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Message from the Chair

The announcement of the _winni
did not see a successful bid for the Northern Sydney Medicare
Local. Those that were successful in the first wave in NSW were;
Western Sydney, Hunter Urban, Murrumbidgee and New Eng-
land. Interestingly almost all the awarded Medicare Locals were
either regional or rurally based. We will be receiving feedback
from DoHA as to how we will need to improve our application.

ng

The most positive aspect of the announcement was that the original large North-
ern Sydney Medicare Local will be divided into two, the North Eastern Sydney
Medicare Local (Northern Sydney GP Network and the Manly Warringah Division
of General Practice) and the Northern Sydney Medicare Local (GPNN). In many
ways this is a much more sensible division of the area —the population demo-
graphics are much more uniform across the area. From an organisational per-
spective, Manly and Northern Sydney have been working together from the time
prior to the announcement of Medicare Locals. However we should not presume
that we are automatically going to become a Medicare Local. We must resub-
mit and depending on the DoHA feedback we might be required to do a signifi-
cant re -write.

Australian General Practice Network (AGPN)

The esoteric nuisances of the activities of GP representative organisations as they
fight amongst themselves must bore and frustrate the working General Practitio-
ner. While most other industry representatives or organisations present a clear
picture of how their members would like to see the world, our organisations can
only pay lip service to this practical strategy.

GP representative organisations, on the other hand, seem to have an intrinsic
desire to self destruct or to work against the perceived interests of general practi-
tioners. AGPN seems to have taken a view that their existence is the most impor-

tant aspect of this government's health
Gener al practitioners are and should be
does not mean that general practitioners do not want to work with the other
members of a patient‘s care team. |t see
the AGPN seems paramount. The minister requests and AGPN bows.

The perception is that AGPN are almost embarrassed to be representing general

practice. They say that they do not represent general practitioners! At least
NSGPN continues to support general practice and general practitioners . General

practices now have general practitioners, but who knows for how long if AGPN
have their way.

Dr Harry Nespolon
Chair, NSGPN
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Message from the Chief Executive Officer

On 6 June the Federal Government announced the In this edition of the Update Maga-
first 15 Medicare Locals that would commence from zine you will find information about
1 July 2011. These included four in NSW, five in QLD, the new rapid response program
two in SA, two in WA, one in TAS and one in the ACT. provided by the APAC -Aged Care

Program. NSGPN has recently con-
ducted a scoping study on aged
care services in the Northern Syd-
ney area. The study highlighted a
number of barriers to the provision of primary health

At the time of writing this the four Medicare Locals

promised for Victoria had not been announced due
to a request from the Baillieu Government to have

more time to consider their boundaries.

During the submission process the boundaries of the care services for elderly patients. It is hoped that the
Medicare Locals were reviewed resulting in changes new rapid response program will provide GPs and
to the Northern Sydney Medicare Local. The North- their patients with greater access to particular ser-
ern Sydney Medicare Local boundary was split to vices and help the elderly stay out of hospital.

include a North Eastern Medicare Local. The North
Eastern Sydney Medicare Local will comprise of the
boundaries covered by our division and the Manly
Warringah Division of General Practice (MWDGP)
while the Northern Sydney Medicare Local will now
cover the geographic boundary covered by Gen-

eral Practice Network Northside. The only other areas
where boundaries were changed were the Kimber-
ley-Pilbara and Goldfields -Midwest areas of Western
Australia and the Rockingham  -Kwinana -Peel and Finally I would like to point out that NSGPN will be
Bentley -Armadale. holding focus groups at the end of June to gain a
better understanding of our members and improve
our systems and communications processes. If you
would like to be involved, please contact us.

Also in this edition of the Update Magazine you can

read more about NSGPN's work towa
—herd i mmunityll. Given the recent
Whooping Cough in the area it is an important time

to ensure recall systems are in place to remind pa-

tients when their vaccinations are due. Here at

NSGPN we have been working hard to increase our

total immunisation rate which is currently 85.6%.

NSGPN along with MWDGP are now in the process of
resubmitting for the second wave of Medicare Lo-
cals which are due to commence on 1 January

2012.
Medicare Local Applicant/s State/ Medicare Local Applicant/s Siai.e/
Territory Territory
Western Sydney Wentwest Division of General NSW West Moreton -Oxley Medicare Br|sl?ane South Division and QLD
Medicare Local Practice Local Ipswich and West Moreton
Division of General Practice
Hunter Urban Hunter Urban Division of General NSW Central Adelaide and Hills GP Partners Adelaide, Adela'tide SA
Medicare Local Practice Medicare Local Western GP Network, Adelaide
Hills Division of GP
New England New England, North West Slopes NSW Country North Medicare Local Mid NQrth Di.vision of Rural QLD
Medicare Local and Barwon Divisions of General M-e(.:h.cme, Flinders and Féf North
Practice Division of General Practice,
Barossa GP Network, Yorke
Peninsula and Eyre Peninsula
Divisions of General Practice
Murrumbidgee Riverina Division of General NSW Metro South Medicare Local Greater Brisbane South \.]oint QLD
Medicare Local Practice and Primary Health Ltd, Venture - South East Primary
and Murrumbidgee General Health Care Network and South
Practice Network East Alliance of General Practice
Tasmania General Practice Tasmania Limited TAS Country South West Medicare South West Health Alliance - WA
Medicare Local - General Practice Tasmania, Local Great Southern GP Network, GP
General Practice South, General Down Sout.h.a.nd Greater
Practice North, General Practice BUNb_Ufy Divisions of General
North West Practice
Gold Coast General Practice Gold Coast QLD Metro North Medicare Local GP Partners Ltd QLD
Medicare Local
North West Metro Osborne GP Network WA ACT Medicare Local ACT Division of General Practice ACT
Medicare Local
Townsville-Mackay | Townsville Division of General QLD
Medicare Local Practice
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What the federal budget means for general practice

Treasurer Wayne Swan warned the Australian public
not to expect too much
budget and health care was no exception.

Despite sweeteners including rebates for GP ordered
MRI scans and rural infrastructure grants, the primary
health care sector failed to do as well as previous
years.

consultations taking between 20 -39 minutes, while

f r o monsulatioss reqériag a' 48 mirute dr @bowe lconsult

will attract a $126.43 rebate.

GPs can, however expect to see greater access to
mental health care services in certain areas with a
$197.3 million investment to create 30 new Head-
space sites.

devel

Even ment al heal th, this vy elberGowrnnientdag aldo faced amiticienr from leaa-c e d
cuts in funding for mental health care plans. Under ing academics regarding its decision to invest $11
the controversial decision rebates for mental health million to extend the Healthy Kids Check age range
care plans will be based on a time tiered system. GPs to children aged three  -years-old and now include
trained in mental health skills will receive $85.92 for an —emotional wellbeing
The health budget at a glance
$307 million cut over 4 years to better access program $32 million over 5 years for a national mental health
commission
$118.7 million cut over 4 years to allied health treatments $40.7 million over 4 years for prevenar vaccine and catch -
under better access up immunisation program
$11 million over 5 years for health and wellbeing checks $138.7 million over 4 years for a national bowel screening
for 3 year olds program
$222.4 million over 5 years for early psychosis prevention 49.9 million over 2 years to incentivise after  -hours care
$14.4 million over 5 years for an online mental health $45.1 million over 4 years for Medicare locals and after -
portal hours care
$197.3 million over 5 years for 30 new headspace sites $75.5 million over 2 years for diagnostic imaging reforms
$419 million cut to the pathology sector $4 million over 3 years for Cancer Australia and the
Prostate Foundation of Australia to deliver a support
program
Rapid Response: Hospital avoidance for aged care patients
in their home (including aged care facilities) and
avoids unnecessary hospital presentations. The
program can provide rapid access to therapeutic
interventions including intravenous therapy/
antibiotics, geriatrician/registrar review, allied health
review, diagnostic services and social support.
The program aims to provide GP led care with
hospital/ clinical support. Core business of the
service includes pneumonia, cellulitis, UTI, DVT and
hysiciay COPD. Dehydration, gastroenteritis, acute, functional
Parking decline, delirium and falls will be considered on a
case by case basis. The Rapid Response program is
. in collaboration with the Department of Aged Care
The APAC _Aged Care program f:onFlnues 0 ) and Rehabilitation Medicine NSLHD, General
st.rengthen primary c.are by working in col.laboratlon Practice Networks and the APAC service.
with GPs to offer patients a safer alternative to
hospitalisation. The Program targets elderly patients Direct referrals to APAC can be made seven days a
who reside in the Local Government Areas of North week from 7am to 10.30pm by calling (02) 9926 7292
Sydney, Willoughby, Lane Cove and Mosman and or directly to the APAC Community Aged Care
who are experiencing an acute/sub acute Registrar (Mon - Fri) on 0434 329 970 (8am -4.30pm) .
functional and medical decline to receive treatment
NSGPN UPDATE NEWSLETTER - WINTER 2011 03
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Immunisation budget items

cine through the National Immunisation Pro-
gram. Prevenar 13® protects against 13 strains
of pneumococcal disease, and will replace an
existing 7 valent pneumococcal vaccine, Pre-
venar®. Prevenar 13® will consequently be
listed on the National Immunisation Program
[NIP]

Listing of Menitorix®

$0.3 million for administrative costs associated
with listing Menitorix® under the National Im-
munisation Program (NIP). This vaccine will re-
place the Haemophilus Influenzae type B vac-
cine and Neisseria Meningitides
(meningococcal C) vaccine, which are cur-
rently scheduled as individual doses for 12
month olds. This cuts down the number of nee-

‘s Federal budg e €lesfortlys ageigioupc at ed f unds

This year
for ongoing immunisation programs along with
extra amounts for new vaccines, this will in-
clude:

Immunisation - continved funding

$4.1 million over four years to continue, on an
ongoing basis, the Australian Government's
program of national influenza surveillance sys-
$40.7 million over four years to fund a catch up tems established in response to pandemic
program for 12 -35 month olds, providing ac- (HINZ1) 2009.

cess free of charge to the Prevenar 13® vac-

Prevenar 13® vaccine - catch up program

Nurse led chronic disease clinics

The involvement of practice nurses in Diabetes care Station Medical Clinic in Chatswood is leading the

is something we are seeing more and more in the way in nurse led diabetes care with the conception

Northern Sydney area, and is a trend that we expect of their Diabetes Clinic. Stemmin
to continue with the upcoming changes to the participation in the Australian Primary Care

Practice Nurse PIP and introduction of the DVA Collaboratives program, Dr David Pick and practice

incentive with the Coor di n atrse ®achkeBaatz have sngagdd gheireresident

Program. diabetes educator, dietitian and local podiatrist to

take part in the monthly clinics. An ophthalmologist
has also been involved to work in collaboration with
the practice.

A nurse led chronic disease clinic is designed to
provide patients who have a chronic disease with
additional support and strategies to self manage

their iliness. Benefits to the patient in nurse led care It is expected that the clinic will significantly increase
include improved management of chronic disease the number of annual cycles of care completed by
including self management support, improved the practice.

access to health and community services and
improved clinical outcomes [Proudfoot et al (2005)
WhitehorseDivision (2007) cited by Walker et al 2010].

The professional and structured implementation of
Nurse led clinics allows practices to incorporate
current evidence based care. By taking this

According to a Dutch study (Diabetes Educators systematic approach to managing chronic disease,
Update) patients managed by a Practice Nurse are practices will improve the clinical outcomes of
also more satisfied with their treatment. patients, as well as improving the capacity of the

practice in terms of both time and income.
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Achieving “herd immunity”

When a critical portion of a community is immunised risk of a potential outbreak of a vaccine preventable
against a contagious disease, most members of the disease.

community are protected against that disease be-

cause there is little opportunity for an outbreak. Even
those who are not eligible for certain vaccines —such
as infants, pregnant women, or immunocompro-

mised individuals —get some protection because the
spread of contagious disease is contained. This is

Every opportunity should be taken to review an indi-

vi dual *s vaccination history and,
mentation, administer the appropriate vaccine(s). If

the individual has not received vaccines scheduled

in the National Immunisation Program appropriate

K "herd i ity for his/her age, plan and document a catch -up
NOAN &5 Ted immunity. schedule and discuss this with the individual
The principle of —herd i mmurﬁelolgjé(/:tlj{/e o?c%t&l I-u% \?acc}na(%ion?s?onccgmr- ol of

a variety of contagious diseases, including influenza,

) ) plete a course of vaccination and provide optimal
measles, mumps, rotavirus, and pneumococcal dis-

protection as quickly as possible. (ACIR Information

ease. ' NI Al D
( ) Payment $6.00 and GPII $3.50 per WPE for age -
The National Immunisation Program aims to reduce appropriate immunisation rate 90% & over)
the incidence of immunisation preventable diseases . . . -
) ] P The NIP is reviewed in response to the incidence of
in Australia. . .
the disease and the development of new vaccines.
Increasing immunisation coverage rates is the best With the increased incidence of Whooping Cough in
way to protect the community against infectious Australia, a NSW initiative (from the first half of 2009)
diseases as it reduces the potential for infectious dis- was adult -formulated pertussis vaccine can now be
eases to be spread from person to person. given to parents, grandparents and those regularly
N . . caring for infants under 12 months. This was to pro-
Everyone working in the general practice setting ) .
vide some —herdll protection to ba

must be vigilant to ensure that immunisation cover-

. . . _ oung to be fully vaccinated.
age rates remain as high as possible to minimise the young y

Australia’s aged care crisis

average proportion of residents aged 65 years and
over.

NSGPN recently conducted a scoping study on

aged care to investigate the primary health care

needs of the area's ageing popul a
in relation to general practitioner services. The pur-

pose of the study was to identify service gaps and

barriers to health care access and to propose rec-

ommendations from the research to address these

i ssues. The project‘'s goal was to
ciency and delivery of care which better meets the

needs of elderly residents.

Australia‘s ageing popul at iTeemmaipfinding ef this leseayoh was the farmybatios s -

sure on our health care system. The emergence of of 14 recommendations which were included in

more chronic diseases and increased levels of dis- NSGPN' S Medicare Local Submission
ability, such as restrictions in mobility, will further chal- Government. The establishment of Medicare Locals

lenge the need for health resources to be more effi- will provide the structure for a more locally focused

cient to cope with increasing demand for services in and integrated health service with the general prac-

the future. According to data available from the titioner‘s role remaining central
Australian Bureau of Statistics (June 2009) the North- mary health care to the aged in the community.

ern Sydney area is a region identified with an above
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The Practice Incentives Program: Quality prescribing initiative

The PIP QPI aims to encourage practices to keep up
to date with information on the quality use of
medicines. The PIP QPI rewards patrticipation by
practices in a range of activities recognised or
provided by the NPS.

The NPS aims to assist GPs to achieve more effective
quality prescribing through a range of education,
support and prescribing information. The NPS is a
professional organisation, run independently of the
Australian Government with broad GP

representation and leadership.

How to quality for the PIP QPI payment

For example, a practice with one FTE GP would need
to participate in three activities, including one

clinical audit to receive payment. A practice with

five FTE GPs would need to patrticipate in 15 activities
including five clinical audits and so on.

Practices are required to patrticipate in three

activities from 1 May to 30 April per FTE GP per year.
One must be a clinical audit. Each activity is
undertaken by individual GPs, but payments are
based on practices meeting a minimum

participation level in QPI activities. The PIP QPI payments are calculated at $1.00 per
SWPE per year and are made annually to the
practice in the May quarter.

Recognised activities include: clinical audit, case
studies using problem -based distance learning
provided by NPS, and practice visits provided by an For more information, contact NPS on 02 82178700 or
NPS Facilitator. NPS Facilitator, Kerry de Waal at the Network on 02
94113533 who would be happy to assist you.

Diagnostic criteria for familial hypercholesterolameia

Familial hypercholesterolameia (FH) is an inherited Dutch criteria below are apparently a little more
condition affecting one in 500 Australians. The condi- sensitive.
tion presents as high cholesterol levels and early on-

) ] The Familial Hypercholesterolaemia Clinical Support
set heart disease. During visits ‘on 8 C%D .S k;
) Li id M . aked Service is a network of medical and health profes-
Ih n ?:H ! g_' q atrr: atﬁ € EI\TAnt . R 9 rsi%n@lé Witﬁ s%é/cigl Eax%ertise in trﬁs condition. In

ow was diagnosed other than esting. Northern Sydney, this service is provided by Dr Greg
Prof Gerald Watts, Lipids Disorder Clinic, University Fulcher and Dr Tina Yen through the Department of
of Western Australia, has provided the following Endocrinology, Royal North Shore Hospital . For more

document with two diagnostic criteria for FH. The information please phone 9926 8352.

Gui d-

Table: Dutch Lipid Clinic Network Criteria for diagnosis of FH s Tick

Definiie FH: Must meet oritenia in at kst one boo

Family History
Raised cholestercl
Fistd?:areia'gwm Inown premature coronaryand'or \escular dsease (Men <35 In children (<16years): Total dholesierol >6.7 mmoll. OR LDL-C »4.0 mmoll
i = BDyesrs), 1 In adults (=16 yesrs): Totl cholestencl 7.5 mmolL ORLDL-C >4 nmoll.
First degree relsfive with know n LDL-chol, d shovethe 95 for age and sex AND
Tendon xanthomasin the paient of in a first or second degres relative
First degree relative with endi
OR 2 OR
Children aged less than 18 years with LIDL- shoe the 35 p for age:
and sex DA based evidence of a LDL-receptor, familial defectiveapo B-100 or PCSKS mutation
Clinical history Possible FH: Must mast oriteria in both boxes
Patient with p o mnary artery di { = abowe) 2 Raised cholesters]
In children (<1&ysars): Totl cholesiercl >8.7 mmoll OR LOL-C >4.0 mmoll
Patient with p cerebral or peri vasoular dsease (22 o) 1 In adults (>18 years): Todsl cholesters! >7.5 mmalLORLDL-C >48 mmoll
wm-:- AND on of thi Sl wing:
Te“dmn_ - = I ° Family history of premature myocandial infarction
Arcus comealis prior b age 45 yers [+ MI 2t <50 years in second degree.
LOL-cha esterol (mmoll) M at <80 years in first degree relatves.
LDLC=85 ] P
LD-Cas5s4 5 Family history of rsised cholesteral
LOLCE8E4 : In adult (>18 years), irst or second degree relstives: Total cholesternl >7.5 mmall
ik ! In child (<18 years), rst degree relatives: Total cholesierol >8.7 mmallL
DNA anahysis - Functional mutstion in the LDLR. APOB or FCSK9 gene ]
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NPS programs being offered at NSGPN

We are currently offering an educational visiting
program on ‘CVD Risk: Guiding Lipid Management’

This program has been well-received by GP
practices to date, and focuses on:

1. The importance of early assessment of
absolute cardiovascular risk

2. Discussing cardiovascular risk with patients to
encourage lifestyle changes

3.  Factors to consider when prescribing statins,
including dose, based on recent trial evidence

Rational Assessment of Drugs and Research

Adapalene with benzoyl peroxide (Epiduo) for se-
vere acne vulgaris

Adapalene with benzoyl peroxide is a fixed -dose
combination gel for acute and maintenance treat-
ment of severe acne vulgaris. Acute treatment is in
combination with an oral antibiotic.

Dutasteride (Avodart) for lower urinary tract symp-
toms due to benign prostatic hyperplasia

From 1 February 2011, dutasteride (Avodart) can be
prescribed — together with an alpha blocker — for
men with lower urinary tract symptoms due to be-

nign prostatic hyperplasia. Treatment must be initi-
ated by a urologist but can be continued by a gen-

eral practitioner.

Lifestyle modification program

According to the Australian Institute of Health and
Welfare, Type 2 Diabetes is a major health problem
that significantly affects the health of Australians,
with the public health and social burden due to Type
2 Diabetes expected to escalate over the next 10
years. However, prevention is possible and GPs can
play a pivotal role in helping their patients
proactively address their risk of developing Type 2
Diabetes.

The Australian Diabetes Risk Assessment Tool

( AUSDRI SK) all ows you to
developing Type 2 Diabetes in the next five years
based on the most up to date information and risk
factors for the development of diabetes. AUSDRISK
may be administered to patients of any age to

assess their diabetes risk, but is especially relevant to
patients in their 40s as it is patients in this cohort who
may be eligible for referral into a Lifestyle

2 e Ty

&7 Better choices > Better health

4.  The place of ezetimibe in lipid modifying
therapy

5. Tipsto encourage long term adherence to
lifestyle and lipid modifying therapy

What's Next?

From August 2011. We will/l be offe

Effective Use of Anti -Psychoti cs

For information on either of these programs or to
book a visit, contact Kerry de Waal on 94113533 or
kdewaal@nsgpn.org.au

Rational assessment of drugs and research oprovides
timely, independent information about new drugs

Nicotine patches (Nicabate P, Nicorette, Nicotinell
Step 1) for smoking cessation

The additional listing makes nicotine transdermal
patches available to all smokers who patrticipate in a
support and counselling program. This listing covers
one 12 -week course of treatment per patient per
year, which may not be in combination with vareni-
cline or bupropion.

Varenicline (Champix) for smoking cessation
New PBS listing for an extra 12 weeks of therapy.

Vildagliptin with metformin (Galvumet) fixed -dose
combination tablets PBS listed for type 2 diabetes

For further information, go to

Modification Program.

The Lifestyle ModRE&seht Yoimmr PLbD§eaé
continuing into the next financial year, with our

Reset Y opwrviders at Vigioh Personal Training

studios in Lindfield, Neutral Bay, North Sydney and

Willoughby always happy to receive new referrals.

Vision studios also generously offer participants four

free personal training sessions and free gym use

throughout the six month duration of the program.

NSGPN would also like to introduce Monte Elissa at
eorssmoann Sasr IaS r eog i stered _F
provider. Monte is an experienced physiotherapist,

with an interest in rehabilitative and preventative

exercise therapy and is looking forward to providing

your patients with the necessary lifestyle tools to

reduce their Type 2 Diabetes risk. For more

information please contact Emma Mathison on

or 9411 3533.
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http://www.nps.org.au/health_professionals/publications/nps_radar/2011/april_2011/adapalene_with_benzoyl_peroxide
http://www.nps.org.au/health_professionals/publications/nps_radar/2011/april_2011/adapalene_with_benzoyl_peroxide
http://www.nps.org.au/health_professionals/publications/nps_radar/2011/april_2011/dutasteride
http://www.nps.org.au/health_professionals/publications/nps_radar/2011/april_2011/dutasteride
http://www.nps.org.au/health_professionals/publications/nps_radar/2011/february_2011/nicotine_patches
http://www.nps.org.au/health_professionals/publications/nps_radar/2011/february_2011/nicotine_patches
http://www.nps.org.au/health_professionals/publications/nps_radar/2011/april_2011/varenicline
http://www.nps.org.au/health_professionals/publications/nps_radar/2011/april_2011/brief_item_vildagliptin_with_metformin
http://www.nps.org.au/health_professionals/publications/nps_radar/2011/april_2011/brief_item_vildagliptin_with_metformin
http://www.npsradar.org.au
mailto:emathison@nsgpn.org.au

Dr Mark Haber

Orthopaedic Surgeon | Shoulder Specialist

Tel: 1300 747 077 | booking@ markhaber.com.au
www.markhaber.com.au

Shoulder specialist Dr Mark Haber is now operating at
. With over 10 years of arthroscopic

experience, including 1,800 shoulder arthroscopies, Dr Haber is ready to

work with you to provide the best possible care for your shoulder pain

e Arthroscopic rotator cuff repair
e Arthroscopic labral repair stabilisation

For expert ultrasound diagnosis, surgical and non-surgical treat-
ments, and rotator cuff tear surveillance — all with a single referral. 4

Argus: Electronic discharge referrals go live to local public hospitals

NSGPN, the Manly Warringah Division of General free Argus installations and upgrades to all GPs in the
Practice and GP Network Northside have been Northern Sydney area. A big thank you to the

working with the Information Management and practices who have expressed an interest in taking
Technology Department of the Northern Sydney advantage of this offer. By now you should have
Local Health Network (NSLHN) on a project to completed the registration process necessary to
enable the sending of electronic discharge referrals receive your Argus installation or upgrade. Once you
(eDRs) from local public hospitals to GPs using Argus are registered Argus will contact you to arrange a
Secure Messaging. The testing phase of this has suitable time for remote installation to occur.

been completed successfully and Royal North Shore
Hospital will begin sending eDRs from all wards and
departments through Argus from early July, with
other public hospitals across the Northern Sydney
area to follow later in the year.

NSLHN has extended the deadline for free

installations and upgrades until 30 September 2011,

so if you would like to take advantage of this offer

and have not already done so please contact

Emma Mathison on emathison@nsgpn.org.au  or 9411
To support this project and to increase GP access to 3533.

secure messaging capabilities, NSLHN has offered

Editorial: New perspectives in the management of helicobacter pylori

Health workers around the world are increasingly completion of the eradication therapy, to establish
concerned with the emergence of new antibiotic —prebdurel cannot be stressed mor

resistant strains of H. pylori, (Hp) and the rather alarm- Since it is well documented that H. pylori can be

tng fi .n din .g that . -2, 0%etlooz5 (ﬁarnslmwgdrw?{hﬁffefmﬁiesé, if one member of a family
treatment regimes designed for eradication of Hp

has an H. pylori infection there is an excellent case

end in failure. .

for performing a breath test on all adult members of
It is of paramount importance that practitioners pro- the family, and also on any children with G.I. symp-
vide a follow -up breath test request to patients at toms.

the time they are prescribed anti -Hp therapy follow- Information provided by: Dr. Aruni H.W. Mendi (PhD, D.I.C)

ing the initial evaluation. The crucial and essential & Prof. Barry J. Marshall FRACP,FAA FRS. Nobel Laureate
need for a follow -up breath -test, four weeks after

08  NSGPN UPDATE NEWSLETTER - WINTER 2011


mailto:emathison@nsgpn.org.au

Groundbreaking new
project by Asthma
Foundation NSW

In April 2011, Asthma Foundation NSW, the leading
consumer group for people with asthma in NSW,
commenced a new ground -breaking project called
Project Asthma Link forwhich GPs and Practice
Managers play a pivotal role.

Project Asthma Link, which is funded by NSW Health,
for the first time aims to link the free information
services provided by the Foundation to people
presenting with asthma at GP surgeries and in

hospital Emergency Departments (EDs).

The Foundation aims to follow up patients, post their
presentation to GPs/EDs, with free information packs
and general advice on better managing their

condition. Fundamentally,  Project Asthma Link isa
data exchange initiative that aims to help asthma
patients.

The Foundation is keen to hear from GPs and/or
Practice Managers in NSW with an interest in asthma.
Specifically, the Foundation wants to know what GPs
and Practice Managers think of the project, whether
any other relevant precedents exist and how they
think the project could work in practical terms.

The project has two stages:

The first stage (from 1 April —1 October 2011)
involves working with health professionals and
asthma patients to research and scope out viable,
efficient, effective, legal and practical ways for the
links to occur;

The second stage involves a 12 month
implementation and evaluation of the model.

In conjunction with extensive consultations with
health professionals and consumers, a global
literature review is being undertaken to potentially
identify other relevant models that can be
extrapolated for  Project Asthma Link . Asthma
continues to be a major health issue: more than 400
people in Australia still die from asthma each year. It
affects one in nine children and one in 10 adults. Itis
the number one reason why children visit hospital
emergency departments.

Given the extent of asthma, it is hoped that the fully
scoped Project Asthma Link model/s, once endorsed
by NSW Health, can eventually be expanded to

other hospitals and GPs as well as more broadly to
pharmacists and paediatricians across NSW.

There is also the potential to extend the model to
improve the integration between primary care,
patient support organisations and tertiary care for
other chronic health conditions.

GPs, Practice Managers or other health professionals
interested in contributing to the project or anyone
who has experience/knowledge of other patient/
health professional data linkage models is
encouraged to contact the Project Director, Sarah
Brisbane on sarah@makdougallred.com  or phone
0401 812 852.

Of course, Asthma Foundation NSW will continue to

offer their range of information, education and

support services, with the ultimate goal of improving
patient s ast hma management
reducing their need for urgent health -care services.

Please visit www.asthmafoundation.org.au or call the

1800 645 130 for more information.

Dr Michael Elliott

MBBS, MPhil, FRACS

Ear, Nose and Throat, Head
and Neck Surgeon

Specialist Interest in Benign and Malignant condi-

tions of the Head and Neck, Thyroid and Salivary

Glands. Also treats general Ear, Nose and Throat
conditions in Adults and Children

Consulting Rooms

e Mater Clinic - North Sydney
Suite 1.06, 3-9 Gillies Street
e RPAH Medical Centre - Newtown

Suite 209, 100 Carillon Avenue

Phone 9516 3939 for all appointments
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SYDNEY Sydney Endovascular Specialists
ENDOVASCULAR
SPECIALISTS is a group of vascular surgeons and physicians who have an emphasis in minimally
—_ invasive treatments for vascular diseases

Dr Steven Dubenec  Dr Raffi Qasabian

Dr Michael Stephen

Assoc/Prof Geoffrey White  Assoc/Prof Peter Vale

We treat:

® Peripheral arterial disease

® Varicose veins (surgery, EVLT and sclerotherapy)
® Carotid artery disease

® Hyperhidrosis

® Aortic aneurysms (thoracic and abdominal)

® Renovascular hypertension

® Aortic dissections

® Vascular access

We are able to offer minimally invasive / endovascular
treatments and open surgery.

Level 3 / 272 Pacific Highway, Crows Nest NSW 2065
www.sydneyendovascular.com.au

Sydney Endovascular Specialists also offer specialist
vascular ultrasound investigations through Sydney Vascular
Laboratory. Sydney Vascular Laboratory offers:

® Anurgent service for suspected Deep Vein Thrombosis
® Peripheral arterial disease

® Assessment of aortic and peripheral aneurysms

® Carotid duplex

® Patency, competency and mapping for varicose veins
® Haemodialysis access assessment and surveillance

® Renal hypertension and renal artery stenosis

® Thoracic outlet assessment

® ECG and echocardiography

® Same day reporting

Ph 02 9439 6111

For further information or appointments, please contact Rowena on 9439 6111 or rowena@sydneyendovascular.com.au

aid ferriliny management

Changes at GYNAECARE Women's Health
Practice, Artarmon

Dr Sue Craig is semi retiring as of 30 June 2011. Dr
Catherine Insley and Dr Emma Boulton will be jointly
taking over the practice. Catherine has worked at
Gynaecare for 5 years and Emma is an experienced
procedural GP.

All our services will continue, including contraceptive
advice, gynae and menopause consults, colposcopies,
implanon insertions, IUCD insertions under Local or IV
sedation, terminations of pregnancy and

vasectomies. We hope you will continue to support us as
you have done over the last 18 years. Sue will continue in
a supervisory role at the practice for another year.

Sue would like to thank the many GPs who have been
such a support with referrals and friendship.

SYDNEY
VASCULAR
LABORATORY

SVL is a specialist non -invasive vascular laboratory associ-
ated with Sydney Endovascular Specialists. We offer
evaluation of vascular disease utilizing ultrasound and
pressure measurements.

We offer investigations for:

An urgent service for suspected Deep Vein Thrombosis
Peripheral arterial disease

Assessment of aortic and peripheral aneurysms
Carotid duplex

Patency, competency and mapping for varicose veins
Haemodialysis access assessment and surveillance
Renal hypertension and renal artery stenosis
Thoracic outlet assessment

ECG and echocardiography

Same day reporting

Level 3 / 272 Pacific Highway, Crows Nest NSW 2065
www.sydneyendovascular.com.au

or ring our rooms on 9439 6111
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A DIFFICULT CASE OF AN ANXIETY DISORDER

Dr Sian S Ong MB BS (UNSW), FRANZCP, Certificate of Child and Adolescent Psychiatry (RANZCP); Consultant
Psychiatrist, Northside Clinic & Greenwich Specialist Consulting Rooms

A young man was referred by his external psychiatrist for inpatient treatment with a history of significant ob-
sessive-compulsive symptoms over a number of years, with hand washing, checking rituals, opening and
closing cupboards a certain number of times, time -consuming shower rituals, repeated picking of scabs on
his skin, ritualistic posturing of standing on one leg whenever he had to struggle with doing anything new,
including trying on fresh clothes. He had a compulsive ritual of jumping down flights of stairs and this had
resulted in the need for knee reconstruction surgery a year ago. He has been seeing his highly regarded
psychiatrist and respected senior clinical psychologist as an outpatient for a long time. This is the first time he
has agreed to inpatient care despite many such recommendations over the years because of poor treat-

ment gains as an outpatient for a variety of reasons.

As he continued to pick on his scabs before and after his admission into the ward, his scabs worsened and

he required antibiotics. However, he felt anxious about taking anything new. A tiny portion of the antibiotic

tablet contents went onto the skin of his index and middle fingers of his right hand as he fiddled and

sweated, whilst ruminating and debating internally whether he should ingest the new tablet. He reluctantly

took the tablet but after returning to his room, he made repeated attempts to rub off and wash away the

supposedly still remaining antibiotic contents on the skin of his fingers. In a panic state and within the next

hour , he proceeded frenetically to rub the —mew thingsl on
-degree skin thickness burns in the process. It appeared that obsessions over contamination fears served to

trigger the compulsive skin rubbing episode. A skin graft was recommended following review by the hand

surgeon who saw him in the general hospital.

He was treated and monitored closely to prevent any further picking. A plaster cast was put in place as a
precaution. His treatment consisted of a significant dose of clomipramine, as he experienced sub -optimal
response to a number of SSRI (specific serotonin reuptake inhibitors) antidepressants such as sertraline and
fluoxetine over the years for a number of reasons. Clomipramine is considered a more potent agent. He

saw his clinical psychologist to address a very tailored individualized gradual exposure response prevention
program. Nursing staff members soon learned to be especially vigilant of his adherence to medications,

after discovering his attempts to avoid taking them. A sedating atypical antipsychotic medication at an

adequate dose was also given to ease his anxious state. Over a number of weeks, he made significant par-

tial improvement in terms of his physical recovery from the damage to his hand as well as his symptoms such

that he was discharged from inpatient care to continue day patient and outpatient treatment.

General Treatment Considerations for Obsessive-Compulsive Disorder

The above is certainly not a typical case of OCD by any means. Professionals involved in his treatment be-
fore his admission confided that he was certainly the most challenging of the numerous cases of OCD they
had treated in their experience. OCD was previously thought to be relatively rare in the general population
but more recent community studies have estimated a lifetime prevalence of 2.5%. It can be associated with
significant debility and much suffering not only to the patient but also to their families.

The cognitive -behaviour therapy (CBT) technique of exposure and response prevention, as well as serotonin
reuptake inhibitors (SRIs include clomipramine as well as SSRIs such as fluvoxamine, fluoxetine, sertraline, par-
oxetine, citalopram and escitalopram) are widely accepted as first -line treatments. Antipsychotic medica-
tions may enhance treatment response in some cases. Some uncomplicated cases may respond to just CBT

or SRIs. For those very much considered treatment resistant, after much effort with combined psychological

and pharmacological treatments, the options are limited with novel treatments including transcranial mag-

netic stimulation, deep brain stimulation, vagus nerve stimulation and psychosurgery in some other places.

2 Greenwich Road, Greenwich 2065 ph 9433 3555 fx 9433 3599  www.northsidegroup.com.au

Northside Clinic

[
¥ Taking Meutal Health into the future

People caring for people RAMSAY
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Board Members 2010/2011

Dr Harry Nespolon - Chair
Ph: 9909 1444 or nespolon@bigpond.net.au

Dr Susan Allman - Deputy Chair
Ph: 9955 8006 or sallman@bigpond.net.au

Dr Janet Kitchener-Smith - Secretary
Ph: 9968 2222 or janet@mosmandoctor.com

Dr Douglas Hor - Treasurer
Ph: 9411 5858 or douglashor@usa.net

Dr Elizabeth Cope - Director
Ph: 9969 1111 or drcope@bigpond.net.au

Dr Martine Walker - Director
Ph: 9960 0677 or martine.walker@ipnet.com.au

NSGPN Staff (Ph 9411 3533)

Jenny Sikorski Chief Executive Officer
jsikorski@nsgpn.org.au

Roberto Rojas-Morales Operations Manager

rrojas-morales@nsgpn.org.au

Caroline Moore Public Relations & Education

cmoore@nsgpn.org.au

Victor Cendrawasih Administration
vcendrawasih@nsgpn.org.au

Kerry de Waal NPS

kdewaal@nsgpn.org.au

Membership & Associate Membership Bene-

fits

e Free access to all Network programs and ac-
tivities, including education events

e Professional networking opportunities

e Practice support for you and your practice
staff

e |Important updates via the Weekly Fax and
Quarterly UPDATE newsletter

e The ability to nominate for the Board and vote
at the AGM*

e Paid participation in approved committees
and activities

o Ful |l access to N&&B Nebs
site.

*for GP members only

Welcome to our new Members and Associate
Members!

e Dr Catriona Davies

e Dr Hui Ting Chow

e Dr Joanna Sharp

e Dr Joseph Santos

e Dr Kate Kelso

e Dr Katharine Graham
e Dr Kathrin Zeleny

Carmel Thorn Practice Nursing and Immunisation

cthorn@nsgpn.org.au

Emma Mathison Health Assessments, LMP, Argus

emathison@nsgpn.org.au

Caroline Kovacic APCC and CDM

ckovacic@nsgpn.org.au

Dale Winckel Accreditation
dwinckel@nsgpn.org.au

Toni Lising Healthy Kids Checks

tlising@nsgpn.org.au

Helen Guy Mental Health Shared Care
hguy@nsgpn.org.au

Australian Government

Department of Health and Ageing

Quality

150 9001 NSGPN is part of the Divisions' Network which is funded by the
.SAIGLOBAL Commonwealth Government Department of Health & Ageing

e Dr Mark Boen -Ling Teng
Dr Richard Ng
e Dr Tarek Gergis
e Mrs Melinda Buckley (Practice Nurse)
e Ms Paul i n gpradikeNdrs&)n e
e Mrs Katie Vercoe (Practice Nurse)
e Ms Fiona Gardiner (Practice Nurse)
e Mrs Debbie Lawson -Smith (Practice Nurse)
e Mrs Debbie Hooper  (Practice Nurse)
e Ms Lesley Clews (Practice Nurse)
e Ms Deborah Whiley (Practice Manager)
e Mrs Lynda Dolan (Psychologist)

COPY & CONTRIBUTIONS

Copy deadline is the first week in February, May, August and November with the
newsletter distributed the following month. Copy should be faxed or emailed.

All material submitted for publication may be edited or abridged or subjected to
editorial review. Inserts must be sent for approval by copy deadline with hard
copies received prior to the beginning of the month. Please contact the
Network on 9411 3533 for further information on charges.

DISCLAIMER

Articles appearing in this newsletter do not necessarily reflect the views of
Northern Sydney General Practice Network Inc. All information is correct at time
of printing.

A.B.N 34 552 604 398

WWW.Nsgpn.org.au

resour



