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Rats in the Ranks is a 1996 documentary which catalogues, 

among other things, how people are òdouble crossedó - how 

even right up to the vote no -one knows how the numbers will 

stack up.  GP Network Northside (GPNN) could have used this 

as a blueprint in relation to the way they have conducted 

themselves to  negotiate the development of the Northern Syd-

ney Medicare Local.  

GPNN, the former Hornsby Division, have pulled out at the last moment from the 

three organisations that were going to apply to become the Northern Sydney 

Medicare Local.  GPNN have been to a number of meetings since the an-

nouncement of the establishment of Medicare Locals, however at the very last 

minute they decided to pull out, taking valuable information from our network 

and the Manly Warringah Division of General Practice (MWDGP). Looking back 

at GPNNõs behaviour over this time one must wonder whether they were ever 

there as a legitimate partner of the other two organisations.  

The government has continually emphasised the importance of an organisations 

ability to form co -operative and deep relationships with other organisations that 

operate in the primary care area. Given GPNNõs behaviour it is difficult to see 

how any organisation established by GPNN, be it government, public or private -  

let alone the GPs ñ will be able to trust or support such an organisation.  

Government sponsored research into the area of Medicare Locals care has con-

stantly emphasised that continuing engagement with GPs is one of the great 

challenges of the new organisations.  It will be interesting to see whether the gov-

ernment remains true to its co -operative and engagement directive.  

GPNN has stated that it will be apply for the whole area of the Northern Sydney 

Medicare Local including the Lower North Shore.  If the government ignores its 

own criteria, an organisation with this ethical stand will be your Medicare Local.  I 

wonder whether you would be happy to have such an organisation delivering 

services to you and your patients?  

The NSGPN and MWDGP are continuing to work effectively and co -operatively in 

the development of our proposal for the Northern Sydney Medicare Local.  There 

is a short time frame for our lodgment of our proposal.  While we are bound by 

the requirement to apply for the whole of the Northern Sydney Medicare Local, 

we will be applying a principle of genuine equality across the whole of the Medi-

care Local area.  

Dr Harry Nespolon  

Chair, NSGPN 

Message from the Chair  
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Message from the Chief Executive Officer  

Welcome to the first update of 2011  

The much anticipated invitation to apply to be-

come a Medicare Local was released in February 

and our Network has been hard at work developing 

our proposal. The NSGPN has  forged a close col-

laborative relationship with the Manly Warringah 

Division of General Practice (MWDGP) over the 

years and is working with MWDGP on our proposal. 

We are excited about enhancing  services and sup-

port in the Northern Sydney region. Organisations 

must apply by 5 April 2011 to be eligible for the first 

wave of Medicare Locals. Approximately 15 Medi-

care Locals will commence in July 2011, while a fur-

ther 15 will commence in January 2012. The remain-

der will start in July 2012.  

Recently we have been conducting practice visits 

to update various practices in the region about the 

progress of the Governmentõs health reform initia-

tives and seek input into the development of the 

Northern Sydney Medicare Local. I have been con-

ducting these visits with the director and we have 

both found them to be very productive.  

Based on the level of engagement displayed by 

both our network and MWDGP with GPs and our 

broad ties with the health sector, we believe we are 

well placed to become the Northern Sydney Medi-

care Local.  Our achievements over the past few 

years  are certainly a testament to this. For example, 

we have seen an increase in practice nurses  and 

we continue to see increases in immunisation rates 

across our region.  

We have also seen an increase in the number of 

patients with coronary heart disease who have well 

managed blood pressure.  This has in part been due 

to the involvement of GPs in the Australian Primary 

Care Collaborative (APCC) program. We are now 

launching into our next APCC wave which will be on 

diabetes management.  

In this update you will find information about the 

Aged Care Access Initiative (ACAI) and learn about 

the 3 Tõs project: Training, treatment and transfer of 

knowledge. This GPNSW funded project facilitates a 

program  of clinical attachments for GPs and allied 

health staff working in mental health and drug and 

alcohol services.  

The project will also support 

the establishment or en-

hancement of local commit-

tees to meet together and 

improve protocols and care 

pathways for patients experi-

encing mental illness and drug 

and alcohol co morbidities.  

Also in our newsletter is a directory of health care 

organisations now using Argus software. To date 

we have seen a tremendous increase in the 

number of health practitioners using Argus to 

send and receive messages.  

As you may well be aware the Royal North Shore 

Community Health Centre is now open for busi-

ness. The Centre includes clinical, counselling 

and treatment areas and a base of staff who 

provide services at other community health cen-

tre's. The Centreõs services include:  

BreastScreen NSW 

Oral Health Service  

Centre for Genetics Education  

Clinic 16 (sexual  health services)  

Health Care Interpreter Services  

Health Promotion  

The Northern Sydney Sexual Assault Service  

STEPS Vision Screening Offices 

Dialysis Services 

Aged Care and Rehabilitation Services  

The Northern Sydney Home Nursing Service  

Child Youth and Family Services  

Drug and Alcohol Services  

North Shore Ryde Adult Mental Health Service  

 

 

Jenny Sikorski  

CEO  
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Argus Secure Messaging  
Communication between health professionals has 

always been paramount in the health care industry. 

As times have changed so has technology, thus in-

creasing the standards of communication consid-

erably.  

The need for faster, more accurate clinical informa-

tion has become a focal topic in how the health-

care industry communicates.  

Argus Secure Messaging software gives health care 

practitioners the ability to send, receive and share 

clinical information with their colleagues securely via 

the internet, hence making the communication 

process faster, accurate and a guaranteed method 

of getting information across.  

The NSGPN asserted its commitment of promoting 

secure messaging by offering free installation to any 

site that is within its area. This has proved to be a 

great step.  

Through our hard work we have persuaded the Area 

Health Service to look into using Argus to send elec-

tronic discharge summaries and other relevant  

clinical information to our local GPs. The Northern 

Sydney Local Health Network are currently scoping 

this idea and have assigned a project manager to 

prepare the relevant work.  

The NSGPN is now one of the leading divisions that 

promote, support and provide services to those who 

require, or have, the Argus software. Within our re-

gional area we have over 260 users with the majority 

being our local GPs and local specialists while the 

MWDGP has 254 usersña total of 513 Argus uses 

across the two regions.  

The NSGPN offers Argus training material via our 

website. The material includes instruction manuals 

and videos that demonstrate how to use the soft-

ware.  

As well as providing a managed process for deploy-

ing Argus at the different sites, NSGPN has influ-

enced a number of IT vendors to start training their 

staff on the Argus software so there will always be 

support available to those who need help with in-

stalling or using Argus.  

Aged Care Access Initiative (ACAI)  

The Aged Care Access Initiative (ACAI) Program 

funds the provision of specified allied health services 

to residents of low care facilities located within the 

NSGPN area. There has been a much higher utilisa-

tion of this program over the last six months and a 

larger number of residents are receiving these extra 

services free of charge. NSGPN has contracted the 

following services for the ACAI:  

 
RACF Name  Director of Nursing  Phone  

The Garrison  Ms Liz Graham  9960 2100 

Georgian House  Ms Gladys Campbell -Gray  8907 1000 

Glengarry Aged Care  Ms Amanda Gearside  9969 0907 

James Milson Hostel  Ms Kim Pride 9922 3835 

Kamilaroi Retirement Centre  Ms Emily Koroi 9427 1122 

Onslow House  Ms Di Goddard  9969 5701 

St Columba's Retirement Centre  Ms Emily Koroi 9418  3611 

Willoughby Retirement Hostel  Ms Maryanne Thomas  9417 8443 

BUPA Willoughby  Ms Marcelle Curtis  8962 9000 

Caroline Chisholm Village  Ms Margaret Watson  9427 4441 

Willowood Hostel  Ms Bernadette Brennan  8644 1400 

Alexander Campbell House  Ms Anne Nielson  9452 5878 

Archbold House Hostel  Ms Nicky Chippindale  9412 0297 

St David's Village  Ms Teresa Hoe 8977 8200 

Lansdowne Gardens  Ms Alison Hogan  9953 0000 

physiotherapy, speech pathology, counselling and 

podiatry. In addition to physiotherapy, speech pa-

thology and counselling, NSGPN is offering podiatry 

to residential aged care facilities. If you have a pa-

tient in a low care facility who you think may benefit 

from any of these services please discuss them with 

the Facility Manager and ask them to arrange the 

allied health service through ACAI.  
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Violence in General Practice  

Almost all GPs and practice staff have experienced 

verbal or physical aggression at some stage in their 

career, a new study has revealed.  

The study by the by Australian Primary Health Care 

Research Institute, based at the Australian National 

University, found that 72% of GPs had experienced 

verbal aggression in the past 12 months.  

The study, conducted between April 2009 and 

March 2010, aimed to develop a national evidence 

base for the prevalence and incidence of violence 

against GPs and general practice staff in Australia; 

and assess the impact of violence on GPs and gen-

eral practice staffsõ ability to provide quality primary 

care services.  

Stakeholder consultations found that respondents 

generally reported professional organisations were 

neither proactive in advocating harm minimisation 

strategies, nor were they responsive in terms of post -

incident support. In some instances, it was beyond 

the current charter of the organisation to provide 

support. Rural and remote organisations were logisti-

cally hindered in the support they were able to pro-

vide.  

Respondents also reported a general sense that pro-

fessional organisations were not keeping abreast of 

changes in society and of member needs in the 

area of patient -initiated aggression in the Australian 

general practice setting. Respondents acknowl-

edged the need for GP education and training but 

related limited knowledge of Division of General 

Practice education in the area of patient aggres-

sion. 

Industry accreditation requirements reportedly over-

look this issue. A series of focus groups and in -depth 

interviews were conducted to explore the staff ex-

periences of patient -initiated aggression while work-

ing in Australian general practices. The qualitative 

research did not seek precise identification of the 

incidence or prevalence of patient -initiated aggres-

sion. 

The focus groups and interviews found that some 

practice staff, including GPs, had not experienced 

aggressive patient behaviour and therefore be-

lieved that precautionary measures were unneces-

sary.  

Others, however, had experienced patient aggres-

sion and/or violence, and believed that all  

aggression, including verbal aggression, was unac-

ceptable. These practice staff reported a variety of 

harm minimisation measures that were in various 

stages of implementation across practices.  

Staff also reported a range of barriers that ham-

pered optimum measures but generally they be-

lieved that some action had been taken to maxi-

mise their safety in the workplace.  

All participants agreed that frontline staff were the 

principal recipients of patient aggression and addi-

tionally, participants agreed that drug -affected and 

drug -seeking patients were the most common per-

petrators of aggressive incidents.  

Triggers to patient -initiated aggression included pro-

cedural issues such as long waiting times to see a 

doctor, unavailability of the doctor of choice, and 

refusal of specific patient requested medication or 

treatment. Other triggers of aggression included 

issues of payment and refusal of bulk -billing.  

Some practices had made an effort to protect staff 

and to minimise the risk of harm through patient initi-

ated aggression, while other practices reported bar-

riers preventing them from taking action in this area. 

Barriers included the enormous cost of renovating 

old practice buildings, the cost of purchasing alarms 

or security devices and ôhead-in-the -sandõ attitudes 

of practice owners.  

Overall, respondents agreed that patient -initiated 

aggression was a problem in general practice and 

many staff welcomed education, training, and other 

measures to maximise their safety, to maintain maxi-

mum possible service delivery and to ensure safety 

for other patients attending their practice.  

GPs more than other practice staff experienced 

physical aggression with damage to property being 

most frequently mentioned (29%) over the past 12 

months. The study revealed male GPs were more 

likely to experience physical assault than female 

GPs, and full time GPs were more likely to experi-

ence physical assault than part time GPs.  

Between 40% and 50% of practice staff had experi-

enced physical assault and between 2% and 4% 

reported having experienced physical assault over 

the past six to12 months. About 10% of practice staff 

had experienced sexual assault of some form and 

receptionists working at larger practices were more  
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The study indicates that GP organisations in the 

main do very little to address this issue and GPs and 

practice managers who perceived there were times 

of increased risk of patient aggression identified 

practice closing time as the most risky time.  

The majority of GPs did not feel their emotional well-

being had been affected by patient aggression, 

whereas the majority of practice managers thought 

that patient aggression caused staff distress.  

Triggers of patient aggression were identified as be-

ing when the practice was short staffed and when 

GPs were running late. Financial and time con-

straints, however, were not identified as barriers to 

improving staff safety.  

Literature suggests that patient initiated aggression 

and violence is not unique to general practice but 

affects most healthcare professionals and other em-

ployees working in healthcare internationally. Evi-

dence from the literature suggests that verbal abuse 

is the most commonly perpetrated form of aggres-

sion directed towards healthcare workers, with 

younger staff being more likely to experience pa-

tient initiated aggression and violence.  

Although studies on violence in general practice 

have been conducted in Australia, they have not 

gathered national data and there have been signifi-

cant limitations with their findings due to the differ-

ences in definitions used to determine types of pa-

tient aggression and violence. There is also limited 

empirical data about the experience of general 

practice staff other than GPs.  

The study comprised of: an international literature 

review, broad consultation with stakeholder organi-

sations, qualitative research (including focus groups 

and affinity with GP staff across eastern Australia), 

interviews with GPs from across Australia, and na-

tional online and paper based surveys to assess.  

The study was advised by a reference group made 

up of representatives of general practice organisa-

tions, health practitioners, academics and represen-

tatives from the Department of Health and Ageing.  

Data collected included a literature review, stake-

holder consultation, qualitative interviews, focus 

groups and affinity groups, a national online survey 

and a paper based survey targeted at particular 

areas across Australia.  

Reference: www.anu.edu.au/aphcri/Hub Research/

Violence In General Practice.pdf.  

likely to experience verbal aggression and physical 

assault.  

GPs identified that they were at most risk of aggres-

sion when the practice was closing for the day (40%) 

and when staff were at the practice after hours 

(31%). 

Practice managers reported that the riskiest times 

were when the practice had limited staff (36%) and 

the times immediately after opening and closing 

(28% and 27% respectively). Males were reported as 

the most likely perpetrators of aggression.  

Only 25% of GPs reported that patient aggression 

had become worse in the past 12 months. However 

40% of practice managers reported that verbal ag-

gression had increased in the past 12 months.  

GPs most commonly reported that aggression had a 

negative effect on their emotional wellbeing (38%) 

and had an impact on service provision (23%) and 

physical wellbeing (14%). Practice managers re-

ported that aggression had caused staff distress 

(63%) and that there was a need to change prac-

tice policy and procedures (58%).  

Almost all GPs (88%) had experienced verbal ag-

gression from patients and 58% had experienced 

such aggression in the past year. Similarly, practice 

staff experienced verbal abuse more commonly, 

with receptionists experiencing more of this form of 

abuse than other staff working in general practice. 

Almost one quarter of receptionists experience ver-

bal abuse weekly or more often compared with 9% 

of practice managers, 4% of practice nurses and 1% 

of allied health workers.  

Practice staff working in practices with more than 

one GP reported higher percentages of verbal 

abuse than those working in solo GP practices. Re-

ceptionists, practice managers and practice nurses 

working in non metropolitan areas experienced 

more verbal abuse than their counterparts in metro-

politan areas.  

In summary, this first national survey of patient initi-

ated aggression in Australian general practice has 

clearly identified that verbal aggression is the most 

commonly occurring form of aggressive patient be-

haviour and that front line general practice staff are 

by far the most likely to experience this form of ag-

gression. 
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Cardiovascular disease is the single largest cause of 

death in Australia. It affects one in six people ð a 

figure expected to increase to one in four by 2050. 

More than half of Australians aged over 25 have 

cholesterol levels considered to be high.  

The next NPS education program, CVD risk: guiding 

lipid management, encourages early assessment of 

a patients CV risk to identify those who may need to 

commence preventive therapies. Overall CV risk 

assessment allows treatment to be directed to those  

who are at highest risk and who are likely to receive 

the greatest benefit from therapy.  

NPS clinical adviser, Danielle Stowasser said there 

were many Australians whose CV risk had been un-

derestimated or not assessed at all.  

òUsing a CV risk assessment tool has been shown to 

be more accurate at predicting absolute risk than 

clinical judgment alone,ó she said. 

Cardiovascular disease costs to the health system 

are expected to reach $11.5 billion this year. Lower-

ing cholesterol is known to reduce total mortality 

and recurrent CV in both men and women.  

Statins are the drug of choice for lowering blood LDL 

cholesterol, however before offering statin therapy 

for primary prevention, all other modifiable risk fac-

tors including lifestyle, should be addressed.  

This new NPS program will focus on:  

The importance of early assessment of absolute 

CV risk 

Discussing CV risk with patients to encourage 

lifestyle changes  

Factors to consider when prescribing statins, in-

cluding dose, based on recent trial evidence  

The place of ezetimibe in lipid modifying therapy  

Tips to encourage long term adherence to life-

style and lipid modifying therapy  

Links to CVD risk tools online can be accessed at 

www.nps.org.au/cvdrisktools .  

NPS Facilitator, Kerry de Waal is currently visiting on 

this program. To arrange a visit at a time convenient 

to you, contact Kerry on 94113533 or kde-

waal@nsgpn.org.au .  

Use of Cardiovascular Risk Assessments Must            

Increase to Combat Rise in Cardiovascular Disease  

NPS Radar -  New PBS Listings from 1 February 2011  

Nicotine patches (Nicabate P, Nicorette, Nicotinell 

Step 1) for smoking cessation  

The additional listing makes nicotine transdermal 

patches available to all smokers who participate in 

a support and counselling program. This listing cov-

ers one 12 -week course of treatment per patient, 

per year. This treatment may not be in combination 

with varenicline or bupropion.  

Denosumab (Prolia) for postmenopausal osteoporo-

sis 

Denosumab (Prolia) is the first monoclonal antibody 

listed for postmenopausal osteoporosis. Its effect on 

fracture rates compared with that of other anti -

resorptive therapies is not known and more data is 

required to characterise denosumabõs long-term 

safety profile.  

Exenatide (Byetta) for type 2 diabetes mellitus  

Exenatide has been listed on the PBS for dual ther-

apy in combination with either metformin or a sul-

fonylurea for people with type 2 diabetes whose 

glycated haemoglobin (HbA1c) is > 7% despite 

treatment with metformin or a sulfonylurea and for 

whom combination therapy with metformin and a 

sulfonylurea is contraindicated or not tolerated.  

For full reviews and more information, go to 

www.npsradar.org.au . 

Clinical e -audit: Management of hypertension  

This audit requires a review of only 10 patients and 

has been approved in the 2011 -2013 triennium for 

the RACGP QA & CPD and ACRRM PD programs.  

Online enrolment continues to be available at 

www.nps.org.au/health _professionals . 
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Be Medicinewise campaign -  Why 

What's this Medicinewise I've 

been hearing about?  

The NPS wants all Australians to 

make better health and medicines decisions. As a 

result they have launched a national Medicinewise 

campaign to get people to wise up about quality 

use of medicines and medical tests. The campaign 

has wide media coverage and is designed to get 

your patients asking questions and having more in-

formed conversations before they make a decision 

about their health and medicines.  

Adding value to patient conversations  

As the campaign will have wide media coverage, 

your patients may refer to it in their conversations 

with you.  

You can download consumer resources such as our 

medicines list (English version) to share with patients. 

The medicines list is also available in other lan-

guages.  

At the highest level, the consumer messages will be:  

Know itõs a medicine (understanding that medi-

cines arenõt just those you get with a prescription, 

they include herbal remedies and come in many 

forms)  

Find the active ingredient (so you donõt acciden-

tally double dose or mix up medicines)  

Ask the right questions (from trusted sources, so 

you can get the most out of your medicines and 

make better informed decisions about them).  

For more information go to www.nps.org.au/

healthprofessionals . 

GP contacts NSGPN and indicates interest in 

Shared Antenatal Care (SAC) program  

NSGPN provides GP with:  

1. SAC Accreditation Application form  

2. NSGPN Membership Application form (if not 

already a NSGPN member)  

GP returns application form to NSGPN  

GP will then receive:  

1. NSGPN acknowledgement letter  

2. SAC Resource Manual, Protocol & Policies 

and SAC Self -Assessment information  

3. a SAC Clinical Skills Workshop date and 

time  

4. Notification of NSGPN SAC CPD events  

Once a SAC Clinical Skills Workshop has been 

completed, the GP is accredited and needs to 

continue SAC education during the triennium.  

Shared Antenatal Care  

The NSGPN has held two clinical skills workshops in 

the last six months. These workshops enable GPs to 

become accredited as Shared Antenatal Care 

(SAC) GPs. Dr Michael Nicholl and Dr Fiona Robert-

son conduct these workshops and the evaluations 

have been overwhelmingly positive. An additional 

18 GPs have achieved SAC accreditation as a result 

of attending the workshops.  

To become an accredited SAC GP you need to at-

tend a SAC education event where you will com-

plete a SAC clinical skills workshop. The SAC Review 

will provide you with the opportunity to up skill your 

antenatal clinical skills in a non -threatening environ-

ment. You will also need to continue antenatal edu-

cation for each triennium by attending three ante-

natal specific Continuing Professional Development 

events (or achieve 12 Category 2 points).  

The SAC clinical skills workshop will be offered at 

least twice per year and more frequently if required.  

Another achievement has been the successful ap-

pointment of a GP liaison midwife at The Royal North 

Shore Hospital. The GP liaison midwife will improve 

communication between our members and the 

Royal North Shore Division of Women's, Children's 

and Family Health.  



08      NSGPN UPDATE NEWSLETTER - AUTUMN 2011 

The Healthy Kids Check is a CSIRO 

devised assessment to ensure chil-

dren are fit, healthy and ready to 

learn when they commence school.  

Last year Medicare made this check 

a time based assessment for GPõs;  MBS items 701-

707 and 715, PNõs MBS item number  10986. Currently 

this is the only form of Government funded school 

screening that takes place in NSW.  

Healthy Kids Checks aim to improve the health and 

well -being of Australian children by detecting life-

style risk factors, delayed development and illness.   

Immunisation is also recommended at this time. The 

assessment reviews the four year old childõs eye-

sight, hearing, speech, oral health, toileting and al-

lergies.  

Without early detection and intervention abnormali-

ties may become difficult or impossible to rectify. A 

child that has a HKC has the best chance of enter-

ing school fit and ready to learn.  

For more information and resources regarding this 

assessment please contact Toni Lising on 9411 3533 

or email tlising@nsgpn.org.au . 

Medicare Healthy Kids Check  

On 14 December 2009, Health Minister Nicola Roxon 

announced the outcomes of a review of Medicare 

primary care items. The aim of the review was to 

reduce red tape by simplifying the Medicare Bene-

fits Schedule (MBS) and encourage prevention ac-

tivities to improve the health of all Australians.  

The reforms were implemented on 1 May 2010 and 

reduced the number of items from 85 to 33, creating 

a much simpler system.  

One significant change that occurred was claiming 

for health assessments. Now time based, they offer 

the GP a great incentive to undertake important 

preventative consultations. Despite this assessment, 

however, rates are actually reducing.  

Resistance to health assessments and the new 

claiming procedures can be found among the GP 

community and generally revolve around the per-

ceived lack of financial remuneration and time re-

quired to do a dedicated assessment.  

Change in every organisation is inevitable and re-

quires flexibility and adaptability. While not everyone 

will embrace change, the assessments were devel-

oped with the intention of creating a more efficient 

system and therefore should be approached with 

an open mind.  

A comprehensive health assessment might appear 

laborious, but both medical software and Medicare 

provide easy to follow templates that outline the 

assessment process and make documentation easy.   

A true top -to -toe review, including lifestyle risk as-

sessment, should take at least 30 minutes. The new 

MBS time based format currently returns $130.10 for 

a 30 minute assessment, $179.45 for 45 minutes, and 

$253.60 for an assessment that lasts 60 minutes. This is 

a financial incentive that the Government has cre-

ated because the focus of modern day health care 

lies with preventive health measures such as health 

assessments. Level A, B, C, or D claims do not allow 

for such financial remuneration, so claiming accu-

rately for a health assessment and noting what type 

of assessment is performed is both rewarding for the 

GP and provides an accurate view of what is being 

performed in the primary care sector.  

More information on health assessments and the 

Medicare proforma template can be found at 

www.health.gov.au/internet/main/publishing.nsf/

Content/mha_resource_kit , or by contacting Emma 

Mathison on 9411 3533 or emathison@nsgpn.org.au . 

Why do a Health Assessment?  

New Community Health Centre  

New RNS Community Health Centre is now open for 

Child Youth and Family, Community Mental Health, 

Dialysis Services, Aged Care and Rehabilitation, 

Drug and Alcohol, Childbirth and Early Parenting 

Education and other services. For more information 

go to www.nsccahs.health.nsw.gov.au/

rnsredevelopment . 

The new Royal North Shore Community Health Centre 

at 2C Herbert Street, St Leonards  
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It is just over six months since Vision Personal Training 

came on board as the Networkõs primary òReset 

Your Lifeó providers and havenõt they helped your 

patients do just that!  

In addition to the seven education sessions, which 

the trainers deliver over a six month period, Vision 

Personal Training studios at Neutral Bay, North Syd-

ney, Willoughby, Lindfield and Lane Cove are offer-

ing patients free access to their gym and exercise 

classes for the duration of the program.  

Our accredited trainer, Trent, at the Neutral Bay stu-

dio is also offering patients four short personal train-

ing sessions. This has allowed patients to put the 

knowledge they are gaining in their education ses-

sions into practice.  

One patient attending sessions at the Neutral Bay 

studio has lost 8.2kgs in the first three months the pro-

gram. To do this, she has drastically altered her life-

style and now exercises at the studio five days per 

week and eats more nutritious foods, more regularly.  

Similarly,  another patient attending sessions at the 

North Sydney studio has lost 10kg in just under three 

months. Despite sustaining an injury which pre-

vented him from attending sessions for a period of 

time, the patient has developed a close relationship 

with his trainer, James, which has allowed him to 

remain positive and maintain lifestyle changes.  

With an organisational interest in preventing diabe-

tes and experience in delivering nutrition and exer-

cise education, Vision Personal Trainers are the per-

fect candidates to assist your patients in changing 

their lifestyles. With extended opening hours Vision 

Personal Training are able to negotiate session times 

based on your patientõs needs.  

For all this at a total cost of $50 per patient, why 

wouldnõt you want to reset your life!  

For more information about this program please 

contact Emma Mathison on 9411 3533 or emathi-

son@nsgpn.org.au . 

Referred patients reset their lives with  

Vision Personal Training  

Practice Nurse Workshops: Running a nurse led clinic  

Encouraging practice nurses to plan and evaluate 

nurse led clinics in their practice before jumping 

right in was the take home message for nurses at-

tending the NSGPN practice nurse workshop.  

The workshop, held in February, explained how to 

approach nurse led clinics including gaining sup-

port from colleagues, establishing a patient criteria, 

planning publicity and selecting an appropriate 

location.  

Building a business case and considering the sys-

tem of referral and GP input were also high on the 

list for nurses to complete prior to commencing a 

clinic.  

A good business proposal will include demonstrat-

ing a rationale for a new service based on solid 

evidence and plans outlining the implementation, 

sustainability and evaluation of the clinic.  

The identification of risks and how to deal with 

them are also relevant to consider as part of a busi-

ness plan.  

The benefits of nurse led care to the practice can 

be immense and should be considered by all prac-

tices. In particular nurse led clinics can improve 

working relationships and decrease GP workload. 

Moreover these clinics provide a cohesive ap-

proach to patient care and increase practice in-

come.  

Patients will also reap the rewards from nurse led 

care with improved access to services and im-

proved choice of health care provider.  

Patients will also benefit from improved manage-

ment of chronic disease and self management sup-

port.  

Overall nurse led care results in better population 

health outcomes including lower rates of hospitaliza-

tion and cost efficiencies.  

For more information about nurse led care please 

contact Carmel Thorn on 9411 3533 or 

cthorn@nsgpn.org.au . 
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The value of a practice nurse in a GP surgery can 

not be underestimated. Not only are they able to 

improve the quality of care patients receive, they 

also reduce the workload of GPs and are able to 

generate a substantial increase in income.  

Here are just some of the ways a practice nurse can 

assist you in your practice.  

 

Health Assessments  

Older personõs health assessment (at home or in 

the surgery)  

Healthy Kids Check  

45 year old health check  

 

Care Plans  

GP Management Plans (GPMP)  

Team Care Arrangements (TCA)  

Review of GPMP and TCA  

 

PIPS and SIPS 

Asthma Cycle of Care  

Diabetes Annual Cycle of Care  

Cervical screening  

 

Clinical  

Immunisation  

Wound management  

PAP smears 

ECGs 

Spirometry  

Triage waiting room and initiate treatment to 

priority injuries and accidents  

Ear syringing  

Assists with minor procedures  

Fitting slings  

Fitting and use of crutches  

Patient Education  

General nutrition and weight loss  

Physical activity recommendations  

Asthma education and inhaler techniques  

Diabetes education and blood glucose monitor-

ing  

Home anticoagulation therapy education  

 

Registers, recall and reminder systems  

Identify patients for health checks  

Maintain registers for chronic diseases  

Immunisation recalls  

PAP smear recalls  

 

Accreditation  

Development of policies and procedures  

Coordination of patient satisfaction surveys  

Continuous improvement activities  

Maintains appropriate waste and sharp disposal 

and collection requirements  

Staff education  

 

General Duties  

Telephone enquiries  

Arranging home and community services  

Ordering medical supplies, storing supplies and 

maintaining tidiness  

Sterilisation  

Ordering vaccines  

Monitoring medication expiry dates  

Checking S8 drugs  

Checking oxygen cylinder  

Checking doctors bag and drawers  

Benefits of employing a Practice Nurse  

The Northern Sydney General Practice Network supports GPs to recruit, orientate, educate and support 

Practice Nurses. Contact Carmel Thorn (Primary Care Support Officer) for more information by calling 9411 

3533 or by cthorn@nsgpn.org.au . 

 

 

This resource was produced with acknowledgement to The South Eastern Sydney Division of General Practice   
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The NSGPN provides practices with the opportunity 

to check and improve upon their cold chain man-

agement through our data logging service.  

A data logger is a small device which is placed in a 

practiceôs vaccine fridge and takes the tempera-

ture every five minutes for five to seven days.  

Once this is complete your Primary Care Support  

Officer will download the data and be able to pro-

vide the practice with a graph of readings to see 

whether your vaccine fridge has remained between 

2°C and 8°C.  

For more information regarding this service, please 

contact Carmel Thorn on 9411 3533 or 

cthorn@nsgpn.org.au . 

Cold Chain Management  

The General Practice Immunisation Incentives (GPII) 

scheme was introduced in 1998 to support the cen-

tral role GPs play in preventive health care through 

immunisation.  

The GPII Scheme provides financial incentives to GPs 

who provide immunisation services to children under 

the age of seven years, according to the National 

Immunisation Program (NIP).  

One of the primary aims of the GPII Scheme is to 

encourage at least 90% of practices to fully immu-

nise 90% of children below seven years of age at-

tending their practice.  

Through Medicare Australia, the GPII Scheme pro-

vides statistical reports for both practices and divi-

sions. These reports are a valuable tool that can be 

used to develop strategies aimed at increasing im-

munisation coverage rates for practices.  

GPII Reports 

This report provides the practice with the opportu-

nity to:  

Monitor the immunisation status of children regis-

tered with the practice who are < seven years 

old  

Send reminders to children who are not fully im-

munised  

What is the GP11020A Report?  

Correct the Australian Childhood Immunisation 

Register (ACIR) data for each child < seven  

years of age so practice coverage rate is accu-

rate  

Reconcile practice immunisation data with the 

ACIRõs immunisation data. 

The NSGPN has been busy over the last few months 

contacting practices in relation to their current 

childhood immunisation rates helping with GPII re-

ports from the Australian Childhood Immunisation 

Register (ACIR) with the aim to increase coverage 

rates.  

If you would like a visit to your practice on childhood 

immunisation coverage rates or any other immunisa-

tion related activity, contact Carmel Thorn on 9411 

3533 or email cthorn@nsgpn.org.au . 

Childhood Immunisation  

The top five practices for the February 2011 quarter 

for childhood immunisations were:  

High Street Surgery (Willoughby)  

Chatswood East General Medical Practice 

(Chatswood)  

Epica Medical Centre (Chatswood)  

Miller Street Medical Practices (North Sydney)  

Anderson & Partners Medical Services 

(Chatswood)  
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The 3Tõs Project-Training, Treatment and Transferring of knowledge  

GPNSW have funding approval for Divisions of Gen-

eral Practice to facilitate a program  of clinical at-

tachments for GPs and allied health staff working in 

mental health and drug and alcohol. The project will 

also support the establishment or enhancement of 

local committees to meet together and improve 

protocols and care pathways for patients experi-

encing mental illness and drug and alcohol co -

morbidities.  

Training  

The project will provide GPs with clinical place-

ments in mental health and drug and alcohol 

treatment services  

GPs and allied health workers will have the op-

portunity to spend 4 hours each in a mental 

health and drug and alcohol agency  

There is remuneration for GPs up to $1300 and 

the placements will meet the accreditation re-

quirements as outlined by the RACGP QA&CPD 

program  

The placements aim to improve the GPs confi-

dence in managing clients with mental health 

and drug and alcohol co -morbidities while es-

tablishing or improving integrated working with 

mental health and drug and alcohol services to 

provide better outcomes for patients.  

Treatment  

The clinical placement will up skill the mental 

health, drug and alcohol and GP workforce and 

enable a greater understanding of the treatment 

environment, appropriate referral options and 

access between agencies  

Many patients with co -morbidities of mental 

health and drug and alcohol issues often have a 

number of health needs that go unchecked 

leading to further disability. Frequently these cli-

ents do not have a designated GP and can be 

poor presenters.  It is anticipated that as part of 

their clinical placements in general practice that 

mental health and drug and alcohol allied 

health workers will have a greater understanding 

of when and how to confidently refer patients for 

a physical health assessment.  

Transferring Knowledge  

Regular meetings are taking place between mental 

health staff, drug and alcohol and staff and GPs to 

develop collaborative relationships and discussion 

around development of protocols such as patient 

access, referral pathways, discharge planning,  

team based care and case management proce-

dures.  

Project Objectives  

To provide a clinical attachment education pro-

gram for GPs, mental health and drug and alco-

hol allied health workers within a local region  

To encourage improved communication, col-

laboration and referral pathways between local 

general practices, mental health services and 

drug and alcohol services  

To increase the capacity of GPs, mental health 

workers and drug and alcohol workers to support 

and manage patients with mental health and 

drug and alcohol co -morbidities  

To reduce the number of patients experiencing 

mental illness and drug and alcohol disorders 

who receive disjointed care and a òping pongó 

effect between services  

T o encourage GPs to consider undertaking ad-

vanced mental health skills training and/or phar-

macotherapy prescriber training.  

Expected Outcomes  

The outcomes of the 3Tõs program will include: 

Improved skills, treatment and knowledge of clini-

cians and GPs who work with mental health and 

drug and alcohol patients  

Improved continuity of care and team based 

care for mental health and drug and alcohol 

patients  

Improved understanding of the roles and respon-

sibilities of mental health workers, drug and alco-

hol workers,  GPs and the capacity of their or-

ganisations  

Development of appropriate and effective for-

mal agreements such as MOUs, Intent to Col-

laborate, and discharge and admission protocols 

between agencies  

Increased number of patients with mental health 

and drug and alcohol disorders receiving physi-

cal health checks.  

Register your interest in participating in the 3Tõs Train-

ing  

Places are available until end of June 2011.  

To find out more, call Helen Guy on 9411 3533 or 

email hguy@nsgpn.org.au . 
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Oxytocin: A Novel Treatment for Anorexia Nervosa?  

Professor Janice Russell MBBS MD FRACP FRANZCP MFCAP. Director, Eating Disorders Unit, Northside Clinic  

Anorexia nervosa might be the least prevalent of the eating disorders but it remains a major public health problem which 

blights the lives of many young people and their loved ones.  The mortality rate is the highest of any psychiatric disorder 

and it has been a consistent research finding that 20% of sufferers remain chronically ill and less than 50% fully recover. 

(1).  A distinctive neuropsychological profile has been described which includes obsessive compulsive features, perfec-

tionism, anorexic cognitions, poor central coherence, rigid repetitive behaviors, cognitive rigidity and social anxiety with 

difficulties in emotion recognition and regulation (2,3) as seen in autistic spectrum disorders.  It has also been reported 

that approximately 20% of anorexia nervosa patients actually meet clinical criteria for the latter diagnoses (4) and many 

more transiently exhibit these clinical features at very low weights in a òPseudoasbergerõs syndromeó from which recov-

ery is possible with weight restoration. Cognitive rigidity and social anxiety might be expected to reinforce and maintain 

anorexic thought patterns, behaviours and emaciation leading to ambivalent motivation, resistance to therapeutic en-

deavour, chronicity and premature death.  

Recent research into the effects of inhaled oxytocin in young people with autistic spectrum disorders has demonstrated 

therapeutic promise (5) and the clinical overlap with anorexia nervosa suggests a novel treatment possibility for this con-

dition too.  Furthermore, anterior and posterior pituitary function is impaired in anorexia nervosa and oxytocin levels in 

CSF have been shown to be low in the restricting type (6).  

Oxytocin is a nonapeptide and neuromodulator produced by neurons in the paraventricular nucleus of the hypothala-

mus which project to hippocampus, amygdala and mesolimbic reward pathways. It is stored in the posterior pituitary, 

acts reciprocally with ADH and is itself modulated by adiponectin with roles in feeding, metabolism, parturition, lactation 

and social bonding (6). Intranasal oxytocin is safe and simple to self administer, crosses the blood brain barrier and is wel l 

tolerated (5). Termed òthe cuddle hormoneó and òliquid trustó, it enhances generosity (7) and modulates EEG rhythms 

related to function of mirror neurons which have been implicated in the genesis of autistic spectrum disorders (8). Oxyto-

cin facilitates unlearning for the acquisition of new learning and importantly has been described as ôthe hormone that 

allows the brain to change itselfõ(9).  Thus it might be expected to ameliorate the rigid cognitions and behaviors, social 

impairments and negative motivation for  change which impede recovery in anorexia nervosa.  

A randomized placebo controlled treatment trial of an inhaled metered dose of oxytocin versus normal saline will soon 

commence with anorexia nervosa patients at Northside Clinic and Royal Prince Alfred Hospital in collaboration with the 

Brain Mind Research Institute of Sydney University, the Maudsley Hospital and the Institute of Psychiatry, London UK.  It wil l 

be funded by NSW Health and the Butterfly Foundation Research Institute and will be headed by Professor Janice Russell 

with Associate Professors Adam Guastella and Suzanne Abraham, Drs Sarah Maguire and Ranjani Uptala -Kumar and 

Professors Janet Treasure, Ulrike Schmidt and Dr Kate Tchanturia from London.   

It is hypothesized that oxytocin given twice daily for six weeks will reduce social anxiety and cognitive rigidity with en-

hanced motivation for change and clinical progress in the treated group. This could offer an exciting and much needed, 

breakthrough in the treatment of anorexia nervosa.  

 

1. Steinhausen H -C (2002) The outcome of anorexia nervosa in the 20 th  century. American Journal of Psychiatry 159:1284 -1293. 

2. Tchanturia K, Campbell I C, Morris R, Treasure J (2005) Neuropsychological studies in anorexia nervosa. International Journal  of  Eating 

Disorders 37:S72-S76. 

3. Harrison A, Tchanturia K, Treasure J (2010) Attention bias, emotion recognition and emotion regulation in anorexia nervosa: s tat e or 

trait. Biological Psychiatry Oct 15:68(8):755 -761. 

4. Oldershaw A ,Treasure J, Hambrook D, Tchanturia K, Schmidt U.  Is anorexia nervosa a version of autistic spectrum disorders? European 

Eating Disorders Review first published online Jan 30th 2011 D0I:10.1002/erv:1069.  

5. Guastella AJ, Einfeld SL, Gray KM, Rinehart NJ,Tonge BJ, Lambert TJ, Hickie IB (2010) Intranasal oxytocin improves emotion re cog nition 

for youth with autistic spectrum disorders. Biological Psychiatry; 67:692 -694. 

6. Demitrack MA, Lesen MD, Listwak SJ, Brant HA,Jimerson DC, Gold PN (1990) CSF oxytocin in anorexia nervosa and bulimia nervosa : 

Clinical considerations. American Journal of Psychiatry; 147:882 -886. 

7. Zak PJ, Stanton AA, Ahmadi S (2007) Oxytocin increases generosity in humans. PLoS ONE 2(11): e1128.  

8. Perry A, Bentin S, Shalev I, Israel S, Uzefovsky F, Bar-On D, Ebstein RP (2010) Intranasal oxytocin modulates EEG mu/alpha and b eta 

rhythms during perception of biological motion. Psychoneuroendocrinology; 35:1446 -1453. 

9. Doidge N. The Brain That Changes Itself: Stories of Personal Triumph from the Frontiers of Brain Science. Penguin Books, New York 2007. 
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Nuclear Medicine ð Low radiation protocol for Bone Scans:  

41% less radiation  than standard bone scans  

79% less radiation  than CT studies  

Hybrid SPECT/CT camera  

Full range of General Nuclear Medicine ± Low radiation CT 

for anatomical localisation  

Sestamibi and other cardiac scans  

DXA Bone Mineral Density Scans  

Endocrinology Consultations  

 

chatswood nuclear medicine  

            & endocrinology  

minimising radiation exposure in molecular imaging  

Ph 02 9439 6111     

 

Sydney 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.  

Sydney Endovascular Specialists also offer specialist  

vascular ultrasound investigations through Sydney Vascular 

Laboratory. Sydney Vascular Laboratory offers:  

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                                    

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

Dr. Alan Ting  MB BS (Hons I) FRACP 
Nuclear Medicine  & Endocrinology   

Suite 105, 443 Victoria Avenue , Chatswood  NSW 2067 
Tel: 02 9419 6556   Fax: 02 9419 6557 www.ChatswoodNuclearEndo.com.au  


