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YOUR COLLEGE

eHealth forum

Clockwise from above: The secondever RACGP eHealth Forum attracted a
significant crowd – in-person and online;
Emma Hossack, President of the Medical
Software Industry Association, presented
during the ‘Usability – your solution is
not necessarily my problem’ session; Tim
Kelsey, CEO of the Australian Digital Health
Agency, presented during the ‘Farewell fax
machine’ session; the forum included lively
discussion, including an interactive online
Q&A event and live Twitter feed.

The RACGP Expert Committee – eHealth
and Practice Systems (REC–eHPS)
recently hosted the second-ever RACGP
eHealth Forum.
The forum is a dynamic and engaging
event that represents an opportunity
for leaders in the eHealth space, key
stakeholders across the primary care sector,
and government representatives to discuss
issues currently affecting the general
practice profession.
Held at the RACGP National Office in
East Melbourne, the forum was streamed
exclusively for members on RACGP.TV,
and featured an interactive online Q&A
event and live Twitter feed that allowed
all members to be involved and in the
lively discussions.

4

The forum featured three key sessions:
‘Farewell fax machine’, which focused on
the challenges of implementing interoperable
secure electronic communications in
healthcare; ‘Usability – your solution is not
necessarily my problem’, which explored
clinical usability principles to create and
design systems, as well as the challenges
facing IT platform developers in healthcare;
and ‘The data deluge’, a discussion on the
barrage of data in general practice, including
how it is collected and how such a large
amount of information can be best utilised.
Visit www.racgp.org.au/your-practice/
ehealth/racgp-ehealth-forum for a detailed
summary of the RACGP eHealth Forum.
The REC–eHPS, which focuses on
eHealth developments, information

Reprinted from Good Practice Issue 12, December 2016

management, eHealth standards and
other areas of development that impact
on the future operation of Australian
general practice, is also calling for
nominations for a new member.
All RACGP Fellows who are
financial members as at 1 July 2016
are eligible to apply, and the position
is required until September 2018.
Nominations will remain open until
Tuesday 22 November.
Email ehealth@racgp.org.au for more
information or to request an application
form. Visit www.racgp.org.au/
yourracgp/organisation/committees/
racgp-expert-committees/ehealth-andpractice-systems for further information
about the REC–eHPS.

Medicinal use
of cannabis
products
The RACGP has released a position statement on the medical
use of cannabis products.
The statement discusses the RACGP’s concern that recent
changes to legislation have the potential to be mistaken
by patients as official endorsement of its use, and GPs
may now experience greater patient demand to prescribe
cannabis-based medications.
According to RACGP President Dr Bastian Seidel,
further evidence is required in this area, particularly relating
to treatment efficacy and the longer-term side-effects of
cannabis-based medications.
‘The current evidence base for the use of cannabis-based
medicines is still emerging, and these products can be
prescribed only under strict protocols,’ he said.
As is the case with all medications, cannabis products must
be approved or registered through the Therapeutic Goods
Administration (TGA) before they can be prescribed.
The RACGP’s position statement is designed to assist GPs
by detailing its position on prescribing medicinal cannabis
products in general practice, the challenges faced by GPs,
and the current evidence and legal framework in Australia.
Visit www.racgp.org.au/support/policies/
clinical-and-practice-management/racgp-positionstatement-medicinal-use-of-cannabis-products to access
the position statement.

RACGP events calendar
December
NSW

2016
QLD

Clinical Emergency
Management Program
– intermediate
Saturday 3 December,
8.30 am – 5.00 pm, Sydney
Boulevard Hotel, Sydney

CPR workshop
Tuesday 13 December,
6.30–8.30 pm, College House,
Brisbane
Contact 07 3456 8944 or
qld.events@racgp.org.au

Contact 02 9886 4710 or
maria-rosario.orosa@racgp.org.au
WA

WA

CPR certification
course

CPR certification
course

Saturday 3 December,
8.30–10.30 am, College House,
Perth

Thursday 15 December,
6.30–8.30 pm, College House,
Perth

Contact 08 9489 9555 or
linda.cridland@racgp.org.au

Contact 08 9489 9555 or
linda.cridland@racgp.org.au

VIC

Perform CPR – A
workshop for GPs
Wednesday 7 December,
6.00–8.00 pm, RACGP House,
East Melbourne
Contact 03 8699 0488 or
vic.events@racgp.org.au

Visit www.racgp.org.au/education/courses/racgpevents for further RACGP events.

Submissions for Australian Family Physician
The RACGP’s flagship scientific journal Australian Family Physician (AFP), which
recently celebrated its diamond jubilee, has invited authors and readers to be part of
its next 60 years.
AFP welcomes submissions of clinical, professional, research and viewpoint articles. Visit
ScholarOne (https://mc.manuscriptcentral.com/afp) to access author guidelines and submit
a manuscript for consideration.
AFP is an open-access journal that offers free and timely publication to contributors, with
distribution numbers in excess of 35,000. Full papers are available online, while the monthly
print journal is mailed to all members of the RACGP and to subscribing non-members.
Visit www.racgp.org.au/afp for more information on AFP, or email afp@racgp.org.au to
register your interest as a peer reviewer.
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CONTINUING PROFESSIONAL DEVELOPMENT

Planning
learning
and need
The new PLAN
quality improvement
activity in the
RACGP’s QI&CPD
Program gives GPs
the opportunity to
reflect on continuing
professional
development that will
benefit them, their
practice and their
community.

The good GP, as they say, never stops
learning. The RACGP’s Quality Improvement
and Continuing Professional Development
(QI&CPD) Program is designed to support
GPs throughout Australia to provide the best
possible care for patients and communities.
‘Since its inception, the RACGP’s QI&CPD
Program has always recognised the need
for self-reflection to improve the quality of
everyday clinical practice by promoting the
development and maintenance of general
practice skills and lifelong learning,’ RACGP
President Dr Bastian Seidel said.

RACGP President Dr Bastian Seidel recognises GPs’
need for self-reflection when determining their continuing
professional development.
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As part of the RACGP’s dedication to
continually evaluate and improve the QI&CPD
Program, the upcoming 2017–19 triennium
will include an increased focus on reflective
learning practices with the introduction of
the planning learning and need (PLAN)
Category 1 quality improvement (QI) activity.
A mandatory online activity, PLAN is an
evidence-based approach to continuing
professional development (CPD) that
enables GPs to identify significant areas
of general practice learning needs. This
provides the capacity to structure ongoing
learning in accordance with GPs’ personal
requirements and the services necessary to
meet the evolving needs of their patients and
community (refer to breakout on page 8 for
more information).
PLAN recognises that learning needs
change with many factors, including the
evolving nature of general practice and
medical care, career history and clinical
experience, practice demographics, and
significant life events such as leave from
practice (eg parental leave).
‘The PLAN activity has been developed
to further support GPs on their educational
journey by providing improved capacity to
structure their ongoing learning,’ Dr Seidel
said. ‘This will enable GPs to self-identify
priority areas of learning need in accordance
with their personal aspirations and needs of
their patients and their community.’

Images RACGP; WAGPET

PAUL HAYES

Step by step
PLAN has been developed to provide GPs
with a user-friendly CPD experience that does
not add to their existing workload. The activity
is broken into five steps:
1. Complete a practice profile and
self-assessment
2. Review the report generated in the first step
3. Identify five key areas for improvement
from the report
4. Complete activities throughout the triennium
that are relevant to the five key areas
5. Reflect and plan ahead
According to Dr Janice Bell, GP and Chair
of the RACGP Expert Committee – Post
Fellowship Education who was involved in
the development of PLAN, its fundamental
concepts have been in the works for more
than 10 years. The RACGP has used that
time to ensure it delivered members the best
possible CPD structure in a vital area of the
healthcare profession.
‘Education is incredibly important for GPs
because it’s not just about making yourself
a better doctor; it’s also about keeping the
community and patients safe. Education is
high stakes for GPs,’ she told Good Practice.
‘Therefore, planning your learning
is even more important than any other
education endeavour.
‘It’s one thing to say learning plans are a
good idea, but it’s quite another to have one
that’s easy to use, meaning people will use it
and get benefit from it.
‘So while the RACGP could have made
PLAN mandatory 10 years ago, we didn’t
because we didn’t have a mechanism to make
it really user-friendly, and now we do.
‘PLAN is online, it’s very simple to work
your way through it, it’s very simple to add

Dr Janice Bell describes GPs’ education as ‘high stakes’
and feels the new PLAN activity will ultimately help them
deliver the best care for their patients and communities.

in the CPD activities you do that address
the different learning areas that you have
identified, and you can stop and start at any
time without losing your data.’
The timing of PLAN’s implementation
is also fortuitous in that it comes shortly
after the Medical Board of Australia’s
interim paper on revalidation, released in
August, which requested that representative
healthcare organisations such as the
RACGP bolster their professional
development strategies.
‘PLAN gives us that strengthened
CPD program and that is why we made it
compulsory,’ Dr Bell said. ‘Now we know
that everyone will be thinking about the
education they do in relation to their practice
and their performance.’
On reflection
One of the most important aspects of PLAN
is an emphasis on reflective learning.

As GPs’ learning from CPD becomes
applied to practice, reflective learning
enables them to test how relevant, useful
and appropriate their learning is to their
everyday practice, and to revise any learning
needs accordingly.1
Reflective learning practice requires
ongoing observation and evaluation of
professional skills and community needs
through a process of critical thinking.1
By taking the time to create a practice
profile and undertake a self-assessment,
PLAN allows GPs to consider what skills are
needed beyond those they wish to develop
for their own professional aspirations.
‘GPs might even consult their peers as
they consider their education needs, and I
think that is the most powerful underpinning
of the strengthened CPD program,’
Dr Bell said.>>

Steps to complete the online PLAN activity

Reprinted from Good Practice Issue 12, December 2016

7

CONTINUING PROFESSIONAL DEVELOPMENT

Planning ahead
A planning learning and need (PLAN)
quality improvement activity is
designed to help GPs structure and
document their learning according to
the needs of themselves, and their
patients and community.
A PLAN activity documents:
• what the GP needs to learn
• why they need to learn it
• how they are going to learn it
• evidence they have achieved their
learning goals.
The PLAN activity is mandatory in
the 2017–19 triennium and is completed
online through the myRACGP member
portal (www.racgp.org.au/myracgp).
Visit www.racgp.org.au/education/
qicpd-2017-19-program for more
information on PLAN activities and the
QI&CPD 2017–19 Program.

QI&CPD 2017–19
Program requirements
A minimum of 130 QI&CPD points is
required for the 2017–19 triennium.
This must include:
• one PLAN quality improvement activity
• one Category 1 activity
• a cardiopulmonary
resuscitation (CPR) course.
The 2017–19 triennium commences
1 January 2017 and concludes
31 December 2019.
Visit www.racgp.org.au/education/
qicpd-2017-19-program for
more information.
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>> ‘That’s what the idea of reflection allows.
It’s not just a GP sitting there and thinking,
“What would I like to do for my CPD?” They
can reflect on it and think, “What do my
patients need? What does the practice need?
What does the community need?”’
PLAN has been designed as an inclusive
QI activity in that it allows for participation
by people who may have been out of clinical
practice, such as those who have taken time
away from the profession or been working in
a different part of healthcare.
‘You can actually be working in other
areas that are related to general practice,’
Dr Bell said. ‘These may include general
practice education and training, general
practice research or a more specialised part
of general practice like GP obstetrics or GP
anaesthetics, where you are in clinical work
but you are not actually sitting in an office and
seeing patients every 15 minutes.
‘General practice is indeed “general”. PLAN
invites everyone who is working in a general
practice setting to engage back into our
profession. So you can still look at your skills
and competencies and reflect on those for the
job that you are doing now.
‘Or, if you are thinking about getting back
into general practice and have been on
maternity leave or taken a break for whatever
reason, you can still use PLAN to consider
what your learning needs will be given the
situation you are in in your career.
‘Anyone can sit down and have that
conversation with themselves and with their
peers, whatever aspect of general practice
they are in: on leave, working part-time,
working across multiple clinics, working in an
area related to general practice.’
A welcome progression
With the topic of revalidation in general
practice a continually sensitive one, Dr Bell
believes it is important to note that PLAN is
not a reaction to that issue.
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‘PLAN has been 10 years in the making,
so it is not a reactionary activity. It’s just good
education practice for which we now have the
right technology,’ she said. ‘And it’s timely
that we have such a tool at the time that
the Medical Board of Australia is saying to
colleges like the RACGP that it wants them to
strengthen their CPD programs.
‘PLAN is more of a response to the call
for greater transparency around how doctors
are making sure they are safe for patients in
their community.’
Having taken the time to ensure it is in
its best possible form, all involved with the
development of the PLAN activity believe it
represents the GPs who continue to upskill
and learn within modern Australian general
practice. PLAN’s launch at the recent GP16
annual conference for general practice was
a success, with positive feedback from a
number of GPs.
‘I have really heard from a lot of GPs
that they are ready for this sort of thing,’
Dr Bell said.
‘It’s respectful of the doctors and it’s
respectful of the profession in that you don’t
just go out and pick whatever turns up, but
regard CPD as a professional activity.
‘PLAN is about continuing your professional
development, but it is actually also a
professional activity and it deserves the rigour
and, if you like, the respect of the process as
much as anything else that we do as GPs.’
Reference
1. McCoy R. RACGP QI&CPD Program launch
2017–2019 triennium. Workshop presentation at
GP16 – RACGP Annual Conference for General
Practice, 30 September 2016.

GENERAL PRACTICE RESEARCH

AMANDA LYONS

The treatments and techniques used in
modern Australian general practice are the
result of a long and continuing history of
peer-reviewed research backed by a high
level of evidence. Recommendations and
guidelines evolve and improve as a result of
this research.
‘We know research in general is important
for any industry, field or endeavour,’ Prof Mark
Harris, Professor of General Practice and
Executive Director of the Centre for Primary
Health Care and Equity at the University of
New South Wales, told Good Practice.

‘It helps to keep us learning and renewing,
doing things better and differently.
‘Any industry that doesn’t invest in research
is destined to stagnate.’
According to Prof Tania Winzenberg,
Professor of Chronic Disease Management
at the Menzies Institute for Medical Research
in Hobart, operating in any field without the
guidance provided by research is analogous
to travelling without a map.
‘If you don’t know where you’re starting
from, how do you know how you’re going
to get where you want to go? And how
do you know when you’ve arrived?’ she
told Good Practice.
Prof Winzenberg believes that general
practice research is vital to the work of
all GPs, regardless of whether they are
researchers themselves.
‘Quality research helps us to understand
what is the best care for general practice
patients across the full spectrum of conditions
and problems that GPs deal with, and
how to deliver that care most effectively,
efficiently and in a patient-centred way,’
she said.
‘Research underpins the entirety of our
clinical practice.’

Prof Mark Harris believes any industry that
does not invest in high-quality research is
destined to stagnate.

Prof Tania Winzenberg has long valued the work
of the RACGP Foundation in supporting careers
that provide vital general practice research.

Well-supported
general practice
research is essential
to the delivery of
quality primary care.
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A unique perspective
According to Prof Winzenberg, general
practice is still comparatively young as a
research field.
‘It wasn’t until the 1990s that the General
Practice Strategy Review identified that
research capacity in general practice was
necessary,’ she said.
Such a relatively short life has perhaps led
to a certain lack of understanding, in some
quarters, of the purpose and importance of
general practice research.
‘When I was first appointed as an Associate
Professor back in 1990, a professor of
another medical specialty came up to me and
asked, “What does a professor of general
practice do? Surely general practice is just
about all of the easy bits of the specialties,”’
Prof Harris said.
While this comment was exasperating
for Prof Harris, he also found it useful
in that it made him reflect on what is
unique about general practice: accessibility,
continuity over time, coordination of care,
and comprehensive care.
‘Those four characteristics mean that
general practice has a central role in the
health system,’ he said. ‘It has the ability
to reach a large proportion of the population
and, therefore, do something about
population health.’
Prof Winzenberg agrees that this type of
scope is one of the most important aspects
of general practice.
‘We know the figures: 85% of the
Australian population attended a general
practice at least once in the last year.
We deliver approximately 137 million
GP consultations a year,’1 she said.
‘Multiple studies have shown that a strong
primary healthcare system is associated
with greater efficiencies, lower rates of
hospitalisation, better health equity and better
health outcomes.’
The broad application and accessibility
of general practice means it can provide

Images Mark Harris; Tania Winzenberg

Real-world
research

researchers with the perfect window into the
health needs of the population via large-scale
projects. Conversely, the versatility of general
practice research means it can also go in the
opposite direction and allow a focus on more
precise aspects of the profession.
‘There’s an incredible range of [general
practice research topics], including fairly
specific clinical problems,’ Prof Harris said.
‘For example, I’ve got a GP looking at
a particular skin condition that’s related to
treatment, and a registrar who is using
fitness trackers to help older people
improve their physical activity to prevent
weight regain once they lose weight in a
management program.
‘Some of the best research is looking at
these specific areas that relate to the way
in which GPs, practice nurses and other
people in general practice work, and how
care is delivered.’
The unique nature of general practice can
also impact the way research is conducted.
Prof Winzenberg believes this can occasionally
be somewhat difficult for researchers from
other specialties to grasp.

‘The peers who are assessing my research
are frequently laboratory-based researchers,
or endocrinologists, or cardiologists,’ she said.
‘They don’t have an understanding of what it’s
like to be in general practice, so it’s hard to
communicate why you’ve done your study in
a certain way.
‘It might not look scientifically perfect,
but it has to integrate with the general
practice environment.’
Prof Winzenberg cited an example of
a research project under consideration
for funding that focused on the use of
orthotics in footwear.
‘A criticism was made that the research
design didn’t require all of the participants to
wear the same type of footwear constantly
for 12 months, and that the variation in the
footwear would mean that we couldn’t get a
good result,’ Prof Winzenberg explained.
‘My response was, as a GP, how could I
possibly restrict any patient to wearing lace-up
black shoes for 12 months to test an orthotic?
‘The first thing an intervention has to be
is acceptable to the patient before it has a
chance of working in the real world. >>

RACGP pre-budget
submission
Released in October this year, the
RACGP’s 2017–18 pre-budget
submission outlines three key strategies
by which the Federal Government can
improve patient care with investment
in general practice services. One of
these strategies is prioritising general
practice research.
The RACGP’s recommendations
include implementation of a practice
incentive payment to support research
generated within practices, and using
the Medical Research Future Fund to
prioritise research with a direct impact
on primary care.
Visit www.racgp.org.au/
download/Documents/Prebudget-submission-2017-18.pdf
to access the RACGP’s 2017–18
pre-budget submission.
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>> You might have to sacrifice, sometimes, the
scientific narrowness of a laboratory-based
approach in order to get something that works
in the real world.’
Looking to the future
Recent funding cuts to bastions of general
practice research, including the Bettering
the Evaluation and Care of Health (BEACH)
program and the Australian Primary
Healthcare Research Institute, have proven
discouraging for people working in the field.
‘It’s going to be very hard to monitor how
changes being made to the Health Care
Home, to Medicare rebates and so on,
are going to impact in the future without
something like BEACH,’ Prof Harris said.
There are also concerns about effects
these funding cuts may have on the viability
of a career in research.
‘We risk losing our existing general practice
researchers who can provide the leadership
that’s necessary to build our profession,’
Prof Winzenberg said. ‘We risk making
people think twice about even starting a
research career.’

Solid foundation
for research
The RACGP Foundation supports
GPs and registrars to conduct
general practice research, and helps
researchers to develop and sustain
research careers. It provides a range
of grants each year, valued between
$1000 and $100,000.
Research into the outcomes of
RACGP Foundation grants was
presented at the recent Primary Health
Care Research and Information Service
(PHCRIS) conference. This research
showed that, for every dollar invested
by the RACGP Foundation, researchers
have gone on to raise more than $6.60
in further funding. Additionally, 92%
of research respondents reported that,
since receiving the grant, they have
continued to work or train in a position
related to general practice research.
Visit www.racgp.org.au/support/
foundation to learn more about the
RACGP Foundation, apply for a grant,
or to donate funds.
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Prof Helena Britt is concerned cuts to
research funding may compromise people’s
ability to advocate for general practice.

Prof Helena Britt, Professor of Primary
Care Research at the Sydney School of Public
Health, who was also the Director and Chief
Investigator of the now-defunct BEACH
program, is also concerned about the future
availability of independent data that GPs can
use to advocate for their profession.
‘Where is the individual research, the
individual reliable data that general practice
or any other group in primary care can use to
argue with patients or government about what
they do?’ she told Good Practice.
All three researchers agree that because
general practice is so essential in the provision
of primary care for the Australian population,
research in this area needs to be prioritised
(refer to breakout on page 11 for information
on the RACGP’s pre-budget submission
recommendations on this issue).
‘[We need] a recognition of the incredibly
necessary role of general practice,’ Prof
Britt said. ‘It’s not just necessary, but good
quality. It decreases the expensive side of the
costs of health.’
But, even though the situation may seem
somewhat dire, Prof Winzenberg believes
there is cause for optimism.
‘There are things on the horizon that
do offer hope,’ she said.
‘The Medical Research Futures
Fund and its emphasis on research that
is of practical importance will possibly
favour a field such as general practice.
Because, when it comes to delivering
healthcare well, general practice is where
it has to happen.
‘It will be interesting to see what
replacement for the PHCRED [Primary
Health Care Research, Evaluation and
Development] Strategy actually comes
to the fore.
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‘And I’m watching this space with a great
deal of interest to see, hopefully, some other
structural support come through.’
In addition, smaller research grants
from bodies such as the RACGP
Foundation remain available. While such
institutions are intended for the support of
specific, relatively small-scale projects,
they can still be incredibly helpful to general
practice researchers.
‘RACGP Foundation support has been
absolutely critical to me throughout my
career,’ Prof Winzenberg said. ‘They
provided me with my first piece of funding
to do my first-ever project as part of my
master’s project.
‘Also, RACGP Foundation funding has
sometimes sustained my research program
when other sources have dried up.
‘Without the capacity to keep going with
projects and have some research success
through that funding, I really doubt I would
have been able to achieve research positions
at several critical times in my career when
things have been particularly tight.’
Prof Mark Harris is also pleased that
these smaller grants are available, but
remains concerned for the future of
large-scale products.
‘I think the exploratory research, particularly
with the RACGP Foundation and so on, will
hopefully continue. But answering some
of the really basic questions about how to
deliver care or, indeed, the most effective
way to manage care, will be difficult to do at
scale,’ he said.
Prof Harris is keen to see some solid
planning and investment in the future of
the specialty.
‘I’d like to see it as part of a vision for
how general practice and primary care is
going to be renewed and informed into the
future,’ he said.
‘I’d like to see investment in people. If
we look at the history of general practice
research, we have seen some astonishing
leaders.
‘There are still lots of people who have
done and are doing research, and there’s
some new people coming forward.
‘But if they’re going to adopt a serious role
in research, then they need support.’
Reference
1. Britt H, Miller GC, Henderson J, Bayram C, et al.
General practice activity in Australia 2014–15. General
practice series no. 38. Sydney: Sydney University Press,
2015. Available at http://purl.library.usyd.edu.au/
sup/9781743324523 [Accessed 26 October 2016].
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GENERAL PRACTICE RESEARCH

ANAPHYLAXIS

PAUL HAYES

GPs play a key role
in the treatment and
education of patients
who present with
anaphylaxis and
other allergyrelated issues.

Given the very broad spectrum of modern
general practice, it is inevitable that there
will be some areas in which GPs receive
less exposure, whether in their practice or in
terms of education.
‘General practice is holistic and
all-encompassing, so we have to know
something about everything, but you can’t
possibly know everything about everything,’
Dr Charlotte Hespe, Head of General Practice
and Primary Care Research at the University
of Notre Dame Australia, told Good Practice.
Anaphylaxis could be considered one of
these less-experienced aspects of healthcare,
albeit an increasingly prevalent one.
Anaphylaxis is caused by a number of
different factors, most notably medicines,
insect venom and foods. While food is a
relatively minor cause of anaphylaxis in

From top: Dr Charlotte Hespe believes GPs need to be
properly equipped to treat anaphylaxis in their practice;
Paediatric immunologist Dr Richard Loh described GPs as
‘critical’ in treating anaphylaxis, and in educating patients
about what they can do in an emergency.

14
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Australia, food allergies are on the rise.
Recent studies have found that food allergies
are estimated to affect approximately 10%
of infants younger than 12 months and
4–8% of children under the age of five,1 and
food-related anaphylaxis increased in all age
groups between 2004–05 and 2011–12.2
According to Dr Richard Loh, paediatric
immunologist and Chair of the National Allergy
Strategy, the relatively swift increase in the
number of people who can be affected by
anaphylaxis may have played a role in some
GPs’ relatively limited experience in the area.
‘Because this has changed very rapidly
in the past 15–20 years, there are GPs
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Anaphylaxis in
general practice

who have had very limited exposure to
allergy training for general practice,’ he told
Good Practice.
‘It is an area in which they now,
as practising GPs, can benefit from
upskilling and increasing their knowledge
and experience.’
Education
The fact so many people in Australia regularly
visit general practice, combined with the
increasing numbers of those who can be
affected by anaphylaxis, means GPs are vital
in its treatment.
‘When you talk about such a rise in allergic
diseases in Australia, it’s no longer the
domain of tertiary sub-specialists,’ Dr Loh
said. ‘With many of the allergic conditions,
GPs have such a critical role: to refer patients
appropriately, to be aware of intolerances
versus allergies, to be aware of who is at
greater risk.’
Dr Loh believes patient education is one
of the most important aspects of GPs’ role in
treating anaphylaxis.
‘If patients are prescribed an EpiPen, for
example, as a specialist I don’t really want
to see many of them every year, but I do

want them to go and see their GP,’ he said.
‘Because a lot of parents or older patients
forget how to use the EpiPen.
‘[A GP visit] is a very opportunistic time if
you’re giving someone a vaccine, for example,
to bring out a trainer [EpiPen] device and
say, “I note in my records that you have an
EpiPen, can you show me how you use it?”.
You will likely find that a lot of people don’t
know how to use it.
‘GPs have a critical role in educating the
patient or the parents of a child, or both.’
GPs can also work with patients who have
experienced anaphylaxis and/or who are at
risk of allergic reactions to develop an action
plan that details the emergency management
of such a reaction.
These personalised emergency action
plans should include:
• contact details for the patient and
appropriate emergency services
• a list of specific allergens for the
individual patient
• the doctor’s contact details and signature
• the date on which the plan was prepared
(updated annually)
• information on features of anaphylaxis
and appropriate emergency management.3

National strategy
The National Allergy Strategy is a joint
initiative of the Australasian Society
of Clinical Immunology and Allergy
(ASCIA) and Allergy and Anaphylaxis
Australia, with input from a number of
stakeholder organisations.
Its mission is to ‘improve the health
and quality of life of Australians
with allergic diseases, and minimise
the burden of allergic diseases on
individuals, their carers, healthcare
services and the community’.
The National Allergy Strategy is
undertaking a number of projects,
including ‘Standardising drug allergy
management’, ‘Improving allergy
management for teens and young
adults’ and ‘Allergy management in food
service including in the hospital setting’.
Visit www.nationalallergystrategy.org.
au for more information on the National
Allergy Strategy, www.allergy.org.au
for more information on ASCIA, and
www.allergyfacts.org.au for more
information on Allergy and
Anaphylaxis Australia.
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In practice
Dr Hespe agrees that education and planning
are vital aspects of a GP’s role in the area,
but also believes that primary healthcare
professionals need to be equipped for the
treatment of anaphylaxis within their practice.
‘We have to be prepared for anaphylaxis
happening in our surgeries when we deliver
treatment, particularly around immunisations,’
she said. ‘As part of being an accredited
practice, you also need to show that you can
respond to an acute anaphylaxis.’
While acute anaphylaxis may be somewhat
less probable in general practice, GPs are
likely to have patients affected by allergies or
who present with some signs of anaphylaxis.
‘In terms of anaphylaxis in general
practice, it may be a slower-developing
one or it may be that the patient was just
down the road from the practice when it
started,’ Dr Hespe said.
‘For instance, if someone is trying a
certain food for the first time and it causes
that [anaphylaxis], then sometimes it takes
a few hours to come on and, as it’s coming
on, they might realise that something really
scary is happening and the general practice
is just there.
‘So they will pop in and say what’s
happening to them and it evolves before
your eyes. I have had a couple of those in
my time as a GP.’
Access to education
As Chair of the National Allergy Strategy, an
initiative of the Australasian Society of Clinical
Immunology and Allergy Limited (ASCIA)
and Allergy and Anaphylaxis Australia, Dr
Loh is very keen to increase access to – and
awareness of – high-quality information
and training options for all people in the
community, including healthcare professionals.
‘Part of the National Allergy Strategy is
to try and give patients one or two sites
where they get the latest, most up-to-date
information that is accurate and consistent,’
he said. ‘One is ASCIA website and the other
one is Allergy and Anaphylaxis Australia.
One is medical and the other is very
practical.’ (Refer to breakout on page 15 for
more information.)
One of the most important aspects of the
information available on these sites is ASCIA’s
free anaphylaxis e-training.
‘Over 300,000 teachers and childcare
providers have done the ASCIA e-training
in anaphylaxis,’ Dr Loh said. ‘And the same
e-training information, though more detailed,
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Action plan for anaphylaxis
The Australasian Society of Clinical Immunology and Allergy’s (ASCIA’s)
presentation at the recent GP16 conference for general practice included
an updated set of steps it recommends in the event of acute anaphylaxis:
1. Lay person flat – do not allow them to stand or walk:
–– If unconscious, place in recovery position
–– If breathing is difficult, allow them to sit
2. Give EpiPen (or EpiPen Jr) adrenaline auto-injector
3. Phone ambulance
4. Phone family/emergency contact
5. Further adrenaline doses may be given if no response after five minutes
6. Transfer person to hospital for at least four hours of observation
If in doubt, administer adrenaline auto-injector.
Visit www.allergy.org.au for more information.

is provided to health professionals – GPs,
nurses, pharmacists. Over 7000 health
professionals have done the e-training.
‘It’s very important that you give really
consistent, up-to-date information to
everyone. For example, do not stand or walk
when experiencing anaphylaxis. We tell that to
teachers, we tell that to ambulance workers,
we tell that to GPs and pharmacists.’
Another of the more prominent messages
in the anaphylaxis e-training training is, when
in doubt, use an EpiPen to administer an
intramuscular injection of adrenaline, which
works within minutes to reduce throatswelling, open airways and maintain blood
pressure.4 Withholding or delaying adrenaline
can result in deterioration and potentially
death of a patient experiencing anaphylaxis.4
According to Dr Loh, there remains
confusion among some people about the use
of EpiPens and of adrenaline, which can also
be administered via a subcutaneous injection,
for the most efficient and effective treatment
of anaphylaxis.
‘We know that health professionals
sometimes give a shot of adrenaline with a
25–27 gauge needle. If you use that and
you’re actually giving subcutaneous adrenaline
it takes 30 minutes to be absorbed, whereas
intramuscular adrenaline takes 3–5 minutes,’
he said.
‘And there are still some of my colleagues
giving intramuscular phenergan and
intramuscular hydrocortisone, which have no
role in the management of anaphylaxis.
‘That’s something we need to upskill and
educate our colleagues on … and things like
that are in the e-training.’
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ASCIA’s e-training, as well as other
anaphylaxis and allergy information, has been
designed for easy access to provide busy
healthcare professionals with a simple and
efficient education process.
‘If you’ve got 6–8 minutes when you see
a patient you don’t really want to be on a
website that’s got 60 clicks to get to the
information that you want,’ Dr Loh said.
‘So we have revamped the site to try and
make sure you can get to the e-training
within three clicks.
‘With the National Allergy Strategy,
the patient and their family are at the
centre of everything we do, so it will be
great to have the involvement of GPs in
everything that we do in the management of
allergic conditions.’
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Growing good eaters
PETA ADAMS

Tips for children
who are fussy eaters.

Further information
The Dietitians Association of Australia
recommends visiting an Accredited
Practising Dietitian (APD) who can
tailor an eating plan according to
individual and family needs.
Visit www.daa.asn.au for
more information and to find an
APD in your area.
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Feeding children can be one of the hardest
tasks a parent undertakes, particularly
with today’s vast range of colourful and
highly-flavoured food, complete with
superheroes adorning the packaging.
Most children are likely to become ‘fussy’ at
some stage in their development, whether it is
picking at their food, pushing away their plate,
eating only a few of their favourite foods, or
flat out refusing meals.
In these cases, GPs are likely to be one
of the first ports of call for parents who are
desperate to get their little ones to eat.
Accredited Practising Dietitians recommend
a few tips to help parents manage children’s
food fussiness.
Do not beg or push children to eat
Studies have indicated that when parents
insist their children eat particular vegetables,
a dislike of those foods they have been
‘forced’ to eat often continues into
their adulthood.
A better option is to present children with
a range of vegetables on their plate (including
some they like), and sit with them to enjoy
dinner quietly, not interrupting or coaxing
them into eating.
Whether they choose to eat it is up to
them, but it is important to keep offering a
range of vegetables from which they can
choose, including those that have been
refused previously.
Do not offer dessert as a reward
Sweet foods are easy to eat and very
palatable for children. This can, in turn,
give the message that savoury foods are
less enjoyable.
It is okay to provide dessert foods as part
of a family meal, but not as a mechanism for
encouraging a child to eat.
Do not praise children for eating
Eating is and should be a pleasurable
experience, unless there are other
issues, such as food allergies or
intolerances, present.

Praising children for a behaviour that is
natural can lead to the need for ongoing
encouragement and praise for every
meal and snack.
What else can parents do?
It is helpful to be a good role model and
enjoy meals with children. Children are likely
to eat the foods that their parents eat on
a daily basis,1 so encouraging parents to
regularly eat healthy foods in front of their
children is crucial to uptake and acceptance
of these foods. This approach teaches the
child the food is safe and part of normal,
everyday nutrition.
Enjoying meals together has a positive
impact on children’s health, particularly
those of school age. It increases intake
of vegetables, fruit and dairy foods, and
decreases consumption of unhealthy foods.2
While eating every meal together may not
be realistic, increased benefit is seen with
more meals shared.
Encouraging children to play with the food,
either with a utensil or with their hands, and
to get messy, can be helpful. They should
gradually put some in their mouth and may
spit back out, but that is a step closer to
eating and enjoying that food.
Some other key pointers that can be
offered to parents include:
• turning off the television and
other distractions
• leaving children to eat in peace (keeping
an eye from a distance)
• letting children make some mess
• mixing foods they already like with
some they don’t
• making sure their feet are always
supported while eating
• focusing on weekly, rather than daily,
intake (children will have days where they
eat more or less)
• serving dinner foods at lunch time – this
may help if they are tired at the end
of the day
• making sure they are not drinking too much
milk (no more than 600 ml per day).
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Healing journey
AMANDA LYONS

Husband and wife
Dr Bethany and
Dr Jeremy Beckett
are working hard to
make a difference in
the young state of
Timor-Leste.

rendered unusable, with three quarters of the
population displaced.1
‘[Timor-Leste] lacks for very basic
systems and administrative structures that
the rest of us take for granted. That feeds
into enormous social and health needs,’
Dr Jeremy Beckett said.
After Dr Jeremy Beckett secured a
position in Dili in May of this year, the Beckett
family – Jeremy, Bethany and their four
children – made the move to the hot, humid
and mountainous country of Timor-Leste.
Relocation challenges
While the Becketts have found great
satisfaction working in Timor-Leste – Jeremy
as Medical Director of Bairo Pite Clinic and
Bethany delivering workshops in obstetrics
and gynaecological issues to the clinic
staff – their relocation has not been without
its challenges.
‘Simple things are difficult [in Timor-Leste],’
Dr Jeremy Beckett said. ‘From cars that
break down every week to administrative
hurdles like getting new visas every month.
‘And then having four kids in the midst
of that is a challenge. But, having four kids
under seven is probably pretty busy no matter
where you are in the world.’
The Becketts work hard to ensure their
children have a positive experience in
their new home.

Images Bethany and Jeremy Beckett

Western Australian GPs Dr Bethany Beckett
and Dr Jeremy Beckett have long wished to
take their medical skills to a country that really
needs their help.
‘We wanted to make a contribution,
something that would be professional and
challenging and satisfying,’ Dr Jeremy
Beckett told Good Practice.
Everything in the Becketts’ careers helped
to prepare them for their eventual move. Both
completed their general practice training at
Perth’s University of Western Australia, with a
focus on procedural skills for working in rural
and remote areas. The couple’s 2009 move
to Geraldton, a coastal town in the mid-west

region of Western Australia, allowed them
to practise these skills in local hospitals.
They also continued their medical education
in topics such as tropical medicine and
international health and development.
While they considered Indonesia and Papua
New Guinea as possible destinations for
their overseas move, the couple found that
Timor-Leste (or East Timor) kept coming up
in the conversations. Many of their Geraldton
neighbours had connections with the country,
including a group of nurses who had worked
there and some local high school students
who travelled to perform outreach work.
The Becketts found that the more they
looked at Timor-Leste, the more it made
sense: they could easily register as medical
professionals; the capital city, Dili, offers
access to an international school for their
children; the country’s native language,
Tetun, is relatively easy to learn; and it is
close enough to home that they could retain
connections to family and friends. Timor-Leste
is also a place where their skills would be
of genuine use.
Decades of Portuguese colonial rule in
the country were followed by occupation
by Indonesia, which meted out retribution
after the Timorese overwhelmingly voted
for independence in 1999. The military
crisis that followed saw up to 70% of
the country’s infrastructure destroyed or
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‘We send our kids to the international
school, which is our biggest expense,’
Dr Bethany Beckett told Good Practice.
‘But we try to balance that with not living in a
bubble, being aware of what’s around us, and
explaining to the kids what we’re doing and
why we’re doing it.’
The Becketts are committed to their move
and plan to stay for a significant amount of
time – at least five or six years – to have the
best chance at implementing lasting change.
‘When you come here, you become aware
of the opportunity to do something really
constructive and positive,’ Dr Jeremy Beckett
said. ‘But to do that you need to dig in and
spend some time working with local partners,
and not just try to bring your own things from
the outside.’
Work life
American Dr Dan Murphy founded Bairo
Pite Clinic in an abandoned Indonesian military
clinic in 1999.
‘Dr Murphy was providing free
emergency care for war wounds and
for civilians caught up in [the military
crisis],’ Dr Jeremy Beckett said.
These origins cemented a strong
relationship between the community and
clinic, which remains very popular with local
patients to this day. Bairo Pite cares for an
average of 200 outpatients per day, delivers
more than 100 babies per month and treats
2500 patients in emergency per year. All
healthcare is free to patients.2
The clinic is a non-governmental
organisation (NGO) funded entirely by
donations. Juggling the finances is a
challenging job and medical resources
that can be taken for granted back in

Australia, such as blood tests, are much
more expensive and harder to access
in Timor-Leste.
‘The annual budget is under $1 million
[AUD], and that’s for employing over 100
staff and seeing over 100,000 patients a
year. We have to make the money stretch,’
Dr Jeremy Beckett said. ‘It affects every
decision we make about what medications we
can prescribe, what tests we can order, what
sort of staff we can employ, and how much
we’re able to pay those staff.
‘So it’s a constant battle … a daily
limitation on what we can do.’
Common presentations at Bairo Pite
include malnutrition, tuberculosis (TB),
hepatitis B and rheumatic heart disease.
While the effects of these are obviously
physical, the illnesses themselves often
have roots in social factors. TB, which
Dr Jeremy Beckett describes as endemic
in Timor-Leste, is a pertinent example.
‘TB is a bacterium that’s spread by
coughing and sneezing, even talking,’ he
said. ‘So being in close proximity in very small
houses that are not well-ventilated and don’t
have much light are the perfect conditions to
spread the disease.
‘The answer to TB is obviously treating it
with drugs like we are but, ultimately, it won’t
be solved in this country until people live in
spacious, well-ventilated and well-lit homes
where they don’t have to share a bedroom
with several other people.’
In addition, decades of colonial rule
followed by occupation and a military crisis
have left their scars, even into peacetime.
‘Timor-Leste is not war-torn anymore and
it’s a fertile place; it’s not in drought or in a
desert,’ Dr Bethany Beckett said. >>

Dr Jeremy Beckett hopes to train Timorese
staff members at Bairo Pite Clinic to offer
patients more comprehensive care.

Bairo Pite Clinic
Bairo Pite Clinic is a non-governmental
organisation (NGO) hospital in Dili,
the capital city of Timor-Leste. It
was founded by American Dr Dan
Murphy during the 1999 military crisis
that followed the Timorese vote for
independence from Indonesia.
The clinic remains very popular
with the local population to which it
provides free healthcare, caring for
200 outpatients per day, delivering
100 babies per month and recording
2000 admissions per year. It also
cares for approximately one third of the
tuberculosis cases in Timor-Leste.2
Bairo Pite Clinic is governed by a
voluntary Australian board, funded
entirely by donations and employs more
than 90 Timorese staff. It also hosts
many local and international volunteer
doctors, all of whom donate their time
and expertise.
Visit https://bairopiteclinic.org/
how-you-can-help to learn more
about Bairo Pite Clinic and how
to contribute through donations,
volunteering services or providing
medical equipment.
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Long-term goals
The Becketts are determined to ensure
the work they do in Timor-Leste will help
to enable the local people and equip
them with skills for the future, rather than
providing a quick fix.
‘[We have] a focus on education,
training and capacity-building to make a
useful change, and not to just be a medical
tourist, do a short-term thing and go again,’
Dr Bethany Beckett said.
The Bairo Pite Clinic has always been
a ‘foreign clinic’, run and sustained by
overseas-trained staff. But the Becketts are
keen to change this situation.
‘I’ve been really focused on trying to do
capacity-building with Timorese clinical staff
and develop them as the future leaders of the
clinic, and in health, right across the country,’
Dr Jeremy Beckett said.
The wide-scale destruction that took place
in Timor-Leste in 1999 resulted in a critical
shortage of services and skilled professionals,
including doctors.
‘The Timorese Ministry of Health faced an
enormous challenge 10 years ago, when they
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Above: Dr Margaret Gibbons (head
of the table) engages in capacity-building
with Timorese healthcare workers.
Right: Dr Bethany Beckett delivers
workshops in obstetrics and gynaecological
issues at Bairo Pite Clinic.

didn’t have any trained Timorese doctors other
than a few that had been around prior to the
conflict,’ Dr Jeremy Beckett said.
The Timorese Government had to rapidly
train a large number of doctors. Cuba came
to the country’s aid, providing a local medical
training course.
‘[The medical students] get a four-year
course which has a really strong public
health component, but it doesn’t have
a lot of clinical experience built into it,’
Dr Jeremy Beckett said. ‘Timor-Leste
doesn’t really have post-vocational training,
unlike in Australia, where doctors come out
more as raw apprentices that spend the next
10 years developing their craft.
‘[Timorese medical students] come out
after four years with limited clinical experience
and are expected to practise independently
in a distant village or health centre where
they have really minimal supervision, support
and resourcing.’
Dr Bethany Beckett believes it is beneficial
for Timorese doctors to also receive exposure
to a more problem-solving approach to
medical education.
‘[It’s helpful] to be able to make a more
critical analysis of the situation, so you don’t
miss something serious,’ she said.
The Becketts hope their additional teaching
will not only help to save more lives, but also
provide Timorese doctors with the skills and
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confidence to take the healthcare of TimorLeste into the future. Dr Jeremy Beckett
can already see growth in the confidence of
the local doctors he and his wife have been
training at the Bairo Pite Clinic.
‘We’ve been working really actively to
develop [the Timorese doctors] and give them
opportunities to build their clinical skills and
competencies. Learning how to do ultrasound
and manage in-patients, TB, paediatrics and
everything else we do,’ he said.
‘We’ve seen them go from lacking
confidence and being uncertain with what’s in
front of them to really leading the way.’
Dr Bethany Beckett hopes their teaching
approach will influence future generations.
‘We take our Hippocratic Oath as part of
our Western philosophy of healthcare, and
that includes contribution to ongoing medical
education,’ she said. ‘We’re trying to instil
that kind of attitude into these young students
because they’re the future of Timor and they’ll
become the leaders.’
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>> ‘But it’s had 40 years of occupation and
loss of cultural knowledge, as well as a lack of
things like modern education, understanding
of calories and nutrition, and women’s rights,
equality, empowerment and safety.
‘All of those big social questions are way
up here, and they need to be addressed.’
The Becketts have found a
population affected by widespread
psychological damage.
‘There’s not a patient you could speak to
who wouldn’t have a family member who’d
been killed or tortured or raped during the
conflict,’ Dr Jeremy Beckett said.
‘Although the scars are not often visible
in day-to-day life, you don’t have to get very
far beneath the surface to find that people
are very psychologically wounded. It acts
itself out in lots of different ways, through
negative and risk behaviours and even the
way people relate to each other in their own
communities and families.’
The Bairo Pite Clinic works hard to address
social, as well as clinical, problems with
education and preventive measures.
‘Some of our Timorese staff function almost
more as social workers, doing outreach,
education in women’s empowerment,
children’s rights and more general health stuff,
like malnutrition and education and school
attendance,’ Dr Bethany Beckett explained.
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PAUL HAYES

Dr Penny Need is
passionate about
the general practice
profession and the
people who make it
such a dynamic area
of healthcare.
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Streamlined path
While Dr Need’s journey to general practice
may have hit a temporary speed bump, her
path to studying medicine and becoming a
doctor was a bit more simplified.
‘I started medical school when I was 17
years old and went straight through the six
years of that,’ she said.
‘I graduated and did my internship at the
Queen Elizabeth Hospital and from there I
went on to do a year at the Women’s and
Children’s Hospital [both in Adelaide]. I was
doing paediatrics and obstetrics … and I did
a Diploma of Child Health in that year.’
Following stints at a number of different
rural and urban general practices in South
Australia, Dr Need ended up working as a
registrar at Pioneer Medical Centre in the
outer north-eastern suburbs of Adelaide.
The move to this practice, it turned out, was
an important one in Dr Need’s career.
‘I had a fantastic mentor at Pioneer
Medical Centre in Dr Peter Ford,’ she said.
‘That was such a great experience.
‘All of [the registrars] really enjoyed our
time there and four of us have gone on to
purchase the practice from Dr Ford. He
still works there, but the four people who
were under him as trainees have gone on to
buy the practice.
‘We wanted to keep the practice exactly
as it was because we loved working there
so much. We just loved the way it cared for
patients and we wanted to make sure that
we could keep it the same.’
The next generation
In addition to clinical work, Dr Need
also has a number of roles in medical
education.
‘I’ve done a graduate certificate in clinical
education because my other passion, in
addition to general practice, is the education
of doctors,’ she said.
‘I have a role as Director of Clinical Training
at Southern Adelaide Local Health Network.
I’m based at the Flinders Medical Centre and
I have a role that involves supporting interns,
RMOs [resident medical officers] and general
practice trainees who are in the hospital.
‘It’s really nice to have that sort of general
practice presence in a tertiary hospital
because, otherwise, the trainees don’t see a
lot of general practice.’
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GP
advocate

South Australian GP
Dr Penny Need’s
commitment to general
practice was evident even
before she was officially
undertaking the specialty.
‘I actually applied for
general practice training
in my internship year
because that was what
I really wanted to do,’
she told Good Practice.
‘I got married during
internship and we drove
the Great Ocean Road
[in Victoria], and as soon
as I got to Melbourne I
flew back to Adelaide
and did my [general
practice] interview,
then flew back to my
husband and continued
on my honeymoon.
‘I was always committed.’
Dr Need’s love of general practice was
challenged earlier, however, while she was
still a student and was faced with a type of
healthcare delivery that did not appeal to
her instincts as a practitioner.
‘I did a rotation in general practice at
an “undisclosed location” while in medical
school which I absolutely hated. It was
churn-them-in, churn-them-out, 10-minute
medicine,’ she said.
‘It was just not the sort of practice I
would want to work in.’
Fortunately, that test proved to be
short-lived when Dr Need saw the
potential vitality and genuine connections
that are possible in general practice.
‘I later went to Angaston, in the Barossa
Valley in South Australia, and saw the sort
of medicine that I loved,’ she said.
‘Whole-person medicine and
comprehensive care, where you can see
someone with, say, a sick child with croup
and you can admit them to the hospital
yourself, institute management, observe
them and do the whole thing.
‘That was awesome and that was
when I decided, “Yep, general practice
is for me”. So after that decision in my
sixth year I applied for general practice
straight away.’

Dr Need relishes the opportunity to
expose these trainees to the broad and
varied nature of general practice.
‘A lot of [the trainees] don’t really
understand what general practice can
offer,’ she said. ‘When I explain, “If
you want to do dermatology in general
practice, for example, you can do as
much dermatology as you want. If you
have a special interest in anything you can
basically do that in general practice”.
‘They say, “Wow, I didn’t think I’d be able
to do these other things that I love and do
general practice”.
‘A lot of people then change their track
about general practice. They just need that
education and that knowledge.’
Dr Need is also quick to point out that
working to become a GP is anything but
an easy option.
‘I tell junior doctors, “If you’re choosing
general practice, you’ve got to do it for the
right reasons. Don’t choose it because it’s
easy, because it’s not”,’ she said.
Dr Need believes that choosing any
medical speciality ‘for the right reasons’

can have lasting effects on a person
and their career.
‘I’m also passionate about doctors’
health. It’s a really challenging career no
matter what healthcare area you go into,
and if our doctors aren’t healthy they’re
not going to be providing good care,’ she
said. ‘That’s really important because if
you’re in an area where you’re not enjoying
it and you’re not the right fit, you’re not
going to do well.
‘There’s a lot of pressures on doctors
and having ways that you can ... look after
yourself is really important.
‘It’s about caring for the doctor and
about, ultimately, caring for the patients.’
All of the work Dr Need does as a
practising GP, practice partner and medical
educator, and in every other area of her
career, comes back to a single principle:
quality general practice.
‘It sounds a bit clichéd, but I am
passionate about that whole-of-person
care, where you care personally,’ she said.
‘Going above and beyond, making calls for
referrals, getting patients into the practice

I’m a member
because …
I wanted to show my commitment to the
general practice and also wanted to access
educational opportunities that were relevant
to me. I remember also being drawn in
by the copies of John Murtagh’s general
practice and the Australian medicines
handbook (very helpful for a GP trainee).
I have stayed with the RACGP as I
appreciate being involved with people who
are passionate about general practice.
I also enjoy examining and helping to
maintain what I feel should be strong
standards in general practice.
– Dr Penny Need, RACGP member
since 2007.
in a timely manner. Pushing things a bit
further and being a patient advocate.
‘The relationships you form with your
patients are really what makes the job
such a great thing.’
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IN MY PRACTICE

Designing practice
AMANDA LYONS

The unique
atmosphere of
Tasmania’s Saunders
Street Clinic is
welcoming for staff
and patients alike.
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A different approach
For the Berrymans, one of the major appeals
of running their own practice was the chance
to do things their own way, such as closing
for 90 minutes over lunchtime. Although this
actually began as something of a necessity.
‘When we started, I was the only doctor,’
Dr Berryman said. ‘And [we had] one enrolled
nurse and a receptionist, so the only way you
could get a break was to close the doors and
put a sign up.’
This was a big departure from previous
practices in which Dr Berryman had worked,
where there was ‘always someone coming
down the corridor’. He believes the idea
of taking a break during the day has been
a key factor in preventing doctor burnout
and maintaining staff morale at the clinic,
particularly as staff numbers increased.
‘It grew into a really great team-building
exercise and a bit of debriefing time for the
clinic,’ Dr Berryman said. ‘Instead of having
formal meetings, we get together for lunch.’
The tight-knit practice team now consists
of five GPs, five administrative staff members
and three practice nurses.
‘There is a good community feel about
the practice,’ Dr Berryman said. ‘It’s small
and friendly, we all know each other and
there’s no staff turnover, apart from registrars
coming and going.
‘The same staff have been with us for the
last seven years, which is great. It feels like
an extended family.’
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Up-to-date technology has always been an
important aspect of the Berrymans’ practice.
‘We were able to research and get all of
the technology that I’d previously wanted in
other practices,’ Dr Berryman said. ‘It meant
we had to spend more money to start with,
but at the end of the day it’s all good-quality
equipment and it helps.’
This technology includes telehealth and
remote conferencing equipment.

We’ve had people visit
the practice ... and say they
have never seen anything
quite like it
‘We’ve got telehealth with a number of
specialists in different fields, like psychiatry
and dermatology,’ Dr Berryman said.
‘It’s good for local patients who would
otherwise have to travel to Hobart, or
sometimes to Melbourne or Sydney. They
can just come here, sit in a room and talk
to a specialist.’
Saunders Street Clinic also features a
dedicated room for students and registrars.
‘We’ve got some conferencing facilities
in our teaching room, as well,’ Dr Berryman
said. ‘It’s got a big library and a short throw
projector, and we can hook in with events
happening in other parts of Australia, which
we quite often do.’
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When GP Dr Jim Berryman and his wife
Rebecca moved from the ‘freezing cold’ of
Dunedin in New Zealand to Tasmania for a
change of scenery in 1999, they thought
they would likely stay for about a year. The
couple enjoyed the lifestyle and landscape so
much, however, that they never went back
across the Tasman.
The Berrymans now run their own practice,
the Saunders Street Clinic, in Wynyard on the
north-west coast of Tasmania.
‘We didn’t plan to stay here, but that’s the
way it turned out and now we’re part of the
community,’ Dr Berryman told Good Practice.
Upon starting out in Tasmania, Dr Berryman
initially completed a one-year placement at
the North West Regional Hospital in Burnie.
After that he and Rebecca, who is an
occupational therapist and rehabilitation
consultant, worked in private practice for
several years.
But, by 2009, Dr Berryman was chafing
at the relative limitations of group practice
and decided to strike out on his own with
Saunders Street Clinic. He asked his wife to
be practice manager – a new role for her –
and they began a new challenge together.
‘We’d never run our own business
before. We had always been partners with
someone else,’ Dr Berryman explained.
‘We had a pretty steep learning curve, but
it was very good. We could do everything
from scratch and I think we made the right
decisions in the end.’

This page: Dr Jim Berryman and his wife
Rebecca used atypical décor and design
elements to make Saunders Street Clinic a
welcoming space for patients and staff alike.
Opposite: Recruitment and retention has
always been a focus at the clinic, which has
never had to advertise for staff members.

By design
Another distinctive aspect of Saunders Street
Clinic is its décor, which is somewhat unique
for a general practice. When they purchased
the building – a former residential bungalow
– the Berrymans were determined to make
the practice different from others they
had experienced.
‘Most people don’t want to go to the
doctor in the first place, and if you go into
a practice that’s sterile and white with very
uncomfortable chairs, that’s another reason
people won’t want to visit,’ Dr Berryman
said. ‘So we thought we’d make it appealing
and comfortable.’
Rebecca, who has a talent for design,
turned her hand to making this idea a
reality – despite some opposition.
‘We were away on holiday and
the painters kept phoning to say they
thought the colour scheme was too dull,’
Dr Berryman explained. ‘But Rebecca stuck
to her guns and when we got back it looked
really fantastic.’
Taking inspiration from experiences as
exotic as their travels in Europe, and as
homely as a pub in Hobart, Rebecca put

together an eclectic, cosy interior. The
Berrymans also considered comfort from
every aspect of the building, inside and out.
‘We particularly wanted to ensure that
every room would have windows looking
outside, as opposed to the windowless rooms
that some clinics have,’ Dr Berryman said.
‘And we planted the gardens, with trees,
outside each room.
‘The waiting room is like a lounge; we’ve
got open fires and a coffee machine.’
These efforts with the practice design
have led to positive feedback from a
range of visitors.
‘We’ve had people visit from Sydney or
Melbourne or overseas and say they’ve
never come across a place quite like it,’
Dr Berryman said.
The design is representative of the intent
that has informed all aspects of Saunders
Street Clinic: to make it an enjoyable place
for patients and staff alike.
The result has been beneficial in terms
of patient visits – the Berrymans are
considering expanding the building in order
to increase its capacity – and also for staff
recruitment and retention.

‘We’ve never had to advertise for any
staff since we started the business, which
is great for us,’ Dr Berryman said. ‘Medical
staff all come through the local training
program, including people like Dr Chris
Hughes [RACGP 2016 Registrar of the
Year], who has stayed on as a Fellow and
become a co-supervisor.
‘Next year we’re taking on some registrars
who were students here. We’re now seeing
them return and hopefully they’ll stay on once
they get their Fellowship.
‘One of the aims is to try and get people to
like general practice and to come back, and I
think we’re achieving that.’
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GENERAL PRACTICE MANAGEMENT TOOLKIT

Clinical governance
PAUL HAYES

The 12th module in
the RACGP’s General
practice management
toolkit aims to provide
GPs with the skills
to better undertake
governance within
a practice.

Beneath all of the skills and knowledge they
accumulate over the course of their varied
careers, medical practitioners are guided by a
single fundamental value.
‘The principle of “first, do no harm”
has guided successive generations of
doctors since Hippocrates,’ Dr Neville
Steer, GP and practice owner, told Good
Practice. ‘This principle is built upon clinical
governance, which is a practice-wide and
systematic approach to risk management and
quality improvement.’
The 12th module in the RACGP’s General
practice management toolkit (the Toolkit) is
designed to help GPs undertake this type of
systematic approach within their practice.
Clinical governance includes information
on areas such as creating a supportive
organisational culture, appointing strong
leaders, assigning clear accountabilities,
measuring performance, and quality and
safety improvement.
The module defines clinical governance as,
‘A “systems approach” to continuous quality
and safety improvement, for which GPs and
all practice staff share responsibility and
accountability for agreed outcomes’.
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‘It is well recognised that when mistakes
occur in clinical practice, the root cause
is more likely to relate to a system problem
rather than solely an individual’s error,’
Dr Steer, key GP author of the Toolkit, said.
Upon completion of the Clinical
governance module, GPs and practice
owners will be better equipped to initiate
a positive change of culture within their
practice, and conduct clinical audits and
risk assessments.
General practices with effective clinical
governance systems generally have
supportive, open and inclusive cultures in
which education, professional development,
research, and the sharing of ideas and
practices are appreciated and routine.1

Module 12

Dr Steer believes the module’s section on
appointing strong leaders – those who take
ownership of processes, exhibit best practice,
challenge poor practice and inspire others – is
an especially important aspect of governance
within a general practice.
‘Practice groups should appoint a clinical
leader, or a clinical leader group, to have
responsibility for governance,’ he said. ‘The
clinical leader, or leaders, needs to provide
modelling of good practice and be able to
encourage others to address aspects of
practice that need improvement or change.
‘For example, practices that develop their
own guidelines for antibiotic use are more
likely to consistently prescribe according to
best practice.’

Clinical leaders need to
provide modelling of good
practice and ... address
improvement or change
The other area Dr Steer highlighted was
the culture within a practice, which he feels
is important in allowing staff members to
explore what may or may not function properly
in the workplace.
‘The practice culture has a critical effect on
clinical governance,’ he said. ‘It is important
that a supportive environment is provided to
allow clinical staff to explore events that have
resulted in a slip, lapse or error. Near misses
should also be explored fully.
‘A common area for risk is the follow-up of
abnormal results. For example, if a patient is
booked for a review of an abnormal result but
then cancels, does the practice have a system
to follow this situation up?’

Visit www.racgp.org.au/your-practice/
business/managementtoolkit for more
information on the RACGP’s General
practice management toolkit.
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