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GENERAL KNOWLEDGE

Co-payment burden
worse than feared
The Federal Government’s proposed $7 GP co-payment and increase
in the Pharmaceutical Beneﬁts Scheme threshold will place a greater
ﬁnancial burden on patients than initially feared, according to a new
report from the University of Sydney.
Estimated impact of proposed GP, pathology and imaging copayments
for Medicare services, and the increased PBS threshold, part of the
Bettering the Evaluation and Care of Health (BEACH) program, found
the policies would create additional annual expenses of approximately
$36 for children and $122 for people aged 65 and older.
‘The reality of the co-payment is the out-of-pocket costs for general
practice services go well beyond the nominal $7 ﬁgure “here and there”
that the Government would like the public to believe,’ RACGP President
Liz Marles said.
‘Families, the elderly and Australia’s most vulnerable populations will be
particularly hard hit if the co-payment is implemented and will no doubt
think twice about accessing clinically appropriate and timely healthcare.’

RACGP Council elections
‘I am determined to continue the
RACGP’s advocacy on this issue and lobby
for an amended and enhanced arrangement
that does not force GPs to absorb the cost
of vulnerable patients and that protects
Australian patients, who already face
barriers in accessing healthcare,’ he said.

General practice management toolkit
The ﬁrst modules from the newly revised version of the RACGP’s General practice
management toolkit will be available in September. The toolkit has been developed
with the knowledge that GPs work in varied locations and professional situations and is
designed to act as a reference for assisting the running of a modern general practice.
The revised toolkit features a number of new and existing practice management
and business-based modules to help GPs and practice managers, including starting
a practice, professional career management, practice assessment, managing staff,
business structures, business plans, managing ﬁnancial resources, teams and leadership,
managing information, managing quality, staff wellbeing and closing a practice.
Modules are available for purchase in hardcopy versions and RACGP members
can access new and existing modules for free online from September. Visit www.
racgp.org.au/your-practice/business/managementtoolkit/ for more information.
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South Australian GP Dr Mark Miller
was named the RACGP’s Censor in
Chief-elect, while New South Wales GP
Dr Nina Robertson was named Registrar
Representative-elect.
Turn to page 6 to read more.
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Western Australian GP, Adjunct Associate
Professor Frank R Jones, is the RACGP
President-elect.
Jones said he is committed to raising the
GP’s proﬁle in the healthcare system and
the Government’s proposed $7 co-payment
model will be an immediate priority.

People living with stroke

RACGP events calendar
August

2014

NSW

WA

Youth Friendly General
Practice Series (part one)
Wednesday 13 August
(part one), 7.30 pm –
9.00 pm, online; Tuesday 26
August (part two), 6.45 pm –
9.45 pm, WentWest, Blacktown

Women’s Health ALM
Saturday 23 August,
8.30 am – 5.00 pm,
College House, Perth
Contact 08 9489 9555 or
wa@racgp.org.au

Contact 02 9886 4700 or
nswact.events@racgp.org.au
Source of statistics: Stroke in Australia: No
postcode untouched report 2014. Reproduced
with permission of National Stroke Foundation.

WA

Musculoskeletal Injuries
and Trauma

Stroke hot spots
A National Stroke Foundation report has identiﬁed Tasmania,
SA and NSW as some of Australia’s biggest stroke ‘hot
spots’. Stroke in Australia: No postcode untouched includes
an assessment of the rate of strokes, stroke deaths and the
number of stroke survivors in each Federal electorate.
‘Our report demonstrates the burden of stroke is signiﬁcant in
all parts of the country,’ Stroke Foundation CEO Dr Erin Lalor
said. ‘The Foundation is urging national action to tackle stroke.’
The report found Tasmania and SA have the highest stroke
burden per capita, while NSW has six of the top 10 hot spots
for total strokes. The Foundation also reported stroke costs
the Australian economy $5 billion per year and up to 440,000
people live with the impact of the disease.

Winners of Nurses of the Outback
C Murcott, K Wilson, J Foong,
P Grinzi, J Gorman, P Atkinson,
E Milla, P McCarthy, J Parker,
P Rogers.

WA

Author: Dr Sanjivaa
Wijesinhaa
Format:
t:
Paperback, 188pp
p
Publisher: Vijithaa
Yapa Publisherss
RRP: See website
e

Friday 15 August,
8.30 am – 5.00 pm, Esperance

Wednesday 27 August,
6.30 pm – 9.00 pm,
College House, Perth

Contact 08 9489 9555 or
rachel.patterson@racgp.org.au

Contact 08 9489 9555 or
wa@racgp.org.au

NSW

WA

CEMP Advanced
Workshop

Injuries and Trauma in
General Practice

Saturday–Sunday 16–17 August,
8.30 am – 5.00 pm, Canberra

Saturday 30 August, 8.30 am –
5.00 pm, College House, Perth

Contact 02 9886 4700 or
nswact.cemp@racgp.org.au

Contact 08 9489 9555 or
wa@racgp.org.au

VIC

QLD

2014 Women in
General Practice Annual
Conference
Saturday–Sunday 16–17 August,
8.30 am – 1.30 pm,
Como Hotel, South Yarra

QLD

Image Shutterstock

Saturday, 30 August,
12.30 pm – 5.00 pm,
College House, Brisbane
Contact 07 3456 8944 or
qld.events@racgp.org.au

VIC

Book give-away

Tuesday 19 August,
6.30 pm – 8.30 pm,
College House, Brisbane

Strangers on The Camino: A father, a son – and a Holy Trail

Contact 07 3456 8944 and
qld.events@racgp.org.au

Turn to page 20 to read more about Dr Sanjiva Wijesinha.

Aged Care Update

Contact 03 8699 0488 or
vic.events@racgp.org.au

CPR Course

This new book provides remarkable insight into the six-week,
800 km journey Dr Sanjiva Wijesinha and his son took along
Spain’s famed El Camino de Santiago, including observations
about the trail’s people, history and architecture.
Travelling without modern conveniences, Wijesinha and his son
formed a special bond as they walked the trail, learning much
about themselves and each other.
If you would like to enter the draw to win one of 10 copies
of this book, please email your name and postal address to
goodpractice@racgp.org.au Entries close 14 August 2014

Silver Screen Series

NSW

Mental Health of
Refugees Workshop
Sunday 31 August,
9.00 am – 5.00 pm, RACGP
House, John Murtagh Centre
Contact 03 8699 0488 or
vic.events@racgp.org.au
NSW

HIV Testing: What Are
Your Risks?

IMG Procedural Skills
for RMO Roles

Wednesday 20 August,
7.00 pm – 9.00 pm,
LCC Event Complex, Liverpool

Sunday 31 August,
9.00 am – 5.15 pm,
College House, North Sydney

Contact 02 9886 4700 or
nswact.events@racgp.org.au

Contact 02 9886 4700 or
nswact@racgp.org.au

For further RACGP events please visit www.racgp.org.au/publications/
goodpractice/
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RACGP ELECTIONS

RACGP 2014 elections
President-elect
Frank R Jones shares
some thoughts on
the RACGP and the
current and future
state of general
practice.

Associate Professor Frank R Jones plans on
raising the GP’s proﬁle in Australian healthcare.
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Can you tell us a bit about yourself – where
you grew up, your education, working
history, etc.?
I was born and bred in Wales and am even a
Welsh speaker. I received my medical degree
from the Welsh National School of Medicine
in Cardiff and I had multiple junior and middlegrade hospital jobs that prepared me to be a
generalist. At that time, a move to a different
town every 6–12 months was part of life as a
young doctor. That is very different today.
I emigrated in 1981 to Kalgoorlie, Western
Australia, to the red dust and the Royal Flying
Doctor Service (RFDS). The multi-skilled
expertise required for work with the RFDS
makes it one of the best jobs to help young
GPs ﬁne-tune independent clinical practice.
I never wanted to be a city-based urban
GP, primarily because I enjoyed procedural
GP skills, especially the ability to look after my
own hospital inpatients.
In 1983 I made the move to my current
home of Mandurah, a small town on the WA
south coast, where I was able to practise the
way I always wanted to. The seaside town
has become a city over the last 30 years, with
the changes in demography necessitating
changes to my skill base.
My practice has grown from a fourpartner setup to a multi-skilled, 21-doctor
facility that provides the full range of GP
services, as well as practice nurses with
chronic disease management expertise
and in-house psychologists. Other services
include dietetics, diabetic educators, podiatry,
physiotherapy, pharmacy, laboratory and
limited radiology.
I was a single parent for more than ﬁve
years, so I am close to my two kids and I am
extraordinarily proud of them. I have been with
my partner Wendy for 12 years and we got
married on the beach in front of our house
three years ago.
She is my extraordinary supporter and
enabler, and the home she has created is a
haven. She was the ﬁrst person I called after
ﬁnding out I was the successful presidential
candidate, followed by a text to the kids.
We had already organised a Christmas in
July the day after the announcement, so the
celebrations were intense.
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What experiences in your personal and
professional life will you draw on to help
you in your role as president?
My father was extraordinary. He was a
country veterinary surgeon and farmer, and
I am sure I have his work ethic and tenacity
in-built. My mother was the gentlest and
most caring person and hopefully this has
rubbed off on me, helping to make me a more
compassionate GP.
Earlier in my career two general physicians
inﬂuenced the way I practise medicine and
some of their sayings still resonate with me
today. For example, ‘If you’re not sure, just
suck it and see’. Ain’t that true of much of
what we do in general practice?
I have kept a quotes/pearls-of-wisdom
notepad for many years, which I will deﬁnitely
be using in the next two years.
What are the current greatest strengths
of the RACGP?
The greatest strength is in our members. We
have to constantly foster collegiality and make
our systems user friendly. I am in awe of how
much unsung work some colleagues do for
the RACGP.
There is great strength in all of the
people who give up their time freely to
Faculty boards and the National Standing
Committees, and in all of the people involved
in the academia and education areas of the
RACGP, including the examiners.
We have extraordinary dedicated and
enthusiastic staff, at national and state level,
who make the RACGP what it is today.
What is your vision for the RACGP over
the next two years and beyond?
In order to maintain the momentum within the
RACGP we have to always be reﬂective of
member opinion, but also proactive, nimble
and ﬁrm. It’s a complex and crowded health
environment, with increasing risks of care
fragmentation. GPs are the expert generalists
and general practice must be front and central
in any health discourse. Promoting and reﬁning
‘brand GP’ and ‘brand RACGP’ is critical.
I would like the RACGP to have an
increased presence within the consultation
room and within the practice: this is where

Images RACGP

PAUL HAYES

the heart and soul of membership is won.
Registrar input is also critical.
I want the RACGP to be the ‘go to’ place
for general practice issues for all other
stakeholders. We are reﬂecting member
opinion by moving more and more into the
advocacy space, but we will need help in
doing this and Council is actively exploring
the best options.
We must constantly lobby government and
our communities about what GPs actually
do and achieve. We need simple, consistent
messages. If we are to have an inﬂuence over
government, we need to be able to actually
enunciate and articulate the issues and
produce costed solutions to issues. I do not
want to ever go to government with an issue
on its own; I want to go and say, ‘here is the
issue and here is the solution’.
The training space at present is uncharted
territory. Whatever the outcome, the RACGP
must maintain ownership of the curriculum,
the standards of training and the assessment
process. This is immutable. My colleagues ask
me why the RACGP is not front and central in
the training environment.
As people know, there is a lot of history, to
say the least, and we need to carefully weigh
up each option. This is a golden opportunity to
lead the debate.
How has general practice changed in the
last decade and how will it change over
the next?
Patient demand, expectation and
management complexity will continue to
evolve, and IT will become even more critical
in coping with that complexity. GPs will need
to get better at ‘number crunching’. For
example, how do we explain NNT [number
needed to treat], etc. to patients?
Our systems of healthcare are actually
designed to drive hospital presentation and
admission, and this is just not sustainable.
GPs need to initiate and be at the centre of
debate in and around over-diagnosis, overinvestigation, over-treatment and end-of-life
quality issues (advanced health directives).
However, we need a sustainable funding
model for general practice in order to move
forward. Item-of-service medicine serves
acute medicine well; we need a new ﬁnancial
paradigm for the GP of the 21st century.
What new skill areas will GPs need to
stay relevant in the future?
We must continue to be superb
diagnosticians and be aware of all facets of

therapeutics. We are medical doctors ﬁrst
and foremost.
Naturally, we will need to be abreast with
new clinical options. Genetic medicine will
assume more importance in our day-to-day
work. Having dabbled with ultrasound over
the last few years, I am convinced this will be
a normative tool for the future GP, much like
the dermatoscope is now.
One of the best things about generalist
training is that doctors become very
ﬂexible and adaptable. I encourage special
interests for GPs within my practice, and

inter-GP referral should become more of
a norm.
Teleconsults and telemonitoring will become
increasingly prevalent. This is a really interesting
area with huge potential and I believe the
RACGP needs to become a lot more active in
this space. GPs will need to continue to develop
enhanced clinical leadership skills, within and
outside of the practice.
We will also need to improve and reﬁne
our communication skills – if we cannot talk/
explain/reassure/show empathy etc., then we
are poor doctors.

Registrar Representative-elect
Dr Nina Robertson is the RACGP’s Registrar Representativeelect. Robertson trained as GP rgistrar from 2011–2013,
during which time she was appointed as a registrar liaison
ofﬁcer for North Coast GP Training. She became a Fellow
of the RACGP in 2014 and now works at a practice in
Lismore, NSW.
Nina Robertson said
Robertson said coming changes in GP training will be at the
planned changes to
forefront of her advocacy.
GP training will be an
‘The RACGP needs to strongly advocate that the transition
immediate priority.
of general practice training is as smooth and seamless as
possible … and maintain productive and responsive dialogue with key stakeholder
organisations,’ she said. ‘GP registrars are the future of general practice. Ensuring the
safe future of primary healthcare means protecting and strengthening the training of
our future GPs.’
Robertson also identiﬁed the $7 co-payment, exams, employment terms and
conditions, Close the Gap and IMGs as areas she will target.
‘General Practice is a deeply rewarding specialty,’ she said. ‘I look forward to working
with the RACGP to ensure that we safeguard and strengthen this system.’

Censor in Chief-elect
The RACGP’s 2013 General Practitioner of the Year, South
Australia’s Dr Mark Miller is the Censor in Chief-elect. Miller
said he hopes the RACGP curriculum can develop and evolve
with the candidates and the profession.
‘Whilst the RACGP curriculum in general practice undergoes
review on a regular cycle, it would be aspirational to have it as
Mark Miller believes the
a living document that can be responsive to changes in the
RACGP curriculum should
Australian general practice landscape,’ he said. ‘Registrars and
reﬂect the diversity of its
practice-eligible doctors are entering the assessment process
members.
from increasingly diverse backgrounds and we should continue
to develop and trial alternate assessment methodologies that provide the same sort of
rigor as our current assessment pathways.
‘I am always reminded that each barcode and RACGP number I see represents
a member and it is our responsibility to the candidates to deliver as high a quality
and fair assessment process as we can that reﬂects the science and art of general
practice in Australia,’ he said.

Reprinted from Good Practice Issue 8 August 2014

7

DIABETES EDUCATORS

A team
approach
BEVAN WANG

Image Shutterstock

This general practice in NSW has worked with a
diabetes educator to develop a successful model of
care for patients with diabetes.
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The prevalence of diabetes has increased
signiﬁcantly all over the world in recent
years. The number of people in Australia
with diabetes has grown from 1.5% of the
population in 1989 to 4% in 2013.1
‘Diabetes is a comorbidity of many illnesses
and diseases and, on top of that, there
are often a lot of other issues related to
behavioural health or psychological issues,’
Dianna Fornasier, a registered nurse, clinical
nurse consultant and Credentialled Diabetes
Educator (CDE), told Good Practice. ‘It is
a really complex disease and I think that is
what really gets people down, that it is not as
simple as what they want it to be.’

Having a diabetes
educator in your practice
makes the communication
lines open and the patients
really appreciate that
Diabetes was the sixth-leading cause of
death in Australia in 2012 and is responsible
for a signiﬁcant personal and economic
burden.2 It can lead to multiple health
difﬁculties if it is poorly controlled or left
undiagnosed, including foot complications,
eye disease, kidney disease, cardiovascular
disease and others.
Dr Hao Pham, principal GP at Shoalhaven
Family Medical Centre in NSW, believes
modern general practices need to be more
vigilant when it comes to the identiﬁcation and
treatment of chronic diseases like diabetes.
‘People being diagnosed with diabetes are
increasingly [the result] of diet and a lack of
exercise, but also because general practices
… are looking for it,’ he told Good Practice.
‘We have to be very aggressive when it
comes to risk identiﬁcation and testing if we
want to disrupt that increasing number.’
Credentialled Diabetes Educators
The Australian Diabetes Educators
Association is Australia’s peak national

body for health professionals in the ﬁeld
of diabetes management and education.
The association is responsible for the
accreditation of CDEs, who are regularly
audited for compliance by Medicare.
A CDE’s role is to provide patient-centred
care that encourages self-management and
provided education and positive feedback.
CDEs can offer people with diabetes thorough
and more speciﬁc care directed solely at
their disease, helping to make all aspects of
treatment as clear as possible.
‘Being a CDE is an intense role and I don’t
think that is recognised,’ Fornasier said.
‘There is a lot of confusion around the role. As
CDEs, we need to be able to deﬁne the role
and create a pathway where we can make
this work, where we can get the support [and]
make it ﬁnancially proﬁtable for practices.
‘The CDE has to try and understand
the patient so that they can communicate
appropriate information and clarify that
information to empower the patient to make
their own slow, but progressive, forward step.
Sometimes you will have those backward
steps but, at the end, I believe that everyone
moves forward, slowly.’
Fornasier, who works alongside Pham at
Shoalhaven, believes as more CDEs work
within general practice, the role naturally
expands to forming lasting relationships not
only with patients, but also with GPs.
‘The role is to support the GPs, to
understand the GPs,’ she said. ‘We need
to remember to be compassionate and
exploratory with the GP.
‘At the end of the day, we have to work
together as a group to give the best care to
our patients.’
It is important to note, however, that some
general practices may be too small or have
too few patients with diabetes to neccesitate
having a CDE on staff. Patients can instead
be referred to CDEs at community health
clinics or similar healthcare services.
While Pham acknowledges these potential
difﬁculties and believes CDEs will remain
extremely valuable regardless of where they
are based, he sees signiﬁcant beneﬁts in

Annual scientiﬁc
meeting
The Australian Diabetes Educators
Association is holding its annual
scientiﬁc meeting (ASM) in
Melbourne on 27–29 August. Held
in conjunction with the Australian
Diabetes Society and designed
for healthcare professionals with
a special interest in diabetes
education and management, the
ASM will include presentations
from national and international
experts and promote the exchange
of the latest clinical practices and
research in diabetes. Visit www.
diabetessociety.com.au/asm.asp for
more information.

the routine access and regular patientrelated discussions he and Fornasier share
at Shoalhaven.
‘Before [Fornasier] arrived on the scene,
there was a distinct difference between my
relationship to a local [external] diabetic
educator,’ he explained. ‘We don’t really know
who the CDEs are, I don’t know what she is
like. The communication isn’t as good and the
care is very fragmented.
‘Having a CDE in your own practice
makes the communication lines open and the
patients really appreciate that. They come
back for them.’
Model of care
Pham started at Vincentia Medical Centre
as a solo GP in 2000 and has gone on
to expand the practice to four bulk-billing
clinics known as Shoalhaven Family Medical
Centre. His considerable experience helped
him identify the need for better diabetes
care, education and patient engagement at a
practice level and he soon developed a goal
to reduce the overall disease burden. >>
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>> He also hopes to increase the levels of
self-management for the 2000 patients with
diabetes at his clinics.
‘The model came about because
[Pham] realised there was a huge need for
consolidation of activity to help patients with
diabetes,’ Fornasier said.
‘He comes from a cultural background and
experiences where he sees that there has to
be equity and he is quite passionate about
making it equitable for people, but also having
it sensibly and compassionately delivered.’
Within Pham’s model, Shoalhaven patients
who are diagnosed with diabetes are sent to the
diabetes educator, who provides patients with
the most up-to-date education and teaches
them about the best management of the
disease. The diabetes educator offers patients
information that time-poor GPs often ﬁnd it
difﬁcult to provide in a busy general practice.
Patients are reviewed by the diabetes
educator every three months, at which time
their blood sugar levels and other diabetesrelated symptoms are examined before
they consult with their GPs about any other
health problems.
The four-year-old model has already
produced the type of results Pham had hoped
for and he believes more practices would
beneﬁt from a similar approach.

Working alongside a diabetes educator helped Hao
Pham develop a successful diabetes model of care.
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Patients are encouraged
to attend small-group
educational classes to learn
and share experiences

couple of days’ time to make sure there is
no problem,’ Pham said. ‘She can review
the patient on my behalf, face-to-face or by
phone, even doing home visits sometimes
for those who we fear might be at risk of
hypoglycaemia.’
Patients are also encouraged to attend
small-group educational classes in order to
learn and share their experiences, a system
many have found extremely useful to their
ongoing treatment.
‘When she [Fornasier] has group classes
with people who have just been diagnosed,
and who are a bit at sea as to what the
problem was, she has them coming to the
classes so they can talk. Having her there
makes it a lot easier for everyone,’ Ian
Ferguson, an 86-year-old ex-navy member
and public servant from NSW, told Good
Practice. ‘When I go to those group meetings,
I can just see that [Fornasier] has helped
those people change their minds, and has
helped them to understand what diabetes is
and how they can manage it.’

‘If someone has unstable diabetes you
need more than 3–4 visits a year just to
maintain it,’ Pham said. ‘So we have to be
clever when we are deciding which services
the item number should go to, and we have
to be improvising. We, as referring doctors,
have to utilise it wisely to make sure that
the patients are getting the most out of
these visits.’
The diabetes educator’s role becomes
more difﬁcult when patients with unstable
diabetes require other allied health services
under the current system. They have to
ensure their assessment is as thorough
as possible.
‘Although the CDE is on the Medicare
panel, patients only have ﬁve visits a year
and that is shared among everybody under
the sun; podiatry, dietitian, among others,’
Fornasier said. ‘The doctor does not want
to waste the patient’s time and, as a CDE,
you don’t want to be wasting anyone’s time.
You have got to be right on the mark. When
you see a patient, your assessment process
has already started because you are just so
restricted in time.’
Shoalhaven patients who are newly
diagnosed with diabetes are sent to the
practice’s diabetes educator for an initial
consultation and will then continue to see
them annually.
‘With [Fornasier], she can see the patient.
She can then follow up the patient in a

Patient beneﬁts
Like many other patients with diabetes,
Ferguson never thought he would have to live
with the disease for the rest of his life, but the
later onset of type 2 diabetes meant he had to
take action.
‘Quitting smoking meant I was eating
everything that was not screwed down, and
some extra,’ he explained. ‘In the space of
about three months I went from 61 kg to
82 kg and was diagnosed with diabetes.’
Despite years of strict diet and exercise to
control his diabetes, a severe bout of illness
in 2001 sent Ferguson’s blood sugar to
extreme levels.
‘I had to start on insulin after that period
and I was using a lot, 14 units four times a
day, because my glucose levels were just all
over the place,’ he said.
Fornasier believes that as the role of
GPs increases, their time becomes more
difﬁcult to manage and it affects their ability
to communicate as clearly and effectively
with patients like Ferguson. This is where
a diabetes educator becomes especially
valuable.
‘It is about being able to engage and
we have GPs who have more things
to worry about and can delegate these
things to us as CDEs,’ she said. ‘We have
to explain diabetes management in an
open and friendly and simple manner that is
appropriate to the patient.’

‘It has been a huge success, not only
in terms of the teamwork between GPs,
CDEs and patients, but also the quality of
care where I can see my patients improve
in front of my eyes,’ he said. ‘They not only
improve in terms of their care, but they are
more conﬁdent in managing themselves. As
GPs, we feel less trapped because [the CDE]
shares the burden of care for the doctors in
the clinic.’
The Shoalhaven diabetes model is built
around the Medicare Chronic Disease
Management Initiative, along with the GP
Management Plan and the Coordination of
Team Care Arrangement, which allows for ﬁve
Medicare-subsidised allied health services for
patients per year.
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DIABETES EDUCATORS

RACGP resources
General practice management
of type 2 diabetes

The latest edition of the RACGP and Diabetes Australia’s General practice management
of type 2 diabetes 2014–15 was released in June this year and is designed to better
equip GPs to manage the disease in a clinical setting. The new guidelines include
information on clinical governance, screening and risk assessment, structured care and
patient education, lifestyle modiﬁcation, managing cardiovascular risk, multi-morbidity and
medication complications, and more.
The guidelines are available at www.racgp.org.au/your-practice/guidelines/diabetes
Also look out for the October issue of check focusing on diabetes and obesity.

2014–15

Healthy Profession.
Healthy Australia.

www.racgp.org.au

Pham agrees and believes having a CDE like
Fornasier allows him to focus on non-diabetesrelated aspects of Ferguson’s health needs.
‘[GPs] are very time-poor and I found
myself very restricted in educating diabetic

patients,’ he said. ‘After interviewing
[Fornasier] I realised that this would be a
really good opportunity to utilise her skills
in general practice because I realised that
we can use her to work with us and our
patients as a diabetes educator.’
Ferguson was ultimately able to be
weaned off insulin with the combined
efforts and help of his GP and diabetes
educator.
‘They just gradually reduced the amount
that I was using ... and in the end I was
just using about four units before bed,’

Ferguson explained. ‘Now, thanks to Dr
Pham and [Fornasier’s] care, I don’t take
any insulin anymore and I went completely
off insulin in January of last year.
‘The help that they have been able to
provide as a team is just fantastic.’
References
1. Australian Institute of Health and Welfare. Diabetes –
About diabetes. Canberra: AIHW, 2013. Available at
www.aihw.gov.au/diabetes [accessed July 2014].
2. AIHW 2012a: Australia’s health 2012. Australia’s
health series no. 13. Cat. no. AUS 156. Canberra:
AIHW. Available at www.aihw.gov.au/diabetesindicators/deaths [accessed July 2014].

A GP experience with
a difference
Life in the Northern Territory is exciting and challenging. The role of a remote
GP offers an exciting lifestyle with a rewarding career.
The Northern Territory Medicare Local offers a variery of supports to help
you settle into your new life as a remote GP.
orientation and education
3 Relocation,
Recieve up to $20,000 for relocation and orientation support plus up to
$2000 for ongoing education and training*
support
3 Workforce
Drs for Doctors program to keep you healthy and a Spouse Bursary* to
provide support to partners
Teaching and Learning Conference
3 Compass
Biannual conference held in Darwin and Alice Springs – a weekend
ekend of
education, family activities and relaxation
7R¿QGRXWPRUHYLVLWwww.ntml.org.au/gpjobs or contact
t 08 8982 1000 or e recruitment@ntml.org.au
*Subject to location and eligibility
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ABUSE AND VIOLENCE

Safety and support
PAUL HAYES

GPs can take
advantage of new
tools designed to help
identify and support
patients who have
experienced abuse
and violence.

Given general practice is such a broad
specialty in which primary healthcare
professionals are the ﬁrst point of medical
contact for so many, it is important for GPs
to feel conﬁdent in their ability to treat or
manage whatever illnesses are presented.
However, there will always be areas in which
GPs do not feel as certain of their abilities, or
even their obligations.
Abuse and violence – including domestic
violence, physical abuse, emotional abuse,
child and adult sexual abuse, economic abuse,
social abuse, elder abuse and neglect – is an
area in which GPs can feel less comfortable
treating people, particularly in light of the
sensitivity of the issue.
‘[GPs] often feel a bit overwhelmed when
they ask because they have never had
any training in the area,’ Professor Kelsey
Hegarty, a GP academic with a background
in domestic violence and co-Chair of the
RACGP’s National Faculty of Speciﬁc
Interests (NFSI) Abuse and Violence network,
told Good Practice.
‘They have very limited exposure to the
issue in undergraduate degrees in medicine,
and even in our continuing medical education
there has not been a lot of [training].’

While abuse and violence training has
increased and is now part of the general
practice curriculum, it remains a delicate
subject for GPs and patients. But, regardless
of the difﬁculty of raising and managing
such a sensitive issue, general practice’s
continuity of care means it presents what
many consider a very good ﬁrst step in the
identiﬁcation of abuse and violence.
‘That’s what makes GPs … important
in this work, because you can go on
seeing the patient, supporting them through
the process,’ Dr Elizabeth Hindmarsh,
long-time GP and Hegarty’s co-Chair of the
NFSI Abuse and Violence network,’ told
Good Practice.
Abuse and violence, particularly family
and intimate-partner violence, has been
especially topical in Australia in 2014, with a
number of high-proﬁle cases in which women
and children have been seriously injured and
even killed.
‘We’ve had a cluster of deaths, particularly
in Victoria and New South Wales, where
women have been killed, and some children,
unfortunately,’ Hegarty said.
‘That is the experience. The worst impact
of this is death.’

Abuse and violence

RACGP resource

Working with our patients
in general practice (4th edition)

The fourth edition of the RACGP’s
Abuse and violence: Working with our
patients in general practice (the White
book) has been developed by GPs and
healthcare experts.
The White book offers health
practitioners evidence-based guidance
to appropriately identify and respond
to patients experiencing abuse and
violence.
The White book is now available
in its fourth edition at www.racgp.
org.au/your-practice/guidelines/
abuse-and-violence/

www.racgp.org.au
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The World Health Organization’s (WHO)
2013 report, Global and regional estimates
of violence against women: Prevalence and
health effects of intimate partner violence
and non-partner sexual violence, found 35%
of women around the world will experience
either intimate or non-partner violence in their
lifetime. The report also emphasises the need
for the healthcare sector to be aware of abuse
and violence and play a larger and more active
role in its treatment.
‘The report ﬁndings show that violence
greatly increases women’s vulnerability
to a range of short- and long-term health
problems. It highlights the need for the
health sector to take violence against women
more seriously,’ the WHO’s Dr Claudia
Garcia-Moreno said. ‘In many cases, this is
because health workers simply do not know
how to respond.’
The White book
First published in 1992, the RACGP’s Abuse
and violence: Working with our patients in
general practice (the White book) has recently
been released in its fourth edition. Using
the latest available evidence, the book is

designed to make GPs and other healthcare
processionals more aware of abuse and
violence and help provide them with the tools
necessary to identify and respond to people
who have experienced it.1

Patients are not
expecting GPs to solve the
problem. They want to be
listened to and believed
and validated
‘The key objective of the White book is to
make general practitioners and other health
practitioners aware that domestic violence
and other sorts of abuse and violence are
common, that they cause a lot of health
effects and their patients are presenting
with those,’ Hegarty, a co-editor of the
White book, said. ‘And yet this is a hidden,
underlying condition.
‘The main way that people present … is with
psychological effects – depression, anxiety,
post-traumatic stress. And that presents as

either sleeplessness or other presentations of
psychological symptoms,’ she said. ‘It’s also
associated with a lot of other chronic pain
syndromes. So people have chronic headaches
or chronic back pain or chronic pelvic pain.’
Hindmarsh, also an editor of the White
book, said people rarely present to general
practice as a direct or immediate result of
abuse and violence, but rather due to these
longer-term chronic issues that have stemmed
from their previous experiences.
‘Not a lot of physical violence arrives at the
GP,’ she said.
‘[A patient] doesn’t often walk through the
door and say, “I’m here because of domestic
violence”, “I’m here because I was abused as
a child” or “I was sexually assaulted”.
‘It often comes in much more subtle
ways, and that’s partly because the patients
don’t always recognise that the symptoms
they are having are related to the abuse
and violence.’
Hindmarsh believes GPs always need to
be mindful of the fact abuse and violence
has far-reaching effects that go beyond the
physical, which is where a publication like the
White book is vital. >>
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Patient needs
Even after a GP believes they have identiﬁed
a case of abuse and violence, the situation
requires high-quality communication skills
for a number of reasons, not least because
the patients themselves may not be willing
or even ready to discuss the problem. To talk
about the issue is to admit to its existence,
which can be a very difﬁcult initial step.
‘To go to a shelter or to call the police
or to go to a domestic violence service or
take an intervention order out, you have
to actually name it as domestic violence.

14

The ‘9 Rs’
The RACGP’s White Book
recommends healthcare
practitioners understand the
‘9 Rs’ – nine steps to abuse and
violence intervention.
• Role with patients who are
experiencing abuse and
violence
• Readiness to be open to
• Recognise symptoms of
abuse and violence, ask
directly and sensitively and
• Respond to disclosures of
violence with empathic listening
and explore
• Risk and safety issues
• Review the patient for
follow-up and support
• Refer appropriately and also
• Reﬂect on our own attitudes
and management of abuse and
violence
• Respect for our patients, our
colleagues and ourselves is an
overarching principle of this
sensitive work.1

You have to actually say to yourself, “I’m a
domestic violence victim”,’ Hegarty said. ‘It
takes a long time for a person to do that.’
Once the issue has been raised and
acknowledged, however, a GP’s role is not
necessarily to offer an immediate solution,
but rather to offer the patient a safe and
protected environment in which they can be
believed and understood.
‘[Patients] are not expecting GPs to solve
the problem or be able to extensively spend
a lot of time with them,’ Hegarty explained.
‘They really just want to be listened to and
believed and validated. And that’s all within
the skills of a general practitioner.’
Hindmarsh agrees the initial role of the
GP is to provide a safe environment.
‘The ﬁrst thing you’ve got to do is believe
them and talk to them about safety,’ she
said. ‘That’s the crucial part: listening,
believing and talking about safety.
‘That may be all some GPs do and that
person really needs to be more supported
by a speciﬁc service, a domestic violence
service or something similar.’
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Elizabeth Hindmarsh
says GPs are well placed
to provide ﬁrst-line
healthcare for abuse and
violence.

Kelsey Hegarty believes
abuse and violence is
a healthcare issue that
falls within the domain of
general practice.

Beyond general practice
Hegarty and Hindmarsh agree that
while GPs are ideally placed to provide a
ﬁrst-line healthcare response for people
who have experienced abuse and violence,
services beyond general practice are vital in
ongoing care.
‘I like to say to the GPs, this issue
belongs to the whole community,’
Hindmarsh said. ‘It’s involving GPs, police,
and it’s involving the courts. It’s involving
specialist services.
‘But we want the GPs to be doing their
part of it well.’
Hegarty believes the purpose of
publications like the White book is to make
abuse and violence a healthcare issue that
falls squarely within the realm of general
practice and to provide GPs with the abilities
to treat it as such.
‘We think GPs can assist and they need
to learn some risk-assessment skills and
some safety-planning skills,’ she said. ‘The
responses the World Health Organization is
suggesting … are really within the realm
of the GP’s skills, and they are optimally
placed because they see [patients] in an
ongoing way.
‘They don’t have to cover everything at
one visit. They can see them in a follow-up
and provide ﬁrst-line response and ongoing
support.’
References
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>> ‘[The White book] is to help GPs to
realise that, as people come to see us,
these abuse and violence issues may be part
of their background or part of their current
experience and it’s having a huge impact
upon their health and wellbeing,’ she said.
While GPs are trained in looking for and
treating physical conditions in their patients,
whether those ailments are part of a larger
psychological issue is often unclear and it
can be difﬁcult to make the leap to potential
abuse and violence.
‘That’s a lot of the presentation to
general practice, where often the GP
might be worried that there is something
psychological underlying it and they may
think they’re depressed or anxious,’
Hegarty said.
‘But often they don’t go the step further
and ask about abuse and violence.’
One of the key areas of the White book
involves helping GPs to identify cases of
abuse and violence and, in turn, sensitively
raise the issue with their patient. According
to a study on partner violence published
in Australian and New Zealand Journal of
Public Health, while one-third of women had
told their GP about abuse, only 13.2% had
ever been asked by a doctor.2
Hegarty believes some of the reasons for
the disparity include the fact GPs believe
there is little they can do to help, they
believe it is none of their business, or they
are worried about bringing it up in the ﬁrst
instance.
‘GPs feel uncomfortable, they fear
offending the patient, they also worry
because the [perpetrator] is often a patient
of the practice as well,’ Hegarty said.
‘The White book has questions about
how women want GPs to respond and
also evidence for what the World Health
Organization suggests a ﬁrst-line response
should be.’

NUTRITION

Counting carbohydrates
SOPHIE BLACKMORE

GPs can offer a
number of tips to
help patients with
type 1 diabetes
balance their insulin
and carbohydrate
intake.

Examples of
serves with 15g
of carbohydrate
•
•
•
•
•
•
•

•
•
•
•
•
•
•
•
•

1 cup of milk
1 cup of soy milk
cup of plain yogurt
1 slice of bread
½ English mufﬁn
cup rice, pasta
½ cup starchy vegetable
(potato, corn, peas, sweet
potato)
½ cup beans
½ cup oatmeal
1 small tortilla
1 small apple, orange, peach,
pear, banana
¾ cup fresh pineapple chunks,
blueberries, or blackberries
17 grapes
1¼
¼ cups strawberries, or
watermelon
2 tablespoons raisins
½ cup orange juice, apple
juice, or grapefruit juice4

The ideal management of type 1 diabetes
involves intensive insulin therapy, which
mimics physiological insulin release between
and after meals and helps to minimise
ﬂuctuation of blood glucose levels.
The other half of the story, however, is
knowing exactly how much quick-acting insulin
to administer. It is essential that patients know
their carbohydrate intake in order to calculate
how much quick-acting insulin to use.
The importance of balance
Consider two different meals: a chicken and
salad sandwich, which contains around 40g
of carbohydrate; and steak and salad, which
contains virtually no carbohydrates.
For blood sugar levels to be optimal, the
ﬁrst meal requires quick-acting insulin to
match the 40g of carbohydrate, while the zero
carbohydrates in the second meal requires no
quick-acting insulin.
Being able to calculate the number of
carbohydrates in a meal will inform your
patient how much quick-acting insulin to use
just prior to the meal. When the correct insulin
dose (according to an insulin-to-carbohydrate
ratio) matches the carbohydrates eaten, blood
glucose levels can remain in the normal range.
People with type 1 diabetes need to know
the importance of advanced carbohydrate
counting and be able to match quick-acting
insulin to carbohydrates. The ability to count
carbohydrates enables them to appropriately
alter their quick-acting insulin to match the
food they eat.
Keeping count
If patients are unaware of the carbohydrate
content of their meals, blood glucose levels
are commonly unstable. Education and
training in insulin dose adjustment and
carbohydrate counting has been shown to
improve HbA1c, reduce the incidence of
hypoglycemia, lift conﬁdence and reduce
depression scores.1
According to the Baker IDI Heart and
Diabetes Institute, a Melbourne-based
medical research facility, patients can count
carbohydrates in two main ways: counting in
exchanges and counting grams.2
The exchange system involves grouping
foods with a similar amount of carbohydrate per

serving size, which can then be ‘exchanged’
for one another during meal planning. Each
exchange equals approximately 15g of
carbohydrate (refer to breakout for examples of
servings with 15g of carbohydrate).
Counting in grams is designed to
allow adjustment of insulin based on the
carbohydrate content of meals, drinks and
snacks, which, in turn, offers more ﬂexibility
with management and can help to prevent
hypoglycaemia.2
When it comes to recommending foods
for patients with type 1 diabetes, the US’
Mayo Clinic suggests healthy carbohydrates
in foods like fruits, vegetables, whole grains
and legumes, which are also rich in ﬁbre. The
clinic also advises heart-healthy ﬁsh – cod,
tuna, salmon, sardines – at least twice a
week, as well as ‘good’ fats like those found
in avocados, almonds, pecans, walnuts,
olives, and canola, olive and peanut oils.3
You can also present patients with
options outside of the clinical setting. For
example, Diabetes Australia’s DAFNE
(Dose Adjustment For Normal Eating) is an
outpatient group education program designed
to provide participants with the necessary
tools to self-manage their insulin doses. There
are also DAFNE courses designed speciﬁcally
to further educate healthcare professionals.
It takes time and practice for patients to
learn how to count carbohydrates. However,
with the help of their GP and other diabetes
professionals, the matching of quick-acting
insulin to carbohydrates in food can eventually
become second nature.
This article was written with the assistance of Catherine
Prochilo, credentialed diabetes nurse educator at Diabetes
Australia, Victoria.
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RURAL LOCUM

Healthcare nomad
PAUL HAYES

Dr Penny Wilson has
discovered life as a
rural locum is often
full of variety and
adventure.

16

A nomad is deﬁned as a person who travels
from place to place to ﬁnd fresh pastures. In
the ﬁeld of primary healthcare, that deﬁnition
can comfortably be applied to a rural general
practice locum.
Dr Penny Wilson, a GP obstetrician from
Perth, is one such nomad.
‘In the last couple of years I’ve worked
in 11 different locations across four states
– Western Australia, New South Wales,
South Australia and Queensland,’ she told
Good Practice. ‘I’ve worked across the entire
spectrum of remoteness, from capital cities
and major regional centres to tiny remote
communities in the middle of the outback.
‘I’ve worked in private GP clinics, Aboriginal
Medical Services [AMS], hospitals and the
RFDS [Royal Flying Doctor Service]. I’ve done
everything from obstetrics to palliative care,
emergency and hospital inpatients.’

The adventure Wilson refers to is not limited
to travel. She deals with a huge range of
medical presentations as a temporary GP in
rural centres, some of which vary from thriving
regional cities to tiny townships that are
home to as few as 12 people (Hungerford,
Queensland). But, as she explained, that
is one of the more exciting and fascinating
aspects of working as a rural locum.
‘The nature of my work varies enormously
depending on where I am working at the time,
the job that I’m doing and the demographics
of the region,’ she said.

Going rural
Wilson did her undergraduate medical training
at the University of Western Australia, during
which time she undertook a number of rural
rotations and electives, and spent her ﬁfth
year as part of the Rural Clinical Scholl in
Kalgoorlie, WA. She has been working as
a rural locum since February 2013, having
made the decision to leave the city partly out
of necessity and partly out of a desire to ﬁnd
fresh areas in which to work.
‘I was one of the ﬁrst cohort of students
to be awarded a Medical Rural Bonded
Scholarship back in 2001, which meant that
after I ﬁnished Fellowship training I would
have to undertake a “return of service” period
by working in rural or remote areas for up to
six years,’ she explained.
‘After I ﬁnished my GP training I knew that
I would have to leave Perth, but at that stage
I wasn’t sure where I wanted to go for my
return of service period. I thought becoming
a locum would give me a good opportunity to
try out a variety of different types of work in
lots of different locations and help me decide
where to settle on a more long-term basis.
‘I was also at a stage in my life when I
was ready for a bit of adventure and the
opportunity to travel was pretty irresistible.’

‘One of the most interesting things about
being a locum is that you step into the
shoes of another doctor and take on their
typical workload. For example, covering for
established senior GPs I saw a lot more aged
care and palliative care than I was used to,
whereas working in emergency departments
in mining towns I saw a lot more
occupational trauma, and in an AMS more
complex chronic diseases and consequences
of social disadvantage.
‘The climate also plays a role. Patients in
northern tropical areas present with a different
spectrum of infectious diseases, for example.
‘My special interest in obstetrics means
that my workload tends to be biased towards
women’s and infants’ health, but as a rural
locum you really need to be prepared to deal
with everything.’
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I’ve done everything
from obsetetrics to palliative
care, emergency and hospital
inpatients

Pros and cons
Given people with a nomadic nature tend to
become restless when they spend too much
time one place, it is no surprise Wilson draws
a lot of satisfaction from the constant motion
of life as a rural locum.
‘Apart from the opportunity to gain diverse
professional experiences, the great thing
about locum work is the freedom to work

Going viral
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Clockwise from top: Working with the Royal Flying Doctor Service was one of Wilson’s more interesting placements;
her obstetrics skills mean Wilson often performs procedures like caesarean sections; looking over Kununurra, WA.

whenever and wherever you want,’ she said.
‘I’m lucky that there’s a high demand for
locums with obstetrics skills at the moment,
so I can pretty much pick and choose my
work. I’ve also had the ﬂexibility to take lots
of time away from clinical work to go on
overseas holidays and attend some really
interesting courses and conferences.
‘It’s nice to not have to worry about
applying for annual leave or arranging
follow-up for your patients while you’re away.
There’s something very liberating about not
having any plans beyond the next few weeks
or months.
‘The freedom is quite addictive and will be
hard to give up.’
There is, however, a ﬂipside to that coin and
Wilson admits the unsettled nature of life on
what is often a very isolated road is not always
an easy one.
‘The biggest disadvantage for me has
been the social instability of so much travel.
I haven’t stayed in one place for more than
four weeks at a time since I started [as a rural

locum],’ she said. ‘I travel alone and often
don’t know anyone in these rural towns.
‘Three or four weeks is not really long
enough to ﬁnd a social niche, but it certainly is
long enough to get very lonely.’
Beyond the potential loneliness of the road,
Wilson is regularly faced with tricky logistical
challenges that test her ability to adapt to new
clinical situations.
‘It astounds me how different the clinical
protocols and resources are between
different places,’ she said. ‘For example,
maternity units all have completely different
practises when it comes to intrapartum
pain relief or caesarean section technique.
Even the surgical instruments have different
names across the states, which can lead
to considerable confusion in the operating
theatre.
‘From a GP perspective, one of the hardest
things is knowing who the local specialists
or allied health practitioners are in order to
be able to make appropriate referrals. Also,
trying to get the different computer systems,

Penny Wilson’s experiences as a
rural locum have provided rich fodder
for her online blog, Nomadic GP.
Described as ‘part travel diary, part
opinion and part clinical education’,
the blog provides Wilson a channel
through which she can discuss some
of the issues she encounters during
her life on the road.
‘It became a good outlet for
me to express my opinions and
observations,’ she said. ‘It was
quite a therapeutic way to process
the emotional rollercoaster of the
locum journey and also to make
connections through social media
with a really lovely online community
of other GPs and rural doctors.
‘I was particularly proud of
the second of my very popular
posts entitled, “Are You Going
to Be a Specialist? Or Just a
GP”, which was my rant about
how vitally important, but often
underappreciated, general practice
is. I think it struck a chord with a
lot of GPs around the world and I
received a lot of really humbling and
kind feedback.’
Wilson knew her blog had really
taken off, however, when it was
featured on the high-proﬁle US news
site, The Hufﬁngton Post.
‘It was pretty overwhelming the
ﬁrst time a blog post “went viral”
and was read and shared tens of
thousands of times. It was humbling
to think that so many people
connected to what I had written,’
she said. ‘The fact that it got the
attention of the publishers at The
Hufﬁngton Post just made the whole
thing even more surreal.’
Nomadic GP is available at http://
nomadicgp.wordpress.com/about/

passwords and printer conﬁgurations working
drives me absolutely crazy.’
These types of challenges, though, are part
of what makes locum life so interesting and
can be viewed as an aspect of a successful
life in general practice, in which you need to
be ready to handle whatever walks through
the door. >>
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>> ‘You really have to become extremely
resilient and adaptable,’ Wilson said. ‘The
most important thing is getting on well with
the local staff and not being afraid to ask for
help all the time.’

Wilson met South Australian rural GPs (L–R) Peter Gilchrist, Tim Leeuwenberg and Scott Lewis at the Kangaroo Island
Rural Doctors Masterclass.

Wilson believes this ability to form
meaningful doctor–patient relationships in a
matter of days helps underline the fact that
much of life in medicine, and general practice
in particular, is often the same regardless of
where you go or who you meet when you
get there.
‘Despite the differences in patterns of
disease in different settings, there are
some things that remain constant,’ she
said. ‘Empathy, patient advocacy and good
communication skills are essential no matter
where you are.

‘Everyone wants to feel like they are being
listened to and that they are being treated
with care and respect. I think that’s the
foundation of good general practice.’
The nomadic life of a rural locum has been
a real adventure for Dr Penny Wilson, one
that has opened her eyes to medicine and to
the rest of Australia.
‘I can’t imagine how it would be possible
to have had a more varied practice than
I’ve had over that time,’ she said. ‘It’s been
an absolutely amazing experience and an
extraordinary privilege.’
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Short-term bonds
Given the fundamentally temporary nature of
locum work, it would be reasonable to assume
it is difﬁcult to make the types of patient
connections so many GPs appreciate about
general practice. But, according to Wilson,
those strong relationships are not entirely
absent from her working life, especially in the
context of her special interests.
‘It’s amazing how quickly you can make
meaningful connections with patients,
particularly when managing serious illness or
delivering babies, those important moments
in peoples’ lives,’ she said. ‘It is possible to
get some of that interpersonal satisfaction as
a locum.
‘I’ve also met many fantastic people
along the way, some of whom have now
become good friends of mine. It really does
make you appreciate that there are great
people everywhere.’

18
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OBESITY VIEWPOINT

International observations
JOHN FUNDER

Healthcare
professionals can
gain real insight by
observing different
national attitudes
towards food and
obesity.

Having recently spent time in Japan, Italy and
the US, I was struck by the way food affects
other societies and wanted to take the time to
highlight some of my obeservations.
Japan
Japanese attitudes towards food could be
described as complex, but one of the major
considerations seems to be how it looks. Even
a $7 Bento box has a dozen divisions, each
with its own colourful little morsel.
What does this mean? Overweight people
– at least in Kyoto, Tokyo and Yokohama – are
relatively rare in Japan and, in contrast with
Australia, the overweight people I saw were
almost all young. To me, this seems to signiﬁy
that food in Japan is not seen only as a tasty
necessity, but as something that must appeal
to senses other than taste.
While we focus on areas like hunger, satiety
and exercise as central factors in obesity, this
Japanese example seems to underline the fact
appearance is also a real determinant of intake.
Advertisers seem more aware of this than we
are, however, as evidenced by items like the
towering and improbably delicious-looking
hamburgers we regularly see on TV.
Italy
Padua may not be illustrative of Italy as a
whole but, with as many as 60,000 students,
it offered interesting insights. Breakfast is
routinely along the lines of espresso (with
sugar) and a sweet pastry, and lunch and
dinner often include a menu of pasta and
pizza. Meat and ﬁsh are expensive and serves
correspondingly tiny – small clams in the pasta,
anchovies or salami slices on the pizza. This
is a high-carbohydrate diet, but not high in fat
and protein, struggling to reach the magical
15% of daily calorie intake.
The salvation is the bicycle; everyone
in Padua rides one. You tend to see few
overweight people during the week, but the
population swells, literally and ﬁguratively, on
the weekend as people from the surrounding
countryside drive (not cycle) into town.
Padua highlights what could be considered a
historic norm: while there are clearly additional
factors at play, even on a high-carbohydrate
intake you are less likely to become overweight
when balancing regular exercise.

The US
The city of Chicago is just as ﬂat as Padua, but
has very few bicycles. It does have cars and
motorcycles, and a very good public transport
system. Regardless, I have rarely seen as
many overweight people as I did in Chicago.
Again, the context is complex – sugar in
everything, ubiquitous advertising for junk
food, etc. – but portion sizes, in particular,
are striking.
These large meals can be read as something
of a statement about the unlimited plenty of
much of our modern world. They also represent
a sort of twisted generosity: ‘you will never
leave our table hungry’. As a result, far too
much goes to waste (and to waist).
Academic evidence
A real bright spot in Chicago was a lecture I
attended given by Cambridge’s Susan Ozanne,
which included data from a study on female
mice on a diet of 50% fat.
According to the study, these mice give
birth to overweight babies that become obese
eating only regular mouse pellets. If these
obese mice are accustomed to the intermittent
availability of a running wheel for a week, and
then mated, they stay on this exercise regimen
until their babies appear. The mother herself
does not lose weight, but the babies are close
to normal weight and do not subsequently
become obese.
When a similar exercise regimen was
used in obese pregnant mothers, they again
did not lose weight themselves, but their
babies weighed much less than those of
non-exercised obese mothers.
It is, of course, too early to say whether the
offspring will mimic the ﬁndings in terms of
eventual weight gain, but it’s a good start.
On the human side of things, ﬁndings
like these are worth remembering when
an overweight patient who is eight weeks’
pregnant comes into your ofﬁce.
It is important to talk to these patients
about the need to monitor weight gain
and be on the lookout for the probability
of gestational diabetes. The third item that
can deﬁnitely be discussed more readily is
moderate, intermittent exercise. Not only for
the mother’s sake, but also for that of the
child she is carrying.

Reprinted from Good Practice Issue 8 August 2014

19

GP PROFILE

Lifetime of
experience
BEVAN WANG

Sanjiva Wijesinha’s love for medicine
continues to inﬂuence his clinical,
military and literary pursuits.

Despite training and working as a paediatric
surgeon for much of his medical career,
Dr Sanjiva Wijesinha’s decision to re-train as
a GP is one he has never looked back on.
Wijesinha graduated from medical school
at Sri Lanka’s University of Ceylon before
completing a research degree at Oxford
University and going on to work in the UK,
Sri Lanka and Hong Kong.
‘Paediatric surgery is an aspect of surgery
where you can be really creative and it gives
you a lot of satisfaction,’ Wijesinha told
Good Practice. ‘If you operate on a child
who has a cleft lip, ﬁve years later you see
that child and the child smiles at you … that
is a great satisfaction.’
As someone who has provided countless
children with the chance to lead a better life,
Wijesinha’s passion for medicine continues to
touch many people.
‘Last year, I was invited by a girl – who I
had operated on for oesophageal atresia and
who came from a particularly poor family – to
her wedding as an attesting witness,’ he
said. ‘You feel a great sense of satisfaction
that this is a child that you have operated on
and the child survives, is doing well and you
have played a part in her life.’
Wijesinha successfully trained in general
practice in Australia at the Victorian
Aboriginal Health Service and is now a
GP at the Moorabbin Medical Centre in the
south-east of Victoria.
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‘This is a really nice clinic because we
have six other doctors and each of us
has our own interests, but we work well
together,’ he said. ‘It is good to work
in a multi-doctor practice because you
complement each other’s talents and
interests, but it also means that you can take
a holiday when you want to because there is
someone there to cover your patients.
‘If only more general practices work like
this. The patients can really beneﬁt from it.’
Wijesinha spends three days a week
at the clinic and the rest of the week at
Monash University.
Medical education
Wijesinha’s healthcare interests extend
beyond his clinical work and his love of
medical education began in Sri Lanka.
‘I had always enjoyed teaching, even as a
surgeon,’ he explained. ‘Once a week I used
to get the ﬁnal year students coming to me
for their class in paediatric surgery. In my
ward, I had to convert it into a teaching room
because there were just heaps of students
wanting to learn.’
Wijesinha decided to return to medical
education as part of his training to become
a GP and it is the area he feels most
passionately about.
‘What I found in my training days was that
there were some jobs which were advertised
for academic registrars, where you did ﬁve
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half-days in a GP practice and ﬁve half-days
at [Monash] University as a junior lecturer,’
he explained. ‘I applied and was lucky to be
interviewed by Professor Leon Piterman,
who told me at the end of the interview that I
got the job.’
Wijesinha completed his time as an
academic registrar and was subsequently
promoted to senior lecturer. He recently
became an associate professor of
Monash University.
‘I recommend this academic post for any
GP trainees because it gives you a good
insight into what academic general practice
is like,’ he said. ‘I have been teaching
medical students for years, but for someone
who has not taught medical students and
who does not have good experience, this is
really good and you are provided with very
good mentors.’
Army service
A young Wijesinha joined the Sri Lankan
Army during his third year of medical school,
following the instructions of his father, and
ultimately spent 12 years as an army surgeon.
‘My dad told me that if I joined the army
reserves, I will beneﬁt in three ways,’ he
explained. ‘He told me I would learn skills
that I would never learn in medical school,
meet people that I would never have met in
medical school, and that it would give me
greater conﬁdence.

Clockwise from top left: Wijesinha and his daughter at a Sri Lankan cultural event in Melbourne; Wijesinha formed a special bond with his son while walking 800 km along Spain’s
El Camino de Santiago; attending the wedding of a young girl he had operated on in Sri Lanka was a highlight of Wijesinha’s medical career; Wijesinha’s wife Chitra is also a doctor.

Images Sanjiva Wijesinha

‘I remember sitting down with him on his
90th birthday and telling him that all the
reasons he had for getting me in the army
came true.’
Having served as a surgeon in the Sri
Lankan army for 12 years, Wijesinha
witnessed the injury and death of
innumerable civilians and military personnel.
‘There was a stage during the war years
when you had to operate on soldiers and
even civilians,’ he said. ‘I had friends who
died, both civilians and those I served with,
because they were blown up by bombs.’
These experiences in the armed forces
left a deep impression on Wijesinha and, as
part of a desire to give back to the country
he now calls home, he joined the Australian
Army’s Third Health Support Battalion as a
regimental medical ofﬁcer and volunteers for
a 3–4 week period at least once a year.
‘When a task comes up, a message goes
out saying that they need a doctor for three
weeks in Rockhampton or that they need
an emergency department nurse to work in
Afghanistan. Someone from the battalion will
answer the call and go,’ Wijesinha said.
Writing life
Wijesinha’s passion for the written
word began when the editor of an

English-language Sri Lankan newspaper
approached him about writing some healthrelated articles.
‘He wanted me to write health articles,
but also wanted to make sure that I write in
simple terms that people can understand.
So I started writing and it was really well
received,’ he said.
This literary interest stayed with Wijesinha
and it soon became a favourite pastime. He
would go on to write for general and medical
publications in the UK, Hong Kong and here
in Australia.
Wijesinha continues to write for the Sri
Lankan Sunday papers today. And while
he has become something of a celebrity in
his home country, his writing pursuits have
deﬁnite medical beneﬁts.
‘It is also a great training tool, having to
write these articles, because it helps me to
learn to explain medical concepts in English
that [non-medical] people can understand,
something that is really important for GPs,’
he said.
Wijesinha has also written six books in
addition to his medical articles. His latest
book, Strangers on the Camino, followed him
and his son as they journeyed along Spain’s
famous El Camino de Santiago, or the Way
of St James.

‘My son and I decided to go in April 2011,’
he explained. ‘Father and son met and
walked the Camino, which is 800 km, and
went from the Pyrenees Mountains in France
and ended up in Santiago de Compostela
near Spain’s Atlantic coast.
‘Eight-hundred kilometres was a tough
call. You walk about 20–25 km every day.’
In deciding on the name of the book,
Wijesinha talked about the bond he built
with his son during the six-week journey,
something few are likely to get the
opportunity to experience.
‘When we ﬁnished the walk, we were
like good friends and had got to know each
other,’ Wijesinha said. ‘We are like two adult
men who had a great respect and affection
for each other. That is something that you do
not get to see often.’
For all his experiences, Wijesinha believes
he has been able to achieve everything he
has thanks to his life in medicine.
‘Medicine is one of those ﬁelds that
allows you to have job satisfaction, ﬁnancial
remuneration and recognition in whatever
combination you like,’ he said. ‘I have studied
medicine, but then also went on to write,
served in the army, taught and practised two
specialities of medicine.
‘It really is a dream come true.’
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Timely access
BEVAN WANG

Effective time
management has
helped achieve better
health outcomes
for the patients
at Alexandra Park
Medical Centre.

Alexandra Park
clinic tips
• Script clinic – runs for one
hour during lunchtime every
day for walk-in patients who
needs scripts or ongoing
specialist referrals
• Quick clinic – runs each day
at 8.30 am and 4.30 pm for
children under the age of 16
(bulk billed and walk-in only)
• Nurse roles – nurses take on
more clinical responsibilities
(eg. pap smear, vaccination) to
help free up the GPs’ time
• Receptionist roles –
receptionists take on a greater
role to free up nurses’ time
(eg. recall and reminder
system, equipment sterilisation)
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Located in Bundaberg, Queensland,
Alexandra Park Medical Centre (APMC), the
RACGP’s 2006 National Practice of the Year,
continues to be at the forefront of patientorientated primary healthcare.
Dr Patrick Byrnes, recipient of the
RACGP’s 2010 General Practitioner of the
Year Award, founded the practice in 1979
and relocated it to its current position opposite
Alexandra Park in 1985.
The practice sees a range of patients, from
infants through to the elderly, and consists of
two full-time GPs, two full-time GP registrars
and several nurses and receptionists.
While APMC has remained a relatively small
general practice for the last 35 years, Byrnes
has trained and mentored a large number of
registrars and students since 1995. One of
the registrars who joined Byrnes in 2011,
Dr Chris Cullinan, has since gone on to
become a partner at the practice.
‘One of my main interests has been
medical education and I have been a medical
educator with various training programs since
1982,’ Byrnes told Good Practice.
APMC is also heavily involved with research
in conjunction with the Department of General
Practice at the University of Queensland.
‘The main area we have done research
in is chronic disease management, which
includes running a cardiovascular clinic inside
general practice,’ Byrnes explained. ‘If you do
a search in the peer-reviewed publications like
Australian Family Physician you will ﬁnd a few
papers there.’

We always start the day
with 20% of appointments
free so patients can come
and see us if something is
wrong
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Wise choices
One of the most commonly cited difﬁculties
in healthcare is effective time management.
Byrnes believes running APMC involves
successfully handling what he considers the
three levels of general practice – traditional
acute care, preventive health and chronic
disease management – in order to meet the
needs of the community.
‘We have enormous demands on our time
and it is like having money,’ he explained. ‘If
you have got a certain amount of money, and
you have all these things you can spend money
on, you have to choose wisely.
‘We have a limited amount of time and
we have all these demands, so one should
choose one’s time appropriately.’
While time pressure can increase the
level of stress on GPs, it has been shown
that proper time management can inﬂuence
patient satisfaction, chronic disease
outcomes, prescribing practices, physician
satisfaction and the risk of malpractice.1

Images Alexandra Park Medical Centre

Above left to right: APMC receptionists are trained to handle clinical tasks such as recall and reminder systems; staff make use of digital technology to keep track of the practice’s many
clinics. Below left: APMC’s Patrick Byrnes was the RACGP’s 2010 GP of the Year.

One of the ways APMC is making
the best use of time is by allowing
practice nurses to take on more clinical
responsibilities.
‘We actually do our own recall systems
and we send out a letter telling our patients
when they are due for a pap smear, for
example, and they basically have two
choices,’ Byrnes explained. ‘They can go
to the nurse and it will be bulk billed or they
can come to a doctor and we will charge
them the full fee.
‘We tell them that it is appropriate to come
to see the doctor if they have concerns other
than a pap smear, but if they just want a pap
smear then they can get it bulk billed by
the nurse.’
Byrnes feels allowing patients to choose
their provider when it comes to relatively
straightforward tasks like vaccinations and
pap smears allows GPs to focus on more
demanding presentations.
In addition, other tasks traditionally
performed by nurses, such as the
sterilisation of surgical equipment, and recall
and reminder systems, are assigned to
APMC’s receptionists, which has a number
of practical advantages.
‘It is cheaper and helps to keep the
running costs down. But it also means the
nurses can focus on what they are good at;
their clinical skills,’ Byrnes said.

Speciﬁc clinics
APMC prides itself on its efforts to ensure
patients can expect to see doctors in a timely
manner every time they visit.
‘We always start the day with 20% of
our appointments free so that our patients
can come and see us in case something is
wrong’, Byrnes explained. ‘We make sure
that those 20% of appointments are there for
acute patients only.’
APMC’s bulk-billed ‘script clinic’, which
operates for walk-in patients every lunchtime,
is another prominent feature of the practice.
‘There is a category of patients where it is
what we call “administrative urgency”, where
a patient realises the night before that they
have taken their last blood pressure tablet and
they have not got any repeats left, or
someone realises their referral is out of date,’
Byrnes said.
‘For them, it is urgent that they get a script,
but from a doctor’s point of view that is not
medically urgent. That is administrative urgency.’
Byrnes said that with 10–11 patients
attending every day, the script clinic also
provides patients with a timely reminder to
return for chronic disease managements.
‘A lot of patients come and want to ask
about other things, but we give them a ticket
and get them to come back next week for a
full appointment,’ he said. ‘Coming in urgently
because you have run out of scripts and

saying to the doctor that you want a diabetes
or heart check-up is like someone going to ﬁll
their car then wanting a full service.
‘We have set it up so they can get their
scripts urgently, but for anything else they
have to make an appointment.’
Available at 8.30 am and 4.30 pm every
day, the ‘quick clinics’ are another service
APMC offers its patients. These clinics are
bulk billed and only available to children
younger than the age of 16 who have an
acute medical problem.
‘They are designed so parents whose
children get sick at night can roll up and
see us early in the morning or after school,’
Byrnes said. ‘When you are a parent, there is
an emotional urgency category where it may
not actually be medically urgent. Whether it is
overnight or after school, we can guarantee
that the kids will be seen by one of the GPs.’
Byrnes sees the clinics as a working
example that other practices can take on
board and use to change the way their patients
are able to access vital primary healthcare.
‘GPs should endeavour to be as efﬁcient
and as productive as they can be and that
involves making [wise] choices, both in what
they do and how they do it,’ he said.
Reference
1. Duggdale DC, Estein MD, Pantilat SZ. Time and the
patient – physician relationship. J Gen Intern Med
1999;14(1):S34–40.
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RACGP FOUNDATION

GPs lead the way
PAUL HAYES

‘Last year’s fundraising activity was
such a hit and we wanted to keep the
momentum going by offering another
fundraising adventure, but somewhere
completely different to Kokoda,’ RACGP
Foundation Program Coordinator Melissa
Milne told Good Practice. ‘Instead of
roughing it, this time we wanted to offer
our members an adventure that appealed
to all age groups and ﬁtness levels that did
not compromise on creature comforts. At
the same time, we are hoping to raise as
much money as we can to help us fund our
general practice research grants.’
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The RACGP
Foundation’s next
fundraising adventure
will see GPs embark
on a journey along
Spain’s El Camino de
Santiago.

Raising money for a good cause can be done
in any number of ways. Fundraisers can hold
events such as quiz nights, sporting events,
silent auctions, cooking competitions or even
ever-popular sausage sizzles.
The RACGP Foundation, on the other hand,
prefers to think a bit bigger. Following last year’s
Conquer Kokoda for a Cause in Papua New
Guinea, which raised more than $40,000 for
general practice research, the 2015 fundraising
event will see participants, including RACGP
CEO Dr Zena Burgess, spend 12 days in
Spain, walking along the famed El Camino de
Santiago, or the Way of St James.
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To be held 2–13 May 2015, the El Camino
trek will see those who take part discover
some of the wonders of Spain, including its
capital Madrid, historic hamlets and medieval
cities, and the famous Pilgrims’ Ofﬁce. They
will also attend a Spanish Society of Family
and Community Medicine presentation on the
national healthcare system, followed by a visit
to a local healthcare facility.
The real drawcard, however, will be the
El Camino de Santiago, which the GPs will
travel from Sarria to Santiago de Compostela
(a UNESCO World Heritage site). The
El Camino de Santiago is a centuries-old
pilgrimage route to the shrine of the apostle
St James the Great. RACGP participants
will walk the most popular part of the trek,
the French Way, where they will experience
the beauty of the Galicia region in Spain’s
north-west.
‘We wanted to offer our members, their
family and friends the opportunity to trek
along the El Camino because of the rich
history and signiﬁcance this track has to
offer,’ Milne said. ‘For centuries, pilgrims were
treated to free healthcare in hospitals and
hospices along the track, some of them under
the protection of the Knights Templar.
‘The Camino has experienced hundreds of
years of history and it is very exciting to think
the lucky participants who walk this path are
following in the footsteps of millions of people
before them.’
A vital cause
All of the money raised during the El Camino
trek will go towards supporting general

practice researchers, as well as developing
research career pathways for new researchers
and funding various research projects.
‘The Foundation believes strongly in
the importance of research in general
practice and our grants acknowledge the
vital contribution our GPs make in further
medical advancements within the community,’
Milne said.
‘Many quality research projects go
unfunded and if it wasn’t for fundraising
activities like this one we wouldn’t be able
to contribute to the growth of evidence
relevant to general practice. This evidence
is necessary in delivering the highest quality

care and ensuring the best health outcomes
for all Australians.’
When Dr Gillian Gould, a GP and tobacco
treatment specialist in NSW, ﬁrst received a
research grant from the RACGP Foundation
in 2008, it allowed her to enter the world of
general practice research.
‘Along with the next grant I received, this
contributed to me being offered a two-year
research fellowship at the University of New
South Wales,’ she said.
‘The [RACGP Foundation] grant started
me off on my research career and gave me
personal encouragement.’

El Camino
information
Visit www.racgp.org.au/support/
foundation/projects/elcamino/
or www.inspiredadventures.
com.au/racgp/spain/ for more
information on the El Camino
trek, including registration fees,
fundraising targets, travel costs
and accommodation details.
Representatives at Inspired
Adventures will be able to help
answer questions relating to the
trip. They can be contacted on
1300 905 188 or via email at
Isabel@inspiredadventures.com.au
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PORTRAITS OF GENERAL PRACTICE

Seeing a doctor who
lives up to standards
of excellence in
general practice
will always leave an
impression on you.

Professor John Murtagh is one Australia's best
known and most loved GPs. A best-selling
author for McGraw-Hill, his books are translated
into 13 languages. He is also the recipient of
many awards and honours, and in 1995 he
became a member of the Order of Australia.
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Pursuing excellence
As a GP, how often do you hear healthcare
colleagues say the general practice profession
needs excellent standards as its foundation?
Some of these colleagues who have spent
a brief time in general practice, however, will
also admit that it is a difﬁcult discipline to
practise at such a standard.
Fortunately, I have met a number of GPs
who ﬁt the ‘gold standard’ model. I also
continue to meet outstanding and inspirational
GP registrars and students who should
enhance our discipline in the future.
Examples of excellence
Dr Bill, our family’s doctor in the country, was
an icon of excellence. His secret was good
communication and a systems approach to
patient management. His receptionist would
remind us things like, ‘don’t forget to bring an
early morning spec with you’, ‘be on time, you
must not keep the doctor waiting’ and ‘bring
your medications along’.
Dr Bill’s advice to me upon my graduation
was, ‘always be compassionate and generous
to your patients, always examine them if
appropriate and don’t have dalliances with
them’. He demanded standards of excellence
of himself.
The late Dr Andrew Fraser was also a
crusader of excellence in general practice. He
was an experienced GP from the Melbourne
suburb of Ivanhoe who was variously referred
to as, ‘gold standard champion’, ‘the
perfectionist’, ‘the conscience of general
practice’, and ‘the GP’s GP’.
Renowned for his lucid, humorous and
incisive writing and oratory, Dr Fraser
could be quite intimidating in his criticism
of sub-standard practice. Many doctors
undertaking pre-exam courses would be able
to recall his brilliant presentations on urine
specimens, domiciliary visits and the basic
neurological examination.
Dr Fraser could be observed at most
educational forums, especially the scientiﬁc
session of the RACGP annual meeting,
rigorously defending scientiﬁc methodology,
promoting excellence of clinical methods and
criticising speakers for unacceptable standards
of presentation. He had little tolerance of
mediocrity and unscientiﬁc practices and, in
particular, what he considered to be ‘fringe’
medicine. Predictably, he espoused the
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importance of a proper history and physical
examination in general practice.
Under examination
I experienced a heartsick moment when
I presented for the RACGP Fellowship
examination and there was the formidable
Dr Fraser taking me for the examination of
a grossly enlarged and somewhat deformed
knee. I felt intimidated as his eagle eye
followed my every movement.
I carefully adhered to the standard of ‘look,
feel, move, measure, compare both sides
and test function’. Looking at me above his
glasses, Dr Fraser delivered a stern directive:
‘Is there anything else you should do?’.
I felt cornered and confused, but the
thought of an unlikely Charcot’s joint had
crossed my mind so I pulled out my pen torch
and tested the light response of his pupils.
Dr Fraser looked at me incredulously. ‘What
did you do that for?’ he asked. ‘I was looking
for Argyll Robertson pupils,’ I replied.
Dr Fraser sat there in a thoughtful silence,
which seemed to last for an eternity, until the
bell heralded my need to exit. I’ll never know
what he thought and how I was assessed.
In his own words
I will leave the ﬁnal word to Andrew, as written
in Australian Family Physician back in 1991.1
To continue to be a caring, credible
profession we must continue to make
ourselves available, to make home calls and
to be always responsible for our patients. For
example, if we are called to a patient with
abdominal pain in the morning this should be
followed up with an evening visit or at least a
phone call. Failure to return to the basics of
medical care will prove to be the downfall of
our discipline.
Finally, my pet hates: dirty sneaker shoes,
as worn by some residents and students,
health screening, instant coffee and doctors
advertising by way of letter box-drops.
I miss Andrew regularly ringing me to
complain about malpractice and to offer advice
for content in my publications. He certainly
stood for excellence in general practice.
Reference
1. Fraser A. Gold standard crusader. Australian Family
Physician 1991;20(12):1756–7.
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Free events to refresh your
knowledge of type 2 diabetes
Full day workshop covering therapies and individualisation
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Refresh your knowledge of existing
therapies and expand your skills
in newer medications available in
Australia by attending this active
learning module (ALM) and optional
quality improvement activity.

Activity 1: Type 2 diabetes management in
general practice – workshop
Full day workshop delivered online via gplearning
and face-to-face.
Activity 2: Clinical audit activity (optional)
Undertake a clinical audit as an additional activity.
Review current best practice guidelines, reflect on
your own practice in the field of diabetes and
implement changes to improve patient care. Fulfil
your 2014–16 QI&CPD triennium requirements
with this optional quality improvement activity.

For further information and to register visit
www.racgp.org.au/Type2DiabetesALM or call 1800 626 901.

Sponsor

Partner

This education has been developed independently by the RACGP with educational funding from AstraZeneca.

Online
learning

Adelaide Convention Centre
9–11 October 2014
www.gpconference.com.au

The Rural Procedural Grant Program (RPGP) provides ﬁnancial assistance of
$2000 per day for eligible GPs attending selected ALMs* at GP14, including:
• Procedures in the practice – approved for a 1-day grant in emergency
medicine or surgery
• Rural hospital simulation and rural hospital forum – approved for a 1-day
grant in emergency medicine
• Clinical Emergency Management Program (CEMP) Intermediate – approved
for a 1-day grant in anaesthetics or emergency medicine
• Clinical Emergency Management Program (CEMP) Advanced – approved
for a 2-day grant in anaesthetics or emergency medicine

For more information about these workshops and how
ww.gppconnferennce.com.au
to apply for the RPGP, visit ww
* Conditions and eligibility criteria apply. This ﬁnancial support is offered as a grant of $2000 per day for up to 10 days of
training per ﬁnancial year for procedural GPs and for up to 3 days of training per ﬁnancial year for GPs providing hospital
based emergency services. More information is available at www.gpconference.com.au/cemp

Lead. Inspire.

Special rates
for RACGP
members

