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Acknowledgement of Country

North Western Melbourne Primary

Health Network would like to acknowledge the
Traditional Custodians of the land on which our
work takes place, The Wurundjeri Woi Wurrung
People, The Boon Wurrung People and The
Wathaurong People.

We pay respects to Elders past, present and
emerging as well as pay respects to any
Aboriginal and Torres Strait Islander people in
the session with us today.
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Housekeeping — Zoom Meeting

All attendees are muted
Please keep your microphone on mute

Please ask questions via the Chat box

This session is being recorded

Please ensure you join the session using the name
you registered with so we can mark your attendance

Certificates and CPD will not be issued if we cannot
confirm your attendance

¢ Who can see your messages?

Type message here...



How to change your name in Zoom Meeting

1. Click on Participants

2. App: click on your name
Desktop: hover over your name and click the 3 dots
Mac: hover over your name and click More

3. Click on Rename

Close Participants (2)

“ Jane Example (me) B w

=) NWMPHN Education (Host) 8 wm
4. Enter the name you registered with and click i
Done / Change / Rename
Cancel Done
Jane Example
2 Participants (2) — O *
_ Raise Hand
MNWIMPHM Education (Host, me) [«] Pin
NE | mute JE
“ Jane Example & A -
) Rename b
Cancel
Enter a new name below: ‘ ‘
[NWMPHN Education ]
Remember my name for future meetings

o JEE



Speakers

Meiken Grant — Viral hepatitis educator
Victorian Department of health

Mieken Grant is a viral hepatitis educator, a statewide
role funded by the Victorian Department of Health.
She educates health professionals about hepatitis B
and C, and supports them in delivering best practice
viral hepatitis prevention, testing, treatment and care.

Mieken is a Registered Nurse with extensive
experience in public health, concentrating mainly on
sexual health and blood-borne viruses. She is
passionate about improving the health of marginalised
communities. She has worked in public hospitals and
sexual health centres, as well as in community and
remote settings, supporting clients with complex social
and medical care needs. Mieken also has experience in
policy review, research, education, partner notification
and contact tracing.

Natalia Rode — General Practitioner

Dr Natalia Rode is a GP, researcher and medical
educator. She is passionate about quality improvement
in general practice. As a hepatitis B s100 prescriber,
she is particularly interested in improving care for
people living with this condition.

Tanya Hounslow — Practice Nurse
Northside clinic

Tanya Hounslow is a practice nurse at Northside Clinic,
dedicated to making a real difference in patient care
through quality improvement activities. With over 10
years’ experience, she loves working collaboratively to
help general practice thrive.




Hepatitis B Crash Course

Mieken Grant (RN, MPH)
Victorian Viral Hepatitis Educator

St Vincent’s Hospital Melbourne



Mieken Grant, Victorian Viral Hepatitis Nurse Educator, St Vincents Hospital Melbourne



Why should we care?



HBY and HCC
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Progression of liver disease

1 Scarring 1 Fibrosis 1 Cirrhosis 1 ESLD/Cancer

Inflammation

1995 Cornell Uhiversity Medical College

Mieken Grant, Victorian Viral Hepatitis Nurse Educator, St Vincents Hospital Melbourne



Liver cancer in Australia

1982 2022
Incidence 4 gog o total 8.7
new Cancers per 100,000
di edi
per 100,000
l'l'||ll‘.lI"|.'.|Il|i‘I:;t 1.7
5.1% of total per 100,000
cancer deaths
in 2022 23
per 100,000

2044

9.7
per 100,000

8.4
per 100,000

Figure 1: Liver cancer stotistics mAustralia. Sounces: &1HW Condcer data i Soestralio 202 2; Lea () @t al Lancet Public Health. 2023 |un 1;76):2537-48.




Cancers In Victoria

Cancers with the

lowest S-year
survival are:

Mesothelicrmo

[ (9.7%)
Pancreatic

L (14.4%)

Cancer of unknown primary
L (17%)
Desophageal

S | (san)

Gallblodder

L] (26.8%)
Brain and caentrml neryaus 5:|I'E‘IIEI‘r'|
L ] (27.3%)

Liver

S  (278%)

L iLiri
S (287




Challenges in HCC diagnosis

o Low rates of diagnosis of cirrhosis

o Competing priorities when working with patients with
multimorbidity

o Delayed diagnosis HCC - Asx in early stages and clinical
examination and investigations might not detect any
abnormalities

o Low awareness of survival benefit of HCC surveillance

* People with chronic hepatitis B without cirrhosis
* People who have achieved Hep C cure with cirrhosis

o Low uptake of HCC surveillance
* Hospital-based often
* No national registry

Mieken Grant, Victorian Viral Hepatitis Nurse Educator, St Vincents Hospital Melbourne



Hepatitis B



Acute or Chronic?

20-50% of children aged 1-5 infected 1-10% of older children and adults
develop chronic infection infected develop chronic infection

Mieken Grant, Victorian Viral Hepatitis Nurse Educator, St Vincents Hospital Melbourne



Chronic Hep B ‘cascade of care’

Figure A.1: CHB cascade of care, Australia, 2023

Living with chronic hepatitis B infection
219,800

Diagnosed
151,161 (68.8%)

Mot in care
166,035 (75.5%)

Receiving
treatment

Eligible but not
receiving
treatment®
37,420 (17.0%)

27,641
(12.6%)




When to test



.5 ashm DECISION MAKING IN HEPATITIS B

1 When to test 2 Order tests

People who should be offered testing:

* People barn in intermediate or high prevalence
country [offer inlerpreter)

= Abariginal and Tomres: Strai Istander peoples

* Patients undesgaing chemothearapy or
Immunas uppressive therapy (risk of reactivation]

To determ ine hepatitls
atus, order 3 tests.

* Pregrant wormen

* Infants and children barn to mothers who have
HEBV (=2 manths)

* People with clinical presentation af liver disease
andfor elevated ALT/AFP of uninown astiokgy

* Health peofessionals who perform exposure prone
procedures

= Parinerfhouseholdisexual contacts of peaple with
acule ar chronic HEV

* Pecple wha have ever injected drugs

= hben whia heve sex with men

* People with mulliple sex pariners

* People in custodial settings or who have ever
besn in custodial settings:

= People with HIV or hepatitis C, or bath By ondering all 3 tests

* Patients undergaing dialysis you can determine
* Sex warkers susceplibility,
= People inftiating HIV pre-exposure prophylanis Mmmgh
{PrEF) vaccination or past
. . infection, or eurrent
Additicrally, testing should be offered to anyane L '
upon reguest. infection.
All 3 tests are
When gaining infarmed consent befone testing, Medicare rebatable
discues: gimultaneously.
Write *? chronic

* Nead for an interpreter

* Reason for testing

* Perscnal implications of a pasitive test result
= Mvailability of treatment

hepatitis B" or similar
on the request slip.

For mons isfomation testingpeetal ashm o auhbs
Fafaria L 1 L 1| 1 o mone detal
Fataria il 1 L o an AFFI caloulaior

455 UPDATED: N 30322
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3 Interpret serology

HB sitive
"""- - Chranic HBV Infection
B . o step 4
— . Dgress ]
"!“"- F“':"' Acute HBV Infection
= . * (high titre]
2t :" gt F'“m:' Pr{mg I m}n 4
— . Dgress ]
Susceptible or
nam-immune
HBsAg negative  When there is no
anti-HBc negative  documented history of
anti-HBs negative  completed vaccination,
then vaccination
is recommended”
HBsAg e Immune due to resolved
anti-HBo pni ; infection
Recard result and
anti-HEx positive § . .
consider family screening
HBsag negative  lmmune due to hepatitis
anti-HBc negative B vaocination
anti-HBs positive Mo action required
Various possibilities,
including: distant
resolwed infection,
HRzAg gative recovering from acute
Ani-Ho positive oW false pasitive,
e wOENE o cculr MEV

Refer to bposilive org. s

for mare details:

4 Initial assessment if HBsAg positive

Baseline screening to assess phase of disease:
* HBehg and anti-HBe

» HEY DA (guantitative)

* Full blood coum

= LFT, INR and alpha fetopratein (AFF)

* Liver ultrasound

Refer to graph on next page to determine phase of
disease:

In addition:

= Test for HAM HCV, HDV and HIV 1o check Tor
oo-nfection. Discuss vacciration if susceplible o HAY
and discuss ransmission and prevention of BEYS.

+ Ecreen housshold contacts and sexual partners
far HBsdq, anti-HBs and anti-HBc, then waccinate il
suscenlile b infectan

= Viaccination is recommended far all high-risk groups
and is provided free in many cases.

« Comtact your lacal Health Department for details.

Aszece liver fibrosis = cirhotic status:
= Bigns of carhosis
= HorHinvasive assessment of fibrosis:
= e biomaikers cuch as APR
(1.0 or bess, cerhosis unlikely

= FibroScan assessment f availlable
(=12 5 kPa consistent with cirhosis)

&

REFER TO OR DISCUSS WITH A SPECIALIST IF:
* Has previously been treabed
{ar acute HEW) with a differert hepatitis B
+ Corndection with H HOW, medication
or HOW = Cirrhiosis & present or lkely
- APH =1 and elastography
score ot aaiable;
sastography =125

+ Severe pxacerbation

+ Pregram

+ Immunasuppressed

+ Hepatocelular candinoma
{HCC) present



Fig. 2.3. Prevalent cases of chronic hepatitis B by WHO region, 2022 C]BD

Western Pacific Region
96 800 000
(79 886 545~ 117 653 273)

Region of the Americas
5 000
(2230804 -11653311)

European Region
10 600 000
(6 159 859 - 19 GOO 070)

R

Arouna 254 million people are estimated to be
living with chronic hepatitis B

Global ' .
254 000 000
(225033 101 - 286 565 372) Eastern
Mediterranean
Reglon
15 100 000 i
African Reglon (9127 828 - 24 568 703) Aolu R. a
64 700 000 sia Region
(50 409 261 - 81 004 410) 61 400 000
(47642474 - 77984 301)
B African Region B Regionofthe Americas Il Eastern Mediterranean Region

B South-East Asia Region B European Region I Western Pacific Region 2 Not applicable
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Table A.1: Heat map of CHB prevalence, care uptake and treatment uptake, by PHN, 2023

Marthern lerritory

South Western Sydney

Western Sydney

Central and Eastern Sydney

Morthern Sydney

Eastern Melbourne

Moarth Western Melbouwrne

Brisbane South

PREVALENCE TREATMENT CARE
Proportion of of Proportion of people
the population with CHB | with CHB who received
living with CHB who received care (treatment or
PHN (%) treatment (%) monitoring) (%)
MATIOMAL AVERAGE IN 2023 0.82% 12.6% 24.5%
MATIOMAL STRATEGY TARGET - 20.0% 50.0%

Sauth Eastern Melbouwrne

Country Wa

Parth Marth

Perth Sauth

Western Queansland

Adelaide

Australian Capital Territary

Marthem Quesnsland

Brisbhana North

12.4%

B8.5%

Viral Hepatitis Mapping Project: Hepatitis B : National Report 2023



https://ashm.org.au/wp-content/uploads/2025/04/HBV_ViralHepReport_2023_Updated_14042025.pdf

Figure A.5: People living with CHB in Australia, by priority population,* 2023

Aboriginal and/or Torres Strait slander people, 6.7%

Other non-Indigenous Australian-born people, 14.3%

Men who have sex with men, 3.6%

Peaple who inject drugs, 2.7%

People born in North West
Europe, 2.1% L

FEI:IFIE bam in Southemn & —
Central Asia, 3.7%

People bom in

Peaple born in the Americas, 1.3% — North East Asia, 23.6%

People born in Oceania
{excluding Australia), 5.5% r

Peaple barn in North Africa
& Middle East, 3.4%

Peaple born in Southern
& Eastern Europe, 5.4%

Paople barn in Sub-5aharan Africa, 4.8% People bam in South East Asia, 22.7%




Transmission

Having sex without a condom.

¢

———

Contact with the blood or open
sores of an infected person.

Images: The Hepatitis B Story, www.svhm.org.au

A

-

P 2
Sharing needles and equipment for
tattoos, piercing, injecting drugs.

N

2

Sharing razors, toothbushes,
nail clippers and earrings. )

Mieken Grant, Victorian Viral Hepatitis Nurse Educator, St Vincents Hospital Melbourne



Hepatitis B is NOT spread by

Coughi ! -
oughing or - cups, forks,
sneezing. spoons and chopsticks

Mieken Grant, Victorian Viral Hepatitis Nurse Educator, St Vincents Hospital Melbourne



Pregnancy and Hep B

Pregnancy is a common diagnostic )
setting for hepatitis B (universal -
screening) !**T%i +

~ 800 women with CHB give birth o lome

annually in VIC ﬁ
r

Evidence of local MTCT over the years

o~

Effective management crucial to
reduce risks of transmission to infant

O

A

Refer to perinatal specialist

Mieken Grant, Victorian Viral Hepatitis Nurse Educator, St Vincents Hospital Melbourne



ii.5 ashm DECISIO

1 When to test

2 Order tests

People who should be offered testing:

* People barn in intermediate or high prevalence
country [offer inlerpreter)

= Abariginal and Tomres: Strai Istander peoples

* Patients undesgaing chemothearapy or
Immunas uppressive therapy (risk of reactivation]

To determ ine hepatitls
atus, order 3 tests.

* Pregrant wormen

* Infants and children barn to mothers who have
HEBV (=2 manths)

* People with clinical presentation af liver disease
andfor elevated ALT/AFP of uninown astiokgy

* Health peofessionals who perform exposure prone
procedures

= Parinerfhouseholdisexual contacts of peaple with
acule ar chronic HEV

* Pecple wha have ever injected drugs

= hben whia heve sex with men

* Pecple with multiple sex pariners

* Pecple in custedial settings ar who have ever
besn in custodial settings:

= People with HIV or hepatitis C, or bath

By ondering all 3 tests

* Patients undergaing dialysis you can determine
* Sex warkers susceplibility,
= People inftiating HIV pre-exposure prophylanis Mmmgh
{PrEF) vaccination or past
. . infection, or eurrent
Additicrally, testing should be offered to anyane L '
upon reguest. infection.
All 3 tests are
When gaining infarmed consent befone testing, Medicare rebatable
discues: gimultaneously.
Write *? chronic

* Nead for an interpreter

* Reason for testing

* Perscnal implications of a pasitive test result
= Mvailability of treatment

hepatitis B" or similar
on the request slip.

For mons isfomation testingpeetal ashm o auhbs
Fafaria L 1 L 1| 1 o mone detal
Fataria il 1 L o an AFFI caloulaior

455 UPDATED: N 30322

BN Z0] PRI M A

MAKING IN HEPATITIS B

3 Interpret serology

HB sitive
"""- - Chranic HBV Infection
B . o step 4
— . Dgress ]
"!“"- F“':"' Acute HBV Infection
= . * (high titre]
2t :" gt F'“m:' Pr{mg I m}n 4
— . Dgress ]
Susceptible or
nam-immune
HBsAg negative  When there is no
anti-HBc negative  documented history of
anti-HBs negative  completed vaccination,
then vaccination
is recommended”
HBsAg e Immune due to resolved
anti-HBo pni ; infection
Recard result and
anti-HEx positive § . .
consider family screening
HBsag negative  lmmune due to hepatitis
anti-HBc negative B vaocination
anti-HBs positive Mo action required
Various possibilities,
including: distant
resolwed infection,
HRzAg gative recovering from acute
Ani-Ho positive oW false pasitive,
e wOENE o cculr MEV

Refer to bposilive org. s

for mare details:

4 Initial assessment if HBsAg positive

Baseline screening to assess phase of disease:
* HBehg and anti-HBe

» HEY DA (guantitative)

* Full blood coum

= LFT, INR and alpha fetopratein (AFF)

* Liver ultrasound

Refer to graph on next page to determine phase of
disease:

In addition:

= Test for HAM HCV, HDV and HIV 1o check Tor
oo-nfection. Discuss vacciration if susceplible o HAY
and discuss ransmission and prevention of BEYS.

+ Ecreen housshold contacts and sexual partners
far HBsdq, anti-HBs and anti-HBc, then waccinate il
suscenlile b infectan

= Viaccination is recommended far all high-risk groups
and is provided free in many cases.

« Comtact your lacal Health Department for details.

Aszece liver fibrosis = cirhotic status:
= Bigns of carhosis
= HorHinvasive assessment of fibrosis:
= e biomaikers cuch as APR
(1.0 or bess, cerhosis unlikely

= FibroScan assessment f availlable
(=12 5 kPa consistent with cirhosis)

&

REFER TO OR DISCUSS WITH A SPECIALIST IF:
* Has previously been treabed
{ar acute HEW) with a differert hepatitis B
+ Corndection with H HOW, medication
or HOW = Cirrhiosis & present or lkely
- APH =1 and elastography
score ot aaiable;
sastography =125

+ Severe pxacerbation

+ Pregram

+ Immunasuppressed

+ Hepatocelular candinoma
{HCC) present



3 tests

mm Surface antigen (HBsAg

mm Surface antibody (anti-HBs)

mm Core antibody (anti-HBc)




4.t ashm DECISION MAKING

1 When to test

People who should be offered testing:

* People barn in intermediate or high prevalence
country [offer inlerpreter)

= Abariginal and Tomres: Strai Istander peoples

* Patients undesgaing chemothearapy or
Immunas uppressive therapy (risk of reactivation]

* Pregrant wormen

* Infants and children barn to mothers who have
HEBV (=2 manths)

* People with clinical presentation af liver disease
andfor elevated ALT/AFP of uninown astiokgy

* Health peofessionals who perform exposure prone

procedurnes

= Parinerfhouseholdisexual contacts of peaple with

acule ar chronic HEV

* Pecple wha have ever injected drugs

= hben whia heve sex with men

* Pecple with multiple sex pariners

* Pecple in custedial settings ar who have ever
besn in custodial settings:

= People with HIV or hepatitis C, or bath

* Patients undergaing dialysis

* Sex warkers

= People inftiating HIV pre-exposure prophylanis
{FeEF)

Additicrally, testing should be offered to anyane

upon request.

‘When gaining informed consent befone testing,
dizcuss:

* Nead for an interpreter

* Reason for testing

* Perscnal implications of a pasitive test result
= Mvailability of treatment

For mons isfomation testingpeetal ashm o auhbs
Fafaria L 1

By ondering all 3 tests
youl can determine
susceptibility,
Immunity through
waccination or past
infection, or current
infection.

All 3 tesis are
Medicare rebatable
gimultaneously.
Write “¥ chronic
hepatitis B" or similar
on the request slip.

fer mone datal

Fatar i

BN Z0] PRI M A

for an APFI caloulator

455 UPDATED: N 30322

N HEPATITIS B

3 Interpret serology

HB sitive
"""- - Chranic HBV Infection
B . o step 4
— . Dgress ]
"!“"- F“':"' Acute HBV Infection
= . * (high titre]
2t :" gt F'“m:' Pr{mg I m}n 4
— . Dgress ]
Susceptible or
nam-immune
HBsAg negative  When there is no
anti-HBc negative  documented history of
anti-HBs negative  completed vaccination,
then vaccination
is recommended”
HBsAg e Immune due to resolved
anti-HBo pni ; infection
Recard result and
anti-HEx positive § . .
consider family screening
HBsag negative  lmmune due to hepatitis
anti-HBc negative B vaocination
anti-HBs positive Mo action required
Various possibilities,
including: distant
resolwed infection,
HRzAg gative recovering from acute
Ani-Ho positive oW false pasitive,
e wOENE o cculr MEV

Refer to bposilive org. s

for mare details:

4 Initial assessment if HBsAg positive

Baseline screening to assess phase of disease:
* HBehg and anti-HBe

» HEY DA (guantitative)

* Full blood coum

= LFT, INR and alpha fetopratein (AFF)

* Liver ultrasound

Refer to graph on next page to determine phase of
disease:

In addition:

= Test for HAM HCV, HDV and HIV 1o check Tor
oo-nfection. Discuss vacciration if susceplible o HAY
and discuss ransmission and prevention of BEYS.

+ Ecreen housshold contacts and sexual partners
far HBsdq, anti-HBs and anti-HBc, then waccinate il
suscenlile b infectan

= Viaccination is recommended far all high-risk groups
and is provided free in many cases.

« Comtact your lacal Health Department for details.

Aszece liver fibrosis = cirhotic status:
= Bigns of carhosis
= HorHinvasive assessment of fibrosis:
= e biomaikers cuch as APR
(1.0 or bess, cerhosis unlikely

= FibroScan assessment f availlable
(=12 5 kPa consistent with cirhosis)

&

REFER TO OR DISCUSS WITH A SPECIALIST IF:
* Has previously been treabed
{ar acute HEW) with a differert hepatitis B
+ Corndection with H HOW, medication
or HOW = Cirrhiosis & present or lkely
- APH =1 and elastography
score ot aaiable;
sastography =125

+ Severe pxacerbation

+ Pregram

+ Immunasuppressed

+ Hepatocelular candinoma
{HCC) present



Testing — the basics

Test result What does it mean?

Surface antigen Do they have hep B virus?
(HBsAg)

Surface antibody Are they protected? Do they have

(anti-HBs) immunity?
Core antibody Has there been infection in the past or
(anti-HBc) present?

Mieken Grant, Victorian Viral Hepatitis Nurse Educator, St Vincents Hospital Melbourne



.5 ashm DECISION MAKING IN HEPATITIS B

1 When to test 2 Order tests

People who should be offered testing:

* People barn in intermediate or high prevalence
country [offer inlerpreter)

= Abariginal and Tomres: Strai Istander peoples

* Patients undesgaing chemothearapy or
Immunas uppressive therapy (risk of reactivation]

To determ ine hepatitls
atus, order 3 tests.

* Pregrant wormen

* Infants and children barn to mothers who have
HEBV (=2 manths)

* People with clinical presentation af liver disease
andfor elevated ALT/AFP of uninown astiokgy

* Health peofessionals who perform exposure prone
procedures

= Parinerfhouseholdisexual contacts of peaple with
acule ar chronic HEV

* Pecple wha have ever injected drugs

= hben whia heve sex with men

* People with mulliple sex pariners

* People in custodial settings or who have ever
besn in custodial settings:

= People with HIV or hepatitis C, or bath By ondering all 3 tests

* Patients undergaing dialysis you can determine
* Sex warkers susceplibility,
= People inftiating HIV pre-exposure prophylanis Mmmgh
{PrEF) vaccination or past
. . infection, or eurrent
Additicrally, testing should be offered to anyane L '
upon reguest. infection.
All 3 tests are
When gaining infarmed consent befone testing, Medicare rebatable
discues: gimultaneously.
Write *? chronic

* Nead for an interpreter

* Reason for testing

* Perscnal implications of a pasitive test result
= Mvailability of treatment

hepatitis B" or similar
on the request slip.

For mons isfomation testingpeetal ashm o auhbs
Fafaria L 1
Fataria

BN Z0] PRI M A

fer mone datal

for an APFI caloulator

455 UPDATED: N 30322

3 Interpret serology

HBség
anti-HBc
anti-HBs

HBszAg
anti-HBc

anti-HBc Ight*
anti-HBs

HMBsag
anti-HBc
anti-HBs

HBsAg
anti-HBc
anti-Hls

HBsag
anti-HBc
anti-Hls

MBsig
anti-HBc
anti-HBs

positive
positive

positive
positive
positive

negative

negative

negative
positive
positive

negative
negative
positive

negative
positive
negative

4 Initial assessment if HBsAg positive

Chronic HEV Infection
Progress to step 4

Bcute HEY Infection
* (high titre)
Progress to step 4

Susceptible or
nan-immune

Wikien there is no
dacumented history of
completed vaccinatian,
then vaccinatian

is recommended”

Immune due to resaolved
infection
Recard resull and

consider family screening

Immune due to hepatitis
B vaorination
Mo action required

Various possibilities,
including: distant
resolwed infection,
recovering from acute
HEY, false positive,
‘occult’ HEV

Refer to bposilive org. s

for mare details:

Baseline screening to assess phase of disease:
* HBehg and anti-HBe

» HEY DA (guantitative)

* Full blood coum

= LFT, INR and alpha fetopratein (AFF)

* Liver ultrasound

Refer to graph on next page to determine phase of
disease:

In addition:

= Test for HAM HCV, HDV and HIV 1o check Tor
oo-nfection. Discuss vacciration if susceplible o HAY
and discuss ransmission and prevention of BEYS.

+ Ecreen housshold contacts and sexual partners
far HBsdq, anti-HBs and anti-HBc, then waccinate il
suscenlile b infectan

= Viaccination is recommended far all high-risk groups
and is provided free in many cases.

« Comtact your lacal Health Department for details.

Aszece liver fibrosis = cirhotic status:
= Bigns of carhosis
= HorHinvasive assessment of fibrosis:
= e biomaikers cuch as APR
(1.0 or bess, cerhosis unlikely

= FibroScan assessment f availlable
(=12 5 kPa consistent with cirhosis)

&

REFER TO OF DISCUESS WITH A SPECIALIST IF:

* Has previously been treabed
with a different hepatitis B
medication

= Cirrhiosis & present or lkely
- APH =1 and elastography
score nat available:
sastography =125

+ Severe pxacerbation
{por acute HEY)

+ Corndection with H HOW,
[= ¢ HnllI

+ Pregram

+ Immunasuppressed

+ Hepatocelular candinoma
{HCC) present



O

Follow up

Lots of GPs and nurses are now 'co-
managing people living with HBV

Explanation of results and thorough

education

Translator and resources

Contact tracing with family and sexual J

contacts . 1
Bloods for liver health, coinfections & ﬁra
2

+
determine phase of infection >

Ultrasound & Fibroscan

Mieken Grant, Victorian Viral Hepatitis Nurse Educator, St Vincents Hospital Melbourne



#.k ashm DECISION MAKING IN HEPATITIS B

5 Assess phase of infection

6 Provide ongoing monitoring

Patients with CHE must be regularly re-evaluated to determine which phase they are in and managed Regular monitaring is requived 0 identify virological response, resisiance and hegatitis Nlares, and o encourage

accordingly. adherence.
W\ pu | e e
W VAN g
| A
v v 7] II Il"'.l I.' II'-II II 1 Hibe Ag-paositive = Liver function tests [6-manthly]
| b | " Fa { LS. I'x-"l chroniic infection = HEV DNA [12-monthly)
i Y .
T LTI STST———— | 1 N————— - T | [Immune * HBEs=Ag and anti-HBe (612 mamhiy)
S llonta sy cotien ducospursstion ".-"Iﬁ"-'m‘-»ﬁ_ e ‘tolerance) = Assess for liver fibnosis [12-manthiy)
“ 1 T | iy HBsAg charince HEte &g -negative = Liver function tests (G-manthly) « Petiodic ravies
I chronic infection = HEV DNA (12-monthly)’ af houszshoid
[Immune control) - Assess for liver fibrosis [12-manthily) i tatE
f il rl 4 [II I lII 3-monthly for the first year, then &-monthly: and sexual
1 ! ! = Liver and renal funclion tests
N I'[l M || IIJ | | On treatment - Y DAt parlnm.-:hr!
J | | I'.~' { apprapriale
S B HEeAg-negative * Serum phosphate if on ternolovir disopeond fumarate
chronic hepatitis (TDF)
(g St Al - Windicated [see
== | seshm HBeAg-positive _ \; p 3 pesitive ot baseline: B cral)c HCL:
chronic hepatitis HE&A fi-HBe (512 thiy} surveillance
B « If HBV DHA urdetectable: HBsAg/anti-HEs [12-moenthly)
HB chronic H chronic. M chronic  H chronic R = If cirthotic: FEE and INR: (3-monthly for the first yeas, then
. HIEV DMA i flzo yzsess sdherence Lo realment every review.
- HEV DMA: 2000 I o . .
. :f.‘.'l] I'.'l]I:IILl.u" HIEY DMA: low" 5 m * This is the minimum requirement
- HEY DMA: high <2000 |LMrmL * ALT: elew:
‘:]:IZIF:IIJ."rrI. E ated i 30 WL . ALT: I Elevated is =30 IW/L
‘H rarmal - ml 18 Ly HEPATOCELLULAR CARCINOMA SURVEILLANCE *
; =19 ILVL women - positive mr._pi" G-monthly ulbrasound with ar withaul &FP is recommended for patients with CHB in these groups:
: positive + Peaple with cirhasis + Aboriginal and Torres Strait Islander people 2
Refer to s100 Refer to s100 + Aryane aged = 40 years with a family histary 50 years
mzpr.mh E-ml'l:nh of first-degres relative). Consider offering  + Aboriginal and Torres Sirait Islander people
- - surveillance 10 years prior fa earfiest case in a with high risk fextures 2 40 years *
Treatment not requined  consideration of Treatment not required  consideration of Family « Asian-Pacific males z 40 years
Risk of progression o Risk of progression 1o + Sub-Saharan African peaple = 20 years + hsian-Pacific females = 50 years

cirhosis ard HCC

cirrhosis ard HCC

" Midicang overs HEW DNA 1EShing Gnce e year For patkents not on reabment and 4 Gimas por year ior pathent on reaiment.

* Thase survaillan oo guidalings ame based on the Cinical Practice Guidaines for HOC Sursslanca for peophks at high risk
ini Ausiralia (Cancer Councl, April 7023 Aliernative guidelines ane offered in the Ausiralan recommandations for e

oo

Cance sn o AU TRALASLH managamant of hapasccallular cancinoma & CONSEnSUs Statement (GESA)
aﬁhm Councll h[‘.l'.r'lh I:El EE m HFPJTDLF'GI' *Such au cordrmied or lkaty high risk HBY genotype. Genohyps festing i not rowlinaly offered and not subsidised through
sustralia ASID: AREnriaEs the Meticare Berafits Schedul:

ASHM thanks thesse organisations and chsical sdvisors Tor teeir revies and ssdorsemen Cizclimaer: Quidanee provided on Dhis Fessuror IS based on guidelines amd best-gractices at th time of publcation.



Patients with CHE must be rec

W

HEV DNA

20,000 L¥miL

ALT

5% flares may Mumulm_.-"l

R

£

HBeAg

| {1y HBsAg claarance

HBeAg-positive chronic
infection
(Immune tolerance)

MIEKEN GRANT - ST VINCENT'S HOSPITAL, MELBOURNE

Anti-HBe

-positive chronic

clearance)

HBeAg-negative chronic

(Immune control)



When to have medication?

Low level of hepatitis B virus

High level of hepatitis B virus
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Treatment

o Oral - minimal side effects
o | risk of advanced liver disease & cancer

o Once started, most people stay on tablets for
life

o Adherence support is crucial to
control HBV and avoid hepatic flares

o Tenofovir (Viread®) or
Entecavir (Baraclude®)

Mieken Grant, Victorian Viral Hepatitis Nurse Educator, St Vincents Hospital Melbourne
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5 Assess phase of infection

6 Provide ongoing monitoring

Patients with CHE must be regularly re-evaluated to determine which phase they are in and managed Regular monitaring is requived o identify virological response, resisiance and hegatitis Nlares, and o encourage

accordingly. adherence.
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Long term

o CHB long term follow up: 6-12 monthly check ups

o Bloods and assessment of fibrosis/cirrhosis

HEPATOCELLULAR CARCINOMA SURVEILLANCE *
&-maonthly ultrasound with or without AFP is recommended for patients with CHB in these groups:
« People with cirrhosis + Aboriginal and Torres Strait Island
= Amwvone aged = 40 years with a family history a0 years
of HCC (first-degree relative). Consider offering = Aboriginal and Torres Strait Island
surveillance 10 years prior to earliest case in a with high risk features = 40 years *

family + Asian-Pacific males = 40 yvears

Sub-Saharan African people = 20 years + Aszian-Pacific females = 50 years

Mieken Grant, Victorian Viral Hepatitis Nurse Educator, St Vincents Hospital Melbourne



Chronic Hep B ‘cascade of care’

Figure A.1: CHB cascade of care, Australia, 2023

Living with chronic hepatitis B infection
219,800

Canyou helpin 1 or

more of these

cascades?
o, U
Receiving Eligible but not
treatment receiving
27,641 treatment”
(12.6%) 37,420 (17.0%)




Resources



The Hepatitis B Story
- Arabic -
M R R Mgl 3 3

“The hepatitis B story”

12 languages, hardcopies and online. Also

The hepatitis B story - Arabic

available in ‘talking bOOkS’ 808 views * Aug 9, 2016 58 GPO D SHARE =# SAVE ...

_& St Vincent's Hospital Melbourne




.......
''''''

i ¥ -
] L1
'-
L T— l.
school of health research
BACK



t
“5"

Check that your baby
gets 2 injections.

Age 2 months
Check that

baby has Znd
hepatitis B vaccine.

Tick off your baby's vaccnations in their Green Book.
Take the Green Book to heakh appointments.

Age 4 months.
Check that

babey hac 3rd
hepatitic B vaccine.

Age & months

Check that
baby has 4th
hepatitic B vaccine.

Age 7-18 months
Check that your baby gets 2 blood
test o chedk for hepatitic B.

You have managed your

I You don't need to worry.
baky's health care so well!




ANTENATAL CARE

BIRT!

POSTNATAL FOLLOW UP

Clinician’s Quick Guide
Hepaititis B testing and management in pregnancy and beyond

Screen pregnant women for hepatitis B at first antenatal visit.

Three tests recuiredt: (MUST wirite 7 Chronic Hepatitic B” on the request form).
* Hepatitic 8 surface antigen (HBcAQ)
* Hapatitic 8 surface antibady {ant-H3a)
* Hepatitic B core antbody (ant-HB<).

Noa-nfected and non-immune Non-infected and immune
HBzhg = AND anti-HBz ~ HBsAg ~ AND anti-HB< AND ant-H8c ~
AND anti-HE<~

OR
HBAg™ AND art-HE: ™~ *AND ars-HECT

Order additional testing: Recommended hepatitic B vaconation
*iFz o mother post-birth
* Platelecs OR
* HBeAg and anti-HBe
» HBV DNA viral load
* Hepatitic C serology

Hepatitiz D serology

* HIV cerclogy

during pregnancy if at high rick
{=.g. househald member HBV pocitive).

*® Check mothers understanding.
* Offer rezssurance.

* Refer to HBV or Liver Specialist.

HBV DNA
viral load
< 200 000IU/mL

Offer anti-viral

therspy to the

mother in 3rd
trimester (Tencfovir
disproxil fumarata).

Give hepatitic B vaccine birth dos y y within 12 hours of birth

Follow up care: Mother

Does mother require hepatitis B vaccine?

Discuss ongoing monitoring/ Reference: ;
cessation or continue treatment? Hepases 8 5 vg Group. Austral for thy
Reinforce ongoing 6—12 monthly ¢ hepatitis B infactice. Melbs G Jogical Society of Aumralla, 2022
Mansgement of Hepatitis 8 in Pregnancy. RANZCOG, 2019
Follow up care: Baby - s au/wp wp 2022008
Reinforce importance of fo up
ac per schedule VI
ct for baby at 9-18 mont The Austzalan im lancback. » HOSPITAL
MCHN checks in green book. f hh wid Aged Care. 4038




ashm DECISION MAKING IN HEPATITIS B

1 Whentotest

Pecple who should be offered testing:

« People bom In intermediate or high prevalence
country (offer interpeeter)

+ Aboriginal and Tomes Strat Islander pecples

+ Patients undergaing chematherapy or
Immunosuppressive thesapy (risk of reacevation)
+ Pregnant women

+ infants and chiidren bom to mothers who have
HEV (8 months)

« Poople with clinical presemation of bver disease
and/or elevated ALT/AFP of unknown aetiology

+ Health professionals who perform exposure prone

2 Ordertests

To determine hepatitis
B status, order 3 tests

Request:

procedures
+ Panines/household/sexual contacts of people with
acute or chronic HBV
+ People who have ever injected drugs
* Men who have sex with men
- People with mutiple sex panners
+ People In custodial settings o who have ever
been in custodial settings
« People with HIV or hepatiss C, or both By ordering all 3 tests
+ Patients undergaing dialysis you can determine
* Sex workers susceptibility,
- People inftiating HIV pee-exposcre prophylacis ""'""‘*7 through
(PeEP) yaccination or past
Additicnaly, testing should be offered 10 aryone infection, or current
Lpon request. infection.
Al 3 tests are
When gaining informed consent before testing, Medicare rebatable
dscuss smultaneously.
- Need for an Interpeeter Write *? chromc
- Aeason for testing hepatitis B' or similar
+ Personal Implicaticns of a positive test result on the request sip.
+ Avadability of reatment
For more information lsalnopacial st oo b
Hefr o i 1or mdre vt

efr

DAY 20 PRODUCED sy 2013 68 GTH 121 MDA L LPDATRD N a2

for a0 AP Cllculates

3 Interpret serology

anti-HBs

anti-HBe
anti-HBs

i

W

iH

Chronic HBV Infection
Progress 10 step 4

Acute HBV Infection
* (high titre)
Frogress 1o step 4

Susceptidle or
non-immane

When there Is no
documented history of
completed vaconation,
then vaccination

s recommended’

immune due to resolved
infection

Recced result and
consider family screening

Immune due to hepatitis
8 vaccination
No action required

4 Initial assessment if HBsAg positive

Baseline screening to assess phase of disease:

- HBeAg and ant+HBe

« HEV DNA (quantitative)

= Full blood count

« LFT, INR and alpha fetoprotesn (AFF)

= Liver ultrasound

Refer % graph on next page to determine phase of
disease:

In addition:

~ Test for HAY, HCV, HDV and HIY t0 check for
co-infection. Discuss vaccination If susceptible to HAV
and discuss traramission and prevention of 8BVs.

=~ Screen houschold contacts and sexual partners
for HBsAg, anti-HBs and anti-HBc, hen vaccinate If
susceptible to infection.

- Vaccination Is recommended for all highrisk groups
and ks provided free in many cases.

~ Contact your lccal Health Department for detadls.

Assess liver fibrosis — clrhotic states:
- Signs of cirrhosis
« Noerinvasive assessment of fibrasis:
* Serum biomarkers such as APRI
(1.0 or less, cirhosis uniikely)

« FibroScan assessment If avallable
{*12.5 kPa consistent with curhosis)

REFER TO OR DISCUSS WITH A SPECIALIST IF:
» Bero dadcetuhion
Lor scums HEY)
» Covfumnon min HN HOV
or HlV
+ Pragoars
* IMMLNOSULDIGE e

* Has Jovwiutly Doen tredind
with a ciftwen Tatatitn B
mRaCsen

» CHmocis A prasont or Livedy
~ APRI 21 and oRsogTagiy
QLo Not geadadia
eRnogaohy «12. 5 Pa

= Hepumooohuar Ceoname
IHCC) prassnd



Liver webinar series 2024

https://www.svhm.org.au/health-professionals/specialist-
clinics/g/gastroenterology/education-and-training

Viral Hepatitis Education Training 2024

Liver and Viral Hepatitis webinar series 2024 (free recorded sessions)

In early 2024 the Victorian Viral Hepatitis Educator facilitated weekly lunchtime webinar sessions about all things liver disease
and viral hepatitis. Over 11 weeks the best in the business, including 5t Vincents own Gastroenterologists and nurses plus lots
of big brains in the viral hepatitis, alcohol & other drugs, data surveillance, HIV and harm reduction arenas, walked us through a
topic in depth around viral hepatitis. Below are the recordings of most sessions - watch all 9 sessions for a great overview of
liver disease and viral hepatitis or pick and choose sessions that suit your area of work or interest.

* Week 1 Liver Cancer Screening_- A/Prof Jessica Howell

+ \Week 2: Viral Hepatitis Serclogy Explained - Dr Jacqui Richmond
« Week 3 Hepatitis C Treatment - A/FProf Jacinta Holmes

+ \Week 4: Liver Cirrhosis 101 - Prof Alex Thompson

« Week 5 Hepatitis B Treatment - Dr David |ser

+ Week 6: Viral Hepatitis Mapping Project - Jennifer MacLachlan (not recorded due to unpublished data being discussed,
please contact Mieken.grant@svha.org.au or Jennifer Maclachlan{@vidrl.org.au for presentation slides

» \Week 7: A Focus on Injecting practices that lead to poor health cutcomes - Jane Dicka (not recorded. Please contact
Mieken.grant@svha.org.au or janed@hrvic.org.au for information or to book into ‘Bloody Serious Facts’ education)

* Week 8 The Changing L andscape of Opicid Use Disorders - Dr Adam Pastor

+ Week 9 Pregnancy & Viral Hepatitis - Dr Naomi Whyler
« Week 10: HIV and Viral Hepatitis Coinfection - Dr David |ser

* Week 11: Innovative approaches to Viral Hepatitis - Anne Craigie
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Viral Hepatitis Education Training 2025
FREE lunchtime webinars on liver disease & viral hepatitis

Running weekly February - April 2025 at 12:30 to 1:15pm on Tuesdays (except
Week 10 is on a Wednesday). Please see the flyer with more details and
registration: Hepititis and liver

 Week 1: Tuesday 18th February. Basics of Viral Hepatitis

 Week 2: Tuesday 25th February. How do | start the conversation about testing
for hepatitis C?

* Week 3: Tuesday 4th March. Innovative incentivisation for HCV testing and
treatment

 Week 4: Tuesday 11th March. The intersection of mental health and viral
hepatitis

* Week 5: Tuesday 18th March. Liver Cancer screening in General Practice

 Week 6: Tuesday 25th March. Viral hepatitis in pregnancy & care in the
postnatal period

« Week 7: Tuesday 1st April. Management of stable hepatitis B in general
practice

« Week 8: Tuesday 8th April. Cirrhosis assessment and management

« Week 9: Tuesday 15th April. Abnormal LFTs - what could it be?

« Week 10: Wednesday 23rd April:.. Metabolic dysfunction-associated steatotic
liver disease (MASLD)


https://www.svhm.org.au/ArticleDocuments/2305/Liver%20and%20Hepatitis%20Webinar%20series%20Feb%20-%20April%202025%20FINAL.pdf.aspx?embed=y
https://www.svhm.org.au/ArticleDocuments/2305/Liver%20and%20Hepatitis%20Webinar%20series%20Feb%20-%20April%202025%20FINAL.pdf.aspx?embed=y

Resources to help!

o www.gesa.org.au — referral forms, guidelines, FAQ

oHepatitis B toolkit: https://ashm.org.au/hepatitis-b-toolkit/

oClinical practice guidelines for hepatocellular carcinoma surveillance for
people at high risk in Australia| | Introduction (magicapp.org)

o Management of Hepatitis B in pregnancy (ranzcog.edu.au)

oHepatitis B | The Australian Immunisation Handbook (health.gov.au)

o ASHM Decision-Making-in-Hepatitis-B-Toolkit-Update Nov.pdf

o HepBHelp
o Hepatitis B | ASHM Health

o Harm Reduction Victoria (HRVic)/Melbourne/Home

o www.aivl.org.au Australian Injecting and Illicit Drug Users League

Mieken Grant, Victorian Viral Hepatitis Nurse Educator, St Vincents Hospital Melbourne
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Contact

Mieken Grant
Victorian Viral Hepatitis Nurse Educator
St Vincent’s Hospital
Ph: 0407 865 140
Mieken.Grant@svha.org.au
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Hepatitis B Quality
Improvement In practice

Working together to improve the care we provide people at risk of cirrhosis and
liver cancer






Why should | do this?

e Reduce risk of liver failure and
cancer

e Improve quality of life
e \accination

e Ql Pip
e RACGP standards The community/
for General Public health
practice
e CPD hours!

e EA/RP /MO



How to start?

WORKBOOK FOR GENERAL PRACTICE

s\ Improve hepatitis B
screening

Quality
Improvement




Step 1:
Understand
Hepatitis B

What do | need to know about What is important to know when Management and care of hepatitis
testing for hepatitis B? providing a diagnosis? What are B
the next steps?

s webinar €D € E=)
Explore Explore Explore

Other resources: L J L J L )

* HealthPathways

* ASHM:
* Hepatitis B toolkit
* Decision makingin Hep B

What do | need to understand How do | manage liver cancer ‘What do | need to know about
° B positive — gu |de for about prevention of and screening? hepatitis B before, during and after
vaccination for hepatitis B? pregnancy?

primary care

* Your local PHN quality m m m

improvement team




Step 2: Work as a
team to collect
data and develop
goals

First:
e Choose Ql team members

* Nominate team lead/s

— é /

-~




2.1 Prepare your
practice for your
Hepatitis B activity

* |dentify any potential gaps in
knowledge and processes eg
* Whois at risk of hep B
 How to test for hep B
 How to interpret results

* For clinicians you may
consider a self-assessment

eg

How do you feel:

Not

confident

Apprehensive

Comfortable

Confident

Identifying a patient
that is at an increased
risk of having hepatitis
B

Identifying whether an
at-risk patient has been
screened for hepatitis
B

Engaging in a
discussion about
hepatitis B with
patients who may be at
risk

Asking a patient about
their ethnicity or
country of birth

Accessing up-to-date
hepatitis B resources
and information
(including patient
resources, referral
pathways and GP
resources)




2.1 Prepare your
practice for your
Hepatitis B activity

* You may want to consider
something similar for non-
clinicians regarding gaps
in confidence

How do you feel:

Not confident

Apprehensive

Comfortable

Confident

Not applicable

Recording patient ethnicity and other demographic data
in your practice’s clinical software

Explaining to a patient why it is important for the GP to
know their ethnicity or country of birth

About your understanding of hepatitis B

Accessing up-to-date hepatitis B resources and
information

Responding to patient inquiries about hepatitis B




2.1 Preparing your practice




2.2 Collect
baseline data

* To identify current performance &
areas that need improvement

* To compare with after implementing
strategies




ldentify
patients

 |dentify patients with an
increased risk of hepatitis B who
have not been screened

AND

* Have no current hepatitis B
diagnosis recorded (and no
recorded vaccination/immunity).




Populations at risk include:

People with clinical presentation of liver disease and/or elevated
ALT/AFP of unknown aetiology

Pregnant people

Patients undergoing chemotherapy or immunosuppressive therapy
(who are at risk of reactivation)

People born in regions with intermediate or high hepatitis B prevalence
(Central, North-East and South-East Asia, the Pacific Islands, North and
Sub-Saharan Africa, and Southern and Eastern Europe)

Aboriginal and Torres Strait Islander people*

Men who have sex with men

Sex workers

Partners and household/sexual contacts of people with acute or CHB

Infants and children (> 9 months of age) born to mothers who have
hepatitis B

Patients undergoing dialysis

People with multiple sex partners who have not been previously tested
People who inject drugs or have done so in the past

People who are in custodial settings or have been in the past

People with HIV or hepatitis C or both

People initiating HIV pre-exposure prophylaxis

Health professionals who perform exposure prone procedures




PenCAT , POLAR, OR...
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<]

Patient COU nt View Patient ID T Full Name Sex Age Dx Cirrhosis APRI ALT Dx NAFLD Indicated for HBV testing Indicated for HBV mgt Indicated for HCV testing Indicated for HCV mgt Most seen clinician

80,531

<]

Alex James Male 29 No - - No No No No No

E 2 Marcus Hendrix Male 26 No 0.220 18 No No No No No Dr Doogie Howser
E 3 Jayce Patton Male 64 No - 28 No No No No No Dr Dolittle
E 4 Donna Ferguson Female 50 No - - No No No No No Dr Strange
8 5 Presley Lang Female 14 No 0.180 10 No No No No No Morgan Freeman
8 6 Bo Patrick Male 25 No - - No No No No No
E 7 Jordyn Davenport Female 63 No 0.220 16 No No No No No Dr Strange
=] 8 Brent Holmes Male 51 No 0.260 38 No No No No No Dr Doogie Howser
=] 9 Brent Schmidt Male 69 No 0.220 9 No No No No No Indiana Jones
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2.2 Baseline data

Date baseline data was collected [enter date]

Target patient cohort: [enter number]
Number of patients with one or more risk factor for hepatitis B

or with your chosen risk factor(s)*

Number of patients at an increased risk of hepatitis B* that | [enter number]
have not been screened (using all 3 tests - HBsAg, anti-HBc
and anti-HBs)




Predicted?

2.3 Reflect on
the data with Surprised?
vour QI team

Record reflections

Share findings with the
practice




Goal What are we trying to accomplish? By when?

“Increase the number/proportion of at-risk patients screened for

hepatitis B from to by [ [
2.4 Set a

goa I & Measure  How will we know if we have made an improvement?
I “We will use to measure the number of at-risk patients who
eve O p a have been screened for hepatitis B before and after implementing

our strategies.”

p I a n “We will know that we have made an improvement if the number of
at-risk patients screened for hepatitis B increases.”

11

will be responsible for collecting this data.”

What changes can we implement that will lead to an

Strategies improvement?




Improvement ideas  -Q:

* |dentify patients who have never been screened for hepatitis B.
* Improve recording of ethnicity or country of birth to identify priority populations for screening
and immunisation.
* |dentify patients not vaccinated or under-vaccinated against hepatitis B.
* Identify practice workflow improvements to increase screening. This might include:
 An improved reception or administrative focus on updating patient information.
e Utilising nurses to identify patients who are under-screened when they present for other
routine care.
* |dentifying patients eligible for government-funded hepatitis B vaccinations who have not

commenced or completed the full course.




Specific appointment types
e 45 -49 yo check
* New patients

* Immunisation appointments — flu, covid etc

Suggested * Travel appointments

strategies

Recalls / Reminders / Actions for specific
population groups

Pathology request templates
eg LFTs + Hep BsAg, sAb, cAb




Step 3 . Plan’ DO Study’ PICK ONE OF YOUR STRATEGIES
’ ’
ACt ( P DSA Cyc I e ) . | Plan what you will do to implement this strategy, including who is responsible

P LA N for each step and when you expect to complete the strategy by:

1. Person(s) responsible:
By when:

1. Person(s) responsible:
By when:

1. Person(s) responsible:
By when:

1. Person(s) responsible:
By when:

Detail your expected outcomes of this strategy:



3: PDSA cycle: DO

2 ‘ ad

Implement your plan! Document anything Collect post-
unexpected along the way implementation data to
compare with baseline data



3: PDSA
cycle:
Study

Did your strategy work well?

e |f yes, why?
e |f no, what needs to be changed?

Did you encounter any unexpected issues or

problems?

e If so, how can these be mitigated or avoided in the
future?




3: PDSA cycle:
Act

What next?




Step 4: Evaluate
and Celebrate

* Reflect on how the
process went and
share your
achievements with
your team

* Record your CPD
hours




Questions




You will receive a post session email within a week which

will include slides and resources discussed during this session.
Attendance certificate will be received within 4-6 weeks.

RACGP CPD hours will be uploaded within 30 days.

To attend further education sessions, visit,

https://nwmphn.org.au/resources-events/events/

This session was recorded, and you will be able to view the
recording at this link within the next week.

https://nwmphn.org.au/resources-events/resources/
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