
GP LINK Lunches | Dr Jennifer James

Dr Kenneth McCroary, Chair of Sydney South West 
GP Link, hosts a series of meetings with clinical/
political/regional individuals or organisations 
to discuss issues and solutions for GPs working in 
South Western Sydney. 

psychosocial services, NDIS programs as well as homelessness services all across Sydney and NSW.

Shona Dutton – I am Shona Dutton I am the General Manager of Clinical Services for Parramatta 
Mission the C2bMe program falls within my portfolio as well as some other programs that cover the 
lifecycle including headspace, LikeMind an adult service, PBS services and more care services that Kelly 
looks after, and we have a headspace early psychosis program as well. We predominately cover the 
Western Sydney area but we also have some programs in South Eastern NSW including the C2bMe 
service.

Dr Jennifer James      Dr Ken McCroary

Ken McCroary - Dr Jenny James is a GP VMO in the general practice drug and alcohol advice and 
support service of South Western Sydney Local Health District who contacted Sydney South West 
GP Link earlier this year as part of our advocacy for local GPs in regards to opioid treatment and 
accreditation course she was running for GPs and other prescribers in Liverpool.  

The drug and alcohol services continue to be an important part of dealing with the ongoing 
issues of drug and alcohol addiction. These are foremost issues for primary health care and can 
sometimes be quite a complex area to manoeuvre through for both the doctor, patient, family, 
and support networks. I thought it would be a great opportunity to spend time with Jenny to 
explore a bit more about what she and the service do and what they can offer for support of 
the local GPs and general practices in South Western Sydney. 

Drug and Alcohol issues have not escaped the ravages of the COVID pandemic and associated 
mental health sequelae of the infection, so, I really appreciate the opportunity to discuss drug 
and alcohol services in the region with you today Jenny and thank you for the work you are 
doing.

Jenny has enjoyed working as a general practitioner for many years and works with the General 
Practice Drug and Alcohol Support Service at South West Sydney Local Health District. She 
previously worked at the Mt Druitt Aboriginal Medical Service for 23 years and coordinated the 
activities of the Substance Misuse Program within the Aboriginal Medical Service. She has a 
Master’s degree in Psychological Medicine and has been a GP supervisor for many years. Her 
interests include mental health and addictions, teaching and mentoring fellow GPs, continued life-
long learning, and program planning to encourage integration of physical, mental and drug health 
care. 

In 2018 Jenny’s life changed dramatically when her beloved son Aidan died from a sudden 
unexplained cardiac arrhythmia. This unfathomable loss fueled a drive to find the ways forward 
that allow people to continue living with deep purpose and love after grief and trauma. Though 
this is an interest that all of us would rather not have to have, Jenny is nonetheless keen to 
share coping strategies with GPs who are building skills in patient care in this area, or indeed, 
GPs who have experienced adversity in their own lives.  



Ongoing long term commitment to GP wellbeing is one of the special commitments of GP Link and 
hearing from someone with lived experience dealing with such extreme tragedy I think is a great 
opportunity for us to reflect on our own wellbeing and functional coping strategies.

Ken McCroary - Jenny can you explain the GP drug and alcohol advice service please?

Jenny James - Yes sure, well I am a GP and I started working for South Western Sydney Drug Health 
Services at the end of 2017 it was a new project that was funded by South Western Sydney Primary 
Health Network. When we started I was funded to take the position as a GP within drug health 
services to lead the direction of a project that would assist GPs working in this area.

When we commenced we also had a clinical nurse consultant as part of that team and also offered a 
part time position for a GP registrar. And since we have started we have extended the team a bit and 
we have also got a second CNC working as part of that team. So basically the underlying philosophy 
that really drives me forward with this is to always ask that question what can we do to assist GPs in 
their quest to provide best possible care to their patients who have got drug and alcohol issues?

That is the prime driving philosophy. It is about assisting GPs to do the job that GPs really want to do 
and to provide that assistance in the most hands-on and practical way, and in fact for the shape of 
that, what that assistance is to be kind of largely driven by the feedback that we get from GPs with 
GPs telling us what they find is helpful and not helpful.  

So when we started we started one component as a district-wide helpline so that is a phone that one 
of the CNCs carry with them all the time and it is available for any GP or Practice Nurse to call 
Monday to Friday excluding public holidays between 9.30am and 5pm and the CNC will answer that 
call straight away and our service has sort of been driven a lot by the kinds of calls that we initially 
got from that so what we found when we started is that I didn’t know what kinds of things GPs might 
ring about. But very quickly it became apparent that what GPs wanted was they would often have 
just completed a consult or they might have been part way through a consult with someone with 
pretty complex set of clinical issues and substance issues were part of that and quite often there 
were other sort of co-morbid things going on so often major mental health issues, often sort of 
physical co-morbidities and the nature of the drug and alcohol issues is usually pretty complex so GPs 
would be ringing saying 'I am in this situation now I am really just not sure what to do so can you give 
me immediate advice of this'.  

So what we often found was you could give the quick advice to sort of move things along but pretty 
much what is often needed is we need to come in and offer to do a really comprehensive drug and 
alcohol assessment so what our nurse often does is she will collect as much information as she can 
from the GP and with patients' permission might say look 'I would like to call that patient back and 
we can chat over the phone' and she might spend an hour talking to the patient over the phone 
doing a really comprehensive history and getting down to a lot of the nitty gritty and then we will 
come back and talk as a team and decide on what that next step is.  

Now sometimes it might lead to us needing to link that patient up with some internal drug health 
services that we offer at the specialist health service and one of the most common might be and 
what the patient wants and what the best way forward might be admission into the withdrawal unit 
but often the next thing that might be needed is actually a discussion back with the patient and the 
GP about possible options and what we do next.  

So we will offer case conferencing, so that means the patient goes back to see their GP and then that 
GP will call myself and the CNC and we will link up in a Medicare style case conference we do with 
that GP and discuss what we are going to do next and quite often there will be sort of motivational 
interviewing going on, information about harm minimisation, supportive counselling so we will be 
moving into that treatment and finding away forward for the patient.  

Charlotte Hespe -  
doing the work in general practice and we are here to help guide, to support to identify the ones who 
maybe they are a bit tricky but they are tricky because maybe the diagnosis is actually got type 1 
diabetes and not type 2 diabetes and sounds easy but actually in the UK 25% of people in the data 
bases GP data bases are miss coded as type 1 diabetes, when actually they maybe they are treated type 
2 diabetes it goes the other way as well many of those with type 1 diabetes are thought to be type 2 
diabetes on insulin and then you say oh lay down while I put this person on GLP1 and you take them off 
the insulin because they are equal for those and then they go to be DKA and that happens as well. So 
you know our job is as part of our approach population approach is yes we see the complex people 
ourselves, type 1 diabetes some of those with type 2 diabetes hopefully only once or twice, some are 
very complex with nephropathy we should be working in partnership with the renal physicians on those 
and then we are out there helping you guys deliver your care either through advise, through coming to 
practice and reviewing the patients and you know trying to get these decisions support systems up 
which is what we also need but we know from the evidence throughout the world that that is not really 
sufficient and it’s the relationship between the GP and the specialists that is actually fundamental to 
really moving diabetes care into a population controlled space.

Ken McCroary - Excellent thank you very much for that. Now us being a local organisation we are 
wondering if you are aware of any particular issues and challenges that are facing GPs working in South 
Western Sydney.

David Simmons – Many, many, many, many I think when I first arrived, which was six years ago, one of 
the things that shocked me was the number of women turning up with their type 1 and type 2 diabetes 
under-managed, not prepared, not understanding what was going to happen to them and their baby, 
the tears when I explained the risk, the tears when perhaps the found they had a malformed baby. 
Major malformations some of which I had not actually seen for years since I used to work in South 
Auckland 20-25 years ago with poorer people particularly from the Maori and Pacific communities and I 
was seeing things in South West Sydney that I had not seen since those days and this in pregnancy was 
really horrible so we audited and we found the malformation rate was 12% and at Liverpool it was 
shown to be 7% well the background rate is 2% and around the world people with diabetes is 4% so we 
knew that there is and this is the tip of the iceberg the tip of the sphere there is some major failing in 
the way that diabetes is being managed and although that is women in their reproductive years that is 
a small number and then you look at the amputation side and you have a look and someone has come 
to the foot clinic they go out they come back they are impatient they go out they come back. There is a 
whole load of people who we see particularly perhaps in type 1 diabetes where they actually are not 
aware that pumps exist, they don’t know how to manage their glucose, they don’t know how to 
manage their carbs they don’t know how to manage their food they don’t understand the rules of 
insulin they don’t actually understand the condition. How can you self-manage the type 1 diabetes 
without all of those and this is probably the majority of people with type 1 diabetes that I see we have 
the people who come in to our type 1 Diabetes clinic which is available for all of those with type 1 
diabetes in the catchment in Macarthur and we want those people with type 1 diabetes to come in and 
we are getting them in pregnancy under managed and unfortunately at high risk although we now have 
a pre pregnancy clinic so please do refer those women of reproductive age to that and we can do that 
in whichever way they want some of those will be just with us like the type 1 diabetes type 2 we are 
happy to see them once come back to you to set up the plan whatever we need to do. The other ones 
that come into our service are those with DKA and HHS or with foot problems or with renal disease the 
others come in with hyperglycaemia of many many years usually with severe infections with life 
threatening conditions then they are referred to us as an inpatient under a general team under normal 
diabetes team can you look at this person’s sugars 10%,11% how long has it been like that? Oh a long 
time and type 1 and type 2 diabetes as well and they are not being referred which I why I set up the 
case conferencing we want to proactively go into a practice and say right show us all of the people 
about 9% let go through them what should we do with them. Guidance,guidance,guidance,guidance  
type 1 diabetes who are they seeing private endo oh fine that’s looking ok or actually private endo 
maybe they are not working as part of a team maybe their endocrinologist on their own that is not 21st 
century care, you got to be part of a team for type 1 diabetes and you know as a general practitioner 
that is a team based approach now in different ways in different models so we only have 11% of our 
patients with type 1 diabetes aged over 25 of the population are actually under our care in our clinic 
which we know as best practice it is better than the national benchmark but they come in from the 
wards they have got nephropathy, they’ve got heart disease they have got all of these things and when 
I have discussed it with people they say oh well you only look at the worst people well actually if they 
are the worst people how come the HbA1C is better than the HbA1C for the country and how come 
when we get them we get them under control within six to twelve months.  We benchmark we know 
what we should be doing so the major problem with type 1 diabetes for women of reproductive age 
type 1 type 2. Type 1 diabetes really a lot of it and then type 2 diabetes I have got a lot of sympathy for 
you guys because it is now becoming more and more complicated in type 2 diabetes but we have a 
model and an approach were we can support general practice and I think we can really rip through 
some big numbers with that, if GPs want to we have only got 43 out of 400 participating and as you 
know we have been around now at Diabetes quality network connection reference group meetings and 
many GPs don’t even know this happens even though it has been advertised by the PHN we have had 
endocrinologist go to the front door in General Practices Can I speak to the GP? Who are you I am an 
Endocrinologist I have been trying to make an appointment to see the GP can we talk to the GP about 
this, oh no GP is busy no time can we make an appointment no to busy” so you know we need to be 
able to get through and work together because that is what works.

Ken McCroary – Absolutely, absolutely thank you so much. Our final question today. What are some of 
the things that you and your groups can do to help and support general practice and general 
practitioners in south west Sydney?

David Simmons - Everything you want and everything that you need and if we haven’t got it now we 
will work with you Ken with the PHN with the LHD with NSW Health to say how can we address this 
problem because when we do this together it is very hard for the powers that be to actually say no they 
still can and they still do, but eventually you get through if something and you demonstrate that you 
can do that. So, anything we have got our case conferencing we have got our conferences we have got 
our Practice Nurse meetings for the education we have got our masterclasses we have got online 
masterclass joined in with Western Sydney and the Blue Mountains and Hunter New England anything 
we have got an education program we are just about to change our name to the Western diabetes 
education program online. Bit by bit people can do a competency thing it can say yes you know enough 
already or look these are your holes go to those holes very, very quickly you know what you are doing 
takes a bit longer if you still have to learn new stuff .

Ken McCroary – And so my GP members with our patients coming in and they maybe type 1 or type 2 
and they are not controlled and they are thinking about utilising some of your serves how specifically 
do they go about organising that is there numbers, websites referral how does it work?

David Simmons – Absolutely, Absolutely so first of all through Healthpathways you get onto that and 
we know not everyone uses it but it is a good source of information, second of all you can always ring 
the hospital try to get through and leave a message although that is more tricky because of admin side. 
We do have a referral place for case conferencing which is through our dormitory sites and you know 
we would be very happy to send you the information which you can then send around to your 
members and the condition reference groups as you know nice meal nice people very friendly 
everyone is welcome although we have kept it down to 25 but if we know more can come and we don’t 
have covid limits then we will make it and we have had hybrid meetings were the first 25 come and 
then the others can ring in it is perhaps a 1 hour 2 hour meeting after 1 hour I get pretty tired in the 
these webinar type things so you know we can tailor it if people want 1 hour we make 1 hour we are 
completely responsive toward GPs.

Ken McCroary - That is superb, that is fantastic thank you so much David it has been great talking to 
you and thank so much for all your time.

David Simmons – Thank you Ken I look forward to working with you.

Kerry Chant - My Key message, particularly for GPs in South Western Sydney, are my messages more 
broadly, and that at this time is, it’s important we find every single case and block those chains of 
transmission. So even while case numbers are quite low, I am just requesting all GPs test at this critical 
time, all patients presenting with any COVID-like symptoms. We have seen a drop off in testing as case 
numbers have declined, but actually it is a time to double our efforts in driving towards no community 
transmission of COVID. I would also ask GPs to be particularly attentive in those areas where we call out 
for increased testing associated with positive sewage surveillance or where there might be clusters or 
outbreaks occurring. 

Ken McCroary – Great, do you mind if I ask you just to refresh everyone again with the various 
possibilities of symptomatology that may be related to COVID and how important it is that we are 
looking for all of the cross sectional symptoms not just the more significant ones. 

Kerry Chant – COVID is a pretty tricky disease because it basically can mimic the common cold all the 
way through to a more severe flu or pneumonia and you can be equally as infectious. In our experience, 
if you have even mild symptoms you can transmit the scratchy, itchy throat the runny nose, the cough, 
the fever, the headaches, the loss of taste or smell, any of those symptoms or general fatigue, 
combined with any of those symptoms, really the patient needs a COVID test each time. 
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So that is what happens with the helpline. A lot it ends up being a vehicle to kind of allow us to come 
in and I guess keep the GP in the drivers seat and bring the patient and the GP and ourself together it 
is a bit different to that traditional outpatient model where you might refer someone to an 
outpatient services and they get a review and they come back so this is actually us doing it together 
and we have found that patients often love it. 

GPs often love it because they are often picking up sort of new skills as well. So we have been able to 
work with things like if a GP has wanted to assist a patient an ambulatory withdrawal from alcohol, 
so if a patient is on that more kind of lower risk end of dependence and they are suitable for 
withdrawal in the general practice setting and the GP is keen to do it and the patient says yes that 
sound great. We can offer that really hands on assistance that involves the GP we are sort of working 
alongside with them side by side to sort of see that patient through that treatment. And then GPs 
often love it to because they feel that they have gained another skill and they have been able to add 
that to their tool kit of things that they feel a little bit more confident about.  So that is the kind of 
helpline, case conferencing model we use and those separate comprehensive drug and alcohol 
assessments and we also offer a GP Registrar term that we offer with us we are keen to get people to 
sort of spend some time with us and take those skills back into a general practice setting and get 
ourselves involved in supporting local education events for GPs in that drug and alcohol space as 
well.

Ken McCroary - I will come back to this later but whilst it is fresh what is the phone number?

Jenny James - Yes sure, good one let me just grab it for you 0455 079 436.

Ken McCroary - Great, thank you

Jenny James - Yes, so really what I want to emphasize it doesn’t matter how big or how small the 
issue is, how simple or how complex, if it needs a bit of short immediate advice or if it is looking as if 
it actually pretty messy and needing a huge amount of support and it doesn’t matter what substance 
we are very keen to be involved.

Ken McCroary - Yes, I really like hearing about these collaborative approaches and the case 
conferencing and how everyone is included in working together to get the best outcome for the 
patient that sounds impressive. We also chatted earlier about the opioid treatment accreditation 
that you guys were introducing in South West Sydney a little while back can you tell me a bit about 
that program as well?

Jenny James - Yes, the vast majority of GPs probably have little experience working in that space and 
then there is this kind of really small group of GPs who have done the accreditation course run by 
Sydney University and NSW Health and that is called the OTAC accreditation course. It basically 
involves one day of training and that can be face-to-face or sometimes it is in a virtual interface. Then 
there is a 3-4 hour clinical placement where a GP, and it is not just for GPs you often get psychiatrists 
or nurse practitioners or you even get nephrologists doing the course, and they spend just half a day 
at a drug health service with a staff specialist basically it is often see one ,do one, teach one model so 
they have been observed doing consults with patients who are on methadone and buprenorphine. 
We did recently co-facilitate with Richard Hallinan one of the staff specialists and Drug Health 
Services and we run one locally at Liverpool and did attract a few more local GPs which was great.  



 So where we did most of our work was actually with GPs who are not interested they don’t want to 
do the OTAC course and become accredited they don’t really want to be taking on 50 patients at their 
practice and prescribing methadone and buprenorphine but what they do want often is to be able to 
look after their own patient so they might have been seeing a patient for a long time they find that 
their patient has got opioid dependence and they like the idea of them being involved in that persons 
care and they might have two or three patients like that. 

We work in that space a lot so with GPs who are not going to go through that accreditation course 
but definitely are under NSW guidelines able to prescribe to up to 20 patients on buprenorphine and 
10 patients who are on very, very stable methadone treatment. So we have been working in the 
buprenorphine space so quite often the way it works is a GP is seeing a patient with a really complex 
prescription opioid problem and they are not sure whether the patient is opioid dependent or not as 
a complexity of issues not quite sure exactly how to call that and make that diagnosis so we will come 
in with a comprehensive substance assessment and feed that back to the GP and we will discuss what 
the best way forward is and if that patient is opioid dependant we will discuss that with the patient 
and see what they would like to do and you know obviously opioid treatment has got loads and loads 
of research evidence behind it being excellent treatment for opioid dependence and buprenorphine 
in particular I think is suitable for GPs with not necessarily a background in this area to prescribe. 

So then we will discuss with that GP whether they would like to prescribe that treatment for the 
patient and then we will also discuss with them whether they would like us to assist them with 
commencing that treatment at their general practice which is possible we have done that with some 
GPs who have never done it before. Or the other thing we can do is we will commence treatment at 
our drug health services and stabilise the patient on treatment and that usually doesn’t take long, 
usually 2-3 weeks to get them on that right dose of buprenorphine and sometimes they go onto in 
injectable, and at that stage we can transition the patient back to GP care when they are on their 
stable monthly injection of buvidal . We will set up a case conference with that GP where the patient 
goes back to see their GP in their rooms and we will do all the liaising with the pharmacy we will do 
the liaising with the pharmaceutical regulatory unit because it is a little bit of paperwork around it 
which I know is just kind of messy if you know you are not used to what you have got to do. 

We will do a long consultation in a case conference where the GP is hearing all about buprenorphine 
so I will discuss all around how it is given, what are the dosing arrangements, how it works with the 
pharmacy, what the drug interactions are, what the potential side effects are. Patients will be asking 
how long I should stay in treatment. 

We will talk about all of those sorts of things and so we are kind of driving that consult along but the 
GP is going side by side. Doctors learn fast and so they are kind of into that space quite quickly and 
the patients often love it to because they are given all of these details about treatment in a fair bit of 
detail and they will often say 'oh this is great', 'oh I didn’t know that', 'oh that is good to hear how 
that works'. So, it is a sort of a win win all around and we will stay involved with that GP for as long as 
they want.  
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So, if say for example started giving buprenorphine to one of their patients and we have done the 
case conference they might say at that point ok thanks I am right to go now and I have got your 
helpline number so I know I can ring you if I need to. Or they might say oh look would you mind, 
could we have you along for the next couple of consults as well and that is absolutely fine, so it is 
completely the GPs call in terms of how much assistance they might or might not want.  So, we 
are working with that group of GPs as I say who are not necessarily are not wanting to take on a 
huge load of patients, but they do want to be able to work in that space with their own patients 
and that has been very fruitful working with that group of GPs.

Ken McCroary - Yes, and the way you guys involve the patients so much in the decision making 
is really important as well. As you know we are a local organisation and I was wondering if you 
could give us a run down on a bit of information regarding addiction in South Western Sydney?

Jenny James - Yes, sure so I guess in terms of treatment services available?

Ken McCroary - Or do we have issues with certain drugs, certain health problems in our region 
compared to others or is it pretty standard across the country?

Jenny James - We follow a bit of a national trend, so certainly with the data we collect absolutely 
pretty much overwhelmingly the number one substance we get calls about is alcohol and that is 
at all ends of the spectrum. But we also get the calls at the more severe end of the spectrum and 
people are really, really struggling often when there is a dependence problem. We did find during 
the pandemic period the calls around alcohol use increased as a percentage of what were doing 
there was a bit of a shift around and there were more and more calls about alcohol. So that did 
happen, and I think that there was a trend happening about that nationally as well.  

I would say the second most common calls we get from GPs is around prescription opioids and 
again, I think we are following national data trends there. So we know the opioids that used to be 
behind the majority of overdose deaths and the majority of opioid dependence when we go back 
to the 1990s, we certainly knew heroin was driving a lot of that, and that there were a lot of 
opioid treatment clinics that were funded and opened around that time.  

But as we hit around the mid to late 1990s, the pharmaceutical companies were very active in 
this space, and they started bringing out lots and lots of different formulations of opioids and 
promoted them as god's treatment for chronic pain and we know now that that is not the case 
but that is how they were promoted and there was a massive increase in the amount of opioids 
that were prescribed. Drugs like oxycontin for example, and those trends went up and up and 
when we looked at the overdose data and drug death data that comes out every year there is a 
report called the Pennington Report which gives us all of that overdose data. 

We could see that switch around from heroin and moving into prescription opioids happening 
and we saw how problematic prescription opioids were becoming and that essentially has 
continued until quite recently. 



There has just in the last couple of years been a bit of a flattening out and a little bit of a downturn 
in that but I think with increasing knowledge and all of this information coming out about the 
detrimental effects and the lack of treatment efficacy that these drugs have had in that space.  
Which is also not to say that you never use them because they do have a place with chronic pain but 
it is just for some patients as part of a multi-disciplinary program but that would be our certainly 
second most common types of calls but then I think after that we get quite a lot of calls about 
benzodiazepine use as well.  And some of the other prescription drugs as well so we see pregabalin 
for example that certainly in the last year we get GPs ringing about that and what is going on.  

Ken McCroary - It’s quite confronting isn’t it that most of the issues with drug and alcohol abuse 
locally and throughout the rest of the country are legal drugs and prescribed drugs or easy access 
which is a shame. What about the support networks available for patients and the services that 
are available for GPs. Do you sort of sometimes work as a sort of conduit liaison between those 
services and general practice and if so what sort of services are around?

Jenny James - Yes sure, well we are positioned inside the district drug health services so first of all 
our district drug health services offer a number of services, so they are the one most GPs are 
familiar with is the withdrawal unit and that is located at Fairfield on the grounds of Fairfield 
Hospital. So that is often known, and a lot of people know it as Corella. Now the drug health 
services also operate opioid treatment program services what I probably need to say about them is 
they area over subscribed so they are full to the brim and they have a waiting list in terms of trying 
to access the district opioid treatment program so nationally we have an enormous problem with 
not being able to provide enough treatment services for people with opioid dependence.,

We also have counselling services, and they are zero cost and they operate within the different 
LGAs and all during the COVID period that was all being delivered via telephone and now people are 
asked to come in preferably but sometimes combination between telephone and face to face can 
be arranged. They also do have a little bit of a wait list, but they are not closed for business in that 
sense.

They are probably the main ones for GPs because we do other things of course were we are 
supporting the hospital and accident and emergency that sort of stuff then there are a lot of NGO 
services that offer things in the space and we also liaise with them and link GP patients up with 
them so some examples of them would be Odyssey House which is an NGO and they actually run 
their own withdrawal and residential rehab but they also have the contract to run a lot of the smart 
recovery services and smart recoveries are a great thing for GPs to know about so it is basically a 
CBT based service that offers treatment for people who are using any substance at all at any stage 
of their use of that substance be it early or being heavily dependent and they often do things in 
group programs they do in person they also offer them in virtual space where you can join meetings 
from your home and it is using all of those sort of cognitive behavioural principles and as such they 
are sort of very accept the fact that many people who are joining are not necessarily looking for 
abstinence. They may or may not be, but it doesn’t matter just join us and we will see what we can 
do to help you.  So those services are zero cost, so we often link GPs patients up with smart 
recovery services as well that is a really important one to know about.

Ken McCroary - Yes, and it certainly keeps with the Primary Health Network's commissioned 
services for drug and alcohol support as well. Now I was also going to ask you about COVID, it has 
had an impact on all of us and you sort of touched on it a little bit ago as well how did you guys 
survive, and did you have that significant deterioration and are you having post COVID sequelae 
now with drug and alcohol particularly the alcohol stuff that you mentioned?



Yes, we saw more calls come in with alcohol that was the main thing that happened and of course 
then everything was telehealth, and it was actually amazing to see how the OTP services had to cope 
with that. And I have to say they coped with that brilliantly because of calls people were worried 
about people milling around places. There is nothing like a place where you go to get dosed for 
methadone where there is a lot of milling around so there were strategies that had to be put very 
quickly into place and that involved provision of reassessing peoples suitability for take away doses of 
opioid treatment and NSW Health guided all of this and they basically loosened their guidelines and 
said we are really concerned about how this might go for vulnerable patients with drug and alcohol 
problems so here are you new guidelines and it was a kind of, the patients quite liked it because they 
were actually able to access more take aways during that period we followed all of that up and that 
certainly resulted in no harm, there was no increased harm from that change in guidelines.  

Patients were also often moved out to more community pharmacies, so rather than coming into the 
OTP unit itself to dose more patients were moved to community pharmacies that were seen to be 
lower risk for coming into contact with groups of people and essentially, we have had to, obviously 
people have stayed at community pharmacies that was quite successful and the take away guidelines 
have reversed back to how they were. But that was very sudden changes that the drug health services 
had to cope with, and I must say they coped with them amazingly well and we did not have terrible 
disasters happening in terms of COVID cases with the population of people that were coming into our 
clinic. So, I think it was managed pretty well.

Ken McCroary - Yes I think that reflects on the work and all of the nimble changes that go into the 
services the LHD, the region, the GPs and the rest of community health and primary health. The 
changes we had to go through so quickly were all integrated rapidly and have been quite successful 
and have been quite positive. Now you mention also your experience with Aboriginal and Torres 
Strait Islander populations, and I was just wondering about any special issues facing that group in 
our community?

Jenny James - My background was for about close to 25 years I worked in the Aboriginal Community 
Controlled Service which was in western Sydney actually. And the reason I got really, really interested 
in the drug and alcohol space was because we had a couple of our GPs who were working in justice 
health as well as at the AMS and they would be seeing patients there who were coming due for 
release from prison and who were on say methadone programs within prison. 

These Aboriginal men would say that’s great you are at the AMS to so when I am out can I come and 
see you, you can be my GP. And the GPs who were in justice health as well would say yes, yes sure 
great come. And then of course the patient would say, and you will prescribe my methadone to won't 
you? And when none of us knew anything about it or were doing it and so we thought oh my god in 
terms of vulnerability we know and again we have got all of the information about what a high-risk 
time it is for people in that first six months coming out of prison there is increased rates of morbidity 
and mortality and overdose is part of that story. So, there we were feeling like we were actually 
backing out at the very time that we wanted to be really supporting people.  That is what drove us all 
into it. 

It seemed like a no brainer we had to get those skills and put them in our tool kit. So, I guess, I think 
what I am leading up to saying is it really is I think about the importance of really holistic care isn’t it? 



So it is bringing all of those arms of treatment together and being able to I think as GPs provide a 
lot of the not just physical healthcare but the mental healthcare the drug and healthcare and 
bringing it all under that one roof, all being part of the same cube which also helps to de-
stigmatise a lot of those treatments as well so I think that it a really I think it is a really powerful 
thing to do especially when you are working with Aboriginal and Torres Straight Islander 
populations of people. I think many of the AMSs do have GPs where they are running in house 
primary healthcare drug and alcohol programs that are a part of that armoury of treatment that 
we all are in and stand side by side with the diabetes treatment and vascular stuff it is all just 
together and equally important.

Ken McCroary - Yes, just part of the never ending conglobulation of complex co-morbidities 
that horrible risk associated with that group unfortunately. Speaking of horribleness, you were 
also kind enough to share some personal tragedy about yourself previously about your son 
Aiden and I just feel that is such a horrible thing to potentially experience and I am just 
thinking with drug and alcohol obviously people get driven for different reasons and are you 
able to talk a bit more about coping strategies for patients and us as GPs as well with 
everything that we get faced with in life, like we get exposed to the traumas and griefs that 
everyone else does as well. Are you able to give us some input into that if you don’t mind?

Jenny James - Yes sure, our beautiful first born son Aiden died completely unexpectedly in 2018 
and it was presumed to be a cardiac arrythmia and I think any parent who has lost a son or 
daughter will tell you there is a place called hell and we certainly felt that our lives were 
absolutely shattered at that point.  

I think that at the time I certainly didn’t feel I needed people to describe what grief was like or 
tell me things like that because we were living it, but I do recall very early on wanting to know 
what I can do about this. I came across, actually a lot of work that is being done at the New 
Zealand Institute of Resilience and Wellbeing, where one of the directors there had been 
interested in that whole area of resilience and was doing a PHD in that area and then thought she 
had found her calling when the Christchurch earthquake came and then her daughter was 
suddenly killed in a car accident and it catapulted work they were doing looking at any of those 
kinds of strategies around resilience being applied to bereavement and grief so I did set upon 
reading everything I could get my hands on.  

I mean it is such a huge area and I think one thing that is probably good for everyone to know is 
that it is quoted so often is those blasted five stages of grief and it is to say I think they need to 
be put away and then in fact that work came out of interviews with people not who were 
bereaved but interviews with people who were dealing with their own mortality. So, it was a very 
different group of people and really there are no five stages of grief.  

There was no empirical evidence that was behind any of that work and I think the potentially can 
feel there is something wrong if they are not going through those stages experiencing them in a 
certain way which is of course total rubbish and grief as individual as your fingerprint and it is a 
very model of such passivity that you sit there and you have just got to wait for these five stages 
to come and get you.   



That is what it is all about and I think you know one of the things that happens around traumatic grief is 
that feeling of just loss of control and anything we can do I suppose to put ourselves back in the drivers 
seat and just bit by bit get a sense of a bit of control back over our world is often just gently without it 
being a pressure thing a good thing to do.  

So those kinds of models that are very passive, that are about this passive process that is going to come 
and get you and there is nothing that you can do about this, I think that is not, I think that is a really 
poor model so we want to put that to bed and encourage people depending on where people are at 
with things I think that initially it is permission for people to really do and say what ever they want in 
those terrible early stages of terrible shock and anxiety and then as time goes on to just start to look at 
the strategies of tools that you can use to deal with some of those things.

Ken McCroary - Yes you are completely true, Kubler Ross she talked about people who were dying not 
an overall pattern of grief for everyone that somehow has got mixed up with every day and you don’t 
pass through and get over grief you just hopefully eventually cope better as life continues to happen 
around us but the stuff is still there and yes I really applaud your ability to talk about that with us 
today, probably whilst I have got you on this sort of topic. Have you got any concluding words to say 
about general health and GP wellbeing overall as a way to wrap it up?

Jenny James  - Yeah, I have become very interested in that myself and over the last few years that has 
been as you would be aware Ken there has been increasing and and it has been good to see more focus 
on it. And also a lot of doctors coming out with there own personal stories and it is so, basically been I 
think a really good thing and I am just so grateful to a lot of those people who have just sort of come out 
and some of them are in sort of you know, sort of, was it the president of the ONG college I think he was 
one of them wasn’t he and there is an amazing, amazing story of when he was a medical student and 
there it was all through I think it was Australian Doctor Weekly and there was something like 200 and 
something posts after it and you know might if someone is interested in an article you might get 3 or 4 
but that was like 200.

I looked at this with amazement and saw the power of what we can do as a group and seeing when you 
hear about your peers coming out and talking about what has happened to them you are actually faced 
with this role model that same person who is standing in front of you and is not only ok but is you know, 
you know the good they have gone on to do in the world.  

So seeing those kinds of stories and people being more open about the fact that doctors are not god and 
doctors have problems to just like everyone else has been a really good thing to do and I think the 
support we can give each other and that is not to say that we don’t need other support, but that intra 
GP support anything that we can do no matter where we are working even if it is just in our own 
practices that we have some kind of system meeting, something that we set up and that we are aware 
of those issues of wellbeing and however that looks and in whatever form it takes place but just 
allowing peers to get together and have that space where it is ok to just say you know I feel like shit 
lately actually. Because I think hearing that from our peers and still seeing that actually we are still 
coping and being able to learn what coping strategies we have with each other is a really powerful thing.

Ken McCroary -  Yes, just being able to talk to each other and be kind to each other and be around for 
each other it is certainly has changed for the better hasn’t it. I have been doing this for a long time 
and you have been around for a while as well and yes, it is good to see but we still have a long way to 
go. So, I would really like to thank you for your input today the DNA stuff was really enlightening but 
the comments about wellbeing and stuff that is you sharing stuff which is really great, so I really 
appreciate your time today and thanks for all of your help that are doing out there in the local 
community as well.



Jenny James - Thank you so much for the opportunity to talk to you Ken and also link in with all of the other 
wonderful GPs out there.

Ken McCroary - Great so I will just sum up again that the phone number for the Drug and Alcohol service is 
0455 079 436.

Remember if you’re not a member of GP Link already or you would like to learn more log onto our 
website at https://sswgp.link/.
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