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Introduction 

The role of the Clinical Senate of Western Australia is to provide a forum where collective 
knowledge on current strategic health issues are discussed and debated. Recommendations are 
made in the best interest of the health of all Western Australians and are subsequently provided 
to the Director General (DG), the State Health Executive Forum (SHEF) and through the DG to 
the Minister for Health. 

The first meeting of the Clinical Senate of Western Australia for 2013 was held on May 3rd at The 
University Club of Western Australia, Crawley, Western Australia (WA). The topic for debate was 
The WA GP Shortage - The impact on our community and health sector.  

The challenge to debate this topic came from former Director General of Health, Mr Kim Snowball, 
as well as the executive committee of the senate, with Mr Snowball calling it perhaps the only ‘big 
issue’ the senate had not tackled. Reports from the Health Consumers’ Council confirmed that 
consumers are concerned about the changing face of general practice and by issues of ongoing 
relationship, knowledge and experience of practitioners and continuity of care. These, along with 
cost and access, and availability of services, were reported as key consumer issues by Ms Anne 
McKenzie on the day. 

The mandate for clinicians was to consider the current lack of GPs in WA and the impact on our 
communities and health sector. Senators considered how health can respond as a system and 
how key players might work collaboratively towards solutions.  They also tackled the important 
question of whether the Department of Health should invest in primary care, and if the state had a 
role in ensuring an adequate primary care workforce. 

In planning for the debate, a broader primary health care sector expertise was required. Experts 
were included from general practice, community nursing, residential aged care, aboriginal health, 
non-government organisations, universities, professional bodies, Medicare Locals and 
consumers. This balanced mixture of experts was critical to ensuring a well-informed debate and 
enabling senators to recommend change in this area.   

In her opening address Clinical Senate Chair Adjunct Associate Professor Kim Gibson provided 
a timely reminder of the need for debate, stating that just that week the Minister for Health quoted 
GP shortages of 440 in the metropolitan area and 80 in country WA. She confirmed there are 
issues for the community, such as access, and there is an impact on the health sector through 
growing emergency department demand.  

Ms Gibson said that for decades there had been a line in the sand drawn between state and 
commonwealth funding in this health context, and all stakeholders acknowledged that this was 
both unsustainable and unproductive in improving health care for Western Australians. 

Mr Philip Aylward, Executive Director Child and Adolescent Health Service represented the Acting 
Director General officially opened the day.  

Mr Aylward spoke of progress made to date, with the Department of Health exploring collaborative 
measures, including the establishment of the General Practice Collaborative Group comprising 
GPs, representatives from Medicare Locals and the Department of Health and Ageing. This 
Collaborative builds on member’s expertise to develop and agree upon key focus areas and 
strategies to address GP shortages and raise community awareness.  
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He addressed the need for an efficient and accessible primary health sector that can support 
people with chronic conditions. He also confirmed the challenge and importance of reducing 
preventable chronic disease and emphasised the subsequent long-term benefits for the consumer 
and the economic benefit for the system.   

Mr Aylward challenged senators to not only focus on the GP shortages, but to also consider how 
to build upon what works in our health system and further develop them to support our community 
and primary care. 

The foundation is now set for collaboration and the partners are well placed to address clinical 
service planning. The planning process will include all sectors and engage consumers and the 
wider primary health care community. This approach will ensure that health services are targeted 
to meet the population health needs of the local community.  
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1. Process 

The Clinical Senate of Western Australia was established in 2003 and each debate follows a 
standard process that has been refined over time. This process ensures that senators and others 
involved have a clear understanding of what is required and receive sufficient information to 
discuss the topic and then develop recommendations for the DG and SHEF.  A copy of the 
program is included (Appendix A). 

Prior to the debate, attendees received a series of pre-reading documents containing background 
information in preparation for the debate. 

The full day senate debate traditionally commences with a Welcome to Country, which for this 
debate was offered by Mr Shaun Nannup. Following the Welcome to Country, the Chair of the 
Clinical Senate, Adjunct Associate Professor Kim Gibson welcomed attendees and gave an 
update on senate activities.  

Subsequently, an introductory presentation by the Acting Director General’s representative and a 
number of presentations provided participants with a comprehensive overview of the impact of the 
GP shortage on the delivery of health care services to the community. Presentations included: the 
mandate for Medicare Locals, a general practitioner perspective; a primary health care 
perspective; practical solutions to appointments and access in a general practice; a nurse-led 
training program targeting marginalised groups; and the consumer perspective. 

The next stage of the process is a plenary debate that completes the morning session. In the 
plenary debate “Towards Solutions”, senators and experts in the field provided valuable insight 
into the key impacts, and considered a way forward in terms of solutions. 

What emerged from the morning session was a move beyond the discussion around shortage, to 
the need for better integration and improvement of key services, as well as communication 
between the department and health sectors.  The Department of Health must broaden its process 
of consumer engagement through community conversations and be guided by the motto used in 
disability, where “nothing about us, without us”.  

The afternoon session was devoted to two concurrent workshops from which recommendations 
are developed. The two workshop topics were: “Working Together” and Practical Solutions to 
Meet Consumer Needs”. 

Recommendations from both groups were presented in the final session of the day, and then 
ranked in order of importance by the full senate. A response from the Director General of 
endorsed, endorsed in principle, or not endorsed recommendations is requested by the next 
senate meeting. 
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2. Presentations 

Ms Margo O’Byrne, facilitator opened proceedings by welcoming participants, acknowledging the 
traditional owners both past and present, and introducing Mr Shaun Nannup, who offered the 
Welcome to Country.  Mr Nannup shared his history and connection to the land. He provided a 
history of the location and the Wadjuk people. He offered a traditional blessing in native tongue, 
and wished participants well in their deliberations.  

Ms O’Byrne thanked Mr Nannup for his welcome and introduced Clinical Senate Chair, Adjunct 
Associate Professor Kim Gibson, who opened by first recognising the traditional owners and 
thanking Mr Nannup for his ‘welcome to this place’.  

Ms Gibson outlined the reason for the debate, confirming it was proposed by the former Director 
General Mr Kim Snowball, who thought it likely to be the only ‘big issue’ the senate had yet to 
tackle. Support for the topic was strengthened through the senate executive and the Health 
Consumers’ Council, who labelled it a very important issue for WA consumers.  

She challenged senators to frame a broader discussion and debate around:  the orthodoxy of GPs 
as gate keepers for the health system; health consumer responsibilities and behaviours; 
alternative models of care and care providers; and system approaches to improve access despite 
low GP numbers, particularly in areas where there is adequate supply. She also asked senators 
to consider the issues around the primary health care workforce and business models.  

Ms Gibson called on senators to ensure that the recommendations put forward are ones that 
inform the DG and SHEF about the actions state health can take to support primary care and also 
meet the needs of consumers. She then posed the question: Should the Department of Health 
invest in primary care and if so, what is the smart investment?  

In her report to senators with regard to activity since the last meeting, Ms Gibson shared that the 
recommendations from the previous debate on “WAs Changing Demography” had been received 
by SHEF and were being considered for action by the Acting Director General. With regard to the 
WA National Clinicians Network Forum on transfer of care, she reported that outcomes from the 
day would feed into the national discussion along with those from similar events held in each 
state. This would culminate in a national forum to be held in June. Ms Gibson stated members of 
the executive had attended sessions in Brisbane, Adelaide and Hobart with one remaining in 
Darwin, and reported it as valuable to share the similarities and differences of both issues and 
process.  

Ms Gibson next emphasised the importance of participants understanding how the Clinical Senate 
does business before moving into the debate asking members to “state your opinions freely drawn 
from your experience and expertise, and that you take new perspectives gained through the 
debate back to all of your spheres of influence.” And, she asked senators to contribute to the full 
session, particularly through the workshop process, to ensure strong, valid and prioritised outputs. 
Ms Gibson highlighted that voting on recommendations at the end of the session was of particular 
importance, as the recommendations go to the DG and SHEF and the senate would be 
requesting an explicit response to the top 10 recommendations senators identify as the highest 
priority.  

In closing, Ms Gibson reiterated the mantra of the Senate “it is essential for participants to bring 
their expertise and intelligence to the debate in order to develop outcomes that are in the best 
interest of all West Australians. And, it is equally important that senators leave aside their own 
agendas”.  

Ms Gibson then welcomed Mr Philip Aylward, Chief Executive of the Child and Adolescent Health 
Service (CAHS) who was representing the Acting Director General of Health, to officially open the 
meeting. 

Mr Aylward opened by highlighting the importance of the clinical senate work and acknowledging 
the influence members take back to their respective workplaces. He stated the purpose of his talk 
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was to introduce the topic for debate which was one of utmost importance to the health sector and 
community of Western Australia.  

He stated that in his role with CAHS he has seen the impact of the shortage of GPs and other 
primary care providers on young families and children and young people. Mr Aylward confirmed 
the importance of the central role the general practitioner plays in the care of most people. He 
reported that Western Australia has the lowest portion of GPs per capita, behind only the Northern 
Territory and Australian Capital Territory, in relation to overall supply and distribution of services. 
Obviously, Mr Aylward stated, the impact is felt across the health system, most notably through 
the pressure on the emergency departments and other acute care services. 

Mr Aylward reported that WA Health is actively looking into several strategies to strengthen and 
support the GP sector and manage demand for general practice type services at public 
emergency departments. One example shared was mapping the estimated supply and demand of 
GPs over the next ten years.  This would take into consideration impact factors such as: changing 
work practices emerging from the new generation of GPs, overseas recruitment, amalgamation of 
GP practices, demand for GP services as more patients access more GP type services in the 
primary care setting rather than and ED, additional GP training that is currently underway, 
demand for GP services if significant up skilling of GPs occurs and updated national average 
which effects supply of GPs.  

Mr Aylward spoke of another key strategy initiated by the former Director General the 
establishment of the General Practice Collaborative Group, consisting of GPs, representatives 
from Medicare Locals and the Department of Health and Ageing. This Collaborative builds on 
member’s expertise to develop and agree upon key focus areas and strategies to address GP 
shortages and raise community awareness.  

The last key strategy was one focused on improving information sharing and collaboration to 
retain a better understanding of the GP sector, activity profile and patient journey between primary 
care and hospital services. Mr Aylward advised that, WA Health is exploring the possibilities of 
developing performance indicators, in collaboration with the GP sector. These will enable 
improved planning for the state in relation to GP utilisation and referral patterns. These indicators 
would also assist in assessing the success of chronic disease management strategies and early 
intervention initiatives, as well as providing vital planning information to inform future strategies 
and initiatives for WA Health. Mr Aylward also stated the important need for community 
awareness around appropriate use of general practice and emergency department services. “We 
believe if we can get more people using general practice services appropriately, the flow on and 
benefits to our hospitals in terms of emergency department waiting times, hospital access and 
ambulance ramping will be considerable and will be obvious to patients as well”. 

He next addressed the need for an efficient and accessible primary health sector that can support 
people with chronic conditions. Thousands of Western Australians he stated are affected by 
chronic disease such as obesity, heart disease, diabetes and stroke, and injury which costs an 
estimated 600 million dollars a year in hospital costs alone. Changing this is a collective 
responsibility and can only be achieved through collaboration amongst community, industry, 
government and non government organisations.  He emphasised the long term benefits for the 
consumer and economic benefits for the system.   

In closing, Mr Aylward challenged senators to not only focus on the GP shortages but to consider 
how we can best support primary care in our community and health system, how, as a health 
system we can support both consumers and primary care providers; and how we can work 
together as partners to address workforce and access issues. Finally, how can we build upon the 
good things in our health system and further develop them to support our community and primary 
care. 

Ms O’Byrne thanked Mr Aylward for his address and introduced Prof Gary Geelhoed, Chief 
Medical Officer and Executive Sponsor to set the scene for debate.   



 

10 

Prof Geelhoed opened by thanking participants for putting aside time and bringing their broad 
expertise to the senate to address this important issue.  

Prof Geelhoed commented that Australians are well positioned in the world in terms of health and 
longevity. As Australians he stated, we have a reasonable health system in terms of access and 
limited out of pocket expense, with a nice mix of public and private systems that provide choice. 
Prof Geelhoed shared that the current system serves the majority of us well, however for 
consideration today is the fact that projections for five or ten years down the track in terms of 
spending on healthcare and staffing healthcare are not good, and we are running out of money 
and staff. Therefore, he stated everyone is trying to do things differently.  

Highlighted in his talk was the need for the current model to change, the need to address the 
overall shortage of doctors and in particular, to develop a system of equity whereby people want 
to go into general practice. He also stressed the importance of getting it right, explaining that 
evidence supports those countries that do emphasise primary care, have a better health system, 
are cheaper systems to run, and in most instances are better regarded by the population.  

Prof Geelhoed stressed the importance of valuing general practitioners and the need to better 
integrate primary care with the secondary and tertiary sectors. He also highlighted the financial 
inequity between specialists and general practitioners and called on senators to consider how to 
encourage and attract the increasing number of doctors coming through into general practice. 

In his closing statement Prof Geelhoed stated we are doing well however we still have real 
challenges. He firstly focused on the need for senators to consider how we can integrate with 
primary care so the patient is offered a seamless journey. Secondly, the importance of having 
well-supported, well trained professionals within the primary healthcare sector in particular within 
the general practice setting.  

Presentations from the day can be found on the Clinical Senate website: 
http://www.clinicalsenate.health.wa.gov.au/debates/may13.cfm 

The next speaker was Dr Richard Choong, General Practitioner and President of the Australian 
Medical Association, WA. In his talk “Is there anyone out there?” Dr Choong provided his view as 
a general practitioner and addressed the shortage offering some medium and long term 
strategies.  

In opening he explained that his practice sits on the urban fringes and is funded through a blend 
of commonwealth money with additional patient contributions. Due to a poor integration of the 
state health system, every day his patients accessed the public health system.  

In addressing ‘where we are now’ he shared statistics published by the Department of Health in 
November 2012. Reported was: the number of GP full time equivalents (FTEs) in WA was 1461 
which equates to 1572 persons per GP and 6.4 GPs per 10,000 population.  WA has the third 
lowest doctor patient ratio in the country, just ahead of the ACT and NT. Dr Choong believes that 
in a state where the estimated growth is 1,500 new people arriving every week, this is a real 
challenge and only going to worsen over time. Should that growth continue he stated, we will 
need 1 GP FTE every week, every year just to maintain the current levels. Comparing this to 
where we should be, Dr Choong referenced the Australian Medical Workforce Advisory 
Committee (AMWAC) benchmarks which are 10.7 per GP per 10,000 patients. To meet these 
benchmarks WA would need an additional 2,100 FTEs and additional 1,000 FTE GPs per year. 
And to meet the national average of 7.6 we would need nearly 300 more GP FTEs.   

Dr Choong offered what he believes are broad long term strategies: increasing GP numbers via 
increased training positions; highlighting the current opportunity in WA with high numbers of 
interns; and with regard to attractiveness. Dr Choong stated that we must look at ourselves and 
the environment, the world is moving on and the environment is changing. “We need to review the 
profession and realistically look at the work life balance before we can promote general practice”. 
Lastly, he emphasised the need for financial equity between general practice and other 
specialities.  

http://www.clinicalsenate.health.wa.gov.au/debates/may13.cfm
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In reference to medium term strategies, Dr Choong addressed the issue of distribution, 
international medical graduates and incentives to encourage GPs into specific areas. He 
highlighted the fact that there is a mal distribution of general practitioners and described it as 
astounding that there are suburbs a short distance from the city with no general practice. 
International medical graduates are heavily utilised to fill workforce need, both in the city and 
across the state. Dr Choong acknowledged there are concerns about the standards of their 
education and their cultural understanding of the quality of practice. Dr Choong queried whether 
“the real question is that in a developed nation is it appropriate for us to seek workforce from other 
nations that are developing and may have a greater need?” Our aim, he stated is to train enough 
graduates in Australia in order to meet local demand. Lastly, he called for the need to incentivise 
in order to encourage GPs to certain areas, and to consider not only financial incentives, rather 
things like family and social support which are essential to long term sustainability.  

In the next part of his talk, Dr Choong offered areas where he thought improvement could be 
made such as: appointment systems; walk in clinics; immunisation clinics; practice nurses etc... 
He emphasised the need for general practice to be innovative in how they deliver services and 
maximise access. He stated they needed to be taught and guided to improve their own 
efficiencies and effectiveness. Dr Choong reflected on two areas where he believed interaction 
with public hospitals could actually improve the level of patient care and the access and delivery 
of treatment. The first area was the outpatient department. Referring to the medical clinics he 
stated that by better management of outpatient services, the number of outpatients could be 
increased and he suggested targets of 30%. Dr Choong identified the three key partners in this 
type of reform as: the patient, who needs to show up; the department who needs to know they 
need to give the patient back; and lastly the GP who needs to share their referral so the right 
doctor sees the right patient in the right amount of time. Dr Choong stated “you need to trust me 
that I can deliver care; you need to support me when that care is required and when there is a 
change in clinical circumstances, and finally you need to educate me so I can do it better”.  

The other area for improvement suggested by Dr Choong was early intervention and/or acute 
assessment units, to avoid or delay admission.  This area he stated could be better developed so 
that the GP can send their patient today to receive treatment and the GP can better intervene to 
possibly prevent hospital admissions through the emergency department. He stated that we need 
to look at structures like this where the treatment and care can be accessed early and quickly 
outside the traditional models that we are used to.  

Dr Choong revealed that general practice struggles in the areas of after-hour’s services and 
residential aged care. He stated, with regard to after-hours care, GP services are not sustainable 
and there are issues around workforce effectiveness, safe hours, practitioner safety and support 
of other services and professionals to deliver care. It is not an issue of financial remuneration, 
rather one of available workforce, as more and more of the workforce is required to deliver high 
volume in-hours care. With regard to residential aged care, Dr Choong pointed out that our ageing 
population means facilities will only increase in size and numbers and workforce is of a primary 
concern. These patients have some of the most complex care needs with high acuity and 
morbidity. He called on participants to think outside the box and consider more novel approaches 
to better support and encourage them to meet the increasing demand and continue to deliver high 
level quality of care.  

In closing, Dr Choong shared “the reality is that we need to do something, just wishing for doctors 
is not enough!” 

Next to address participants was Prof Alistair Vickery, Professor of Primary Health Care at UWA 
and Chair of the Perth North Metro Medicare Local who provided a talk on “The Primary Care 
Perspective”.  

Prof Vickery first provided information on the Medicare Locals stating that they are brand new with 
61 in Australia and 8 in WA. They range significantly in population of 100,000 to 1,000,000 and 
size of 100 km2 to 1,000,000 km2. For the first time the federal government has invested in 
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primary care with a population health remit and therefore the game has changed. Prof Vickery 
stated this allows Medicare Locals to have input into all sorts of things and they have a much 
broader primary care membership that is inclusive of many health professions and non-
government organisations. Prof Vickery outlined the role of the Medicare Locals as one of 
connectivity across health care to help the patient navigate the complexities of our health system 
and to allow us to connect to the state government and governing councils.  

Addressing the question of GP shortage, Prof Vickery provided a series of datasets around the 
number of general practitioners, patient access, health outcomes and distribution of workforce.  
Looking at the global perspective, he referenced the Organisation for Economic Co-operation and 
Development (OECD) Health Data. This data showed that of 30 different countries and a global 
average of 1.01 GPs per 1,000 population, Australia is at 1.52, WA at 1.12 and rural WA at 0.92. 
Therefore he stated in world standards we have allot of GPs. Sharing head count data from 2011 
Professor Vickery stated that  based on these figures and WA having a 2,744 head count in order 
to have the same numbers in Australia we would need and additional 700 GPs. However, given 
we are a growing state and need an extra 1 GP FTE every week or 50GPs per year and we are 
training 132 GPs every year, we are probably nearing where we need to be - however the 
question is: is that enough?  

Discussing access to primary care Prof Vickery explained that despite the limited data there are 
good proxy markers of bulk billing rates, waiting times, and number of consults to inform and 
assist. Referencing the Department of Health and Ageing Medicare data 2012 and National 
Health Performance Authority data 2013 he shared the following: bulk billing rates for Australia is 
at approximately 81% and in WA 71% which indicates we have fewer GPs bulk billing. In the 
same report, when WA patients were asked about their expectation of waiting times, most 
reported that they didn’t mind waiting however, 16% stated they waited too long. With regard to 
the number of consults the data suggests Prof Vickery stated that we are not seeing enough 
patients with the Australian average of GP consults per annum at 5.1% and WA at 4.4%. Prof 
Vickery addressed health outcomes and challenged this thinking as he stated the life expectancy 
in WA is 80.7 with Australia at 81.7 just behind Japan, Iceland and Switzerland. However he did 
share that the number for Indigenous Australians was much lower calling on participants to 
consider if there are enough GPs treating our Indigenous population.  

Finally, in reference to distribution he referred to the data provided by Dr Choong confirming that 
the total FTE for GPs in Australia is 0.61 and in WA 0.55 therefore across WA GPs are working 
2.5 days per week. He offered some reasons as feminisation and life style choices. And he 
referred to the issue of distribution particularly between ‘rural vs. metro’ and what he termed ‘outer 
urban vs. the river’. Prof Vickery stated that the number of GPs per 1000 population in the 
Wanneroo region (outer urban) is about .5 with the numbers of GPs around UWA (the river) about 
1.8.and for rural WA it ranges from 0.5 to 0!  

In addressing how medicare locals can respond to these challenges, Prof Vickery shared that 
they are providing access and support of general practice, education not only of general practice 
but the entire population, and assistance with distribution by providing practice support and 
encouraging different forms of practice in order to make them more efficient. He stated that there 
are huge numbers of people providing care on the ground with support for diabetes, aged care, 
falls and psychological services. Through education, medicare locals are providing training to 
GPs, practice nurses, and pharmacists, offering up skilling on new techniques and methods and 
on improving health literacy. In outer metropolitan areas he stated medicare locals are looking at 
the Outer Metropolitan Regionalisation Program in order to try and encourage doctors to work in 
these areas with many medicare locals running training centres for the local or vocational 
programs.  

Professor Vickery highlighted other areas of involvement for medicare locals such as the After 
Hours GP Program and Health Service Planning. He reported a rise of 10-15% in patients 
(approximately 1000 patients) having access to afterhours services in the metropolitan area.  
And, he stated this is different to rural areas where the problem is more related to in hours care.  
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They are also supporting practices through innovation funds to identify different ways of providing 
services. With regard to health service planning, they are working in collaboration with state 
health through the area health services and governing councils to provide policies and strategies 
to improve health care across WA. He stressed the importance of collaboratively working together 
to understand how best to provide services to our patients. Finally, they are working to develop 
and share common public health and population data that targets priority population groups in 
order to better plan and deliver clinical services. Prof Vickery stated we must ensure that no 
primary health care services be created by State health if that service already exists or should 
exist in primary health.  

Margo introduced Dr Doug Pritchard, General Practitioner who presented ‘A Same Day 
Appointment System’ developed and used in the Lockridge Medical Centre.  

Dr Pritchard opened “I am talking out of a microcosm of a single practice”. Lockridge Medical 
Centre was established in 1978 and was the first teaching practice. For over thirty years he stated 
they used the same appointment system and despite perceptions they we were working at full 
capacity, that wasn’t the case. The problems he stated, were long wait times for appointments, a 
non-attendance rate close to  9%, an  inconsistent workflow and no ability to make a same day 
appointment despite the fact that (despite for) patients needed to be seen. Some days Dr 
Pritchard reported nurses were seeing up to 10 patients per day with workflow unpredictably 
swinging from too little to too much.  

Dr Pritchard shared that in selecting a system they chose the advanced access system used in 
primary care in the United Kingdom. Working off the idea that the practice keeps enough 
appointments free to meet the demand Dr Pritchard described the two basic rules as: anyone who 
asked to see a doctor would be seen on the day of asking; and no one could book on another day 
accept by request of the treating doctor called the “doctor initiated appointment”. Dr Pritchard 
stated that access is under the control of the doctor who tags the patient record and that tag 
authorises the receptionist to make an appointment at the patients request e.g. the elderly, the 
chronically ill and the disabled. In describing how it works Dr Pritchard stated that a minimum of 
60% of appointments are kept free each day for same day appointments with the remaining 40% 
pre booked only as doctor initiated to bring patients back etc…  Finally, the nurses assess 
requests after all appointments are taken.  

The appointment system at Dr Pritchard’s practice commenced in April 2007 and five years on 
allocation of 60% has been achieved however, despite being within their 40% target; the doctor 
initiated appointments have risen from 21-31% (pre-booked) in the last financial year. Other 
outcomes shared were that the overall non-attendance rate had been reduced from 8.9% to 3.7% 
to the end of June 2012. In that year he stated, they provided and extra1600 consultations that 
were used due to non-attendance resulting in the addition of the equivalent of .25 of an FTE 
doctor. Nurse assessments were also reduced, practice workflow is much better, reception staff 
confirmed the system was much easier and although they do not formally assess patient 
satisfaction, it seems to have improved.  

Dr Pritchard also offered the challenges of the system five years which are to work out an 
appointment system for working people and to continue to monitor the number of doctor initiated 
appointments which he stated, is challenging given the ageing population and increase in chronic 
illness etc.. He closed stating, we revisit our commitment with the aim of refining the system, not 
reverting back to the old. 

Following on from Dr Pritchard was Ms Julie Fereday, RN, Portfolio Manager for Health, Central 
Institute of Technology and Ms Clare Askew, RN and Nurse Educator representing the Reach 
Project (Roaming Education and Community Health). 

Ms Fereday opened the talk providing an overview of the project, stating it was funded through 
Health Workforce Australia (HWA) and is run out of the Central Institute of Technology in 
partnership with The Chief Nurse and Midwifery Officer, Department of Health WA and Curtin 
University. Ms Fereday shared that although the main aim of the program is about clinical practice 
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training days for student nurses, it was also about primary health care delivery models developed 
to increase the training days. Ms Fereday described the key aspects of the model as:  population 
health checks and assessments for residents of independent living centres; Wellness Clinics; and 
Nurse Practitioner services. In describing the population health aspect of the program, Ms 
Fereday stated it involves 10-15 students going out to different communities in places such as 
shopping centres, libraries, residential living facilities etc… and conducting general health checks 
with the ability for consumers to just drop in.   

Outlining the focus of their activities, Ms Fereday reported target groups were identified through 
existing clients and collaborating partners, are drawn from existing programs and groups that are 
disadvantaged and disengaged from the health system and who also may be homeless or in 
transitional housing. The goal she stated is to use this transitional pathway and educate them 
about health linking them up with general practitioners in their own areas as well as assisting 
individuals to take responsibility for managing their own health.  She provided the sites of their 
target groups and reiterated the focus of activities as population health checks for residents of 
these facilities and independent living facilities. 

Ms Fereday discussed how they are constantly reviewing their target groups and looking into 
those not yet targeted ensuring there is no overlap with other service delivery models. Importantly, 
they stick to our basic student led model of care. All of the services are developed and delivered 
in partnership through memorandums of understanding and service level agreements with 
services tailored to meet the needs of the people in that organisation. Therefore, as highlighted by 
Ms Fereday, it is not just one model rather relationships based on communication, engagement 
and advocacy. Ms Fereday stated the main focus for project managers when looking at nurse led 
clinics is identifying and bridging the gaps in current service delivery and considering what they 
are doing in each of the groups in order to identify ways of engaging and importantly putting 
models in place that help them engage. The challenge identified by Ms Fereday is the transition 
back into the health care system as they try to get clients to focus on chronic disease and self-
management. She emphasised the focus as creating a supportive referral pathway with client 
advocacy as a key component for these individuals.  

She next outlined the key outcomes for two of the three components with the third (the Nurse 
Practitioner program) due to commence in July 2013. Ms Fereday reported since August 2012 
through the two main groups there has been a more supportive culture of their own health and 
well being. The  referral and support pathways for clients to local general practitioners is 
established and as a result of  3116  community health screenings  including BP, cholesterol 
etc… they have had 400 referrals to GPs with some people returning for follow up and support 
with management of care.  Ms Fereday stated that the engagement of students in primary health 
care along with the clinical experience outcomes have been really positive with many students 
admitting they are considering primary health care as a direction pathway. And she confirmed an 
increase of 2000 clinical training days for student nurses. 

In describing moving forward Ms Fereday stated their focus was on the development of the Nurse 
Practitioner program and how to make that role sustainable in the primary health care sector. 
Ms Fereday concluded her section of the talk stating the overall message as ‘by engaging with 
other partner organisations and increasing the scope of the practice nurse, and promoting positive 
health outcomes, promoting primary health care and mental health as a career pathway for 
students we can play a key role in providing direction for students’. And, she stated, we have also 
been able to identify the gaps in terms of getting clients to engage in their own health care.  

Ms Clare Askew followed Ms Fereday describing her role as nurse lecturer and clinical facilitator 
supervising and teaching student nurses on the job. In order to create the job she said they 
looked to the World Health Organisations definition of primary health care which is about the 
community, within the community, the person as part of the community is known by and accepted 
by the community.  
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In her overview of the program she shared some personal examples of client contacts and 
demonstrated the impact the project had in each instance. By attending garden meetings, 
community meetings and regularly setting up at various sites she stated, after just a couple of 
weeks people began approaching her to talk about different things. This led to assessments on 
people who would not make appointments in general practice or even present to an emergency 
department until they were very unwell. In doing this she was able to advocate and broker for 
clients gaining them access to services.  

Ms Askew stated that for the students they learnt a great deal about what health is and 
importantly, that it isn’t just about illness rather, it is about health and wellbeing. Students also 
learnt that people often feel judged when what they need is to feel valued and supported. 
Students better understand the community nature of these relationships and they start to 
understand that health is so much more than hospitals. These, she stated, are important lessons.  

Margo thanked the presenters for providing talks that moved the discussion along and offered 
innovative solutions and alternative models of care. She then introduced Ms Anne McKenzie 
Consumer Advocate at The University of Western Australia’s School of Population Health and the 
Telethon Institute for Child Health Research to provide the Consumer Perspective.  

Drawing on her work as former Chair of the Health Consumers’ Council WA and current role in 
the participation program, outlined what is important to consumers when accessing a GP service. 
These were: continuity of care, ongoing relationship, knowledge and experience, cost and access 
and availability of services when and where they are needed.  

Ms McKenzie spoke of the changing face of general practice services. She stated consumers 
traditionally went to the same GP (who was usually male), he was experienced and competent, 
often he knew you and your family, he was knowledgeable, available when you needed him and 
was the decision maker. Generally she stated “the doctor knew best”. Ms McKenzie stated that in 
today’s society consumers may see a GP of any gender, sometimes overseas trained and English 
is their second language. They are, she stated, experienced, however, they need to be 
questioned as consumers consult Dr Google which poses new challenges for the GP as well. 
Furthermore, there is varying availability through a part time workforce and consumers today 
expect a shared decision making situation. Ms McKenzie highlighted these as ‘big factors’ in 
addressing and discussing these shortages.  

Ms McKenzie shared feedback from several consumer forums held on medication safety and 
chronic illness, and mental health conducted through the UWA School of Population Health. 
Consumers expressed that “the caring factor had been lost in the younger, larger practices”, that 
the “rise of the part time and overseas doctors was detrimental to quality of care”, and that the 
part time doctor led to questions regarding his/her level of engagement in the patients’ health. 
Also stated loud and clear by consumers was that you had to plan to be sick before you could get 
an appointment. Ms McKenzie shared that consumers both young and old want continuity of care 
and do not want to retell their story. Ms McKenzie also highlighted problems for practices in 
finding staff and for the consumer finding practices that will take new patients. 

Ms McKenzie discussed the challenges of an ageing workforce and shared several examples of 
research that has used and benefited from good consumer and community participation. She 
spoke of the positive impacts of the participation program in the areas of research and policy 
development. This included evidence that researchers are considering consumer and community 
input when developing research; better engaged consumers who are helping clinicians advocate 
for change and ensuring that research results are translated into policy and practice; and many 
examples of researchers, health professionals and the community working in real partnerships.   

In conclusion she highlighted the need for a better understanding of the consumer drivers. “GPs 
are available to provide services but the service is not always driven by the needs of the 
consumer.”  
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On completion of her talk Ms McKenzie acknowledged that although progress has been made 
over the past thirty years with consumers now sitting on committees, it was not enough!  She 
stated “We need to work together to address these ongoing issues. We need to get out and talk to 
consumers about why they are not taking more responsibility for their own health outcomes and 
finally, we need to consider how we can work together to ensure the outcomes suit everyone’s 
needs.  I ask you to work with us to find out some of the answers”.  

Ms O’Byrne thanked Ms McKenzie for providing participants with insight into what consumers 
want and expect. She then called a close to the presentation section of the program and 
encouraged participants to continue their discussions during the morning break.  

Following the morning break, Senators engaged in an open plenary debate.  
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3. Plenary Debate  

3.1 Towards Solutions 

Facilitator Ms Margo O’Byrne 

Presenters/ Expert 
Witnesses 

 

 Ms Clare Askew 

 Mr Philip Aylward  

 Ms Belinda Bailey 

 Dr Janice Bell 

 Mr Steve Carmody 

 Dr Richard Choong 

 Ms Samantha Dowling 

 Ms Learne Durrington 

 Ms Julie Fereday 

 Dr Penny Flett 

 Dr Michael Garlepp  

 Ms Terina Grace 

 Mr Julian Henderson 

 Ms Barbara Henry 

 Dr Kreshnik Hoti  

 Mr Andrew Jones  

 Associate Professor Frank Jones 

 Ms Anne McKenzie  

 Ms Rhonda Parker 

 Mr Chris Pickett  

 Dr Doug Pritchard 

 Ms Christa Riegler 

 Dr Marcus Tan  

 Ms Suzanne Taylor  

 Professor Alistair Vickery 

 Associate Professor David Whyatt 

 Dr Damien Zilm 

Ms O’Byrne welcomed the broad group of expert witnesses, reminded senators of their role in the 
plenary debate and encouraged them to seek their (the experts) advice.  

In the plenary debate senators and experts in the field provided valuable insight into the key 
impacts, and considered a way forward in terms of solutions. Participants shared their experience 
of the situation in regard to clinicians and consumers.  

Recognised was that WA Health is widely involved and heavily invested in a number of primary 
health care areas however, there was a sense that this should be strengthened. And despite the 
funding divide there is a role for State Health.  

Senators highlighted the opportunity to market general practice and primary health care in a new 
way to all health professionals; considered alternative funding models perhaps by pooling funds to 
support services that foster innovation; and proposed alternative models that better integrate 
general practice and hospital services.  

Workforce attraction and retention was also emphasised. Senators agreed that the focus must be 
on innovative solutions to address the challenges relating to the distribution and supply of primary 
care workforce. There is a need to make work interesting in order to attract clinicians into primary 
care and to ensure they have a choice of a profession that offers a work life balance and equitable 
remuneration. Also emphasised were specific issues in rural areas, most notably the high turnover 
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of staff, but also the need to improve the ability for general practitioners to retain their skills, 
particularly when returning from rural placements. A solution noted was to consider better 
utilisation of professionals that already exist.  

Featured strongly throughout the debate was the opportunity through partnerships with Medicare 
Locals and other primary health care providers to ensure better access to services, better support 
for healthcare professionals and a better health system overall. Also discussed was the potential 
for WA Health to ‘let go’ of primary care and allow uptake through medicare locals and other 
primary health care providers.  

Senators heard from consumers who despite holding high regard for general practitioners 
conveyed that the shift from the traditional family doctor who typically cared and listened has had 
great impact on how they view their care and in fact get well.  

What emerged was a renewed respect and support for general practice and the primary care 
sector. Discussion in the plenary clearly moved beyond one around shortage to the need for 
better integration and improvement of key services as well as communication between the 
department and health sectors. The Department must broaden its process of consumer 
engagement through community conversations.  

At the conclusion of the plenary debate Ms O’Byrne encouraged senators to consider the key 
themes drawn from the morning session as they moved into the afternoon workshops; the focus 
of which were on working together and practical solutions to meet consumer needs.  

 

All participants then broke for lunch.  

 

Following the lunch break Senators participated in their choice of the following two workshops:  
Working together and Practical solutions to meet Consumer needs.  
 

What follows are the workshop notes and final senate recommendations.  
 



 

19 

4. Afternoon Workshop one 

4.1 Working together    

Facilitator Ms Margo O’Byrne  

Executive Committee 
Member(s) 

Ms Kim Gibson 

Ms Deborah Nelson  

Dr Aesen Thambiran 

Expert Witnesses Prof Alistair Vickery  

Support Ms Angela Caple 

Ms O’Byrne facilitated Workshop one. She welcomed participants and confirmed the focus as to 
consider how we can respond as a system and how key players might work collaboratively 
towards solutions.  

Ms O’Byrne stated the goal was to work together to develop prioritised issues that would then be 
used to develop recommendations. 

In the first part of the workshop, participants were asked to consider their key issues to address in 
relation to working together. Margo then drew the group back together asking them to collectively 
determine the most important issues. Senators then worked at table level to discuss and review 
their key issues with each other and come to agreement on what the key issues were. All 
participants then worked to determine five key issues which were then posted onto a whiteboard.  

Through group discussion around the key issues participants narrowed the list and chose a theme 
of their choice in order to form recommendations. Consensus was reached on the following five 
groups with participants self-selecting to a group of their choice. The main themes were:  

1. Integration  

2. Population health approach  

3. Health literacy  

4. Funding  

5. Workforce: access to General Practice/Primary care 

6. *Primary care  

* Participants agreed to park the sixth issue of primary care once it was confirmed that the clinical 
senate had previously held a debate on primary care.  

A summary of the group discussion is provided below.  

Group 1 - Integration 

Participants in group one considered integration. Included in their theme were issues around the 
role of the general practitioner as defined by the consumer and the GP; the utilisation of ICT 
through such mechanisms as virtual consultations, as well as eHealth and the personally 
controlled medical health record. They also discussed opportunities through outpatient reform and 
the need for infrastructure support as well as the lack of coordination between primary care and 
state health services. 

In developing recommendations this group identified the need for state health to prioritise inter-
professional learning opportunities across the continuum (and sectors) and that contributes 
professionals to enable this to happen. They also discussed shifting of hospital-based primary 
care closer to the patient’s home with the example given of the patient postcode matters initiative.  

Finally, they called for every patient to have a patient-agreed health care plan if they have more 
than one episode of care for ongoing management of conditions. Practically speaking this calls for 
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the need for the patient on their first encounter with their primary care provider to have a care plan 
written up. That plan then forms the base for an integrated more comprehensive care plan as the 
patient sees more and different health care professionals in managing that condition.  

Group 2 – Population Health Approach 

Participants in this group discussed the need for a population health based approach to working 
together. They highlighted the need to collect good data and make better use of existing data and 
to make it more outcomes focused.  

They identified the need to recognise and mitigate the barriers to optimal collection and use of 
individual health data in the population. Barriers identified were, poor systems (i.e. Lack of EDIS 
in WACHS), sharing data across boundaries, regulatory constraints, funding issues and lack of 
access to medicare data.   

Recommendations developed in group two called upon health services through its governing 
councils to have an agreement with their medicare locals to take a population health approach to 
services delivery through better use of data that is outcomes focused.   

Group 3 – Health Literacy 

Group three participants focused on health literacy and consumer expectation. They identified that 
the role of the consumer is often poorly understood and needs to be developed.  

Participants in this group proposed recommendations that considered the need for the 
Department of Health to commit to community based plain English tests for all extension 
materials, to investigate co-branding and community promotion of WA Health initiatives (this 
should include general practices and medicare locals); and to empower the staff that have contact 
with consumers like receptionists to gather population health intelligence.  

Group 4 – Funding 

Participants in group four focused on funding and the sub themes identified were around: issues 
of commonwealth vs. state including the coordination of funding at both levels and including the 
local level. They discussed incentives vs. disincentives, the lack of publicly funded allied health 
professionals in the community and how the cost of ambulance services can increase the 
pressure on GPs.  

Participants in this group approached funding from the shortage perspective. They discussed 
opportunities for health to outsource community allied health/primary care activities similar to 
government funding for other community based services which support transfer of hospital 
patients to the community setting. In this context they considered how funding could be provided 
to the GP sector rather than and non-government organisations.  

They developed recommendations that identified the need for the Department of Health’s 
investment decisions to include a measure of impact on chronic disease and non-government 
partnership opportunity. And they called for the Department of Health to consider outsourcing 
more of the existing primary health care type services to the non-government sector including 
general practice.  

In this way they thought that by providing the funding directly to a smaller private sector operator 
might foster some innovation that could be built upon.  
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Group 5 – Workforce- Access to GPs/primary care  

This group discussed issues related to workforce and the impact on access to GP services and 
primary care. Workforce issues identified were around training in particular skilling/upskilling of 
GPs in order to retain their skills and workforce behaviour like casualization. They considered the 
issue of maldistribution and agreed to the issues around access with many practices fully booked 
or having closed books as well as issues related to the lack of GPs who bulk bill.  

Two of the three recommendations form this group made up the final five presented to the full 
senate in the final session. In their recommendations participants identified the need for the 
Department of Health to work with Medicare Locals to jointly fund project officers to assist general 
practices to introduce same day appointment systems. They also agreed the timing was right for 
the Department to survey GPs working part time and explore innovative ways to utilise their skills. 
Finally, they called for the Department to explore funded patient centred models to reintegrate 
primary care with secondary and tertiary care that is connected to Key Performance Indicators 
(KPIs) and measureable patient outcomes. Examples given were around the Cystic Fibrosis 
model of care and the upskilling of general practitioners in tertiary hospitals  

Twelve recommendations formed by participants in workshop one were voted on, ranked and the 
top five were presented to all of Senate in the final session of the day.  
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5. Afternoon Workshop two 

5.1 Practical Solutions to meet Consumer needs 

Facilitator Mr Andrew Huffer 

Executive Committee Member(s) 
 

Mr Shane Combs 

Ms Tanya Basile 

Ms Marani Hutton  

Expert Witnesses/Consumers Ms Rhonda Parker  

Ms Michelle Atkinson-DeGaris  

Support Ms Barbara O’Neill 

Mr Andrew Huffer facilitated Workshop two. He welcomed participants and stated the focus of the 
workshop as to consider key strategies that can be implemented now to make a difference.  
He stated that in order to achieve the outcome of recommendations a three step process would 
be followed: firstly, identify the issues, secondly, consider solutions and thirdly, form 
recommendations.  

In the first part of the workshop participants were asked to consider the key messages picked up 
on from the morning session and to outline the key issues that might assist in meeting consumer 
needs. Those issues were then posted onto a whiteboard. Some of the key issues identified were:  

 Service to the consumer 

- Ensuring quality access and continuity of care 

 Interagency collaboration  

- Describe priorities for primary care – GP partner with community 

- Requiring your doctors to have mandatory term in general practice and GPs to be 
adequately resourced  

- Partnerships in data collection. Med Locals /DOH needs analysis to place program  

 Resources – reallocation, models of care, matched to need 

- Use of non-medical health professionals in primary care/GP surgeries i.e. nurse 
practitioners and allied health  

- Multidisciplinary team approach with clearly identified leader 

 Engaging with consumers to identify needs 

 Consumers- what are their needs? 

- Seeking and actively listening to the consumer 

- Personal contact- 24 hrs for consumers to navigate the health sector (advertise 
cost/no cost)  

- Consumers need better direction from Health Direct  

  Communication and Marketing to make the public aware of the costs 

- Health literacy and messaging to build confidence for consumers to see health 
professionals and best to access appropriate health care 

- Communication with shared records for the team – to ensure consistent message for 
each team member as well as consumers  
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Through group discussion around the key issues participants agreed on the common themes and 
chose a key solution of their choice in order to form recommendations. Consensus was reached 
on the following five groups with participants self-selecting to the group of their choice:  

1. Model of education  

2. Shared health record information  

3. Engaging with consumers to identify their needs 

4. Model of care 

5. Communication and marketing ( making public aware of the costs) 

A summary of the group discussions is provided below. 

Group 1 - Model of education   

Participants in group one considered a model of education approach. Discussed was the 
importance of addressing workforce issues and considered was training rotations and 
placements; as well as providing opportunities for GPs to work in the hospital sector. They also 
considered the need for interagency integration (collaboration) and coordination of primary health 
care services (for wellness). 

Recommendations formed by this group identified the consumer need for expert care in rural and 
remote areas and called for the State Health Executive Forum (SHEF) to influence the education 
model and facility design that allows the GP workforce to maximise upskilling opportunities. They 
also called for WA Health to partner with Medicare Locals to develop linkages with local health 
centre services (public/private/NGOs) to improve health outcomes.  

Group 2 - Shared Health Record Information   

Group two participants considered partnerships for data collection and the importance for 
communication via shared records to ensure consistent messages for each member as well as 
consumers. Highlighted was the need to share the health record information. They discussed the 
difficulties at this time, the opportunities through federal funding to advocate for change in this 
area, and stressed the need for two way communication and the complex. 

They called for a consistent, standardised, electronic platform for patient clinical records and 
secure two-way communication between hospital based services and primary care. Included in 
their recommendation was the need for compatible and interoperable personally controlled 
electronic health records and secure messaging services within five years. Highlighted by this 
group and included in their recommendation was that there is support available through the 
National Electronic Health Transition Authority (NeHTA).  

Group 3 - Engaging with Consumers to Identify Needs  

Group three participants considered what was required when engaging with consumers to identify 
their needs. Highlighted was the importance for healthcare professionals to seek and actively 
listen to consumers. They stressed the importance of consumer feedback and that it should occur 
in the community possibly through an audit process.  

This group used the Specific Measureable Attainable Realistic Timely (SMART) principles to 
identify areas for better engagement with consumers to identify needs and work towards 
developing recommendations.  

Group two’s recommendation called for the Department to utilise a range of methods to directly 
engage consumers to identify their needs including: Public Forums, Electronic technology; and 
hard copy survey. Through this range of methods they determined that WA Health is well 
positioned to reach the broader health community.  
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Group 4 - Model of Care 

Participants in group four considered models of care. Discussed was the use of non-medical 
healthcare professionals in primary care/GP surgeries and a multidisciplinary approach with a 
clearly identified leader.  

Recommendations developed by participants in group five identified the need to build on 
partnerships with medicare locals to identify gaps in primary service delivery and work on 
collaborative solutions including linkages.  

Group 5 - Communication and Marketing  

Participants in group five were tasked with considering communication and marketing strategies 
required to better inform and assist consumers with health information. They identified the need 
for the information to include health promotion and illness prevention, as well as information on 
the cost of services and services available. The group expressed that through health literacy 
consumers would be better informed leading them to be more confident when seeing health 
professionals and also better informed on how to access appropriate health care. General 
consensus of the group was that Health Direct had a role to play in educating and directing 
consumers to appropriate care. They also discussed the impact of video consults and telehealth 
which could reduce the need for outpatient services and the need to ensure consistent messages 
for each team member as well as consumers possibly through shared records.    

Recommendations from this group highlighted the importance of strengthening consumer health 
literacy through an accessible multi-layered approach and importantly, through the use of new 
and emerging media. They also suggested the need to enable GPs and their teams access to 
remote consultation would assist with authorisations such as prescribing, referrals and consent. 
Finally, they suggested that WA Health lobby the commonwealth to support, through Medicare, 
consumers access to nurse practitioners, particularly in pharmacies.  

In the final session, senators were presented with five recommendations from each workshop. 
The full set of recommendations were voted on and ranked forming the final prioritised 
recommendations from the day.  Upon review a total of nine recommendations were presented to 
the Director General and SHEF.  

Senators developed recommendations in both workshops that affirmed the need for the 
Department of Health to remain involved in primary care. Through the new health reform in WA 
such as the governing councils and medicare locals and importantly the wider primary health care 
sector, we are well positioned to make change in this area. There is no better time to address the 
divide between the health sectors. 
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6. Final Session  

In the final session senators reviewed each of the recommendations presented. A total of ten 
recommendations were voted on, with nine to be put forward to the Director General for a 
response of endorsed, endorsed in principle, or not endorsed. The Director General will be asked 
to present back at the next meeting of the clinical senate.  

Ms O’Byrne sought final comments from the Executive Sponsor; Prof Gary Geelhoed who 
thanked all participants and said he looked forward to presenting the recommendations to the 
Director General and SHEF.  

Deputy Chair, Shane Combs formally closed the session by acknowledging the success of the 
day. It is clear, he stated, that senate debates produce formal and informal outcomes when 
bringing together experts, consumers and senators. Equally important he stated was hearing from 
the many experts from right across the primary health care setting who expressed a willingness to 
collaborate for the good of all Western Australians.  

In conclusion the key theme emerging from the day was ‘opportunity’. WA Health must continue to 
build and expand on its partnerships both with Medicare Locals and other primary health care 
providers to ensure better access to services, better support for healthcare professionals and a 
better health system overall.   



 

26 

7. Clinical Senate Recommendations 

The WA GP Shortage- 
The impact on our community and health sector 

1. Each Health Service through its governing council must have an agreement with its Medicare 
Local(s) to take a population health approach to service delivery through better use of data that 
is outcomes focused.  

Note: Key Performance Indicator (KPI) is that joint planning includes health services, 
Medicare Locals, and engages the community.  

2. Department of Health to work with Medicare Locals to identify gaps in primary care service 
delivery and work on collaborative solutions including linkages with local health care services to 
address the gaps in duplication.  

3. Ensure that there is a consistent, standardised, electronic platform for patient clinical records 
and secure two-way communication between hospital-based services and primary care within 
five years.   

4. Strengthen consumer health literacy through an accessible multi layered approach.  
e.g. Beyond existing to new media 

 website 
 phone/tablet apps 
 newspapers 
 tools for specific consumer groups such as the Association for the Blind  

5. Department of Health to explore reintegration of primary care clinicians with secondary and 
tertiary care through patient centred models with Key Performance Indicators (KPI) 

e.g.:  

 GPs funded to upskill in tertiary hospitals  

 Shared care of patients with complex/chronic conditions with general practitioners 
supported by consultants  

6. Department of Health to consider outsourcing more of the existing primary health care-type 
services (e.g. chronic disease management) to the non-government sector, including to GP-
centred services. Funding linked to potentially preventable hospitalisations and accessibility. 

7. Department of Health to enable GPs and their teams access to remote consultation through 
mechanisms such as Skype/Scopia with appropriate facilities and authorisation for items such 
as: prescribing, referrals and consent. 

8. Department of Health and Medicare Locals to identify why WA GP workforce participation is as 
low as 0.55 FTE and to explore innovative ways to better utilize their skills, e.g. Telehealth to 
rural communities  

9. Department of Health and Medicare Locals to utilise a range of methods to directly engage 
consumers to identify their primary health care needs including: 

 Public forums 
 Electronic technology (apps etc)  
 Hard copy surveys 
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The WA GP Shortage 

The impact on our community and health sector  
 

Friday 3 May 2013  
Banquet Hall South 

The University Club of WA, Crawley, Western Australia 

7.45 – 08.30                                                   Registration    Tea & coffee  

08.30 – 10.10 Presentations  
Executive sponsor: Prof Gary Geelhoed, Chief Medical Officer, Department of Health, WA  

Facilitator: Ms Margo O’Byrne 

08.30 Welcome to Country  Mr Shaun Nannup 

08.40 Welcome and senate update Adj Assoc Prof Kim Gibson 

08:50 Official opening - A/Director General  Prof Bryant Stokes  

09.00 Setting the scene for debate  Prof Gary Geelhoed 

09.20 The general practitioner perspective  Dr Richard Choong 

09.30 The primary health care perspective Dr Alistair Vickery  

09.40 A Same-Day Appointment System in one general practice  Dr Doug Pritchard 

09.50 The Reach project   Ms Clare Askew  
Ms Julie Fereday 

10.00 The  consumer perspective   Ms Anne McKenzie  

10.10 Morning tea Banquet Hall Foyer  

10.40 –12.20  Plenary Debate     

TOWARDS SOLUTIONS   

Additional Expert 
Witnesses/Consumers: 

Assoc Prof Frank Jones,  Dr Janice Bell, Mr Steve Carmody, Dr Marcus Tan,  
Dr Penny Flett, Prof David Whyatt, Ms Christa Riegler, Dr Damien Zilm,  
Ms Learne Durrington, Ms Belinda Bailey, Mr Chris Pickett, Mr Paul Hersey , 
Ms Terina Grace, Mr Julian Henderson, Dr Kreshnik Hoti, Mr Andrew Jones,  
Dr Michael Garlepp, Ms Samantha Dowling, Ms Barbara Henry and  
Ms Rhonda Parker 

12.20 Lunch  Banquet Hall Foyer 

13.15 – 15.00  Workshops  

Workshop 1 – Banquet Hall South 
Working Together   

Workshop 2 – Banquet Hall North 
Practical Solutions to Meet Consumer Needs  

 Facilitator:  Margo O’Byrne  
 Experts:     Alistair Vickery  
 Executive:  Kim Gibson 

 Facilitator:  Andrew Huffer 
 Experts:      Rhonda Parker      
 Executive:   Shane Combs  

15.00 Afternoon tea Banquet Hall Foyer 

15.20 –15.50 Final session 

15.20 Presentation and prioritisation of recommendations Ms Margo O’Byrne 

15.45 Closing remarks Prof Gary Geelhoed  

15.50 Close Adj Assoc Prof Shane Combs 



 

 

 


