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This document is to be used as a guide for referrers and clinicians in NSW public outpatient services

The aim of state-wide referral criteria (SRC) is to facilitate safe, timely and effective referral and
prioritisation of patients requiring access to NSW public specialist outpatient services.

This document contains Adult Diabetes and Endocrinology SRC for adult diabetes and
endocrinology emergencies, adult diabetes and endocrinology presentations out of scope,
and the following presenting conditions:

e (Gestational diabetes

e QOther diabetes mellitus types

e Type 1diabetes

e Type 2 diabetes

e Adrenal disorders

e Osteoporosis and metabolic bone disease

e Pituitary disorders

e Thyroid and parathyroid disorders
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Adult Diabetes and Endocrinology State-wide Referral Criteria for NSW Public Specialist Outpatient Services

Notes

¢ Adult Diabetes and Endocrinology SRC sets thresholds for referral, regardless of source, to NSW
public adult diabetes and endocrinology and applicable allied health-led, nurse-led, medical-led
or surgical-led outpatient services, and the expected clinical urgency category based on clinical
need

o Adult Diabetes and Endocrinology SRC supports patients to be managed by the most appropriate
member(s) of the multidisciplinary care team in the most appropriate setting based on their
presenting condition

¢ Adult Diabetes and Endocrinology SRC are applicable to NSW Local Health Districts and
Specialty Health Networks with public adult diabetes and endocrinology and applicable allied
health-led, nurse-led, medical-led or surgical-led outpatient services that manage the identified
presenting conditions

o Adult Diabetes and Endocrinology SRC are applicable where the identified presenting conditions
managed by diabetologists and endocrinologists are delivered in private practice as part of
public-private hospital arrangements

¢ Adult Diabetes and Endocrinology SRC may also be used by a range of specialists in private
practice at their own discretion

o Adult Diabetes and Endocrinology SRC does not intend to change eligibility in terms of
presenting conditions managed and referral sources accepted for NSW public adult diabetes and
endocrinology and applicable allied health-led, nurse-led, medical-led or surgical-led outpatient
services

e Some NSW Local Health Districts and Specialty Health Networks may have different eligibility
based on local contextual factors and/or service availability

o Referring health professionals may consider local alternative care options, including
private practice, Aboriginal Community Controlled Health Services and/or non-government
organisations, where appropriate, for patients seeking to access specialist services
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Glossary

The structure for SRC in NSW is divided into the following five criterion.

In some cases, component(s) may not be applicable to each presenting condition. This will be
denoted by ‘Nil.

Criterion Description

Emergency e Clinical presentations or ‘red flags’ where referring health

professionals should consider redirecting the patient to an
Emergency Department or urgent care service, or seeking
medical advice (e.g. phone on-call medical practitioner)

e These criteria should not be used by referring health
professionals to refer to an NSW public specialist outpatient
service

Out of scope

. . t , iti tati that l t
on e e e e Symptoms, conditions and/or presentations that would no

routinely be provided by NSW public specialist outpatient
services (i.e. could be optimally and safely managed in
primary care)

e These criteria acknowledge and permit exceptions, where
clinically appropriate

Access and prioritisation e Symptoms, conditions and/or presentations that advise

referring health professionals, clinicians, patients and carers
suitability for management by NSW public specialist outpatient
services

e These criteria are classified by expected clinical urgency
category and clinically recommended timeframes to be seen
for a new outpatient appointment (i.e. Category 1: within 30
days, Category 2: within 90 days, Category 3: within 365 days)

e These criteria are only applicable where NSW public specialist
outpatient services exist and manage the identified presenting
condition

Referratieguirements e Mandatory information that is to be supplied with referrals to

NSW public specialist outpatient services for specific
symptoms, conditions and/or presentations

e These criteria support with the determination of an appropriate
clinical urgency category

Additional information

(if available) e Optional information that can be supplied with referrals to

NSW public specialist outpatient services for specific
symptoms, conditions and/or presentations

e These criteria may support with the determination of an
appropriate clinical urgency category, however, are not
required to continue referral processing
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Diabetes and endocrine emergencies

Note: these emergency criteria are not an exhaustive list of diabetes and endocrine emergencies.
Please refer to HealthPathways for more information.

Presenting condition Emergency criteria

Gestational diabetes

Acute, severe hyperglycaemia or hypoglycaemia requiring
immediate assistance

Diabetic ketoacidosis

Gestational diabetes with severe vomiting

Other diabetes mellitus
types

Acute, severe diabetes-related end-organ complication (e.g.
suspected acute coronary syndrome, cerebrovascular event,
infected foot ulcer with systemic features, new vision loss, or
renal failure)

Clinical features suggesting diabetic ketoacidosis or
euglycaemic ketoacidosis (i.e. clinical dehydration, rapid or
laboured [Kussmaul] breathing, recurrent vomiting, reduced
level of consciousness, or haemodynamically compromised
with tachycardia or hypotension)

Diabetes-related foot ulceration with absent pulses
Note: refer to a vascular surgeon or high-risk foot service

Diabetes-related foot ulceration with features of severe or

systemic infection
Note: refer immediately to emergency department and/or high-risk foot
service

High ketones unresponsive to initial management (i.e.
moderate or greater result on urine testing or > 1.5 mmol/L
on finger prick blood test)

Recurrent, persistent vomiting for > 4 hours preventing oral
intake and hydration

Severe hypoglycaemia requiring third party assistance

including that occurring with loss of consciousness

Note: referral to endocrinologist or diabetes service is indicated for rapid
access outpatient appointment within 24 hours. If no medical-led specialist
outpatient service is available, present to an emergency department.

Suspected or symptomatic hyperosmolar hyperglycaemic
state (HHS) (i.e. polyuria, polydipsia, altered mental state,
dehydration) with acute illness and/or persistent
hyperglycaemia

Suspected or diagnosed active Charcot neuro-osteo-
arthropathy (i.e. clinical signs of inflammation, particularly

redness, heat and/or swelling, in the neuropathic foot)
Note: same-day referral to a high-risk foot service (or similar service to
manage Charcot foot)

Type 1 diabetes

Acute, severe diabetes-related end-organ complication (e.g.

suspected acute coronary syndrome, cerebrovascular event,
infected foot ulcer with systemic features, new vision loss, or
renal failure)
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Presenting condition Emergency criteria

Clinical features suggesting diabetic ketoacidosis or
euglycaemic ketoacidosis (i.e. clinical dehydration, rapid or
laboured [Kussmaul] breathing, recurrent vomiting, reduced
level of consciousness, or haemodynamically compromised
with tachycardia or hypotension)

Diabetes-related foot ulceration with absent pulses
Note: refer to a vascular surgeon or high-risk foot service

Diabetes-related foot ulceration with features of severe or

systemic infection
Note: refer immediately to emergency department and/or high-risk foot
service

High ketones unresponsive to initial management

(i.e. moderate or greater result on urine testing or > 1.5 mmol/L
on finger prick blood test)

New diagnosis of type 1 diabetes suspected with clinical
instability (e.g. rapid weight loss, polyuria, polydipsia and
blood glucose > 15.0 mmol/L)

Pre-existing type 1 diabetes with new onset, persistent
hyperglycaemia and clinically unwell (i.e. blood glucose level
>15.0 mmol/L for > 4 hours)

Pregnant patient with persistent blood glucose level of >10.0
mmol/L and/or blood ketones

> 0.6 mmol/L unresponsive to initial management

Pregnant patient with persistent blood glucose level of < 3.5
mmol/L (confirmed by finger prick test, where possible)
unresponsive to initial management

Recurrent, persistent vomiting for > 4 hours preventing

oral intake and hydration

Severe hypoglycaemia requiring third party assistance
including that occurring with loss of consciousness

Note: referral to endocrinologist or diabetes service is indicated for rapid
access outpatient appointment within 24 hours. If no medical-led specialist
outpatient service is available, present to an emergency department.
Suspected or diagnosed active Charcot neuro-osteo-
arthropathy (i.e. clinical signs of inflammation, particularly
redness, heat and/or swelling, in the neuropathic foot)

Note: same-day referral to a high-risk foot service (or similar service to
manage Charcot foot)

Type 2 diabetes

Acute, severe diabetes-related end-organ complication

(e.g. suspected acute coronary syndrome, cerebrovascular
event, infected foot ulcer with systemic features, new vision
loss, or renal failure)

Clinical features suggesting diabetic ketoacidosis (even if
glucose is normal) (i.e. clinical dehydration, rapid or laboured
[Kussmaul] breathing, recurrent vomiting, reduced level of
consciousness, haemodynamically compromised with
tachycardia or hypotension, urine ketones +++, or > 1.5 mmol/L
blood ketones)
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Presenting condition Emergency criteria

Diabetes-related foot ulceration with absent pulses
Note: refer to a vascular surgeon or high-risk foot service

Diabetes-related foot ulceration with features of severe or

systemic infection
Note: refer immediately to emergency department and/or high-risk foot
service

High ketones unresponsive to initial management (i.e.
moderate or greater result on urine testing or > 1.5 mmol/L
on finger prick blood test)

Pregnant patient with persistent blood glucose level of
>10.0 mmol/L and/or blood ketones > 0.6 mmol/L unresponsive
to initial management

Pregnant patient with persistent blood glucose level of

< 3.5 mmol/L (confirmed by finger prick test, where possible)
unresponsive to initial management

Recurrent, persistent vomiting for > 4 hours preventing

oral intake and hydration

Severe hypoglycaemia requiring third party assistance

including that occurring with loss of consciousness

Note: referral to endocrinologist or diabetes service is indicated for rapid
access outpatient appointment within 24 hours. If no medical-led specialist
outpatient service is available, present to an emergency department.

Suspected or diagnosed active Charcot neuro-osteo-
arthropathy (i.e. unilateral foot condition with features of
peripheral neuropathy, hyperaemia, increased foot skin
temperature by 2 degrees or above, restricted joint range of
motion, changes in foot shape, oedema, pain and/or bounding

pulses)
Note: same-day referral to a high-risk foot service (or similar service to
manage Charcot foot)

Suspected or symptomatic hyperosmolar hyperglycaemic
state (HHS) (i.e. polyuria, polydipsia, altered mental state,
dehydration) with acute illness and/or persistent
hyperglycaemia

Unable to tolerate oral fluids and blood glucose levels continue
to drop during sick day management

Unresolved severe hypoglycaemia despite treatment

Note: patient also should be referred to a medical practitioner for review of
diabetes type, ongoing management and driving safety

Adrenal disorders

Hypopituitarism with haemodynamic compromise or systemic
symptoms

Symptomatic severe hypertension > 180/110 mmHg due to
suspected hormonal excess (e.g. phaeochromocytoma,
primary aldosteronism)

Suspected or confirmed acute adrenal insufficiency

(as indicated by hypotension, vomiting, hyponatraemia,
hyperkalaemia, anorexia and/or nausea)
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Presenting condition Emergency criteria

Osteoporosis and

metabolic bone disease e Acute anterior uveitis on bisphosphonates (e.g. erythema,

photophobia, blurred vision)
Note: urgent ophthalmology assessment is indicated

e Acute, severe hypophosphatemia
e Radiologically suspected or confirmed atypical femoral

fracture
Note: subsequent endocrinology or rheumatology review may be indicated

e Severe, symptomatic hypocalcaemia (albumin-corrected serum
calcium < 1.9 mmol/L)
due to metabolic bone disease or its treatment (e.g.
denosumab-related, hypoparathyroidism such as post-
thyroidectomy or spontaneous, severe vitamin D deficiency)

e Severe, symptomatic hypercalcaemia (albumin-corrected
serum calcium > 3.0 mmol/L)
due to metabolic bone disease or its treatment (e.g.
hyperparathyroidism, vitamin D toxicity, teriparatide therapy)

e Vertebral fracture following delay or recent discontinuation of

denosumab
Note: refer to neurosurgery if neurological symptoms

e Vertebral fracture with severe pain or signs of neurological
compromise

BURIARAISGIGErs e New onset adrenal insufficiency or hypopituitarism

e Suspected or confirmed arginine vasopressin deficiency (AVP-
D: previously known as cranial diabetes insipidus) with
hypernatraemia > 150 mmol/L or hyponatraemia < 125 mmol/L
with AVP-D already on treatment

e Suspected pituitary tumour with any of the following features:

o Acute new visual field defect (often initially unilateral
temporal field loss progressing to classic bitemporal
superior quadrantanopia or hemianopia)

Hyponatraemia <125 mmol/L

Neurological signs or symptoms

Ophthalmoplegia (pituitary apoplexy)

Symptomatic cortisol insufficiency

Thunderclap headache

O O O O O

Thyroid and parathyroid

e e Agranulocytosis or neutropenic sepsis in patient taking

carbimazole or propylthiouracil
e Any symptoms suggestive of hypocalcaemia post-thyroid or
post-parathyroid surgery
e Thyroid mass with any of the following features:
o Airway compromise
Breathing difficulty
Drooling
Haemoptysis
Severe odynophagia
Stridor

O O O O O
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Presenting condition Emergency criteria

o Sudden increase in size or pain over days to weeks

o Sudden voice change
Corrected serum calcium > 3.0 mmol/L with symptomatic
hypercalcaemia (e.g. nausea and vomiting or volume depletion,
alteration in mental status, or acute kidney injury)
Corrected serum calcium > 3.5 mmol/L
Corrected serum calcium < 1.9 mmol/L with symptomatic
hypocalcaemia (e.g. seizures or tetany)
Hyperthyroidism complicated by cardiac or respiratory
compromise, or other indications of severe illness (i.e. fever,
vomiting, labile blood pressure or altered mental state)
Hyperthyroidism with hypokalaemia and paralysis

Reduced visual acuity in Graves’ disease
Note: refer to ophthalmology state-wide referral criteria

Suspected myxoedema coma
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Diabetes and endocrine presentations out of scope

Presenting condition Out of scope (not routinely provided) criteria

Gestational diabetes e Nil out of scope criteria

Other diabetes mellitus
types
Type 1 diabetes

e Prediabetes, obesity or metabolic syndrome without diabetes

e Private driver’s licence holders who require a new or renewed

conditional licence
Note: commercial driver’s licence assessments may be considered on a case-
by-case basis where there are specific clinical concerns that require
specialist diabetes input

e Routine podiatry care, including annual diabetes-related

neurovascular foot assessment

Type 2 diabetes e Prediabetes care

e Private driver’s licence holders who require a new or renewed

conditional licence

Note: commercial driver’s licence assessments may be considered on a
case-by-case basis where there are specific clinical concerns that require
specialist diabetes input

e Routine care or ongoing review for uncomplicated
type 2 diabetes, including, but not limited to:
o Routine podiatry care, including annual diabetes-related
neurovascular foot assessment
o Routine clinical psychology care
o Routine medical nutrition therapy

o Routine diabetes education
Note: these services can be subsidised by the five (5) allied health
services accessible through a General Practitioner Chronic Condition
Management Plan (GPCCMP). Get Healthy Service is also available for
free health coaching to reach healthy eating and active living goals.

e Stable, well-controlled type 2 diabetes where HbAlc
is at individualised target without undue risk of hypoglycaemia
e Stable, well-controlled type 2 diabetes where referral is solely
for weight loss

e Severe clinical obesity seeking access to bariatric surgery
Note: exception is referral to a specific obesity management service

Note: refer to your local HealthPathways for more information on
specific services and models of care available within your respective
region

Adrenalidisoxcicrs e Unexplained fatigue without an endocrine disorder

Osteoporosis and

metabolic bone disease e Acute fracture requiring orthopaedic intervention

e Loss of height without further investigation
Note: in line with RACGP guidelines, patients with asymptomatic loss of
height should be referred for a vertebral x-ray to assess for a vertebral
fracture

© NSW Ministry of Health. December 2025. 9 health.nsw.gov.au


https://www.gethealthynsw.com.au/health-professionals/refer-your-patients
https://www.racgp.org.au/getattachment/487c5b92-7bd0-4b1c-86f5-2d86c649f92f/Osteoporosis-management-and-fracture-prevention-in-post-menopausal-women-and-men-50-years-of-age.aspx
https://www.racgp.org.au/getattachment/487c5b92-7bd0-4b1c-86f5-2d86c649f92f/Osteoporosis-management-and-fracture-prevention-in-post-menopausal-women-and-men-50-years-of-age.aspx

Adult Diabetes and Endocrinology State-wide Referral Criteria for NSW Public Specialist Outpatient Services

Presenting condition Out of scope (not routinely provided) criteria

e Low fracture risk (low risk on fracture risk calculator;
e.g. FRAX or Garvan Fracture Risk Calculator) and no history of
minimal trauma fracture
Note: consider using the Healthy Bones Australia - Osteoporosis Risk
Assessment, Diagnosis and Management flow chart

e Pathological fracture due to known malignancy (e.g. secondary
to metastatic bone disease)
Note: referral to treating cancer specialist or emergency department,
as appropriate, is indicated

¢ Recurrent falls without fracture
Note: referral to falls prevention program or appropriate speciality
(e.g. neurology, geriatric medicine)

e Secondary fracture prevention where osteoporosis
is suspected
Note: consider referral to Osteoporotic Refracture Prevention service,
where available

e Severe bone pain or deformity related to osteoarthritis or
inflammatory arthritis

Rituitaryidisorcers e Unexplained fatigue without an endocrine disorder

Thyroid and parathyroid

el B e Asymptomatic, stable thyroid nodule(s) which are classified

as benign by ultrasound (ACR TR 1-2) or by combination of low-
risk ultrasound (ACR TR 1-4) and biopsy (Bethesda Category Il)
e Mildly elevated parathyroid hormone levels with normal serum
calcium levels
e Unexplained fatigue without an endocrine disorder
e Uncomplicated primary hypothyroidism, including
sub-clinical hypothyroidism in the absence of pregnancy or
pregnancy planning
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Presenting conditions

Gestational diabetes

Emergency
If any of the following are suspected, seek emergency medical advice or refer the patient to the
emergency department (via ambulance if necessary)

e Acute severe hyperglycaemia or hypoglycaemia requiring immediate assistance
e Diabetic ketoacidosis
e Gestational diabetes with severe vomiting

Out of scope (not routinely provided)

e Nil

Access and prioritisation

Category 1 e Gestational diabetes mellitus, or overt diabetes first
(clinically recommended to recognised during pregnancy
be seen within 30 calendar
days) Notes:
i) For optimum care, patient should be seen within
1 week
ji) Overt diabetes first recognised during pregnancy
requires more rapid assessment
jii) Refer to type 1 diabetes state-wide referral criteria,

type 2 diabetes state-wide referral criteria, and
maternity state-wide referral criteria for more
information

Category 2 e Nil
(clinically recommended to
be seen within 90 calendar
days)

Category 3 e Nil
(clinically recommended to be
seen within 365 calendar
days)

Required information

e Reason for referral
e Details of the presenting condition, including symptoms and their duration, and date of
diabetes diagnosis
e Patient health summary (such as relevant medical history, relevant investigations, current
medications and dosages, immunisations, allergies and/or adverse reactions), including
specifically:
o Gestational age
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Obstetric history (including risk factors)
Pre-pregnancy body mass index (BMI)
Presence of diabetic complications
Oral glucose tolerance test (OGTT)
Fasting blood glucose level (BGL)
HbAlc

Recent pathology or biochemistry

Additional information (if available)

e History of gestational diabetes mellitus (if so, previous management)

e Current blood glucose level and management (self-monitoring of blood glucose; SMBG, or
continuous glucose monitoring ambulatory glucose profile; CGM AGP)

e Fetal ultrasound

O O O O O O O

© NSW Ministry of Health. December 2025. 12 health.nsw.gov.au



Adult Diabetes and Endocrinology State-wide Referral Criteria for NSW Public Specialist Outpatient Services

Other diabetes mellitus types

If any of the following are suspected, seek emergency medical advice or refer the patient to the
emergency department (via ambulance if necessary)

e Acute, severe diabetes-related end-organ complication (e.g. suspected acute coronary
syndrome, cerebrovascular event, infected foot ulcer with systemic features, new vision loss,
or renal failure)

e Clinical features suggesting diabetic ketoacidosis or euglycaemic ketoacidosis (i.e. clinical
dehydration, rapid or laboured [Kussmaul] breathing, recurrent vomiting, reduced level of
consciousness, or haemodynamically compromised with tachycardia or hypotension)

e Diabetes-related foot ulceration with absent pulses
Note: refer to a vascular surgeon or high-risk foot service

e Diabetes-related foot ulceration with features of severe or systemic infection
Note: refer immediately to emergency department and/or high-risk foot service

e High ketones unresponsive to initial management (i.e. moderate or greater result on
urine testing or > 1.5 mmol/L on finger prick blood test)

e Recurrent, persistent vomiting for > 4 hours preventing oral intake and hydration

e Severe hypoglycaemia requiring third party assistance including that occurring with loss of
consciousness

Note: referral to endocrinologist or diabetes service is indicated for rapid access outpatient appointment within
24 hours. If no medical-led specialist outpatient service is available, present to an emergency department.

e Suspected or symptomatic hyperosmolar hyperglycaemic state (HHS) (i.e. polyuria,
polydipsia, altered mental state, dehydration) with acute illness and/or persistent
hyperglycaemia

e Suspected or diagnosed active Charcot neuro-osteo-arthropathy (i.e. clinical signs of

inflammation, particularly redness, heat and/or swelling, in the neuropathic foot)
Note: same-day referral to a high-risk foot service (or similar service to manage Charcot foot)

Out of scope (not routinely provided)

e Prediabetes, obesity or metabolic syndrome without diabetes

Access and prioritisation

Category 1 e Atypical diabetes with suspected severe insulin
(clinically recommended to deficiency as indicated by any of the following features:
be seen within 30 calendar o Low C-peptide

days) o Moderate to severe ketosis

e Acute drug-induced diabetes, especially in the context
of new chemotherapy or new pulse steroids for
autoimmune or inflammatory conditions

e Diabetes arising from checkpoint inhibitors

e HbAlc>12.0% (> 108 mmol/mol) or persistent blood
glucose levels > 17.0 mmol/L

e New onset diabetes after transplantation (NODAT)

e New onset Type 3c diabetes (including pancreatic
cancer, post-pancreatitis, cystic fibrosis or
haemochromatosis)
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Recent post-total pancreatectomy or Whipple’s
procedure

Category 2

(clinically recommended to
be seen within 90 calendar
days)

Chronic drug-induced diabetes (i.e. chronic
hyperglycaemia in the context of relatively stable
corticosteroid use) with HbAlc > 10.0% (> 86 mmol/mol)
or average blood glucose > 14.0 mmol/L
Malnutrition-related diabetes (Type 5 diabetes)

Category 3

(clinically recommended to be
seen within 365 calendar
days)

e Reason for referral

diabetes diagnosis

specifically:

Additional information (if available)

Required information

e Details of the presenting condition, including symptoms and their duration, and date of

e Additional information including: HbA1lc, renal function, steroid regimen and family history
e Patient health summary (such as relevant medical history, relevant investigations, current
medications and dosages, immunisations, allergies and/or adverse reactions), including

o Other concerning features associated with atypical diabetes

o Details of chemotherapy regimen, including steroid regimen (if applicable)
o Details of transplant (if applicable)

o Any genetic testing (if applicable)

Chronic drug-induced diabetes (i.e. chronic
hyperglycaemia in the context of relatively stable
corticosteroid use) with HbA1c 8.0-10.0% (64-86
mmol/mol) despite triple therapy or insulin therapy
Diagnosed other diabetes mellitus type with Aboriginal
and/or Torres Islander descent

Longstanding Type 3c diabetes in whom management
review is required due to sub-acute comorbidity or
instability

Monogenic diabetes (e.g. Maturity Onset Diabetes

in the Young (MODY), mitochondrial diabetes)
Undifferentiated or atypical diabetes type requiring
diagnosis
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Type 1 diabetes

Emergency

If any of the following are suspected, seek emergency medical advice or refer the patient to the
emergency department (via ambulance if necessary)

Out of scope (not routinely provided)

Access and prioritisation

Ca_te_gory1 e For review following severe hypoglycaemia event
(clinically recommended to that requires third party assistance or increased
be seen within 30 calendar

days)

Acute, severe diabetes-related end-organ complication (e.g. suspected acute coronary
syndrome, cerebrovascular event, infected foot ulcer with systemic features, new vision loss,
or renal failure)

Clinical features suggesting diabetic ketoacidosis or euglycaemic ketoacidosis (i.e. clinical
dehydration, rapid or laboured [Kussmaul] breathing, recurrent vomiting, reduced level of
consciousness, or haemodynamically compromised with tachycardia or hypotension)

Diabetes-related foot ulceration with absent pulses
Note: refer to a vascular surgeon or high-risk foot service

Diabetes-related foot ulceration with features of severe or systemic infection
Note: refer immediately to emergency department and/or high-risk foot service

High ketones unresponsive to initial management (i.e. moderate or greater result on

urine testing or > 1.5 mmol/L on finger prick blood test)

New diagnosis of type 1 diabetes suspected with clinical instability (e.g. rapid weight loss,
polyuria, polydipsia and blood glucose > 15.0 mmol/L)

Pre-existing type 1 diabetes with new onset, persistent hyperglycaemia and clinically unwell
(i.e. blood glucose level > 15.0 mmol/L for > 4 hours)

Pregnant patient with persistent blood glucose level of > 10.0 mmol/L and/or blood ketones
> 0.6 mmol/L unresponsive to initial management

Pregnant patient with persistent blood glucose level of < 3.5 mmol/L (confirmed by

finger prick test, where possible) unresponsive to initial management

Recurrent, persistent vomiting for > 4 hours preventing oral intake and hydration

Severe hypoglycaemia requiring third party assistance including that occurring with loss of

consciousness
Note: referral to endocrinologist or diabetes service is indicated for rapid access outpatient appointment within
24 hours. If no medical-led specialist outpatient service is available, present to an emergency department.

Suspected or diagnosed active Charcot neuro-osteo-arthropathy (i.e. clinical signs of

inflammation, particularly redness, heat and/or swelling, in the neuropathic foot)
Note: same-day referral to a high-risk foot service (or similar service to manage Charcot foot)

Private driver’s licence holders who require a new or renewed conditional licence
Note: commercial driver’s licence assessments may be considered on a case-by-case basis where there are
specific clinical concerns that require specialist diabetes input

Routine podiatry care, including annual diabetes-related neurovascular foot assessment

hypoglycaemic events

e Post-diabetic ketoacidosis admission

e Newly diagnosed type 1 diabetes or suspected type 1
diabetes with clinical stability

e New diabetes-related foot ulcer
Note: refer to a podiatrist and/or high-risk foot service
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Pregnant patient with existing type 1 diabetes
Note: for optimum care, patient should be seen within 1 week

Significant hyperglycaemia despite escalation in therapy
with any of the following features:

o HbAlc >12.0% (108 mmol/mol)

o Average blood glucose level of 14.0 mmol/L
Type 1diabetes commencing steroid therapy in the
context of new chemotherapy or new pulse steroids
for autoimmune or inflammatory conditions

Category 2

(clinically recommended to
be seen within 90 calendar
days)

Diagnosed type 1 diabetes with Aboriginal and/or Torres

Islander descent

For consideration to commence continuous glucose

monitoring

For pre-conception planning

Notes:

i) especially if intention for pregnancy within the next 12
months

ii) if pre-existing complications related to their type 1 diabetes,
earlier assessment may be indicated

Hyperglycaemia despite escalation of therapy with any
of the following features:

o HbAlc >10.0% (> 86 mmol/mol)

o Average blood glucose level of 10.0-14.0 mmol/L
Type 1diabetes in the presence of uncontrolled risk
factors for cardiovascular disease despite optimal
treatment
Type 1diabetes with suspected or known disordered

eating
Note: consider body image concerns with frequent diabetic
ketoacidosis or high HbAlc

Type 1 diabetes with newly diagnosed coeliac disease
Type 1 diabetes with advanced comorbidities or
complications that may impact on insulin requirements
or not otherwise specified in Category 1
Type 1diabetes requiring optimisation in the presence of
severe macrovascular and/or microvascular
complications, including, but not limited to:
o Stage 3 or greater chronic kidney disease
o Pre-proliferative or proliferative retinopathy or
maculopathy
o New onset or worsening peripheral neuropathy
o Autonomic complications (e.g. gastroparesis)
o Recent acute coronary or cerebrovascular
syndrome
Type 1diabetes in a priority population or vulnerable
group (e.g. at-risk of homelessness, and/or living with a
disability impacting diabetes management)
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Category 3 e For consideration to commence continuous
(clinica_lly.recommended to be subcutaneous insulin infusion pump therapy
seen within 365 calendar e Young people transitioning from paediatric to adult care
days) e Type 1diabetes not otherwise specified in Category 1 or
2 for reasons including, but are not limited to, any of the
following features:

o HbAlc 8.0-10.0% (64-86 mmol/mol)

o Ongoing type 1diabetes management

o Multi-disciplinary type 1 diabetes education

Note: commercial driver’s licence assessments may be considered
on a case-by-case basis where there are specific clinical concerns
that require specialist diabetes input

Required information

e Reason for referral

e Details of the presenting condition, including symptoms and their duration, and date of
diabetes diagnosis

e Patient health summary (such as relevant medical history, relevant investigations, current
medications and dosages, immunisations, allergies and/or adverse reactions), including
specifically:

o Any diabetes complications (e.g. severe hypoglycaemia events or diabetic
ketoacidosis, cardiovascular disease, kidney disease, retinopathy, cerebral vascular
disease, foot disease, neuropathy, anxiety, depression)

Results of complications screening
HbA1lc level within the last 3 months
Height, weight and body mass index (BMI)
Blood pressure trends
Most recent laboratory measures (preferably within the last 6 months):
= Full blood count (FBC)
= Electrolytes, urea and creatinine (EUC)
= Lijver function tests (LFTs)
= Lipids (total cholesterol, LDL-C, HDL, triglycerides)
= Urinary albumin: creatinine ratio

O O O O O

e Details of relevant medical management (including the course and outcome of treatment)

e Private driver's licence holders who require routine medical assessment for a new or
renewed conditional licence

e Commercial driver's licence holders who require routine medical assessment for a new or

renewed conditional licence
Note: commercial driver's licence assessments may be considered on a case-by-case basis where there are
specific clinical concerns that require specialist diabetes input

e Previous HbA1c results and diabetes complications screening in younger years

e Medication history (including non-prescription medicines, herbs and supplements)
e Past surgical and cancer history, including if osteoporosis is present

e Physical examination findings

e Coeliac disease screen

e Thyroid function tests
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e Serum antibodies to glutamic acid decarboxylase (anti-GAD) and insulinoma-associated
protein-2 (IA2) and ZnT8 antibody

e Paired c-peptide and blood glucose

e Ferritin or iron studies

e Results of depression screening (PHQ-2)

e Level of diabetes distress (e.g. PAID questionnaire)

e Blood vitamin B12 level (if peripheral neuropathy is present)
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Type 2 diabetes

If any of the following are suspected, seek emergency medical advice or refer the patient to the
emergency department (via ambulance if necessary)

e Acute, severe diabetes-related end-organ complication (e.g. suspected acute coronary
syndrome, cerebrovascular event, infected foot ulcer with systemic features, new vision loss,
or renal failure)

e Clinical features suggesting diabetic ketoacidosis (even if glucose is normal) (i.e. clinical
dehydration, rapid or laboured [Kussmaul] breathing, recurrent vomiting, reduced level of
consciousness, haemodynamically compromised with tachycardia or hypotension, urine
ketones +++, or > 1.5 mmol/L blood ketones)

e Diabetes-related foot ulceration with absent pulses
Note: refer to a vascular surgeon or high-risk foot service

e Diabetes-related foot ulceration with features of severe or systemic infection
Note: refer immediately to emergency department and/or high-risk foot service

e High ketones unresponsive to initial management (i.e. moderate or greater result on
urine testing or > 1.5 mmol/L on finger prick blood test)

e Pregnant patient with persistent blood glucose level of > 10.0 mmol/L and/or blood ketones
> 0.6 mmol/L unresponsive to initial management

e Pregnant patient with persistent blood glucose level of < 3.5 mmol/L (confirmed by
finger prick test, where possible) unresponsive to initial management

e Recurrent, persistent vomiting for > 4 hours preventing oral intake and hydration

e Severe hypoglycaemia requiring third party assistance including that occurring with loss of
consciousness

Note: referral to endocrinologist or diabetes service is indicated for rapid access outpatient appointment within
24 hours. If no medical-led specialist outpatient service is available, present to an emergency department.

e Suspected or diagnosed active Charcot neuro-osteo-arthropathy (i.e. unilateral foot condition
with features of peripheral neuropathy, hyperaemia, increased foot skin temperature by
2 degrees or above, restricted joint range of motion, changes in foot shape, oedema, pain

and/or bounding pulses)
Note: same-day referral to a high-risk foot service (or similar service to manage Charcot foot)

e Suspected or symptomatic hyperosmolar hyperglycaemic state (HHS) (i.e. polyuria,
polydipsia, altered mental state, dehydration) with acute illness and/or persistent
hyperglycaemia

e Unable to tolerate oral fluids and blood glucose levels continue to drop during sick day
management

e Unresolved severe hypoglycaemia despite treatment
Note: patient also should be referred to a medical practitioner for review of diabetes type, ongoing management
and driving safety

Out of scope (not routinely provided)

e Prediabetes care

e Private driver’s licence holders who require a new or renewed conditional licence
Note: commercial driver’s licence assessments may be considered on a case-by-case basis where there are
specific clinical concerns that require specialist diabetes input

e Routine care or ongoing review for uncomplicated type 2 diabetes, including, but not limited
to:
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assessment

O

Category 1

(clinically recommended to
be seen within 30 calendar
days)

o Routine podiatry care, including annual diabetes-related neurovascular foot

o Routine clinical psychology care
Routine medical nutrition therapy

o Routine diabetes education
Note: these services can be subsidised by the five (5) allied health services accessible through a
General Practitioner Chronic Condition Management Plan (GPCCMP). Get Healthy Service is also
available for free health coaching to reach healthy eating and active living goals.

e Stable, well-controlled type 2 diabetes where HbAlc is at individualised target without
undue risk of hypoglycaemia
e Stable, well-controlled type 2 diabetes where referral is solely for weight loss

e Severe clinical obesity seeking access to bariatric surgery
Note: exception is referral to a specific obesity management service

Note: refer to your local HealthPathways for more information on specific services and models of care
available within your respective region

Access and prioritisation

Hypoglycaemic unawareness and frequent
hypoglycaemia (i.e. > 3 hypoglycaemic episodes
per week) despite adjustment of therapy
Inadequately controlled type 2 diabetes with recent
glycaemic deterioration despite escalation of therapy
as indicated by any of the following features:

o HbAlc >12.0% (or > 108 mmol/mol)

o Persistent blood glucose levels >17.0 mmol/L

New diabetes-related foot ulcer
Note: referral to high-risk foot service is indicated, where available

Post discharge for a hyperosmolar hyperglycaemic state
(HHS) or diabetic ketoacidosis (DKA) admission
Pregnant with newly diagnosed or existing type 2

diabetes
Note: for optimum care, patient should be reviewed within 1 week

Recent, severe hypoglycaemic episode (level 3)
where assistance has been required from a third party
Type 2 diabetes commencing steroid therapy in the
context of new chemotherapy or new pulse steroids
for autoimmune or inflammatory conditions

Category 2

(clinically recommended to
be seen within 90 calendar
days)

Inadequately controlled type 2 diabetes with recent
glycaemic deterioration despite escalation of therapy
as indicated by any of the following features:

o HbAl1c 10.0-12.0% (86-108 mmol/mol)

o Average blood glucose level > 14.0 mmol/L
Pre-conception planning with existing type 2 diabetes
Rapid progression of type 2 diabetes complications

requiring adjustment of treatment
Note: include details of complications in referral

Type 2 diabetes awaiting a major surgical procedure
with HbAlc > 9.0%
Type 2 diabetes planned for organ transplantation
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Type 2 diabetes following new organ transplantation
independent of HbAlc

Type 2 diabetes commencing steroid therapy in any
other context as specified in Category 1

Category 3

(clinically recommended to be
seen within 365 calendar
days)

e Reason for referral

diabetes diagnosis

specifically:

outcomes

age)

O

Note: commercial driver’s licence assessments may be considered
on a case-by-case basis where there are specific clinical concerns
that require specialist diabetes input

Required information

e Details of the presenting condition, including symptoms and their duration, and date of

e Patient health summary (such as relevant medical history, relevant investigations, current
medications and dosages, immunisations, allergies and/or adverse reactions), including

o Any diabetes complications (e.g. severe hypoglycaemia events or diabetic
ketoacidosis, cardiovascular disease, kidney disease, retinopathy, cerebral vascular
disease, foot disease, neuropathy, anxiety, depression) and complications screening

o Contraception, pregnancy intention and obstetric history (for women of reproductive

o HbA1lc level within the last 3 months
Height, weight and body mass index (BMI)
o Most recent laboratory measures (preferably within the last 6 months):
= Full blood count (FBC)
= Electrolytes, urea and creatinine (EUC)
= Liver function tests (LFTs)
= Lipids (total cholesterol, LDL, HDL, triglycerides)
= Urine albumin: creatinine ratio

Aged < 25 years at time of diagnosis with type 2
diabetes

Diagnosed type 2 diabetes with Aboriginal and/or

Torres Islander descent

HbAlc > 8.0% despite triple therapy or insulin therapy
Problems related to insulin therapy (e.g. > 10.0% increase
in total body weight, insulin allergy)

Self-management education or difficulties in managing
type 2 diabetes in the absence of adequate primary care
services
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Additional information (if available)

e Details of relevant medical management (including the course and outcome of treatment)
e Driving licence status (i.e. nil, private or commercial)

e Medication history (including non-prescription medicines, herbs and supplements)

e Past surgical and cancer history, including if osteoporosis is present

e Previous HbA1c results and diabetes complications screening in younger years

e Physical examination findings

e Resting electrocardiogram (ECG)

e Ferritin or iron studies

e Results of depression screening (PHQ-2)

e Blood vitamin B12 level (if peripheral neuropathy is present)
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Adrenal disorders

Emergency

Access and prioritisation

Category 1
(clinically recommended to be
seen within 30 calendar days)

Out of scope (not routinely provided

If any of the following are suspected, seek emergency medical advice or refer the patient to the
emergency department (via ambulance if necessary)

e Hypopituitarism with haemodynamic compromise or systemic symptoms

e Symptomatic severe hypertension >180/110 mmHg due to suspected hormonal excess
(e.g. phaeochromocytoma, primary aldosteronism)

e Suspected or confirmed acute adrenal insufficiency (as indicated by hypotension, vomiting,
hyponatraemia, hyperkalaemia, anorexia and/or nausea)

e Unexplained fatigue without an endocrine disorder

Adrenal tumour with any of the following features:

o Suspicious features for malignancy

o Rapidly growing

o >4cm

o Heterogeneous

o Attenuation =20 HU
Clinical and/or biochemical evidence of Cushing’s
syndrome or phaeochromocytoma
Hypopituitarism (excluding adrenal insufficiency)
Newly suspected or confirmed primary or secondary
adrenal insufficiency without haemodynamic
compromise or systemic symptoms
Primary aldosteronism with uncontrolled hypertension
and/or refractory hypokalaemia

Category 2
(clinically recommended to be
seen within 90 calendar days)

Adrenal tumour with biochemical evidence of excess
aldosterone or androgen secretion, or hypertension
suspicious for adrenal cause

Recently treated hypoadrenal or Addisonian crisis
Stable, medically treated Cushing’s syndrome

Treated adrenal insufficiency with persistent symptoms

Category 3

(clinically recommended to be
seen within 365 calendar
days)

Adrenal incidentaloma with no suspicious features
for malignancy or production of excess cortisol,
aldosterone, catecholamines or androgens
Congenital adrenal hyperplasia for review
Hirsutism for investigation

Stable, treated glucocorticoid insufficiency
Suspected primary aldosteronism with controlled
blood pressure who may require evaluation for
surgical or medical management
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Required information

e Reason for referral
e Details of the presenting condition, including symptoms and their duration
e Provisional diagnosis
e Patient health summary (such as relevant medical history, relevant investigations, current
medications and dosages, immunisations, allergies and/or adverse reactions), including
specifically:
o History of medical, surgical and cancer, diabetes, hypertension, obesity and/or
osteoporosis
o Anti-hypertensive medications
Potassium supplements
o Physical examination findings
= Height, weight and body mass index
= Blood pressure trends (with postural measurement)
Serum cortisol (early morning - 0800 to 1000) (unless acutely unwell then random)
Adrenocorticotropic hormone (ACTH) (unless acutely unwell then random)
Electrolytes, urea and creatinine (EUC)
Liver function test (LFT)
Calcium, magnesium, phosphate (CMP)
Blood glucose level (BGL) (random or fasting)
Plasma metanephrines and normetanephrines
Aldosterone:renin ratio (if hypertension is present to screen for primary
aldosteronism) with documented anti-hypertensive medications
Testosterone
o Dehydroepiandrosterone sulphate (DHEAS) (if hirsutism also with 17-OHP level,
or adrenal mass)
o Any prior adrenal imaging

Additional information (if available)

e Androgen profile

o Follicle-stimulating hormone (FSH)

o Luteinising hormone (LH)

o Sex hormone-binding globulin (SHBG)

o Androstenedione
e 1 mgovernight dexamethasone suppression test (IDST) (to screen for Cushing’s syndrome)
e 24-hour urinary free cortisol (to screen for Cushing’s syndrome)

O

O 0O 0O 0O O O O O

O
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Osteoporosis and metabolic bone disease

Emergency

If any of the following are suspected, seek emergency medical advice or refer the patient to the
emergency department (via ambulance if necessary)

Out of scope (not routinely provided)

Access and prioritisation

Category 1 e Atypical femoral fractures for ongoing management of

(clinically recommended to osteoporosis

be seen within 30 calendar Note: consider concurrent referral to orthopaedics for fracture care

days) e Severe bone pain or deformity from known, or suspected
metabolic bone disease

Acute anterior uveitis on bisphosphonates (e.g. erythema, photophobia, blurred vision)
Note: urgent ophthalmology assessment is indicated

Acute, severe hypophosphatemia

Radiologically suspected or confirmed atypical femoral fracture
Note: subsequent endocrinology or rheumatology review may be indicated

Severe, symptomatic hypocalcaemia (albumin-corrected serum calcium < 1.9 mmol/L)

due to metabolic bone disease or its treatment (e.g. denosumab-related, hypoparathyroidism
such as post-thyroidectomy or spontaneous, severe vitamin D deficiency)

Severe, symptomatic hypercalcaemia (albumin-corrected serum calcium > 3.0 mmol/L)

due to metabolic bone disease or its treatment (e.g. hyperparathyroidism, vitamin D toxicity,
teriparatide therapy)

Vertebral fracture following delay or recent discontinuation of denosumab

Note: refer to neurosurgery if neurological symptoms

Vertebral fracture with severe pain or signs of neurological compromise

Acute fracture requiring orthopaedic intervention

Loss of height without further investigation

Note: in line with RACGP guidelines, patients with asymptomatic loss of height should be referred for a vertebral
x-ray to assess for a vertebral fracture

Low fracture risk (low risk on fracture risk calculator e.g. FRAX or Garvan Fracture Risk
Calculator) and no history of minimal trauma fracture

Note: consider using the Healthy Bones Australia - Osteoporosis Risk Assessment, Diagnosis and Management
flow chart

Pathological fracture due to known malignancy (e.g. secondary to metastatic bone disease)
Note: referral to treating cancer specialist or emergency department, as appropriate, is indicated

Recurrent falls without fracture

Note: referral to falls prevention program or appropriate speciality (e.g. neurology, geriatric medicine)
Secondary fracture prevention where osteoporosis is suspected

Note: consider referral to Osteoporotic Refracture Prevention service, where available

Severe bone pain or deformity related to osteoarthritis or inflammatory arthritis
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Category 2

(clinically recommended to
be seen within 90 calendar
days)

Aromatase inhibitor or androgen deprivation therapy
not receiving anti-resorptive treatment and requiring
specialist advice

Consideration for osteoanabolic therapy (as first-line

treatment) in a very high fracture risk patient

Note: patients must be treatment-naive and meet one of the
following criteria:

(a) symptomatic minimal trauma hip or vertebral fracture in the past
2 years

(b) 2 minimal trauma fractures with one symptomatic fracture in the
past 2 years

(c) FRAX 10-year risk score major osteoporotic fracture (MOF) risk
>30% or hip fracture risk > 4.5%

Long-term glucocorticoid use (> 3 months anticipated
duration) glucocorticoids (prednisone dosage > 7.5
mg/day, or equivalent as per PBS criteria) with bone
mineral density (BMD) T-score < -1.5 requiring therapy
with intolerance or contraindication to anti-resorptive
therapy

Medication-related osteonecrosis of the jaw
Note: surgical denial or maxillary issues will still require referral to
oral or maxillofacial surgeon or dentists

Metabolic bone disease, including, but not limited to:
o Symptomatic Paget’s disease
o Symptomatic fibrous dysplasia
o Osteomalacia
Patients requiring denosumab cessation or exit strategy,

or escalation of therapy
Note: include reason for planned cessation and date of last
denosumab dose in referral

Recent minimal trauma fracture for which specialist
input is required before osteoporosis treatment can be
commenced

Young people transitioning from paediatric to adult care

Category 3

(clinically recommended to be
seen within 365 calendar
days)

Post-menopausal women and men aged > 50 years with
BMD T-score < -2.5 and no history of minimal trauma
fracture) requiring specialist advice for any of the
following features:
o Intolerance of, or contraindication to standard
therapy
o Suspected treatment failure with declining BMD
despite therapy with adequate patient medication
adherence
Complex treatment considerations in osteoporosis
requiring specialist advice, including, but not limited to:
o Aged<30years
o Chronic kidney disease (eGFR < 30
mL/min/1.73m?)
o Secondary causes (excluding glucocorticoid-
induced osteoporosis)
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e Minimal trauma fracture in pre-menopausal women

e Osteogenesis imperfecta

e Recent minimal trauma fracture for which specialist
input is required before osteoporosis treatment can be
commenced

Required information

e Reason for referral
e Details of the presenting condition, including symptoms and their duration
e Provisional diagnosis
e Patient health summary (such as relevant medical history, relevant investigations,
current medications and dosages, immunisations, allergies and/or adverse reactions),
including specifically:
o Minimal trauma fracture history (including parental hip fracture)
o Bone mineral density (BMD) test results within past 12 month
Note: BMD testing is not necessary, but highly recommended
o Previous osteoporosis treatment, including date of treatment
Medication risk factors (especially aromatase inhibitor, androgen deprivation therapy,
corticosteroids)
Test results (within past 3 months; fasting, early morning)
Urea, electrolytes, renal function
Calcium, magnesium, phosphate (CMP)
Vitamin D (25(0OH)D)
Thyroid stimulating hormone (TSH)
o Parathyroid hormone (PTH) (only if abnormal calcium or phosphate)

O

O O O O O

Note: consider using the Royal Australian College of General Practitioners (RACGP) and Healthy Bones
Australia - Osteoporosis Risk Assessment, Diagnosis and Management flow chart

Additional information (if available)

e Menopausal status (if known)

e Risk factors (e.g. smoking, excess alcohol, poor balance, falls, low body weight)
Note: consider using the Healthy Bones Australia - Osteoporosis Risk Assessment, Diagnosis and Management
flow chart

e X-ray: lateral thoracolumbar spine within 2 years

e Test results (within past 3 months; fasting, early morning):
o Liver function tests (LFTs)

Coeliac serology

Serum protein electrophoresis (SPEP)

Electrophoresis (EPG)

Immunofixation electrophoresis (IEPG)

Thyroid stimulating hormone (TSH)

Testosterone (males only)

Oestradiol, follicle-stimulating hormone (FSH),

Luteinising hormone (LH) (pre-menopausal women only)
o Parathyroid hormone (PTH)

e Current or previous radiological reports of any fractures

O O O 0O O O O O
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e Date of final paediatric appointment, if attended and potential barriers to engagement
(e.g. move away from supports risk of homelessness) (if young person transitioning from
paediatric to adult care)
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Pituitary disorders

Note: for any pituitary mass, endocrinologist advice is required prior to any neurosurgical assessment.

Emergency

If any of the following are suspected, seek emergency medical advice or refer the patient to the
emergency department (via ambulance if necessary)

e New onset adrenal insufficiency or hypopituitarism

e Suspected or confirmed arginine vasopressin deficiency (AVP-D; previously known as cranial
diabetes insipidus) with hypernatraemia > 150 mmol/L or hyponatraemia < 125 mmol/L with
AVP-D already on treatment

e Suspected pituitary tumour with any of the following features:

o Acute new visual field defect (often initially unilateral temporal field loss progressing

to classic bitemporal superior quadrantanopia or hemianopia)

Hyponatraemia <125 mmol/L

Neurological signs or symptoms

Ophthalmoplegia (pituitary apoplexy)

Symptomatic cortisol insufficiency

Thunderclap headache

Out of scope (not routinely provided)

e Unexplained fatigue without an endocrine disorder

O O O O O

Access and prioritisation

Category 1 e Hyperprolactinaemia > 50,000 mIU/L

(clinically recommended to e Hypopituitarism (excluding adrenal insufficiency)
be seen within 30 calendar « Suspected acromegaly

days) e Suspected arginine vasopressin deficiency
(AVP-D; previously known as cranial diabetes insipidus)
e Suspected Cushing’s syndrome
e Suspected metastasis to the pituitary (e.g. history of
breast cancer, lung cancer and/or renal cancer)
Category 2 e Concern for pituitary hyperfunction or hypofunction

(clinically recommended to
be seen within 90 calendar
days)

e Known pituitary tumour or disorder on therapy
e Hyperprolactinaemia < 50,000 mIU/L
e Pituitary or sellar mass > 10 mm

Ca_tggory 3 e Empty sellar mass on imaging
(clinically recommended to be e Pituitary or sellar mass <10 mm
seen within 365 calendar e Primary amenorrhoea

days) e Secondary amenorrhoea or hypogonadism

Required information

e Reason for referral
e Details of the presenting condition, including symptoms and their duration
e Provisional diagnosis
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e Patient health summary (such as relevant medical history, relevant investigations, current
medications and dosages, immunisations, allergies and/or adverse reactions), including
specifically:

o History of any pituitary disorder

o History of treatment with immunotherapy or drugs known to cause hypophysitis or
hyperprolactinaemia

o History of anorexia nervosa or other eating disorder

o History of obesity, diabetes mellitus, osteoporosis, hypertension, obstructive sleep

apnoea

o Last menstrual period

o Headaches

o Physical examination findings (including presence of any visual or cranial nerve
deficits)

o Full blood count (FBC)

o Electrolytes, urea and creatinine (EUC)

o Liver function tests (LFTs)

o Fasting lipids and blood glucose level (BGL)

o HbAIlc

o Prolactin

o Luteinising hormone (LH)

o Follicle-stimulating hormone (FSH)

o Oestradiol (female) or testosterone (male)

o Thyroid stimulating hormone (TSH)

o Free thyroxine (fT4)

o Cortisol (early morning 0800-1000)

o Adrenocorticotropic hormone (ACTH) (early morning 0800-1000)

o Growth hormone

o Insulin-like growth factor (IGF-1)

o Visual field assessment (for pituitary or sellar mass > 10 mm or those complaining of

visual symptoms)
o Computed tomography (CT) or magnetic resonance imaging (MRI) brain scan report
(including pituitary if performed previously)
Note: Medicare rebate is not available for general practitioners ordering a pituitary MRI
o Human chorionic gonadotropin test (Bhcg), androgen profile, pelvic ultrasound
(if secondary amenorrhoea)

_Additional information (f available)

e 1 mg dexamethasone suppression test, late night salivary cortisol, 24-hour urinary free
cortisol measurement (if suspected Cushing’s syndrome)
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Thyroid and parathyroid disorders

If any of the following are suspected, seek emergency medical advice or refer the patient to the
emergency department (via ambulance if necessary)

e Agranulocytosis or neutropenic sepsis in patient taking carbimazole or propylthiouracil
e Any symptoms suggestive of hypocalcaemia post-thyroid or post-parathyroid surgery
e Thyroid mass with any of the following features:
o Airway compromise
Breathing difficulty
Drooling
Haemoptysis
Severe odynophagia
Stridor
Sudden increase in size or pain over days to weeks
o Sudden voice change
e Corrected serum calcium > 3.0 mmol/L with symptomatic hypercalcaemia (e.g. nausea
and vomiting or volume depletion, alteration in mental status, or acute kidney injury)
e Corrected serum calcium > 3.5 mmol/L
e Corrected serum calcium < 1.9 mmol/L with symptomatic hypocalcaemia (e.g. seizures or
tetany)
e Hyperthyroidism complicated by cardiac or respiratory compromise, or other indications of
severe illness (i.e. fever, vomiting, labile blood pressure or altered mental state)
e Hyperthyroidism with hypokalaemia and paralysis

e Reduced visual acuity in Graves’ disease
Note: refer to ophthalmology state-wide referral criteria

e Suspected myxoedema coma

Out of scope (not routinely provided)

e Asymptomatic, stable thyroid nodule(s) which are classified as benign by ultrasound (ACR TR
1-2) or by combination of low-risk ultrasound (ACR TR 1-4) and biopsy (Bethesda Category )

e Mildly elevated parathyroid hormone levels with normal serum calcium levels

e Unexplained fatigue without an endocrine disorder

¢ Uncomplicated primary hypothyroidism, including sub-clinical hypothyroidism in the absence
of pregnancy or pregnancy planning

Access and prioritisation

O O O 0O O O

Ca_te_gory1 e Asymptomatic hypercalcaemia with corrected serum
(clinically recommended to calcium > 3.0 mmol/L
be seen within 30 calendar

e Cervical lymphadenopathy associated with a thyroid
mass

e Clinically suspected, or cytologically confirmed or
suspected thyroid malignancy (Bethesda Category V
or VI)

Note: for any malignancy, concurrent referral to a thyroid surgeon is
highly recommended

days)
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Following surgery for thyroid cancer, where radioactive

iodine treatment is being considered
Note: consider referral to nuclear medicine, where appropriate

Hyperthyroidism due to amiodarone or checkpoint
inhibitors

Hypocalcaemia with corrected serum calcium

1.8 - 2.0 mmol/L

Pre-pregnancy, pregnant or post-pregnancy with
hypothyroidism or hyperthyroidism

Pregnant with any degree of hypocalcaemia or
hypercalcaemia

Severe, symptomatic hyperthyroidism

Sub-acute thyroiditis (i.e. hyperthyroidism with thyroid
pain), where glucocorticoid therapy is being considered
Thyroid function tests suggestive of hypothalamic or
pituitary pathology (central hypothyroidism)

Category 2

(clinically recommended to
be seen within 90 calendar
days)

Hypercalcaemia with corrected serum calcium

2.8 - 3.0 mmol/L

Following surgery for thyroid cancer (or where surgery
is not indicated) where specialist surveillance is
recommended by the treating team

Graves’ ophthalmopathy or Thyroid Eye Disease (TED)

Note: if vision threatening, urgent ophthalmology review is required
Overt hyperthyroidism

Pre-pregnancy counselling for a thyroid or blood calcium
disorder

Primary hyperparathyroidism with persistent mild
hypercalcaemia (i.e. corrected calcium 2.5 - 2.8 mmol/L
on repeat testing) with any of the following features
during monitoring:

o Progressive rise in calcium levels

o Declining renal function (eGFR reduction > 10
mL/min/1.73m?)

o New fragility fracture

Significant bone density loss (> 3.0% per year or T-score
decline > 0.5)
Thyroid nodules with any of the following features:

o Bethesda Category lll or IV

o Size >4 cm (regardless of imaging characteristics
or cytology results)

o Significant growth (i.e. > 20.0% increase in
diameter or > 2.0 mm) in a previously identified
nodule >1cm with TI-RADS score > 3

o >2non-diagnostic fine needle aspirate (FNA)
results

Note: consider referral to either a thyroid surgeon or an
endocrinologist
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Category 3 e Long-term requirement for anti-thyroid therapy

(clinically recommended to be where review of treatment strategy is required

seen within 365 calendar e Multinodular goitre or generalised thyroid enlargement

days) with evidence of growth or development symptoms

e Permanent hypoparathyroidism to review or develop
a long-term management plan

e Persistent abnormal thyroid stimulating hormone
elevation despite attempts at optimal therapy

e Sub-clinical hyperthyroidism aged > 65 years with
multinodular goitre

Required information

e Reason for referral
e Details of the presenting condition, including symptoms and their duration
e Provisional diagnhosis
e Patient health summary (such as relevant medical history, relevant investigations, current
medications and dosages, immunisations, allergies and/or adverse reactions), including
specifically:
o Specific thyroid history (e.g. thyroiditis, thyroid disease in pregnancy, management of
hyperthyroidism, any history of surgery or Graves’ disease)
o Personal or family history of thyroid cancer or familial endocrine neoplasia syndromes
o Neck radiation exposure
o Osteoporotic therapy
o Physical examination findings
o Investigations
o Full blood count (FBC)
(@]
(@]
(@]
(@]

Electrolytes, urea and creatinine (EUC)
Liver function tests (LFTs)

Fasting lipids

C-reactive protein (CRP)

If a thyroid condition:

o Thyroid stimulating hormone (TSH)
o Free thyroxine (fT4) (where TSH is abnormal)
o Free triiodothyronine (fT3) (where TSH is low)
o Thyroid antibodies
= |f hypothyroidism - anti-TPO antibody, anti-Tg antibody
= |f hyperthyroidism - anti-TPO antibody, anti-Tg antibody, TRAB/TSI

If a thyroid nodule:

o Diagnostic thyroid ultrasound +/- fine needle aspirate (FNA) biopsy result (include

copy of results, test location and date)
Note: neck ultrasound is not required for investigation of uncomplicated thyroid hormone dysfunction in
the absence of a proven or suspected thyroid nodule

If calcium or parathyroid condition:

o Corrected calcium, magnesium, phosphate, 25-OH vitamin D and parathyroid hormone
(PTH) on two occasions
o Concurrent spot urine or 24-hour calcium:creatinine
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o Electrophoresis (EPG), immunofixation electrophoresis (IEPG) (to exclude myeloma)
o Bone mineral density within last 2 years
o Thoracolumbar spine X-ray

Additional information (if available)

e Weight, height, body mass index and weight history (i.e. weight loss or weight gain)

e Use of complementary medicines (e.g. herbs, supplements, Biotin)

e Computed tomography (CT) scan for chest, abdomen, and pelvis as screening for occult
malignancy, granulomatous, or inflammatory process (if non-PTH mediated hypercalcaemia)
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