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PROGRAMME 
 

Saturday 12th September  

Presentations - Conference room  

9am  ‘I understand what it is but I didn’t expect to get it’: Justifications in 

the accounts of newly diagnosed Type 2 diabetes patients.  

Maria Stubbe, Tony Dowell, Lindsay Macdonald, Tim Kenealy, Nici 

Sheridan, Kevin Dew, Rachel Tester, Barbara Docherty, Devi-Ann 

Hall, Lesley Gray, Sue Vernall  

9.20  Histories of chest pain. 

Trevor Lloyd, Sue Pullon, Maria Stubbe 

9.40  Managing the consultation when you and the patient disagree, the 

shadow of bioethics. 

Ben Gray 

10am “Living on Borrowed Time”: Anticipated longevity. 

 Chrys Jaye, Rebecca Llewellyn, Wayne Cunningham, Jessica Young, 

Richard Egan, Peter Radue 

10.30 Morning tea  

11am Optimal delivery of information regarding medicines at the point of 

care. 

Chloe Campbell, Rhiannon Braund, Caroline Morris  

11.20 Weight management in primary care: similarities and differences in 

the views of general practitioners, practice nurses and large New 

Zealand men. 

 Fiona Doolan-Noble, Tom Love, Tony Dowell Sue Pullon 

11.40 Developing the Professional Clinician: Rich Experiences in Rural 

Primary Care in New Zealand. 

Susan Hawken 

Quick break 
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12.05 Following our students as they head into the big wide  (collaborative) 

 world: the Longitudinal Interprofessional Study. 

 Ben Darlow, Eileen McKinlay, Peter Gallagher, Christine Wilson, 

 Lesley Gray, Sue Pullon 

12.25 Observation of interprofessional collaboration in NZ general 

 practices. 

 Sue Pullon, Sonya Morgan, Eileen McKinlay, Lindsay Macdonald, 

 Ben Gray 

 

Sunday 13th September  

Presentations – Conference room 

9am  Using surveys in primary care research in the 21st century: the 

experience of two PhD candidates. 

 Kristin Kenrick, Fiona Doolan-Noble 

9.20  Supportive care for men with prostate cancer. 

 Ross Lawrenson  

9.40  What are the factors that delay or facilitate military veterans who 

served in Northern Ireland seeking help for mental health problems? 

Tony Frith 

10am Secondary Traumatic Stress, Stigma Towards Help-Seeking and the 

Partners of New Zealand’s Emergency Responders. 

Stowe Alrutz 

10.30 Morning tea  

11  PeArLS – pick one of three simultaneous sessions, 30 minutes.  

‘Let’s talk’; identifying strategies for cross cultural communication 

between acupuncturists and primary care for the management of 

mental health. 

Kate Roberts (board room) 

Postgraduate education in general practice & primary health care: do 

we need academic courses and qualifications? 
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Katharine Wallis (conference room) 

Evolving definitions of health: Implications for healthcare and 

practice. 

Tony Egan (conference room) 

11.30 The Use of the Ankle Brachial Pressure Index (ABPI) in General 

Practice- a mixed methods study. 

 Thomas Ding, Susan Dovey, Hywel Lloyd 

11.50 Comparison of New Zealand and International spontaneous  reports 

 of adverse reactions occurring within one week of  zoledronic acid 

 infusion with the information in New Zealand product data sheets. 

 Ruth Savage, Michael Tatley 

12.10 Patient harms in the waiting gap. 

 Vimal Patel, Susan Dovey  

12.30 The neurolinguistics programming rapid phobia cure is effective  for 

 people with a fear of heights.  

 Bruce Arroll, Suzanne Henwood, Fredrick Sundram, Douglas 

 Kingsford 

Les Toop award and closing remarks 
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ABSTRACTS 

 

‘I understand what it is but I didn’t expect to get it’: Justifications in 
the accounts of newly diagnosed Type 2 diabetes patients.  

Maria Stubbe, Tony Dowell, Lindsay Macdonald Tim Kenealy, Nici Sheridan, 
Kevin Dew, Rachel Tester, Barbara Docherty, Devi-Ann Hall, Lesley Gray, 
Sue Vernall  

Department of Primary Health Care and General Practice, Otago University 
Wellington 

Patients in primary care consultations routinely provide reasons for the 

visit during their problem presentation, thus justifying their concern as 

being a ‘doctorable problem’ (one that legitimately warrants medical 

attention), and positioning themselves as credible and reasonable 

patients.1,2  In addition to symptom descriptions, patients may produce 

“narratives of symptom discovery”,3 and ‘candidate explanations’, which 

may be overt or tacit, to account for the problems they have been 

experiencing.4  

This paper presents an analysis of sequences from primary care diabetes 

consultations where patients justify the reasons for their attendance 

and/or previous non-attendance. This data was originally recorded for a 

study: Understanding diabetes management: tracking communication in 

primary care which tracked 32 newly diagnosed diabetes patients for six 

months.  

The analysis revealed systematic evidence of discourse practices relating to 

self-presentation and moral justification of the patient’s past actions prior 

to diagnosis which are somewhat similar to those reported in previous 

studies. However, many of the accounts in this data set appeared to orient, 

instead of or as well, to a related but distinct normative requirement to 

justify why the patient had not previously perceived themselves as 

candidates for diabetes and/or why they had delayed acting on possible 

signs and symptoms.  

 

1. Heritage, J., & Robinson, J. (2006). Accounting for the visit: giving reasons for seeking medical care. In 
J. Heritage, P. Drew & D. Maynard (Eds.), Communication in medical care: interactions between primary 
care physicians and patient.(Cambridge University Press: Cambridge, pp 48-85. 
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2. Werner, A., & Malterud, K. (2003). It is hard work behaving as a credible patient: encounters between 
women with chronic pain and their doctors. Social Science and Medicine. 57, 8, 1409 - 1419. 

3. Halkowski, T. (2006) Realizing the illness. In J. Heritage, P. Drew & D. Maynard (Eds.), Communication 
in Medical Care: Interactions Between Primary Care Physicians and Patients. Cambridge University 
Press: Cambridge, pp 86-104. 

4. Gill, V., & Maynard, D. (2006). Explaining illness: patients' proposals and physicians' responses. In J. 
Heritage, P. Drew & D. Maynard (Eds.), Communication in Medical Care: Interactions Between Primary 
Care Physicians and Patients. Cambridge University Press: Cambridge.  pp. 115-150.  

 

 

Histories of chest pain. 

Trevor Lloyd, Sue Pullon, Maria Stubbe 

MGP student at Department of Primary Health Care and General Practice, 

Otago University Wellington 

The clinical record is an important tool in clinical practice. It is not 

necessarily an accurate description of the patient's experience. In addition, 

there are differences between health professionals in their use of language. 

This study aims to compare the clinical records of a group of patients 

presenting to a New Zealand rural hospital with suspected acute 

myocardial infarction (AMI), a common important definable clinical 

presentation, as recorded by general practitioners, ambulance officers, 

hospital nurses and hospital doctors. The study is a retrospective audit of 

the hospital charts of 200-300 patients from 2011 suspected of having AMI 

as evidenced by a Troponin I test having been requested. Data about each 

patient's presenting complaint will be analysed initially looking for 

systematic differences and inconsistencies, with further analysis of relevant 

notes, with reference to relevant literature, looking for example for ways 

that the story is developed sequentially or is used by the different 

providers to make clinical decisions. 
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Managing the consultation when you and the patient disagree, the 

shadow of bioethics. 

Ben Gray 

Department of Primary Health Care and General Practice, Otago University 

Wellington 

There is a strong presumption of universalism in much of the bioethics 

literature epitomised by Beauchamp and Childress’s “Principles of 

Biomedical Ethics”(1) : that there is a right answer to nearly all bioethical 

dilemmas, that applies to all people in all cultures. This is the foundation on 

which is built the idea of “Best Practice Guidelines”, that there is a “best” 

way of managing every clinical problem. Hidden behind the idea of best 

practice guidelines is the presumption that the goals of treatment are the 

same for every patient, and that all patients understand their condition in 

the same way that doctors do. This paper will present the case against 

universalism in bioethics and the importance of dialogue in resolving 

bioethical dilemmas, based on the work of Parekh(2) I will then apply this 

orientation to a clinical problem: the mother and her 6 week old child 

presenting not wishing to have the child immunised. I will argue that an 

approach where the doctor believes that the recommended treatment is 

“right” (and that by implication the patient is wrong) is not the most 

effective strategy for achieving the best available outcome, and will 

illustrate the use of the LEARN model(3) 

1. Beauchamp TL, Childress JF. Principles of biomedical ethics. 7th ed. ed. New York: Oxford 

University Press; 2013. xvi, 459 p. 

2. Parekh B. Minority practices and principles of toleration. International Migration Review. 

1996:251-84. 

3. Berlin EA, Fowkes Jr WC. A teaching framework for cross-cultural health care—application in 

family practice. Western Journal of Medicine. 1983;139(6):934. 

 

 

 

 

 

“Living on Borrowed Time”: Anticipated longevity. 
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Chrys Jaye, Rebecca Llewellyn, Wayne Cunningham, Jessica Young, Richard 

Egan, Peter Radue 

Department of General Practice and Rural Health, University of Otago, 

Dunedin 

Despite a burgeoning lay and academic interest in attitudes that people 

have towards death, it appears that the fundamental question of what 

individuals think they will die from and when, has not been asked either in 

the field of death studies, nor in the disciplines of general practice and 

public health. We present preliminary findings from a small qualitative 

study exploring what people think they will die from, how long they expect 

to live, and what impact these considerations have on health behaviours. At 

the time we present this presentation, we anticipate that we will have 

interviewed approximately 20 patients between the ages of 55 – 65 years 

using a semi-structured interview schedule. Our initial analysis will focus 

on whether participants use relatives’ longevity to reflect upon their own 

anticipated longevity, and the causes of relatives’ deaths to reflect upon 

their own health and risk behaviours. We are hopeful that our findings 

might assist with health promotion messages (ie understanding the 

barriers to healthy behaviours) and inform general practitioners’ 

conversations with patients about the consequences of risk behaviours. 

 

 

Optimal delivery of information regarding medicines at the point of 

care. 

Chloe Campbell, Rhiannon Braund, Caroline Morris  

School of Pharmacy, University of Otago, Dunedin 

Background 

Translation of knowledge from research findings into practice is recognised 

as an important yet time-consuming process. Targeted information-seeking 

in response to clinical situations may accelerate translation, but there are 

many practical barriers for busy clinicians.   
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Aim and Objectives 

The aim of this research is to better understand general practitioners’ 

needs for information about medicines at the point of care. 

The specific objectives are to: 

1. determine the nature of GP information needs about medicines; 
2. explore the strategies employed by GPs for seeking information 

about medicines; 
3. identify factors that shape the medicines-related information-seeking 

behaviour of GPs;  
4. determine the implications of the above for the design of medicines 

information resources. 
 

Theoretical Underpinnings 

The Cognitive Work Analysis framework[1] is proposed as a guide for data 

collection and analysis.   This formative approach provides for the analysis 

of cognitive work in complex situations to inform design of systems that 

facilitate and support human-information interaction.  Recognising that 

information behaviour is informed by current systems and mental models, 

the emphasis of this approach is on analysis of information-seeking goals 

and behaviour-shaping constraints rather than simply observing 

behaviour. 

 

Potential Methodology 

The researcher would make an appointment slot with each GP participant 

at the end of a clinic day.  Using a patient list, participants would be asked 

to reflect on issues that arose around medicine use and the actions taken as 

a result. The discussion would be audio-recorded and analysed to gather 

data on medicines-related information needs and strategies employed to 

meet those needs.   On completion of data collection a separate face-to-face 

qualitative interview is proposed with each participating GP to explore the 

identified issues in greater depth. 
 
1 Fidel, R., & Pejtersen, A. M. (2004). From information behaviour research to the design of inf0ormation 

systems: the Cognitive Work Analysis framework. Information Research, 10(1), 10-11. 

 

Weight management in primary care: similarities and differences in 

the views of general practitioners, practice nurses and large New 

Zealand men. 
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Fiona Doolan-Noble, Tom Love, Tony Dowell Sue Pullon 

Department of General Practice and Rural Health & Department of Primary 
Care and General Practice, University of Otago 

Objective 

This study aimed to assess the beliefs, attitudes, knowledge and practices 

of GPs and PNs regarding obesity and its management, as well as exploring 

the experiences of large NZ men in relation to their weight and its 

management. 

Methods 

Data was collected from a national random cross sectional sample of GPs 

and PNs using a survey tool and semi-structured interviews were 

conducted with a purposeful sample of large men. Surveys were analysed 

using descriptive and inferential statistics.  Interview data was thematically 

analysed 

Results 

Health professional Number of 

surveys returned 

Response rate 

GP 609 39% 

PN 735 47.4% 

 

Findings 

Both groups shared a model of obesity causation, consequence and 

responsibility but while HPs overwhelmingly considered obesity a disease 

men differed.  Both groups considered primary care had a role in weight 

management, the men, however were generally unsatisfied with the weight 

management advice received and terms used to describe their size. 

Health professionals felt large men would not trust weight management 

advice from an overweight or obese HP, however men held mixed views 

regarding the need for HPs to be role models. A significant minority of HPs 

held negative perceptions of large men were held by a significant minority 
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of HPs, but primary care was not the main source of discriminatory 

experiences for these men.  Both groups considered the weight 

management aspect of obesity management was best provided external to 

the practice. 

Conclusion 

Synthesising the data resulted in the emergence of shared understandings 

between primary HPs and large men around certain aspects of obesity and 

its management, as well as identifying areas of difference. 

 

 

Developing the Professional Clinician: Rich Experiences in Rural 

Primary Care in New Zealand. 

Susan Hawken 

Department of General Practice and Primary Healthcare, School of 

Poplulation Health, University of Auckland 

The University of Auckland medical programme has introduced a new and 

innovative attachment in general practice and primary care for Year 4 

students. The aim of this clinical attachment is to provide a rich, 

interdisciplinary experience of rural primary care. The student interacts 

with a variety of health professionals and focuses on undifferentiated acute 

care cases, with the additional aim of practising some emergency 

procedures. It is envisaged that there will be considerable professional 

development through these rich experiences.  

This research will use a mixed methods approach to explore the experience 

of patients’, whanau, health professionals and medical students in rural 

primary healthcare (PHC) in relationship to the development of the 

‘professional self’ of the medical students. 

Specific research questions may include: 

1. What is the experience of patients’ and whanau, with medical 

students in rural PHC and their role in developing the professional 

doctor?      
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2. What is the experience of health professionals and other first line 

responders with medical students in rural PHC and their role in 

developing the professional doctor?  

3. What is the experience of medical students in rural PHC in relation to 

the sense of developing the professional self?  

4. What impact does rural PHC experience have on medical students’ 

professional development and career choice? 

 

 

Following our students as they head into the big wide (collaborative) 

world: the Longitudinal Interprofessional Study. 

Ben Darlow, Eileen McKinlay, Peter Gallagher, Christine Wilson, Lesley 

Gray, Sue Pullon 

Department of General Practice and Primary Health Care, University of 

Otago, Wellington 

Interprofessional practice is recognised as being an important element of 

safe and effective health practice, however, very few studies exist which 

evaluate how undergraduate education contributes to interprofessional 

competencies, and how these competencies develop throughout the early 

years of a health professional’s career. The Longitudinal Interprofessional 

Study will gather prospective data from a year cohort of students from the 

disciplines of dentistry, dietetics, medicine, nursing, occupational therapy, 

pharmacy, and physiotherapy. It will survey these participants during their 

last year of professional training and once per year during their first three 

years of professional practice. Quantitative survey tools will be used to 

assess attitudes to interprofessional teams and self-perceived ability to 

function as part of a health care team. Additional items will gather data 

regarding early career trajectories and the factors which influence career 

choices. A nested cohort of students who participate in the Tairawhiti 

Interprofessional Education (TIPE) programme in 2015 will contribute 

additional data including interprofessional collaboration skills as assessed 

by preceptors, and qualitative data about interprofessional aspects of their 
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practice, career satisfaction, and perception of their pre-registration 

training. For this purpose five hundred and fifty-six students were 

recruited at the end of their penultimate year of training, representing 84% 

of the study target population. The survey to coincide with the end of the 

participants’ professional training will be administered in October 2015. 

Planned analyses include comparisons between i) participants who did and 

did not participate in the TIPE programme, ii) and between disciplines, as 

well as changes over time. 

 

 

Observation of interprofessional collaboration in NZ general 

practices. 

Sue Pullon, Sonya Morgan, Eileen McKinlay, Lindsay Macdonald, Ben Gray 

Department of General Practice and Primary Health Care, University of 

Otago, Wellington 

Interprofessional collaboration (IPC) is known to improve care for people 

with complex health and social care needs, and is ideally anchored in 

primary care. The nature of collaborative care in primary care settings is 

complex and challenging. Direct observational research methods hold 

promise as a way of better understanding this complexity.  

Using a case study design, this research investigated the nature of IPC in 

primary care practice in three general practices in New Zealand. 

Observational data were subject to analysis prior to being corroborated by 

other data gathered independently at each site. 

Practice-specific themes were developed from multiple data sources, site 

by site. Feedback was provided to each practice independently. Cross-case 

themes revealed the importance of three key macro-level and two micro-

level elements: practice location; the built environment; practice business 

models; shared goals; team structure and climate. Both macro-and micro-

level elements were key to effective IPC. The combination of elements at 

each practice site was important; strengths in one area helped offset 



14 
 

challenges in others. The three case studies reflected different IPC 

strengths and challenges. 

Practices appreciated the opportunity to review their own case study 

findings with the research team and found feedback about organizational 

aspects of their practice valuable. The direct observational methods used 

were considered as acceptable, credible and capable of providing new, 

much-needed insights into effective practice. Direct observation of 

collaborative practice has potential to contribute to further research about 

collaboration in primary care settings, and also provide practices with 

immediately useful information and learning. 

 

 

Using surveys in primary care research in the 21st century: the 

experience of two PhD candidates. 

Kristin Kenrick, Fiona Doolan-Noble 

Department of General Practice and Rural Health, University of Otago, 

Dunedin 

Background 

Despite declining response rates from both general practitioners and 

practice nurses, surveys remain a commonly used data gathering tool. This 

presentation encompasses the experiences of two PhD candidates who 

elected to use surveys of New Zealand primary care health professionals 

(HPs) to gather data.  

Methods 

We will discuss a range of issues including the following: 

 survey design and layout; 

 question development; 

 pre- and pilot testing; 

 mode of delivery; 

 using strategies such as incentives to increase response rates. 
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Results 

In total these two surveys involved 5200 recipients. One study achieved an 

overall response rate of 43.2% and the other study approximately 37%. 

Reflections 

As these two research projects involved surveying a large number of 

participants, they provided ample opportunity for each of us to grapple 

with the issues associated with surveying, as well as the vexed issue of 

what response rate can be regarded as acceptable from contemporary 

primary care. 

By comparing and contrasting what we did, and considering the recent 

literature on using surveys, we will attempt to determine key elements for 

success when surveying HPs in primary care. There is a dearth of literature 

relating to the New Zealand context, so tips and tricks gleaned from our 

recent experiences will be of value to anyone considering gathering data in 

this way. 

 

 

Supportive care for men with prostate cancer. 

Ross Lawrenson 

Peter Rothwell Academic Centre, Waikato Clinical Campus, University of 

Auckland 

3000 NZ men are diagnosed with prostate cancer each year.  Three 

quarters of these men have localised disease with an excellent prognosis. 

25% have locally advanced disease or metastatic disease at diagnosis and 

have a relatively poor prognosis.  Outcomes are worse for Maori with 

locally advanced and metastatic disease, who have a HR of greater than 2 

compared with non-Maori.  It is estimated that the prevalence of prostate 

cancer in men aged 40 plus in general practice is 2.7% - equivalent to 

25,000 NZ men. We have shown that follow care for men with prostate 

cancer is haphazard and varies between disciplines and regions. We believe 

that a standardised supportive care package can improve the quality of 
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care from a patient perspective and has great potential for improving 

outcomes.  

We are planning two packages of care. Firstly we aim to design an 

automated follow up package of care for men with low and intermediate 

risk localised prostate cancer. Although the prognosis for these men is good 

especially if they have had definitive treatment, there is still a risk of 

progression for 20% after 15 years of follow up. Consequently it is 

important that GPs have a clear management plan for these patients. Based 

on work from the UK we are looking at an online automated follow up of 

men with low risk disease.  

Our second project is to concentrate on men with more high risk disease 

and advanced disease. We believe these men need a formal regular review. 

Our plan is to design a guideline for the management of these men and trial 

it in a sample for men from the Midland Region. The Guideline will be 

developed in conjunction with local specialists and the intervention will 

include a regular review.  

The presentation will describe the trial design for study 2 including the 

selection of the intervention group, the comparison group and 

measurements of outcomes including both clinical and biochemical 

parameters. Thus outcomes could include Castrate Resistant prostate 

cancer, development of metastases and the need for palliative care. Advice 

will be sought form the group as to how the study design might be 

improved. 

 

 

 

What are the factors that delay or facilitate military veterans who 

served in Northern Ireland seeking help for mental health problems? 

Tony Frith 

University of Chester (UK) 

Aim 
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This study will evaluate help-seeking behaviour and barriers to accessing 

help for mental health problems in veterans. It will review the problems 

faced by predominantly older veterans, and the intended outcome is to 

improve services to meet the needs of these veterans 

Background 

Some military veterans have long-term mental health problems that are 

difficult to resolve. Some with mental health problems have difficulty 

accessing or decline to seek medical help. Medical services, and primary 

care in particular, lack understanding and possibly willingness to help 

veterans. Whilst much has been done in recent years to mitigate mental 

health problems in veterans, these fail to address the problem for older 

veterans whose military service predates recent initiatives. There are gaps 

in the research concerning how these issues could be addressed, and 

particularly a lack of qualitative studies on UK veterans. This is particularly 

so with those who served in Northern Ireland, where there has been 

relatively little quantitative and qualitative literature in comparison with 

research on Iraqi and Afghanistan veterans. 

Methodology 

This will be a qualitative study using semi-structured interviews. 

Participants will be recruited via veterans organisations. A modifies 

Grounded Theory will be utilised to integrate a narrative analysis. 

Discussion 

The proposed study will be undertaken for a PhD thesis at the University of 

Chester (UK). It will evaluate an under-researched and important area of 

veterans’ health and has the potential to improve the match between 

services offered to veterans and their needs. 

Secondary Traumatic Stress, Stigma Towards Help-Seeking and the 

Partners of New Zealand’s Emergency Responders. 

Stowe Alrutz 

PhD candidate, Department of General Practice & Primary Health Care, 

University of Auckland 
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Spouses and partners of emergency responders in New Zealand are an 

under-researched group with respect to traumatic stress. For this study, 

emergency responders are defined as a currently active New Zealand Police 

Officer, Firefighter, Paramedic/Ambulance Officer or Defence Force, and 

there are over 40,000 who meet that definition in New Zealand. This 

research investigates how partners/spouses manage the traumatic events 

experienced by their emergency responder. Specifically this study assessed 

the relationships between secondary trauma, stigma towards help-seeking, 

resilience, social support and organisational support in the partners of New 

Zealand emergency responders.  The study used a mixed methods model 

that involved interviews with 17 eligible participants and a nationwide 

anonymous online survey completed by almost 700 partners of New 

Zealand’s emergency responders.  Individuals who were both an 

emergency responder as well as a partner of a New Zealand emergency 

responder were also eligible to participate. The study adds to the gap in the 

literature related to secondary traumatic stress and partners of police 

officers, firefighters, and paramedic/ambulance officers and provides a 

New Zealand perspective for the growing literature on secondary trauma 

and military spouses. Results from the quantitative and qualitative analysis 

will be discussed. 

 

 

 

 

 

‘Let’s talk’; identifying strategies for cross cultural communication 

between acupuncturists and primary care for the management of 

mental health. 

Kate Roberts 

PhD Candidate, Department of Primary Health Care & General Practice & 
Bioethics Centre, University of Otago 
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Psychological distress is a general state of emotional discomfort in 

response to stressors or demands and often presents with symptoms of 

anxiety or depression. Current prevalence rates are as high as 38% of the 

population and this is continuing to rise. Although many sufferers do not 

seek help, those that do mainly present within primary care with primary 

care providers stating up to 25% of presenting cases being mental health 

related. 

Current western medic al guidelines recommend watchful waiting, 

psychological therapy, pharmacological treatments or referral to specialist 

care. However, this strategy may be unhelpful to those preferring a more 

active approach or to those who are nonresponsive or partially responsive 

to existing psychological or pharmacological approaches. Due to this 

effectiveness gap there is an increase in self-selection of alternative 

treatments with one of the most widely used therapy being acupuncture. 

There is now emerging evidence on the efficacy of acupuncture as a 

standalone or an adjunctive therapy for mental health conditions 

particularly depression and to a lesser extent anxiety. However there 

continues to be a resistance to the support of its practice in primary care.   

An increased understanding of the cultural and communication barriers 

requires exploration to allow for progress into the mainstream medical 

world. 

In order to explore this paradox, exploratory interviews with primary care 

providers and acupuncturists practising within a Traditional Chinese 

Medicine (TCM) framework) will be undertaken to investigate current 

models of practice and attitudes towards integration. Additionally case 

studies from practice will be investigated using focus groups to compare 

and contrast between the two paradigms.  

Utilising the understanding from the interviews and focus groups a small 

pilot study investigating an integrative model for patients with 

psychological distress will be carried out. Qualitative thematic analysis of 

interview transcripts post pilot with providers and patients will support 

the quantitative outcomes analysis pre and post intervention. 

This research aims to explore the cross cultural communication barriers 

between acupuncture and primary care in order to allow for enhanced 
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communication and integration for the management of psychological 

distress. 

 

 

Postgraduate education in general practice & primary health care: do 

we need academic courses and qualifications? 

Katharine Wallis 

Department of General Practice & Primary Health Care, the University of 
Auckland.  

Postgraduate university education entails considerable investment of both 

university and student time and money. Most departments of general 

practice provide undergraduate education for medical students. Should 

academic GP departments provide postgraduate courses and programmes? 

If so, what and who for? 

Why offer postgraduate programmes? 

 Attract research students and build research capacity 

 Build academic literature 

 Credibility within the university  

 Credibility in the profession  

 Fulfil the needs of the workforce (which are?) 

 

Who is the target market for postgraduate courses and programmes 

offered in departments of general practice?  

 General practitioners – but is CME enough for most? Is general 
practice an apprenticeship requiring experience and lifelong learning 
through CME etc.  

 GP registrars – but do they just want to get established in practice, 
build clinical experience, and pay off their student debt? 

 Nurses – nurses are funded to do masters programmes approved by 
the Nursing Council 
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 Other primary care practitioners and allied health providers 

 International students 

 

What sort of courses do potential students want? 

 Clinical / practical programmes - to use in practice (such as Dip Obst) 

 Health management and leadership – to move into management and 
advisory roles, policy 

 Reflective, philosophical, creative – an opportunity to take time to 
reflect 

Is there a place for funding from government or other (PHOs? DHBs? 

HWNZ?) for postgraduate education in general practice & primary health 

care? 

If you are interested or have a vested interest in these issues please come 

to this session. I would love to hear your thoughts.  

 

 

Evolving definitions of health: Implications for healthcare and 

practice 

Tony Egan 

Definitions of ‘health’ are theoretical constructs that determine what we 

mean by healthcare and how it is translated into practice. 

The WHO definition of health in 1948 proposed: ‘a state of complete 

physical, mental and social well-being and not merely the absence of 

disease or infirmity’.  Several decades later WHO advocated ‘Health for all 

2000’, an aspiration that I imagine was seen as unattainable by most of us 

and the definition itself has been subject to various critiques including the 

expansive ‘complete’ and the translation into practice.   

The 1948 definition was crafted at a time when the main burden of 

healthcare was acute illness and disease; chronic disease led to early death.  

The prevalence and patterns of disease have changed since then.  In 2015 
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healthcare is confronted by a rapidly growing burden of chronic illness and 

disease that brings with it a need to elaborate what we mean by ‘care’.    

In addition, in Aotearoa we have a conception of health that further extends 

the WHO definition. There are four dimensions of Hauora; Taha Tinana 

(Physical Wellbeing – bodily health), Taha Hinengaro (Mental & Emotional 

Wellbeing – expression of thoughts and feelings), Taha Whanau (Social 

Wellbeing – family and other relationships) and Taha Wairua (Spiritual 

Wellbeing - personal values and beliefs). There is physical, 

emotional/mental, social and spiritual caring. 

This year, Lord Willis, on behalf of Health Education England (a non-

departmental public body with responsibility for health workforce 

training), reported on the ‘Shape of Caring’, a review intended to inform on 

nursing workforce education needs.  In his review, Willis considers it 

imperative that the public (as both taxpayers and patients) be at the heart 

of planning.  Theme 2 (Valuing the care assistant role) of the 

recommendations specifies a need to develop a defined care role that 

would act as a bridge between the unregulated care assistant workforce 

and the registered nursing workforce. 

In our local work exploring ‘communities of clinical practice’ in a primary 

care setting, we are discovering variable groups of individuals participating 

in patient care.  These individuals are drawn from health professions, social 

services, community organisations, relatives, friends and neighbours. 

Some (of many) questions for discussion: 

Are these complex networks sustainable, particularly given the broadening 

definitions of health and health care? 

How can they arrive at a shared vision of care for individual patients? 

Will the devolution of care to the community have the disruptive effects 

that followed the desegregation of the mentally ill? 

 

 

The Use of the Ankle Brachial Pressure Index (ABPI) in General 

Practice- a mixed methods study. 
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Thomas Ding, Susan Dovey, Hywel Lloyd 

BMedSc (hons) student, Department of General Practice and Rural Health, 

University of Otago, Dunedin.  

Background 

The Ankle Brachial Pressure Index (ABPI) is a recommended non-invasive 

investigative tool used to assess peripheral vascular disease in patients 

internationally, but used primarily in hospitals.  

Aim 

To assess the use of the ABPI in a large Dunedin general practice.  

Method 

The first quantitative part will assess patient records from Mosgiel Health 

Centre (MHC), specifically describing patients who have received ABPIs in 

this setting over the last 11 years. A second qualitative part will assess 

interviews with health professionals, investigating perceptions and 

barriers to ABPI use in general practice.  

Results 

Preliminary results show that 413 ABPIs have been completed between 

2006 and 25/04/15. Around 40% of ABPIs were completed on 80-89 year 

olds. 65% were completed on female patients. 96% were completed on NZ 

European with only 1% on NZ Maori (compared with 5% of the enrolled 

population at MHC being NZ Maori). A majority (31%) of ABPIs were 

completed on patients living in quintile 4 (with 1 being most and 5 being 

least affluent). Preliminary ABPI calculations show that 25.5% and 22.5% 

of right and left ABPIs respectively are under 0.9, diagnostic of peripheral 

vascular disease. 22 (5%) of all ABPIs were under 0.5 indicating severe 

peripheral vascular disease.  

Conclusion 

This study will provide insights into the potential role of ABPI 

measurement in general practice. 
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Comparison of New Zealand and International spontaneous reports of 

adverse reactions  occurring within one week of  zoledronic acid 

infusion with the information in New Zealand product data sheets. 

Ruth Savage, Michael Tatley 

Dept of General Practice, University of Otago, Christchurch, New Zealand; 

Pharmacovigilance Centre, Dept of Preventive and Social Medicine, 

University of Otago, Dunedin. 

The indications for zoledronic acid 5 mg infusions include the prevention 

and treatment of postmenopausal and corticosteroid-induced osteoporosis 

and the treatment of male osteoporosis and Paget’s  Disease of bone. 

Annual infusions are recommended but careful evaluation of the need for 

repeat annual infusions is recommended for osteopenia and Paget’s 

Disease.  Peak plasma concentrations are reached by the end of an infusion 

and then rapidly decline due to renal excretion and bone uptake. “Acute 

phase” reactions occur commonly within one to three days of infusions and 

most often manifest as influenza-like symptoms and/or musculoskeletal 

pain. Product data sheets indicate that the majority of patients recover 

within three days of onset of the reactions and these tend to be less severe 

with subsequent infusions.  Acute renal failure and ocular inflammation are 

also recognised adverse reactions occurring shortly after infusion. 1 

Assessment of reports submitted to the New Zealand Centre for Adverse 

Reactions Monitoring (CARM) suggests that they might add information 

about adverse reactions occurring in the first week after zoledronic acid 

infusion to that already documented in product data sheets.  This 

information includes previously undocumented adverse reactions and 

additional information about reactions already recognised, particularly 

with regard to seriousness and time to recovery.  The corresponding 

international reports in the WHO Global Individual Case Safety report 

Database (Vigibase®) will be examined to test if these strengthen or 

weaken hypotheses generated from the CARM reports.  

It would be valuable to hear participants’ experience with initial and repeat 

zoledronic acid 5 mg annual infusions.  
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1. http://www.medsafe.govt.nz/profs/datasheet/a/Aclastainf.pdf 

 

 

Patient harms in the waiting gap. 

Vimal Patel, Susan Dovey  

BMedSc (hons) student, Department of General Practice and Rural Health, 

University of Otago, Dunedin.  

Aim 

To investigate what harms happen to patients in the waiting period 

between referral by General Practitioners to laboratory and hospital 

services and receiving those services. 

Methods 

100 random patient notes over five years from random general practices in 

New Zealand were reviewed. The period while waiting for investigations 

(laboratory tests, radiology and specialist investigations), specialist 

consult, or other health professional referral were analysed, looking for any 

possible patient harm. Patient harm included disease, injury, disability, 

suffering and death. 

Results 

Research is still in progress, preliminary results show over 400 total 

individual referrals for 100 patients over five years. Harms were present in 

a small number of waiting periods, although most waiting periods had no 

incidence of harms. Further results will be available. 

 

 

The neurolinguistic programming rapid phobia cure is effective for 

people with a fear of heights.  

Bruce Arroll, Suzanne Henwood, Fredrick Sundram, Douglas Kingsford 

University of Auckland 
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Aim 

To assess the effectiveness of the Neurolinguistic Programming [NLP] rapid 

treatment for height phobia (acrophobia). 

Participants 

Participants needed to be adults who can read and speak English 

sufficiently to answer the Heights Interpretation Questionnaire (HIQ) and 

get a score of >29.  

Study design 

Two arm parallel group randomised controlled trial with blinding of 

participants and outcome assessors. Randomisation was at the level of the 

individual patient using a remote computer. Participants were followed-up 

for 8 weeks.  The intervention and control participants were kept blinded 

from each other and the final questionnaire was emailed back to the study 

thereby ensuring blinded assessment of outcome.  

Intervention 

The intervention group received a consultation with the therapist for the 

rapid treatment for phobia and the control group got a 15 minute 

meditation. Both groups got an NLP relaxation exercise. The intervention 

was conducted in a single session 

Results: At 8 weeks the mean HIQ score in the intervention group was 30.7 

and in the control group 39.1 (p<0.0014). The proportion of participants 

with a score < 30 in the intervention group was 63% and in the control 

group was 16%. The absolute risk difference was 47% (NNT=2).  

Discussion 

This is the first randomised controlled trial of the NLP phobia cure. The 

results show that the rapid treatment for heights phobia is effective for 

those participants with a HIQ score >29. This effect size is large.  
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