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Lead Story

Healing the world
one country at a time

SHARON LAPKIN

Twice-elected RACGP
president Professor
Michael Kidd is
preparing to take over
the presidential reins
of WONCA next June.
Photos
L to R: WONCA President-elect Professor
Michael Kidd
Second WONCA President Dr David Game
First WONCA President Dr Monty Kent-Hughes
pp3&4: The RACGP was host in 1972 to the 5th
International Meeting of Colleges and General
Practitioners, which led to the formal establishment of WONCA. Dr David Game is third from
left; Director-General Dr Monty Kent-Hughes is
eighth from right.

Since Professor Michael Kidd graduated in
medicine from The University of Melbourne in
1983, the GP, academic and President-elect
of WONCA (World Organisation of Family
Doctors) has become one of the brightest stars
of medicine.
Next year, exactly 30 years since his
graduation, he is set to take to the world
stage as president of WONCA, the global
organisation that represents 250 000 GPs and
family doctors in 122 countries.
Appointed a professor at 35 years of age,
Professor Kidd is both a clinician and a teacher,
routinely combining the practical and academic
aspects of primary care medicine. One of
his quiet achievements, for example, is the
international Journal of Medical Case Reports
(JMCR), which he founded in 2007 because
‘in the era of evidence-based practice, we need
practice-based evidence’.
As Editor-in-Chief, his editorial board
includes doctors and professors from the US
and UK to Italy, Germany and Switzerland,
and from Saudi Arabia, Egypt and Israel to
Malaysia, Japan and Taiwan. ‘We’re the first

medical journal devoted to publishing case
reports from any discipline of medicine, and we
only publish reports of things that have never
been reported before in the medical literature,’
Professor Kidd explained.
Publishing practice-based case studies
that have previously never been published
means the JMCR regularly produces unique
and important findings. It publishes integral
information such as the ‘first reports of side
effects of new medications’, and, importantly,
‘a series of case reports related to unusual
presentations of people affected by the recent
influenza pandemic’, Professor Kidd said.
In an era where medical journals publish
evidence-based content, which is aimed,
in part, at attracting a strong Impact Factor
(IF), JMCR is challenging the trend. The
journal tracks its own IF through its publisher,
using the same industry measures as the
more formal mechanism. The IF, which
relies predominantly on the number of
times a journal’s contents are cited in other
publications in the same field, is a healthy –
but unofficial – 0.35 for JMCR. >>
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>> ‘We’re countering this myth that
case reports aren’t important and aren’t
cited elsewhere in the medical literature,’
Professor Kidd said, and he added that the
online journal publishes about 50 cases a
month and ‘last year we had two million
downloads of manuscripts'. These, in
line with Professor Kidd’s world view, are
available free-of-charge online.
With many interests in various aspects
of general practice, Professor Kidd’s main
job is as Executive Dean of the Faculty of
Health Sciences – which includes the School
of Medicine and the School of Nursing and
Midwifery – at Flinders University in South
Australia. He has, however, been awarded
multiple honorary fellowships and awards for
his contributions to medicine. In addition to
his current role at Flinders University, he is
an Honorary Professor of General Practice at
The University of Sydney and was also made
a Member of the Order of Australia in 2009.
He chairs the Australian Government’s
Ministerial Advisory Committee on Blood
Borne Viruses and Sexually Transmissible
Infections and is a member of the federal
government’s Medical Training Review
Panel, as well as other prominent roles on
government panels and committees.
Professor Kidd is a board member of
beyondblue, Therapeutic Guidelines, General
Practice Education and Training, Channel 7
Children’s Research Foundation and a patron
of the Australian General Practice Students
Network. And in line with his interest in
publishing, he was co-editor or co-author of
three medical textbooks.
He sits on the board of the Arts and
Health Foundation, which is ‘a great
organisation established by clinicians and
artists’. The foundation works to promote the
value of the arts to the health and wellbeing
of all Australians, including children. ‘A lot
of people are getting enthusiastic about
it, including our arts and health ministers
around the country who are looking at the
potential benefits,’ he added.
The role Professor Kidd is perhaps
best remembered and admired by College
members for his two-term presidency of
the RACGP, from 2002–06. The College
was going through a difficult period at the
time, due to financial hardship, and as
former president he is full of praise for the
commitment and hard work of ‘hundreds and
hundreds of GP members of the College
around the country who worked really
hard ... I was very privileged to lead the
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College out of its troubles’, he said, and he
credited the ‘galvanised’ membership for
much of the hard work involved.
Professor Kidd said he considered it ‘a
great privilege to be president’ during those
years, and added that he was grateful for
the work of the ‘wonderful Council’, and
everybody who ‘banded together’.
Indeed, he did such a great job that the
members elected him to a second term
as president and since his inspirational
leadership, the RACGP has gone from
strength to strength. It now boasts highly
developed and sophisticated education and
training programs, a flourishing Foundation
that contributes to research and grants, an
unrivalled contribution to general practice
standards and the highest membership in its
history.
Professor Kidd said he was ‘very proud
of our College’ and its achievements, and
made special mention of the work it does
in ‘supporting family doctors in other parts
of the world to build and develop similar
systems of education and training, and
standards and research that we have in
Australia.’ He added:
The College is a lot more, though, than
buildings. The College is our membership and
that’s why I’m really delighted that the College’s
primary vision is so strong because it shows that
the general practitioners of Australia recognise
the importance of having a strong college with a
strong united voice in advancing the importance
of general practice and primary care, our
individual patients, ou.r community and our nation.

It was through the RACGP that Professor
Kidd was first introduced to WONCA. As a
young registrar, Professor Neil Carson – an
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early mentor – took him to his first WONCA
world conference in 1989. From that date he
continued his involvement as a member and
chair of the informatics and education working
parties. He was elected to the executive of
WONCA in 2004; he served as the liaison
person to the World Health Organization
(WHO) for 5 years, as honorary treasurer for
3 years and as a member of the WONCA
Asia Pacific Regional Council from 2004–07.
He is currently President-elect and will
officially take over as president for a 3-year
term from June 2013 to November 2016.
Professor Kidd is only the third Australian
to be elected president of WONCA in its
40-year history. The organisation was
established at a meeting of 18 people in
Melbourne in 1972. The first president was
Dr Monty Kent-Hughes, who was also one of
the first presidents of the RACGP. Dr David
Game, another prominent Australian GP, was
appointed the first secretary of WONCA on
that same date, and 11 years later in 1983,
he took over as president.
Dr Game, now 86 years of age, told Good
Practice, ‘WONCA started in Australia and
the very first office of the organisation was a
desk in my dressing room at home.’
On the appointment of Professor Kidd, Dr
Game said ‘It’s wonderful to see Australians
continuing to play a very prominent part in the
world organisation and to have someone of
Michael’s academic standing and reputation is
a wonderful asset for the world organisation,
which is basically education and research –
nothing to do with politics.’
That these great pioneering doctors laid
the history for WONCA today is not lost on
Professor Kidd, who explained that ‘being a

Professor Michael Kidd will
be participating in a plenary
session – 'Leaders in primary
care' at GP12 on Friday 26
October from 9–10.30 am.

president of an organisation like this, you’re
not on your own.’ These days, he said,
‘WONCA is supported by a world council and
its member organisations’.
Emeritus Professor John Murtagh, another
early mentor, told Good Practice that:
Michael is a genuine artisan of his profession
and a perfectionist who works hard at mastering
any skills that he believes are sub-optimal. He
has a lovely empathic way of identifying and
acknowledging the best features in people. He
is a hero for the way he helped resuscitate our
College and if you listen carefully he gives the
impression that he is motivated to improve, even
save, the planet and all its occupants.

The key organisations of WONCA in Australia
are the RACGP and the Australian College
of Rural and Remote Medicine, and the
members of these organisations are, through
their local memberships, also members of
WONCA. With a secretariat now in Singapore,
Professor Kidd acknowledged that when he
commences his term next year, he will need
to stand down from a number of his current
responsibilities ‘and allow someone else to
have a go’ while he ‘concentrates on the very
significant responsibilities’ that come with his
new role.
‘WONCA is an organisation of
organisations,’ he said, and expressed his

desire to work and support the member
organisations in 122 countries ‘to increase the
quality of care being provided in each country’.
Professor Kidd wants to ensure the resources
and experience on the education and training
of ‘our general practice workforce’ are shared,
and access to primary care around the world
is increased so that ‘everybody gets a fair go’.
‘In the world at the moment we’ve got
seven billion people and we have one billion
people who have no access to any healthcare
at all,’ he said.
The solution, he added, to ‘providing
healthcare to everybody in the world is
through strengthening primary care and
strengthening care that’s available in the
communities where people live’.
The President-elect outlined a four-point
plan for his impending term with WONCA.
The first point, he said, will be to ‘support our
members’, and be a ‘global advocate for the
importance of family medicine and primary
care and emphasise the need for countries to
invest in the development of their primary care
workforce and primary care services’.
The second point, Professor Kidd said, will
be to ‘support getting colleges and academies
set up in countries where they currently don’t
exist’ and he plans to do this through WONCA
member organisations. ‘We have 122 – that
means we have 80 countries that don’t yet
have the same systems of collegial support ...
Those countries tend to be the ones that have
the greatest healthcare needs.’
He added that there was ‘a real need to
reach out to those countries and some are
Australia’s nearest neighbours’, such as
Papua New Guinea and Timor-Leste and
some of the island nations of the Western
Pacific.
Professor Kidd’s third point of action is his
aim to strengthen WONCA’s engagement
even more with the WHO. In recent weeks,
he met with the WHO Director-General Dr
Margaret Chan and they discussed how the
two organisations are going to ‘work together
over the coming 3 years’ and how they ‘can
work together to assist the world to move
towards universal coverage of healthcare and
strengthen primary care systems’.
The fourth area is one Professor Kidd
has long been passionate about, and that
is ‘supporting the leadership development
of the next generation of family medicine
leaders, particularly through the work with
recent medical graduates’. WONCA has
junior doctor organisations in regions around
the world (these are based in WONCA

regions – which match the WHO regions),
and Professor Kidd wants to continue to work
hard to support the future leaders at regional
and global levels.
Regarding his own health, Professor Kidd
takes nothing for granted.
‘You can’t be effective and support other
people unless you look after your own health
and wellbeing as well.’ He also credits his
supportive partner, family and great network
of friends. He maintains a healthy diet, tries
to exercise and swim most days because the
water provides a space without telephones
and an opportunity to ‘reflect’.
Of mentors, he feels indebted to ‘so
many’, but when pressed said he was
‘very fortunate to go to the Department
of General Practice at Monash University
and to have John Murtagh, Neil Carson,
Chris Silagy, Leon Piterman and Wes Fabb’
as well as many other great doctors in
that department and at The University of
Sydney – including Deborah Saltman and
Steve Leeder – and at Flinders University
and WONCA. He also gave credit to others
outside the sphere of general practice and
healthcare.
‘Every general practitioner leaves behind
a remarkable legacy through the work that
they’ve done as clinicians with their individual
patients, their patients’ families and with
their local communities,’ Professor Kidd said.
‘I’m in awe of many GPs who I meet and the
extraordinary contributions they make to their
communities, and I hope as a GP part of my
legacy is going to be seen in the work I’ve
done as a clinician.’
When he looks back at his teaching
legacy, he said he hoped to be able to say
he’d had a good influence on his students
and registrars and supported them to
develop their own careers and to ‘achieve
wonderful things way beyond what you could
achieve as an individual’.
As somebody who has spent decades
enriching the lives and health of other people
through the organisations he has been
involved in, Professor Kidd claims no credit
for himself. Typically, he hands the credit
straight back to the people he served.
‘Every time the College does something
great and stands up for important principles,
which are affecting the health and wellbeing
of the people of this country – especially
standing up for groups of people who are
more vulnerable or marginalised’, Professor
Kidd said, ‘I feel proud of our College and
regard that as a little of my legacy as well’.
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Murtagh’s Cautionary
a rare gift of medical
SHARON LAPKIN

Good Practice presents
a special interview
with Emeritus
Professor John
Murtagh, along with
a give-away of his
personally signed
book Cautionary tales.

Photo
Emeritus Professor John Murtagh holding
the second edition of his popular book
Cautionary tales.

Professor John Murtagh
will be participating in a
plenary session – 'General
practice leading primary
care: showcasing the
evidence' at GP12 on
Saturday 27 October
from 9–10.30 am. He
is also participating in a
leadership masterclass
for medical professionals
on the same day from
10.30 am–3 pm.
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Somewhere in the doctor’s bag there should
be a sense of humour, according to Emeritus
Professor John Murtagh.
‘It’s regarded as one of the key points in
a doctor’s makeup; it means you can tune
in with patients a lot better,’ he told Good
Practice.
But anybody who has read his book
Cautionary tales: Authentic case histories
from medical practice, knows the professor
has a natural sense of humour. They can also
see that humour is the soft edge of his razorsharp intellect.
‘Medicine is pretty serious business',
he adds, ‘and, therefore, humour is a nice
counterbalance at times’.
Murtagh’s second edition of his popular
Cautionary tales is a beautifully presented
cloth-bound hardcover book with about 200
concise, anecdotal case histories, along with
a review of the diagnoses and ‘Discussion
and lessons learned’ at the end of each case
history. These are grouped into chapters
with intriguing titles such as Mysteries of the
mind, Feverish problems, Sexual twists and
capers, Tales of the unexpected, Red faces,
The concealment syndrome, Masquerades
and pitfalls, Sinister, deadly and not to be
missed, See a doctor support a lawyer, Great
mimics, and the most talked about chapter
called Embarrassing moments. Together,
the collection represents more than 44
years of case histories thoughtfully retold for
medical students and doctors so that they
can learn through reading about the real-life
experiences of sage physicians.
The GP must learn to ‘read people and
understand people,’ Murtagh said, and he
recalled a challenge he recently proposed to a
group of medical students.
‘When you’ve finished medical school can
you pick the depressed person? Can you pick
post-traumatic stress syndrome? Can you
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pick the autistic person? Can you pick the
sociopathic/narcissistic disorder? Can you
pick the person who’s schizophrenic? Until
you can do that you’re not going to be any
sort of doctor at all,’ he told them.
Murtagh emphasised the importance of
developing these types of observational skills
because, he said, patients don’t always clearly
articulate their symptoms or nominate their
main problem as the reason for their visit.
When GPs see there’s something unusual
about a patient, they must ask why, he said.
‘You’ve got to know what’s normal and if
something deviates either way you’ve got to
think why.’
There are also the patients who come in
with a shopping list of minor ailments and
who don’t share the real reason for their visit
until they’re walking out the door. This can be
frustrating, Murtagh said, but he emphasised
the importance of listening and observing.
There are plenty of examples in Cautionary
tales to support his expert advice. There’s
Mrs M who requested a PAP test, but
announced after the procedure that she’d
really come in because she had a lump in her
right breast. There’s Meredith, a 23-year-old
trainee lawyer, whose presenting complaint
was ‘anorexia and nausea with mild left
colicky abdominal pain’. Meredith’s mother
accompanied her and dominated both her
daughter and the narrative. A few days
later, when the matter didn’t resolve and
further investigations were being carried out,
Meredith confessed to ingesting ‘Ratsak’ after
having suicidal feelings. ‘Don’t assume that
nice people don’t do weird things,’ Murtagh
writes of the case history.
One of the interesting photos in the
book accompanies the case of Mrs A, who
presented with symptoms of myocardial
infarction. She was reluctant to bare her
chest, and ‘the reason was soon evident’

tales:
wisdom
because ‘In the upper outer quadrant of the
left breast was a hard ulcerated carcinoma of
the breast, which had been there for over a
year,’ Murtagh writes. She had told nobody,
‘not even her husband’.
Murtagh recalled another case a colleague
shared with him where a patient had a cancer
in his neck, which he hid with his collar for a
long period of time.
‘The idea of the book’, Murtagh said, is
‘lessons to be learned. I’m trying to alert my
colleagues to be aware of all these things, to
be mindful ... anything can come in at all; you
have to be prepared for anything.’
From heartsink patients to attending
the scene of emergencies, and treating a
9-year-old boy who had passed a 30 cm-long
roundworm, Cautionary tales is brimming with
rare and not-so-rare case histories. Some of
them tickle the funny bone and others are sad,
but together they provide a priceless gift to
the medical professional from Murtagh and his
contributing doctors.
Topics also include why patients change
doctors, the tragedy of finding a patient
dead in bed, children with autism spectrum
disorders and how clumsily chosen words can
leave a patient anxious and with the incorrect
information.
‘Doctors like to know about rare things,’
Murtagh said, and true to form there are
some unusual cases in Cautionary tales. One
with two explanatory photos is the case of a
65-year-old divorced farmer suffering from
psychosis who had ‘trouble passing water’.
The patient explained to his GP that he had
the same trouble a year earlier, but had ‘fixed
it with a pencil’. Now he was having trouble
again. After an examination that revealed
nothing significant, he was off the couch and
getting dressed when his GP asked him:
‘What did you mean when you said “I fixed
it with a pencil”?’ After the patient explained

that he had inserted a pencil into his penis
to stop the urine leaking, he was examined
again and indeed the doctor found a hard
3 cm area along the distal urethra – which
was a pencil.
Under general anaesthetic the following
day, a pencil was removed in which the
patient had extracted the lead to allow his
urine to flow through it. Of this case Murtagh
writes: ‘The bizarre remarks of psychotic
patients should not always be dismissed as
symptoms of their psychosis. On the other

hand, had the patient’s wife not left him and
had there been lead in his pencil, he would
not have tolerated the intrusion for so long.’
The professor has become renowned the
world over for his diagnostic model, but how
did it evolve? ‘It evolved from experience,’
Murtagh explained. ‘We had a huge volume
of patients and sometimes they’d come in
and you couldn’t quite get the diagnosis,
and so I sat down and had a think and after
awhile I realised there were certain things
that kept coming in that were tricky.’ >>
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give-away

>> Murtagh had only been in practice a
few years and was working, along with his
wife Dr Jill Rosenblatt, in a country practice in
Neerim South in rural Victoria. ‘I used to send
my difficult patients, or patients who needed
hospital care, to Prince Henry’s Hospital in
Melbourne,’ he said. ‘The doctors who used
to see them coming down said: “This guy is
on the ball, he picks up things that even we
don’t pick up”.’ Hence, they invited Murtagh
to Melbourne to give a lecture on how he
approached diagnosis, and ‘I had to write
something down,’ he said. What he wrote
down were the beginnings of his famous
diagnostic model – what he experienced
and what kept ‘bobbing up – what I call the
masquerades and those things you just can’t
afford to miss, such as cancer’.
In his consulting room, he’d also created a
checklist that he put on the wall behind the
patient, and if he was ‘getting a bit puzzled I’d
quickly look at it’, he said.
Then a visit to Perth brought Murtagh’s
Diagnostic Model to fruition. During a meeting
where his medical colleagues were discussing
current diagnostic theory, he became
concerned. ‘It was so erudite’, he recalled,
‘it just didn’t make sense’. Somebody asked
me what I thought,’ Murtagh said, and so he
explained to the Perth audience that he had
a different way of approaching diagnosis, and
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he described the five questions that were
the basis for diagnosing in his own general
practice. ‘As I was walking out Professor
Max Kamien said, “John, you’ve got to write
that up.” So I wrote it up for Australian Family
Physician and it took a long while to catch on,
but eventually it caught on,’ he said.
Murtagh's books have been translated
into 13 languages including Chinese, Greek,
Italian, Spanish, Mexican, Polish, Portuguese
and Russian. He has won literary awards
and prominent honours, including being
admitted as a Member of the Order of
Australia in 1995, and many other awards
for his contribution to medical education and
medicine. The RACGP library is named after
him and recently, he cut the red ribbon at
the John Murtagh Centre in the College’s
new national office in Wellington Parade in
Melbourne.
Cautionary tales is available from McGrawHill publishers at http://www.mcgraw-hill.com.
au/. The recommended retail price is $60.
RACGP members can purchase the book at
http://www.racgp.org.au/publications/ for $48.
Good Practice is running a free book giveaway of Murtagh’s Cautionary tales. To go into
the draw to be one of 20 lucky winners of a
personally signed copy of this popular book
go to http://bit.ly/Ph2nsc and fill out a short
readership survey for Good Practice.
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To be in the draw to win one of
20 personally signed copies of
Cautionary tales go to http://bit.ly/
Ph2nsc and complete a short survey
about Good Practice.
You can also go to the RACGP
website, look for Good Practice under
the 'Products and services' dropdown
menu and click on the survey link.
Or click on the
QR code (left)
with your
mobile phone
app to link to
our survey.
(To install a
QR reader on the iPhone, go to the
iTunes store and dowload a free
QR code app).
We value your feedback and will use
it to shape the future direction of your
RACGP news magazine.
Title: Cautionary tales: Authentic case
histories from medical practice
Author: John Murtagh
Publisher: McGraw-Hill 2011
Format: 347pp
RRP: $60 non-members, $48 members

Please note this offer ends
31/11/2012.

review

GP the Musical
Nicholas Comino

A musical about GPs
and the sometimes
fascinating characters
who inhabit their
waiting rooms was
performed at the 2012
GPET Convention on 4
September, and it was
an outstanding success.
Photos
Left: Clockwise from bottom left: Dr Ann-Marie
Elliott, Dr Patrick Kinsella, Dr Allison Miller, Dr
Genevieve Yates, Dr Anna Sallos, Dr Christine
Ahern, Dr Linda Mann, Dr Karen Aarons, and Dr
Edmund Poliness (centre).
Top: Dr Anderson (Dr Genevieve Yates) feigning interest
in Mr Black’s (Dr Patrick Kinsella) bowel charts.
Bottom: Dr White (Dr Edmund Poliness) singing about
the joys of Medicare billing in Come back again (with
Dr Christine Ahern and Dr Allison Miller)

It was the first foray into creating musical
theatre for the writers, Dr Genevieve Yates
and Dr Gerard Ingham, and the director, Dr
Katrina Anderson, but the combination of
Ingham’s singer/songwriter talents, Yates’
experience in playwriting and performing
on stage, and Anderson’s dance and
choreography background culminated in a
slick and engaging performance.
The musical opened with the frustrated
receptionist, Kathy (Dr Ann-Marie Elliot),
dealing with demanding patients in the
waiting room and an endlessly ringing
phone, instantly making those who work in
a medical practice feel at home.
Dr Patrick Kinsella stole the show
with his ‘maaarvellous’ portrayal of the
infuriating Mr Black. Dr Anna Sallos was
sensational as Rebecca, the patient simply
trying to find a doctor who would listen.
Dr White, played by Dr Edmund
Poliness, donned a top hat and cane for
his hilarious tongue-in-cheek song about
Medicare billing (Come Back Again).
This was followed by Yates’ magically
melancholy portrayal of the burnt-out Dr
Anderson in When Did the Sadness Come?
The show was punctuated by cameos

from many of the waiting-room characters
including the teenager, Tiffanie (Dr Karen
Aarons), matronly Rose (Dr Linda Mann),
hippie Christine (Dr Christine Ahern), Mr
Goodall (Dr John Buckley) and the buxom
Nora (Dr Allison Miller).
GP the Musical achieved more than
a giggle at stereotyped characters who
doctors would recognise in their waiting
rooms (and among colleagues). The
themes included managing the mental
health of GPs and competing priorities
within practices; themes strong enough to
be drawn on by the international keynote
speaker, Professor Larry Green, who
mentioned the musical several times in his
conference address.
Even ignoring for a moment that this was
a musical written by first-time writers, a
first-time director, and an entirely amateur
cast, the performance was an extraordinary
achievement. It was funny, introspective at
times, accessible and deeply meaningful.
It certainly made an impact on the several
hundred audience members, most who were
GPs. They gave the cast an instantaneous
and well-deserved standing ovation. This is a
show that deserves another performance.
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Dr Sara Bird
Leading medico-legal
expert Dr Sara Bird
talks about her life and
how much she enjoys
helping fellow GPs
understand the law.

Dr Sara Bird will be
presenting a short paper
on 'General practice
management of skin
lesions: medico-legal
issues' at GP12 on
Thursday 25 October from
2.30–3.15 pm. She will
also be participating in the
workshop 'Supervision and
patient safety' on Friday 26
October from 2.15–3.15 pm.
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You worked in general practice in
Sydney for more than 10 years,
but decided to move into medical
defence in 1998. What made you
decide to work in the medicolegal area?
Our family moved to the US in
1994 for my husband’s work
and so I sold my share in the
four-person general practice that
I was working in. I was unable
to practise medicine in the
US – and, in any event, I had
three children under 6 years of
age to look after! However, I did
some distance education at the
University of Colorado in the
area of child sexual abuse (we
were living in Denver, which is
where a lot of the early work
in the identification of child
abuse was undertaken in the
1960s by Dr Henry Kempe, a
Colorado paediatrician).
On our return to Sydney, I started working
in the Sexual Assault Service at Royal North
Shore Hospital (where I had done my training
as a medical student and junior doctor). For
a few years, I continued to work part-time in
general practice and also in the Sexual Assault
Service.
In 1998, I saw an advertisement for
a medico-legal adviser at The Medical
Defence Union. I thought this would be a
good opportunity to continue to work at the
interface between medicine and the law – my
sexual assault work was at the interface with
the criminal law, and the medical defence
organisation work would be an opportunity to
explore the civil side of that interface. In reality,
I fell into medico-legal work without really
knowing what it involved. I look back now and
realise how little I knew when I started as a
medico-legal adviser – it was a steep learning
curve, but I was very fortunate to be working
alongside some experienced and wise medicolegal advisers. From the moment I started
working as a medico-legal adviser I loved
the work, and I still find it a challenging and
immensely rewarding area to work in.
What do you miss about working as a
practising GP?
I miss the diversity of general practice and
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the enormous breadth of medical knowledge
that GPs have. I used to love the fact that you
never knew what problem the next patient was
going to present with.
How has your medical background assisted
you in your current role as Medico-legal
and Advisory Services Manager at MDA
National Insurance?
My background as a GP means that I
am a generalist at heart and I really enjoy
the diversity of the medico-legal advisory
work – from providing medico-legal advice
to individual doctors, to managing high value
medical negligence claims, to writing articles
and giving talks.
GPs are also skilled at dealing with
uncertainty and a wide variety of
presentations, which are important skills
in the medico-legal area. A large part of
my role involves being an interpreter –
interpreting the medicine in a particular case
for the lawyers, and the law for doctors. I
also think being a doctor is of enormous
benefit when advising and supporting
doctors who are involved in a medico-legal
matter – doctors like talking to other
doctors.
You wrote the very successful Medico-Legal
Handbook for General Practice – which
was published in 2006, and based on many
of the articles you wrote for Australian
Family Physician. Would you consider
writing another book, and what would it be
about?
A useful book would be a practical medicolegal handbook entitled ‘Just don’t do it!’
(with apologies to Nike).
Knowing when to say ‘no’ and how to
do this appropriately is an important riskmanagement skill in general practice. GPs
are very good at saying ‘yes’ and advocating
for their patients, but knowing when and how
to say ‘no’ is also an essential skill – from
saying ‘no’ to an inappropriate sickness
certificate or unnecessary antibiotic through
to more serious situations. In my experience,
many of the more serious medico-legal
problems – such as inappropriate prescribing
of drugs of dependence and boundary
violations – arise from not knowing when or
how to say ‘no’.

GP Profile

In your speech at the Australian Medical
Association’s 2012 National Conference
you described Good medical practice: A
code of conduct for doctors in Australia as
prescriptive and helpful, and you quoted
from it to demonstrate several points about
patient adverse events. Is this publication
essential reading for every doctor?
Good medical practice: A code of conduct
for doctors in Australia outlines the
professional conduct required of doctors
who are currently practising in Australia.
It covers a wide range of issues such as
shared decision-making, treatment in
emergencies, ending the doctor-patient
relationship, medical records, managing
adverse events, advertising and conflicts of
interest.
The Code of Conduct is ultimately the
basis upon which our conduct will be judged
if there is a complaint made about us.
While GPs will be familiar with the concepts
outlined in the Code of Conduct, some of
the content is quite prescriptive and it also
covers some new legislative requirements,
such as the obligations under the National
Law to report various proceedings or
findings to the Medical Board of Australia.
In my work as a medico-legal adviser, I
refer to the Code of Conduct on a daily basis
when discussing medico-legal issues with
our doctor members.
Would you recommend any other publication
for reading about medico-legal issues?
There are some really good Australian books
about medical law, such as Ethics and law
for the health professions by Kerridge, Lowe
and Stewart and Health law in Australia by
White, McDonald and Willmott.
For a wonderfully concise and fascinating
discussion about medical ethics I would
highly recommend Raanan Gillon’s
Philosophical medical ethics.
What is the most important thing a doctor
can do to stay on top of things when
involved in a patient adverse event?
The initial priority in this situation must be
the ongoing management of the patient and
this may involve handing over the care of the
patient to a colleague. However, it is also
essential that the doctor who was involved
in the event obtains appropriate support

and advice. This is one of the key roles of
medical defence organisations. Unless the
doctor is able to accept, understand and
deal with what has happened, there is a very
real risk that the doctor may become the
‘second victim’ of the event.
You’ve described how some doctors feel
shame and disappointment when involved
in an adverse event. You also said they
can feel ‘an overwhelming desire to seek
forgiveness’ from their patient – how do
you advise these doctors?
It is vital that the doctor separates their
own needs from that of the patient in this
situation. While it is entirely understandable
that a doctor may try to seek forgiveness
from a patient who has suffered an adverse
event, to do so is, in my view, a form of
boundary violation and may set the doctor
on a cycle of greater distress if forgiveness
from the patient is not forthcoming. What
transpires between the doctor and patient
must always be entirely for the benefit of the
patient – and the doctor should not impose
his or her needs onto the patient.
As outlined above, it is important for the
doctor in this situation to explore what their
support structures are and who can provide
them with advice in this situation. Again,
this is a key discussion that doctors can
have with the medico-legal adviser at their
medical defence organisation.
What are the most rewarding aspects of
your job?
I really enjoy dealing with and discussing
medico-legal issues with doctors on a
day-to-day basis. Medico-legal issues can
be incredibly frightening and distressing for
doctors. Fortunately, in the vast majority of
cases, my role is to provide reassurance,
advice and support to facilitate a prompt
resolution of the matter – a lot like working
in general practice! The key challenge is to
recognise and manage the ‘medico-legal
emergencies’ – those cases that can have
very serious ramifications for the doctor
concerned.
What advice would you give to recent
medical graduates about medico-legal
issues and do you think they are generally
prepared enough for the things that could

happen in their day-to-day experience as
GPs?
Medico-legal issues are an integral part of
good medical practice – not an ‘add on’
activity. They are also not as threatening and
complicated as most doctors think they are.
A good understanding of the basic medicolegal concepts will get you to the best
solution in nearly all cases – and for anything
else you can always phone your medical
defence organisation for advice.
In comparison to other western countries
does Australian law cater adequately
for both the patient and doctor in the
unfortunate circumstance of patient
adverse events, errors and negligence?
That’s a difficult question to answer. The
tort law reform, which was introduced in
every Australian state and territory in the
early 2000s, has effectively reduced the
number of low value claims, where often
the legal transaction costs were greater
than the actual value of the claim. I think
the Australian legal system does provide
appropriate compensation for those
patients who are severely injured as a
result of medical negligence. However,
this group represents only a relatively small
proportion of those people who experience
a severe injury. It is for this reason that the
Commonwealth Government has proposed
the introduction of a National Disability
Insurance Scheme and National Injury
Insurance Scheme so that all Australians
who have a catastrophic disability or injury
are provided with care and support.
From the point of view of the individual
doctor, we are fortunate in Australia that
doctors can seek support after an adverse
event from their colleagues, who are the
most valued source of support in this
situation.
In the US, doctors are advised not to
discuss adverse events with their colleagues
for fear that the patient’s lawyers will use
this information against them in the event of
a claim. I do have some concerns that the
recent introduction of mandatory reporting of
colleagues may unnecessarily inhibit some
doctors from seeking this vital support from
their colleagues, which would be a great
shame and an unintended consequence of
this legislation.
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Practice Innovations

Healing through art
SHARON LAPKIN

Two different
not-for-profit
organisations in
Australia and the
US are working
to promote the
importance of the
arts in healthcare.

12

The Australian Arts & Health Foundation
(AHF) supports arts programs, communitybased programs, activities and research.
Led by a national board and flanked
by ambassadors Professor Ian Hickie
and Robyn Archer, the not-for-profit
organisation is also supported by several
government and private agencies.
One of AHF's impressive projects is
the establishment of a growing online
community of artists, art workers and health
professionals who work to integrate the
arts into federal government health policy.
Called PlaceStories, the online community
strives to share contributor stories in order
to make a difference.
AHF and its project partners, the National
Rural Health Alliance and Regional Arts
Australia, held a forum at Parliament House
this year where they garnered support from
government for a national arts and health
framework.
In the US, the Society for the Arts
in Healthcare, which operates out of
Washington DC, has five focus areas.
These include reducing patient stress,
loneliness and perception of pain through
art in healthcare settings; creating healing
environments through architecture,
gardens, art and natural light; offering
art programs to caregivers; creating and
sustaining community wellbeing through
art and integrating arts into medical and
nursing courses to help students develop
observational, diagnostic and empathy skills.
The organisation produces its own
semi-annual journal Arts & Health, which
promotes the organisation’s aims, as
well as looking at aesthetics and design
of healthcare settings, arts-based
methodologies and the arts in clinical
practice.
At its recent 23rd annual conference,
hosted by the Children’s Hospital of
Michigan, the society’s sessions proved
inspirational. Topics included ‘Arts and
health across the lifespan’, and ‘A creative
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approach for caregivers’ – to a plenary
luncheon titled ‘Music and medicine:
George Gershwin.’
Since 2001, the society has partnered
with Johnson & Johnson to provide funding
to 117 organisations in the US and Canada
‘using art to help bridge the gap between
illness and health in innovative ways’.
Recent grants have included setting up and
operating a ‘quality-controlled international
network’ of dance classes for people with
chronic illness; hospital-based artist-inresidence programs for wounded military
personnel; funding music therapists in
healthcare settings and supporting a Yale
University program that improves student
nurses' physical assessment skills using
‘visual arts and aural music training’.
The society also offers scholarships,
awards and consulting services. Together
with the National Endowment for the
Arts, an independent agency of the US
government, the society offers ‘ArtHealth
solutions consulting grants’ where
access to a roster of ‘arts in healthcare’
consultants and mentors can assist in
developing arts in healthcare programs.
An exciting member benefit of the
society is the Artist registry, which
‘connects an international network of
artists, art consumers and curators through
documentation and showcasing of artistic
excellence in healthcare’. Each year the
society launches two artist showcases to
feature outstanding works from the Artist
registry.
The role of the arts in healing is
well known, and, according to the
Society for the Arts in Healthcare,
‘The arts contribute to what it
means to be human, especially in
times of illness ... as the expansion
of knowledge clearly outpaces
its adoption and utilisation, many
professionals continue to seek better
ways to meet basic human needs for
safety, community and culture.’

In praise of
the humble
checklist

Screens and
smartphones

The Harvard Business
Review (HBR) nominated 10
innovations that it believes
will transform medicine. At
the top of that list, HBR said,
is ‘something pilots have
known for decades’ – the
checklist. Best-selling
author and surgeon Dr
Atul Gawande knows it
because he wrote the
New York Times and Wall
Street Journal bestseller
The checklist manifesto. In
his research for the book,
Gawande reviewed his own
work as a surgeon and
interviewed pilots and architects to demonstrate
that experts, no matter how skilled they are,
avoid making mistakes when they use checklists.
The mistakes Gawande was referring to are not
those made through ignorance, but those that
occur because of the increasing complexity of
professional roles in the modern world.
Gawande and his team developed a safe
surgery checklist to test their hypothesis and the
results confirmed his proposition. Back in 2010,
Johns Hopkins University School of Medicine
introduced a five-step checklist that almost
eliminated bloodstream infections in its intensive

Two recent innovations in the UK have been
noted in the English medical publication
ehealth insider as leading the way in
general practice management.
Envisage is an advanced
information system that uses a
large LCD screen to display
a wide variety of messages.
The Envisage screens are
used for two purposes.
The first is to
screen healthy living
messages, such as
child immunisation
information, to
patients in the
waiting room. The
second use is more
practice-specific
and enables
staff to use the
screen to call

care unit. According to the
HBR a simple checklist that
required doctors to confirm
that they had completed
tasks, such as washing their
hands before inserting an IV,
cut the 10-day line infection
rate from 11% to zero.
A review of this innovation
published in the journal
Critical Care said it was
clear that ‘aviation-like
safety checklists based on
scientific evidence can work’.
Professor Peter Pronovost
from Johns Hopkins added,
however, that checklists
were not a panacea. In order for them to be truly
beneficial a culture change must accompany
them. Nurses and other staff must be able to point
out to a doctor or surgeon that they have missed
a vital step in the checklist and be comfortable in
doing so.
According to Gawende, there are also other
issues that complicate an otherwise simple
innovation. Mandating checklists will lead to
failure, he said, because doctors must see
for themselves that a checklist is a good tool,
and be willing to work as part of a team in
implementing it.

patients into the consulting rooms as well
as displaying local information, such as flu
immunisation reminders.
The screen in the waiting room ‘dovetails’
with a screen in reception where staff can see
what patients are yet to arrive, those who are
in the waiting room, or entering or leaving the
doctor’s consulting rooms.
Appointment data can be exported to
Microsoft Excel and used for analysing the
number of consultations carried out within a
particular period or identifying patients who
didn’t show up for appointments.
The second UK innovation is the EMIS
Smartphone, which harmoniously connects
patients' telephone numbers with their medical
records when they phone for appointments,
and displays the information on a screen.
The system can also be used to locate
patient histories by dialling their telephone
numbers. The benefit of this innovation is the
considerable time saved by practice staff.
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integrative medicine

A place fo
integrativ
medicine
the GP to
SHARON LAPKIN

Dr Vicki Kotsirilos
explains her passion
for holistic medicine
and her journey
to becoming an
integrative GP.

14

Dr Vicki Kotsirilos loves her job. Working
3 days a week in general practice, she
has defined her relationship with medicine
and found a space within it where she is
completely happy and totally committed.
‘When I’m at the practice I’m 100% there
with the patients; I’m 100% focused,’ she
said.
On her 3 days of general practice, Kotsirilos
takes 90 minutes for lunch in between
patients. In the middle of the day she goes
out for lunch for 30 minutes, meditates for 30
minutes, and then spends 30 minutes catching
up with phone calls and messages.
A lot of Kotsirilos’ patients have longer
appointments and the way she has structured
her workday allows her breathing space. ‘I
go to work and I really look forward to it,’ she
said. She usually sees about 25 patients a
day, and ‘I listen to them; I look them in the
eye, and when you express compassion and
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warmth and kindness they respond beautifully
no matter what their problem might be.’
A prolific writer and contributor to
publications such as eMIMS, Prevention,
Medical Observer and the RACGP’s
Australian Family Physician (AFP),
Kotsirilos is also a reviewer for AFP and
the Medical Journal of Australia. Her most
impressive literary achievement, though, is a
comprehensive and meticulously researched
book A guide to evidence-based integrative
and complementary medicine published by
Elsevier in 2011, of which she is the lead
author.
Kotsirilos is an Adjunct Senior Lecturer
in the Department of Epidemiology and
Preventive Medicine at Monash University.
She founded and is past president of the
Australasian Integrative Medicine Association
(AIMA) and is a performance assessor of the
Medical Practitioners Board of Australia.
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She also contributes her time and passion
to the RACGP. Kotsirilos is Chair of the
College’s AIMA joint working party and also
Chair of the Integrative Medicine Network
within the National Faculty of Specific
Interests, of which she is a faculty board
member. The Integrative Medicine Network’s
aim is to explore the scientific evidence of
therapies that are more validated and those
that are safe and clinically useful. GPs
interested in knowing more about this group,
or who would like to receive its regular
newsletter should email nfsi@racgp.org.au.
Every year since 2005, Kotsirilos has
personally donated $5000 to the RACGP
Foundation for an award for research
into integrative medicine. The award
was renamed last year as the Integrative
Medicine and Lifestyle Research Grant,
and the College contributes $2500, which
brings the total value of the annual award

to $7500. The opportunity to contribute
and encourage research into integrative
medicine, Kotsirilos said, is an ‘honour’.
‘I’ve never looked back, I love what I do,’
she told Good Practice, but her career as
a successful and popular doctor wasn’t
one paved with overt opportunities. As a
young Greek girl in Melbourne suburban
schools she had to attend remedial English
classes throughout most of her schooling
because her family did not speak English
at home. ‘My parents were a struggling
poor Greek family’, she said, ‘who worked
at my uncle’s fish & chip shop’. But those
days served her well when it came to the
arduous study and hard work required in
medical school.
‘I was a very conscientious student and
very studious,’ she said about her medical
student days. After graduation, she spent
5 years working in hospitals – in emergency
departments, paediatrics, and as a geriatric
registrar and also a psychiatric registrar.
As the years went on, however, she began
to suffer from the long hours, lack of and
interrupted sleep, poor eating habits and
stress. ‘I could feel my health deteriorating’,
she said, ‘and at the end, some burn out’.
So Kotsirilos took a year off and travelled,
got healthy and during that time-out made
the decision to go into general practice.
And, she hasn’t looked back.
On her return, Kotsirilos worked on
creating hallmarks of ‘good holistic practice’
that prevented burnout. As well as practising
meditation, yoga, going to bed early and
eating well, she focused on developing
meaningful relationships with her patients.
‘Taking time with patients, being present,
listening intently and trying to connect with
them’ and also striving to ‘feel compassion,
caring, joy, privilege and gratitude for our
service’. Her own firsthand experience
helped her develop her holistic style and she
found her patients loved it too.
Part of Kotsirilos’ holistic approach was to
have longer consultations with her patients,
and she remains convinced that GPs and
patients with chronic diseases greatly
benefit from 30-minute consults (but not
always) that allow exploration of lifestyle and
behaviour. Her own experience of burnout,
she said, enables her to look beyond the
clinical setting.
Of the wide eclectic umbrella that is known
as complementary and alternative medicine
(CAM), Kotsirilos said the term should be
dropped. >>

A guide to integrative and
complementary medicine is written
for GPs, specialists, medical students
and health practitioners with an
interest in integrative medicine.
It covers non-pharmacological
treatments for common medical
practice problems with the support
of current scientific evidence. Only
proven therapies from current
research are included, particularly
Cochrane Reviews and research
from systematic reviews, randomised
control trials and published cohort and
case studies.
Authors: Dr Vicki Kotsirilos. Associate
Professor Luis Vitetta & Professor Avni Sali
Publisher: Elsevier: www.elsevier.com.au
Format: 956pp, published 2011
RRP: $102.95

Special offer to RACGP members:
To receive a 15% discount and free
delivery of this or any other Elselvier
book visit www.elsevier.com.au and use
the promotional code RACGP2012.
Please note this offer ends
31/12/2012.
We have one free copy to give away
to members. Please email your
name and address to goodpractice@
racgp.org.au if you would like to go
into the draw for this free copy.
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integrative medicine

When I’m at the
practice I’m 100% there
with the patients ...

>> Although the accepted term in Australia is
‘complementary medicine’, she prefers the term
‘integrative medicine’ because it ‘allows the GP
to integrate the therapies that are much more
evidence based, safer and clinically effective
into their practice’. Separating the individual
therapies, especially those that are more
extreme, within the CAM group, Kotsirilos said,
means the GP can differentiate between those
that are not evidence based, scientific or safe.
A Cochrane Review on St John’s Wort, she
said – which showed that it was useful for mild,
moderate and major depression – demonstrates
that when there is good scientific evidence,
complementary medicine can be regarded as
a first-line therapeutic agent. And, together
with lifestyle advice, Kotsirilos said, it was
clearly more than something that simply
‘complements’ mainstream therapy.
Integrative medicine is the ideal term,
according to Kotsirilos, because ‘It’s saying:
let’s weigh up the evidence – what is more
clinically useful and relevant to the individual
sitting in front of us – the patient, and integrate
what we think is best and what we’re skilled at.’

16

From an academic perspective, it’s not
easy being an integrative GP. The science
must be rigorously researched and ‘because
this area is so easily attacked we do have to
justify it more,’ Kotsirilos said, referring to
the meticulous referencing that accompanies
all her writing. ‘It’s not easy to access the
studies, she added, ‘and doctors are busy –
so it’s important to look at all the studies and
make it as easy as possible for doctors to
find the research they need.'
What can put integrative medicine out
of reach for many GPs is the difficulty
they encounter when trying to access
the research. Most of the evidence is in
international studies, Kotsirilos said, and the
time-consuming effort needed to identify the
scientific evidence can be frustrating. ‘It took
us 5 years with contributors to put the book
together’, she said of her recently published
book on integrative medicine. The aim of the
authors is to provide GPs with a resource
they can use to access the appropriate
research without wading through myriad
studies.
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Reviews of A guide to evidence-based
integrative and complementary medicine
have heaped praise on its authors. From
noting the quality of the research to the
‘thoroughly referenced evidence-based text’
and recognising the three authors (Kotsirilos,
Associate Professor Luis Vitetta and
Professor Avni Sali) as ‘the most renowned
doctors of integrative medicine in Australia’,
the encyclopaedic book (956 pages) is a
remarkable achievement.
Research has shown that medical students
are not exposed to substantial teaching
about holistic medicine – including diet – but
studies on how mainstream GPs view and
utilise integrative medicine into their daily
practice is surprising.
Data collected from a postal survey of
1178 Australian GPs in 2010 (AFP 2010
Dec;39[12]:946–50), found that ‘Many GPs
incorporate complementary medicines into
their practice whether or not they identify with
the integrative medicine label.’
Another multi-method study by the National
Prescribing Service (NPS), which used
national cross-sectional postal surveys to
GPs, pharmacists and focus groups, found
that 90% of GPs and almost all community
pharmacists had recommended at least one
complementary medicine in the last year, and
more than 75% had recommended vitamins,
minerals, fish oil and glucosamine.
And an NPS 2008 literature review
found that GPs ‘found it difficult to easily
find evidence-based information and
commonly referred to “Googling”.’ None
of these studies surprise Kotsirilos as she
was involved as a researcher in all of them,
and she knows from personal experience
that many GPs are interested in integrative
health. ‘It seems to be the GP who seems
to show a greater interest,’ she said, and
of those ‘who move into this area ... it’s not
uncommon that they have a story to tell’.
For Kotsirilos, working to promote
integrative medicine and providing her
fellow doctors with as much evidence-based
research as she can find is a celebration of
her love of healing. ‘I love general practice,’
she said. ‘I love being a GP.’
Of equal importance to Kotsirilos are the
patients’ feelings about her care. When you
give them time to speak ‘they love it as well’,
she explained.
Perhaps the renowned Japanese writer
Haruki Murakami knew what she meant when
he said, ‘What happens when people open
their hearts? ... They get better.’

Nutrition

Eating for
healthy brains
Nick Johns-wickberg

Certain food constituents are widely believed to improve brain
function and protect against the negative effects of ageing. These
include omega-3 and omega-6 polyunsaturated fatty acids (PUFAs),
antioxidants, folate and vitamin E. Many foods rich in these
substances are promoted as ‘brain foods’ and are often subject
to wideranging health claims. Good Practice examines some of the
most common brain foods.

Fish
Fish and seafood are well-known
sources of PUFAs and other brainprotecting constituents. As well as
being rich in many important nutrients,
fish is considered one of the healthiest
foods for the brain. It is increasingly
common for people to take fish oil
supplements daily to improve brain
function. However, fish is also the
primary source of methylmercury (MeHg)
in most diets, a compound that can have
detrimental effects if consumed in high
doses. The risk is particularly concerning
for pregnant women, as high intake
of MeHg has been associated with
developmental problems in foetal brains.
Some studies have shown that children
whose mothers consumed large amounts
of fish high in MeHg during pregnancy
perform worse on IQ tests and have
difficulty with language and gross-motor
skills. This appears to outweigh the
benefits of PUFAs in fish and suggests a
dietary balance needs to be found.

A 2011 report published in the journal
Nutrition Reviews summarised the
evidence around the issue and made
dietary recommendations accordingly. It
noted that the concentration of PUFAs
and MeHg varies between species of fish,
sometimes dramatically. Predatory fish
generally absorb higher levels of MeHg,
with species such as shark, swordfish
and large bluefin tuna among those with
the highest concentration. However,
popular eating fish such as mackerel,
salmon and sardines all contain high levels
of PUFAs with only small to moderate

amounts of MeHg, giving consumers the
health benefits of fish without the risks.
Food Standards Australia New Zealand
(FSANZ) recommends the general
population eat two to three serves of
fish or seafood per week, with a slight
reduction for children and pregnant
woman. Some high MeHg fish such as
shark, swordfish and marlin should only be
eaten once a week.
The Nutrition Reviews report noted that
replacements such as fish oil and eggs can
also provide adequate PUFAs for those
who cannot or choose not to eat fish.
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Nutrition

Tree nuts

Berries

A 2012 article published in the
American journal Nutrition and
Aging provided analysis of the most up-todate evidence surrounding the effects of nut
consumption on the ageing brain. The authors cited research
showing that the PUFAs in many tree nuts – such as almonds,
walnuts, pistachios and pecans – have anti-inflammatory
properties that could protect against age-related brain decline.
Eating foods such as these, which are rich in PUFAs, is critical
as they cannot be synthesised into the body in any other way.
Despite the proven benefits of nuts as health foods,
many people avoid them because they contain fats and
are perceived to contribute to weight gain. However, most
research has disproven this and shown the opposite to be
true. While the status of omega-3 and omega-6 fatty acids
as important elements of a healthy diet appears indisputable,
a perspective by Dr Rosemary Stanton published in Therapy
Update noted many of their health benefits are exaggerated
and unproven, and that they should not be thought of as
‘all-purpose cures’.
Other constituents shown to promote brain health such as
phytochemicals, vitamin E and folate can also be found in nuts.
Walnuts have been shown to have the most potent benefits.

Blueberries,
strawberries and
blackberries are
widely regarded as some of
the most effective brain foods. Tests have shown that berry
supplementation reverses cognitive decline and improves
motor behavioural skills in ageing rats. In research published
by The Journal of Neuroscience, 19-month-old rats fed berry
supplements over 8 weeks showed significant improvement
in a rod-walking task requiring balance and a cognitive
maze task, among other areas. The high concentration of
antioxidants found in berries is thought to be the reason
behind these improvements. Of all berries, blueberries
appear the most beneficial. Prominent nutrition blogger
and author of several healthy eating books Dr Ann Kulze
recommended eating at least a cup of blueberries every day
for best results.
Before gorging on berries it’s important to consider how
they are produced. Berries grown low to the ground are
susceptible to a range of fungal diseases and are often
treated more heavily with fungicides than other fruits, which
can damage their nutritional value. Organic options might be
more expensive, but are a good alternative.
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Avocados
Replacing the butter on
morning toast with avocado
could be an easy way to improve
brain health. A 2011 Turkish
study published in the British Journal of Neurosurgery tested
the effectiveness of unsaponifilables (ASU) – constituents
found in avocado and soybean – in the recovery of rats from
brain ischaemia/reperfusion injury. The results showed ASU
contributed to restoring normal chemical levels in the brain
and also reduced the number of apoptotic neurons in rats
with the injury. Researchers said the results indicated that
ASU in avocado could have neuroprotective and antioxidant
qualities. Despite being high in fat, avocado is believed
to improve blood flow to the brain and help lower blood
pressure. A 2012 nutritional analysis of Hass avocados
published in Food Science and Nutrition found a particularly
high concentration of monounsaturated fatty acids – 72%
in avocado oil – that promote blood flow and improve health
of the brain as well as the rest of the body. While it appears
avocado has many health benefits, its high fat content
means it should still be consumed in moderation; between a
quarter and half an avocado a day is considered appropriate
for most people.

Turkeys
Turkey contains tryptophan, an amino acid
the body is unable to manufacture on its own.
We need to find this protein in food and turkey is
a good source. The neurotransmitter serotonin is
made from tryptophan and it is credited with enhancing mood.
Keeping our neurotransmitters in shape helps us avoid anxiety
and tiredness. Lean turkey is high in protein and relatively low in
saturated fats. It is higher in omega-3 than many meats and one
of the richest sources of niacin to be found among commonly
eaten meats. Skinless turkey breast is a good source of vitamin
B6, turkey hindquarter is high in vitamin B12, zinc and iron, and
turkey is a good source of selenium. A study in the European
Journal of Clinical Nutrition found that consumption of red meat
was associated with a 52% increased risk of a cardiac event;
whereas, eating white meat – such as turkey – was associated
with an 18% risk. Another study in Public Health Nutrition found
there was no relationship between poultry consumption and type
2 diabetes – which is contrary to the link established between
red meat consumption and type 2 diabetes. A 2011 study in the
American journal Cancer Prevention Research found that eating
poultry instead of red meat was associated with a reduced risk
of acquiring a number of cancers. So the news for turkey eaters
is looking good all round.
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When is the best time to purchase airline tickets?
SHARON LAPKIN

Anybody who
purchases airline
tickets regularly knows
that fares can fluctuate
from one day to the
next – sometimes
even within the same
day. Understanding
the best time to
book a flight can save
hundreds of dollars, or
more.

One of the best ways to save money on
airfares is to book well in advance. Most
airlines have a cut-off point for booking in
advance, but as soon as you know when
you’re flying start checking online.
Take note of the price differences from one
day to the next and get a feel for the ‘best
price’ quoted for your intended destination.
Then as soon as you are able to book you’ll
recognise a bargain price. This is important
because sale fares and short-term bargains
are usually only available until they are sold out.
If you haven’t done your homework and need
to spend an hour or two researching your trip,
often by the time you are ready to purchase
your ‘on sale’ air ticket it has been sold.
It’s essential to know exactly what days
you are travelling too, so that you don’t have
to go away and organise your leave or your
family while your bargain-priced airline ticket
sits waiting, and eventually goes to another
buyer because you weren’t prepared to book
immediately.
Avoid peak season travel. Not
only is it more expensive to
fly, planes and airports are
full of people doing exactly
what you’re doing. It can be
unpleasant to be in cramped
planes, waiting in long queues
and sitting on uncomfortable
seats in airport lounges for
extended periods of time.
Shop around online. Don’t purchase
the first airline ticket you find. Visit several
online booking agents such as Expedia,
Webjet, Orbitz, lastminute and others you can
locate through a Google search. Sign up for
fare alerts, if that option is available, and if
your dates are flexible you can often obtain a

better price by changing days and times. Also
visit smartraveller.gov.au – if travelling overseas
– and check for travel alerts and subscribe to
receive email notifications whenever the travel
advice for your destination is updated.
It’s important to remember that the cheapest
airfare could be with a budget airline that
specialises in providing low-cost fares. These
no-frills airlines may only provide meals and drinks
during a flight if you pre-order and purchase
them. Travelling with a budget airline can be a
very different experience so if you choose that
option take a good look at what you’re getting
– and going without – for the cheaper fare. Also
check how many stopovers are on your route.
Two or more can be hard work.
Many budget airlines advertise fares
excluding taxes and surcharges, which can
add hundreds of dollars to the price advertised.
When comparing fares online, be sure to
complete the booking process up to the point
of payment. This will show all the taxes and
fees that have been added to the fare. Even
with the hidden fees, however, budget tickets
usually offer significant savings.
It’s generally acknowledged that the best
time to purchase airline tickets is early in
the week. However, Expedia Vice President
John Morrey was reported in USA Today as
suggesting the best fares could be found on
Wednesdays. He also said that airfares were
often increased on weekends.
US travel expert Peter Greenberg said
the optimal time to book a flight was 1 am
Wednesday morning. ‘Wait any longer than
Wednesday and you may be in trouble,’ he
wrote on his travel site PeterGreenberg.com.
He also said that waiting for the weekend to
book flights could mean spending ‘a whole lot
more than you should’.

Medical clowning
The August issue of Good Practice mentioned medical clowning in a story on emerging
technologies in Israel, without mention of the renowned Dr Patch Adams, resulting in a letter
to the editor. For more than 20 years Adams has led humanitarian clowning trips to hospitals,
orphanages, refugee camps and prisons regardless of political borders and international conflict.
Adams, who is credited with inventing the concept of medical clowns, said: 'I am a doctor, but
above all else I consider myself an activist for peace, justice and care for all people.'

Yonanas
winners
The two winners of the
August Good Practice
Yonanas competition were
M.Davies and C.Liow.
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refugee health

Insights from
a determined
new Australian
Nick Johns-wickberg

David Nyuol Vincent’s
autobiography
exposes a childhood
of unimaginable
hardship in Africa.
It also provides
insights about
refugee health for
Australian healthcare
professionals.

Photo
David Nyuol Vincent in Australia
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There’s a remarkable positivity about David
Nyuol Vincent that belies his life of trauma.
Despite the intense trials he faced growing up
in a war-ravaged area of Africa – or perhaps
because of them – Vincent possesses a
resilience that has seen him grow from a lost
child into a community leader in his adopted
home. ‘I don’t think there is any situation that
I can’t cope with,’ he told Good Practice.
Born in a small village in the country that
last year became South Sudan, Vincent
lived a childhood where hunger, fighting
and disease were daily threats. As Sudan’s
civil war raged, Vincent’s father made the
heart-wrenching decision to split up his
family, leaving his wife and daughter behind
and taking his young son on what he hoped
would be a walk to freedom. Vincent guessed
he was 8 years old at the time – birthdays
weren’t celebrated in his culture and he has
always had to estimate his age.
With no food, barely any water and walking
practically barefoot, the two set off on a
trek across the Sahara Desert. Countless
others attempted the crossing and failed, but
somehow Vincent and his father made it to
Ethiopia, a land they had imagined as paradise
compared to their home. What confronted
them was not paradise, but the Pinyudo
refugee camp – an overcrowded and diseaseridden community that was to be their home for
years to come.
‘The medical conditions in the camps were
horrible’, Vincent said, recalling epidemics
of malaria, diarrhoea and cholera that killed
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thousands. It was not just a lack of food and
resources, but a lack of understanding that
Vincent said was most striking.
‘No-one ever told us that you should boil the
water, and all those simple things. Those are
the things that if we knew in the past it would
have saved a lot of lives.’
Very little medicine was available and
Vincent nearly died of cholera. He was also
regularly ill with malaria and still feels the
after-effects today. Whenever he returns to
Africa, he said, ‘I know, I’m prepared, I’ll get
malaria’.

I don't think there is any
situation that I can't cope with.
It was at Pinyudo that Vincent was trained
as a child soldier, hoping to one day join the
Sudan People’s Liberation Army and fight for
his country’s freedom. While Vincent said
the recruitment of child soldiers – an issue
made famous by the Kony 2012 campaign
– should be condemned, he said that he and
other South Sudanese children had not been
abducted, but rather fought of their own free
will. For them, war was a state of mind.
Three things in particular kept Vincent
going throughout his ordeals – religion, a
love of soccer and his education. He writes
that ‘education was the main game for me’,
knowing he needed to develop a range of
skills to give himself the best chance of
escaping the camps. Despite the shocking

Author: David Nyuol Vincent with Carol Nader
Publisher: Allen & Unwin 2012
Format: softcover, 240 pp
RRP: $29.99

lack of resources he managed to learn English,
a language he now speaks fluently.
In 2004, after 17 years in Ethiopian
and Kenyan refugee camps, Vincent was
granted asylum to Australia and moved to the
Melbourne suburb of Fitzroy. The first-world
comforts were a far cry from what he was
used to, but despite some initial difficulties he
took to Australian life with aplomb.
An experience Vincent described as
‘amazing’ was his first medical check-up in
Australia. Coming from the dire conditions in
Africa he said it was difficult to understand
that medicine could be preventive and not just
curative. ‘In the camp you only go see a doctor
when you are sick, but here it’s more like they
want to make sure that everything is alright,’
he said.
During his 8 years in Melbourne, Vincent
has become a leader within the city’s
Sudanese and South Sudanese communities.
He helped run the ‘breakfast club’, a nutrition
program with the Brotherhood of St Laurence
providing people – mainly refugees from Africa
– with a healthy breakfast and teaching them
the importance of eating properly. He said a
lack of understanding about nutrition means
many children still grow up malnourished,
despite having plenty of food available. >>
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to forgive each other and share
their stories. He said the program
helped him ‘let go of all the pain’
of his past and to ensure the
senseless hatred that ruined his
childhood wouldn’t affect younger
generations.
‘I made a promise. I said if ever I
get an opportunity to go anywhere I’ll
make sure that no-one goes through
what I’ve gone through,’ he said.
While Vincent said he still suffers
traumatic flashbacks from his past,
he has never sought counselling.
He said growing up without anyone
to guide him through his problems
trained his brain to ‘play two
roles’. ‘If I’m starting to have those
traumatic memories, then I find a
way to remove myself away from
that and I start to talk to myself.’
In his book, he writes about
feeling stateless and having no
family. Now Vincent has both; he is
an Australian citizen and has been
reunited with the mother and sister
he thought had died. Vincent and his
partner Rose have a young daughter
Abuk – and after a traumatic past he
can finally see a bright future in his
adopted home.
‘I guess I will remain as a refugee
for the rest of my life, but I hope
the Australian people will look at my
daughter irrespective of the colour of
her skin,’ Vincent said. ‘She will be
proud to call herself Australian.’

Australian Family

>> ‘It was amazing when I learnt
that there are still people in this
country who send their kids to school
without breakfast,’ Vincent said.
Working with dietitians also taught
him a lot about his own eating habits.
He finds it difficult to have more than
one meal a day and only eats when
he’s hungry. However, learning ‘the
simplest way of making a healthy
lunch’ was something Vincent said
could be beneficial to himself and
other refugees, many who were
never taught the basics of nutrition in
Africa.
‘What I knew basically is that food
is a food; whatever is there, you eat,’
he said of his time in Africa.
Vincent said he finds it difficult to
understand how people could become
overweight by eating too much, and
thinks it is strange that food is ‘almost
the biggest part of Australian culture, I
guess, second to sport.’
‘I find it quite strange because for
us, when I was growing up in the
camps and during the war, no-one
thinks about food,’ he said. ‘You feel
hungry until you feel a point where
your body is normal again. I’ve never
experienced that again in Australia.’
Vincent also works with the
Melbourne group, Sudanese Youth for
Reconciliation and Hope. Along with a
woman from northern Sudan, Vincent
formed the group to encourage
people from opposite sides of the war

Australia
Australian Family Physician
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Medical editor required –
Australian Family Physician
The RACGP is looking for a part-time
medical editor to work on its flagship, peerreviewed medical journal Australian Family
Physician. The editor will be part of the
publication's team, which is based in the
RACGP national office in Melbourne.
The successful applicant will have:
• current or extensive recent Australian
general practice clinical experience
• RACGP Fellowship (or be eligible for
Fellowship)
• research literacy
• medical editing experience (preferred).
The position is available from
mid-January 2013 and offers flexible
working days. A full position description
is available on the RACGP website at
www.racgp.org.au/jobs.
Applications close 9 November 2012.

Med Bites

New Parkinson’s drug available on PBS
The Australian Government recently
added a drug to the PBS that helps treat
the symptoms of Parkinson disease.
Azilect, also generically known as
rasagiline, was previously only available
overseas. Approved by the FDA in the US
in 2006, it belongs to a class of drugs
called monoamine oxidase inhibitors.
Twelve months ago the company that

produces Azilect, Teva Pharmaceuticals,
applied to the FDA to expand approval so
it could be prescribed to slow down the
progress of the disease as well as treat
its symptoms. However, the 17-member
panel rejected the company’s study that
showed a 1 mg dose appeared to slow
patients’ disease because it had concerns
about its trial design and statistical
inconsistencies.

It’s true: being fit increases
chances of staying healthy
A recent study in the Archives of
Internal Medicine confirmed that being
middle-aged and fit lowers the rate of
chronic diseases. The higher the fitness
level, the more likely people are to avoid
being struck down by heart problems,
diabetes, stroke, lung cancer, colon
cancer, obstructive pulmonary conditions
and Alzheimer disease according to
the study. While previous studies have
shown that people who maintain a good
level of physical fitness have a lower
rate of dying younger than those who

don’t maintain their fitness, this is
the first study that shows a direct
correlation between levels of fitness
and chronic diseases. Another
interesting result of the study was the
finding that people with the highest
levels of fitness endured fewer chronic
diseases in their last 5 years of life.
The American study analysed the
fitness levels of 18 670 healthy men
and women in their 40s and 50s and
again a couple of decades later.

Tea, glorious tea!
Time magazine recently published 13
reasons why tea looks as if it might be
very good for you. It contains antioxidants
that may help protect against cancer, as
well as increasing the body’s capacity to
burn fat. Tea also helps to fight against
free radicals, hydrates the body and has
been linked with a lower risk of Parkinson
disease. Green tea, in particular, has been
found to be a health benefit.

It improves mineral density and strength,
and the compounds in green tea may
help people with diabetes process sugars.
The polyphenols in green tea might also
help maintain those parts of the brain
associated with learning and memory.
A few words of warning though –
repeatedly drinking hot beverages may
boost the risk of oesophageal cancer and
'all tea is not created equal.'
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Ideas

In your
waiting room

Light
Natural sunlight is a magical addition to any
room. Use softly coloured or transparent
window coverings if possible. Better still,
take the window coverings down if privacy
permits and plant something green outside.

Patients sitting in your
waiting room would often
rather not be waiting. We
look at some ways to make
them feel comfortable.

Plants and cut flowers
Plants such as palms, aspidistras, ferns
and flowering orchids are welcoming and
friendly. Don’t forget to wipe the leaves
regularly to keep the dust off, and fertilise
with liquid seaweed every few weeks. Also
place large vases or jars of flowers in the
waiting room when in season. Be mindful
of people with allergies and use flowers
with low pollen. Try daffodils, tulips,
delphinium, agapanthus, hydrangeas and
poppies.

Wall aquariums
Watching beautiful fish swimming about is relaxing and
a great distraction if you’re sitting still. Choose brightly
coloured, graceful fish and add interesting accessories.

Reading material
It’s important to keep magazines and journals up-todate. Throw them out when they look worn or are
old and make sure there is something for everybody,
including children. Consider subscriptions to scholarly
journals, along with health and nutrition magazines and
hard cover, easy-to-hold storybooks for children.
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Private health insurance savings for
RACGP members through HCF.
RACGP members are eligible for savings and
benefits through HCF private health insurance,
one of RACGP’s Member Benefits Partners.
RACGP members save 8% on all levels of HCF’s
retail range of hospital and extras cover (the discount
is not available on HCF’s corporate product range).
The discount could save you hundreds of dollars
a year, depending on the level of cover taken out.
To access these and many more exclusive member
savings and privileges, renew your RACGP
membership today.

Talk to us about how you can get more
with HCF.
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