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• Drop in Clinics are run each Friday (excluding public holidays), 
from 1:00pm - 4:00pm.

• Clinic is located on Level 2, Maternity at North Shore Private Hospital.
• No appointment is necessary.
• Cost $30 (Claimable with some health funds).

Introducing the new  
Early Feeding & Support 
Drop In ClinicCommencing Friday 7th July 2017 North Shore 

Private Hospital will be offering this new service 
to parents for up to the first two weeks following 
discharge from the hospital. The focus of the Drop 
In Clinic is to support early infant feeding, early 
infant parenting concerns and to assist in transition 
from hospital to community.



A word from the CEO 
Welcome to our first edition of North Shore, Castlecrag and 
Hunters Hill Private Hospitals ‘GP News’.  We would like to 
take this opportunity to thank our GPs for their support of 
North Shore Private. The hospital is celebrating our 19th 
anniversary in July this year and with the completion of our 
latest expansion last year we now have 100% private rooms 
for all our day only and overnight patients.

A key focus at North Shore Private is improving links 
between our VMOs and GPs. We want to help you build 
relationships that will enable you to best care for your 
patients and provide positive patient outcomes. We have 
recently distributed our first Specialist Medical Directory 
and have updated our VMO profiles on our new look 
website to assist you in finding the right specialist for 
 your patients.

We have listened to your feedback and have refined our 
GP education program.  We are getting record numbers 
of GPs attending and are hosting our first ever Category 1 
session this year.  Feedback to date has been positive, we 
would encourage you to join us for future sessions when 
you can.

We have chosen to launch our ‘GP News’ with an update 
on key areas in Women’s Health. All of our articles are 
kindly contributed by our VMOs. We hope you find this 
information useful to your everyday practice.

Birth numbers are growing at North Shore Private,  
with over 2,500 babies expected to be born this year.  
Our maternity focus is about providing personalised care 
to every patient and support member who provides us with 
the privilege of helping them welcome their precious baby 
into the world.  

We hope you find this edition  
informative and we look forward  
to caring for your patients.

Richard Ryan
Chief Executive Officer
North Shore Private Hospital
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Gestational Diabetes (GDM) is one of the most common 
pregnancy complications and has significant implications, 
in both the short and long term, for the mother and fetus 
(Table 1 & 2). However, if diagnosed early and managed 
appropriately these risks are minimised.

Table 1 - Adverse Maternal Outcomes

Increased incidence of miscarriage

Increased incidence of PET (pre-eclampsia)

Increased CS rate (in some studies)

Insulin requirements increase with use of beta-
sympathomimetics & corticosteroids

Increased risk of recurrence in future pregnancy

Increased risk of(40-60%) of developing Type 2 DM within 
10-15 years

Table 2 - Adverse Fetal Outcomes

Increased risk of congenital abnormalities (x 3)
 -   sacral agenesis (very rare), heart defects, skeletal 

abnormalities, NTDs 

Increased perinatal & neonatal mortality 

Increased risk of sudden, unexplained FDIU – related to 
diabetic control and greatest > 36/40

Increased risk of neonatal hypoglycaemia

Macrosomia 
 -   increased risk of traumatic delivery (especially 

shoulder dystocia)
 -   associated with polyhydramnios – increased risk 

of PPROM & cord prolapse)

Jaundice

NTD = Neural Tube Defect, FDIU = Fetal Death In-Utero, 
PPROM = Preterm Premature Rupture of Membranes

Pregnancy is a state of insulin resistance and relative 
glucose intolerance. This underlies the increased insulin 
requirements of women with established diabetes mellitus, 
and development of abnormal glucose tolerance in GDM 
where there is insufficient insulin secretion to compensate for 
the insulin resistance.

It has been long overdue to update the original diagnostic 
criteria for GDM. These criteria were established more than 
40 years ago and were still in use up until recently. They were 
not established with the intention of identifying pregnancies 
with increased risk of adverse perinatal outcomes but 
to identify women at high risk for developing diabetes 
mellitus postnatally and were derived from criteria used for 
non-pregnant individuals.

It was recognized that there was a lack of international 
uniformity in the approach to the diagnosis of GDM and the 
old definition included the subgroup of women with more 
severe hyperglycaemia (similar to pre-existing diabetes 
mellitus). It is important to identify this distinct group with 
overt diabetes because these women are at increased risk 
of complications and they require rapid treatment and close 
follow-up during pregnancy to ensure prompt restoration 
of normoglycaemia. It is also important to ensure there is 
confirmation of the diagnosis and appropriate treatment of 
diabetes postnatally.

The International Association of Diabetes and Pregnancy 
Study Groups (IADPSG) convened with representatives from 
many countries to come to a global consensus regarding 
the diagnosis and optimum management of GDM. The 
consensus guidelines were based mostly on the results 
from the HAPO (Hyperglycaemia and Adverse Pregnancy 
Outcome) study reported in 2008. This study was designed 
to clarify the risks of adverse outcomes associated with 
degrees of maternal glucose intolerance less severe than 
those with overt diabetes. It reported a strong correlation 
between increasing maternal glucose levels at 24-32 weeks 
and a range of adverse maternal and fetal outcomes.

Gestational Diabetes and an 
update on ADIPS by Dr Robyn Lloyd, FRANZCOG, MBBS, MSc, BSc (Hons)
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There was a strong association of maternal glucose levels 
below those diagnostic of DM with increased birth weight 
& cord blood serum C-peptide levels which is a measure 
of fetal insulinaemia. There was no significant association 
with primary caesarean section or neonatal hypoglycaemia 
(Figure 1). Importantly, this was a large randomized 
multicenter trial and these associations did not differ among 
centres and therefore could be used globally to develop 
outcome-based criteria for classifying glucose metabolism 
in pregnancy. Data from numerous other studies have been 
consistent with the HAPO Study results. The authors of 
HAPO made the recommendation to lower the cut-offs for 
diagnostic testing to identify & treat more women with GDM.

Figure 1: HAPO Study Cooperative Research Group. 2008 Hyperglycaemia 

and Adverse Pregnancy Outcomes. NEJM 358:1991-2002

Diagnostic Criteria for GDM (ADIPS 2014)

Can be classified as Diabetes Mellitus in Pregnancy or GDM

Diabetes Mellitus in Pregnancy:
 Fasting ≥ 7.0
 2h ≥ 11.1
 Random BSL ≥ 11.0 with diabetes symptoms

GDM:
 Fasting 5.1-6.9
 1h ≥ 11.0
 2h 8.5-11.0

Treatment Targets in GDM

Normoglycaemia is the goal

Education – diet & exercise

Fasting BGL ≤ 5.0

1 hr BGL (postprandial) - ≤ 7.4

2 hr BGL (postprandial) - ≤ 6.7

At least 2 elevated levels in 1 week, after consideration of dietary 
factors should prompt consideration of additional therapy

Who should be tested and when?

•  all pregnant women with risk factors should be tested early 
in pregnancy (16-18 weeks)

•  all pregnant women at 24-28 weeks without risk factors 
and all pregnant women who were tested early in 
pregnancy

How do we test for GDM?

•  75g oral GTT – high carbohydrate diet prior to testing is no 
longer required

Postpartum Management:

•  Insulin is ceased immediately after birth (postpartum insulin 
requirements return rapidly to pre-pregnancy levels)

•  BSL is checked for 24h – if normal, no further testing in 
hospital 

•  GP notified of diagnosis and patient advised to have repeat 
75gGTT at 6-12 weeks postpartum

• Longer term health implications:
 -  Increased risk of obesity, impaired glucose metabolism 

& developing Type 2 DM

The IADPSG Consensus Panel also considered cost/benefit 
analyses suggesting that the new criteria will be cost 
effective in improving outcomes and longer term maternal 
health. 

Gestational Diabetes and an 
update on ADIPS by Dr Robyn Lloyd, FRANZCOG, MBBS, MSc, BSc (Hons)

Dr Robyn Lloyd

Suite 3, Level 3, North Shore 
Private Hospital, Westbourne St, 
St Leonards, NSW, 2065 
T: (02) 9439 0050 
F: (02) 9966 5515 
Website: www.drrobynlloyd.com.au

Dr Robyn Lloyd is an Obstetrician and Gynaecologist at 
North Shore Private Hospital.
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Caring for Twin Pregnancies
by Dr Colin Walsh, MB BCh BAO DCH MRCPI MRCOG FRANZCOG CCT-MFM (UK) PhD

Q.  Are twin pregnancies common?
  Yes, twins are extremely common!  In NSW for instance, 

3% of babies (1-in-34) born in 2015 was a twin. Triplets are 
much less common – about 6 per 10,000 babies.

Q.  Twins are confusing – can you explain the 
different types?

   The critical factor in managing a twin pregnancy is the 
chorionicity (i.e. the number of placentas).  
•  80% of twins are di-chorionic (each twin has its own 

placenta).  Dichorionic twins always have 2 amniotic 
sacs and are sometimes called dichorionic-diamniotic 
(DCDA) twins. 

•  The other 20% of twins are mono-chorionic (they share 
a single placenta). Most monochorionic twins have 2 sacs – 
monochorionic-diamniotic (MCDA) twins. Rarely, (1-in-20,000 
pregnancies) twins can share both the same placenta and 
the same sac – monochorionic-monoamniotic (MCMA) twins 
– which are extremely high risk.

•  The terms “identical” and “fraternal” are confusing and 
should be avoided by medical professionals. Monochorionic 
twins are always monozygotic (single egg – genetically 
identical) and can be confidently labelled “identical”.  
However, dizygotic (fraternal) twins (2 eggs – not identical) 
may give rise to either a monochorionic or a dichorionic 
twin pregnancy.  

Q.  What complications are increased in twin 
pregnancy?

  Most pregnancy complications are increased in twin pregnancies 
(see Table). The most important risks are preterm delivery, fetal 
growth restriction and stillbirth, which is why twin pregnancies 
require close antenatal monitoring and earlier delivery.  

Singleton DCDA 
twins

MCDA 
twins

ANTENATAL COMPLICATIONS

Gestational diabetes 5% 10%

Hypertensive disorders 5-10% 10%

Fetal growth restriction 3% 5% 10%

Twin-Twin Transfusion syndrome 0% 0% 10-15%

Stillbirth > 24 weeks 0.5% 1.5%

DELIVERY COMPLICATIONS

Extreme prematurity (<28 weeks) 0.7% 1.5% 5%

Preterm delivery (<37 weeks) 6-8% 45% 75%

Caesarean delivery 30% >90%

Q.  What ultrasound surveillance is recommended 
for twins?

  Ultrasound is the cornerstone of monitoring in multiple 
pregnancies.  Accurate identification of chorionicity is critical 
and is best achieved by ultrasound at 10-14 weeks.
•  MCDA twins require fortnightly specialist ultrasound scans 

to look for twin-twin transfusion syndrome, commencing at 
16 weeks and continuing for the duration of the pregnancy.

•  DCDA twins require scans less often (no risk of TTTS) but 
still need closer monitoring than a singleton pregnancy. 
I typically recommend scans at 19, 23, 27, 30, 33 and 36 
weeks as a minimum, with increased surveillance in the 
event of any growth problems.

Q.  What prenatal screening can be offered to 
women expecting twins?

  Both nuchal translucency (NT) and NIPT screening can be 
offered.  NIPT is newer and is less well studied in twins; NT 
screening is still recommended as the 1st line test in multiple 
pregnancies, as it provides an individual aneuploidy risk for 
each baby. NIPT is becoming increasingly popular for twins 
but can only identify a risk for the pregnancy as a whole. NIPT 
cannot be used for triplets.

Q.  What are your thoughts regarding mode of 
delivery in twin pregnancies?

  Uncomplicated DCDA twins should be delivered at 
37+ weeks and uncomplicated MCDA twins at 36+ weeks.  
Twins complicated by fetal growth restriction require earlier 
delivery, which is best decided on a case-by-case basis by 
an experienced Maternal-Fetal Medicine (MFM) specialist.  
The 10-year multicenter Canadian Twin Birth study has shown 
that – for twins at 32 weeks or more where the leading twin 
is cephalic – elective caesarean delivery and vaginal twin 
birth are both reasonable options. A couple’s wishes are very 
important when discussing mode of twin birth.

Q. Have you cared for a lot of twin pregnancies?
  Absolutely!  I have looked after hundreds of women expecting 

twins. While working overseas, I ran a busy dedicated multiple 
pregnancy clinic, where we managed 10-12 sets of MCDA 
twins every week. It is recommended that complex multiple 
pregnancies – such as monochorionic twins – be cared for by 
an MFM specialist experienced in twin pregnancy. I have huge 
experience in antenatal care and delivery of multiple pregnancy 
including vaginal twin delivery.  

Dr Colin Walsh
SHORE for Women Suite G6, 460 Pacific Highway, 
St. Leonards, NSW 2065 
T:  1300 460 111 
F: 1300 460 222 
Website: www.shoreforwomen.com.au

Dr Colin Walsh is an Obstetrician, Maternal-Fetal Medicine and 
Ultrasound specialist at North Shore Private Hospital.
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Perinatal Anxiety and 
Depressions by Dr Vijay Roach, MRCOG, FRANZCOG

The arrival of a new baby brings joy along with challenges. 
The journey to parenthood is a time of adjustment for all couples. 
Understanding fluctuations in mood is important. Distress, anxiety 
and depression can be treated and with good recovery outcomes. 
Emotional health should not be overlooked.  

Anxiety and depression during the perinatal period affects around 
20% of mothers and 10% of fathers, almost 100,000 parents in 
Australia each year and is underreported and undertreated. Sadly, 
suicide is the leading cause of maternal death in Australia in the 
year after birth.

All health disorders are impacted by the combination of biological/
psychological and social factors i.e. biopsychosocial. Mood 
disturbance in pregnancy and early parenting may manifest as the 
“baby blues” (which are self-limiting and usually resolve within the 
first few weeks), sleep deprivation, isolation, adjustment disorder 
or classical symptoms of anxiety or depression. Postnatal psychosis 
is rare, significant and affects about 1 in 1000 women.

It’s important to evaluate the woman in the context of her personality 
and social environment. Untreated mental illness can have a 
profound impact on the mother, father, child and other family 
members. Sequelae can include ongoing depression, marriage 
breakdown, intergenerational effects and social and economic 
impacts.

Screening should be integral to good obstetric care. The Edinburgh 
Postnatal Depression Scale (EPDS) can be administered both 
antenatally and postnatally and used in conjunction with a 
psychosocial questionnaire, as well as screening for domestic 
violence and drug and alcohol misuse. Screening should only be 
done with adequate provision of services for follow up. Management 
may involve talking therapies such as cognitive behavioral therapy 
and interpersonal therapy. Medication is often useful, particularly 
SSRIs. Occasionally women and their babies will benefit from 
admission to a dedicated Mother Baby Unit. It’s also important to 
place value on support from family and friends.

Fathers too can be significantly affected, either de novo or because 
they are impacted by the illness of their partner. A father may feel 
extremely isolated and confused.  Some may be experiencing 
anxiety and depression themselves.  Recently there has been 
acknowledgement that dads should be included in the care that is 
developed for mums.  Factors that might affect dads include lack 
of social and emotional support, lack of sleep, relationship stress and 
unmet expectations of fatherhood.  Dads can find accessing support 
difficult, either because they don’t want to acknowledge their 
vulnerability, or they simply don’t know where to find help.

North Shore Private Hospital was the first private hospital to 
offer universal screening to women birthing in our unit through 
personalised appointments with trained Gidget midwives. The 
uptake was immediate and sustained and the feedback extremely 
positive. There has also been a culture change in the unit, with 
midwives and obstetricians more aware of the importance of mental 
health. Concurrent research has led to a publication in the Australian 
and New Zealand College Journal of Obstetrics and Gynaecology.

The program will expand in 2017 and be embedded into the on-line 
booking system. Women flagged at risk will then be contacted and 
offered an interview with a Gidget midwife. The patient’s obstetrician 

will be notified of any concerns and further help instigated as 
required. We hope to  rollout the Gidget Foundation Emotional 
Wellbeing Program across the entire Ramsay Health Care Maternity 
network in the future.

The Gidget Foundation’s mission is to raise awareness of emotional 
wellbeing in pregnancy and early parenting. Gidget was a vibrant and 
joyful Northern Beaches mother.  She had a loving, supportive family 
and a wide network of caring friends.  Gidget took her own life while 
suffering postnatal depression.  Her baby was 9 months old. Her 
personal suffering was isolating and her death left a hole in the lives 
of many.  

Initially established by Gidget’s friends and sisters the Foundation 
is now supported by passionate individuals, community leaders, 
businesses and health professionals. We promote the importance 
of maintaining good emotional health while working to ensure easy 
access to professional care for anyone needing help and support.

Programs include:
•  Gidget House Centres: Free counselling services for expectant 

and new parents in person and via Skype.  

•  Emotional Wellbeing Programs:  Free midwife support for 
pregnant women at selected hospitals.  

•  Education: Community, workplace, students / health professionals.

•  Research: advocacy and contribution to media and professional 
publications.

• Parents Matter in the Workplace

Resources include:
•  DVD Behind the Mask https://www.youtube.com/

watch?v=FjqOqJLkyFs
•  Beyond the Baby Blues (Knox, O’Reilly, Smith), a definitive 

Australian guide
• Brochures and other written material
• Website www.gidgetfoundation.com.au and Facebook page

The Gidget Foundation receives no government funding and is 
entirely supported by the generosity of philanthropic individuals, 
businesses and grants.  Our community of supporters is an engaged 
and sophisticated group of well-networked professionals. We are 
particularly grateful to Ramsay Health Care for their ongoing support, 
in particular North Shore Private’s CEO, Richard Ryan and former 
CEO, Greg Brown.

Dr Vijay Roach
Suite 3, Level 3 
North Shore Private Hospital 
St Leonards

T: 02 9462 9800  
F: 02 9462 9058

Dr Vijay Roach is an Obstetrician & Gynaecologist 
and VMO at North Shore Private Hospital, Chairman 
Gidget Foundation Australia and Vice-President Royal 
Australian and New Zealand College of Obstetricians 
and Gynaecologists.
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Microsurgical Breast Reconstruction: is DIEP the new gold standard?
by Dr Shagun Aggarwal, B.Sc(Med), MBBS(Hons1), MS, FRACS(Plast) 

What is Microsurgical Breast Reconstruction?
Autologous breast reconstruction entails using the patient’s
own tissues to create a breast mound. Microsurgical breast
reconstruction involves raising of a flap on its pedicle (with
an artery and vein), which is harvested and detached, and 
ubsequently reanastomosed to vessels in the chest to create 
he breast mound. 

Who is it for?
Most women who undergo a mastectomy are candidates 
for this type of reconstruction. However microsurgical 
reconstruction is considered first line for patients who have 
undergone post-mastectomy radiation where incidence 
of complications and failure rates with implant based 
reconstruction are as high as 30-50%. These complications 
include capsular contracture, significant post radiation skin 
changes, volume discrepancy and implant extrusion.

What are the benefits?
•  No long term implant complications even in non-radiated 

patients such as rotation, rupture, rippling and no need for 
exchanges of implants every 10-15 years

•  Ideal reconstruction for radiated post mastectomy bed 
circumventing problems with implant based reconstruction

•  The flap changes with the patient – fluctuating with weight 
changes, and undergoes ptosis like a normal breast.

•  Acceptable donor site – patients often receiving the 
benefits of an abdominoplasty whilst undergoing 
reconstruction for an abdominal based flap.

What are the options?
First line options include abdominal free flaps such as DIEP, 
msTRAM, and SIEA flaps. Second line flaps include those 
from the thigh such as gracilis (TUG) and anterolateral thigh 
(ALT), and those from the buttock such as SGAP and IGAP. 
Other flaps include latissimus dorsi myocutaneous flap which 
can be pedicled or used as a free flap.

What is a DIEP flap? 
The deep inferior epigastric perforator flap involves isolating 
abdominal skin and subcutaneous tissue on perforating 
vessels originating from the deep inferior epigastric artery. 
The perforators and vessels are dissected through the rectus 
muscle, sparing it in its entirety, often achieving fascial and 
abdominal closure without the use of mesh. Since the muscle 
and fascia is preserved abdominal morbidity is minimised. 
This has led to its ever increasing popularity in autologous 

free flap breast reconstruction.

What is the difference between a TRAM and 
DIEP flaps? 
A TRAM flap, utilises the same abdominal donor site and 
same blood vessels as a DIEP flap but divides the entire 
rectus muscle. While this is not a problem for unilateral 
reconstruction, bilateral reconstruction involving division 
of both rectus muscles can result in difficulties performing 
certain movements especially changing from lying to a sitting 
position. It also usually requires a large piece of abdominal 
mesh to prevent the occurrence of a bulge or hernia 
formation. 

A DIEP flap involves dissection of the blood vessels that 
supply the abdominal skin through the rectus muscle, 
without harvesting that muscle. However this involves 
expertise in dissection of the small abdominal perforators, 
and an understanding of when and where it is safe to do 
so. An assessment of a patient’s abdominal wall perforators 
can be made preoperatively with a CT angiogram, but the 
ultimate decision is based on intraoperative findings.

Sometimes, when perforators are of insufficient size to 
supply blood to a large flap, a small piece of muscle may be 
harvested to maintain multiple small perforators and this is 
known as a muscle sparing-TRAM (msTRAM). Almost always 
it is possible to spare medial and lateral parts of each rectus 
muscle even with small perforators, therefore retaining some 
rectus function. In my practice therefore a DIEP or msTRAM 
is the gold standard for breast reconstruction.
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Microsurgical Breast Reconstruction: is DIEP the new gold standard?
by Dr Shagun Aggarwal, B.Sc(Med), MBBS(Hons1), MS, FRACS(Plast) 

What are the patient outcomes?
Patient 1 (Figure 1) had a bilateral immediate reconstruction 
following prophylactic mastectomies as she was a carrier 
for the BRCA gene. Even in patients who appear to have 
insufficient abdominal wall tissue, it is possible to harvest 
bilateral DIEP flaps to create a small size (B or small C 
cup) breast on each side. Figure 2 demonstrates an early 
post- operative result with bilateral DIEP flaps. The patient 
subsequently returned for nipple reconstruction giving the 
final result (Figure 3). 

What are the complications?
Other than general complications of bleeding, and infection, 
specific risks associated with microvascular free flap breast 
reconstruction include need for takeback to theatre to check 
anastomosis (<5%), and risk of total or partial flap loss (<1%). 
Donor site complications include abdominal bulge or 
hernia (<1%).

Where is this surgery performed?
Dr Aggarwal performs this surgery at Hunters Hill Private, 
RPA, POW, RHW and Sydney Adventist hospitals. 

References: Photos courtesy of Dr Liza Wu, Associate 
Professor of Plastic Surgery, University of Pennsylvania, 
Philadelphia, USA

Dr Aggarwal
Rooms Details 
85 Burdett St, 
Hornsby;

Suite 6, 54-60 Briggs St, 
Camperdown; 

Suite 4, Level 6, 75 Crown St, 
Woolloomooloo 

T: 1300 80 9000 
F: (02) 9475 0607 
Website: www.draggarwal.com.au

Dr Aggarwal is a specialist plastic surgeon regularly 
operating at Hunters Hill Private and Castlecrag Private 
Hospitals.

Figure 1 Figure 2 Figure 3
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What is Interventional Radiology and how can 
it help Women’s Health? by Dr Albert Goh, MBBS, BSc(MED), FRANZCR, EBIR

Advances in medical imaging have led to advances in 
minimally invasive treatment. Interventional Radiology 
has, for decades, led the way in this treatment paradigm. 
Techniques such as angiography, angioplasty and stenting 
were all originally conceived by Interventional Radiologists 
and the specialty continues to pioneer innovative, modern 
treatments at the frontiers of new technologies.

Interventional Radiology procedures are performed as day 
surgery, without surgical wounds, thus increasing patient 
safety and satisfaction. It is cutting edge treatment, without 
the cutting. 

Through simple percutaneous access, micro wires and micro 
catheters can navigate internal channels to dilate, occlude 
or deliver therapeutic agents. This technology can be used 
in women to recanalise fallopian tubes, treat symptoms due 
to uterine fibroids, or pelvic pain secondary to pelvic venous 
congestion.

Fibroids can be embolised through the uterine arteries, 
as a minimally invasive therapeutic option. This reduces 
recuperation time and the uterus is preserved, leaving the 
possibility for future pregnancy. 

Pelvic venous congestion is an under-recognised cause of 
non-cyclical pelvic pain. It can present with dragging pelvic 
pain, dyspareunia, post-coital ache and menstrual disorders. 
This can be treated simply and efficiently with ovarian vein 
embolisation. 

Not only are our Interventional Radiologists experts in 
diagnosis, they have also undertaken sub-specialty training 
in percutaneous and endovascular techniques. Your patients 
can greatly benefit from this pool of expertise in a modern 
specialty, which continues to evolve and expand into new 
frontiers. 

Dr Albert Goh is an Interventional Radiologist at North Shore Radiology and Nuclear Medicine

Fig 1. Incompetent left ovarian 
vein with large pelvic varices 

Fig 2. Embolised left ovarian vein with decompression of the pelvic 
venous system
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Women’s Health Imaging byDr Anne Miller, MBBS (HONS), FRANZCR

Dr Anne Miller is a radiologist at North Shore Radiology and Nuclear Medicine 

PELVIC MRI
Pelvic MRI provides exquisite detail of the organs and soft 
tissue structures of the female pelvis, with no exposure 
to ionizing radiation. Much more detail can be obtained than 
that seen with US or CT for many conditions.

MRI can be very helpful in investigation of pelvic pain. 
The radiologists at NSRNM have particular expertise in 
assessing benign pelvic conditions such as endometriosis, 
adenomyomatosis and uterine fibroids, which can all be 
associated with pelvic pain. In particular the ability to image 
“deep” or invasive endometriosis, which can be invisible on 
other imaging and at laparoscopy, is a strength of MRI. MRI 
can assess disease without needing surgery 
or laparoscopy, helping to guide the appropriate treatment.

MRI is also very helpful in staging tumours of the female 
pelvis. In collaboration with the North Shore gynaecological 
oncology multi-disciplinary group tumours such as cervical, 
endometrial, vaginal and vulval cancer can be assessed 
to provide the treating clinician with accurate anatomical 
information. Atypical and indeterminate ovarian lesions 
can be further assessed by MRI.

Developmental abnormalities of the uterus and ovaries 
can also be accurately and safely investigated with MRI. 
The female pelvic floor and bladder can also be assessed 
with MRI, to help in the investigation and management of 
incontinence.

BREAST IMAGING
Breast imaging has changed significantly over the past few 
years and in many cases the full array of breast imaging 
needs to be employed to sort out breast problems. 
BreastScreen NSW provides a useful process of screening 
mammography in women with population risk. In certain 
situations women may be above population risk, and 
consideration should be given to more comprehensive 
assessment. Many of our specialists also work at 
BreastScreen NSW and are accredited in mammographic 
screening for breast cancer. 

NSRNM offers comprehensive breast imaging including 
US and Mammography (2D) with tomosynthesis (3D 
mammography) and Breast MRI. The addition 
of Tomosynthesis (3D) to mammography increases 
the ability to find significant abnormalities in the breast. 
It also helps avoid false positive mammographic findings, 
and as a result avoids the need for additional mammographic 
views in most cases. Ultrasound is complementary to 
mammography, looking at breast tissue in a different way, 
using no ionizing radiation and is particularly helpful as a 
supplementary tool to assess the breast for women who 
have dense tissue on mammography. Breast MRI remains 
an adjunctive test which in specific cases can add significant 
information in surveillance and diagnosis.

MRI Female Pelvis- Sagittal T2 image- demonstrating 
invasive endometriotic plaque in the pouch of Douglas, 
with involvement of the anterior wall of the sigmoid colon
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North Shore Private Maternity Services
North Shore Private together with our community welcomes over 2,500 babies each year! 

Our Maternity Team, led by our very experienced Clinical Manager, Stephanie Virgona and postnatal NUM, Michelle Daniels, take pride 
in patient safety and wellness. North Shore Private is proud to have such a collaborative team of Obstetricians, Paediatricians, Midwives, 
Social Workers and Lactation experts to ensure a very special pregnancy and birthing experience. In the event of a baby requiring special 
care, our Special Care Nursery is well equipped. 

“North Shore Private is a wonderful environment to have your baby. We pride ourselves on being able to accommodate individual needs 
through pregnancy, birth, postnatal care and through the early stages of parenting and family life together.” says Michelle. 

“Our skilful, caring Midwives, with the help of our lactation specialists, educators and doctors is what I believe makes our maternity unit 
exceptional.” 

Our hospital is uniquely located next to Royal North Shore Hospital allowing us to provide our patients with the highest level of private 
hospital care but with the quick access to a tertiary level care facility if required.

OBSTETRICS AND GYNAECOLOGY

Dr James Bacon
Suite 10, Level 3
North Shore Private Hospital
ST LEONARDS NSW 2065
T: 02 9437 4299
F: 02 9439 1395
SI: Obstetrics and gynaecology

Dr Michelle Batey
Suite 10, Level 3
North Shore Private Hospital
T: 02 9438 3132
F: 02 9438 3135
SI: Obstetrics and gynaecology

Dr Geoffrey Brieger
Mater Medical Centre 
198 Pacific Hwy
CROWS NEST  NSW  2065
T: 02 8920 0137
F: 02 8920 0636
SI: High and low risk obstetrics, 
pre-eclampsia

Dr Sean Burnet
The Mater Clinic 
Suite 103, Level 1, 3-9 Gillies Street
NORTH SYDNEY  NSW  2060
T: 02 8920 2266
F: 02 8920 2600
SI: Obstetrics, colposcopy, abnormal bleeding, 
endoscopic surgery

Dr Gil Burton
Suite 1, Level 3
North Shore Private Hospital
ST LEONARDS NSW 2065
T: 02 9460 8766
F: 02 9460 6477
SI: High risk obstetrics, urogynaecology 

Dr Neil Campbell
Marren, Campbell & Mackie
Suite 3.03, 205 Pacific Hwy
ST LEONARDS NSW 2065
T: 1300 330 990
F: 1300 440 990
SI: Advanced laparoscpic surgeon, pelvic 
pain, menstrual disorders, fibroids

Dr Eve-Lyn Chia
Suite 106, 63A Archer Street
CHATSWOOD  NSW  2067
T: 02 9412 3808
F: 02 9412 3087
SI: Obstetrics, adolescent gynaecology, 
infertility, abnormal bleeding

Dr James Ferry
Level 5, 22 Darley Road
MANLY  NSW  2095
T: 02 9977 0581
F: 02 9977 2584
SI: Obstetrics & Gynaecology

Dr Robert Ford
Suite 3, Level 3
North Shore Private Hospital
ST LEONARDS NSW 2065
T: 02 9347 3636
F: 02 9966 5515
SI: Obstetrics and gynaecology, prolapse, 
infertility 

Dr Paul Fowler
Level 5, 22 Darley Road
MANLY  NSW  2095
T: 02 9976 0911
F: 02 9977 2584
SI: Obstetrics & Gynaecology

Dr Felicity Gallimore
Suite 104, AMA House
69 Christie Street
ST LEONARDS  NSW  2065
T: 02 9460 9470
F: 02 9460 9444
SI: Gynaecology

Dr Keith Hartman
The Mater Clinic
Suite 103, Level 1, 3-9 Gillies Street
NORTH SYDNEY  NSW  2060
T: 02 8920 0260
F: 02 8920 2600
SI: Obstetrics

Dr Rachael Hickinbotham
Suite 10, Level 3
North Shore Private Hospital
ST LEONARDS NSW 2065
T: 02 9439 0369
F: 02 9439 0010
SI: Obstetrics and gynaecology

Dr Po-Yu Huang
RPAH Medical Centre
310/100 Carillon Ave
NEWTOWN  NSW  2042
T: 02 9519 2704
F: 02 9519 8605
SI: Obstetrics

Dr Adrian Kwok
The Mater Clinic
Suite 107, Level 1, 3-9 Gillies Street
NORTH SYDNEY  NSW  2060
T: 02 9929 8688
F: 02 9929 8698
SI: Obstetrics

Dr Robyn Lloyd
Suite 3, Level 3
North Shore Private Hospital
ST LEONARDS NSW 2065
T: 02 9439 0050
F: 02 9966 5515
SI: Obstetrics and gynaecology

Dr Sophie Lynch
Suite 9, Level 3
North Shore Private Hospital
ST LEONARDS NSW 2065
T: 02 9460 6400
F: 02 9966 0506
SI: Obstetrics and gynaecology

Dr Stephen Lyons
The Mater Clinic
Suite 106, Level 1, 3-9 Gillies Street
NORTH SYDNEY  NSW  2060
T: 02 9955 5888
F: 02 8088 4387
SI: Obstetrics & Gynaecology, Endometriosis

Dr Anne MacGibbon
Suite 3A, Level 3
North Shore Private Hospital
ST LEONARDS  NSW  2065
T: 02 9439 0110
F: 02 9439 0458
SI: Obstetrics & Gynaecology, High Risk 
Obstetrics

Dr Adam Mackie
Marren, Campbell & Mackie
Suite 3.03, 205 Pacific Highway
ST LEONARDS  NSW  2065
T: 1300 330 990
F: 1300 440 990
SI: Obstetrics & Gynaecology
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North Shore Private Maternity Services
Dr Manveen Mangat
Level 2, 176 Pacific Highway
GREENWICH  NSW  2065
T: 02 9425 1600
F: 02 9425 1611
SI: Fertility Specialist

Dr Anthony Marren
Marren, Campbell & Mackie
Suite 3.03, 205 Pacific Highway
ST LEONARDS  NSW  2065
T: 1300 330 990
F: 1300 440 990
SI: Obstetrics and gynaecology, infertility

Dr Alexandra McRae
Westmead Chidrens Hospital
WESTMEAD  NSW  2145
SI: Adoloscent gynaecology, obstetrics

Dr Alastair Morris
Suite 2, Level 5
North Shore Private Hospital
ST LEONARDS NSW 2065
T: 02 8484 7888
F: 02 9439 4916
SI: Obstetrics and gynaecology

Professor Jonathan Morris
Department of Obstetrics & Gynaecology
Royal North Shore Hospital
Reserve Road
ST LEONARDS  NSW  2065
T: 02 9251 8550
F: 02 9251 8525
SI: Obstetrics

Dr Stephen Morris
British Med. Assoc House
Suite 902, 135 Macquarie St
SYDNEY  NSW  2000
T: 02 9926 4731
F: 02 9926 4020
SI: High Risk Obstetrics, abnormal pap smear, 
general gynaecology

Dr Emma O’Shea
Suite 11, Level 3
195 Macquarie Street
SYDNEY  NSW  2000
T: 02 9976 2329
SI: Obstetrics

Dr Richard Porter
16 Marshall Avenue
ST LEONARDS  NSW  2065
T: 02 9439 3158
F: 02 9906 5303
SI: Obstetrics & Gynaecology, infertility

Dr Vijay Roach
Suite 3, Level 3
North Shore Private Hospital
ST LEONARDS NSW 2065
T: 02 9437 3440
F: 02 9966 5515
SI: Obstetrics and gynaecology, perinatal 
anxiety, depression

Dr Mark Ruff
Suite 12
17 Bungan St
MONA VALE NSW 2103
T: 02 9979 6133
F: 02 9979 6054
SI: Obstetrics, lap gynae surgery

Dr Sean Seeho
Department Of Obstetrics And 
Gynaecology 
Royal North Shore Hospital 
Level 2, Building 52
ST LEONARDS  NSW  2065
T: 02 9462 9800
F: 02 9462 9058
SI: High and low risk pregnancies, 
miscarriage, preeclampsia, preconception 
counselling, twins, autoimmune disease

Dr Sashi Siva
Level 1, 56 Neridah Street
CHATSWOOD  NSW  2067
T: 02 9413 9196
SI: Ultrasonography

Dr Christopher Smith
Suite 3A, Level 3
North Shore Private Hospital
ST LEONARDS NSW 2065
T: 02 9439 7210
F: 02 9906 2957
SI: Obstetrics, gynaecology, pelvic floor 
dysfunction, incontinence

Dr Steven Tan
The Mater Clinic
Suite 104, Level 1, 3-9 Gillies Street
NORTH SYDNEY  NSW  2060
T: 02 9923 4222
F: 02 9923 4242
SI: High Risk Obstetrics, Infertility,  
abnormal pap smear

Dr Hugh Torode
Suite 3A, Level 3
North Shore Private Hospital
ST LEONARDS NSW 2065
T: 02 9906 8816
F: 02 9906 8516
SI: Obstetrics, laparoscopic gynae surgery, 
pelvic floor repair, colposcopy

Dr Susan Valmadre
Suite 102 Mater Clinic, Mater Hospital 
Rocklands Road
CROWS NEST  NSW  2065
T: 02 9922 2330
F: 02 9922 2334
SI: Gynaecological Oncology, obstetrics

Dr Michael Van Der Griend
Suite 3, Level 3 
North Shore Private Hospital 
3 Westbourne Street 
ST LEONARDS NSW 2065 
T: 02 9966 5500 
F: 02 9966 5515 
SI: Gynaecology, High Risk Obstetrics, 
infertility  

Dr Janet Vaughan
128 Penshurst St
WILLOUGHBY  NSW  2068
T: 02 9958 2100
F: 02 9958 2199
SI: High and low risk obstetrics, O&G 
ultrasound, infertility

Dr Colin Walsh
Shore For Women
Suite G6, 460 Pacific Highway
ST LEONARDS  NSW  2065
T: 1300 460 111
F: 1300 460 222
SI: High Risk Obstetrics, twins and triplets, 
medical disorders in pregnancy, advanced 
obstetric ultrasound

Dr Sarah Woodbury
Suite 8, Level 1, 22 Darley Rd
MANLY  NSW  2095
T: 02 9977 6918
F: 02 9475 5003
SI: Obstetrics

Dr Joyce Wu
Suite 203
135 Macquarie Street
SYDNEY NSW 2000
T: 02 9251 1525
F: 02 9252 6676
SI: Obstetrics and Gynaecology

GYNAECOLOGY

Prof Rodney Baber
Suite 3A, Level 3
North Shore Private Hospital
ST LEONARDS NSW 2065
T: 02 9439 3058
F: 02 9906 8516
SI: Menopause

Dr Jennifer Bradford
Suite 7, Level 4
North Shore Private Hospital
ST LEONARDS NSW 2065
T: 02 9966 0625
F: 02 9460 8779
SI: Vulvovaginal disorders, genital pain

Dr Gabrielle Casper
Suite 104, AMA House
69 Christie Street
ST LEONARDS  NSW  2065
T: 02 9966 9971
F: 02 9966 9972
SI: Gynaecology

Dr Gregory Gard
Suite 408, AMA House
69 Christie Street
ST LEONARDS  NSW  2065
T: 02 9463 2277
F: 02 9463 2034
SI: Gynaelogical oncology

A/Prof Alan Lam
Suite 408, Level 4, AMA House
69 Christie Street
ST LEONARDS  NSW  2065
T: 02 9966 9121
F: 02 9966 9126
SI: Laparascopic gynaecology
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For bookings and enquired call (02) 8425 3242

Maternity Services

Our Helping 
Hands Clinic

North Shore Private 
offers a specialised 
service to new families for 
mother and baby support. 

This service is for 
newborns to 12 month 
olds. It offers support and 
guidance with a lactation 
consultant, child and 
family health nurses and 
Mothercraft nurses. 

The services include
• Infant feeding
• Sleep and settling
• Adjusting to  

a new family
• Understanding 

premature babies

• Changing behaviours
• Multiple births
• Routines and rhythms
• Emotional wellbeing
• Returning to work
• Travelling with a baby 
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Welcome to our new and
returning VMOs 

Contact Details: Suite 12, 17 Bungan St,Mona Vale, 2103 
T (02) 9979 6133   F (02) 9979 6054    Web: www.drmarkruff.com.au

Contact Details: Room Details, Suite 3, Level 3, North Shore Private Hospital, St Leonards, NSW, 2065 
T (02) 9439 0050    F (02) 9966 5515    Web: www.drrobynlloyd.com.au    Email: info@drrobynlloyd.com.au

Obstetrics and Gynaecology
DR Robyn Lloyd   
FRANZCOG, MBBS, MSc, BSc(Hons) 

North Shore Private is pleased to welcome back Dr Robyn Lloyd from maternity leave.  

Dr Lloyd is a fully qualified obstetrician with experience managing pregnancies & delivering babies for women who 
have straight forward or complicated pregnancies. Dr Lloyd is happy to discuss any particular issues concerning your 
patient’s pregnancy and has a relaxed approach to any requests while ensuring that the safety of mother & baby are not 
compromised.

Robyn’s private practice also encompasses gynaecology where she provides a fresh new approach to women’s health concerns whether 
they are straight forward family planning issues, abnormal pap smears, menorrhagia (heavy periods) to more complex issues around 
prolapse, incontinence or pelvic masses.  She also has a special interest in vulval disorders. 

Her enjoyment and enthusiasm for her chosen career is obvious in her approach to patient care. Robyn is committed to providing the 
highest quality of care for her patients and prides herself on a caring, compassionate & thorough approach to all aspects of women’s 
health.

Robyn’s final year of specialist training included completing the Alan Ferrier memorial fellowship at North Shore Private 
Hospital and part-time Maternal Fetal Medicine Fellow at Royal North Shore Hospital.

Areas of Special Interest/Expertise

• Routine/complicated pregnancies
• Vulval disorders
• Women’s health

Obstetrics and Gynaecology
DR Mark Ruff   
BCST,MBBS(Hons),MAdvGynaeSurg, FRANZCOG 
Mark Ruff is an obstetrician and gynaecologist working on Sydney’s Northern Beaches and North Shore. Mark has a 
strong belief in patient centred care, ensuring individualised management plans tailored to each patient’s needs and 
desires.

In his final two years of specialist training, Mark pursued an interest in advanced laparoscopic gynaecological surgery, 
successfully obtaining a fellowship position with the Australasian Gynaecological Endoscopy & Surgery Society. While 

completing this fellowship, he also obtained a Masters of Advanced Gynaecological Surgery from Western Sydney University, graduating 
with distinction. Combined, these higher level qualifications give him both the knowledge and surgical skill to tackle complex operative 
gynaecological issues in the best manner for his patients, utilising the most up to date evidence and techniques. Mark is also passionate 
about obstetrics, which is the side of O&G which drew him into the specialty in the first place.
Outside of medicine Mark’s interests include music and his family. He currently plays principal trombone with the NSW Doctors Orchestra 
and the Lane Cove Concert Band.

In addition to English Mark can speak conversational Japanese, meaning most consultations can be done in Japanese if necessary.

Areas of Special Interest/Expertise
• High and low risk obstetrics, fertility family planning
• Advanced laparoscopic (keyhole) gynaecological surgery
• Pelvic organ prolapse
• Abnormal pap smears
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Obstetrics and Gynaecology
DR Joyce Wu   
BSc | MBBS | FRANZCOG 
Dr Joyce Wu is a consultant obstetrician and gynaecologist who strives to provide comprehensive women-centred 
care. She believes that a thorough understanding of a woman’s background and expectations is the key to successfully 
managing her health issues.

After completing a combined Science and Medical degree at University of New South Wales in 2006, Joyce found 
passion in women’s health during her resident years. She completed her Obstetrics and Gynaecology training at Royal 

Prince Alfred Hospital, and undertook further fellowship training in laparoscopic surgery and urogynaecology at Royal Prince Alfred 
Hospital and Westmead Hospital. She has been involved in various research projects and presented at multiple national conferences. 
She has also provided extensive support and mentorship for current and past trainees.

In addition to her competency in managing both high risk and low risk pregnancies, Joyce’s clinical interests include management of 
abnormal Pap smears, contraceptive advice, abnormal uterine bleeding, pelvic pain, vaginal prolapse, and urinary incontinence. 

Joyce’s family influence and migrant experience enabled her to appreciate the importance of cultural diversity in women’s health. She 
seeks out to listen to the women’s needs, and provide the highest standard of care that is both individualised and integrated. Her gentle 
and caring nature complements her competency in managing all aspects of your general gynaecological health and pregnancy journey. 

Joyce consults in English and Mandarin.

Areas of Special Interest/Expertise
• Menstrual abnormalities and pelvic pain
• Prolapse and incontinence
• Abnormal pap smears
• Management of low risk as well as complicated pregnancies

Contact Details: Room Details, Suite 203, 135 Macquarie Street, Sydney NSW 2000 
T (02) 9251 1525    F (02) 9252 6676    Web: www.sydneygec.com.au    Email: drjoycewu@sydneygec.com.au

Welcome to our new and 
returning VMOs 


