnosis of herpes zoster. UpToDate.
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Condition for Treatment 
Acute pharyngitis is characterised by the rapid onset of a sore throat and pharyngeal inflammation (with or without exudate). Viral pharyngitis and tonsillitis are the most common causes of sore throat in clients of all ages and are self-limiting. Viral infection is strongly suggested by the presence of any one of the following clinical features: cough, hoarse voice, conjunctivitis, nasal congestion, anterior stomatitis, viral exanthema, diarrhoea, the absence of fever. 

Streptococcus pyogenes (Group A streptococcus) causes approximately 10% of sore throats in adults and 20% of sore throats in children and is usually self-limiting. Streptococcal pharyngitis and tonsillitis are hard to diagnose based on clinical features alone. The clinical features traditionally associated with streptococcal infection are fever (above 38°C), tender cervical lymphadenopathy, tonsillar exudate, and absence of cough, rhinorrhoea, or nasal congestion. However, even the presence of all four of these features is predictive of streptococcal infection in fewer than 50% of clients. These clinical features are even less predictive in children than in adults.

Pharyngitis/tonsillitis is generally a self-limiting condition, irrespective of whether the cause is viral or bacterial.

Symptoms may include:
· Sore throat, dryness, itching
· Pain on swallowing
· Tonsillar swelling/exudate
· Fever 
· Neck pain.

Inclusion criteria:
· Age ≥14 with complaints of sore throat and availability of appropriate PPE. 

Redirect to GP/NP if:
· Liver or splenic tenderness
· Rash
· Suspected Candida infection
· Pregnant and requires antibiotic management
· Recurrent infection
· Multiple co-morbidities
· Suspected gonorrhoea or chlamydia infection.

Redirect to ED if:
· Unable to swallow water, drooling, persistent vomiting, tachycardia, dehydration
· Stridor/compromised airway compromised due to swelling
· Suspected retropharyngeal, peritonsillar or lateral abscess
· Suspected epiglottitis
· Change in difficulty of breathing with posture
· Muffled voice
· Neck swelling
· Torticollis associated with deep neck space infection
· Severe neck pain
· Respiratory distress
· Signs of sepsis or septic shock.

Differentials
· Epiglottitis
· Peritonsillar abscess
· Retropharyngeal abscess
· Infectious mononucleosis  (EBV)
· Kawasaki disease
· Hand-foot-and-mouth disease
· Scarlett Fever
· Spreading odontogenic infections
· Noninfective causes of sore throat include postnasal drip due to allergic rhinitis and rhinosinusitis, GORD, cigarette smoke, dry air, snoring, tracheal intubation, and medications.

Management/Treatment
Work-up:
· General physical and client observation
· Temperature, heart rate, respiratory rate
· Assess for lymphadenopathy
· Examine that uvula is midline
· Examine the throat for exudate and tonsillar swelling 
· An abdominal examination should be conducted to examine for splenic and hepatic tenderness in conjunction with pharyngitis.

Treatment:
· Symptomatic treatment is all that is required for most cases of pharyngitis/tonsillitis.
· This includes paracetamol or nonsteroidal anti-inflammatory drugs (NSAIDS) to relieve pain and fever; medicated lozenges containing an antiseptic, anti-inflammatory or anaesthetic to relieve throat pain in adults and adolescents.
· Empirical antibiotic therapy is recommended for the following high-risk client groups to prevent nonsuppurative complications of Streptococcus pyogenes infection (e.g. acute rheumatic fever, poststreptococcal glomerulonephritis):
· Clients aged 2 to 25 years from populations with a high incidence of acute rheumatic fever (e.g., Aboriginal and Torres Strait Islander Australians living in rural or remote settings, Māori, and Pacific Islander people)
· Clients of any age with existing rheumatic heart disease
· Clients with scarlet fever.

Note:
Empirical antibiotic therapy is also recommended for clients with severe symptoms of pharyngitis who appear to be on a trajectory towards requiring hospitalisation.

Advice
· While the symptoms of a sore throat are unpleasant, the illness usually resolves spontaneously, and complications rarely occur
· An increased fluid intake and the consumption of nutritious soft food with increased rest may reduce symptom severity
· Gargling with salt water or sucking ice may help to relieve sore throat.
· In Strep. throat, antibiotics shorten the duration of symptoms by less than 1 day, but at day 7 there is no difference in improvement between clients treated with and without antibiotics. This small benefit of antibiotic therapy must be balanced against the potential harms (e.g., diarrhoea, rash or more serious hypersensitivity reactions, bacterial resistance)
· Persons that have had tonsillitis diagnosed 3 or more times in one year should be referred to GP/NP for consideration of ENT referral
· Ask all clients to return to WHS or see their GP if symptoms worsen or do not improve (particularly fever) within a reasonable timeframe (e.g., 3 to 7 days), or if new symptoms develop (e.g., vomiting, dehydration, rigors)
· Clients with a sore throat and a rash or splenic tenderness should be redirected to GP/NP (due to concerns regarding EBV infection)
· Discuss with a prescriber if meets criteria for antibiotics.

Medication Standing Orders
· Paracetamol
· Ibuprofen.
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Condition for Treatment 
Insects such as bees, wasps and hornets cause a sting by injecting venom from a sac attached to a barbed or non-barbed stinger into the skin. Stings are usually immediately painful.

Insects such as mosquitos, bed bugs, fleas, sand flies and horseflies bite the skin and may inject anticoagulant or vasodilator compounds to ensure that blood flows easily. The presence of antigenic components in saliva can lead to local skin, and in rare cases, systemic reactions.
· Usually, the first time a person is bitten by a particular insect, no reaction occurs (unless the saliva contains a directly toxic substance)
· After repeated bites, type IV (cell-mediated or delayed) reactions may develop (8–72 hours later) causing inflamed, itchy maculopapules which persist for several days
· With continued exposure, type 1 (immediate) hypersensitivity (wheal and flare) reactions can occur within 20 minutes of the bite. Occasionally type IV reactions or anaphylaxis can also occur at this stage
· If prolonged exposure to bites occurs, progressive desensitization (eventually without skin reaction) may occur
· Papular urticaria (itchy erythematous papules) is a common reaction to insect bites in children, especially those with atopic dermatitis.

Most insect bite reactions resolve completely within hours, but occasionally can persist for months - for example if tick mouthparts are retained in the skin or if infestations are untreated.

Note:
For anaphylaxis refer to Anaphylactic Reaction CTP.
For cellulitis refer to Uncomplicated Cellulitis CTP.

Complications from insect bites and stings include:
· Local skin trauma
· Allergic reactions:
· Small local reactions — erythema, swelling, itching and pain commonly occur after a bite or sting
· Large local reactions — larger areas of oedema, erythema, and pruritus more than 10cm in diameter
· Systemic reactions — range from mild to life-threatening and include urticaria and angio-oedema; bronchospasm and upper airway obstruction; arrhythmias and coronary artery spasm; hypotension and shock; nausea, vomiting, diarrhoea, abdominal pain and seizures.
· Systemic toxicity - multiple bee or wasp stings can precipitate hypotension, diarrhoea, vomiting, headache, and shock. In children, this may be fatal
· Transmission of infectious disease such as Lyme disease, dengue fever and malaria in recently returned overseas travellers, as well as domestically acquired dengue fever, Barmah Forest virus and Ross River Fever
· Secondary bacterial infection such as cellulitis or impetigo
· Exacerbation of atopic eczema
· Psychological distress from infestations such as bed bugs and scabies
· In rare cases serum sickness, vasculitis, neuritis, encephalitis, and nephrosis have been reported after insect stings.

Symptoms may include:
· Local weals
· Itch of varying intensity
· Pain, redness, swelling
· Systemic signs e.g., urticaria, angioedema, rhinitis, wheezing, abdominal pain, vomiting, dizziness.

Inclusion criteria: 
· Insect and tick bites/stings.

Redirect to GP/NP if:
· Presence of cellulitis
· Inability to remove foreign body material
· Bite/sting to face with no airway risk.

Redirect to ED if:
· Signs of anaphylaxis
· Bite/sting to face/tongue with potential risk to airway
· Cellulitis present with systemic signs.

Differentials
· Skin infection such as abscess, folliculitis or cellulitis
· Skin tumours such as basal cell carcinoma, squamous cell carcinoma and melanoma
· Trauma
· Phytotoxins (plant toxins)
· Contact dermatitis
· Chicken pox
· Urticaria
· Spider bite.

Management/Treatment
· If a stinger is visible in the skin - remove it as quickly as possible by scraping sideways with a clean fingernail (client’s or carer’s), a piece of card or a credit card
· Wash the area of the bite or sting with normal saline
· Apply ice to reduce pain and swelling. Elevate the limb to reduce swelling.
· If the person has a large local reaction, oral antihistamines may be of benefit
· Consider administration of paracetamol for pain relief
· Consider administration of antihistamine to help reduce itch and swelling
· Consider tetanus prophylaxis.

Advice
· Never squeeze a stinger or use tweezers to remove a stinger, as this will cause more venom to go into the skin
· Advise person/parent/carer to consult GP/NP for referral to allergy specialist if a systemic reaction or a large local reaction has occurred
· Advice regarding prevention of secondary infections with good hygiene and avoidance of itching
· If itch is problematic and not responding to calamine or antihistamines (both of which may have limited value), consider GP/NP follow-up for consideration of prescription corticosteroid cream
· Advice regarding signs of infection and to return to the WHS or consult their GP if infection develops
· If bites are thought to be due to infestation with:
· Bedbugs — advise the person to contact pest control services. Pest control is necessary as bedbugs can be difficult to eradicate and insecticide resistance is common
· Fleas — advise the person that flea bites are often associated with contact with domestic pets (especially cats and dogs) and that animals should be examined and treated if necessary. If the person has recently moved to a new house, flea infestations may remain from previous pet owners
· Lice or scabies — advise to seek treatment from local pharmacy.
· Ticks – should be removed ASAP to help reduce risk of paralysis or disease transmission:
· There is a theoretical risk of tick stomach contents and saliva, including toxins, allergens, and pathogens, to be ejected into the bite site through inadvertent squeezing of the tick abdomen. This may lead to increased risk of allergic reaction (including anaphylaxis) and mammalian meat allergy
· Where possible, ticks should be killed prior to removal. For small ticks, permethrin (Lyclear™) cream may be applied. For larger, adult ticks, an ether-containing spray (e.g., Wart-off Freeze™) may be used. The spray can be used with the nozzle held approximately 1cm away from the tick
· 10 minutes after application of Lyclear™ or ether-containing spray, removal of the tick may be attempted using fine-tipped forceps (being very careful not to squeeze the abdomen of the tick). The bite site should then be cleaned with soap and water.
· If the client has a known allergy to ticks, the process for removing the tick (including the killing) should be performed in an ED
· A contraindication to killing a tick prior to removal is if it is located on sensitive skin e.g., eyelids, external ear canal. It may be possible to remove the tick using fine-tipped forceps or specialist tick remover device pulling gently but firmly perpendicular to the skin. In some cases (such as external ear canal), presenting to ED may be necessary.
· Educate regarding use of insect repellents, mosquito coils and screens, and protective clothing if the insects cannot be avoided.
· Advise to attend a community pharmacy to purchase either:
· Loratadine, or 
· Promethazine
· Topical antihistamine. 

Medication Standing Orders
· Paracetamol
· Ibuprofen.
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Condition for Treatment 
A stye is an acute, localised abscess situated on the eyelid. An external stye is situated on the eyelid margin and is caused by infection of an eyelash follicle. An internal stye occurs on the conjunctival surface of the eyelid and represents an infection of a meibomian gland.

Symptoms may include:
· Eyelid redness and swelling
· Eyelid pain
· Pustule on eyelid margin or tarsal conjunctiva.

Inclusion criteria:
· Uncomplicated stye.

Contact Ophthalmology Registrar if: 
· Moderate to severely painful external stye – for consideration of epilating the eyelash from the infected follicle or incising and draining
· Stye is persistent and not responsive to conservative treatment
· Stye has an atypical appearance or recurs in the same location
· Protrusion of eyeball (proptosis)
· Double vision or impairment of eye movement
· Reduced visual acuity
· Reduced light reflexes
· Presence of peri-orbital (preseptal)/orbital (postseptal) cellulitis
· When a full eye examination is not possible.

Redirect to GP/NP for:
· Treatment of any underlying condition such as blepharitis, trichiasis, ectropion or rosacea which may predispose individual to developing stye.

Redirect to ED if:
· Client is systemically unwell
· Central nervous system symptoms such as drowsiness, vomiting, headache, seizure, or cranial nerve lesion.

Differentials
· Meibomian cyst
· Contact dermatitis
· Atopic eczema
· Blepharitis
· Dacryocystitis
· Sebaceous cell carcinoma
· Herpes zoster/simplex
· Orbital (post-septal) cellulitis
· Peri-orbital (pre-septal) cellulitis
· BCC/SCC
· Rosacea
· Melanoma.

Management/Treatment
Work-up:
· Visual acuity should be assessed on all clients presenting with an eye complaint (a stye should not affect visual acuity)
· If indicated by eye pain, the cornea should be examined for abrasions using fluorescein by NP/GP
· Evert the upper eyelid if history suggests a foreign body or stye appears to be internal.

Treatment
· Apply a warm compress to the affected eye for 5-10 minutes. Repeat 3-4 times daily until the stye drains or resolves. Clean flannel rinsed in hot water can be used. Avoid excessively hot compresses which may cause scalding.

Advice
· Reassure client that stye is self-limiting and will rarely cause serious complications. Drainage and resolution tend to occur within 5-7 days
· Do not attempt to puncture the stye (can precipitate peri-orbital [pre-septal] cellulitis)
· Client to see GP/NP about managing stye risk factors (as listed above under ‘Redirect to GP’)
· Suggest paracetamol or ibuprofen to relieve pain if required
· If symptoms become worse or stye does not resolve within the expected timeframe, client to see a GP/NP
· Explain that infection can spread from eyelid margin causing conjunctivitis
· Occasionally an internal stye can develop into a meibomian cyst.

Medication Standing Order
· Paracetamol
· Ibuprofen.
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Back to Table of Contents
	[bookmark: _Toc132122033]Suture/Staple Removal



Condition for Treatment 
Removal of sutures or staples.

Symptoms may include:
· Mild redness +/- crusting around staple/suture insertion sites.

Inclusion criteria: 
· Removal of sutures on uncomplicated wounds.

Redirect to GP/NP if:
· Signs of infection 
· Complex post-surgical wounds
· Eyelid sutures
· Sutures not ready for removal 
· Soluble sutures.

Redirect to ED if:
· Systemically unwell
· Significant wound dehiscence post removal.

Differentials
Not applicable.

Management/Treatment
The timing of suture removal varies depending on the part of the anatomy that has been sutured:
· Eyelids: 3 days
· Face: 2 - 3 days (child); 4 - 5 days (adult)
· Neck: 3 - 4 days
· Scalp: 7 -14 days
· Anterior trunk and upper extremities: 7 days
· Back: 10-14 days  
· Lower extremities: 8 - 10 days.

Advice
· After the stitches or staples are removed, the client should be advised to protect the scar from the sun
· Advise the client to use sunscreen on the area or wear clothes or a hat that covers the scar for up to a year.

Medication Standing Orders
· Not applicable. 
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Condition for Treatment 
Tension headaches are considered a type of primary headache, which means that they are not caused by another medical condition or disorder.  Pain localised to any part of the head, behind the eyes, ears, or in the upper neck.  Tension headache is the most common chronic recurring headache. 
Symptoms may include:
Tension headache lasts between 30 minutes to 7 days:
· Dull, non-pulsatile, usually bilateral, constricting pain often ‘around’ head (not severe)
· Peri cranial tenderness is common
· Frontal and occipital regions are more commonly affected
· Classically worsens as the day progresses
· Usually, short-lived
· Can be either episodic or chronic
· May be exacerbated by being stressed or “too busy”
· May radiate to the neck, with subjective neck stiffness
· Potential to progress to medication overuse headache
· Often sleep fragmentation and disordered sleep hygiene
· Neurological examination is normal
· Symptoms such as photophobia, or mild nausea may be experienced, but no more than one of these during each episode and must be mild
· Unlike migraine, there is no significant nausea, no vomiting, and a lack of significant aggravation by routine physical activity.

Inclusion criteria:
· Headache symptoms consistent with tension-type headache.

Redirect to GP/NP if:
· Headache not responsive to simple analgesia
· Changes in headache with postural changes
· Chronic recurrent headache
· Cluster headache
· Persistent or progressive headache or headache which has changed dramatically
· Headache associated with a substance or its withdrawal
· Pre-existing headache disorder or suspected medication overuse headache
· Current or history of malignancy
· If the client is pregnant and normotensive, but the headache is new or atypical, regardless of gestational age
· If the client is pregnant and new onset or atypical headache in a woman 20/40 or greater gestation with systolic BP >140mmHg or diastolic BP >90mmHg.

Redirect to ED if:
· Headache post recent head trauma – refer to head injury protocol for adults and children
· Headache associated with a loss of consciousness and/or neurologic changes/deficits
· Sudden onset of severe headache
· Headache with associated bilateral shoulder pain/stiffness, hip pain/stiffness, generalised weakness, fatigue, sweats (particularly night) or scalp tenderness
· Most severe headache ever experienced by client or significant difference in character/severity from a client's ‘normal’ headache
· Headache causing severe pain (especially if new onset and age >50)
· Headache with associated fever, photophobia, signs of sepsis, rash or neck stiffness
· Brief episodes of headache precipitated by coughing, straining, exertion or bending over (distinguished from pre-existing headache that is momentarily aggravated by exertion)
· Headache associated with visual disturbances/loss and/or jaw claudication
· [bookmark: _Hlk34401900]Headache that develops within 2-7 days of a lumbar puncture
· Headache associated with a red eye (whether painful or not) and misty vision or haloes, particularly in the context of moving from dark to light environments.

Differentials
· Migraine
· Sinusitis
· Mild systemic infection e.g., influenza
· Otitis media
· Medication overuse or withdrawal headache
· Intracranial neoplasm
· Meningitis
· Raised intracranial pressure
· Subarachnoid/subdural haemorrhage
· Temporal arteritis (AKA giant cell arteritis)/Polymyalgia Rheumatica
· Trigeminal neuralgia
· Acute narrow-angle glaucoma
· Temporomandibular disorder (TMD)
· Idiopathic intracranial hypertension
· Cervicogenic
· Stroke
· Vascular dissection
· Post-concussion headache
· Eclampsia/pre-eclampsia.

Management/Treatment
· All persons presenting with a complaint of a headache should be thoroughly assessed, both physically and via an extensive history, to minimise the risk of more serious pathologic conditions being overlooked
· The primary management of an uncomplicated, gradual onset headache should be based on the identification and minimisation of trigger factors associated with the client’s headache
· Simple analgesia should be administered to aid in the resolution of the uncomplicated headache
· Ensure adequate hydration and rest.

Note:
If the client is pregnant and <20/40 gestation with a systolic BP >140mmHg, diastolic BP >90mmHg or the headache is new or atypical contact antenatal services for advice or redirect to ED.

Advice
· Take simple analgesia. Aspirin should be avoided in children under the age of 16 years because of its rare association with Reye’s syndrome
· Start taking analgesic medicine at the earliest sign of an attack
· Advise client that any substantial changes in the characteristics of their headache should be review by a GP/NP
· Medication overuse headache can result if taking NSAIDs/paracetamol too frequently i.e., on 15 or more days per month. For clients with tension headaches triggered by stress, advise about the importance of regular mealtimes, adequate hydration, and avoidance of caffeine, a regular sleep pattern and exercise
· For tension headaches, acupuncture may be effective but at least 6 sessions are needed
· Physiotherapy and general aerobic exercise can help with tension type headaches.

Medication Standing Orders
· Paracetamol
· Ibuprofen.
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Condition for Treatment 
Cellulitis is an acute bacterial infection of the dermis and subcutaneous tissue. Oral antibiotic therapy is adequate when the person with cellulitis has no systemic signs or symptoms of infection and no uncontrolled co-morbidity that may complicate treatment.

Streptococcus pyogenes and other Streptococcus species (e.g., group B, C or G) are the most common cause of non-purulent, recurrent cellulitis (e.g., associated with lymphoedema) or spontaneous, rapidly spreading cellulitis. Routine skin swabs are not necessary for non-purulent cellulitis.

Many conditions present similarly to cellulitis; always consider differential diagnoses.

Symptoms may include:
· Acute onset of red, painful, hot, swollen, and tender skin
· Skin breach
· Fever, malaise, nausea, and rigors may accompany or precede the skin changes
· Unilateral presentation – cellulitis of both limbs is less common.

Redirect to GP/NP:
· All clients to be reviewed by GP/NP.

Redirect to ED if:
· Client is systemically unwell: tachycardic, tachypnoeic, hypotensive, vomiting, ≥ 38⁰C temperature, or is confused
· Circumferential cellulitis or threat to limb due to vascular compromise
· Presence of severe (extensive) cellulitis; myositis, fasciitis, or osteomyelitis
· Suspected collection or abscess requiring surgical drainage 
· Presence of orbital cellulitis.

Differentials
· Large local reaction
· Acute gout
· Thrombophlebitis
· Deep vein thrombosis
· Stasis dermatitis/eczema/vasculitis
· Acute contact dermatitis
· Septic arthritis/bursitis
· Lipodermatosclerosis
· Erythema nodosum
· Pyoderma gangrenosum.

Management/Treatment
Workup:
· Take vital signs and assess for tracking and lymphadenopathy
· Examine for tinea/intertrigo/maceration and advise on treatment if necessary
· For future comparison, draw around the extent of the erythema with a marker pen
· Do not perform routine swabs from intact skin.

Treatment
· Antibiotic therapy is indicated for the treatment of cellulitis. Discuss with a prescriber.
· Dressing may be required; refer to WHS Wound Dressing CTP
· Paracetamol/ibuprofen as necessary for pain
· Consider ADT status and vaccinate if appropriate.

Advice
· Discuss with a prescriber 
· If systemic signs develop or the condition deteriorates despite treatment (i.e., fever, vomiting, rigors) client should present to ED
· There may be an increase in redness in the first 24-48 hours of treatment
· Paracetamol and/or ibuprofen for pain management
· Follow up with GP/NP after completing 48 hrs of antibiotic treatment, or earlier if deterioration in condition
· Elevate the limb for comfort (if applicable)
· Drink adequate fluids to prevent dehydration
· Avoid compression garments during acute phase.

Medication Standing Order
· Paracetamol
· Ibuprofen
· Boostrix®, if indicated.
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Condition for Treatment
COVID-19 is a contagious respiratory illness caused by severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2). Due to likelihood of clients with undifferentiated respiratory infections presenting to primary health care services, all clients presenting with URTI/Lower Respiratory Tract Infection (LRTI) to WHS will be managed for suspected COVID-19.

The clinical spectrum of COVID-19 ranges from asymptomatic infection to severe pneumonia with respiratory failure and septic shock. Many people experience mild disease with non-specific signs and symptoms of acute respiratory illness.

Approximately 80% of infected persons will recover without requiring treatment. Approximately 1 out of every 6 people with COVID-19 become seriously ill and develop difficulty breathing.  Existing literature regarding SARS-CoV-2 and other coronaviruses (e.g. MERS-CoV, SARS-CoV) suggest that the incubation period is around 7 days but may range from 2–14 days.

Note:
If COVID-19 testing has not been performed and they meet the current criteria, complete the recommended testing for confirmation. If undertaking a respiratory assessment, then the clinician must use appropriate PPE as per the COVID-19 Personal Protective Equipment COVID/005 on the CHS Policy Register.

Symptoms may include (but not limited to): 
· Fever
· Dry cough
· Runny nose/nasal congestion
· Sore throat
· Myalgia/arthralgia
· Tiredness and fatigue
· Diarrhoea/nausea/vomiting/loss of appetite 
· Sudden onset of loss of smell/loss of taste 
· Headache.

Inclusion criteria:
· Age ≥ 14 with undifferentiated respiratory tract symptoms or acute febrile illnesses. 

Exclusion Criteria 
· Confirmed COVID-19 cases. 

Redirect for COVID-19 testing as per latest information available on ACT Health COVID-19 website.

Redirect to ED via ambulance if signs or symptoms of high-risk fever illness are present:
(If oxygen is required, provide via nasal prongs (at 4L/min maximum) under N95 mask or via Hudson mask if higher O2 is warranted; alert ACTAS of possible &/or confirmed COVID-19 diagnosis).

· Pale/mottled/ashen/blue skin, lips, or tongue
· Unresponsive, floppy or only responds to pain
· Respiratory distress
· Tachypnoea with accessory respiratory muscle use
· Mastoid tenderness - may indicate mastoiditis
· Seizures
· Non-blanching rash with or without neck stiffness, photophobia
· Client’s airway is compromised
· Sp02 ≤ 93% (unless known/documented low SpO2, e.g., COPD on home O2)
· Persistent pain or pressure in the chest
· New confusion
· Inability to wake of stay awake.

Please see Appendix 2 for categorising clients with COVID-19 symptoms. 

Differentials
May include but not limited to:
· Common cold (viral URTI) 
· Influenza/parainfluenza 
· Tonsillitis/pharyngitis (Streptococcal) 
· Acute/chronic sinusitis 
· Acute otitis media 
· Bronchitis 
· Pneumonia (bacterial/viral) 
· Allergic rhinitis (hay fever)
· Infectious mononucleosis
· Pertussis 
· Exacerbation asthma/COPD 
· COVID-19. 

Management/Treatment
Clients who meet the current case definition for COVID-19 as outlined by the Chief Health Officer (CHO) should be tested for COVID-19. 

Swabbing for COVID-19 is contraindicated in all persons who present with the following:
· Signs of airway obstruction or airway malformation (including but not limited to croup)
· Mucositis, bleeding disorders or low platelet count
· Recent facial trauma or facial surgery 
· Any person with signs of respiratory distress in which the procedure is likely to be detrimental to their ability to maintain their airway or respiratory efforts.

At all times staff personal safety and limitation to exposure to droplet and aerosol pathogens must be considered prior to assessment. Please ensure:
· The client has an appropriately fitted surgical mask prior to entering the room and before a clinician undertakes an examination  
· The number of people in the room is limited to those that are required in the room only
· The client is seated at least 1.5 metre from the workstation or equipment that cannot be moved or cleaned easily 
· The room has minimal equipment to reduce risk of contamination of surfaces.

If respiratory assessment is deemed to be required, please consider limitations of exposure and need for examination. 
[bookmark: _Hlk47682076]
In addition:
· Where possible avoid procedures that are high risk and increase the risk of aerosolization, such as:
· Throat examination
· Manoeuvres that induce coughing (e.g., ear examinations, deep breathing)
· Any procedure which requires the client to remove their face mask.
· Only perform such exams if a high level of clinical suspicion of other serious underlying pathology (e.g., foreign body in airway). Clinical discretion is the final decider regarding examination
· To further reduce risks, aim to examine the client from behind where possible (e.g., cervical lymph node assessment) 
· Treat client under current CTPs and primarily based on symptoms, using clinical tools such as CENTOR Score for Strep Pharyngitis or the fever/pain score (providing automatic 1+ for tonsil swelling/exudate) 
· The decision to monitor a patient in the inpatient or outpatient setting should be made on a case-by-case basis
· If salbutamol inhaler is required, ensure that a) a spacer is used, b) the clinician is wearing a mask and protective eyewear (i.e., plastic glasses or face shield) and c) the clinician distances themselves from the client (1.5-2m away). 

Advice
· Isolation – as per ACT Health Policy available at CHS HUB or ACT Health Web Site 
· Rest
· Oral Rehydration
· Paracetamol for comfort
· Treatment advice as per relevant CTP
· Review by GP/NP as soon as possible if symptoms progress. If COVID positive advise patient follow recommendations as per ACT Health COVID-19 website 
· If symptoms progress to severe attend your closest Emergency Department via ambulance only if necessary.

Medication Standing Order
· Paracetamol.

References
· World Health Organization https://www.who.int/news-room/q-a-detail/q-a-coronaviruses
· BMJ Best Practice – Coronavirus Disease 2019
· CDC – Coronavirus 2019 (COVID-19)
· Handbook of COVID-19 Prevention and Treatment – the first affiliated hospital, Zhejiang University School of Medicine 2020
· UpToDate - Coronavirus disease 2019 (COVID-19): Epidemiology, virology, clinical features, diagnosis, and prevention http://www.uptodate.com/contents/coronavirus-disease-2019-covid-19-epidemiology-virology-clinical-features-diagnosis-and-prevention?search=covid&source=search_result&selectedTitle=1~150&usage_type=default&display_rank=1
· Primary Care and Community Respiratory Resource pack for use during COVID-19 – NHS London - https://www.pathway.org.uk/wp-content/uploads/Primary-Care-and-Community-Respiratory-Resource-Pack-during-COVID-19.pdf
· https://healthhub.act.gov.au/sites/default/files/2020-04/ACTGOVPPEPoster_310320_A3Web.pdf


Appendix 2 - Categorising Clients with COVID-19 Symptoms
General symptoms:  Fever, tiredness, dry cough, aches and pains, fatigue, nasal congestion, runny nose, sore throat, diarrhoea. Pre-existing lung conditions or comorbidities may impact on the assessment Assess severity using the below symptoms as a guide only (may include some or all the symptoms listed under each category)

	COVID-19

	Severity
	Mild 
	Moderate 
	Severe 
	Life threatening 

	Symptoms 
	General Symptoms as listed above
	In addition to mild symptoms
	In addition to moderate symptoms
	In addition to severe symptoms

	Speech
	Speaking in full sentences
	Partial sentences/phrases
	Speaking in words only
	Unable to speak

	Breathing
	Nil/minimal distress
	Breathlessness with activity /occasionally at rest
	SOB at rest or minimal exertion
	Severe respiratory distress 

	Colour
	Normal colour
	Mildly pale 
	Pallor/grey
	Cyanosis 

	Mobility 

	Mostly normal
	Dizzy/fainting on walking
	Very Limited
	Unable to mobilise

	Headache
	Mild headache
	Severe headache
	Severe headache 
	May not be able to determine 

	Urine Output 
	Normal
	Not passing urine
	Not passing urine
	May not be able to determine 

	Other 
	
	Chest tightness/wheezy
	New onset confusion/reduced level of consciousness
	Altered level of consciousness/ new onset confusion 
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Condition for Treatment 
Varicella (chickenpox) is a highly contagious exanthem caused by the varicella zoster virus. It is transmitted via airborne droplets, and direct contact with fluid in blisters or nasopharyngeal secretions, it is usually self-limiting, however complications can be life threatening. 

Symptoms may include:
· Prodromal period of fever, malaise, sore throat, loss of appetite
· Diffuse, itchy rash which starts as macules, then evolves into papules, eventually vesicles, and possibly pustules. Some lesions may be crusted over
· In vaccinated people, the symptoms are generally milder (i.e., less fever and fewer lesions) and the rash is more likely to be atypical (e.g., maculopapular).

Inclusion criteria:
· Clients ≥ 14 years with uncomplicated varicella.

Redirect to GP/NP if: 
· Pregnant women - urgent obstetric consultation is essential for pregnant women with varicella
· Immunocompetent nonpregnant adults – GP/NP may consider treatment if it can be started within 36 hours of the onset of rash
· Immunocompromised clients
· Unvaccinated clients
· People with severe disease
· Client in close contact with people who are pregnant, immunocompromised or neonates who may require post-exposure prophylaxis such as zoster immunoglobulin (ZIG)
· Client in close contact with non-immune immunocompetent people who may benefit from post-exposure prophylaxis such as measles, mumps, rubella vaccine.

Notify Ophthalmology Registrar if:
· Vesicular involvement of the eye/cornea.

Redirect to ED if (notify ED of need for airborne precautions): 
· Client presents with a complicated varicella infection and is showing signs of respiratory distress or dehydration.

Note:
Varicella is a reportable infection. Staff need to complete a REPORT OF NOTIFIABLE CONDITION OR RELATED DEATH FORM and send to Communicable Disease Control via fax, email or internal mail.

Differentials
· Herpes Zoster infection (shingles)
· Herpes simplex virus infection 
· Hand, foot and mouth disease
· Impetigo
· Scabies
· Stevens-Johnson syndrome/toxic epidermal necrolysis
· Monkeypox.

Management/Treatment
· If you have a client who you suspect has chicken pox, it is important to isolate them immediately in a single room with the door closed.

	Note:
Only staff who have documented immunity to chicken pox should care for clients with varicella.



· Airborne and contact precautions should be maintained within the room and the client should wear a mask, especially when exiting the room or during transportation
· Antiviral treatment is recommended for pregnant women and children with severe eczema. It can be started within 72 hours of the onset of rash – refer to GP/obstetrician
· Hydration is important, particularly in toddlers and children with fever
· Antihistamines may provide some relief from itching
· Clean the room thoroughly after completion of the consult
· Notify Infection Prevention and Control on 512 42512 if hospital admission likely.

Advice
· Varicella is infectious from 1–2 days before the rash appears until the vesicles are dry or have crusted over. Affected people should not go to work, school, or childcare until all the lesions have crusted over (usually about 5 days after the onset of the rash)
· Transmission is by airborne particles, personal contact or droplet spread, with an incubation period of 1–3 weeks
· Close contacts from 48 hours before the onset of rash should be notified as they may have been exposed to the virus. This is especially important with contacts who are pregnant, neonates or immunocompromised as they are at higher risk of severe disease and complications and may require ZIG to prevent or ameliorate infection
· If varicella vaccine is not contraindicated, it can be offered to non-immune age-eligible children and adults who have had a significant exposure to varicella or herpes zoster and want protection against primary infection with varicella. For post-exposure vaccination, people should receive varicella vaccine within 5 days after exposure, and preferably within 3 days
· Itch may be exacerbated by dry skin so use emollients and soap-free cleansers
· Itch may be exacerbated by heat exposure so wear light clothing and avoid hot baths and showers
· Don’t scratch - fingernails should be cut short to help avoid excoriation from scratching and secondary bacterial infection - use mittens/gloves in young children
· Paracetamol may be used to treat fever
· Salicylates should be avoided. Aspirin has been associated with the onset of Reye’s syndrome in the presence of viral infection
· NSAIDs should be avoided in children due to possible increased risk of group A Streptococcal (GAS) superinfection
· Once the infection has subsided, the virus persists in sensory nerve root ganglia. Years or decades later, it can reactivate and cause herpes zoster (shingles)
· It is possible to develop chickenpox after exposure to a person with shingles, but it is not possible to develop shingles from exposure to a person with chickenpox
· Advise to attend a community pharmacy to purchase oral antihistamine.

Medication Standing Orders
· Paracetamol.

References
1. Albrecht, MA (2019). Clinical features of varicella-zoster virus infection: Chickenpox. UpToDate.
2. Albrecht, M. (2019). Treatment of varicella (chickenpox) infection. UpToDate. 
3. British Medical Journal Best Practice. (2019). Acute varicella Zoster.
4. eTG (2019). Chickenpox.
5. Fazio, S. & Yosipovitch, G. (2019). Pruritus: Overview of management. UpToDate. 
6. National Institute for Health and Care Excellence: Clinical Knowledge Summaries. (2018). Chickenpox. 
7. 
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Condition for Treatment 
Vulvovaginal Candidiasis (also known as thrush) is very common (80% of women will experience an episode of thrush) and is due to an overgrowth of the normal yeast found in the GI tract and vagina known as Candida albicans. 

Candida albicans is the primary candida species, however other candida species may occur.  Candida species can be a normal flora in the vagina and therefore treatment is not indicated if asymptomatic.  Candida can be sexually transmitted but is not considered an STI.  It can also arise spontaneously or secondary to disturbance of vaginal flora e.g., antibiotic therapy.

Symptoms in women may include: 
White ‘curd like’ vaginal discharge although discharge can appear normal
Genital/vulval itch, discomfort
Superficial dyspareunia
External dysuria
Excoriation, erythema, fissures, swelling of external genitalia.

Inclusion criteria:
Clients ≥16 years presenting with candidiasis-like symptoms.

Redirect to GP/NP if:
· Age <16
· Recurrent Candida albicans (4 or more episodes in a 12-month period)
· Woman with underlying chronic health issues (e.g., immunosuppression, diabetes) and recurrent episodes of thrush
· Candida glabrata
· Client is pregnant
· Allergy to clotrimazole cream
· Malodorous vaginal discharge
· Presence of genital warts/lesions, sores or suspected STI
· Post-menopausal women who are on Menopausal Hormone Therapy
· Severe genital discomfort.

Diagnosis
· High vaginal swab or self-collected vaginal swab for microscopy and culture
· Exclude HIV infection and diabetes if recurrent and severe symptoms.

Differentials
· STI – HSV, Trichomoniasis
· Bacterial Vaginosis
· Cystitis
· Vulvovaginal dermatitis (atopic/contact) or psoriasis
· Lichen planus; lichen sclerosus
· Vaginal foreign body.

Management/Treatment
· OTC treatment can be obtained at a pharmacy: Clotrimazole 10% vaginal cream

	Note:
It is recommended in Therapeutic Guidelines (eTG) that:
Before starting treatment, take a swab to confirm the diagnosis and determine the species of Candida. A swab taken after antifungal treatment may be falsely negative for some time, even though the client still has symptoms. When a client has already used an over-the-counter treatment, this complicates assessment in primary care.



Advice
· Intravaginal and oral azoles have a similar efficacy
· Some intravaginal preparations for the management of vulvovaginal candidiasis may cause skin irritation
· The addition of hydrocortisone 1% cream to external genitalia, may provide symptomatic relief
· Oral azoles cannot be used in pregnancy
· No evidence that specific diets, or use of probiotics influence recurrence of candidiasis
· Avoid local irritants e.g., soaps, bath oils, body washes, bubble baths, spermicides, vaginal lubricants, vaginal hygiene products
· Latex condoms, diaphragms and cervical caps can be damaged by antifungal vaginal creams 
· Male sexual partners only require treatment if symptomatic
· Females should be advised to wipe from front to back to prevent faecal contamination of the vagina
· Contact tracing is not required
· Follow-up for uncomplicated infection is not indicated
· Advise to attend a community pharmacy to purchase clotrimazole 10% vaginal cream.

Medication Standing Orders
· Paracetamol
· Ibuprofen.

References
1. Australian Medicines Handbook. (2019).  Retrieved from https://amhonline.amh.net.au/
2. Australasian Sexual Health Alliance (ASHA). Australian STI Management Guidelines for use in Primary Care, 2017. Available: Home - Australian STI Management Guidelines
3. Drummond, C (2011), Australian Family Physician Vol. 40, No.7
4. National Health Service Institute for Innovation and Improvement: Clinical Knowledge Summaries. (2017). Candida – female genital.
5. Therapeutic Guidelines. (2019). Candida Vulvovaginitis in women. Retrieved from https://tgldcdp.tg.org.au/viewTopic?etgAccess=true&guidelinePage=Dermatology&topicfile=anogenital-skin-conditions&guidelineName=Dermatology&sectionId=toc_d1e247#toc_d1e247
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Condition for Treatment 
Loss of skin integrity through trauma or surgery causes an immediate healing response. Wound healing is a complex sequence of events that can be broadly divided into two stages: haemostasis, and tissue repair and regeneration.

An acute wound is any surgical wound that heals by primary intention or any traumatic or surgical wound that heals by secondary intention and proceeds through an orderly and timely reparative process that results in sustained restoration of anatomical integrity.

Chronic wounds occur when the reparative process does not proceed through an orderly and timely process and anticipated healing is complicated and delayed by intrinsic and extrinsic factors that impact on the person, their wound or environment.

The aim of wound care is to achieve healing without infection, scaring or deformity. Both general and specific guidance for wound management can be obtained from the Wound Prevention and Management procedure CHS19/089.

Symptoms may include:
· Pain
· Bleeding
· Skin or tissue loss
· Exudate
· Change to function and/or sensation.

Inclusion criteria: 
· Wounds that are new or have been managed elsewhere and have no arranged follow up
· Wounds that require a dressing change in the absence of complications or infection.

Redirect to GP/NP if:
· Wound is infected and/or symptomatic of infection, e.g., febrile, redness, swelling, increase exudate and odour, increased pain
· Evidence of cellulitis
· Sutures in post-operative wounds with complications
· Heavily exudating wounds.

Redirect to ED if:
· Any neurovascular compromise/uncontrolled bleeding
· Can visualise or are suspicious of any injury to tendon, ligament, or deeper structure
· Concern about wound to hand or face
· Cellulitis with systemic signs
· Complex laceration
· Immunocompromised client, systemically unwell with wound and/or infection 
· Open fractures, exposed tendons, bones, muscles
· Visible prosthesis
· Necrotic tissue requiring surgical debridement.

Differentials
· Acute or chronic 
· Skin tear (refer to CHS Skin Tear protocol)
· Leg ulceration
· Diabetic foot ulceration
· Pressure injury (refer to CHS Pressure Injury Prevention and Management CHHS17/008)
· Malignant wound 
· Skin lesion
· Dermatological condition 
· Laceration/abrasion/avulsion
· Burn
· Bite – human/animal
· Surgical
· Cellulitis
· Inflammatory conditions.

Management/Treatment
· Take client’s history (including allergy status) and confirm whether condition is appropriate for the APN scope
· Explain procedure to client
· Obtain verbal consent and document
· Assemble equipment, using universal precautions
· Remove old dressing (may require soaking)
· Assess wound bed and surrounding skin using TIME principles for assessment prior to dressing wounds: Tissue; Infection or Inflammation; Moisture/exudate; Edges 
· Cleanse with normal saline to remove any debris and contaminants
· If there is dirt, grass, or contamination, running tap water is very effective
· Apply appropriate wound and skin product
· Superficial grazes/cuts and clean dry areas may be left open
· Refer to CHS Wound Management policy for management of wound types such as skin grafts, cavity wounds, skin tears, leg ulcers, pressure injuries and incontinence associated dermatitis
· Document assessment and management of wound in clinical record (CHS Wound Assessment and Management Plan may be utilised and uploaded onto the Clinical Client Folder)
· Consider photographing wound for progress assessment. This may be performed by the client using their personal smart phone. A WHS camera/smart phone device may also be used in accordance with CHS policy.
· Discuss management strategies for wound prevention/minimisation where appropriate, for example application of emollient to skin twice daily reduces risk of skin tears by 50%.
· Determine if ADT indicated.

Advice
· Give appropriate wound care advice/wound information sheet
· Arrange follow up with Community Nursing (CHI – 5124 9977), My Aged Care, GP Nurse.

Medication Standing Orders
· ADT immunisation if indicated
· Paracetamol. 

References
1. Armstrong, D. & Meyr, A. (2019). Basic principles of wound management. UpToDate. Retrieved from https://www.uptodate.com/contents/basic-principles-of-wound-management?search=wound%20management&source=search_result&selectedTitle=1~150&usage_type=default&display_rank=1
2. CliniMed. (n.d.). What is a wound? Retrieved from https://www.clinimed.co.uk/wound-care/wound-essentials/what-is-a-wound
3. Primary Clinical Care Manual (10th edition). (2019). Acute wound.  RFDS/QLD Government.
4. Basic principles of wound management Basic principles of wound management Basic principles of wound managementTherapeutic Guidelines. (2019).  Retrieved from https://tgldcdp.tg.org.au/ 
5. Wound Care Australia. (2019).
6. Carville K Wound Care Manual. Silver chain Foundation. Western Australia. 2012.
7. Wound Australia Standards for wound prevention and management, 3rd edition Cambridge Media: Osborne Park. WA.
8. CHS Wound Prevention and Management Procedure CHS19/089
9. CHS Pressure Injury Prevention and Management procedure CHHS17/008.
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· Clients presenting for treatment to the WHS APN will receive safe, effective and evidence-based care
· The service provides improved access to evidence based free primary health care
· Clients’ health care needs will be met in a service setting that best meets their needs

Measures
· The Clinical Treatment Protocols (CTPs) will be reviewed every 3 years to ensure each clinical treatment protocol to be kept updated and is evidenced based. This review period will align with the WHS APN Medication Standing Orders.
· WHS Staff Specialist(s) will review and endorse CTPs as part of policy governance process
· The WHS Nurse Practitioner, in collaboration with the WHS Staff Specialist(s), will review evidence on the CTPs that guide the APN
· Incidents and consumer feedback will be reviewed yearly to ensure compliance with and impact of this document.
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Policies
Nursing and Midwifery Board of Australia (NMBA) Requirements for Practice 
Informed Consent – Clinical 
Partnering with Consumers.

Procedures
Pathology Point-of-Care Testing (POCT)
Blood Glucose & Ketone Point-of-care Testing
Intimate Body Care and/or Examination of Clients/Clients by Health Care Workers.

Guidelines 
Health information Sheets – Development and Review 
Management of Anaphylaxis in Adults and Children
Diabetes Management: Including Hypoglycaemia, IV Insulin Infusions and Insulin Pumps (Adults only)
Communicable Diseases Network of Australia: National Guidelines for Public Health Units, Australian Government Department of Health
eTG Complete – Therapeutic Guidelines
National Institute for Health and Care Excellence: Clinical Knowledge Summaries

Medication Standing Orders
Women’s Health Service: Medication standing orders.

Legislation
· Health Records (Privacy and Access) Act 1997
· Human Rights Act 2004
· Work Health and Safety Act 2011 
· Carers Recognition Act 2021

Other
•      Australian Charter of Healthcare Rights
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Women’s Health Service Advanced Practice Nurse Clinical Treatment Protocols, Women’s Health Service, WHS, CTPs, Advanced Practice Nurse.
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Contained within the body of the package. There are a total of two Appendices which can be found at the end of each of the following CTPs:
· Gastroenteritis – Acute Infectious Diarrhoea
· Undifferentiated Respiratory Tract Infections Management during the COVID-19 pandemic. 



Disclaimer: This document has been developed by Canberra Health Services specifically for its own use.  Use of this document and any reliance on the information contained therein by any third party is at his or her own risk and Canberra Health Services assumes no responsibility whatsoever.
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