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Abstract

Background

The primary care sector represents the linchpin of many hegéitems. However, th
translation of evidence-based practices into patient care carffibaltliparticularly during
healthcare reform. This can have significant implications faepts, their communities, af

the public purse. This is aptly demonstrated in the area of sexuikl. Adgee aim of this pape

is to determine what works to facilitate evidence-based séeadihcare within the prima
care sector.

Methods

431 clinicians (214 general practitioners and 217 practice nursdsgvin South Waleg
Australia, were surveyed about their awareness, their use, tbeiveer impact, and th
factors that hindered the use of six resources to promote sesakhcare. Descriptiy
statistics were calculated from the responses to the ctasgdy items, while responses
open-ended item were thematically analyzed.

Results

All six resources were reported to improve the delivery of evieldrased sexual healthcg
Two resources — both double-sided A4-placards — had the greaidstare use. Barrie
that hindered resource-use included limited time, limited perdeieed, and limited acceg
to, or familiarity with the resources. Furthermore, the reumgdion of the primary caf
sector and the removal of particular medical benefits schemes iteay have hamper
clinician capacity to translate evidence-based practices into patient car

Conclusions

Findings reveal: (1) the translation of evidence-based practtespatient care is viab
despite reform; (2) the potential value of a multi-modal approg)hthe dissemination ¢
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relatively inexpensive resources might influence clinical prasti and (4) reforms



governance and/or funding arrangements may widen the void between evidesed
practices and patient care.

Keywords

Knowledge translation, Healthcare reform, Evidence-based practice, ydarar Sexual
healthcare

Background

Internationally, health systems with a stronger primary catos are relatively more
effective and efficient, and generate better patient outcomesHis] is particularly important
given contemporary challenges — like ‘increased rates of chemdcpreventable disease,
new treatments becoming available and rising health care costs’ ] 1par

For these (and perhaps other) reasons, many Western governraeat&rndeavored to
reform, and ultimately strengthen their nation’s primary sator [3-7]. They have vied for
ways to improve the organization, management, and delivery of heelfl8¢aFor instance,
Australia is currently witnessing ‘the single biggest headfborm in a quarter of a century’
[9], p. 2, the essence of which is healthcare that is ‘funded nayi@mrallrun locally’ [10], p.
25. Towards this aim, the national government is working with state tamdory
governments to reinforce the primary care sector as the linchpie dlealth system [11,12].
This is epitomized by the establishment of Medicare Localedependent primary care
organizations with a mandate to provide locally-responsive, planned, and nebeddi
primary care services. Since 2011, 61 Medicare Locals have bediisbsth across
Australia, all of which aim to: improve the patient journey by ttgvag integrated and
coordinated services; support clinicians and other practitioners poove patient care;
address local health needs; ensure the effective implementfgoimary care initiatives; as
well as ensure efficiency and accountability [13]. This broadsitrof the primary care
sector — whereby health promotion, prevention, and early intervenggrarided in tandem
with treatment and disease management — is expected redutaliAgshospital-centric
health system.

Prior to these current healthcare reforms, Australia wigtessany others [14-19]. The
nation’s relatively short and recent history includes the estabdéiat of the Hospitals and
Health Services Commission and the Health Insurance Commissioa 1970s, which were
accompanied by the introduction of Medibank — the government-owned phealéh
insurer. This history also includes the launch of Medicare in the 1980aniversal health
insurance scheme to make healthcare affordable for all Aasisak-ollowing the turn of the
century, Medical Indemnity Acts were introduced to curb the nmsenegligence and
malpractice claims — furthermore, Medicare Australiss ilermed to increase access to
multidisciplinary health services coordinated by general piautits (GPs), particularly for
people with complex or chronic conditions. Given its rate of recugtahenight be argued
that healthcare reform is now routine [20].

As an exercise in change — euphemisms for which include recagjanizrationalization, and
restructuring [20] — healthcare reform is likely to be assediatith volatility and instability
[21,22]. This includes uncertainty [23-25], diminished morale [26,27], and stafduer

[28]. Such an environment may distract healthcare organizationstfreimcore business



[29-31] including the delivery of quality healthcare through the olevidence-based
practices.

Optimizing clinician use of evidence-based practice represesignificant challenge within
healthcare services [32] — this includes primary care. One dteyessues within primary
care is to effectively and efficiently translate evidefroen empirical research into patient
care [33-36]. Although research focused solely on primary cammited, research suggests
that clinician use of evidence-based practice is problematic [3F88]instance, a recent
Australian study concluded that the delivery of evidence-basedicéess than ideal. The
authors stated, ‘Compliance with indicators of appropriate care at conlgiwiel ranged from
13%... for alcohol dependence to 90%... for coronary artery disease... Althoughnébe
pockets of excellence... the consistent delivery of appropriate eadsmmprovement’ [39],
p. 100.

There are a myriad of reasons that contribute to this ‘qualitynchi@0-42] — these include
doctor-related, patient-related, and organizational factors. Fangestin Australia following

a cluster randomized controlled trial on chlamydia screeningnargkpractice, Bowden and
colleagues [43] concluded that limited time, limited clinician urtdeding of associated
benefits, and clinician concern about broaching sexual health wigmfsakindered clinician

capacity to deliver evidence-based sexual healthcare.

The limited use of evidence-based practice has significaméequences for patients, their
communities, and the public purse [41]. This is largely because eeibased practice is

said to enhance quality patient care (at least at the individual) and optimize the

allocation of limited resources [44-46]. This might partly explaimrent government and

academic interest in knowledge translation [47].

Despite the myriad of terms coined to refer to knowledge &aosl— including research
utilization, implementation, dissemination, and diffusion, among others-[¢#&} term might
be understood as ‘any activity or process that facilitategadnefer of high-quality evidence
from research into effective changes in health policy, clipcactice, or products’ [49].
Although the ultimate aim of knowledge translation is to use (ngafutable evidence to
improve patient care, this translatiomagslation being the operative word) is a complex,
dynamic, and an evolving process [50]. To facilitate this proeHestively and efficiently,
international scholars have called for broad approaches [47] and innornatheds [51],
lessons for which might be garnered from extant research. Randes a comprehensive
review of extant literature suggests that most methods to heipiahs and practitioners to
adopt evidence-based practices have the capacity to effect chaogever, robust evidence
of their effectiveness (and methods of action) is lacking [45hoAlgh the evidence for
effective methods remains inconclusive, it does not suggest thatupartmethods be
discontinued [52]. Rather, there are ‘no “magic bullets” for improvirgquality of health
care’ [53], p. 1423. Bridging the divide between evidence-based praciicpatient care
appears to require a multimodal approach. As Grol and Grimshawudedg!‘Different
types of changes seem to need discrete types of interventiorsearale so far shows that
none of the approaches is superior for all changes in all siigative probably need them
all’ [54], pp. 1227-1229. Therefore, different methods are likely to beremjtor different
audiences, for different purposes, and at different times —nblisdes times of significant
organizational change.



To better understand what works when facilitating knowledge ttamsla- particularly
during a time of considerable healthcare reform [55] — this gtuelyents findings from a
recent survey of GPs and practice nurses (PNs) in Austkaia ¢heir awareness, their use,
the perceived impact, and the factors that hindered the usereksixrces to promote sexual
healthcare. Sexual healthcare in the Australian primary eatersconstitutes an appropriate
context for three key reasons. First, despite the prevalence xahllye transmissible
infections [56-59], the delivery of sexual healthcare is lidyitgarticularly within primary
care [60-63]. This can have serious implications as some STlgrasynptomatic and have
long-term effects if left untreated [64,65]. Second, the Australiamaoy care sector is
experiencing significant reform, the aim of which is to ‘shift temtre of gravity of the
health system from hospitals to primary health care’ [66], p. XdThrimary care clinicians
are being called to alleviate the strain on public sexual theéitics [67]. As stated in a
government sexual health strategy, ‘The size of some priority @q@uigroups is such that a
strategic objective for specialist clinics and Area-basedaddxealth programs must be to
work with general practice to reduce barriers to access’ 68, These three reasons lend
sexual healthcare in the Australian primary care sectomagppropriate context for this
study.

GP Project

The New South Wales (NSW) Sexually Transmissible InfectiagrBms Unit (STIPU)
developed and deployed the GP Project (in collaboration with keglailders) to enhance
evidence-based sexual healthcare within general practice W. NIS objectives were to
increase clinician access to STI information, education, and respupcemote their
understanding of contact tracing; and clarify referral patswdyp meet these objectives,
seven resources were developed for GPs and two for PNs, all c wiere informed by
clinical guidelines [69]. Given their similarities as educatiaidés (particularly in content),
this paper reports on findings pertaining to six of these resodrnamely, the STI Testing
Tool, the Online STI Testing Tool GP Training, the Active Learningdule, the Check
Booklet, the Practice Nurse Postcard, and the Online STI Practice Nuirsed.ra

The STI Testing Tools a double-sided A4 placard that guides sexual health consultations
(see Figure 1). This includes the identification of at-risk p&gieappropriate screening tests
and the specimens required; appropriate ways to initiate and managsual health
consultation; a guide to documenting a brief sexual history; appt@psiays to broach
contact tracing; as well as referral information. Followitsgdevelopment, the STI Testing
Tool was promoted and disseminated via key professional bodies thattaNSpérGPs and
promote general practice, and distributed to NSW GPs.

Figure 1 STI Testing Tool.

Developed and distributed by an independent provider of online education thcaesalt
providers, theOnline STI Testing Tool GP Training an interactive course, which takes
approximately sixty minutes to complete (see Figure 2). ludes seven clinical cases
offering participants an opportunity to apply their skills and knowdedigese abilities are
tested through the completion of questions after each clinicalar@sgers for which are also
provided. Following its development, the Online STI Testing Tool GRinig was
promoted electronically to GPs via website postings and emaihslidelivered online by the
independent provider as part of its training program [70].



Figure 2 Practice Nurse Postcard.

The Active Learning Moduleis a face-to-face program comprised of three interactive
educational modules to improve knowledge of, and clinical skills in SThiagement. Each
two-hour module has a particular focus and builds on the preceding modileugh
participants are awarded four continuing professional development)(@BDts for
completing one module, forty CPD points are awarded following the ctiorplef all three
modules. The Active Learning Module was designed to foster interggeollaboration —
more specifically, it aimed to encourage the 33 NSW DivisionSeferal Practice to work
with the Australasian Society of HIV Medicine (ASHM), whichlidered the modules.
Divisions of General Practice are professional bodies that suppmartbens through the
provision of training, resources, and opportunities to collaborate with dikaith
professionals [71]. Following its development, the Active Learninglii® was promoted
via key stakeholders, including the Divisions, and at time of stadyas delivered on six
occasions.

The Check Booklebn STls was developed in accordance with the Royal Australidagéol
of General Practitioners Quality Improvement and Continuing ProfeasiDevelopment
program [72]. Check is an independent learning program published monthly BAGGP
on different health topics. This particular issue addresses: dodomangexual history; STI
testing; dealing with feelings of discomfort around sex; STéesung; contact tracing; and
cultural sensitivities. The booklet includes seven clinical casesmpanied by questions and
answers, and concludes with additional GP resources. As part of b&R&heck program
[73], the Check Booklet was promoted and delivered by the RACGP todafbers as part
of their membership package.

The Practice Nurse Postcardvas designed to help PNs undertake a preventative women’s
health check, including a pap smear. Akin to the STI Testing Tasldesigned as a double-
sided A4 placard, which provides information on the health check, includdgal benefits
scheme (MBS) item numbers; prompts to document a brief sexuafyhigtformation to
support the management of chlamydia with information on priority adipuals, screening
tests, treatment, and prevention; and contact details for fugheurces. The postcard was
promoted by relevant professional bodies, including the Australiantid®radlurses
Association (APNA), and was disseminated as a paper-basedrdostogeneral practices
and clinicians. To expedite distribution, particularly to rural amate areas, the postcard
was also available online.

As part of the APNA Online Training program [74], tBaline STI Practice Nurse Training
is an interactive course that focuses on understanding and marg&bisgblood borne

viruses (BBVs), human immunodeficiency virus (HIV), as wellvasl hepatitis. This

information is conveyed and reinforced via text, illustrations, graghests, clinical cases,
and hyperlinks to additional resources, including academic joutngkarand websites. The
training was promoted by relevant professional bodies, including ASihel was delivered
by APNA in an online environment.

Following the development of these six resources, this study wasatedda determine GP
and PN awareness, use, perceived impact on clinical practicesellgs factors that
hindered use.



Methods

Following clearance from the University of Western Sydney HurRasearch Ethics
Committee (approval number: H8886), GPs and PNs practicing in W& recruited with
the assistance of relevant professional bodies, as well as gemidat provider of online
education. These organizations included project information in its coroatioms to GPs
and PNs, which included email, facsimiles, website postings, and newsletters.

GPs and PNs were invited to complete an anonymous and a confidetitied survey,
comprised of closed and open-ended items. In addition to demographic indorifetout
the respondent and their primary workplace), survey items pertairreddorces within the
GP Project. The purpose of the survey was to determine theedefgagvareness; use of the
resources; perceived impact on clinical practice; perceivete \afl the resources; perceived
capacity to promote sexual health; and preferred learningsstyth recognition of their
contribution to this project, respondents were offered hard copiegmfatiguidelines. Data
were collected for five months (August 2011 to January 2012).

Data collected through the closed survey items were cleanedrifde® statistics were then
calculated using only valid responses — this includes the cabculat percentages and
means. Akin to first-level coding [75], the second author initialyereed the responses to
each open-ended item to identify key elements and conceptsybes¢hen discussed with
the lead author and there were no discrepant views during this prBotlssauthors then
distilled the elements and concepts into constructed themes, akimaltcading [76]. Given
the scope of this paper, only findings pertaining to awareness, usejvpd impact on
clinical practices, and factors that hindered resource use are reported.

Results

Participants

A total of 431 primary care clinicians practicing in NSW cortgalethe online survey — this
includes 214 GPs and 217 PNs (see Table 1). Most respondents walke ([@fRs: 54.1%,
PNs: 93.9%) and most graduated in Australia (GPs: 57.2%, PNs: 86.9#)highest
proportion of GPs was between 36 and 45 years of age (31.8%), anthleébey had an
average of 15.4 years of GP experien8® € 12.1). The highest proportion of PNs was
between 41 and 50 years of age (35.5%), and together they had an aveagnaofears of
PN experience§D = 7.6). For most respondents, ten to fifty percent of their patigate
under 25 years of age (GPs: 77.5%, PNs: 59.5%), and few of their pavera Indigenous
(GPs: <1% = 54.5%; PNs: <5% = 74.6%). This is noteworthy given thatally active
young people — particularly Indigenous young people — represent a edhimk of STIs
[69].



Table 1Respondent Socio-Demographic Characteristicsi(= 431; GPs = 214; PNs =

217)
GP Characteristics % PN Characteristics %
Sex Sex
Male 45.9Male 6.1
Female 54.1Female 93.9
Age (yrs) Age (yrs)
26-35 15.420-30 12.4
36-45 31.831-40 18,5
46-55 29.441-50 35.5
>56 23.451-60 28.6
>60 51
Country of Graduation Country of Graduation
Australia 57.2Australia 86.9
Overseas 42.80verseas 13.1
Patients <25 yrs Patients <25 yrs
<10% 11.7<10% 26.0
10-50% 77.510-50% 59.5
>50% 7.5>50% 7.4
Unsure 3.3Unsure 7.1
Indigenous patients Indigenous patients
<1% 54.5<1% 44.1
1-5% 29.11-5% 30.5
5-20% 8.05-20% 8.0
>20% 5.2>20% 6.6
Unsure 3.3Unsure 10.8

Given the profile of NSW GPs [77], the demographic characsistiggest the GP survey
respondents were not representative of this cohort. This is because NSV GRstty male
(63.1%) and approximately one-third are over 55 years of age (31.6%)e labsence of
detailed demographic data on the profile of NSW PNs [77], iffisut to ascertain whether
the PN survey respondents were representative of this cohort. Howateeron the gender
and age of all NSW registered nurses would suggest the sesyndents were not entirely
representative of this cohort. This is because, although NSWeregishurses are mostly
female (89.6%) (akin to the PN survey respondents), approximateljiftmare over 55
years of age (21.2%), which differs from the PN survey respondentaugh the GP and
PN survey respondents do not constitute a representative sampletiafiamssPs or PNs,
they supported diverse patient populations, including young people and Indigenous people.

STI testing tool

Most GP respondents were aware of the STI Testing Tool (61.7%Jadde 2) and a
majority of them used it (71.7%). Of those who used it, most indi¢htadt assisted their
clinical practice (85.6%); improved their ability to raise the d¢opf STIs with patients
(68.5%); and/or enhanced their ability to order appropriate STI ([{@318%). According to
respondents who were aware of, but did not use this resource, thiarngely ldue to a
perceived lack of need, limited access to the resource, tonstraints, and limited
familiarity with the resource. Respondents who used this resauwlamied their ability to
use it was hindered by limited access; they could not readibtdothe resource when
required, and/or they failed to remember its availability. €h@sd other) factors were
exacerbated by their large workloads, which afforded them limited time.



Table 2 Awareness, Use and Perceived Impact of Resources (n = 431; GPs = 214; PNs =
217)

STI Online STI Active Check Practice Online STI
Testing Testing Tool GP  Learning Booklet Nurse Practice Nurse
Tool (%)  Training (%) Module (%) (%) Postcard (%) Training (%)
Aware of resource 61.7 234 12.4 50.5 38.2 50.2
Used resource 717 28.3 29.2 53.5 63.5 18.7
Assisted clinical practice 85.6 83.3 100.0 86.8 63.0 82.4
Improved ability to raise 68.5 81.8 100.0
sexual healthcare / contact
tracing with patients
Improved ability to identity / 80.0 83.3 83.3
order appropriate STI tests
Improved knowledge 90.2
Improved ability to document 83.3 88.5
brief sexual history
Improved ability to identify 83.3 81.3
at-risk patients
Improved ability to diagnose / 85.7
treat common STIs
Improved ability to undertake 63.8
and claim for pap smears and
preventative checks
Improved ability to identify 76.6
who should be tested for
chlamydia
Improved ability to test for 68.9
chlamydia
Improved ability to document 72.3 87.5
brief sexual history
Improved knowledge of 67.4
chlamydia treatment and
prevention
Improved ability to perform 62.5
contact tracing
Improved ability to consult 70.6
patients about testing, treating
and preventing STIs

Online STI testing tool GP training

Less than one-quarter of the GP respondents were aware of the Gmli Testing Tool GP
Training (23.4%, see Table 2) and of these, less than one-third u$28.3%0). Most
respondents who used this resource reported that it aided thedalcimactice (83.3%);
improved their ability to raise the topic of STIs with patigi8%.8%); and/or enhanced their
ability to order appropriate STI tests (83.3%). According to responddrdsvere aware of,
but did not use this resource, key barriers were time constraiotkload, the increasing
number of online training opportunities, and limited internet accesscyarly in rural
areas.

Active learning module

Just over ten percent of GP respondents were aware of the Aetiveihg Module (12.4%,
see Table 2); of these, less than one-third completed allrtiwdales (29.2%). All of those
who completed the three modules indicated the resource aided ctimwal practice

(100.0%). Most of these respondents suggested it improved their abtibctonent a brief
sexual history (83.3%); identify patients at-risk of STIs (83.3%gniify appropriate STI



tests (83.3%); diagnose and treat common STIs (85.7%); and raisetcmatang with
patients (100.0%). According to respondents who were aware of, but did ndhisise
resource, time constraints were the key barrier.

Check booklet

Approximately one-half of the GP respondents were aware of thk Goeklet (50.5%) and
more than half of these respondents read or completed it (53.5%)oMibst respondents
who read or completed the booklet agreed that it aided their tlipieatice (86.8%);
improved their ability to document a brief sexual history (88.5%jroved their ability to
diagnose and manage STIs (90.2%); and improved their understanding of | cultura
sensitivities when discussing STls (83.0%). According to respondentsvetgaware of,

but did not use the booklet, time constraints were said to be the key barrier.

Practice nurse postcard

Over one-third of PN respondents were aware of the Practicee Nastcard (38.2%, see
Table 2). Of these, close to two-thirds used it (63.5%). Most respondéiotused the
postcard agreed that it helped clinical practice (63.0%). Furthermoreindizaited that their
knowledge of chlamydia treatment and prevention had improved (67.4%), &=ididtility
to undertake and claim for pap smears and preventative checks (63.8%); iderifispalio
should be tested for chlamydia (76.6%); test for chlamydia (68.9%d)dacument a brief
sexual history (72.3%). According to respondents who were aware oflibuiot use the
postcard, limited access and limited relevance to their curcdat were key barriers.
Similarly, respondents who used this item indicated that limiteesacand unfamiliarity with
the ordering process hindered their ability to use it.

Online STI practice nurse training

Approximately half of the PN respondents were aware of the OMifiePractice Nurse
Training (50.2%, see Table 2) and less than one-fifth of these &Nglated it (18.7%).
Most respondents who completed this training agreed that it helpezhtimactice (82.4%).
Most cited improvement in their capacity to document a brief sdxsiary (87.5%); identify
patients at-risk of STIs (81.3%); perform contact tracing (62.5&)vell as consult patients
about STI testing, treatment, and prevention (70.6%). Those who compheteier
indicated cost and time constraints were the key barrier$itidered their ability to use the
information during clinical practice.

Discussion

In this epoch of primary care reform [27,78,79], which can distramh fcore clinical
business [29-31], it is important to identify strategies thatit@e knowledge translation.
Enabling clinicians to access timely, comprehensible informaticevmence-based practice
is likely to optimize its use, its influence on clinical decisioaking and, as such, patient
care [80-82]. This is because evidence-based practices — likeatlguidelines — meld
clinical expertise with evidence borne from empirical research [83].

This paper presents findings from a recent study to examineypfaeity of six resources to
facilitate knowledge translation in primary care. GP resminecluded the STI Testing Tool,



the Online STI Testing Tool GP Training, the Active Learning Modaled the Check
Booklet, while PN resources included the Practice Nurse Postoardha Online STI
Practice Nurse Training. A survey of 431 GPs and PNs revdaieel key findings. First, the
highest proportions used their respective double-sided A4 placards yndmeSTI Testing
Tool and the Practice Nurse Postcard — this may be due in ptreitovide circulation,
which included direct distribution to clinicians. Second, all six ressuweere perceived to
assist clinical practice. Third, all six resources wenegieed to improve clinical ability to
deliver sexual healthcare — this includes the ability to broaxhatéealthcare or contact
tracing with patients; identity and/or order appropriate STistesocument a brief sexual
history; identify at-risk patients; as well as diagnose and/or treat oar@mls.

The respondents reported several barriers that hindered their gapacge the resources.
Reflecting extant primary care research [84-88], these indioded time — largely due to
workload and competing professional development priorities; limitadeped need —
particularly among PNs who suggested there was limited relevantheir current role; as
well as limited access to, or familiarity with the resource.

Further to these, recent reforms within the Australian primzage sector may have
contributed to the ‘quality chasm’ [42]. During the course of theP@ffect, two key changes
occurred that has a direct bearing on the resources. The fisstheatransition of NSW
Divisions of General Practice to Medicare Locals. As indiiatiee Divisions played a key
role in the promotion and delivery of the resources, serving atitiit to GPs and PNs.
By July 1, 2012, twenty Medicare Locals were established in N8@¥aaing the Divisions
with organizations charged with greater responsibility. Like thasidins, Medicare Locals
support members through the provision of training, resources, and oppostutatie
collaborate with other health professionals — however, their respdaresbiélso include
‘local health planning, identifying gaps in services at thel llesal, examining opportunities
for better targeting of services and establishing formal amtnm#l linkages with the acute
and aged care sectors’ [89], p. 4. Although Medicare Locals ritetd expand, the
functions and activities... [of] the Divisions’, it would perhaps be naivessume this period
of transition did not influence their capacity to actively engagh and promote the GP
Project. This is largely because the transition involved a detajgplication process, in
which Divisions were required to demonstrate their expertise, itapand financial
viability, as well as propose governance and operational arrangesnendsstrategic plan. In
the face of an uncertain outcome, extant literature would sugogativee effects on staff
morale [26,27] and staff turnover [28], which may in turn have diminishegdtential of
the GP Project. This is likely to have been the case foAthige Learning Module, which
required collaboration between Divisions and ASHM.

Another key change was the removal of all MBS PN items pemntaitt pap smears. On
December 31, 2011, government reforms saw changes to ways in whathzations that
employ a PN are funded. These included the cessation of MBS fitahgaid PNs for
initiating and conducting a pap smear (items 10994, 10995, 10998, and 10999). Although
PNs may still conduct a pap smear as part of a comprehensivk bleetk for particular
patient groups (as is the case with the Aboriginal Health Chdwy,are no longer funded

for ‘task-oriented’ [90] , para. 8 services. This has direglications for the Practice Nurse
Postcard, which notes the (now redundant) MBS items. Although theanieig information

may still be of value to PNs, it will only be of value during comprehensive health checks



The findings from this study are important for four key reasonst, Rirsuggests that the
translation of information on evidence-based sexual healthcare intotpedie is possible
during ‘the single biggest health reform in a quarter of a cen{@y’p. 2. Despite an
uncertain climate [91,92], and the potential distraction from qualitieqtatare [93,94],

respondents reported a perceived change in their clinical dapdoilowing the use of the
resources.

Second, the findings reinforce the potential value of a multi-modal agptoaknowledge

translation. In accordance with extant literature [45,52-54], prirvany clinicians — like GPs
and PNs — are likely to recognize value in different approachesdhanunicate evidence-
based practices.

Third, the findings suggest that the wide dissemination of relgtimekpensive resources —
like the STI Testing Tool and the Practice Nurse Postcard ghtmnfluence clinical
practices. Although cost-benefit and/or cost-effectiveness semlp5,96] were beyond the
scope of this study, one might assume that the costs associ#ttethavproduction and
postage of a double-sided A4 placard are likely to be economidaliveeto the costs
associated with the development, maintenance, and delivery of onimegrar an Active
Learning Module. It therefore appears that relatively inexgensesources might be an
effective and efficient way to facilitate knowledge translation.

Finally, despite the seeming value of the resources, the findihgke do the dark-side of
healthcare reform. Although the design of this study does notitpgrenidentification of
causal relationships, changes to governance and/or funding arrangefasnis the
introduction of Medicare Locals and the cessation of some MB&)tenay widen the void
between evidence-based practices and patient care, atnlé¢hst short-term. While further
research is required to explore this, additional strategieg Ibea needed to facilitate
knowledge translation. For instance, following a systematic re\iéadgren and colleagues
[97] concluded that ‘Financial incentives may be effective in cdmgndiealthcare
professional practice’ [97], p. 2. Yet, research is required term@te the conditions that
optimize such change.

Despite the potential value of these findings, three methodolomaations deserve
consideration. First, the respondents do not constitute a represerdatiple ©f Australian
GPs or PNs [77,98] — as such, it is unlikely that findings are geradytd within and beyond
the NSW primary care sector. Second, as voluntary, self-repqdirigipants, it is possible
that respondents had a particular interest in sexual healthodrevere largelyau fait with
evidence-based practices, relative to their peers — as suchet®e hére presented may be
biased, particularly given the use of self-reported data. Third,rdss-sectional nature of
this study — particularly the use of a survey, indicates thatrébpondents provided an
incomplete snapshot of their views, which might alter over time.

Conclusions

This study contributes to the growing research on knowledge tiansiatthe primary care
sector [99-101]. In addition to the four aforesaid practical impbaoati it also provides a
platform for future research to: (1) identify the factors thalp and hinder knowledge
translation during considerable reform; and (2) determine the pdtstigth of their
influence on clinical practices, patient wellbeing, and public he@liven the plethora of



confounding variables that can influence knowledge translation [40d]the complexities
associated with community-based research [103], such researclequég i@ mixed-method
design that draws from a blend of appropriate methodologies, includingdblimited to)
cluster randomized controlled trials [104,105] that encompasses etphggand/or
participatory action research [106]. This might involve co-creatisgurees with clinicians
and consumers and testing their effectiveness for the same aolex or more locales,
distinguished primarily by the characteristics of the primeare service. This is not to
suggest that this design is problem-free [107,108] — however, it regesentapproach to
better understand and ultimately improve evidence-based primarydodarg a time of
significant reform.
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STI Testing Tool

Who?

is the patient?

Why?

would you do an STI test?

A sexually active young person
under 25 years

A sexually active Aboriginal
young person under 25 years

This population Is at higher risk for Chlamydia

This population is at higher risk for Chlamydia
* Can 3150 be conduted 3 prt of the Aboriginal hesihcheck

An (asymptomatic) person
of any age requesting
"An STI checkup”

A man who has sex with men
(MSM)

A sex worker

A person who Injects drugs

epaitis §

The patlent has requested It, o may be at risk.
Ideally, take a sexual history to ascertain:

a) if they fall into one of the groups below

b) Help you decide on sites for specimen collection

This population group Is at higher risk for
Chlamydia, Gonorrhoea, Syphilis, HIV, HAV, HBV

—
A —

This population group is at higher risk for
Chlamydia, Gonorrhoea, Syphilis, HIV, HBV
See aboe for MM sexworkers

‘This population group Is at higher risk for

Chlamydia, Gonorrhoea, Syphilis, HIV, HBV and

HCV*

* HOW is ot an ST but is ncluded due torisks associated with
injecting drugs

jucleic Acid Amplification
Test (eg: POR)

Chlamydia

How?

WHAT specimen do you need?

'WHAT test do you order?

First pass urinc OR
Self-coliected vaginal swab OR
Endocervical swab

NAAT

HBY

Chlamydia
Gonorrhoea

Chlamydia

Consider vaccination for HBY & HPV.

First pass urine OR
Self-callected vaginal s

Endocervical swab

Blood
Consider vaccination for HBV & HPV.

First pass urine OR
Self-callected lover vaginal swab OR
Endocervical swab

NAAT

HIV
Syphilis
HEV

Chlamydia

Gonorrhoea

Bload

Consider vaccination for HBV

HIV Ab
Syphills E1A
HECAD

First pass urine & anal swab

NAAT

Throat swab
Anal swal

‘Gonorrnoea culture.
NAAT

HIV
Syphilis
HAV
Hav

Chlamydia
Gonorrhoea

Blood

Vaccinate for HAV & HBV.

IV AD
Syphills E1A
HAV Ab (total)
HEcAb

First pass urine OR
Self-collected lower vaginal swab OR
Endocervical swab

NAAT

HIV
Syphilis
HBV

Chlamydia
Gorartioea

Blood
Vacginate for HBY
First pass urine OR

Self-collected lower vaginal swab OR
Endocervical swap

HIV AD
Syphilis E1A
HECAD

HIV
Syphilis
HBV
HCV

Information en vaccination
oo o HIV Fre & pstirst cuion vemestmorg autoatH1Y_via Fep Chapkr 9t

Blood
Vaccinate for HBV

immnise health.gov:

HIV Ab
Syphills E1A
HEcAb

HCVAD




For
PRACTICE
NURSES

Pap Smears (with health check)

MBS items 10994 & 10995 { metro, urban, regional rural
and remate divisions)

10994 - require taking of 2 pap smear and at least one
preventive check

10995 . require king of 3 Fap Smear from 2 woman
between the ages of 20 and &9 inchisive (who
Fas not had a cervical smear in the bt 4 years)
and at least one preventve check

Eligibility

Ieeme 10994 and 10995 include 2 Pap Smer and preventive
check assocated with women'’s seaal and reproductine
health, which could be routinely undertaken in conjunction
‘with 2 Pap Smear.
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