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LEAD STORY

Advocating for general
practice research
SHARON LAPKIN

As a pioneer of academic general practice,
Emeritus Professor Peter Mudge sees a great
future for research in the ﬁeld.
A renowned scholar of general practice
spanning ﬁve decades, Professor Peter
Mudge believes that despite advancements
in many areas of medicine, a number of
important fundamentals have stayed the
same.
‘The art part of medicine, the healing,
patient communication and comfort ... have
remained core,’ he said. But there are
differences. ‘The death rate has changed,
health has improved ... Our students are
better educated, our doctors are better
educated, better prepared for the task –
which is lucky because the task has become
much more difﬁcult.’
Politics has also interfered and changed
medicine, Mudge said, and ‘in a far greater
degree than it ever did’. Health was once
‘better respected by the political process
than it presently is’, although he said he was
pleased the RACGP was ‘asked a lot more
now than they were 10 or 12 years ago for
an opinion about things’. The announcement
by the federal Health Minister Tanya Plibersek
at GP12, which sees the Commonwealth
Government working with the RACGP to help
GPs engage with the Personally Controlled
Electronic Health Record system, clearly
demonstrates the College’s standing in
national political decision-making. As chair
of the College Council between 2003 and
2010, Mudge played a signiﬁcant role in
building the RACGP into an organisation that
lobbies and works effectively for all Australian
GPs, and it is general practice that is his life’s
work and his great passion. >>
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>> ‘General practice has arrived on the medical
scene in a serious way,’ he said. ‘We’ve got the
ear of the political process much more than we
did have. We are able to do work in collaboration
with the government that is beneﬁcial. We’ve
arrived on the academic scene in a way that’s
quite signiﬁcant in terms of where we were all
those years ago when I started.’
However, there are some things Mudge is
still concerned about and he cited Aboriginal
health as a key example. ‘We have not made the
progress we should have in solving the problems,’
he said, although he is proud of the RACGP’s
new Aboriginal and Torres Strait Islander
Faculty, which is setting out to address issues in
Indigenous health.
Mudge worked in academic posts at The
University of Queensland (UQ) and during that time
he always made time to keep up his clinical work,
despite a busy teaching workload. ‘I’d take a week
or 2 weeks out and go do a locum for someone
and just immerse myself back in it again to keep
myself up-to-date,’ he said. ‘You’ve got to keep
grounded and I think your credibility depends on it.’

The fundamental thing about
any profession or discipline is its
academic content.
Mudge's preference for rural and remote
medicine is legendary. ‘You’re much closer to
people’, he said, ‘you see the way community
interacts and the way the health services integrate
within the community and how you can have
some effect’. Mudge loved working in Berri,
the small, close-knit town on the Murray River
in South Australia, where he and his wife Val
relished the opportunities country life provided
for their four children. Being ‘involved in life and
death, which you are in a country town in an
intimate way, is a very good life experience,’ he
said. ‘To have your children growing up and going
to the local school and them being involved in the
local community made a rich life for us when we
were younger.’ In fact, later, after their years in
Queensland when they were thinking about where
they’d like to live, Mudge said, ‘the two places
that were important to us were the two places
where our children grew up’ – Berri and Hobart.
Born in Geelong and growing up in Mt
Gambier – the town near the South Australian
border famous for its Blue Lake – the country
has always been a big part of Mudge’s life.
After graduating from The University of Adelaide
in 1961, he practised medicine in Adelaide,
Darwin and Berri before accepting an invitation
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to lecture in the Department of
General Practice at the University
of Dundee in Scotland. After 12
months in the UK, he returned to
Australia in 1974, and lectured
part-time in the Department of
Primary Care at Flinders Medical
School in Adelaide. From there, his
love affair with Tasmania began as
he moved across Bass Strait and
taught in the Faculty of Medicine at
The University of Hobart. He was
to return to the Apple Isle in 1998
to take up the position of professor
of general practice and head of
department, but in the meantime
Queensland was to be his home.
Moving up north for just over a decade
in 1988, he took up the second chair
of general practice in Australia at UQ,
and was appointed head of the Social
and Preventive Medicine Department.
In 1992, he was invited by the vice
chancellors of UQ and James Cook
University (JCU) to set up a clinical
school in Townsville for UQ medical
school, which eventually became the
new medical school for JCU.
Keeping up his clinical skills in general
practice until 5 years ago, Mudge saw it
as an opportunity to practise medicine and
help patients, but he also identiﬁes it as
the backbone of his teaching and research
work. He describes himself as a modest
researcher – despite winning the Faulding
Prize for Research in 1982 – who is
blessed with the skills to encourage, mentor
and enable other researchers to reach their
potential. He derives a lot of satisfaction
from teaching, which he immediately
acknowledges he loves. ‘All human beings
are intuitively teachers; that’s how we rear
our offspring, and so it’s an extension of that
skill,’ he explained. ‘I like the young ones
keeping me alive and keeping me on the ball.’
The old Turkish proverb ‘If speaking
is silver, then listening is gold,’ rings true
of Mudge, who has the ability to lead a
conversation while listening intently and
responding generously. ‘My legacy would be
my mentorship of a number of people’, he said,
explaining that he didn’t set about developing
a skill set for implementing medical research.
‘I think I’ve got something to contribute,’ he
added, reﬂecting on his advocacy. As chair of
The University of Tasmania’s Health Research
Ethics Committee, Mudge’s skills are highly
valued and his contribution to academic general
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practice is renowned. He
believes that ‘GPs are basically
humble because they know
they don’t know it all’, and
doctors, he said, ‘feel a
sense of gratitude because
they recognise that they have
a better insight into what the
meaning of it all is than perhaps
some other people do’.
A Fellow of the RACGP for
more than 38 years, Mudge was
awarded its highest accolade, the
Rose-Hunt Award, in 1998 – and
a life Fellowship of the College in
2010. He has contributed to the
RACGP in manifold ways since
becoming a Fellow. In 1983, he
became chairman of the Research
Committee of Council; in 1984 he
became chairman of the Tasmanian
Faculty and in 1988 director of
the Research, Family Medicine
Program. He was also chair of
Council from 2003 to 2010.
Mudge is dedicated to the RACGP
Foundation, of which he is patron.
‘The fundamental thing about any
profession or discipline is its academic
content’, he said, and ‘what we’ve
been slow about in general practice
– because we ourselves haven’t
understood it very well – is what the
academic content of general practice
actually is’. Involved in a campaign, with
others around the world, to advance
general practice research, Mudge said it
is vital ‘so that we can learn more about
what it is that we do; describe better the
things that we do; advocate better the
things that we do’.
Emphasising the importance of
promoting GP research, Mudge said the
College ‘is an academic organisation with
an internationally acclaimed education
program, and we’ve been very effective.
We’ve done that very well.’ But what we
haven’t done, he said, is the research
aspect. ‘That’s largely because we haven’t
quite known where to start.’ He is thrilled
that GP research is taking its rightful place
and that its future looks so promising.
‘I’ve been talking to people for over 35
years and I inherited from my predecessors
– the broad shoulders on which I launch what
I’m doing – the need to get a robust research
program going that will ﬁll the gap that we
have in the evidence about what we do.’

The reason general practice research is
difﬁcult, Mudge said, is because ‘so much
of what we do is not easy to tell,’ and he
compared diabetes management to a patient
who comes to the surgery ‘sick, sad, lonely
and depressed’. The latter makes diagnoses
very difﬁcult to quantify. Mudge conducted a
survey some years ago, in a practice he was
working in, where he looked at diagnoses in
relation to general health, housing and other
socio-economic factors. The fundamentally
important thing, he said, was that ‘we had a
diagnosis so we could compare it to the other
variables’. What he discovered demonstrated
the problematic nature of general practice
research. Ten per cent of patients who
came through to the doctor actually had no
diagnosis. ‘The diagnosis wasn’t relevant
to the communication that was going on,’
Mudge explained, and that was because the
‘communication in the doctor’s surgery varied
between clinical diagnoses and a discussion
about life matters’.
The factors that make general practice
difﬁcult to research are also those that
make the profession so interesting for GPs
at the coalface. ‘It is said that specialists
treat about nine or 10 conditions for 90%
of the time’, Mudge explained, but ‘GPs
are looking at the whole range or spectrum
of conditions all the time.’ They ‘have to
be satisﬁed with uncertainty. Medicine isn’t
certain and what GPs do is separate out the
ﬂoss from the gloss’, he said. When he was
practising in Berri between 1965 and 1970,
Mudge’s referral rate was 8%. ‘I don’t think
it was any different to anyone else,’ he said,
and he believes it demonstrates that the
sense of ‘urgency’ so often seen in today’s
general practice is often not necessary.
‘The good thing about general practice is
that – unless it’s a life-threatening thing
– you can wait and see what’s wrong with
them. It will either declare itself one way or
the other.’
Mudge’s pioneering work in academic
general practice compliments his work
with the RACGP Foundation. This year
at GP12 he presented the Peter Mudge
Medal to Associate Professor Clare Heal for
her research into perioperative antibiotics
and wound infections. That the research
into how GPs practise medicine is gaining
momentum is in no small way attributable to
the boy who grew up by the sparkling Blue
Lake in Mt Gambier, and who – unlike most
of the other country boys in the border town
– went to university and studied medicine.
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Crafting words
from medicine
SHARON LAPKIN

Dr Justin Coleman
discusses his two great
passions: medicine and
writing.

Photos
GP and President of the Australasian
Medical Writers Association Dr Justin
Coleman.
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Well-known GP and medical writer Dr Justin
Coleman can’t imagine doing anything other
than combining his two great passions.
‘I can’t ever imagine leaving medicine’, he
said, and ‘I can’t imagine stopping writing’.
Coleman is also a sought-after public
speaker and perhaps that’s due in part to the
demonstrable ease with which he sprinkles
banter and humour throughout his interactions.
As one of ﬁve kids, and a devoted father to
his own, he believes humour is an essential
component of practising medicine.
‘I ﬁnd it’s a great icebreaker; I think it
helps people relax. I’ve always liked humour
and banter ... That’s the way I interact with
patients’, he said. ‘It shows you’re listening
... it shows you’re noticing. It shows you’re
comfortable enough with them’.
He readily admits that the humour and
one-liners don’t stop at work. It’s an integral
part of his family life as well, and he enjoys the
fact that his children have developed their own
unique senses of humour.
After graduating from The University of
Melbourne in 1992, Coleman practised in the
small coastal town of Point Lonsdale for
6 years before heading to the remote
Northern Territory. There he worked in
Kakadu for 2 years and then Tennant Creek,
and he enjoyed every minute of it. ‘I loved the
job in Kakadu; it was a brilliant job. A mix of
Aboriginal health and emergency medicine.
Three hours to get a plane out if there was
an emergency – some people died in the
meantime – it was quite full on,’ he said.
Unfortunately, in remotes areas, he added,
‘so much of it is emergency medicine and you
have limited resources’.
Coleman remains committed to Indigenous
health and these days practises 3 days a
week at the Inala Indigenous Health Service
in Brisbane, where he runs the clinic’s
teaching program and is a GP researcher.
He’s delighted that he ‘landed in Inala’, where
85% of the patients are Aboriginal and he can
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make a contribution to improving the health
of Indigenous Australians. ‘Closing the Gap is
a highly complex area where you need lots of
incremental things to close little bits of the gap
in different places at the same time,’ he said.
He went back to Tennant Creek this year
and ‘in terms of likely health outcomes’, he
didn’t think much had changed for the better or
is likely to change over the next decade. ‘There
are still a lot of kids who didn’t go to school
much and if you get a generation who doesn’t
get educated, it’s very hard for them when they
become mums and dads to have better health
outcomes.’

Coleman feels lucky to be working at Inala.
‘It’s a great health service’, he said, that’s ‘doing
lots of research and preventive health and all
those things you don’t have the resources to
do in remote areas’. As well as practising in
Brisbane, he works half a day a week for the
Northern Territory as a program support doctor
for two desert communities near where he used
to live in Tennant Creek. He is able to do this
without being physically present, although he
travels there at least twice a year. They are both
nurse-only practices where he orders tests,
interprets them, answers the nurses’ questions
and alters patient medications. All the nurses’

‘notes are on the web and I tap into them’,
Coleman explained, adding ‘it’s not as good as
seeing patients, but when I left the Territory they
were in a bit of trouble because they didn’t have
enough doctors, so I did it’.
His other great professional love, which is
writing, commenced seriously in his fourth
year of medicine when he had his ﬁrst article
published. ‘I love seeing a piece, which I’ve
worked and reworked and crafted,’ he said. As
a busy medical writer, Coleman has produced
an impressive 800 published pieces of writing
over the years. He wrote the weekly column
‘GP tips’ in Medical Observer for 13 years and

now writes a more humorous column. He writes
a health page for the Croakey website and is
a regular peer reviewer for the British Medical
Journal, the Medical Journal of Australia and
Australian Family Physician.
Coleman also maintains a blog called ‘The
naked doctor’ that describes ‘instances where
it is better to do nothing rather than make
the mistake of intervening’. However, it is his
leadership of the Australasian Medical Writers
Association (AMWA), of which he was elected
president in 2010, that enables him to promote
his love of medical writing, as well as continue
to develop his own skills. >>
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>> The AMWA has been a hub for medical
writers for more than 20 years and Coleman’s
expertise as both a doctor and a writer are a gift
for the members who beneﬁt from the wisdom
he shares.
The AMWA offers a professional
development program, job opportunities through
its freelance register, an annual conference and
opportunities to network with peers. It is open
to journalists who want to specialise in medical
writing and doctors who want to write.
Published writers become full members
straight away, but unpublished writers
commence as afﬁliate members. ‘From a
doctor’s point of view you just need to have an
interest in writing to join,’ Coleman said. ‘Quite
a few doctors join in the ﬁrst year as an afﬁliate
and get a bit of a buzz on and start getting
something published, and after that they’re a
full member.’
The majority of members come from a
journalist background, Coleman said, which ‘for
me I found very attractive because I wanted
to hang around people who knew a lot about
writing’. The organisation combines ‘people
from health who have moved into writing’, he
said, ‘and people from writing who have moved
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into health’. The annual AMWA conference is
set for Melbourne in 2013, after a successful
event in Brisbane in 2012. It’s Coleman’s
biggest week of the year, where ‘roughly half
the sessions are focused on the writing art –
always with a medical focus, and the other half
is always something to do with medicine, like
evidence-based medicine’.

I can't ever imagine
leaving medicine and I can't
imagine stopping writing.
For Coleman, practising medicine and
writing go hand-in-hand. He believes that
medicine is integral to his writing. ‘If I left
medicine I would probably slowly become a
worse medical writer because you just don’t
keep up,’ he said. Time management is
vital for him to keep two interwoven careers
going, especially now that he is also a
well-utilised writer by mainstream media. ‘If
I particularly wanted to now, and not earn as
much money’, he said, ‘I could now become
a full-time writer – there’d be enough jobs,
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I have my ﬁngers in enough hats and pies
that I’d have enough work – but having said
that it wouldn’t be interesting to me and I
wouldn’t do it.’ Writing without practising
medicine, and the ‘endless variety of general
practice’ doesn’t tempt Coleman because it’s
his fascination with medicine that drives his
writing.
Sometimes touted as a future leader,
Coleman appears to put his leadership qualities
to use in a more unconventional way. ‘I like
having my ﬁngers in lots of different pies and
wearing lots of hats. I’m very comfortable with
never particularly mastering any of them. I’d
far prefer to be pretty good at two things than
really good at one thing.’ He loves to take a
multifarious task, which has been presented
to him or that he has created himself, and set
about getting it done well.
Rumour has it that Coleman is writing a book
and, no doubt, his many fans will be keen to
read it. The multi-talented doctor also plays
in a band. ‘Thirteen daggy GPs on stage at
the same time,’ he laughed. It appears that
whatever way he chooses to communicate
to an audience, this unassuming GP has an
audience waiting for his offerings.

PORTRAITS OF GENERAL PRACTICE

GENEVIEVE YATES

Good Practice
introduces a new
monthly column:
'Portraits of general
practice'.

Swamp gardening
‘I’m really surprised you settled for being a
GP. You used to be such an over-achiever!
Why didn’t you choose something that’s
intellectually challenging?’.
I hadn’t seen my old uni friend since
med school and after the ﬁrst 5 minutes
of listening to him boast about his prestige
and income, I was reminded of why I
hadn’t made the effort to stay in touch.

It takes intellect
and bravery to
negotiate the
treatment maze
without a map.

Dr Genevieve Yates works as a GP and medical
educator in the Northern Rivers region of NSW.
She's a regular columnist for Australian Doctor
and a published author. Genevieve is also an
accomplished musician, actor and playwright.
She’s had ﬁve of her plays, a musical (about
general practice) and a short ﬁlm produced.

By the time he ﬁnally got around to asking
what I was doing, I was seeking means of
conversational escape.
I smiled sweetly and replied, ‘I did. Some
enjoying ﬁddling around with bonsai, while
doctors like me ﬁnd challenge and reward
in being swamp gardeners,’ before politely
excusing myself.
I was introduced to the concept of swamp
gardening by GP, researcher and medical
educator extraordinaire, Dr Louise Stone,
during an address she gave at the 2011
GPET Convention, and I have to admit I’m
quite taken with the metaphor.
It relates to the messiness of general
practice; the reality that we spend much
of our time dealing with undeﬁned and
sometimes undeﬁnable illness. In medical
school we were taught to approach a
presenting complaint in a stepwise fashion:
history, physical examination, investigations,
diagnosis and then ﬁnally management. In
primary care, it isn’t always so clear cut.
Donald Schön, in his book Educating the
reﬂective practitioner, wrote: ‘In the varied
topography of professional practice, there is
a high, hard ground overlooking a swamp.
On the high ground, manageable problems
lend themselves to solution through the
application of research-based theory and
technique. In the swampy lowland, messy,
confusing problems defy technical solution.’

The most horticulturally challenging
swamp species are conditions without nice,
neat diagnostic labels. It is hard to wage
war on a nameless, faceless enemy. If
they are tough for us, they are enormously
more difﬁcult for the patients they affect.
Many have been on the diagnostic treadmill
for years. Poked, prodded and imaged
over and over by various GPs; bounced
from specialist to specialist. They’re told
everything they don’t have. Some latch
onto the labels they accumulate along
the way, grateful for any name to explain
their suffering. I recall a patient for whom
a somatoform disorder diagnosis brought
immense comfort. ‘It’s a real disease,’
she’d tell her friends. ‘It means my body’s
more sensitive than other people’s.’
Others ﬁnd such diagnoses insulting,
shameful and upsetting, desperate for
a more socially acceptable explanation.
One such patient told me that the day she
was diagnosed with breast cancer was
the happiest day of her life. ‘At least now
people will believe I’m sick,’ she said. As
Dr Stone said in her address, ‘There will
never be a funrun raising awareness for
medically unexplained symptoms.’
Nobody would deny that swamp
gardening can be frustrating and draining.
However, if you are searching for
meaningful, important and interesting work,
you’ll ﬁnd it in the swamp.
It is challenging to sail the diagnostic
sea without sinking under the weight of
over-investigation or being capsized by a
missed serious condition. It takes intellect
and bravery to negotiate the treatment
maze without a map. And there’s immense
reward and satisfaction to be gained by
wading through the swamp with your
patients, weeding and planting. Efforts,
which if you’re lucky, will occasionally bear
fruit.
Even if I had spent time explaining it,
I suspect my old uni friend would not
have understood the fundamentals of
swamp gardening. My cryptic answer
made an impression though. I heard he’d
commented that ‘Genevieve‘s gone all
ﬂower-power closet hippy. Must come from
living near Byron Bay. Shame that. She
used to be kinda normal.’
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Dr Rahma Targett
NICK JOHNS-WICKBERG

Dr Rahma Targett has taken the scenic
route to Australia, practising medicine in
some fascinating places along the way.
She’d had extensive experience
managing emergencies in
challenging conditions, but
when a helicopter went down
in the war-torn Darfur region
of Sudan, Dr Rahma Targett
needed to ﬁnd something more.
A group of internally displaced people were
being transferred to El Fasher, the town
where Targett – who oversaw four medical
clinics in different states in Darfur – was
based. When the chopper crashed, Targett
and her colleagues didn’t think twice, and
headed to the scene without security and
not knowing what awaited them. Nearby
aid workers dropped what they were doing
to help and, under Targett’s guidance, the
makeshift team made the best of an awful
situation. One life was lost, but many were
saved.
‘That memory is still quite vivid,’ Targett
said. ‘You have to decide – my life is in
danger, should I go? Of course! I think even
the rebels understood that we were trying to
save people, so they stayed clear.’
Targett now works as an Indigenous health
GP in Alice Springs, but her journey there
was anything but direct. Born in Gonzaga,
a town 300 km north of Manila in the
Philippines, she moved to Pakistan to live
with her father at 16 years of age. It was
there she trained as a doctor at Rawalpindi
Medical College and commenced her
medical career.
After a stint working in Saudi Arabia,
Targett’s sense of adventure really kicked in.
‘I’ve always been interested in Indigenous
health, so I wanted to do something in
Africa,’ she said.
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What eventuated was 15 months of
volunteer work in Eritrea and Ethiopia with
the United Nations (UN), an organisation that
was to provide her with plenty of inspiration.
In March 2005, Targett was sent to
the UN Chief Medical Ofﬁcers’ (CMOs)
conference in Italy to represent her mission,
and it was there she decided to turn her
passion into her career. After meeting CMOs
from all around the world, she applied for a
permanent position in Sudan and volunteered
to be posted to Darfur. ‘The logistics are
difﬁcult, the land is barren,’ she said, but
ultimately her work in the impoverished
country was the most rewarding of her
career to date.
Each week, Targett would make visits to
all four of the clinics under her supervision.
She regularly saw emergency patients –
snakebites, car crash injuries and severe
cases of malaria were common. What she
learnt above all, though, was the importance
of breaking down cultural barriers and
understanding how best to communicate with
her patients.
‘To know the background and culture of
patients is the most important thing to be
a very effective medical practitioner,’ she
said. ‘When you get to know the culture and
background of your patients, you know better
how to deal with them.’
Sudan was also the land of a ﬂourishing
romance for Targett. While holidaying in
Rome she had met a Tasmanian radiographer
named Chris, who suddenly became
inspired to move to Darfur. ‘He followed me,
actually!’ Targett explained.
Rahma and Chris got married in Sudan
before moving with the UN to East Timor –

close enough to Australia for Chris’ liking,
and challenging enough to keep Rahma
interested. She worked as the mission’s
deputy CMO and he got a job at the
Australian Defence Force hospital in Dili, but
in 2010, after the birth of their second child,
they decided it was time to move to Australia.
Rahma prepared herself for the move by
reading up on Aboriginal culture and the
health problems she could expect to see in
the region. Given her experience, she felt
that ‘maybe I could share what I’ve learnt
throughout my years as a medical practitioner
and at the same time I would learn from it’.
She started work as a GP with the Central
Australian Aboriginal Congress (CAAC)
in Alice Springs, and while she found it
‘overwhelming in the beginning’, she quickly
developed an understanding of the local
culture and now has a strong rapport with
her patients. She ﬁnds it rewarding to see
‘the patient evolve as a whole person, and

the whole family and the whole community’.
In 2012, just 2 years after her move to
Australia, Rahma gained RACGP Fellowship.
The Targetts are well settled in Alice
Springs where Chris’ radiography skills are a
valuable addition to the local health service.
Their son is in primary school and daughter is
about to start preschool.
Rahma’s working schedule is busy – she
has also recently started working on-call
one night a fortnight as a district medical
ofﬁcer with Remote Health, which she said
has recreated in part the thrill of practising
emergency medicine. When she does ﬁnd
time off, she and Chris enjoy participating in
the children’s various activities, or just taking
long walks to enjoy the peace and quiet of
the area. She has also tried to learn golf, but
unfortunately her skill with the driver doesn’t
yet match her skill with the stethoscope.
With a largely rural population spread out
over a vast area, staying connected in the

Northern Territory has its challenges, so
Rahma and her family participate twice a
year in the Compass Weekends, run by the
Northern Territory Workforce Association.
Aside from being a fun trip for the kids, she
said the weekends are an important way
to meet and stay in touch with other GPs,
and show doctors they are supported and
appreciated.
Although she is loving life in Alice Springs,
Rahma isn’t sure her globetrotting adventures
are complete.
‘I’ll be open to more challenges in the
future,’ she said. ‘I don’t know how the
future will unfold for us, but for now we’re
comfortable.’

Photos
P10: Dr Rahma Targett; p11, L to R: Uluru in Kata-Tjuta
National Park; Rahma and Chris Targett and their children;
a thorny devil lizard; Rahma, Chris and their daugther.
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Swimming with the ﬂow
NICK JOHNS-WICKBERG

Taking the plunge and
adding swimming to
your exercise routine
can have physical and
psychological beneﬁts.
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There’s something cathartic about being
immersed in water. It’s a realm free of
mobile phones and invasive technology,
where stress washes away and life’s
problems struggle to ﬁnd breath. We swim to
escape the heat, to challenge ourselves, to
stay ﬁt, but we also swim because it clears
our mind and gives us a feeling of physical
and psychological weightlessness.
The beneﬁts of swimming regularly as
exercise are undeniable. It provides a great
cardio and muscular workout without the risk
of impact injuries associated with dry-land
sports. Perhaps more interestingly, though,
is the psychological phenomenon of ‘ﬂow’,
which has been described and studied in
regular and high-level swimmers.
The term was coined in the 1970s
by Hungarian psychologist Mihaly
Csikszentmihalyi to explain the experience
of becoming completely absorbed in a
pursuit or activity ‘to the exclusion of all
other thoughts and emotions’, generally with
positive results. Examples include the artist
who gets so involved in their work that they
forget to eat for days, or the athlete who
ﬁnds such a rhythm that they no longer need
to think consciously about what they are
doing.
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Dr David O’Donnell is a Melbourne
cardiologist and electrophysiologist who
specialises in sports-related cardiac health.
He also swims competitively and knows the
feeling of being ‘in the zone’.
‘I think it comes when you are swimming
right at your physiological threshold without
stretching too far beyond the anaerobic
threshold,’ he said. ‘The stroke feels perfect
and there is a sense you could go forever. I
feel this much more frequently in the open
water when the even swells and wide open
spaces add to the effect.’
Research has shown that swimming – in
which sensory distraction is minimal and
motivation is simple – is one of the most
common ways to achieve a state of ﬂow. In
Csikszentmihalyi’s book Flow in sports, a
swimmer who achieved the state was asked
to describe how it felt and how it affected
their performance. ‘I was really tuned in to
what I was doing, I knew exactly how I was
going to swim the race, and I just knew I had
it all under control,’ the swimmer said.
Although ﬂow is still not fully understood, it
appears the likelihood of achieving it is much
greater in athletes who have spent years
training and perfecting their sport. Authors of
a 2007 Greek study into ﬂow in professional

sportspeople noted that ‘technique is
something that prevents athletes from
focusing on their performance’, suggesting
the single-mindedness needed to reach ﬂow
requires a well-rehearsed and instinctive set
of skills.
Csikszentmihalyi also described the
importance of a challenge-skills balance
in ﬁnding ﬂow. This means the athlete’s
perceived challenge must be comparable to
their level of skill; an athlete who can swim
1500 m in around 20 minutes is unlikely to
achieve ﬂow unless they set themselves the
target of beating that time. On the other hand,
setting unrealistically high goals does not help
ﬂow and is likely to create a negative mindset
when those goals aren’t achieved.
Aside from creating feelings of satisfaction
and achievement, one of the beneﬁts of ﬁnding
ﬂow is that it provides escapism from life’s
concerns. This is especially true in swimming,
which is an isolated experience by nature.
Many professionals – including doctors – ﬁnd
that a daily swim gives them an opportunity
to clear their heads of their work-related
stresses. ‘Type A personalities and people in
stressful jobs beneﬁt enormously from time
off’, O’Donnell said, and ‘exercise is one of a
number of ways this can be achieved’.

There is evidence that the beneﬁts of
exercise on the brain are physiological as
well as psychological. Research from The
University of Queensland published late last
year showed that regular physical exercise
increased the levels of growth hormone
in the brains of ageing mice, stimulating
the growth of stem cells and signiﬁcantly
reducing age-related decline.
As swimming burns fewer calories
than many land-based forms of exercise,
it appears a lot of people trying to lose
weight exclude swimming from their ﬁtness
regimen. A landmark study authored by
Dr Grant Gwinup in 1987 showed that
moderately obese women who swam
regularly over 6 months lost no weight on
average, whereas women who cycled or
ran lost 12% and 10% of their bodyweight
respectively. There are several explanations
for this. One is that swimming is not a
weight-bearing sport, so it requires less
energy to move through water than it
does on land. Research has also shown
that swimming increases appetite more
noticeably than land-based forms of
exercise. This appears to be linked to
the temperature of the water; the colder
it is, the more likely swimmers are to

overcompensate with food afterwards. A
2005 study found the energy intake of men
recovering from a 45-minute swimming
session in 20⁰C water was 44% higher
than after a comparable session in 33⁰C
conditions.
Despite these apparent limitations,
O’Donnell said swimming remains an
excellent form of exercise for many groups.
He noted that swimming provides a ‘full
body workout’ and is a good option for
overweight or elderly people who might ﬁnd
weight-bearing exercise difﬁcult.
‘I strongly believe the major component of
healthy weight management is consistency
of exercise rather than the actual calories
burnt with a particular exercise.’ he said.
‘It is far more important to ﬁnd an activity
you enjoy and can perform regularly and
without limitation. Because swimming can
be easier on the joints and muscles it is an
easy activity to perform on a daily basis.’
When all is taken into consideration,
swimming appears a great way to stay ﬁt
an effective way to experience ﬂow. It takes
time, but with the right attitude and a wellreﬁned technique, there is no reason why
everyday swimmers can’t reach their own
feeling of mental and physical exhilaration.
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Dr Mike Cadogan takes
the medical world
beyond social media
SHARON LAPKIN

Senior emergency
physician, digital
visionary, medical
educator and
bestselling author
Dr Mike Cadogan
has big ambitions for
medicine.

14

Back in the mid-1990s, before Facebook and
Twitter took the world by storm, emergency
physician Dr Mike Cadogan was in the UK
studying natural science on a scholarship at
Oxford University. When he’d completed that,
he moved on to Edinburgh University to study
clinical medicine and later surgical training and
orthopaedics. It was there, in Scotland, that
Cadogan ﬁrst ventured into the little known area
of social media. It was also the beginning of an
adventure that was to deﬁne his relationship
with medicine for the next 17 years.
With Professor Chris Oliver, an orthopaedics
colleague in Scotland, Cadogan discovered
the phenomenon of online communication
and its potential for sharing information
between medical professionals. As a result,
he and Oliver founded OrthoGate, an online
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community for fellow orthopaedic surgeons to
share their expertise and clinical images.
‘We could upload images of complex
fractures and discuss the best options for
treatment,’ he said. ‘We were able to gain
access to people we’d never met before, but
who we knew did well in a particular ﬁeld.’
By 1998, Cadogan had moved from
orthopaedics to emergency medicine and
was living in Australia. Working in a Brisbane
hospital he realised that he was able to
download and store electrocardiograms and
orthopaedic X-rays from the wards. Along
with the clinical images he had brought with
him from Scotland, Cadogan put together a
substantial medical database. He scanned all
the images in on a duplex A3 scanner, stored
them on zip drives and organised a server.

Over the past 15 years Cadogan has
uploaded 140 000 images onto the server. ‘I
got a Kodak .8 megapixel camera’, he said, ‘to
start off the process, then just started collecting
the photograph plus the actual pathology plus
the ﬁxation'. He initially collected images of
fractures, then electrocardiograms, clinical
cases and clinical case scenarios. In 2001,
he built the ﬁrst stand-alone image-collating
database using FoxPro – a text-based,
procedurally oriented programming language
and database management system. He was
able to store all 140 000 images as metadata
tapes.
‘I did a total of 25 metadata tapes for each
piece of information, but every time I built
something it was basically at a time when
technology wasn’t advanced enough, computer
programming wasn’t advanced enough,
cameras weren’t powerful enough, scanners
were too slow,’ he explained. ‘I was doing
2600 dpi scans – whereas now I do 9000 dpi
scans. I was taking pictures on one megapixel
cameras – now I take them on 14 megapixel
cameras.’
A decade later – as pioneers often do –
Cadogan looks back and acknowledges that
the enormity of his work now appears a little
less signiﬁcant than it was in the making. ‘You
could pick up the program I built in 2001 for
$20 off the shelf or get it for free,’ he said. But
he also points out that the collation, collection
and curation of information in the clinical image
database was important progress for global
medical education. The ‘local and parochial’

nature of education in the past, where ‘you
could be a great little teacher in your own little
group of four or ﬁve people,’ doesn’t account
for getting the teaching content out to other
people who need it, Cadogan said. ‘You could
have a PowerPoint, you could have an email
mailing list’, but that audience is too limited and
the need for knowledge sharing is too great.
In 2008, Cadogan started a medical
blog called ‘Life in the fast lane’. Today it
has developed into the largest emergency
medicine blog in the world, with more than
10 000 daily page views and 163 000
unique visitors a month. Cadogan is regarded
widely as the number one medical blogger
in Australia, and the blog, ably assisted by
Dr Chris Nickson, provides highlights from
the ‘webbed world of emergency medicine
and critical care’. But one look at Life in the
fast lane reveals it is more than a blog. It’s
a carefully coordinated offering in an online
universe of medical informatics Cadogan
has created that includes Australia’s largest
directory of doctors called HealthEngine; an
online database of education and resources
for the Australasian College for Emergency
Medicine (ACEM) called iMeducate; and
Cadogan’s latest offering – the Global Medical
Education Project (GMEP).
‘HealthEngine was fairly straightforward
really,’ Cadogan said, reﬂecting on the tragedy
that motivated him to create the directory and
appointment system when he ﬁrst moved to
Perth from Brisbane. ‘On Christmas Day a
friend of a friend’s mum came in – ovarian

cancer, stage four. I diagnosed it at the
bedside; put an ultrasound on her. I knew
nobody,’ he said. ‘I didn’t know how to get her
into anywhere.’ While Cadogan was able to
get personal recommendations for referrals to
surgeons, he actually needed ‘to get a hold of
somebody who wanted to do this operation’,
without his patient waiting unnecessarily.
The experience caused Cadogan so much
professional frustration that he spent
6 months creating HealthEngine. He
individually typed in 48 000 doctors’ names
and practices and then found people to host
the searchable database off his website.
‘Somebody needed to put it together’, he
said, referring to local collections of doctors’
contact details in hard copy notepads, books,
and non-searchable jpeg images of pages on
the web. Taking an individual, a group and a
location he created a database that interlinked
and made ‘me more ﬁndable than an individual
page in a magazine’, he said.
Cadogan sees himself as an innovator, rather
than a businessman or venture capitalist.‘My
job is to set things up, ﬁnd the problems, write
the original solutions and then hand them
on,’ he explained. And true to form, a couple
of years ago he handed over all rights to
HealthEngine free of charge to the people who
currently run it.
Regarding iMeducate, Cadogan said ‘There
had to be a way of taking these USBs with
Excel spreadsheets, remembered questions
and past questions – there had to be some
way of putting it together’, he said. >>

Reprinted from Good Practice Issue 1/2 – January/February 2013

15

TECHNOLOGY

>> ‘Not in a black bank wiki, but in some
way that you could actually learn from it.’ So he
set about creating an integrative online learning
process where the medical student could answer
high quality peer-reviewed multiple-choice
questions based on the core textbooks for the
ACEM. Cadogan has expert assistance onboard.
Surgeon, lawyer and best-selling medical
textbook author Dr Rodney Peyton, who is also
an internationally renowned medical educator
and examiner for the Royal College of Surgeons
in England, is part of the iMeducate team.
Cadogan is currently working on a new
element to iMeducate, which is the option to
rent a chapter of a textbook, rather than paying
for the entire book. About 80% of the students
sitting the ACEM primary exam use iMeducate
and the pass rate for those students is 100%.
A successful academic author in his own
right, Cadogan has co-authored six textbooks
including Emergency medicine, which is in its
sixth edition, and the Toxicology handbook
now in its second edition. His books have
been translated into several languages and
are widely used, but he would like to see them
freely available to all medical professionals who
need them.
Cadogan’s most recent project is GMEP,
which provides an online forum for doctors and
medical students to pose questions about cases,
diagnoses and treatment. They receive points
and awards for their achievements and have
the option to share their scores and posts on
mainstream social media. GMEP has gathered
more than 1000 members since it started in
December 2012, and students from about 50
universities across the world are participating.

My job is to set things
up, find the problems, write
the original solutions and
then hand them on.
Along with GMEP, Cadogan introduced
the world to a new concept called FOAM,
which stands for free, open-access medical
education. The acronym also stands for the
perceived next step – what is going to happen
beyond social media.
Cadogan intensely dislikes closed
professional networks. He believes that online
anonymity is an illusion and that people should
not assume what they say online is conﬁdential

or anonymous, even behind pseudonyms.
But it isn’t fear that drives his view – it’s a
belief in transparency and that education and
information should be within every person’s
reach, not just those who have the means to
purchase it.
The joy for Cadogan is that in GMEP and
FOAM he has created an online space where
educational resources are free and openly
available. His determination and commitment
have seen doctors in countries such as Costa
Rica, Saudi Arabia, Pakistan, the Philippines,
South Africa, Brazil, Egypt, Israel, Turkey
and Zimbabwe signing up in droves. This, he
said, is because for the ﬁrst time they have an
opportunity to be part of a global education
movement. The doctors have access to high
quality information without the barriers that
have always made ‘medicine such a closed
shop’. And doctors in third-world countries
who don’t have continuing core education
opportunities now have a forum where they can
seek core generic information in a collaborative
and supportive environment.
It’s clear that Cadogan wants to make the
world a better place. But he also has room
in his life for a couple of other medical roles.
One of those is as team physician for Emirates
Western Force rugby team. The other is as an
emergency physician for VIP Medicine where
he cares for the health of visiting VIP guests
to Australia. These include musical luminaries
such as The Eagles, Rickie Lee Jones, Neil
Diamond, Elton John, Michael Bublé and even
Justin Bieber. But that’s vastly different from
his passion for technology in medicine and,
indeed, a whole other story.
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General practice pro
NICK JOHNS-WICKBERG

Tasmania’s Prospect
Medical Centre was
awarded General
Practice of the Year
at GP12. We ﬁnd out
why.

Photos
Top: Frank Brunacci during his acceptance
speech at GP12.
Bottom: John Ballantyne and wife Bronwyn,
and Jenny Brunacci and husband Frank accept
their award from RACGP President Dr Liz
Marles (right) at GP12.
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When Dr Frank Brunacci opened the
Prospect Medical Centre in Launceston in
1982, the solo clinic was both his home and
ofﬁce. His wife worked in reception while
the couple’s ﬁrstborn son played behind
the desk, and the challenge of starting a
practice from scratch was all too apparent.
Competition was tough and ﬁnding business
was a slow process. During Prospect’s ﬁrst
3 weeks, Brunacci saw just one patient – his
father-in-law.
‘In Launceston it was fairly well-doctored
at the time. It was a slow start,’ Brunacci
said. ‘My wife used to say to me “Oh Frank,
don’t worry, it’ll pick up,” and very gradually,
in fact, it did.’
Fast forward 31 years and Prospect is
unrecognisable from its humble beginnings.
The practice – now with 10 doctors, a
specialist nursing staff and its own allied
health unit – received the RACGP’s 2012
General Practice of the Year award at the
GP12 conference on the Gold Coast. Its
continued expansion is driven by need and
made possible by a focus on patient care.
‘Our main drive here is to practise, and
this has been my drive in general practice all
my working life … to offer the best service
and get the best outcome for patients,’
Brunacci explained.
Prospect’s approach can best be
described as holistic and comprehensive.
The allied health team, opened about 5 years
ago and located in a separate building on
the practice grounds, consists of a dietitian,
a psychologist, a mental health nurse, an
exercise physiologist, a podiatrist and a GP
specialising in dermatology. These specialists
are integrated into a computer-link system,
which allows them to share notes with the
practice’s GPs. Brunacci said the system
‘works beautifully’ and encourages good
working relationships between all staff,
translating to smoother and more effective
patient care.
One of Prospect’s most impressive
pursuits is its chronic disease management
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program. Brunacci said the burden of
long-term disease – especially diabetes – in
Launceston puts signiﬁcant demand on the
public health system, so Prospect manages
many patients who fall into that category.
Brunacci estimated that of the clinic’s 10
000 patients each year, between 250–500
of them require management for diabetes.
Having easy access to experts such as
a dietitian, a diabetic nurse educator and
a chronic disease nurse manager means
those patients can get comprehensive and
coordinated care that they might not have
known was available or sought themselves.
The education of future generations

We really don't give
the registrars lip service;
we have formal education
sessions where we take it
in turns and we block off
appointments and sit face
-to-face with a registrar.
of medical professionals is something
Brunacci and his colleagues take seriously,
and the results have been beneﬁcial for all
concerned.
‘The beauty about having GP registrars is
that the ﬁrst two we had, we kept,’ Brunacci
said. ‘The pleasure, from my point of view,
of actually teaching and the input that both
students and GP registrars give … I think
it’s mandatory for the practice we’ve got. It
works really well.’
Registrars take part in formal training
sessions where they can discuss anything
that might be troubling them, as well as
learning informally by observing the other
doctors in action.
‘We really don’t give the registrars lip
service; we have formal education sessions
where we take it in turns and we block off
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principals – Brunacci, Dr John Ballantyne
and Dr Matthew Fassett – form a brains
trust of sorts. They mee
e t regularly to discuss
innovative ideas for the practice and,
according to Brunacci, ‘no single decision of
any signiﬁcance is made without the three
of us’.
‘What we’ve done along the way is that
we’ve sort of embraced things as they’ve
come along fairly early,’ he added. The
next frontier is digital technology, and while
Brunacci said the practice’s adoption is in
its ‘embryonic form’, he sees online booking
and other digital developments as the
backbone of future practice innovations.

Winning the General Practice of the Year
award at GP12 was ‘probably one of the
nicest things that has happened to us as
a group’, but Brunacci said that kind of
recognition is not a motivating factor for
him or his colleagues. He thanked practice
manager Cecily Igglesden for making
the application as a way to recognise the
medical team’s hard work.
‘It’s nothing that any of the individual
doctors would have ever put in for,’ he said.
‘We’ve got a really, really good bunch of
doctors, our nursing staff is excellent and
the allied health team are all really good
individual clinicians.’

Just the recipe to help your
patients achieve a more
balanced diet
To order your FREE copies of the
latest ‘Healthy recipes with dairy
foods’ booklet go to:
www.dairyaustralia.com.au/HPrecipes
or scan the QR code.

Most Australian adults aren’t meeting their minimum
daily recommended serves of milk, cheese and yogurt.1
The ‘Healthy recipes with dairy foods’ booklet
features recipes using whole foods and
ingredients from the ﬁve food groups that
are important to a balanced diet.
1. Doidge JC et al. Aust NZ J Pub Health 2012;36:236–40.
© Dairy Australia 2013. All rights reserved.
Wellmark DAA22941 1/13
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New dietary guidelines coming
NICK JOHNS-WICKBERG

The National Health and Medical Research
Council (NHMRC) is on the cusp of releasing
an updated edition of the Australian dietary
guidelines. This marks the ﬁrst revision of the
guidelines since 2003.
The guidelines are compiled by a
working committee of nutritionists,
dietitians, epidemiologists and public health
leaders. Their role is to systematically
review the available nutritional evidence
and recommend what foods to eat, how
often and appropriate serving sizes. As
well as the general recommendations, the
NHMRC produces separate documents
with specialised advice for demographics
including children and the elderly.
As the guidelines are heavy in technical
information and scientiﬁc research, they are

targeted at nutrition and health professionals
with the idea that they can be a reference
point and passed on to the wider community.
Perhaps more useful for consumers seeking
information directly are the plain English
summaries of important recommendations
available at the NHMRC’s Eat for health
website.
While much of the advice in the revised
guidelines will be similar to the current
guidelines, the way the information is
presented will change. According to the
NHMRC’s director of public health, Cathy
Connor, the new guidelines will have a more
practical focus designed to help consumers.
‘This new revised version of the Australian
dietary guidelines focuses on foods and
food groups, rather than nutrients, as in the
current 2003 version,’ she said. ‘Much of
the information within the revised guidelines
is consistent with the 2003 version, but the

evidence has been strengthened for some
recommendations and advice.’
So what are the key messages for
consumers to take home? Connor said all
recommendations are important, but the
strongest emphasis is on ‘eating a wide
variety of nutritious foods from the ﬁve
food groups’. Australians need to eat more
fruits, vegetables and legumes, low-fat dairy
products, wholegrains, nuts, seeds and ﬁsh.
On the other hand, they should reduce their
consumption of high-fat, high-sugar and
high-salt foods as well as reﬁned grains,
starchy vegetables, high-fat dairy products
and alcohol. Connor said ‘most of the burden
of disease due to poor nutrition in Australia is
associated with excess intake of energy-dense
and nutrient-poor foods.’ She noted that
most evidence indicates between 21–25%
of children and 62% of adults in Australia are
either overweight or obese.

! HANDFUL OF !USTRALIAN ALMONDS
ARE GREAT FOR HEART HEALTH
Eating Australian almonds could help prevent diabetes
and heart disease, according to a recent study.1
The research found incorporating almonds into our diets
may help treat Type 2 diabetes and could also tackle
cardiovascular disease, according to the report published in the
Journal Of The American College of Nutrition.

FREE
300g SAMPLE

For more on this study go to www.australianalmonds.com.au/health

7KHßUVWUHDGHUVWRHPDLOWKHLUGHWDLOVWRDGPLQ#DXVWUDOLDQDOPRQGVFRPDXZLOOUHFHLYHDIUHHJVDPSOHWLQ
1. Wien M, et al., Almond consumption and cardiovascular risk factors in adults with prediabetes. Journal of the American College of Nutrition, 2010. 29: p. 189-197

Australian Almonds
www.australianalmonds.com.au
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Eating for health
MAREE FERGUSON

Dietitian Maree
Ferguson examines
the government's
dietary guidelines.

Tips for better health
• Eat wholegrain cereals for breakfast.
• Add a piece of fruit or vegetables as
a snack during the day.
• Swap sugar-sweetened beverages
for water.
• Drink more water – use a 1-litre
water bottle as a guide.
• Increase your incidental physical
activity by taking the stairs or parking
the car farther away from your
destination.
• Choose wholegrain bread instead of
white bread.
• Have a salad with lean meat and
brown rice, couscous or quinoa for
lunch or dinner.
• Share a dessert rather than have
your own.
• Use a smaller dinner plate.
• Swap full cream milk for low-fat milk.
• For more information visit
eatforhealth.gov.au.

Maree Ferguson, AdvAPD, RD, MBA, PhD,
Director, Dietitian Connection:
www.dietitianconnection.com
Contact: maree@dietitianconnection.com

Many Australians recently made
New Year’s resolutions. A
signiﬁcant number of these
resolutions would have been
n
diet-related because 62%
of Australian adults are
overweight or obese,
and this number is rising
rapidly every year.
The current dietary guidelines encourage
Australians to enjoy a wide variety of
nutritious foods. They recommend eating
plenty of vegetables, legumes and fruits, and
at least two serves of fruit and ﬁve serves of
vegetables daily. Currently, only about half of
all Australians meet the recommended daily
fruit serves and fewer than one in 10 meets
the vegetable daily serve recommendations.
It is imperative to encourage Australians to
eat even one extra fruit and vegetable serve
daily as there is evidence to suggest that
consumption of each additional serve of fruit
and vegetables per day is associated with a
decreased risk of heart disease.
The guidelines also recommend eating
plenty of cereal-based foods (including
breads, breakfast cereals, rice, pasta and
noodles), preferably wholegrain, as they are
a great source of ﬁbre. Cereal consumption
(especially at least three serves a day of
wholegrains and those with ﬁbre from
oats or barley) has been associated with
a decreased risk of heart disease, type 2
diabetes and excessive weight gain.
Lean meat, ﬁsh, poultry and/or
alternatives are an excellent source of
protein, iron and zinc – and up to 100 g of
cooked meat is recommended daily. Studies
indicate that consuming more than 100 g of
red meat per day may increase the risk of
colorectal cancer.
It is essential that Australians incorporate
dairy foods into their diet because milk,
yoghurt, cheese and/or alternatives (two
serves daily) are a key source of calcium.
Daily intake of at least two servings of dairy
foods has been linked with a decreased risk
of coronary heart disease. Where possible,
reduced fat varieties should be selected.
The dietary guidelines recommend limiting
saturated fat and moderating total fat

intake, choosing foods low in salt, limiting
alcohol intake and consuming only moderate
amounts of sugar and foods containing
added sugar. Decreasing saturated fat
intake assists in lowering cholesterol
levels. There is strong evidence that a
decreased intake of sodium is associated
with decreased blood pressure, and that
consumption of sugar-sweetened beverages
(including fruit juice drinks, soft drinks,
ﬂavoured mineral waters and sports drinks)
is associated with an increased risk of
weight gain.
Along with diet, physical activity
needs to be considered to achieve and
maintain a healthy weight. Almost 60%
of Australians don’t meet the physical
activity recommendations of at least 30
minutes of moderate-intensity physical
activity on most, preferably all, days. This
may be challenging for some Australians,
so recommending an increase in incidental
activity throughout the day, such as taking
the stairs instead of the elevator, is a
great ﬁrst step to achieving the physical
activity guidelines. The dietary guidelines
also recommend drinking plenty of water,
encouraging and supporting breastfeeding,
and caring for your food by preparing and
storing it safely.
The Australian dietary guidelines apply to
healthy people and those with chronic health
conditions such as being overweight. It is
important to remember that the guidelines
are not intended for people who require
special dietary advice for a medical condition
or the frail elderly.
In summary, the majority of Australian
adults could beneﬁt from making some New
Year’s dietary resolutions. To the left are
some easy changes that you can share with
your patients.
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Quinoa is one of the most fashionable wholegrains, and
for good reason. As well as being the fastest grain to
cook, it’s also extremely nutritious and versatile. Because
of its popularity, there are many different varieties of
quinoa available including white, golden, red and black.
Cooking times are the same for all the varieties, so
consider a mix of colours for a pretty effect.
Quinoa is wonderful in salads, soups, stews, risottos
and porridges, and is a good replacement for reﬁned
cous cous. It can be pepped up by adding a cup of
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roasted sweet corn kernels (or diced capsicum or
sliced mushrooms) with some chopped herbs (dill,
basil, spring onions, coriander or parsley). Cooked
quinoa will last 3–4 days in the fridge if well covered.
Rinse quinoa thoroughly under running water.
Place the water into a stockpot and bring to the boil.
Add quinoa, reduce to a low heat and cover with a lid.
Cook for 10–15 minutes or until all the water has
been absorbed. If the grain is still a little ﬁrm, add
another ½ cup of water and steam it slowly again.

Quinoa and vegetable patties
Method
Preparation time: 50 minutes
Serves 4
3 gluten-free
✕ lactose-free
3 vegetarian
✕ vegan
1 medium-sized onion
2 cloves garlic
1 small red capsicum
(replacement: celery, fennel or zucchini)
½ medium-sized carrot
1 cup quinoa
1 2/3 cups water
1 teaspoon chopped herbs
(thyme, rosemary or oregano)
2–3 tablespoons chopped parsley
300 g creamy ricotta
(replacement: cottage cheese)
4 medium to large eggs
3–4 tablespoons wholemeal ﬂour
(replacement: rice ﬂour or buckwheat ﬂour)
salt and pepper
½ tablespoon smoked paprika
2 tablespoons palm fruit oil
(replacement: ghee or coconut oil)

This dish is high in protein (quinoa,
ricotta and eggs) so it makes a great
meat replacement.
These patties can be served
as a main course with any sauce,
vegetables or salad. They also make
a nice side dish and are a great
cold snack. This recipe also works
well using kasha barley, millet, rice
or spelt. The vegetables can be
replaced with seasonal options, such
as pumpkin or parsnip, while quark or
cream cheese can be used instead of
ricotta. Alternative seasonings include
chilli, curry powder and ﬁve spice.
Both the dough and cooked patties
will last for several days in the fridge
if well covered.
1. Chop the onion and garlic very ﬁnely.
Cut capsicum in half, remove the core
and ﬁnely dice. Finely dice carrot.
2. Rinse quinoa well under running water.
3. Place quinoa and water in a stockpot.
Cover with a lid and bring to the boil.
Reduce to low heat and cook for
5 minutes.
4. Add garlic, onion, carrot and capsicum;
replace the lid and cook on a low
heat until the quinoa is soft and has
absorbed all the water.
5. Turn off heat and allow mixture to cool
to room temperature.

6.

Add herbs, parsley, ricotta and eggs,
and work into a creamy dough.
7. Add ﬂour and season with salt, pepper
and paprika.
8. Place a heavy frying pan on medium
heat and add the remaining oil.
9. Place tablespoon-sized patties into
frying pan, ﬂattening their tops a
little, and cook 3–4 minutes on each
side, or until they are golden brown.
(Alternatively, grease a baking tray and
bake the patties for 12–15 minutes in
a 200°C oven.)
10. Serve immediately.
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PARAMEDIC AUTHOR

Medicine,
crime and
a master
storyteller
SHARON LAPKIN

Katherine Howell uses
experiences from her
former career as a
paramedic to write
bestselling novels.

Photo
Katherine Howell writes bestselling crime novels for an international
audience.
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After publishing six internationally acclaimed
crime thrillers, Australian author Katherine
Howell is ﬁrmly on the world stage. But the
former Queensland paramedic is the ﬁrst to
admit that 15 years of working in medical
emergencies while studying creative writing
was hard work.
The gritty realism she is able to bring to her
stories is due to her extensive experience at
the coalface of human tragedies, but Howell
said the constant shift-work and daily grind of
accidents and injuries also took a personal toll
on her own health.
‘I was seeing a psychologist for the last few
of those years’, Howell said, ‘and every so
often she’d say to me “Have you ever thought
about leaving?” – but I just couldn’t even
comprehend that because it had become so
much of who I was’. She couldn’t see a future
for herself outside of her job. And in the end,
Howell said, her job ‘broke her heart’.
Throughout her paramedic career Howell
was working on her writing, but ‘The more I
wrote and the better I got at putting myself
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into other people’s shoes’, she explained,
‘the harder it got to keep a professional
distance when I went back to work’. Howell
drew on an example – a car accident where
a ‘young girl was trapped and dying and
her family was around,’ and ‘I couldn’t stop
imagining what it was like to be there or how
it felt from their point of view’.
Like all good writers who open themselves
up in order to imagine emotions and put them
on the page, Howell said the self-imposed
vulnerability means ‘You are open all the time.’
Add this to the stresses of being an ambulance
ofﬁcer, who is rarely called out to assist happy,
healthy people, and Howell said that towards
the end of her paramedic career she felt like
‘the whole world was full of misery and pain’.
But for her legions of fans in the UK,
Germany, France, Italy, Russia and Australia,
it is Howell’s professional experience and
vulnerability that make her novels compelling.
It’s also these traits that enable her to
exquisitely hone her characters and seamlessly
fast-track the pace so that her readers are

immersed so fully in her storytelling they
can’t put her books down. Howell is a master
at developing her characters while moving
the story along at an electric pace, and it’s
intriguing that we can know her characters so
well while moving so quickly.
Despite her expertise, it isn’t actually
the paramedics who are at the centre of
Howell’s novels. It’s a detective named Ella
Marconi, a perceptive and intelligent woman
who solves murder crimes against the odds
in challenging circumstances. Marconi’s
heart is sometimes beating ‘in her ears’
despite tailing crooks around the inner-city
streets of Sydney, observing, unﬂinchingly,
grisly post-mortem examinations and
falling deeply – in her sixth novel – for a
charismatic doctor with family baggage.
Howell, who wanted to be a writer since
she was in high school, said it took a number
of years before she realised she could use her
paramedical experience as a background for
her writing. ‘You forget how interesting it is to
other people,’ she said. She knew she wanted
to write crime novels, but the cross-pollination
between crime and paramedics took some
time to develop. She also knew she ‘couldn’t
have the paramedic being the solver of the
crime’, and ‘then when I did come up with a
paramedic and police angle ... it took a long
time to get the right balance’, she added.
Once Howell had settled on the
background of her ﬁrst Marconi novel,
she wrote her manuscript and sent it to
her publisher, who returned it with the
comment that it didn’t work because it
lacked suspense. To counter this problem,
Howell decided to write her creative writing
master’s thesis on developing suspense
and then apply everything she learned to
the rewriting of her manuscript. She did this
and the result was Frantic, the ﬁrst in her
enormously successful ongoing crime series.
It was published in Australia in 2007, and
subsequently released in 11 countries in
six languages. Legend has it that in order
to re-acquaint herself with the principles of
building suspense, Howell reads her thesis
before commencing each new Marconi
novel. ‘Trying to keep them on the edge of
their seats,’ she said, ‘I really love that.’
Howell found suspense to be a fascinating
topic and a steep learning curve. She
came across a lot of literature including
psychological studies of James Bond books,
which found that the more it appeared Bond
couldn’t get out of a situation the higher the
suspense rose, but once the reader felt he

couldn’t actually escape at all, the suspense
was completely gone. She also learned, over
the valuable 2 years she devoted to studying
creative writing, that it was important to
pose enough questions to the reader and to
skilfully skip over periods of time throughout
a story. The latter, pace, is a feature in her
novels and is implemented so artfully that
she pulls her readers through the pages
seemingly without any effort at all.
It was also in the rewriting of her ﬁrst novel
Frantic that Howell said she found her voice. ‘I
found that I was settling into something that felt
right and that was working,’ she said. ‘Once
I had all the tools there and understood what
I was doing ... to have the readers care about
the characters and to keep posing questions
to the readers.’ Once this was accomplished,
Howell was able to ﬁnd her voice and reinforce
it through the rewriting and ﬁnessing.
Like many writers, Howell gets attached
to her ﬁctional characters and doesn’t like to
say goodbye to them at the end of the novel.
With Marconi, she said, ‘Every book I write
it’s like sitting down with an old friend and
saying “What have you been up to?”. I feel
for them as well, which is strange because
they don’t exist. Everything they go through is
some form of what I did.’
Talking to Howell, it’s clear she considers
writing to be part craft and part art. She has
taught writers in her regular workshops, she
said, who have the art part down pat, but
who lack staying power and the ability to
establish sound work habits. Howell has no
illusions about the work involved in producing
a novel and the determination needed to get
there. She cites stubbornness as an essential
characteristic – the ability to keep writing and
learning about her craft.
There’s a link to a photo library on Howell’s
website that displays many photos sent in to
her from paramedics across the world. It’s
clear they consider her a role model and a
champion of their work. But the accolades
don’t stop with her professional colleagues.
Howell also won the 2008 Davitt Award
for Best Novel for Frantic, the 2009 Davitt
Reader’s Choice Award for The darkest hour,
and the 2011 Davitt Award for Best Novel for
Cold justice.
As the only author ever to win two Davitt
awards for crime ﬁction, Howell is destined
to become more widely known. Meanwhile,
she continues to work on the increasingly
successful Ella Marconi series. Producing
one book a year since 2007, the future looks
splendid for both Howell and Marconi.

Free book give-away:
Web of deceit by
Katherine Howell
The sixth book in the fast-paced
and thrilling series starring Detective
Ella Marconi from ex-ambulance
ofﬁcer Katherine Howell. The only
author ever to win two Davitt Awards
for crime ﬁction, Howell crafts an
exquisite tale of suspense and mystery
with a plot full of twists and turns.
If you’d like to go into the draw to
win one of 10 copies of this book,
email your name and address to
goodpractice@racgp.org.au.
Offer closes 20 February 2013.
Title: Web of deceit
Author: Katherine Howell
Format: paperback 348pp
Publisher: Pan Macmillan
http://www.panmacmillan.com.au
RRP: $29.99

Book give-away winners
The winners of John Murtagh’s
personally signed Cautionary tales
were: P Murali, B Teh, D Rankmore,
C Kirby, W Owen, M Kamien, K Hoh,
K Jodlowski-Tan, I Chernyak, A
Wadegaonkar, C Armanasco, N
Morrison, J Matson, P Lightfoot, M
Lindsay, A Parker, P Buckley, J Mencel,
L McLindon, E Marzan.
Winners of Nick Carr's What happens
now? were: L Ditchﬁeld, W Kinsella, S
Cooray, K Skillbeck, N Cooling, D Wong, B
Herriot, S Cunningham, J Sutton, M Adams.
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MEET YOUR COUNCILLORS

From Wales to Western Australia
SHARON LAPKIN

Welsh GP, Adjunct
Professor Frank R Jones
embraced Kalgoorlie
and Mandurah before
taking to the national
stage to advocate for
Australian general
practice.

Photos
Top to bottom: Adjunct Professor Frank R
Jones; playing rugby in Japan at the World
Golden Oldies Rugby Festival in 2012; mixing with the locals in Japan.
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When RACGP national Councillor Dr Frank
Jones came to Australia 32 years ago in
search of adventure, he had no idea he
would love working here as a GP so much
that he wouldn’t want to return to Wales.
Arriving in 1981, he went straight to
work for the Royal Flying Doctor Service
in Kalgoorlie. He’d completed all his
sub-speciality training back in the UK, and
with those skills under his belt he took to life
as a ﬂying doctor with great enthusiasm.
‘It’s the best medical job for any young
doctor – you can practise your skills
independently,’ he said, adding that he had
been able to use both his procedural and
non-procedural skills to achieve optimal
patient outcomes. After more than 2 years
with the ﬂying doctors, Jones decided
that he truly loved life in the Antipodes. In
contrast to the UK where GPs are restricted
in their capacity to work in hospitals, he
was thrilled to see they were encouraged
to maintain their procedural skills and had
visiting medical ofﬁcer (VMO) rights to their
local hospitals. And so he chose a sleepy
little seaside town in Western Australia
called Mandurah to live and practise
medicine.
‘I never wanted to be a city-based GP,’
Jones explained. In Mandurah, over the past
three decades, he's been a VMO at Murray
Districts Hospital and the Peel Campus, and
he's practised obstetrics, paediatrics and
emergency medicine, in addition to caring
for his own patients. ‘You may well have just
seen one of your inpatients for palliative care
needs, then half-an-hour later you get called
to the labour ward to deliver a new baby,’ he
said. ‘It’s a wonderful privilege being a GP.’
Mandurah provides the rural experiences
Jones was after, but with a mean maximum
temperature of 23.9°C and a beautiful
50-kilometre coastline, it’s also a favourite
seachange choice for other Australians.
Jones’ surgery has developed from a
four-doctor practice to a 20-doctor practice,
and the ﬁshing village he fell in love with has
become a city with a population of about
80 000 people. The partners constructed
a purpose-built practice with allied health
facilities adjacent to the local hospital, and this
reﬂects Jones' view that general practice has a
critical role to play in secondary hospitals. Until
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recently, he still did his hospital ward round at
7 am in the morning and then on to his surgery
at 8.30 am, ‘and that has been my life for the
last 30 years’, he said. But the changes
in his local community have parallelled
a growing passion for general practice
development and governance. Jones is chair
of the RACGP’s Western Australian Faculty
and he also sits on the College’s national
Council – two roles that enable him to
contribute to general practice on a national
scale. ‘There are multiple issues that affect
general practice and we need representation
and a voice at every level,' he said. 'If we
are not at the table, decisions will be made
without us.'
Jones believes that GPs are experts in
generalism and that this is reﬂected in three
core skills that help deﬁne general practice.
The ﬁrst is diagnosis and dealing with
uncertainty, the second is treatment – which
includes pharmacology and a 'whole raft
of other treatment options' – and the
third part of the triangle is continuity of
care – the classic concept that refers to
the whole patient. The latter is 'one of
our great challenges', Jones said, 'as we
move slowly towards a GP-led, team-based
model'. The fragmentation of personal care
is a huge risk, he added. 'Communication
is at the heart of what we do. I try to have
a conversation with my patients, not just a
consultation.'
Jones is thrilled that Western Australian
GPs now have a permanent home in College
House in Perth where they can develop their
collegial relationships. But he also believes
family support and a healthy work-life
balance are important, and in the latter he
practises what he advocates.
Jones jogs every second day and is an
avid rugby player. Returning recently from
the World Golden Oldies Rugby Festival in
Japan, where he played for the Mandurah
Raw Prawns, he takes his rugby seriously
– ‘I am a rugby tragic,’ he said. ‘Medicine
is my life but this sport and the associated
camaradie keeps you grounded, and for me
it's the perfect ploy to switch off.' And of
the ﬁtness levels that are a consequence of
his passion for rugby, he said: ‘I truly believe
keeping physically ﬁt is closely aligned with
emotional wellbeing.’

