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Where there is smoke there is fire 
 

Since the last newsletter there have been 

many pronouncements concerning Net-

works (Divisions) and general practice. There 

is a tsunami of recommendations out there 

coming from the consultant led recovery. 

Every person who might be related to pri-

mary care can see a very big payout at the 

end of the day, be it power or be it income. 

The only group who seems to have missed 

out are general practitioners. 
 

Perhaps the most important recommenda-

tion comes from the AGPN commissed re-

port from law firm DLA Phillip Fox: Advice 

and recommendations for Structure, Mem-

bership and Governance of Primary Health 

Care Organisations: “That each [General 

Practice Network] formally assesses local 

risks of GP disengagement during the 

change process and implements a targeted 

and active communication, consultation 

and engagement strategy during the PHCO 

planning phase, to optimise the engage-

ment of GPs during and after this period of 

considerable change.” For those of us who 

are part of the Network, there is a belief that 

everyone supports the Network movement, 

the incomplete trust by general practitioners 

in the Network has been built up over many 

years and now there are a slew of proposals 

which will fundamentally change the func-

tion and governance of general practice 

Networks. A communication strategy proba-

bly won‟t cut it. The report goes on to say: 

“That the AGPN, State Based Organisations, 

and General Practice Networks consider the 

merits of supporting the establishment of 

broadly-based steering committees in each 

PHCO region, comprising a core set of key 

stakeholders with some local flexibility of 

membership, to oversee the design and es-

tablishment of PHCOs”. Then in the Federal 

Budget “$355.2M investment over three 

years for the construction of around 23 New 

Super Clinics...” 

There seems to be a belief 

that the  fundamental bed 

rock of primary practice, the 

general practitioner, the 

professional who is left car-

ing for the patient when all 

other parts of the health 

care system have aban-

doned them, will simply 

standby and have their role 

usurped and marginalised by these pro-

posed changes. There is very little in all these 

announcements to directly support general 

practitioners. 
 

Financial support for nurses in urban general 

practice should be supported.  However the 

details are sketchy and it seems that what 

the government gives in one hand, the di-

rect grant is taken away by removing the 

nursing rebates. There seems as if the quid 

pro quo for taking the grant will be the provi-

sion of a range of services “free” to the pub-

lic. Given that the total cost of a full-time 

nurse (pre the increases in the superannua-

tion levy) is in the vicinity of $75,000. It seems 

that general practitioners will again be subsi-

dising primary care. There is no evidence 

three years since the commissioning of the 

Super Clinic concept that this is a cost effec-

tive way to provide primary care, at $15.4M 

dollars each, these clinics will need to be 

providing literally 100,000s of consultations 

each year to come close to being as effi-

cient as a general practice. In short, the 

government expects general practitioners 

to support a new organisational order with 

significantly less say in the running in these 

organisations while at the same time subsi-

dising the establishment of competing ineffi-

cient clinics and taking away financial sup-

port which is meant in a perverse way help 

general practice deal with significant and 

real declines in the Medicare rebate. Per-

haps this is a new way to make friends and 

influence people.  

 

Continued to page 2 ... 

Dr Harry Nespolon 

NSGPN Chair 
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Message from the CEO 
 

In the midst of health reform talk, political changes and 

budget announcements, NSGPN continues to provide sup-

port services and education to GPs and Practice Staff in 

our area. 
 

In the last few months we have held events on Immunisa-

tion & Travel Medicine, Health Checks and Diabetes, Men-

tal Health and Cardiology. We also held CPR training and 

facilitated a networking breakfast for Practice Managers.   
 

NSGPN has been working closely with the Northern Sydney 

Central Coast Area Health Service regarding Shared Ante-

natal Care. We have commenced streamlining the SAC 

accreditation process. Our biannual SAC event was ex-

tremely well attended. We also jointly hosted an Argus Se-

cure Messaging evening with the Manly Warringah Division 

of General Practice. 
 

To improve access to the Lifestyle Modification Program 

(pre-Diabetes program for 40-49 year olds), additional pro-

viders have been sourced and a marketing campaign 

commenced.  
 

Our staff have also been earning accolades. NSGPN‟s 

Kerry de Waal won an award for her presentation "Let‟s 

get together – linking GP and Pharmacists to Improve 

Quality Use of Medicines” at the National Medicines Sym-

posium in Melbourne. 
   

To better understand the needs of our Members and Asso-

ciate Members, we have held focus groups and con-

ducted our annual survey. We are currently reviewing all 

suggestions and shall be advising you of the outcomes. 

 

 

 

 

Jenny Sikorski 

CEO 

Continued from page 1 … 

 

While there is a an opportunity to deliver much better health 

care more efficiently,  the future of primary health care may 

be lost in the mire of politics that surrounds all changes in 

health care.  
 

Quite simply if general practitioners do not support these 

new PHCOs they will be as relevant as the old tertiary hospi-

tal Boards – organisations to work around, not with. 
 

On a positive note, prior to the announcement of all these 

changes the Boards of the NSGPN and Manly Warringah 

Division of General Practice met. This is a continuation of the 

efforts by both Boards to develop a closer working relation-

ship. It seems that no matter which model of PHCO is taken, 

it is likely that we will be pushed together in some form or 

another. It will be much better for general practitioners in 

our areas if the two Boards can work co-operatively through 

any changes that may occur. 

Federal Budget snapshot 
 

Federal Budget announcements that relate to General 

Practice, health reform and the General Practice Networks 
are: 
 

Primary Health Care Organisations (PHCOs/Medicare Lo-

cals) - $290m over four years to establish a network of inde-

pendent PHCOs and $126m over four years on the GP After 

Hours Program.   
 

General Practice Infrastructure - $355.2m over three years 

for the construction of around 23 new GP Super Clinics and 

to upgrade and extend approximately 425 existing general 

practice and primary health care facilities to improve team

-based care and extend the delivery of GP Super Clinic 

style services across Australia. Clinics may include capacity 

for services provided by visiting medical specialists, as well 

as capacity and opportunity for clinical training and edu-

cation. GP Super Clinics will also be open for extended 

hours. Funds will be available through infrastructure grants.   
 

Practice Nursing - $390.3 million over four years to supply 

almost the equivalent of 4600 full time practice nurses in 

general practices,  Annual incentive payments of $25,000 

per full time GP for a registered nurse and $12,500 for an 

enrolled nurse available to eligible accredited general 

practices payments (capped at $125,000). 
 

Mental Health 

$13.0M over two years to employ 136 mental health 

nurses 

$79M over four years for up to 30 new headspace youth 

friendly mental health services and extra funding for the 

existing 30 headspace sites 

$26M over four years to establish the Early Psychosis Pre-

vention and Intervention Centre model on additional 

sites 

$58M over four years to deliver care packages to better 

support up to 25,000 people with severe mental illness 

$1.6B to support 1,316 additional sub-acute mental 

health beds. 
 

General Practice Training - $604M to deliver an additional 

5,500 training places for GPs, 680 medical specialists and 

5,400 pre-vocational general practice program (PGPPP) 

training places over the coming decade. 
 

Chronic Disease (Diabetes) - $449M over four years to re-

duce the health impacts of chronic disease patients and 

the broader community through commencement of a na-

tionally consistent chronic disease program for diabetics 
(from July 2012 involving voluntary enrolment and incentive 

payments for achieving health outcome targets). 
 

e-Health - $467m over two years to fund an opt-in secure 

personally controlled electronic health record system. 
 

Other  

$872m investment to combat lifestyle related risks that 

cause chronic disease, particularly smoking 

$103.1M to better support nurses working in aged care 

settings 

Savings related to the 5th Community Pharmacy Agree-

ment 

$152.7M expansion of community based health services 

for veterans and war widows with specified chronic 

conditions and complex care needs at risk of hospitali-

sation. 
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additional funding for services provided in this way but in 

general, PHCOs will not directly fund general practice. 
 

GP engagement will be vital to PHCOs. PHCOs have been 

described by the Council of Australian Governments as 

“...the GP and primary care partners of Local Hospital Net-

works (LHNs).” PHCOs will have strong links to general prac-

tice and will operate with strong local governance, includ-

ing health professional representation.  
 

The introduction of PHCOs will not impact on the doctor-

patient relationship. The planning and management of an 

individual patient‟s care will remain the responsibility of the 

GP. GPs will be better supported to effect this manage-

ment through access to a greater range of primary health 

care professionals with more connected health care ser-

vices coordinated by the PHCO. A key stated role for 

PHCOs is to facilitate access for patients with chronic con-

ditions to allied health and other support, as identified in 

GP care plans. 
 

The services provided by a general practice to their pa-

tient population will remain largely unchanged and gen-

eral practice will benefit from the coordination PHCOs pro-

vide around the service needs of their patient population. 

PHCOs may introduce programs to address particular ser-

vice needs of local populations that are currently unmet – 

addressing service gaps is a key role for PHCOs. They may 

also offer practices a range of models of care provision 

within which they can work to enhance care for their pa-

tients. This could include programs or incentives to encour-

age some general practices to provide or link with addi-

tional services. It will remain the prerogative of each prac-

tice whether they choose to take up such programs or in-

centives. 
 

GPs are integral to health care delivery. They are the front-

line medical workforce and are strong advocates for pa-

tients.  
 

As part of the wider health reforms, PHCOs will enable GPs 

to: 

have more opportunity to improve patient care by link-

ing services and providers to fill existing service gaps. 

PHCOs will allow GPs to offer their patients access to 

the full range of care services they need 

work more collaboratively with other health care pro-

viders to improve patient health as well as be more sup-

ported in their own GP roles. PHCOs will open the door 

for GPs to work more closely with nurses, allied health 

professionals, consultants and other members of the 

health care team through improved and redesigned 

care pathways for patients. A key role for PHCOs will be 

to improve coordination and linkage of  services and 

providers. This will occur both within primary health care 

and also with secondary care as PHCOs will work 

closely with local hospital networks. This means that  

 

Continued to page 4 ... 

What Impact do Primary Health Care  

Organisations (PHCOs) Have on General 

Practitioners?  
 

The recent proposed Health Reforms will bring significant 

changes to health care delivery in Australia. Primary Health 

Care Organizations (PHCOs subsequently termed medi-

care locals) will be independent legal entities with strong 

links to local communities, health professionals and service 

providers, including GPs, allied health professionals and 

Aboriginal Medical Services. The first PHCO will commence 

operations by mid 2011 with the remaining to roll out by 

mid 2012. 
 

A key feature will be strong clinical leadership inclusive of 

community and health professional representation, as well 

as business and management expertise. PHCOs are ex-

pected to have common membership of governance 

structures with Local Hospital Networks and service agree-

ments will be in line with this strategy. Their role is to support 

clinicians and not to be involved in clinical decision-

making. The Commonwealth will be responsible largely for 

hospital funding thereby ensuring that people are treated 

through high quality but less expensive primary care ser-

vices rather than admitted to hospital beds. 
 

PHCO functions could include: 

facilitating coordinated care for people with chronic 

illness 

working collaboratively with all health professionals to 

form a seamless care pathway for patients 

identifying gaps in local service provision and target 

these areas for improvement 

working collaboratively with local hospitals to improve 

transition to home or aged care facilities 

delivering targeted health promotion activities in coop-

eration with the Australian National Preventative Health 

Agency (once established). 
 

Individual patient care will remain with the GP and PHCOs 

will complement the services provided by the GPs. 
 

The government will develop a Healthy Communities Re-

port for each PHCO area. Included in this report are meas-

ures of local community health and well-being, access to 

GP services and out-of-hours GP care. 
 

The establishment of PHCOs will occur gradually and their 

development is not expected to lead to significant initial 

change for GPs and general practice. The focus of PHCOs 

will be on service gaps, and they will not be in competition 

with existing GP services. 
 

Practice funding is expected to continue largely as it is 

now – through MBS fee-for-service and practice and ser-

vice incentive payments. PHCOs may work with general 

practice to deliver specific programs to address local ser-

vice gaps or support better patient access to care for dis-

advantaged populations. Some practices may receive  
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Collaborations in Asthma  

Management in the Community  
 

 

Researchers from the University of Sydney and the National 

Prescribing Service (NPS) are inviting you to take part in an 

exciting research study, Collaboration in Asthma Manage-

ment in the Community (CAMCOM).  
 

The aim of this study is to assess the impact of collaborative 

health professional education in improving the use of 

asthma devices by people with asthma and ultimately, 

improve asthma outcomes. This project is being con-

ducted with the support of the Northern Sydney General 

Practice Network. General Practitioners, Practice Nurses 

and Pharmacists within the NSGPN area are invited to par-

ticipate in this study. 
 

What is involved? 

completing  an online learning course on inhaler tech-

nique 

recruitment of 10 people with asthma 

follow up review of ten people with asthma over a six 

month period 
 

In addition to the normal MBS rebates for normal care, par-

ticipating GPs will also be reimbursed $49.80 for the initial 

consultation, $27.55 for the follow up consultations and will 

receive a resource pack containing placebo asthma de-

vices to demonstrate correct inhaler technique. Participat-

ing patients will be given a $30 Coles/Myer voucher for 

completion of all study requirements. 
 

The review will include assessment of Asthma Control, In-

haler Technique and an update on asthma medications. 

Outcomes will be documented in an online patient log 

designed specifically to collect study information only. It is 

anticipated that review visits will take no longer than 10 

minutes. 
 

To register your interest in participating or for further infor-

mation, please contact Biljana on 9351 5706 or email Bil-

jana.cvetkoski@sydney.edu.au or Kerry de Waal, NPS Fa-

cilitator NSGPN on 94113533 or kdewaal@nsgpn.org.au. 

Your interest is greatly appreciated.  

Continued from page 3… 
 

access to the full range of support and care services for 

GPs‟ patients will be enhanced. It will ease transitions 

out of hospital and/or into aged care for patients as 

well as enable a greater focus on the management 

and prevention of chronic disease 

have a broader view over their community‟s health. 

While GPs will still be best placed to assess the needs of 

individual patients, PHCOs will have a major role in 

identifying the broader health requirements of the local 

population. PHCOs will work with practices in this role to 

support them in delivering care appropriate to the 

needs of the overall community. This could include 

PHCOs offering practices a range of models of care 

provision within which they can work to enhance care 

for their patients 

fully use their skills and/or learn new skills in a more sup-

ported, collaborative team environment. GPs can op-

erate to the full range of their abilities, leading the clini-

cal care team and acting more as GP consultant. 
 

They can also provide strategic advice and be clinical 

leaders in clinical governance both at the practice and 

PHCO levels as clinical governance and leadership will be 

another significant area of work for PHCOs. 
 

Ann Schiller 

Business Manager 

Excellence in General Practice - the Keystone to Primary Health Care 

NSGPN childhood immunisation  

coverage rates continue to improve due to the great work 

general practices are doing in relation to recalling over-

due children and data cleaning GPII020A reports. 
 

Your Practice Support Officer is there to assist you with im-

plementing strategies which can improve your childhood 

immunisation coverage rates. 
 

This includes implementing an effective recall and re-

minder system, explaining how to data clean your 

GPII020A reports and issuing your practices with resources 

to keep parents informed and up to date with immunisa-

tion related information. 
 

The top 5 practices for the May 2010 quarter for childhood 

immunisation were: 

1. Synergy Medical Practice 

2. Artarmon Family Doctor 

3. Lane Cove Family Medical Centre 

4. Chatswood East General Medical Practice 

5. West Lindfield Family Medical Practice 
 

If you would like a visit to your practice on childhood im-

munisation coverage rates or any other immunisation re-

lated activity, contact Julie Bestic on 9411 3533 or email 

jbestic@nsgpn.org.au.   

Argus Training Sessions 
 

NSGPN is proud to announce there are over 200  health 

professionals using Argus within the NSGPN area. As such, 

NSGPN will be running training sessions/seminars on how to 

use Argus using Best Practice and Medical Director 3 in the 

coming months.  
 

These sessions are available for GPs, Practice Managers 

and Practice Nurses. Topics will include how to search 

other Argus users and add them to your address book; and 

how to send and receive information via Argus. 
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New NPS program:  

Opioid therapy in managing 

chronic non-cancer pain 
NPS will be launching a major therapeutic program in June 

2010 focusing on the use of opioids in the management of 

chronic non-malignant pain.  
 

Chronic pain is one of the most common reasons people 

seek medical help and depending on the severity of  pain 

are thought to use health services up to five times more 

often than the rest of the population. Chronic non - malig-

nant pain is common condition in Australia and New Zea-

land, with estimates ranging as high as 20 per cent of the 

population, and prevalence likely to increase with ageing 

of the population.1 

 

 This program aims to: 

• encourage health professionals to discuss pain diaries/

pain management plans with patients with chronic pain 

• inform health professionals of the lowest effective dose 

and the shortest duration of opioid use to attain relief 

from chronic pain 

• assist health professionals to develop a framework for 

titration of opioids to actively manage pain 

• develop a management framework to deal with break-

through pain for patients with chronic pain who are 

being managed with opioids. 
 

For more information on this new NPS program or to ar-

range a visit, contact Kerry de Waal on 94113533 or kde-

waal@nsgpn.org.au.   
 

1. The Royal Australasian College of Physicians. Prescription Opioid Policy: Improving 
management of chronic non-malignant pain and prevention of problems associated 
with prescription opioid use. 2009.  

New in NPS RADAR May 2010 

Methoxyflurane (Penthrox) for 

short-term analgesia (doctorõs bag) 
 

Methoxyflurane provides rapid-acting short-term analgesia 

for initial management of acute trauma, or brief proce-

dures such as wound dressing. This self-administered inhala-

tion is often used in ambulance settings and is PBS listed for 

the Doctor‟s bag only. NPS RADAR describes appropriate 

use that minimises the risk of nephrotoxicity. 
 

For more information about methoxyflurane, including dos-

ing issues and contraindications, see the complete review 

on the NPS RADAR website. 
 

NPS RADAR also discusses where melatonin prolonged-

release tablets (Circadin) for primary insomnia in older 

people fits into therapy relative to other hypnotics and non

-drug therapy. Other items include updated information 

about dosing and drug interactions with colchicine for 

acute gout. Email subscribers will receive an alert in May, 

and the articles will be published in the print issue mailed to 

GPs, pharmacists and most specialists in August. Also avail-

able at www.nps.org.au. 

National census revealing  extent 

of  medicines  use problems. 
Preliminary data from the National Census of Medicines 

Use in Australia shows a significant number of adverse 

medicine events are not being reported to GPs and peo-

ple are struggling to identify information sources that they 

can easily understand. 
 

The census, conducted by the NPS and University of  Mel-

bourne, focuses on how Australians use their medicines, 

including prescription, non-prescription and complemen-

tary medicines. 
 

It is the first national census to survey what combinations of 

medicines people take, how people find information 

about medicines and whether they have experienced 

problems with their choices. 
 

Analysis of data collected so far shows: 

a significant number of participants are reporting it‟s 

difficult to find information about medicines they under-

stand. More  than half the participants have reported 

the volume of information sources about medicines 

makes it hard to know what is accurate, 

many participants who used a medicine in the past 

year reported a side effect, reaction or other problem 

with their medicines during this time. 
 

Data from this census will be integral to NPS programs over 

coming years and will assist other organisations in the 

health sector when developing new resources and pro-

grams for the community. 
 

This census began in July 2009 and involves people aged 

over 50 years. The final phase ends in March 2010 and the 

full results will be published later in the year. A second 

phase involving people aged 18–49 will begin later in 2010. 
 

Source: Australian General Practice Network (AGPN) e-Newsletter April 2010 

 

Current NPS Program:  

Management Options to Maximise Sleep 
 

Our NPS Facilitator is currently visiting GPs on the Manage-

ment of Insomnia in General Practice.  
 

A visit will assist you to: 

Offer behavioural and cognitive therapies for insomnia  

Discuss and specify the duration of hypnotic medicines 

use  

Develop a plan for discontinuation of hypnotic medi-

cines if appropriate 

Minimise potential harms of hypnotic medicines by en-

gaging patient/carers in managing sleep difficulties. 
 

Don‟t miss out on this opportunity to discuss the latest, evi-

dence-based, independent and practical information on 

this difficult area of medicine and access valuable re-

sources. To make an appointment, contact Kerry on 

94113533 or kdewaal@nsgpn.org.au.   
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Selecting appropriate patients and maintaining the INR to 

target range is the key to avoid unnecessary bleeds. Sev-

eral studies have shown intensive education improves pa-

tients abilities to manage Warfarin dosing successfully in-

cluding those using point of care testing. This new study 

appears to confirm this. HMR is an existing funded service 

has the potential to provide a simple mechanism to 

achieve this goal. A HMR is a means of providing that edu-

cation with an accredited pharmacist spending on aver-

age 45-60 minutes with the patient discussing their medica-

tions.  
 

HMR provides generous remuneration for pharmacist and 

GP. This allows for GP to afford time to spend with the pa-

tient discussing the outcome of the HMR after completion 

and to provide rational prescribing into the future (MBS 

Item 900). 
 

[1] Roughead EE, et al. Collaborative home medicines review delays time to next hospi-

talization for warfarin associated bleeding in Australian war veterans. J Clin Pharm Thera-

peutics 2010; doi:10.1111/j.1365-2710.2009.01149.x 
 

Source: Anne Todd - MMR Program Support, General Practice Tasmania. 

Patient Management System ð taking a 

structured approach to managing chronic 

disease  
 

Every practice has a significant portion of their patient 

demographic made up of patients with chronic diseases 

such as diabetes, coronary heart disease and asthma. The 

management of these patients requires on-going care and 

while GPs continue to see these patients regularly, it can 

be easy for this to be inconsistent, at times erratic, oppor-

tunistic and success immeasurable.  
 

The NSGPN Patient Management System helps practices 

approach chronic disease management through struc-

tured quality improvements with particular focus on im-

proving data management and how that then translates 

into actual better patient outcomes. This can be difficult to 

see initially but through having measurable outcomes, in-

creased practice income and improved GP and staff 

working satisfaction, the benefits definitely outweigh the 

time and effort taken to implement sound procedures. 
 

While data management isn‟t high on most practices‟ lists 

of key areas as it can be viewed as requiring too much 

time and effort to develop good practices. By working with 

your NSGPN Practice Support Officer the program breaks 

these tasks into small manageable chunks on a practice 

by practice basis. Addressing key areas within diabetes 

and CHD, some of the benefits realised from working 

through the program include: 

improved patient data through accurate patient regis-

ters & improved clinical data entry 

HMR Wins Again! 
     

Following on from the study of DVA patients with heart fail-

ure a new study[1] has just been published showing that a 

Home Medicine Review (HMR) can delay the time to hos-

pitalization for bleeding for DVA patients on Warfarin. 

Roughead et al conducted a retrospective cohort study 

using DVA patient data. They looked at over 800 DVA pa-

tients on Warfarin and who had a HMR and compared this 

group with approximately 16,000 others on Warfarin who 

had not had a medication review. Overall both groups 

were similar; however those receiving the HMR appeared 

to be sicker, being on more medication and with more co-

morbidities than the control group.  
 

The study showed a 79% reduction in hospitalization for 

bleeding between two and six months, but the effect was 

not sustained. The lag before effect may be explained by 

the time taken for the HMR process itself, and medication 

changes that occur as a result. The drop off is not surprising 

given the complexities of Warfarin and INR management 

usually in patients with multiple co-morbidities. The authors 

argue that to reduce the risk of bleeds with high risk pa-

tients requiring oral anticoagulants, a HMR could be rec-

ommended every six months.  

a more controlled and well documented recall & re-

minder system 

increased practice income through increasing GPMPs/

TCAs/Diabetes SIPs. 
 

Regular meetings with your Practice Support Officer (PSO) 

will involve discussion of improvement strategies through 

feedback analysis of progress graphs.  
 

The main areas of focus for the program include: 

installation of the Canning data extraction tool 

assessing the patient clinical database numbers and 

how best to tackle patient data archiving 

reviewing pathology results procedures 

discussing the benefits of developing chronic disease 

patient registers to provide the practice with a means 

of measuring improvements and acting as the back-

bone for the remaining steps 

assessing the competency of all practice members‟ 

clinical software data entry e.g. entering coded diag-

nosis, recording BP in correct area, using Diabetes As-

sessment in Medical Director 3 or Diabetes Annual Cy-

cle of Care in Best Practice and formulating strategies 

to improve such as group or 1 on 1 staff training 

reviewing the practices current recall & reminder sys-

tem and discussing strategies on how to either improve 

upon what is in place or develop a new system entirely 

following through with targeted patient recalls 

continual review of chronic disease registers and identi-

fying how to increase income through such as activities 

as increasing the number of GPMP/TCAs & associated 

reviews. 
 

To find out more about the Patient Management System, 

please contact your PSO on 9411 3533. 

#_ftn1#_ftn1
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Diabetes  

Diabetic patients identified through clinical 

software by the practice 
25% 

Patients with recorded HbA1c <7% 38% 

Patients with cholesterol recorded in last 12 

months & less than 4 Mmol 
19% 

Patients with BP recorded less than 130/80 in 

last 12 months 
29% 

Patients with no recorded HbA1c in clinical 

software 
39% 

Patients with BP recorded in past 12 months 67% 

Patients with cholesterol recorded in past 12 

months 
14% 

The learning workshops are over and to date our four practices have made outstanding progress and continue to make 

considerable strides forward with their work targeting Diabetes and Coronary Heart Disease (CHD) patients. 

Coronary Heart Disease (CHD) 

CHD patients identified through clinical soft-

ware by the practice 
27% 

Patients with BP recorded less than 130/80 in 

last 12 months 
24% 

Patients with BP recorded in past 12 months 43% 

Patients listed as being prescribed on an 

anti-platelet agent 
14% 

Patients listed as being prescribed a statin 10% 

Patients with cholesterol recorded in last 12 

months & less than 4 Mmol 
10% 

Patients with cholesterol recorded in past 12 

months 
20% 

MBS Item Number Changes  

As of 1 May 2010, Medicare Australia are changing some of their item numbers, in particular the health assessment item 

numbers which will now be time-based. 

Old item Description 

709 & 711 Healthy kids check 

717 45-year old health assessment 

713 Type 2 diabetes risk evaluation 

700 Older person health assessment 

712 
Comprehensive medical assessment for a perma-

nent resident of an aged care facility 

718 
Health assessment for a person with an intellectual 

disability 

714 
Health assessment for a person in Australia under 

the Government‟s Humanitarian Program 

708 
The Aboriginal and Torres Strait Islander child 

health assessment 

710 
The Aboriginal and Torres Strait Islander adult 

health assessment 

704 
The Aboriginal and Torres Strait Islander older per-

sons health assessment 

New item 

numbers 
Description 

New 

fee 

701 
Brief Health Assessment of less than 30 

minutes duration 
$55.00 

703 
Standard Health Assessment lasting more 

than 30 minutes but less than 45 minutes 
$127.80 

705 
Long Health Assessment lasting more 

than 45 minutes but less than sixty min-

utes 

$176.30 

707 
Prolonged Health Assessment lasting 

more than 60 minutes 
$249.10 

715 
Aboriginal and Torres Strait Islander peo-

ple‟s health assessment 
$196.65 

10986 

Healthy Kids Check provided by a prac-

tice nurse or registered Aboriginal health 

worker 

$55.00 
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Early Psychosis and recent developments in diagnosis and treatment 

Diagnosis of Early Psychosis 

Recommendations from the Australian Clinical Guidelines  

for Early Psychosis propose that the application of a Syn-

dromal diagnostic approach (eg. affective/non-affective 

psychosis) to first episode psychosis may be more appropri-

ate than using more complex diagnostic categories (eg. 

bipolar/schizophrenia) in clinical practice. Research has 

shown that in up to 40% of cases, diagnosis is changed 

within 3 months. 
 

Negative outcomes have been attributed to the tradi-

tional diagnostic process. For example, a diagnosis of 

schizophrenia at this early phase may hinder rather than 

enhance the management of young people, and unnec-

essarily stigmatise the young person and their family. This 

may be attributed to the connotation the term 

“schizophrenia” has of failure to recover. Many young peo-

ple experience an episode of psychosis and this is not nec-

essarily the beginning of an on-going illness. In early psy-

chosis there is an established need to de-emphasise this 

aspect whilst at the same time not allowing a “lack of di-

agnosis” to delay effective treatment. One of the most 

essential elements in ensuring the future compliance of the 

first episode patient, is to maximise engagement whilst 

minimising the trauma experienced by the young person 

and their family. Given that a low dose anti-psychotic or 

mood stabiliser is the recommended treatment regime for 

these young people, the only diagnosis required at this 

time is “an episode of psychosis”.  

 

Treatment of psychosis in Young People 

If a young person experiencing a first episode of psychosis 

is seen by the Psychosis In Young Person‟s team (PIYP) or 

Adolescent service, an individual management plan may 

be developed to address the individual needs of the 

young person.  
 

Such a plan may include: 

low dose atypical anti-psychotic medication  

medical examinations such as blood tests or a cere-

bral CT scan, to determine if there are any physical 

explanations for the psychosis 

psychological interventions such as stress manage-

ment, coping strategies for dealing with symptoms of 

psychosis, problem solving strategies, supportive coun-

selling, or drug and alcohol counselling. 

education about psychosis and it‟s triggers, and dis-

cussion about early warning signs of relapse. 

family education and support. 
 

A new purpose built Community Health Centre is nearing 

completion on the site of the old community health facili-

ties at Hercules St Chatswood and is due to be opened on 

1st August 2010. This centre will accommodate specialist 

youth health services accommodating the needs of chil-

dren and young people from babies to late adolescence.  

Early psychosis simply refers to the first occasion/s someone 

experiences psychotic symptoms or a psychotic episode. 

People experiencing an early psychosis may not under-

stand what is happening to them. The symptoms can be 

highly disturbing and completely unfamiliar, leaving the 

person confused and distressed. This distress is increased by 

negative myths and stereotypes about mental illness which 

are still common in the community.  
 

Symptoms that may lead to a referral for further assess-

ment include: 

emerging unusual beliefs/delusional thoughts 

perception that things around them have changed 

withdrawal and loss of interest in socialising 

deterioration in work or study 

memory or concentration difficulties 

suspiciousness 

depression/anxiety/irritability 

sleep disturbances 

appetite changes 

loss of energy or motivation. 

 

Risk Factors and Triggers for psyhosis 

What makes one young person more vulnerable to devel-

oping psychosis than another? Most clinicians are aware 

that the strongest risk factor is a family history of psychosis, 

although, in most cases, family history alone is not a sole 

indicator for the development of a psychosis. It is also well 

known that substance use increases the risk of psychotic 

symptoms, particularly cannabis and amphetamine use.  
 

At the International Early Psychosis conference in 2008, 

however, there was discussion about other risk factors that 

may not be so widely understood. Should a young person 

present to their health care professional with a history of 

functional decline over recent months and there is evi-

dence that “something is not quite right”, questions should 

be asked about recent head injury or illness, and recent 

life changes that may have caused significant stress eg. 

breakdown in family relationships, or a move to a new 

area. Risk factors in the young person‟s history may include 

obstetric complications at their birth, trauma, or sexual, 

physical or emotional abuse during their childhood or ado-

lescent years.  
 

A good analogy is that of a “Bucket of Vulnerability”. 

Where a young person has a family history of psychosis, the 

bucket may be a quarter full to begin with. Add abuse in 

childhood, and now the bucket is half full. Substance 

abuse in adolescence means the bucket is almost full, and 

when a significant stressor such as the HSC is added to the 

bucket, it overflows and psychosis emerges. 

Unless a psychotic episode is truly drug-induced, it is likely 

that there has been a prodromal period of weeks, months 

or even years. Information about that time can help us 

prevent a relapse of psychosis in the future. 
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Continued from previous page … 
 

More information will be provided shortly. In the meantime, 

The Psychosis In Young People (PIYP) service based at 

RNSH provides a specialist service for young people aged 

18-26 who have experienced a first episode of psychosis in 

the past 12 months and may be contacted on 99267577. 
 

Authors: Andrew Clement (Manager North Shore Ryde Acute Community 

Mental Health Services) and Bev Moss (Co-Ordinator Early Psychosis pro-

gram NSCCAHS). 

Healthy Living Program for pre-Diabetics  
 

NSGPN has been given the opportunity to further extend 

the Lifestyle Modification Program (LMP) within the Lower 

North Shore. The LMP is for those patients who are:  

aged 40-49 years  

do NOT have Type 2 Diabetes  

have scored 12 or more on the Australian Type 2 Dia-

betes Risk Evaluation Assessment Tool (AUSDRISK).  
 

NSGPN has formed an association with Vision Personal 

Training (PT) to greatly increase patient access to the pro-

gram. Vision PT advocates their services as aiming to re-

duce the incidence of Type 2 Diabetes as well as promot-

ing healthy lifestyles. Through referrals to the LMP via Vision 

PT not only will your pre-diabetic patient have a greater 

access to the LMP through day and time of their choice, 

but a quality delivery of the program to reduce the inci-

dence of Type 2 Diabetes through the Australian General 

Practice Network (AGPN) pre-accredited LMP „Reset Your 

Life’.  
 

Other providers of the LMP include: 

The Exercise Clinic, Crows Nest 

Rebound Health, Crows Nest 

Diabetes Australia NSW, Glebe 
 

The LMP runs for 6 months with 8 contact hours and will 

equip your patients with life-long skills to reduce the inci-

dence and occurrence of Type 2 Diabetes. Your patient 

will also receive a handbook as part of the program to 

help keep them on track and they can also record their 

progress. The program is subsidised by Medicare and the 

only costs incurred by the patient is $50 for the duration of 

the program.  
 

To refer a patient simply: 

Identify any eligible patients (including filling out AUS-

DRISK found on NSGPN website) 

Bill for MBS time-based Health Assessment 

Fill out referral form with nominated provider indicated 

(on NSGPN website) 

Fax to NSGPN on 9410 1816 

NSGPN will then issue patient with a Diabetes Unique 

Identifier (DUI) and send referral on to nominated pro-

vider 

The provider will contact patient and enrol them a LMP 
 

NSGPN has also been issued with a range of na-

tional marketing materials which are aimed at both 

practices and patients to create a greater under-

standing of the program and its benefits.  
 

For your copy or to find out more about the pro-

gram, please contact Ashley Clarke on 9411 3533 or 

email aclarke@nsgpn.org.au. 

 

Aged Care Access Initiative (ACAI) 
 

The Aged Care Access Initiative (ACAI) aims to improve 

access to allied health services for residents of low care 

Residential Aged Care Facilities (RACFs). If you have a pa-

tient in a low care RACF who you feel would benefit from 

any of the below services, talk to the Facility Manager at 

the low care RACF and ask them to be a part of the ACAI. 
 

The services provided are speech pathology, physiother-

apy, counselling, and podiatry. 
 

NSGPN is directly contracting the providers for ACAI and 

requires them to contact us for a claim form and authorisa-

tion number before performing any services. Once NSGPN 

has received the claim form, with verified authorisation 

number, we are able to process payment directly to the 

provider. For a list of providers, contact Ann Schiller on 9411 

3533 or email aschiller@nsgpn.org.au.  
 

As of the 1 May 2010, there have been a number of MBS 

item number changes. These include MBS Item 712 Com-

prehensive medical assessment of a permanent resident of 

a residential aged care facility (RACF) replaced by new 

time-based health assessment items 701, 703, 705 and 707 

from 1 May 2010. However, as these items are not specific 

to residents of RACFs, the use of these new items will not 

count towards the qualifying service levels (QSLs) for  

ACAI.   
 

In addition, GPs must use one of the following existing MBS 

items for services in RACFs to count towards the Qualifying 

S e r v i c e  L e v e l s  ( Q S L s )  f o r  t h e  A C AI :  

20, 35, 43, 51, 92, 93, 95, 96, 731, 734, 736, 738, 775, 778, 779, 

903, 5010, 5028, 5049, 5067, 5260, 5263, 5265, 5267. 
 

The low care RACFS are: 

 

Dougherty Apartments Willoughby Retirement Commu-

nity Association Hostel 

The Garrison BUPA Willoughby 

Georgian House Caroline Chisholm Village 

Glengarry Willowood Hostel 

James Milson Hostel Alexander Campbell House 

Kamilaroi Retirement Centre Archbold House Hostel 

Onslow House St David‟s Village 

St Columba‟s Retirement Centre Lansdowne Gardens 
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Education Events News  

The Immunisation & Travel event was well attended again 

this year. Dr Conrad Moreira presented an up to the min-

ute account of how to manage patients intending to 

travel and the most favourable vaccination programs to 

follow. Professor Peter McIntyre updated participants on a 

range of issues and recommendations around immunisa-

tion during pregnancy and childhood vaccinations. This 

event will continue to be held annually due to its popular-

ity with GPs and Practice Nurses. 
 

For information regarding NSGPN education events, please 

call Kate Gall on 9411 3533 or email kgall@nsgpn.org.au 

Dr Don Wilton (left) & Dr Conrad Moreira 

at North Shore Private Hospital 

Successful Shared Antenatal Care event 
Over 60 GPs from the North-

ern Sydney area attended 

the latest Shared Antenatal 

Care (SAC) Education 

Event on Saturday , 15 May 

at the Kolling Building, 

Royal North Shore Hospital 

(RNSH).  
 

Each speaker offered valuable practical and up to date 

information about a range of antenatal issues, including:  

pre-pregnancy planning and counselling by Dr Debra 

Kennedy 

criteria for first trimester diagnostic ultrasound where 

there is pain, pregnancy of unknown origin and ectopic 

pregnancy by Dr George Condous 

psychological issues around perinatal loss by Dr Yvonne 

Skarbek and an update on newborn checks by Dr Mar-

tin Kluckow. A copy of each presentation is available 

on the NSGPN website. 
 

Dr Mike Nicholl also provided an 

overview of the current status of 

the SAC program. Many aspects 

of the program are under review, 

including funding for a midwife-

GP liaison officer, a revised re-

source folder and, re-structuring 

of the SAC accreditation process. 

This review process will take sev-

eral months, however, the result 

will be a more streamlined deliv-

ery of SAC. 

From left to right: Dr Bambi 

Marcus, Dr George Condous, 

Dr Janet Kitchener-Smith and 

Dr Fiona Robinson 

From left to right: Dr Fiona Robinson, 

Dr Martin Kluckow and Dr Mike Nicholl 

Meet a Member 
 

In this current climate of proposed 

major health reform and constant 

change, such as MBS item num-

bers, running and maintaining a 

quality general practice is no easy 

task. These challenges have not 

appeared to bother one GP, Dr Tony Andrew, who after 

practising for 34 years in Cremorne, can say he has never 

enjoyed general practice as much as he does today due 

largely to feeling more organised.  
 

After practising solo for five years, Dr Andrew began to 

grow his practice based on the philosophy of consistency 

of service. He felt it essential to develop and streamline 

systems and to standardise services if patients were going 

to feel comfortable visiting any of the GPs in the practice. 

This consistency is reflected in his practice‟s current mantra 

- “This is the way we do it here” and, “There is always a bet-

ter way.” Dr Andrew believes that the practices who are 

continually developing efficient systems offer great pros-

pects not only for better patient outcomes but as a worth-

while and valuable business.  
 

Dr Andrew‟s passion for developing an efficient, quality 

practice is reflected in several other projects he has initi-

ated over the years. In 1996, Dr Andrew established Gen-

eral Practice Accreditation, a company which provides 

GPs with another choice for an accrediting body; he has 

visited up to 300 practices to date. Dr Andrew was the first 

to introduce practice information sheets, which at the time 

attracted some controversy but are now a valuable 

source of information for patients. Dr Andrew has also 

been closely involved with the RACGP over the years in 

various roles, including the examiner‟s panel for the Col-

lege Fellowship degree and National Chairman of the Pub-

lic Relations Committee. 
 

People development and relationships is another key as-

pect to Dr Andrew‟s quality practice. “I believe it is impor-

tant we work together as a team, including Practice Nurses 

and non-clinical practice staff. This means listening to sug-

gestions on a regular basis as to how we can improve our 

services and maintain patient loyalty, along with offering 

training opportunities. With the swing from interval care to 

long term preventative care, building good patient rela-

tionships is essential for better patient outcomes,” he said.  

Dr Andrew is grateful for the support NSGPN has provided 

over the years, particularly with computer assistance which 

has helped to transform his practice. He would like to see 

electronic transfer of information and secure messaging 

become more widely used. 
 

Between being Principal of a busy practice, travelling 

around Australia with GPA and sitting on various commit-

tees, Dr Andrew still finds time to play golf, travel, read 

widely and spend time with his large family - it must have 

something to do with being organised! 

Dr Tony Andrew 

Cremorne Medical Practice 
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Treatment for Bipolar Disorder 

Medication is critical for preventing relapse and reducing 

the duration of affective episodes.  Medications aim to; 

(1) prevent and/or treat mania (by stabilising mood), and 

(2) treat depression.  Commonly used mood stabilisers are 

Lithium, Valproate, Lamotrigine, and (more frequently) 

atypical antipsychotics (e.g. Olanzapine, Aripiprazole, 

Quetiapine, and Risperidone).  SSRI‟s and Dual Action 

Anti-depressants are often used to treat Bipolar Depres-

sion because they are less likely to “switch” individuals 

from a depressed to a manic mood state.     
 

Research shows that treatment plans which combine 

medication and psychological interventions (namely In-

terpersonal and Social Rhythm Therapy (ISRT) and Cogni-

tive-Behavioural Therapy) are more effective for treating 

Bipolar than medication alone.  Central to ISRT is the hy-

pothesis that psycho-social stressors (e.g. work stressors, 

relationship stressors, etc.) can disrupt biological cir-

cadian rhythms which, in individuals with affective disor-

ders, may trigger depression, and more commonly ma-

nia.  Psychological interventions for Bipolar should; (1) 

build awareness of triggers for affective episodes (e.g., 

psycho-social stressors, changes in sleep, changes to 

daily routines, medication), (2) identify Early (and Late) 

Warning Signs, (3) develop action plans for responding to 

early changes in mood (to minimize the severity of affec-

tive episodes), (4), develop stay well plans (to reduce the 

risk of future episodes), (5) increase illness understanding 

and medication compliance, and (6) incorporate strate-

gies for repairing an individual‟s inter-personal relation-

ships and self-esteem (to counteract the adverse impact 

of Bipolar symptoms).    
 

Author: Sarah Hughes is a Clinical Psychologist specialising in working with 

people with Mood (including Bipolar Disorder) and Anxiety Disorders. 

Bipolar is a complex disor-

der that causes severe 

shifts in mood. Most peo-

ple with Bipolar experience both mania and depression, 

but some people experience only episodes of mania, or 

symptoms of mania and depression simultaneously (mixed 

presentation). Manic episodes are characterised by 

“high”, euphoric feelings and/or intense irritability or agita-

tion. Other key symptoms of mania include racing 

thoughts, distractibility, pressured speech, feeling self-

important and unusually confident, increased energy lev-

els, a decreased need for sleep, and disinhibition. Unfortu-

nately, uninhibited behaviour can have serious financial 

and social consequences. Individuals may take on new 

business ventures without regard for the risks involved, 

spend/gamble excessive amounts of money, behave in an 

uncharacteristically promiscuous manner, or make hurtful 

comments to family and friends. In acute manic episodes 

individuals with Bipolar may also experience psychotic 

symptoms (e.g. delusions, hallucinations).  Like unipolar 

depression, Bipolar depression is characterised by low 

mood, hopelessness, feelings of worthlessness, poor con-

centration, restlessness and/or irritability, changes to sleep 

and appetite, a loss of interest and/or pleasure in previ-

ously enjoyable activities, and suicidal thoughts.      
            

Bipolar Disorder Diagnosis 

There are four Bipolar Disorder diagnoses; Bipolar I, Bipolar 

II, Bipolar Disorder Not Otherwise Specified (BDNOS), and 

Cyclothymia. To meet criteria for Bipolar I individuals must 

have had a manic episode that required hospitalisation or 

that lasted at least seven days.  Individuals with Bipolar I 

have usually also had at least one depressive episode.  

While not a diagnostic criteria psychotic symptoms are 

more common in Bipolar I.  People with Bipolar II shift be-

tween depressive episodes and hypomanic episodes (less 

severe than manic episodes). A BDNOS diagnosis is made 

when symptoms do not meet diagnostic criteria for Bipolar 

I or Bipolar II.  Cyclothymic Disorder or Cyclothymia is a 

mild form of Bipolar Disorder. People with Cyclothymia ex-

perience shifts in mood between mild depression and hy-

pomania for at least two years, but do not meet criteria for 

depressive or manic episodes. Rapid cycling (i.e. four or 

more episodes of major depression, mania, hypomania, or 

mixed symptoms within a 12 month period) is an additional 

diagnosis associated with Bipolar I  and Bipolar II. Rapid 

cycling is seen in approximately 10-20% of individuals with 

Bipolar. 
 

Differential Diagnosis 

People who have multiple depressive episodes before ex-

periencing mania are often misdiagnosed with Major De-

pressive Disorder. Because psychotic symptoms are some-

times present in severe episodes of mania or depression 

Bipolar is also frequently misdiagnosed as Schizophrenia.   

An Introduction to Bipolar Disorder 

4th RACGP Standards for General Practices 
 

The draft 4th edition of the RACGP standards for general 

practice has been released to allow the general practice 

profession and stakeholders to voice their opinions and 

respond on the format of these new standards. 
 

According to AGPAL, no notable changes have been im-

plemented into the draft of the 4th edition standards; how-

ever this will not be confirmed until the response from GPs 

and stakeholders has been studied. 
 

The Northern Sydney General Practice Network has sent a 

copy of the draft to your practice and we look forward to 

hearing your response in regards to the 4th edition RACGP 

standards draft. 
 

Should you have any questions, please contact NSGPN on 

9411 3533 or mail@nsgpn.org.au. 
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Graduate Certificate in Nursing 
Education opportunities are offered to Practice Nurses with 

one or more years of general practice experience to 

strengthen the role, develop knowledge and skills to assist 

them to practice competently within the challenging and 

constantly evolving general practice environment. 
 

The Graduate Certificate in Nursing (General Practice) is a 

collaborative joint venture of the University of the Sunshine 

Coast (USC) and the Australian General Practice Network 

(AGPN), which works closely with the University in facilitat-

ing its delivery. 
 

An outstanding feature of the Graduate Certificate in Nurs-

ing (General Practice) is that it provides a supportive learn-

ing environment, particularly for those who have not stud-

ied at the tertiary level before. In the first phase of the pro-

gram students complete three courses (36 units) that em-

phasise practice within the general practice environment 

and that are delivered via on-line distance education by 

USC adjunct staff. The second phase, the elective course, 

Orientation Program for Practice Nurses 
 

NSGPN are seeing an increase in GPs employing Practice 

Nurses or interested in employing Practice Nurses in the 

area. The Orientation Program for Nurses new to General 

Practice is wonderful opportunity for nurses to understand 

the general practice environment. The orientation pro-

gram provides nurses new to general practice with the 

knowledge and baseline skills they need to deliver high 

quality and safe health care services. 
 

A „new‟ two day entry level program is targeted at nurses 

in their first 12 months of working in General Practice. Some 

of the topics covered are: 

professional Practice - primary health care and the Aus-

tralian Health Care System (general practice environ-

ment), nursing standards, competencies and guide-

lines, continuing professional development 

provision of clinical care - Clinical assessment and 

health checks, triage, wound management, immunisa-

tion 

management of clinical systems – accreditation, infec-

tion control principles in general practice, managing 

practice equipment 

collaborative practice - information management in 

general practice, chronic disease management, Health 

promotion in general practice. 
 

This national program has been developed through the 

Australian General Practice Network with funding from the 

Australian Government Department of Health and Ageing 

Registration fee is $120 (incl. GST), which includes all course 

materials, morning tea and lunch for both days. 
 

To register, visit http://oknet.healthgrid.com.au/survey/

entry.jsp?id=1265236774051.  

Full Time VR GP Required - EPPING 

Full Time Vocationally Registered (VR) GP wanted 

for friendly family practice in Epping area. We are 

an accredited, computerized, large general prac-

tice seeking for a full time doctor to join our team.  

Contact Beth Matthews at 0416 181 946 or email 

bethm@idx.com.au.  

 

We can help with Just Better Counselling for : 

Anxiety 

Depression 

Aged Care 

Adapting to a Diagnosis 

Relationship Issues 

Ante & Post Natal Depression 

Palliative Care. 

We know the system. We will walk with you. 

 

Mental Health, DVA, EPC & Workcover Providers. 

Medicare Rebates.  

 

Going Through  

A Hard Time? 

 

 

Phone: (02) 9986 3105 

www.jbcounselling.com.au 

To support practice nurses to access graduate studies, this  

program is offered through the AGPN at $650.00 per 

course, per semester for the first three courses.  The elec-

tive course delivered online through the University of the 

Sunshine Coast will cost approximately $1,600. 

Practice nurses can also apply for the Australian Govern-

ment nursing scholarship scheme.  
 

To enrol in the Graduate Certificate in Nursing (General 

Practice) contact cryan@agpn.com.au National Coordi-

nator Graduate Certificate Program, AGPN (you must be 

currently employed as a Practice Nurse). 

mailto:cryan@agpn.com.au
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Physiology in Diagnostic Imaging. Physiology in Clinical Practice 

Osteoporosis Update:  

FRAX (WHO Fracture Risk Assessment Tool) 
 

Relative or absolute fracture risk? 

The most significant recent development in osteoporosis diagnosis and monitoring is the development of the 

Fracture Risk Assessment Tool. This allows clinicians to estimate a patient‟s absolute risk of fracture based on clini-

cal risk factors in combination with a DXA bone density scan. The previous method of expressing clinical severity 

in terms of relative risk using T-scores had been confusing for patients and may result in over-treatment of 

younger patients. For example a 45-year-old female with a T-score of -2.3 in the hip would usually be considered 

borderline for commencement of therapy. Using the FRAX calculator reveals an absolute fracture risk of 4.0% 

over the subsequent 10 years. The same T-score in a 75-year old however would reveal an absolute risk of 15%. 

 

The World Health Organisation FRAX Calculator   (http://www.shef.ac.uk/FRAX) 

Although a number of fracture risk calculators are currently available, the FRAX calculator from the World Health 

Organisation is based on meta-analyses from 12 independent fracture studies from North America, Europe, Asia 

and Australia with 250,000 person-years of follow-up. It was subsequently validated using data from a further 11 

independent population cohorts with 1.2 million person-years of follow-up. Due to the large numbers, interna-

tional collaboration, and the care taken in its formulation, the FRAX calculator has unique authority1.  

 

Decision to Treat 

Clinical risk factors are entered into the FRAX calculator to generate a 10-year probability of fracture. DXA bone 

density measurements are entered as an additional variable to provide a more individualised risk assessment. The 

US National Osteoporosis Foundation has updated guidelines based on the FRAX calculator. Specific therapy 

should be considered in patients with osteopaenia on DXA bone densitometry where the FRAX 10-year absolute 

risk of any major fracture is 20% or greater, or where the risk of hip fracture is 3% or greater2. Therapy continues to 

be recommended in patients with osteoporosis and previous minimal trauma fracture. At Chatswood Nuclear 

Medicine & Endocrinology we routinely include 10-year FRAX estimates to assist with clinical decision making. 

 
1. Blake GM, Fogelman I. An Update on Dual-Energy X-Ray Absorptiometry. Semin Nucl Med 2010; 40:62-73 

2. Clinician‟s Guide to Prevention and Treatment of Osteoporosis. Washington DC: National Osteoporosis Foundation 2010.  

Dr Alan Ting 

FRACP (Nuclear Medicine & Endocrinology) 

MB BS (Hons I) 

DXA Bone Densitometry 

  (with FRAX) 

Nuclear Medicine  

  full range of studies 

  including SPECT/CT 
 

*Bulk billing available request for all diagnostic 

Consultations in: 

  Diabetes 

  Thyroid 

  Osteoporosis 

  General Endocrinology 

Tel : 02 9419 6556   Fax : 02 9419 6557   

www.ChatswoodNuclearEndo.com.au 

 

Suite 105 

443 Victoria Avenue 

Chatswood NSW 2067 
 

(next to Westfield parking, Chatswood Train Station 

& Bus Interchange)      
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Dr Michael Elliott 

MBBS, MPhil, FRACS 

Ear, Nose and Throat, 

Head and Neck Surgeon 

Specialist Interest in Benign and Malignant conditions of 

the Head and Neck, Thyroid and Salivary Glands 

Also treats general Ear, Nose and Throat conditions in 

Adults and Children 

 

Consulting Rooms 

Mater Clinic 

 Suite 1.05, 3-9 Gillies St, North Sydney NSW 2060 

RPAH Medical Centre 

 Suite 209, 100 Carillon Ave, Newtown NSW 2042 

 

Phone 9516 3939 for all appointments   

 

  Phone  (02) 9911 7280                Direct  0431 413 110    

  Fax       (02) 9954 9307       

  info@spinesurgeon.com.au      www.spinesurgeon.com.au 

 

Neurosurgeon 

Minimally Invasive Spine Surgeon 

Adult Cranial and Spine Neurosurgical Disorders,  

Consulting and Operative Services in North Sydney 

Dr Raoul Pope  
MBChB(Otago,Hons) FRACS(Syd)  

Prov 230028BY 

Consulting:  

Suite 8, Level 3, The Poche Centre 

 40 Rocklands Road, North Sydney NSW 2060 

The Sydney Spine Institute 

107/3 Railway Parade, Burwood NSW 2134 

Operating: 

The Mater Private Hospital        Concord Hospital 

 

“It would be a pleasure to service your practice and patients” 

Contact us for more information: 

Phone : (02) 9428 5772       Email       : info@lanecovephysio.com.au 

Fax   : (02) 9418 9379       Website  : www.lanecovephysio.com.au 

 

 

 

 

Lane Cove Physiotherapy Centre and 

Hydrotherapy Pool is now open 
 

Lane Cove Physiotherapy Centre is a modern, state of the art facility 

offering evidence based physiotherapy services to members of the 

community. The practice has recently relocated to bigger premises 

with an onsite hydrotherapy pool and patient rehabilitation gym. 

Individual physiotherapy sessions 

Pre and post operative rehabilitation 

General Gym Programs 

Fibreglass and Plaster of Paris casts 

Core Stability Exercise Programs 

Work cover Treatment and Programs 

Our physiotherapy services have now expanded to include: 

Work Hardening Gym Programs   

Aquatic Physiotherapy 

Clinical Pilates 

Massage Therapy 

Acupuncture 

Custom Orthotic Prescription 

237 Longueville Rd, Lane Cove 
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Borderline Personality Disorder:   

Patientsõ or Therapistsõ Crisis? 
 

Dr Seema Sharma MBBS FRANZCP Consultant Psychiatrist, Drug & Alcohol Unit, Northside Clinic, Greenwich and North-

side West Clinic, Wentworthville. 
 

People with a diagnosis of Borderline Personality Disorder are the ones who need most nurturing and con-

tainment but they manage to burn out the professionals and partners who look after them. They journey 

from crisis to crisis, presenting as self harm attempts and drug overdoses resulting in multiple Emergency ad-

missions. Affective instability (mood fluctuations) and inappropriate intense anger lead to multiple relation-

ship-breakups causing disintegration of their inner and outer world. 
 

 These patients require acknowledgement and validation of their distress. A fine balance between giving 

support, containing crisis and promoting autonomy has to be incorporated in their management. Their sen-

sitivity to perceived rejection and abandonment can lead to doctor shopping. They sack you before you 

confront them.  
 

It is a turbulent road between crises. They vacillate between idealisation and devaluation. They adore you 

and hate you in different sessions and sometimes in the same session. It is important to be empathically at-

tuned and non judgmental in your dealings with them. Consistency and predictability of your responses are 

the key factors in building their trust in you. Therapeutic alliance is the single most important factor in deter-

mining positive outcomes. It is imperative to be mindful of their over-familiarity and boundary transgressions. 

Referral to psychiatrist to diagnose and treat co-morbidities like depression, bipolar affective, substance 

dependence and eating disorders is very significant aspect of their management. Close liaison with treat-

ing psychiatrist and crisis team is essential to avoid splitting and abusing of prescribed drugs. Putting firm 

structure in place like collection of drugs from only one pharmacy and limit setting the number and dura-

tion of sessions are important strategies to use with them. 
 

Last but not least is being aware of transference and counter-transference issues. Transference is the pa-

tient‟s feeling towards the doctor based on their previous important relationship e.g. you representing an 

authoritative/abusive figure from their past who is trying to control them. Counter-transference is the doc-

tor‟s feelings and attitudes towards patients which are transferred from doctor‟s previous relationships. The 

awareness of these phenomena is helpful in their long term management. 

 

 

Further reading: 

Bateman,A & Fonagy, P (2004) Psychotherapy for Borderline Personality Disorder. London:  Oxford University Press. 

Gabbard G O Psychodynamic Psychiatry in Clinical Practice: American Psychiatry Press Inc. 

Kolla NJ: et al Demonstrating Adherence to Guidelines for the Treatment of patients with Borderline Personality Disorder. Can J Psy-

chiatry 2009, 54(3): 181-189. 

 

2 Greenwich Road, Greenwich  2065   

ph 9433 3555  fx 9433 3599  

www.northsidegroup.com.au 



 

Board Members 2009-2010 
 

Dr Harry Nespolon - Chair 

      Ph: 9909 1444 or nespolon@live.com 

Dr Janet Kitchener-Smith - Deputy Chair 

      Ph: 9968 2222 or janet@mosmandoctor.com  

Dr Susan Allman - Secretary 

      Ph: 9955 8006 or sallman@bigpond.net.au 

Dr Douglas Hor - Treasurer 

      Ph: 9411 5858 or douglashor@usa.net 

Dr Elizabeth Cope 

      Ph: 9969 1111 or drcope@bigpond.net.au 

Dr Timothy David 

      Ph: 9427 4855 or tim.david@burnsbaymedical.com.au 

Dr John Parikh 

      Ph: 9489 3560 or jnparikh@ozemail.com.au 

 

 

NSGPN Staff (Ph 9411 3533) 
 

Jenny Sikorski - Chief Executive Officer 

      jsikorski@nsgpn.org.au 

Ann Schiller - Business Manager 

    aschiller@nsgpn.org.au 

Julie Bestic - Integration & Practice Nursing 

      jbestic@nsgpn.org.au 

Rob Khamas - IT Manager 

      rkhamas@nsgpn.org.au 

Kerry de Waal - NPS Facilitator 

      kdewaal@nsgpn.org.au 

Kate Gall - Education 

      kgall@nsgpn.org.au 

Ashley Clarke - APCC & CDM 

      aclarke@nsgpn.org.au 

Victor Cendrawasih - Administration Officer 

      vcendrawasih@nsgpn.org.au 

 

Excellence in General Practice - the Keystone to Primary Health Care 

Page 16                                                     NSGPN - Update June 2010 

 

 

 

 

 

 

 

 

 

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 

NSGPN  is part of the Divisions' 

Network which is funded by the 

Department of Health & Ageing 

Membership and Associate Membership 

Benefits 

Free access to all Network programs and activities, in-

cluding education events 

Professional networking opportunities 

Practice visits for you and your practice staff  

Important updates via the Weekly Fax and Quarterly 

UPDATE newsletter 

The ability to nominate for 

the Board and vote at the 

AGM* 

Paid participation in ap-

proved committees and ac-

tivities 

Full access to NSGPN‟s re-

source-based website.* 

 

For further information, contact Victor Cendrawasih on 9411 3533 or email 

vcendrawasih@nsgpn.org.au. 

 

*for GP members only 

Memberships 

expire on  

30 June 2010  

 Upcoming Events 

14 July - Perfecting your practice 

3 August - Triage training 

11 August - IT ALM 

17 August - Clinical snapshots 

25 August - Asthma Update 

25 August - Palliative Care Update 

    

For full events calendar, visit www.nsgpn.org.au. 

Welcome to our new Members and Associate 

Members! 

Dr Teresa Wong 

Dr Jan Haskins 

Dr Hala Khamas 

Dr Margaret Rainbird 

Dr Derek Hadwen 

Dr Heather Knox 

Dr Henry Chau 

Dr Jonathan Lau 

Dr Allen Chan 

Mrs Vilma Ongsitco 

Mrs Barbara Bertinetti 

Mrs Patricia Rigg 

Ms Karen Mennega 

Ms Nicole Bresnahan 

Ms Monique McCloghry 

Ms Caitlin Honeyman 

Mrs Margaret Richards 


