
From the Chair  

Outcomes v process!  

A belated welcome to 2010.  I hope that that all members were able to take some time 

off for themselves, their family and their friends. It really is important for doctors especially 

to take some time to recharge.  

This is an election year and pundits state that health will be a major issue at the next elec-

tion.  So itõs worth looking back at over at the promises that have made to those who 

work and use the health care system.  

Process is where you are doing something to achieve an outcome.  This government 

seems to be very good at process.  It is far too late in the political cycle for this govern-

ment to actually do something other than announce what they will do if they are re -

elected.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

With a government so bereft of any outcomes in health ð it canõt even get means testing 

of private health rebates through parliament ð it will look to the areas where it does have 

direct control.  It would be relative easy and predictable to announce Divisions/Networks 

transform into Primary Health Care Organisations (PHCO).  The good news for the govern-

ment is that they wonõt need to actually deliver what they think good 

PHCO should do.  

Amongst all this uncertainty and posturing there is a chance for pri-

mary health care to benefit.  The government is in a very vulnerable 

position and it really needs to deliver some outcomes.  If our medical 

political leaders are clever enough they should be able to take ad-

vantage of this situation.  Then again they can go back to imitating 

the various levels of government and blame each other for a failure 

to deliver, again.  

Dr Harry Nespolon  

NSGPN Chair 

MARCH 2010 

Process Outcome  

Multiple enquires into Australian Health Care system. Mul-

tiple announcements about what might happen at some 

time in the future.  

[I am looking forward to the big one following the na-

tional health & hospital reform commission report)  

Nothing  

Announcements that the Federal government will end 

the òblame gameó, again. 

The blame game is the almost daily accusation by the 

other level of parliament about how useless the other is at 

delivering health care.  

Patient Suffers  

Our Prime Minister says that he will take responsibility for 

problems with the health care system, again.  
Nothing  

Federal government takeover of the state controlled 

hospitals if they do not achieve certain benchmarks.  
Nothing  
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Immunisation  

During 2009, practices in the NSGPN area did fantastic 

work to increase childhood immunisation coverage rates 

for the lower north shore. Through an increase in the num-

ber of practices reporting electronically to ACIR (Australian 

Childhood Immunisation Register), an increase in the num-

ber of practices keeping up to date with their data clean-

ing activities i.e. the GPII020A report, and the use of edu-

cational and promotional tools to parents, coverage rates 

in the area dramatically increased.  

The top 5 practices in the last quarter were:  

Roseville General Medical Practice  

Chatswood East General Medical Practice  

St Leonards Medical Centre  

Mowbray Family Practice  

Northbridge Family Clinic.  

To improve your practiceõs immunisation rates, contact 

Eloise Howard on 9411 3533 or email 

ehoward@nsgpn.org.au .  

Excellence in General Practice - the Keystone to Primary Health Care  

Changes to Medicare Primary Care Items 

(Health Assessments)  

As of 1 May 2010, the structure of health assessment items 

will change and Medicare fees will be rationalised.  

 

The following health assessments will be undertaken un-

der new items:  

 

The health assessment item for services provided by a 

practice nurse or registered Aboriginal health worker on 

behalf of a medical practitioner will move to a new 

group (M12), and as a consequence, will have a new 

item number (10986).  

For further information on these Medicare item changes, 

contact your Practice Support Officer on 9411 3533.  

New item 

numbers  
Description  

New 

fee  

701 
Brief Health Assessment of less than 30 

minutes duration  
$55.00 

703 

Standard  Health Assessment lasting 

more than 30 minutes but less than 45 

minutes  

$127.80 

705 

Long  Health Assessment lasting more 

than 45 minutes but less than sixty min-

utes 

$176.30 

707 
Prolonged  Health Assessment lasting 

more than 60 minutes  
$249.10 

715 
Aboriginal and Torres Strait Islander  peo-

pleõs health assessment 
$196.65 

10986 

Healthy Kids Check  provided by a prac-

tice nurse or registered Aboriginal health 

worker  

$55.00 

Old item 

numbers  
Description  

Old 

Fee 

709 & 711 Healthy kids check   $47.10 

717 45-year old health assessment   $106.95 

713 Type 2 diabetes risk evaluation   $62.80 

700 Older person health assessment   $179.15 

712 

Comprehensive medical assessment for 

a permanent resident of an aged care 

facility  

 $200.70 

718 
Health assessment for a person with an 

intellectual disability  
 $213.50 

714 

Health assessment for a person in Aus-

tralia under the Governmentõs Humani-

tarian Program  

 $213.50 

708 
The Aboriginal and Torres Strait Islander 

child  health assessment  
 $179.15 

710 
The Aboriginal and Torres Strait Islander 

adult  health assessment  
 $213.50 

704 
The Aboriginal and Torres Strait Islander 

older persons  health assessment  
 $179.15 

Message from the CEO  

Welcome to the first Update of 2010.  

We have had a very busy start to the 

year, with an additional 26 GPs attend-

ing the accredited mental health skills 

training provided by NSGPN in Febru-

ary. GPs have also benefitted from 

clinical attachments in the Drug & Al-

cohol and Diabetes Units at Royal North Shore Hospital. 

More GPs and Specialists are now communicating se-

curely via Argus, with 225 registered users in the North 

Shore.  

We have presented to the Lane Cove community about 

medication and falls prevention, a local exercise clinic is 

now available to accept referrals into the subsidised pre -

diabetes lifestyle program and we have engaged allied 

health professionals to deliver services to patients in low 

care residential aged care facilities.  

As there have been a number of practices who wish to 

employ practice nurses, we ran a recruitment drive to 

source interested registered nurses who would like to work 

in general practice.     

We have also welcomed 7 new Members and 4 new As-

sociate Members and provided a voice for our members 

on issues such as planning for the delivery of palliative 

care services in the area and MBS autism item numbers.     

We look forward to providing continued support to GPs 

and their practices this year.   

Jenny Sikorski 

CEO 



Lifestyle Modification Program  

According to the Australian Bureau of Statistics (ABS), Dia-

betes is Australiaõs fastest growing disease with Type 2 Dia-

betes, the most common form, having increased in preva-

lence since the 1980s. Type 2 Diabetes most often devel-

ops in middle or older age and being overweight or physi-

cally inactive are important risk factors. To combat this 

emerging issue, the Department of Health and Ageing has 

provided the Northern Sydney General Practice Network 

with funding to implement a Lifestyle Modification Program 

(LMP) within the community to delay the onset of Type 2 

Diabetes in patients who are considered ôhigh riskõ.  

This pre-diabetic program is aimed at patients who are 

aged 40 -49 years, who have NOT been clinically diag-

nosed with Type 2 Diabetes and score 15 or more on the 

AUSDRISK (Australian Type 2 Diabetes Risk Evaluation Tool). 

NSGPN Practice Support Officers are available to update 

GPs, nurses and general practice staff on this program and 

how they can refer eligible patients in their practices to the 

program.  

The LMP is currently delivered by:  

The Exercise Clinic ð Crows Nest (Ph 9439 9773)  

Diabetes Australia NSW ð Glebe (Ph 9552 990)  

The opportunity exists for additional providers to become 

accredited in delivering the program by training in ôReset 

Your Lifeõ. 

 

To find out more about this Type 2 Diabetes Prevention Pro-

gram (LMP), contact Eloise Howard at NSGPN on 9411 3533 

or email ehoward@nsgpn.org.au .  
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Excellence in General Practice - the Keystone to Primary Health Care  

Aged Care Access Initiative (ACAI)  

The Aged Care Access Initiative (ACAI) aims to improve 

access to primary health care to residents of aged care 

facilities. There are two components to the ACAI - a GP 

component and an Allied Health component.  
 

NSGPN has recently changed the way allied health ser-

vices are provided under the ACAI Allied Health compo-

nent.  
 

NSGPN is now directly contracting the following Allied 

Health Professionals to deliver services in low care  RACFs. 

If your patients are in low care RACFs and would benefit 

from one of the allied health services listed above, con-

tact the provider directly or the Director of Nursing at the 

RACF. The provider will then report back to you on the 

progress of your patient.  

 

ACAI GP Incentive Component  

An incentive payment is available to GPs once they have 

provided a predetermined number of Medicare claim-

able services to residents in RACFs. The GP must be in an 

accredited practice participating in the PIP program to 

receive the incentive payment. Funding will be paid 

automatically by Medicare once the predetermined 

Qualifying Service Levels (QSLs) have been reached. Pay-

ment is to the GP, not the practice and the program is 

only for services to residents in Commonwealth Funded 

RACFs. 

There are 2 payment levels under the GP component:  

Tier 1: $1,000 when 60 services have been claimed  

Tier 2: $1,500 when 140 services have been claimed.  

The maximum claimable in a financial year is $2,500. Eligi-

ble MBS Items include attendances at RACFs, compre-

hensive medical assessments, contributions to care plans, 

case conferences and residential medication manage-

ment reviews.  

As of 1 May 2010, the MBS Item 712 Comprehensive medi-

cal assessment of a permanent resident of a residential 

aged care facility  (RACF) will be replaced by new time -

based health assessment Items 701, 703, 705 and 717.  

 

Allied Health  Provider Name  Provider Con-

tact Details  

Physiotherapy  John Riley  (02) 9635 9444 

Speech Pathology  Bronwyn Nolan  0431 360 444 

 Speech Pathology  Jennifer Winten  0412 224 690 

Counselling/Social 

Work 

Lynne Harrold  0432 077 194 

20 35 43 51 92 93 

95 96 731 734 736 738 

775 778 779 903 5010 5028 

5049 5067 5260 5263 5265 5267 

As these items are not specific to residents of RACFs, the 

use of these new items WILL NOT count towards the Quali-

fying Service Levels (QSL) for the ACAI.  

Therefore, GPs must use one of the following existing MBS 

items for services in RACFs to count towards the QSLs for 

the ACAI.  

QSL MBS Items for ACAI GP Incentive  

 

 

 

 

 

 

 

 

For further infor mation, contact 

Eloise Howard on 9411 3533 or email 

ehoward@nsgpn.org.au . 
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Excellence in General Practice - the Keystone 

Prasugrel (Effient) for acute 

coronary syndrome in people 

undergoing percutaneous 

coronary intervention  

 Published December 2009  

Prasugrel is a new antiplatelet drug from the same class as 

clopidogrel. Prasugrel is an alternative to clopidogrel for 

treating moderate to high risk acute coronary syndromes 

that are managed by percutaneous coronary intervention 

in combination with aspirin. Prasugrel reduces the risk of 

atherothrombotic events (mainly non -fatal myocardial 

infarction) more than clopidogrel, but at the expense of 

more bleeding, including life -threatening and fatal epi-

sodes. Avoid prasugrel in people with a previous stroke or 

transient ischaemic attack, active bleeding, severe he-

patic impairment, or otherwise at high risk of bleeding that 

could outweigh the benefit. People aged  Ó 75 years or 

weighing < 60 kg experience increased incidence of 

bleeding with prasugrel. A lower maintenance dose (5 mg 

daily) is recommended to minimise their bleeding risk; how-

ever, there are currently no clinical data on the use of 

lower doses in these patients.  

The optimal duration of therapy and full adverse -effect 

profile of prasugrel are yet to be established. Clinical effi-

cacy and safety data are currently limited to 15  months. 

For the complete review of prasugrel and information 

about other new drugs, see the NPS RADAR website 

www.npsradar.org.au  

Heart failure patients benefit from 

Home Medicines Reviews (HMRs)  

The HMR was introduced to prevent medication related 

morbidity and mortality. Each year there are about 2000 

deaths and 140,000 hospital admissions attributed to medi-

cation misadventure in Australia. 70% of these are thought 

to be preventable.  

Recent research has shown the effectiveness of HMRs in 

delaying time to the next hospitalisation for heart failure 

patients in the practice setting.  

Dr Elizabeth Roughead and her colleagues at the Univer-

sity of South Australia, in the August issue of Circulation: 

Heart Failure, have shown collaboration between doctors 

and pharmacists that included HMRs helped reduce sub-

sequent hospitalizations for heart failure. Heart failure pa-

tients who received a HMR and then met with their doctor 

for a follow up visit were hospitalized 45% less often than 

patients who did not receive the service. The authors con-

cluded that the pharmacist review of medicine use is ef-

fective in delaying the time to the next hospitalization for 

heart failure in those treated with heart failure medicines. 

This is compelling evidence to consider a HMR for heart 

failure patients in your practice.  

If you are yet to refer one of your patients for an HMR, a 

starting point could be one of these patients.  

At their next visit complete the referral form while the pa-

tient is with you, print it off and then deliver it (via the pa-

tient) or send it to their pharmacy. An HMR accredited 

pharmacist will then visit the patient. A report will be pre-

pared that may include recommendations on possible 

interactions, side effects, storage, need for Webster packs 

etc. Other issues may also be identified, such as contraindi-

cated over -the -counter medication or stockpiling of out -of

-date medicines. The meeting is a great opportunity for the 

patient to discuss medication matters and to gain a better 

understanding of how to manage their medicines. The 

HMR report will be sent to you for you to decide whether a 

change is warranted and  for discussion with the patient at 

their next visit and a completion of medication manage-

ment plan.  

At that point you can claim Item 900 $143.40. The process 

is easy, your patient will benefit and you can be confident 

that you are offering best practice.  

For further information, contact Josephine Williams on 9411 

3533 or email jwilliams@nsgpn.org.au . 

New NPS clinical program 

addresses sleep problems 

and therapy options  

Insomnia Management  

The latest NPS education program ôManagement options 

to maximise sleepõ encourages prescribers to recommend 

non -drug therapies as first -line treatment for insomnia and 

to discuss the importance of good sleep practices and the 

potential harms of hypnotic medicines with patients before 

prescribing hypnotics.  

BEACH data from 2006 -08 shows medication was pre-

scribed for 95.2 per 100 insomnia problems*, however re-

search from the Agency for Healthcare Research and 

Quality in the US has shown non -drug therapies have com-

parable effectiveness to hypnotic medicines.  

The ôManagement options to maximise sleepõ program 

encourages health professionals to :  

explore patient concerns with sleep difficulties ð iden-

tify and address causes  

offer behavioural and cognitive therapies for insomnia  

discuss and specify the duration of hypnotic medi-

cines use  

trial discontinuing hypnotic medicines in patients who  

have been using them for long periods and engage 

patient/carers in managing sleep difficulties.  

The NPS has developed several resources and activities 

about managing insomnia for health professionals.  

To arrange an educational visit on this topic, contact Kerry 

de Waal on 9411 3533 or kdewaal@nsgpn.org.au  

*Source:  Charles J, Harrison C, Britt H. Australian Family Physician 2009;38:283  

http://www.nps.org.au/health_professionals/publications/nps_radar/current/december_2009/prasugrel
http://www.nps.org.au/health_professionals/publications/nps_radar/current/december_2009/prasugrel
http://www.nps.org.au/health_professionals/publications/nps_radar/current/december_2009/prasugrel
http://www.nps.org.au/health_professionals/publications/nps_radar/current/december_2009/prasugrel
http://www.npsradar.org.au
mailto:kdewaal@nsgpn.org.au
http://www.nps.org.au/You_are_leaving_this_site?link=http%3A%2F%2Fwww.racgp.org.au%2Fafp%2F200905%2F200905beach.pdf&name=Charles%20J%2C%20Harrison%20C%2C%20Britt%20H.%20Australian%20Family%20Physician%202009%3B38%3A283
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Excellence in General Practice - the Keystone to Primary Health Care  

Type 2 diabetes is common and is frequently associated 

with both microvascular and macroscular complications.  

It is clearly established that the onset and progression of 

these complications is delayed by improving glycaemic 

control.  Disappointingly, the proportion of patients who 

reach acceptable glycaemic targets remains low. One of 

the challenges of management is that diabetes is a pro-

gressive disease with deterioration of beta cell function 

that declines at about 4% per year. It is perhaps not surpris-

ing that many patients will require insulin within 10 years of 

diagnosis.  

The traditional approach to the management of patients 

with Type 2 diabetes involves a number of steps. Firstly, life-

style modification of both diet and exercise should under-

pin all pharmacological approaches. As beta cell function 

declines, the addition and subsequent up -titration of a 

single oral agent, often followed by a second and some-

times third medication is needed if glycaemic goals are to 

be maintained. Why then, do so many patients not 

achieve accepted glycaemic targets?  

Unfortunately, long delays occur before treatment is ad-

justed leaving the patient exposed to an excessive 

òglycaemic burdenó. For example, data from the Kaiser 

Permanente Northwest data base from 1994 to 2002, re-

vealed the average time from switching from monother-

apy to dual therapy was between 14 to 20 months despite 

HbA1c levels of over 8%. A more proactive approach is 

needed to optimise treatment and this will include efforts 

to introduce insulin earlier. Importantly, insulin therapy 

should not be viewed as the òlast resortó, but an important 

tool to use to allow patients to achieve good glycaemic 

outcomes.  

It was noted in the UKPDS, that when insulin therapy is 

added earlier, a lower dose of insulin is often required, less 

weight gain occurs and less hypoglycaemia is reported. 

Importantly, quality of life is also improved making  

insulin therapy a more positive experience.  

When oral agents start to fail, insulin is needed and delay-

ing its introduction by giving the patient òjust another 3 

monthsó to optimise a diet and exercise programme is 

rarely successful.  However, òwhen to add insulinó remains 

a problem for most health professionals. It has been sug-

gested that patients on maximal oral therapy with HbA1cõs 

exceeding 7% for 3 to 6 months should be commenced on 

insulin. 

It is important for the patient to be reminded that im-

proved glycaemic control equates to better outcomes 

and that recent advances in both analogue insulins and 

insulin delivery -devices, have improved the òinsulin-

experienceó for patients.  

Summary:  

establish a clear HbA1c target for each patient based 

on patient demographics and associated co -

morbidities  

commence oral agents if HbA1c rises above the target 

HbA1c. Diet and exercise will ultimately be insufficient 

to maintain glycaemic control because of beta -cell 

failure  

titrate oral medications as frequently as required to  

achieve the target Hb A1c (usually < 7%).  

introduce insulin when oral agents start to fail, donõt 

delay.  

titrate dose of insulin regularly to achieve target 

HbA1c.  

General practitioners often express difficulties in the proc-

ess of insulin initiation in their patients. The Diabetes Health 

Assessment Unit at RNSH conducts clinical attachment pro-

grams for general practitioners to assist in this and all as-

pects of diabetic management.  

For more information, contact Ashley Clarke on 9411 3533 

or email aclarke@nsgpn.org.au . 

 Menopause Management -  

 Education for Practice Nurses  

On Tuesday 9 February, 10 Practice Nurses participated in 

an education session on the management of menopausal 

symptoms. NPS Facilitator, Kerry de Waal presented an 

overview of the latest, independent, evidence -based infor-

mation on the effectiveness and safety of hormonal and 

non -hormonal therapies and the complementary and al-

ternative agents. This was followed by an interactive a 

case study discussion. Feedback was positive with com-

ments including - ônow I feel able to answer questions from 

patients accurately ... will use in conjunction with female 

health checks & pap smearsõ, ôable to give informed ad-

vice to patientsõ, ôdiscuss HRT more confidently with pa-

tientsõ, ôvery friendly environmentõ. 

Management Options 

to Maximise Sleep  

with Professor Ron Grunstein  
 

Is INSOMNIA an emerging public health burden? Come 

and discuss the latest in management from the expert.  
 

When   Tuesday 23 March 2010, 7.00 -9.30pm  

Where  Cabana Bar and Lounge  

  80 Christie Street, St Leonards  

Speaker  Professor Ron Grunstein  

  Dinner and parking provided  
 

To book your place or for more information, contact  

Kerry de Waal, NPS Facilitator, at NSGPN on 9411 3533 or 

email kdewaal@nsgpn.org.au . 

Type 2  Diabetes, should we commence insulin therapy earlier? By Judy OõDea - NSCCAHS 
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Excellence in General Practice - the Keystone to Primary Health Care  

Diabetes  

Diabetic patients identified through clinical 

software by the practice  
27% 

Patients with recorded HbA1c <7%  36% 

Patients with cholesterol recorded in last 12 

months & less than 4 Mmol  
16% 

Patients with BP recorded less than 130/80 in 

last 12 months  
11% 

Patients with no recorded HbA1c in clinical 

software  
14% 

Patients with BP recorded in past 12 months  18% 

Patients with cholesterol recorded in past 12 

months  
4% 

Coronary Heart Disease  

CHD patients identified through clinical soft-

ware by the practice  
31% 

Patients with BP recorded in past 12 months  8% 

Patients listed as being prescribed on an anti -

platelet agent  
13% 

Patients listed as being prescribed a statin  7% 

Patients with cholesterol recorded in last 12 

months & less than 4 Mmol  
5% 

Patients with cholesterol recorded in past 12 

months  
9% 

2. Coronary Heart Disease (CHD) and  

 Diabetes  

Plan: Improve rate of GPMP +/ - TCA for patients on CHD/

Diabetes register by printing off register from Canning Tool 

and then cross matching with billing software  

Do: Completed  

Study:  

 Coronary Heart Disease (CHD)  

721 ð 53% current, 7% > 2 years, 40% never done  

723 ð 11% current, 4% > 2 years, 85% never done  

725 ð 7% current, 4% > 2 years, 89% never done  

727 ð 100% never done  

 Diabetes  

721 ð 59% current, 11% > 2 years, 30% never  

723 ð 38% current, 5% > 2 years, 57% never  

725 ð 7% current, 2% > 2 years, 92% never  

727 ð 100% never  

2517 ð 98% never  

Act: Conduct future PDSAs to develop ways to improve 

on these figures.  

1. Access and Care Redesign  

Plan: Establish front desk phone demand by studying call 

types and profile so that the practice will be able to bet-

ter understand demands  

Do: Collected data on call types in the following catego-

ries for 1 week ð appointments (Dr, Nurse, vaccination 

clinic), requests for scripts / referrals / results, clinical ad-

vice etc.  

Study:  Phone call breakdown:  

Appointments = 543 /week (60%)  

Results enquiries = 112/week (13%)  

Script requests = 56/week (7%)  

Referral requests = 56 (7%)  

Nurse advice = 32/week (4%)  

Doctor advice = 70/week (8%)  

Practice Manager (PM)/book keeper = 17/week (2%).  

Busiest day ð Wednesdays, Busiest time ð 8-10 am, Quiet-

est day ð Tuesday.  

Act: Reception and PM to review patterns and develop 

strategic approach to modifying staff utilisation to match 

demands, look at strategies to modify patient behaviours 

to reduce demands on stressful days/times.  

For more information on how your practice can:  

Develop effective chronic disease patient registers  

Improve patient access by mapping your capacity and demand  

Utilise your practice nurse for chronic disease management and setting up clinics  

contact Ashley Clarke on 9411 3533 or email aclarke@nsgpn.org.au . 

As the practices prepare to attend their third and final learning workshop at the end of February, here are two exam-

ples of improvement change actions (PDSAs) currently being undertaken to help improve patient outcomes.  

The tables below outline the key performance indicators which the practices have improved over the first 6 months.  
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Argus Secure Messaging Program  

Communication between health professionals has always 

been an important aspect in the healthcare industry. As 

times have changed so has technology and the standards 

of communication have increased dramatically. The need 

for more accurate clinical information in much less time 

has become a dominant topic in the communication as-

pect of the health industry.  

Argus Secure Messaging software gives healthcare practi-

tioners the ability to send, receive and share clinical infor-

mation with their colleagues securely via the internet thus 

making the communication process a much faster, accu-

rate and guaranteed method of getting information 

across. In January 2009, NSGPN took part in the Argus Affin-

ity Program pilot to promote and introduce Argus secure 

messaging to the health professionals in Northern Sydney 

and surrounding suburbs.  

At the time it was difficult to get the idea of secure mes-

saging across to the health practitioners however with the  

help of a number of dedicated practices, the program 

was a complete success and NSGPN had its first 10 sites 

registered as Argus users. Following on from the success of 

the Affinity Program, NSGPN started promoting Secure 

Messaging and Argus on a larger scale by mentioning this 

technology in our weekly faxes, quarterly newsletters, prac-

tice visits as well as holding a major event to promote  

e-Health Update - Identifiers  

Australia has taken its first step towards an integrated na-

tional e -Health system by introducing the Healthcare Iden-

tifier Bill 2010 on 10 February 2010.  

The Healthcare Identifiers (HI) Service will implement and 

maintain a national system for uniquely identifying health-

care providers and individuals.  

The HI Service will operate in conjunction with a standard-

ised authentication infrastructure and comply with interna-

tional best practice for information security.  

This means that all healthcare providers will be provided 

with their unique identifier which will be used in a process 

that will more accurately identify mismatched records, 

ease better communication and sharing of information.  

For example, when a patient visits their GP for a check -up, 

the identifying number on their health record is different to 

the number at the pharmacy where they have their pre-

scription filled or the pathology laboratory where they 

have their blood tests done.  

Healthcare providers and related entities may use and 

disclose healthcare identifiers, namely for communicating 

and managing health information as part of the provision 

of healthcare to an individual; or management, funding, 

monitoring or evaluation of healthcare; or provision of 

medical indemnity cover for a healthcare provider;  

High attendance rate for  Mental Health Skills 

Training - Young Minds  

Over 50 members have now completed Young Minds  

Mental Health Skills Training at NSGPN. Young Minds is a 

prevention and early intervention program for GPs focus-

ing on skills development in the diagnosis, management 

and treatment of high prevalence mental disorders occur-

ring in young people. Those 

who completed the work-

shops will be recognised for 

the higher rebate, MBS item 

number 2710, effective 

from 1 January  2010.  

secure messaging amongst GPs, specialists and allied 

health professionals.  

NSGPN demonstrated its commitment to promoting secure 

messaging by offering free installation to any site that is 

within area. NSGPN has engaged  three IT contractors who 

have been installing Argus and training all users on how to 

use it and maximise its ability. This proved to be a great 

step as, since September, all the technicians have been 

busy with Argus installs. There are currently 225 Argus users 

who are registered under NSGPNõs umbrella and this num-

ber is increasing. These users include a very large number 

of specialists, allied health practitioners as well as GPs.  

NSGPN is now one of the leading divisions that promotes 

Argus secure messaging. We have the second highest 

number of specialists on board in any Division in Australia. 

As well as providing a managed process for deploying Ar-

gus at the different sites, NSGPN has encouraged a num-

ber of IT vendors to start training their staff on the Argus 

software so that there will always be support available to 

those who need help with installing or using Argus.  

 

 

For further information on Argus, contact 

Rob Khamas on 9411 3533 or email 

rkhamas@nsgpn.org.au .  

 

or conducting research that has been approved by a Hu-

man Research Ethics Committee.  

Healthcare identifiers can also be used to lessen or prevent 

a serious threat to an individualõs life, health or safety or to 

public health or public safety. Handling of healthcare iden-

tifiers does not authorise the sharing of associated personal 

or health information which would still need to be under-

taken in accordance with existing privacy and health infor-

mation laws in each jurisdiction.  

Source: www.health.gov.au/internet/ministers/publishing.nsf/Content/mr -yr10-nr-nr023.htm  
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Treatment of Abdominal Pain and Scrotal Pain in Children  

at Royal North Shore Hospital To allow earlier treatment at the most appropriate 

facility, the following flow charts delineate whether a child with abdominal or scrotal pain 

should be referred to Royal North Shore Hospital or one of the Childrenõs Hospitals directly.  

If a GP calls regarding a paediatric patient with possible testicular torsion or appendicitis, they will be asked to send the  

patient to Sydney Childrenõs Hospital or Westmead Childrenõs Hospital. If the patient is aged under 12 and presents at 

ED with scrotal pain for less than 4 hours or unclear time, they will be transferred to one of the childrenõs hospitals. If 

symptoms exist longer than 4 hours or the patient is aged 12 or above, they will be treated at RNSH. If the patient is 14 

years and under and presents at ED with urgent abdominal pain, they will be transferred to one of the childrenõs hospi-

tals. If over 14 years, they will be admitted to RNSH.  
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Flow Chart for Abdominal Pain  

Point of Care Testing (PoCT)  

The PoCT in General Practice Trial was an Australian Gov-

ernment funded multi -centre, cluster randomized con-

trolled trial (RCT), to investigate and evaluate the safety, 

clinical and cost effectiveness of PoCT in a general prac-

tice environment. Conclusions from this trial include: in 

terms of performance in quality management, it was safe 

to perform PoCT for HbA1c and ACR; however the results 

were less clear for INR and lipids. PoCT patients had sig-

nificantly more GP visits (p=0.0126) and more testing. GPs 

using PoCT recorded more process of care actions than 

control GPs for all conditions if tests were within target 

range. Fewer differences were found between actions 

undertaken by intervention GPs compared to control GPs 

if tests were outside target range. PoCT had little impact 

on GP prescribing patterns for all three conditions. For INR 

testing, PoCT was associated with significantly higher 

costs per patient for GP consultations (95% CI $120 to 

$367) and pharmaceuticals (95% CI $6 to $30) but was 

associated with a small reduction in the indirect costs per 

patient to the health sector. The other three PoCT strate-

gies, HbA1c, urine ACR and lipids do not generate a sta-

tistically significant difference in the higher costs per pa-

tient to the health sector. For lipids testing, PoCT was asso-

ciated with significantly higher costs per patient for phar-

maceuticals (95% CI $143 to $296).  

Comparative effectiveness of 5 smoking 

cessation therapies in primary care clinics  

This US-based study recruited 1,346 primary care patients 

presenting for a regular outpatient visit to participate in a 

free smoking cessation program. Patients had smoked > 

10 cigarettes daily for the previous 6 months. They were 

randomly assigned to 5 active pharmacotherapies: 3 

monotherapies (nicotine patch, nicotine lozenge and 

bupropion hydrochloride sustained release [SR]) and 2 

combination therapies (patch + lozenge and bupropion 

SR + lozenge). Patients were referred to a telephone quit 

line for cessation counseling.  

Six-month abstinence rates were as follows: patch 17.7%; 

lozenges 19.9%; bupropion SR 16.8%; patch + lozenge 

26.9% and bupoprion SR + lozenge 29.9%. The combina-

tion of bupropion SR + lozenge were superior to all of the 

monotherapies; patch + lozenge were superior to patch 

and bupropion monotherapies.  
 

Reference: Arch Intern Med 2009;169(22):2148 -55.  

Source: GP Research Review. Issue 23: 2010  

The estimated unit cost for PoCT is $20.02 per test for INR, 

$75.88 per test for HbA1c, $87.80 for urine ACR and $66.84 

for lipid studies.  

Source: www.health.gov.au/internet/main/publishing.nsf/content/poctgenpract -report -

execsum`overview . 
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GP interaction with Year 10 students  

Towards the end of last year, Dr Elizabeth 

Cope ran several health education ses-

sions at St Pius X College in Chatswood for 

Year 10 students. Topics discussed in-

cluded: mental health issues, alcohol and 

drugs, sexual health and contraception, 

sleep, hygiene, the benefits of good nutri-

tion and exercise, and how to go about 

accessing a GP.  

Evaluations returned  by the Year 10 boys clearly summa-

rised the areas in which this age group are keen to learn 

more. Of particular interest were sexual health and dis-

ease questions, which Dr Cope managed sensitively 

given St Pius X is of Catholic denomination,  and questions 

regarding general mental health and depression. It was 

encouraging to see that 96 per cent of students stated 

they would feel comfortable discussing any problems/ 

health issues with a GP. However, only half the boys 

stated they òhad a GPó. Given the great feedback from 

these GP sessions in schools, we anticipate organising 

further sessions throughout 2010. Our thanks go to Dr 

Cope for her dedication to health education in schools.  

For further information, contact Kate Gall on 9411 3533 or 

email kgall@nsgpn.org.au .  

Supervised Clinical Attachments (SCAs)  

Several of our GP members recently attended SCAs in the 

Drug and Alcohol and Diabetes Units at Royal North 

Shore Hospital. Feedback from these practical sessions 

was excellent. Some of the major benefits highlighted by 

those who attended included:   

greater confidence and improved knowledge in 

specific clinical areas, including an update in cur-

rent terminology  

ability to share improved knowledge with other 

practice members  

great opportunity to interact with experts in specific 

clinical areas at a local level  

a higher level of understanding of patient plans, pro-

tocols and maintenance programs  

40 CPD points (minimum 10 hours - can be spread 

over several days).  

As one of the GP participants stated, òI would definitely 

recommend this SCA to my colleagues ð Iõve learnt so 

much in one and a half days!ó 

 

For further information, contact Julie Bestic on 

9411 3533 or email jbestic@nsgpn.org.au .  

Where have all the nurses gone?  

What is the initiative and who is involved?  

The Northern Sydney General Practice Network Practice 

Support Team through Nursing in General Practice pro-

gram funding, are starting to put Practice Nursing on the 

Northern Sydney map via recruitment and education 

strategies.  

Why is it important?  

Nurses employed in general practice in the NSGPN area 

have historically been considerably lower than the na-

tional average of 62%.  

What has been achieved?  

NSGPN has featured 2 champion PNs in four local papers 

Calling all Registered Nurses  interested in working in Gen-

eral Practice within our Northern Sydney area.  

An Introduction to Nursing in General Practice  information 

evening was held on 23 February 2010.  

To assist new Practice Nurses working in General Practice, 

NSGPN also encouraged attendance at a 2 day Orienta-

tion to General Practice Workshop.  

What is planned for the future?  

With the support of NSGPN, the numbers of Practice 

Nurses are continuing to increase. The next step is to assist 

general practices in recruiting practice nurses utilising our 

database of interested nurses.  

What have been the critical success factors?  

To demonstrate its commitment to nursing in general 

practice, and acknowledging the contribution of prac-

tice nurses to general practices, NSGPN is now offering 

Practice Nurses Associate Membership. Clinical attach-

ments, resources, free registration to attend events plus 

the other advantages of networking and educational 

opportunities are all part of the associate membership 

package.  

For more information, contact Julie Bestic on 9411 3533.  

 

Following the presentation from Ms Rose Watts 

(left), Ms Rachel Mather (right) and Dr Tim David 

(centre), 23 nurses have expressed an interest in 

working in general practices  

Dr Elizabeth Cope  


