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Rural
advocate
Dr Ayman Shenouda came from Cairo
to Wagga Wagga and is the new Chair
of the RACGP’s National Rural Faculty
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Save with
RACGP members saved more than

$260,000

on 60 new cars purchased in the
last six months through Member
Beneﬁts Australia

RACGP members saved up to

$10,500

per year on their home loan
repayment with Explore Finance
Author: Dr Sandra Cabot
Format: Paperback, 288 pp
Publisher: SCB International
RRP: $24.99

the RACGP
RACGP membership means more than access
to the most up-to-date evidence-based medical
resources and publications. Members can
also access exclusive offers to more than 100
discounted products and services.
The RACGP represents more than 28,000
members around the country, primarily GPs
who are professional, reliable and respected
throughout their community.
Healthcare professionals are believed to be
among the most reliable people in our society,
with doctors third on the list of the most trusted
individuals in Australia, according to the Roy
Morgan Image of Professions Survey. This
means the RACGP has been able to negotiate
signiﬁcant members’ savings, both in and out
of the general practice setting.
The combined buying power of these highly
regarded members has allowed the RACGP to
search all over Australia in order to negotiate
signiﬁcant savings, looking to speciﬁc areas
that would be able to support its GP members,
as well as their staff.
In order for external partners to join the
Member Beneﬁt Program they have to pass a

list of strict criteria for the chance cater to some
of the most sought after customers in Australia.
The organisations need to be reputable and
reliable; accessible in all parts of Australia, which
is especially important for rural and remote
members; provide exclusive pricing; and have the
best product in the market.
These potential partners are extensively
researched and only included once it has been
determined they are able to provide the best
deals for members, and they will receive the
greatest and discounts.
The RACGP also strives to ensure external
partner organisations provide discounts and
services in excess of anything available if a GP
approached a partner directly.
While members can get signiﬁcant savings
for their professional life through business and
practice insurance, therapeutic guidelines, and
textbooks, savings can also be made in their
personal life through electrical goods, home loan
repayments and furniture.
Visit www.racgp.org.au/yourracgp/
membership/exclusiveoffers for more
information.

Book give-away: Health Bowel, Healthy Body: an A to Z guide
to heal the bowel*
Dr Sandra Cabot’s new book is designed to provide important principals for a healthy digestive system,
using the latest research and holistic strategies to help overcome common bowel problems. Healthy
Bowel, Healthy Body also includes 150 bowel-friendly recipes. To enter the draw to win one of seven
copies of this book, please email your name and postal address to goodpractice@racgp.org.au
Entries close 9 January 2015.
Winners of How I rescued my brain: P Chong, L Lin, J Shafer, M Owens, R Kapadia, A Savicky, P Rogers,
L Taylor, R Hanner, J Penny.
* Inclusion does not imply RACGP endorsement.
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New RACGP council
The RACGP named the members of
its 57th council at the recent GP14
Conference for General Practice. President
Dr Frank R Jones was joined by a
number of new faces, including Victoria’s
Associate Professor Morton Rawlin as
Vice-president, SA’s Dr Mark Miller
as Censor-in-Chief and NSW’s
Dr Nina Robertson as General Practice
Registrar Representative.
RACGP 57th Council members:
• Dr Frank R Jones, President
• Associate Professor Morton Rawlin,
Vice-president
• Dr Eleanor Chew, Chair of Council,
Chair of Queensland Faculty
• Dr David Knowles, Chair of Finance
Audit and Risk Management,
Chair of Tasmania Faculty
• Dr Daniel Byrne, Chair of South Australia

and Northern Territory Faculty
• Dr Guan Yeo, Chair of New South Wales
and Australian Capital Territory Faculty
• Dr Tim Koh, Chair of Western
Australia Faculty
• Dr Nina Robertson, General Practice
Registrar Representative
• Ms Lynelle Briggs AO, Co-opted
Council member
• Dr Mark Miller, Censor-in-Chief
• Dr Ayman Shenouda, Chair of National
Rural Faculty
• Associate Professor Brad Murphy, Chair
of National Faculty of Aboriginal and
Torres Strait Islander Health
Visit www.racgp.org.au/yourracgp/
organisation/council for more on the
RACGP’s 57th Council and its members.
Turn to page 14 to read more about the new Chair of
the National Rural Faculty, Dr Ayman Shenouda.

The RACGP’s National Rural
Faculty (NRF) has welcomed the
Federal Government’s decision to
abolish the Australian Standard
Geographical Classiﬁcation
(ASGC) in favour of a modiﬁed
‘Monash Model’, aligning rural
and remote general practice
incentives with community and
workforce needs.
‘One of the biggest drawbacks
of the current system is that
it reﬂects a “one size ﬁts
all” approach which cannot
adequately represent or
address the unique healthcare
requirements of individual rural
and remote communities,’ NRF
Chair Dr Ayman Shenouda said.
‘This has resulted in the
maldistribution of the rural
and remote general practice
workforce and medical
resources, and inefﬁcient use of
incentive funding.’
Shenouda is pleased
the Government recognised
these limitations and has
proposed an alternative that can
positively transform the delivery
of rural and remote general
practice funding.
‘This announcement is a
positive step towards a system
that better supports the needs of
GPs working in rural and remote
communities, and their patients,’
he said. ‘This model will provide
targeted, effective incentive
funding and assist in curbing the
alarming trend of general practice
workforce maldistribution.
‘Rather than focusing solely on
geographical data, a model that is
underpinned by local community
need will curb the misallocation
of vital healthcare funding to rural
and remote communities.’
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Preparing
for
change
BEVAN WANG

GPs will lead the
implementation
of the National
Cervical Screening
Program when
proposed changes
are implemented
in the future.

Recommendations from
the Renewal of the National
Cervical Screening Program
• Five-yearly cervical screening using human papillomavirus
(HPV) test for HPV-vaccinated and unvaccinated women
aged 25–69, with exit testing of women aged 70–74.
• Self-collection of an HPV sample for an under-screened
or never-screened woman, which has been facilitated by
a medical or nurse practitioner (or on behalf of a medical
practitioner) who also offers mainstream cervical screening.
• Invitations and reminders to be sent to women aged 25–69
and exit letters to be sent to women aged 70–74.
• De-listing of the Medicare Beneﬁts Schedule (MBS) items
for the existing cervical cancer screening test MBS items
over a 6–12-month transition period.
Visit www.cancerscreening.gov.au/internet/screening/publishing.nsf/Content/
ncsp-renewal for more information.

6

Reprinted from Good Practice Issue 12 December 2014

Images Shutterstock; Amanda McBride; Karen Canfell

Australia’s National Cervical Screening
Program has played a vital role in the
reduction in morbidity and mortality of cervical
cancer for more than 20 years.1
‘The organised program that started in
1991 has decreased the rate of mortality
from cervical cancer,’ Associate Professor
Amanda McBride, GP and Head of General
Practice at the University of Notre Dame
Australia, told Good Practice.
‘We know from the statistics that,
unfortunately, women who don’t have regular
screening – largely from low socioeconomic
and Indigenous groups, and certain cultural
groups – have higher rates of cervical cancer.’
The program promotes two-yearly Pap
smears to start in women aged 18–20,
ceasing at the age of 69 for women who
have had two normal Pap smears within the
previous ﬁve years.2 Since the introduction of
the screening program, deaths from cervical
cancer in Australian women aged 20–69 have
decreased by more than half.3
‘In the ﬁrst decade of the screening program
it halved cervical cancer incidence and mortality
and that is really important, and impressive,’
Associate Professor Karen Canfell, of the
Lowy Institute Cancer Centre at the University
New South Wales, told Good Practice.
‘I think it is notable, though, that in the
second decade of the program cervical
cancer rates have started to plateau and
there is an ongoing level of residual
cervical cancer in the population.
‘There is still room for saving more lives.’
The Standing Committee on Screening
of the Australian Health Ministers’
Advisory Committee has been looking
into the Renewal of the National Cervical
Screening Program since November
2011. The Renewal was considered by
the Medical Services Advisory Committee
(MSAC) in April 2014 and is currently
awaiting the Federal Government’s
approval before its implementation.
‘The ﬁrst stage of the Renewal
went through the Medical Services
Advisory Committee, which is the
independent group that advises
the Government and the Minister
for Health on reimbursement
of new technologies and
processes by the MBS
[Medicare Beneﬁts
Schedule],’ Canfell said.
‘There was a major
systematic review of
the literature on all

the aspects that were being considered for
change, including changes to the screening
technology, the screening age range and the
screening interval and pathway.’
Research by the Australian Institute of
Health and Welfare (AIHW) has found
approximately 1.7 general practice visits per
100 are for a Pap smear.4 As such, GPs play
an important role in providing information
to female patients when changes to the
screening program come into effect.
‘GPs do about 80–90% of the regular Pap
tests now and implementation is going to be
incredibly important. GPs need to be involved,’
McBride said. ‘[GPs] need to help women
understand when their cervical screening test
is due and, ultimately, what is going to change,
because they will have questions.
‘We need to give them the time so that
they really do understand that it is scientiﬁcally
evidence-based.’
Human papillomavirus
Genital human papillomavirus (HPV) is a
common infection and the World Health
Organization (WHO) estimates that 11.4% of
women in the general population are infected
at any given time.5 There are around 50
different genital HPV types, of which 13 are
potentially oncogenic. Most HPV infection is
transient, but persistent infection with one of
the oncogenic types can lead to ano-genital
cancer, including cervical cancer.6
‘HPV is an incredibly common infection.
It is estimated that up to 90% of people will
be infected with at least one, if not several
different types of genital HPV during their
lifetime,’ Dr Stella Heley, Senior Physician
Liaison at VCS Pathology (formerly Victorian
Cytology Service), told Good Practice.
‘The vast majority of people are infected
with HPV with no clinical manifestations.
Overwhelmingly, it is a transient infection and
most people clear the virus.’
A signiﬁcant part of the Renewal of the
guidelines is the move from two-yearly Pap
smears to ﬁve-yearly HPV testing, as the
likelihood of developing cervical cancer in
the 5–6 years after a negative HPV test is
extremely rare.7 This reduction would cut
the number of a woman’s lifetime cervical
screening tests down to 9–10 from 26.
‘If you follow women who start with a
negative HPV test out to six years, you ﬁnd
the incidence of histologically conﬁrmed CIN
[cervical intraepithelial neoplasia] 3+ is much
lower than a similar group of women who start
with a negative Pap smear,’ Heley said.

From top: Amanda McBride said GPs need to be well
prepared for patient enquries about the Renewal of the
National Cervical Screening Program; Karen Canfell is
in favour of the move from Pap smears to HPV testing.

‘At two years, the latter group has an
incidence of CIN 3+ of four per 1000
women. At six years, those who started out
HPV-negative have an incidence of just over
two per 1000 women.
‘This makes sense because you’re looking
directly for the aetiological agent rather than
waiting for those cellular changes, which can
take many years to occur.’
If the HPV test is positive, a ‘reﬂex’
cytology test will be done on the same
liquid-based sample. With the help of an
automated-assisted image cell analysis of the
cells, there may be a slightly better rate of
detection of high-grade abnormalities, as well
as a reduced rate of unsatisfactory smears.
‘There will be reﬂex cytology after a positive
HPV test, but these will be liquid-based, not
conventional cytology,’ Heley said. ‘Liquidbased cytology tests might go up to 340,000
per year. A major change will be that [GPs]
will just be doing liquid-based cytology. Of
course, the results will indicate a woman’s
HPV status rather than cytology changes.’
New technologies
The availability of polymerase chain reaction
(PCR) as a new method of testing is a key
reason for the move from Pap smears to HPV
DNA testing. >>
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be done on the liquid-based sample that has
been provided.
‘That is being done behind the scenes and
the GP will be informed and the patient called
back if there is problem and they need to be
referred for a colposcopy,’ she said.
It is also predicted that moving to HPV
testing will further decrease the incidence and
mortality rates from cervical cancer.
‘The longer-term effectiveness of HPV
screening … the evidence from trials and
from comprehensive simulation in the
Australian context, using that trial data
predicts we will actually increase the level of
protection against cervical cancer compared
to the current program, even in those who are
not vaccinated,’ Canfell said.

GPs need to be made
aware of these [cervical
screening] changes and be
able to explain to women
why they are being made
‘The thing about HPV testing is that it
is highly sensitive so, even by testing less
frequently, you can prevent more high-grade
pre-cancer and invasive cervical cancer.’
According to Heley, studies have shown
that HPV DNA testing is a safe and effective
screening test, and looking directly for the

Dr Stella Heley believes the change to HPV testing from Pap smears will help to better detect changes for
adenocarcinomas.
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aetiological agent, oncogenic HPV, will likely
improve cervical adenocarcinoma prevention.
‘We have never pretended that the Pap
test was particularly good at detecting
early changes of adenocarcinoma,’ she
said. ‘The Pap test has primarily worked
in detecting precursor cellular changes of
squamous-cell cancer.
‘Now, by vaccinating to prevent infection
with HPV types 16 and 18, we will hopefully
prevent the majority of squamous cell cancers
and adenocarcinomas. By directly testing
for HPV we also have a much better chance
of preventing adenocarcinoma in those who
have not been vaccinated, as those 16- or
18-positive will be referred for colposcopy.’
It is anticipated that updating testing
methods will continue to build on the success
of the National Cervical Screening Program by
providing cervical screening based on current
evidence and practice.
‘There is no doubt that we have had a
successful screening program over the last
24, nearly 25, years, based on intensive
screening from a very young age, 18–20,
every two years,’ Heley said.
‘I like to refer to the new Guidelines as
the future of the cervical screening program,
building on our current success.’
Age change
The increase in the initial screening age from
the current 18–20 to 25 is another signiﬁcant
change to the current guidelines. The
Australian screening program has been more
intensive than other countries, many of which
screen later in a women’s life but have similar
incidence and mortality from cervical cancer.
Heley believes screening women younger
than 25 has not changed their incidence and
mortality from cervical cancer.
‘The recommendation will be to start
screening at the age of 25 because we have
known for many years, from overseas studies,
that there are problems screening women
under this age,’ she explained. ‘Since the
introduction of the National Cervical Screening
Program in 1991 there has been little if any
impact on the small number of annual cases
of cervical cancer in this age group.’
The detection of a large amount of the virus is
a potential problem with screening young women
for HPV because infection is very common
among that cohort. Transient and benign
infections would be reported as abnormal.
‘The subsequent investigation and,
sometimes, treatment of those cellular
changes has been associated with signiﬁcant

Image Stella Heley

>> ‘In the 20-plus years since the program
was established, one of the main things has
been the emergence of HPV testing,’ Canfell
said. ‘HPV DNA testing involves a molecular
test for the presence of the virus, which is the
causal virus for cervical cancer. That’s why it
has such a high negative predictive value.
‘If you do not have HPV and your HPV test
is negative, then you are at an extremely low
risk of developing cervical cancer in the short
to intermediate term, 5–6 years or longer,
because you would have to acquire HPV and
then go on to have that infection progress.’
Evidence from global studies has found
new forms of cervical cancer prevention and
screening and it is estimated the number of
Pap smears as a primary screening test in
Australia will drop from 2.4 million per year to
zero. Conversely, the number of HPV tests will
increase from 55,000 to 1.3 million per year.8
‘In simple terms, it has been shown from
cohort studies analysing HPV versus cervical
cytology screening that HPV testing is a
better cervical screening test than the Pap
smear,’ Heley said. ‘This is why HPV testing
will be introduced as the primary screening
test in the new guidelines.’
In addition to HPV DNA testing,
liquid-based cytology is another technology
that has been developed and will be used as
the reﬂex test as part of the new guidelines.
McBride explained that if the primary
screening test is positive for one of the
oncogenic HPV types, reﬂex cytology will

psychological and physical consequences.
You tend to pick up a lot of HPV infection that
would have been cleared.’ Heley said. ‘The
other important change since the previous
Guidelines has been, of course, the advent of
the HPV vaccine’
Australia’s national school-based HPV
Vaccination Program was introduced for girls
in 2007 and extended to boys in 2013.
‘A study from the Victorian Cytology
Service published in The Lancet in June 2011
showed a decrease of 0.38% in the incidence
of high-grade abnormalities in girls younger
than 18 years after the introduction of the
vaccination program,’ Heley said. ‘Young
women who are vaccinated prior to the onset
of sexual activity will hopefully be protected
from the development of cervical cancers
caused by the vaccine types.’
However, while the HPV vaccine covers for
HPV types 16 and 18, which cause 70% of
all cervical cancers in Australia,9 there are still
high-risk types that can lead to cancer.
‘It is really important for us to emphasise
that if you are vaccinated you still have to
screen,’ Canfell explained.
‘The HPV types that are included in the
vaccine are 16 and 18. There is a residual

proportion of other HPV types that are not
included in the vaccine and even effectively
vaccinated women need to be protected via
screening. That is a really important message.
‘Doctors, especially GPs, need to be made
aware of these changes when they take place
and be able to explain to women why these
changes are made.’
Please note
No changes will be made to the current
program prior to 2016. GPs should continue
to perform two-yearly Pap smears on women
aged 18–69, as outlined in the RACGP’s
Guidelines for preventive activities in general
practice (8th edition) (the Red book) until the
implementation stage.
Visit www.racgp.org.au/your-practice/
guidelines/redbook for more information.
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ALCOHOL AND PREGNANCY

Raising
the

issue

BEVAN WANG

GPs have an essential role in discussing
alcohol with women who are pregnant
or planning to get pregnant.

The RACGP’s Guidelines for preventive activities in
general practice (8th edition) (the Red book) recommends
all pregnant women be screened for alcohol consumption.
According to the Red book’s Preventive activities prior to
pregnancy:
‘For women who are pregnant or planning a pregnancy,
not drinking is the safest option. The risk of harm to the
fetus is highest when there is high, frequent, maternal
alcohol intake. The risk of harm to the fetus is likely to
be low if a woman has consumed only small amounts of
alcohol before she knew she was pregnant.’
Visit www.racgp.org.au/your-practice/guidelines/redbook
for more information.
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Red book recommendations

Australians generally consume alcohol for
a wide range of occasions. While studies
have found low levels of alcohol consumption
may reduce the risk of cardiovascular and
cerebrovascular diseases,1 large quantities
can lead to severe health complications,
especially in women who are pregnant or
trying to become pregnant.
In an effort to increase awareness and
understanding of the effects of alcohol on
pregnant women and their unborn children,
the Foundation for Alcohol Research and
Education (FARE) has developed the ‘Women
Want to Know’ campaign in collaboration with
a number of professional health organisations,
including the RACGP.
‘Women Want to Know is a campaign
that is hoping to promote guidelines to both
health professionals and the general public,’
Michael Thorn, FARE chief executive,
told Good Practice. ‘It ensures that health
professionals who are giving information
about alcohol and pregnancy are providing
the best advice to protect the unborn child.’
Guideline changes
The current National Health and Medical
Research Council (NHMRC) Australian
Guidelines to Reduce Health Risks from
Drinking Alcohol recommends women
who are pregnant or planning pregnancy
should not drink alcohol.2 However, the
NHMRC has changed its guidelines on
alcohol and pregnancy several times in the
past two decades.
The 1992 guidelines recommended
women abstain from alcohol, while the 2001
revision recommended women who are
pregnant or might soon become pregnant
drink fewer than seven standard drinks in
one week, and no more than two on any
one day.3 According to Thorn, these changes
are very signiﬁcant and need to be better
explained to women.
‘The implementation of the changes to
the guidelines is where it is so disappointing
for those who work in the sector,’ he said.
‘Because the 2009 change moved us to a
situation where the guidelines says it is safest
not to drink while pregnant. The previous one
favoured a low level of alcohol consumption.
‘That is a fairly major change and that
message has not been properly conveyed
to all health professionals by government
authorities.’
NSW GP and pregnancy expert Dr Barri
Phatarfod believes because the level of
alcohol exposure that is safe for the fetus

has not been determined, and there is no
known threshold of alcohol consumption
in pregnancy below which there will be no
harm to the fetus, it is best not to consume
any at all.
‘There are a number of problems
associated with drinking when pregnant,
but the main message with the changed
guidelines is that we just don’t know what
level of alcohol causes these problems,’ she
told Good Practice.
‘We know that drinking a lot is going to
increase the likelihood of harm happening,
but it is the other end that people have
questions about: what level of alcohol
is okay?’

Not all pregnancies are
planned and we have to
factor in women’s drinking
behaviours from the time
they are able to conceive
The consumption of alcohol during
pregnancy has been found to increase the
risk of miscarriage, stillbirth, premature birth,
low birth weight and fetal alcohol spectrum
disorder (FASD).4
‘We know that there are harms being
caused when those who are pregnant choose
to drink,’ Thorn said. ‘When it comes to a
child being born with a fetal alcohol spectrum
disorder, we know that is a life-long disability.’

completely unrelated, it might seem a little
bit intrusive and irrelevant to talk about their
alcohol use,’ Phatarfod said.
‘The thing we have to realise is that not
all pregnancies are planned and we have to
factor in women’s drinking behaviours from
the time they are able to conceive.’
Phatarfod believes the best way to
broach the issue of alcohol with women of
childbearing age is to include it as part of
standard general practice.
‘It is about normalising the question and
having an open dialogue with your patients,
letting them know you have their best interest
in mind,’ she said.
‘If I am seeing a patient for the ﬁrst time,
or if I am seeing a patient that had previously
seen another GP, you can go through ﬁelds,
questions, in a bit of an order.
‘It then makes it seem like it is just a part
of the general routine questions rather than,
“the GP is looking at me and she thinks I am
a drinker”.’
The number of pregnant women in Australia
drinking alcohol has dropped from 56% in
2007 to 46% in 2013.7 However, while a
recent survey found most women younger
than 25 stopped drinking once they learned
of their pregnancy, half of those aged 36 and
older continue to drink after they become
aware of their pregnancy.8 >>

Identifying those at risk
Figures from the Australian Bureau of
Statistics (ABS) show that, in 2011–12, 77%
of all women had consumed alcohol in the
past 12 months.5 In addition, around one in
three women of childbearing age reported
drinking at least weekly.6
Raising the potentially sensitive issue
of alcohol consumption, particularly with a
woman who may be pregnant, can present
difﬁcult situation for a GP.
‘I can understand why many GPs would
have that discomfort. While we know that
most women drink to different levels, to ask
women of childbearing age, speciﬁcally, can
seem intrusive, paternalistic. If a woman of
childbearing age comes in for something
FARE’s Michael Thorn hopes the ‘Women Want to Know’
campaign will help healthcare professionals provide women
with the best information regarding alcohol and pregnancy.
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GPs leading the way
A 2007 study in the Journal of Paediatrics
Child Health found that, of 1103 Australian
women of childbearing age, 97% would like
health professionals to talk about alcohol use
during pregnancy.10
According to Phatarfod, while GPs
ﬁnd it relatively easy to talk about alcohol
consumption with women who are pregnant
or planning to get pregnant, raising the issue
with women of childbearing age can prove to
be a challenge.
‘An overwhelming number of GPs had very
little to no discomfort in discussing alcohol use
with a pregnant woman,’ Phatarfod said. ‘The
similar amount had no or very little discomfort
discussing alcohol with a woman actively
planning to get pregnant. GPs should be
encouraged to openly discuss this with their
female patients.’
Around half of all pregnancies in Australia
are unplanned9 and, because alcohol often
plays a part in all areas of Australian society,
the exposure to alcohol-related fetal harm
is relatively high.
‘I think it is more of a social norm issue
because the place of alcohol in our community
has placed fear on the health professionals
that they will get push back from their
patients,’ Thorn said. ‘They will be worried
about stigmatising certain patients, particularly
those who might have dependency issues.
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Dr Barri Phatarfod believes making questions
of alcohol consumption part of standard general
practice is the best way to raise the issue.

gplearning
activity
Alcohol in pregnancy is a
gplearning activity now available
to RACGP members and is
approved for 2 Category 2
QI&CPD points.
GPs play a signiﬁcant role in
addressing alcohol consumption
in women who are pregnant or
planning pregnancy. Topics in the
activity include drinking patterns
of Australian women, the effects
of alcohol use during pregnancy,
strategies for addressing alcohol
use in pregnant women, and the
indications for referral and use of
support services.
Call 1800 284 789 or email
contactus@gplearning.com.au
for more information or any
other enquiries.

‘That is why we are really encouraging GPs
to push ahead and talk about some of the risk
of alcohol to the baby.’
Part of FARE’s ‘Women Want to Know’
campaign has been the development
of an RACGP gplearning activity which
encourages GPs to routinely discuss
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alcohol and pregnancy with women (refer to
breakout below).
‘I hope that GPs see this as an important
contribution to their public health work by
talking to those who are looking to start a
family,’ Thorn said.
‘I think it just strengthens the arm of our
GPs in dealing with their patients, especially
their pregnant patients.’
Phatarfod said while it is important to
discuss the issue, GPs need to be careful
about the information they provide.
‘When you repeat the message that there
is no safe level of alcohol for pregnancy, on
one hand, women will get the message that
they should not have that one glass a week
or one glass every couple of weeks,’ she
said. ‘On the other hand, there is a problem
because that implies that women who have
been drinking one glass a week, or even two
or three glasses a week, have somehow done
irreparable hard to their developing babies,
and that can cause anxiety.
‘We need to strike the balance between
giving women the right information and
scaring them, and GPs are best placed to
have that conversation.’
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>> ‘We know that about 50% of women
are consuming alcohol at the time of
pregnancy and 20% continue to consume
alcohol once that pregnancy has been
conﬁrmed,’ Thorn said. ‘We know that there
are, depending on the research, a number of
health professionals who are still reluctant to
discuss the consumption of alcohol with their
pregnant patients.’
Alcohol use in a previous pregnancy, current
drinking behaviours, education level and lack
of knowledge are all predictors of a woman’s
intention to drink during pregnancy. Most
importantly, however, alcohol consumption
during pregnancy has a strong association
with a partner who drinks.9
‘What we need to do is really have the
conversation and discussion with another
group, the women’s partners, because they
are very important in the health of their baby
too,’ Phatarfod explained. ‘What we need
to say to these partners is, if your partner
is pregnant, you also abstain from alcohol
throughout that time to help her. They have a
profound impact on the success.’

Faculty
vision
BEVAN WANG

Dr Ayman Shenouda
travelled from the surgical
wards of Cairo to his
new role as Chair of the
RACGP’s National Rural
Faculty.
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Dr Ayman Shenouda's life
in Australia started when
he migrated here from
Egypt 24 years ago. His
career in healthcare began
at Cairo University, where
he trained to be a surgeon.
‘When I went into
medicine, it was to make
a difference in the lives of
my patients,’ he told Good
Practice.
‘As an intern, you go and
rotate around the hospital
placements and you see
how much change can
happen to people who need
you the most.
‘We didn’t really have
general practice in Egypt, so
I went into surgery.’
Shenouda was born
into an inﬂuential family
in Egypt, but always had the idea of
leaving to experience a different life in
another country.
‘My dad was a very big political writer
and the editor of one of the biggest
journals in the Middle East,’ he said. ‘In
Third World countries you are always
the son of the inﬂuential man and you
will never be yourself, no matter what
achievements you do.’
Following some timely advice from
family friend Boutros Boutros-Ghali, the
former Secretary-General of the United
Nations, Shenouda decided to migrate to
Australia in 1990.
‘[Boutros-Ghali] told me that I have the
option of going to the US or Australia,
and the difference between Egypt and the
US is about 100 years and the difference
between Egypt and Australia is about 25,’
he said.
‘He told me that I might ﬁnd my
opportunity in Australia to be better. I was
convinced with that and made the move.’
Shenouda’s move to Australia marked
the beginning of his successful 15-year
career in rural general practice.
After being named Deputy Chair of the
RACGP’s National Rural Faculty (NRF) in
2010, he was named Chair at October’s
GP14 Conference for General Practice.
Shenouda is the ﬁrst international medical
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graduate (IMG) to hold the position in the
faculty’s 24-year history.
‘I don’t see myself as an IMG in a
Chair’s position, I feel like I am the
Chair of the NRF and I will be looking
to all the members on what direction we
take,’ Shenouda said. ‘The NRF has an
incredibly important role to play in rural and
remote general practice and I hope to work
closely with all members to improve the
access to quality healthcare.’
Shenouda joined the NRF Board in
2008 and has provided a strong voice for
its many IMG members.
‘I joined the NRF about six years ago
because rural general practice is really in
my heart and I just love what rural medicine
can do for the community,’ he explained.
‘I love the challenge and working with my
community. I ﬁnd it is a really satisfying job
that is really fulﬁlling.’
General practice
Shenouda started life in the general
practice profession in 2000 in Wagga
Wagga, NSW, after he spent six years as a
surgical registrar in Tasmanian hospitals.
‘The day I started in general practice was
fantastic. It was like a dream come true, like
I had discovered myself,’ he said.
‘General practice is really exciting
because you are dealing with a patient and
a person.’

Rural general practice
is in my heart and I love
what rural medicine can
do for the community. It is
a really satisfying job
Shenouda considers his consultation
room to be a place in which patients are
able to open up about anything that is going
on in their lives, calling it the ‘confession
room’. His commitment to general practice
and his patients was an important factor
in him being named the recipient of the
RACGP’s 2009 GP of the Year Award.
‘The communication and help and advice
that a GP gives to their patients make a
big difference in their lives,’ Shenouda
said. ‘It is not only on a medical level, but

Right: Dr Ayman
Shenouda ﬁrst joined the
NRF board in 2008 and
is looking forward to the
challenge of his role as
the faculty’s new Chair.
Below: Shenouda’s
Glenrock Country
Practice was the
NSW&ACT Faculty’s
2007 General
Practice of the Year.
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also on psychological,
ical, social and all the other
levels of the patient’s
nt’s life.
‘To be able to add or contribute to your
patient’s journey is a real privilege that not a
lot of people will get to experience. General
practice is the only profession that does it
really well.’
Shenouda admits coming to Australia
as an IMG was not without it challenges,
but being the best doctor he could be was
something that always drove him to succeed.
‘Every day you get to help someone,’
he said. ‘There is not a single day in your
practice where a patient doesn’t come
through your door and say ‘‘thank you’’.’
Shenouda’s years in general practice
have seen him involved with the Division of
General Practice, the National Primary Care
Collaborative and the RACGP’s National
Standard Committee for Education. He
has also had the role of Director of Training
for Coastal City Country General Practice
Training in NSW’s Riverina region.
Building a business
After two and a half years of practising
in Wagga Wagga, Shenouda decided to
establish his own general practice with his
wife, Samiha.
Prior to opening his own practice,
however, Shenouda experimented with the
idea by renting rooms at another clinic,
which he found very beneﬁcial when opening
Glenrock Country Practice in Glenﬁeld Park,
NSW, in 2004.

‘What had happened has helped me
tremendously because before I started in a
bigger practice I needed to have the experience
of a smaller surgery, which consisted of me,
my wife, a receptionist and a nurse,’ he said.
‘It was a good exercise because I did move to
the new practice and I was really learning and
settling in human resources and in IT and how
to set up a practice. I was able to go from a
smaller model to a bigger model.’
Shenouda credits part of his stay in
general practice and starting his own practice
to the new models that used modern
technology and information management to
assist GPs in delivering quality care.

He believes these changes have
allowed rural and remote patients to gain
more timely access to primary healthcare.
‘I started in Wagga Wagga and
was lucky enough to be in a big wave
of change in general practice,’ he
explained. ‘I started about 15 years
ago, when the Government decided to
implement some changes to general
practice. I realised that was the start of a
new era of primary care.
‘I believed in it and I could see where
practices would be in the next 10–15
years. With this vision in mind I decided
to start my own practice.’ >>
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The RACGP’s National Rural Faculty has more than 10,000 members from all over the
country. It is designed to support and advocate for rural GPs by:
• developing resources to assist GPs working in rural and remote Australia
• awarding the Fellowship in Advanced Rural General Practice (FARGP)
• administering the Rural Procedural Grants Program (RPGP) and the rural Locum
Education Assistance Program (LEAP)
• offering advice and guidance to students and registrars through hosting Rural Health
Career Checks
• promoting general practice in rural and remote Australia
• directly contributing to rural health policy reforms.
Visit www.racgp.org.au/rural for more information.

>> Shenouda also acknowledges the help
of the RACGP’s resources and publications
in helping to start and successfully run his
own general practice.
‘The RACGP website had a feature about how
to start up your own general practice and had
some quality guidelines. That was a big part of
what helped me to set up my practice,’ he said.
‘I also visited a lot of practices that had won
awards in the 10 years prior.’
Shenouda’s advice for any GPs, registrars
and even medical students who are thinking
about opening their own practice is to always
plan ahead.
‘You need to understand what you are up
to and it is not just a ﬁnancial investment.
You need to invest in time spent looking at
different models of care, see where you ﬁt in,
then design your own model,’ he said.
‘It is good to start with a clear vision of
what you want to achieve in your community.
Then you need to look at how you are going
to achieve this vision and put a business plan
to suit.’
Building and maintaining relationships with
members of the local community is one of the
key visions at Glenrock Country Practice.
‘The community is absolutely very important
to general practice, and the other way round
as well,’ Shenouda said. ‘My best example is
The Rock community [in the NSW Riverina
region], where in the beginning there wasn’t
a lot of acceptance for me and I was only
seeing a couple of patients a day.
‘I found out the reason for that was
because of the concerns for continuity of care
and, thinking about it, I decided that the best
thing to do would be to start up a medical
clinic and have a GP there every day.’
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Shenouda’s commitment to The Rock
has resulted in a daily GP service as well
as allied health services every fortnight.
Glenrock Country Practice’s commitment to
its community was recognised when it was
awarded the RACGP NSW&ACT Faculty’s
General Practice of the Year Award in
2007. The practice was also given
the 2010 AGPAL Quality and Safety
Practice of the Year and the Consumer
Participation Award.
Rural medicine
While his stay in Wagga Wagga was initially
planned as a short-term adventure, the strong
bond Shenouda formed with his community
was what ultimately made him stay.
‘The irony was that I went to Wagga Wagga
assuming that I was going to stay for a year
or six months or so,’ he said.
‘It was a combination of loving general
practice and the people, and the opportunity
of change that came to me in Wagga Wagga
that contributed to the stay. Now I’ve been
here for over 15 years.’
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Shenouda runs Glenrock Country Practice together with
his wife, Samiha.
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National Rural Faculty

The disparity and maldistribution of primary
healthcare professionals, especially GPs,
in rural and remote medicine has been a
concern for Shenouda for several years.
‘What most city doctors don’t get is the
connection with the community, especially a
smaller community like Wagga Wagga, and
it is something that I really appreciate and
cherish,’ Shenouda said.
‘If you are able to communicate honestly
and caringly with people in the community,
and you back them up with their ideas and
dreams, it can happen. Many city doctors may
choose not to come to rural areas because
they feel isolated, but I think they’ll change
their minds if they give it a go.’
It may have started out as a short stay,
but Shenouda’s time in rural NSW has led
to the formation of a number of relationships
among the people of Wagga Wagga, where
he is now part of the local fabric.
‘In smaller communities, you are part of a
community and you are an individual in the
community who can make a big difference
because you learn from them and contribute
to it,’ Shenouda said.
Shenouda believes rural and remote GPs
need to be prepared for the variety and
challenges that come through the door, which
is the very nature of general practice.
‘The thing about general practice, especially
out in places like Wagga Wagga, is that you
learn about uncertainty and you must learn
how to deal with that,’ he explained.
‘My advice to students and registrars is
always to start as a GP and get equipped
to be a resilient doctor. That way you can
go on to develop whichever advanced skills
meet the needs of your community, and
emergency medicine may be the one that is
needed the most.’

GENERAL PRACTICE MANAGEMENT TOOLKIT

Practice assessment
PAUL HAYES

The second module of
the RACGP’s General
practice management
toolkit is designed to
help staff evaluate
the current state of
their practice.

Module 2
Visit www.racgp.org.au/your-practice/
business/managementtoolkit for more
information on the RACGP’s General
practice management toolkit.
General practice
management toolkit

Practice assessment
Module

2

Not unlike the patients who visit for them
for their healthcare needs, general practices
are occasionally in need of a check-up.
The Practice assessment module from the
RACGP’s General practice management
toolkit (the Toolkit) is designed to provide
exactly that.
‘A practice assessment is a “health check”
for a medical practice,’ Dr Neville Steer, key
GP author of the Toolkit, told Good Practice.
‘A practice assessment, either performed by
an external consultant or in-house, looks at
how the practice works as a business.’
Practice assessment is the second module
in the recently updated Toolkit and provides
GPs and practice managers with information
about assessing the practice’s capability,
exceptional elements and position within the
health sector, as well as helping to develop a
practice vision for the future.
According to Steer, who is also a practice
owner, conducting a thorough assessment is a
good way to ‘refresh’ a practice that may have
developed bad or inefﬁcient habits, particularly
in the area of business, as it has grown.
‘Many practices develop without formal
planning and this can result in lowered
performance in some areas of the business,’
he said. ‘A practice assessment is a tool to
trigger change and inform business planning.
‘Probably the most signiﬁcant advantage
is that a practice assessment can trigger a
change in mindset from “business as usual” to
“striving for excellence”.’
What to assess
At its heart, general practice is about the
delivery of healthcare and, as such, the
ability to deal with patients conﬁdently and
respectfully is one of the key aspects of
an assessment.
‘Customer service needs to be ﬁrst and
foremost,’ Steer said. ‘Medical practice does
not have a strong reputation for excellence in
customer service. Waiting times, for example,
are a common source of complaint.
‘Ask yourself, “Can improved scheduling
result in better outcomes for the patient and
the practice?”’
Steer also suggests evaluating the
practice’s productivity and use of technology.

‘Productivity can be measured in many
ways: patient services per staff hour, patient
services per doctor hour, ratio of GPs to
administration staff and fee generation per
hour worked,’ he said. ‘General practice has
been a leader in adopting health information
technologies. Practices need to continue to
embrace technology applications to efﬁciently
manage the large volumes of information and
the increasing expectations of patients.’
The Practice assessment module also
provides internal analysis information related
to business direction, ﬁnancial management,
people, technology, and systems and
processes.
Macro and micro
One of the key features of the Practice
assessment module is information around
a practice’s position within the health
sector, which is considered an ‘external
analysis’. This part of an assessment
includes examination of the practice’s
macro-environment and micro-environment.
‘Analysis involves breaking things up to see
the details,’ Steer explained.
‘The macro-environment is used to describe
the external factors that the practice has
little opportunity to inﬂuence, as they occur
at a political, social and economic level. The
“co-payment” issue, for example, is a new
item on the political agenda that was not part
of the landscape 12 months ago.
‘Micro-environmental issues, on the other
hand, occur within the practice and are
subject to the control or inﬂuence of the
owners. Stafﬁng levels and remuneration,
ofﬁce procedures, scope of service and
practice design all make up the unique identity
of each practice.’
Regardless of what analyses are planned,
Steer believes an assessment can be
advantageous for almost any general practice,
but suggests management should be
prepared to act on the results.
‘In most situations, there needs to be a
willingness to change before investing time
in a practice assessment,’ he said. ‘A formal
assessment can be used as a tool to stimulate
a discussion around change and a future
vision for the practice.’
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BRIAN WILLIAMS AWARD

RACGP past President Liz Marles presented Dr Barbara Jones with the Brian Williams Award at the recent GP14 Conference for General Practice.

PAUL HAYES

Dr Barbara Jones has
dedicated her career
to helping rural and
remote GPs.

18

As the 2014 recipient of the RACGP’s
National Rural Faculty (NRF) Brian Williams
Award, the highest honour the NRF bestows
on an RACGP member, it is somewhat
surprising that Queensland’s Dr Barbara
Jones can be reluctant to identify herself as
a rural GP.
‘I have mainly spent time in Brisbane and
Townsville, and I wouldn’t call Townsville “rural
or remote”,’ she told Good Practice.
What Jones does identify with, however,
is the importance of rural general practice
throughout Australia and the role the
RACGP plays in delivering such a vital
aspect of healthcare.
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‘It’s always been important to me to support
doctors in rural areas,’ she said. ‘When I was
younger, going to work for a while in a rural
area was just part of what you did. It was a
normal thing for a lot of GPs to do. Now it’s
become a very special, different thing.
‘I think that has deterred people in some
ways, thinking it’s too hard. Whereas before it
might be something you just did along the way.
‘I think, also, being in medical education
and knowing that people in rural areas …
didn’t have as much access to medical
education as people in the city, it was
important to try and look at ways of doing
distance education and support for rural GPs.’
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Rural support

RACGP roles
Jones grew up in Townsville and attended
medical school at the University of Brisbane
in the early 1970s. While Queensland is her
home and ultimately where she spent much of
career, it is far from the only place Jones plied
her trade in medicine.

I encourage young
doctors to do their initial
training in smaller rural
hospitals. Rural and remote
medicine is not without its
challenges, but the rewards
are plentiful
‘I did my internship in Brisbane and
then spent a little bit of time in the
Northern Territory, and then down to
Geelong for about 18 months,’ she
said. ‘From there I went to Canada
for a couple of years. I had a year in
the family medicine program there and
a year in the Cancer Foundation in a
clinical role. Then back to Australia.’
Following a stint in Melbourne,
Jones came back to her home state
and had a number of roles with
the RACGP, including Chair of the
Queensland Faculty, Censor for the
North Queensland Sub-Faculty, Chair of
the Preventive and Community Medicine
Committee and a member of the ﬁrst
NSC–Education committee.
Jones doesn’t recall exactly how she
ﬁrst became involved with the RACGP – ‘I
guess someone asked me to be on a
committee’ – but she has always found it a
fulﬁlling aspect of her career.
‘There were people who inspired me
within the RACGP who were working to
make general practice a really exciting
role,’ she said. ‘It’s good to be involved in
those sorts of things.’
Being involved in the development of
some of its key guidelines is one of Jones’
major milestones, among many, during her
time with the RACGP.
‘I was on the committee when we put
out the ﬁrst version of the Red book, the
preventive guidelines for GPs,’ she said.
‘That was a pretty important achievement
because that has survived since then.
‘I am very pleased about that.’

While she has retired from clinical work in
general practice, Jones maintains a role with
the RACGP as the Queensland Faculty’s
Assessment Panel Chair. This role involves
her overseeing examiner training, exam
preparation and various workshops.
‘And answering lots of queries about
the exams and getting some feedback to
candidates after the exams and that sort of
thing,’ she explained.
Always learning
Medical education has been one of the most
important aspects of Jones’ career from
almost the very beginning of her time in
general practice.
‘I have always had an interest in education,’
she said. ‘I started out, as a lot of people in

medical education do, as a registrar liaison
ofﬁcer when I was a trainee myself. And the
interest developed from there.’
Jones believes medical education offers
almost as many beneﬁts to the teacher as it
does the student, especially given the nature
of general practice.
‘I think it helps you stop burning out
because GPs can get into a rut of sitting in
their ofﬁce all day and seeing patient after
patient after patient,’ she said. ‘I think having
a student provides you with another interest.
‘It’s helping to train the next generation,
which is good for the world. But it also makes
you think about what you are doing and
explain what you are doing, so you learn more
yourself as well.’ >>
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Brian Williams Award
The National Rural Faculty’s Brian Williams Award commemorates the late Dr Brian
Williams, rural GP, medical educator and Director of the WA Centre for Remote and Rural
Medicine. Williams was a staunch advocate for rural general practice and the need for
rural GPs to provide support to their peers in order to advance rural general practice.
This award acknowledges medical practitioners whose guidance and support enables rural
GPs to safely dedicate themselves to their patients, their families and their communities.
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Supporting rural and remote GPs has
always been part of Jones’ career.

BRIAN WILLIAMS AWARD

>> When looking at modern general
practice, Jones thinks patients are also better
educated than in the past and now expect
more from their GPs, which means today’s
doctors have to work that much harder.
‘The thing that has changed dramatically is
what is available to GPs and, therefore, the
expectation of GPs,’ she said. ‘[For example],
when I graduated there were probably only
one or two drugs available to treat high blood
pressure. Now there are lots.
‘There were lot of things we didn’t
have medications for at all. Now there’s a
huge range of choices for something like
cholesterol or diabetes.
‘The other thing is imaging. All we had was
x-rays when I graduated and now there is a
host of other options.
‘And with all of that comes patient
expectation. So GPs need to know a lot more.’
However, more educated patients and
raised expectations does not mean the
fundamental role of the GP has changed.
‘The advantage at the moment, of course,
is that we have got some physician support
and we can look things up a lot easier on the
internet,’ Jones said.
‘But you still have to have the basic
knowledge to be able to know where to look
for all of that and deal with the patients in
front of you.’
Highest honour
The NRF bestows the Brian Williams Award
on a member of the RACGP who has ‘made
a signiﬁcant contribution to the personal and
professional welfare of rural doctors’ and
Jones was a very worthy recipient.

‘Dr Jones is a highly respected
and valued leader and community
member who has guided students,
registrars and international medical
graduates into general practice
careers in regional, rural and remote
locations across Australia,’ NRF past
President, Dr Kathy Kirkpatrick, said
when Jones was presented with the
award during the Academic Session
at the recent GP14 Conference for
General Practice.
‘As a medical educator with
the Family Medicine Program and
RACGP Training Program, Dr Jones
guided trainees and registrars
throughout their training and
maintained links with these GPs
post training.
‘Dr Jones has gone above and
beyond the call of duty for the
RACGP over the years.’
Jones herself was ‘hugely
honoured and humbled’ to win the award.
‘It’s very nice to feel that some of the
things in your life have been helpful to other
people,’ she said.
‘The RACGP has played a large role in
my life and I am committed to upholding
its values by emphasising the value of the
GP–patient relationship, as well as the
importance of GP self-care, particularly in
the rural setting.’
Jones had some advice for younger
people who are starting out in general
practice.
‘The one thing I often say to students is to
get as much practical experience as they can.

It makes it a lot more interesting and easier
to learn,’ she said.
‘I deﬁnitely encourage young doctors to do
their initial couple of years’ training in smaller
rural hospitals, because they get a lot more
experience and learn a lot more than they
would in a large city hospital, where there are
a lot of other people in front of them wanting
that experience.
‘Rural and remote general practice is not
without its challenges, but the rewards are
plentiful and it is vital that our generation of
GPs assist junior doctors to approach training
in these communities with an open mind.’

Working with veterans with mental health problems
A new Category 2 activity on gplearning

Do you have an understanding of military
and veteran experiences, and how to engage and
support veterans with mental health problems?

Image Barbara Jones

Go to gplearning.racgp.org.au to learn practical strategies to assist contemporary and older veterans and their families.
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MEDICO-LEGAL

Preparing
insurance reports
NERISSA FERRIE

GPs have a number
of rights and
responsibilities when
dealing with requests
from insurance
companies

This article is provided by MDA National. They
recommend you contact your indemnity provider if you
have speciﬁc questions about your indemnity cover.

Nerissa Ferrie joined MDA
National as a claims manager in
2008 before moving into a
medico-legal advisory role in
2010. She holds a Postgraduate
Certiﬁcate in Workers’
Compensation, Practice and
Management and is currently
completing a Bachelor of
Communications (Journalism). Nerissa’s professional
interests include investigations involving the Australian
Health Practitioner Regulation Agency, the Health and
Disability Complaints Ofﬁce and the Coroner’s Ofﬁce.

Preparing medico-legal reports and completing
insurance forms can be time consuming for
doctors and practice staff. So, how much are
GPs expected to be involved in the process?
The ethical position
Doctors, patients, insurers and lawyers
often cross paths. Some doctors choose not
to become involved with insurance cases,
while others derive their entire income from
insurance work.
The majority of GPs don’t choose to do
insurance work per se, but have several motor
vehicle or workers’ compensation claims on
the books from regular patients who want
their trusted family doctor to manage their
unexpected injury. This could be a one-off
request, such as travel insurance, income
protection, life insurance applications, etc.
No doubt there is an audible groan when a
GP receives a complex and detailed request in
the post, and we can understand why. Long,
wordy forms take time to complete and must
often be accommodated in the midst of a
busy patient load. But the report is important
to your patient, otherwise they would not be
asking you to disclose their personal health
information to an insurance company.
The patient is probably no happier
to be ‘in the system’ than you are and
unnecessary delays can cause frustration
and angst for all concerned.
The legal position
There are very few circumstances in which
you can be compelled to provide a medicolegal report. However, this does not mean
the information you hold, if deemed to be
important, will not be extracted by other
means. If you decline to provide a report,
you could receive a subpoena to produce
your clinical notes, or be called upon to give
evidence at a court or tribunal.
You will often be the only person with the
clinical information needed to determine a
patient’s right to compensation or cover.

On occasion, GPs may want to decline
to provide a report on the basis that the
information contained therein may harm
the patient’s claim. If the patient withdraws
consent, you should decline to release the
information (unless you are legally compelled
to do so).
However, withholding clinical information
without ﬁrst consulting the patient can
jeopardise the claim and possibly alienate
the patient. If clinical information is being
withheld without good reason, particularly
when an appropriate level of remuneration has
been offered and the patient has consented
to its release, you could ﬁnd yourself on the
receiving end of a complaint.
What if the request is unreasonable?
Doctors are not obliged to comply with
unreasonable requests. We recommend you
contact your medical defence organisation
(MDO) for advice if you have concerns about
repeated requests for the same information,
unreasonable timeframes for the preparation of
the report, questions outside your expertise or
knowledge, concerns about payment, or issues
around patient consent.
Your role
You should be appropriately remunerated for
providing a medico-legal report or completing
an insurance form. You may wish to contact
the requesting party in order to seek
agreement for payment of your estimated fees
prior to preparing the report.
It is reasonable to charge for the time
taken to prepare the report, based on your
normal level of income received for an average
working hour when consulting patients.
It is important to remember that you should
not seek to unduly inﬂuence the outcome
of an insurance claim, or knowingly obstruct
the process. The clinical information you hold
might only be a small part of the picture, so
you shouldn’t feel responsible if the insurer’s
decision is not favourable to your patient.
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VACCINATION

Shingles
protection
PAUL HAYES

Many GPs are accustomed to providing
education to parents about the beneﬁts
of immunisation for their children, and will
continue to provide vaccines for these patients
into their teenage years.
However, the need to be immunised against
a number of illnesses does not end in those
teenage years. Older people, particularly
those older than 60, need to be aware of
illnesses they can avoid via vaccination.
South Australian GP Dr Rod Pearce has a
special interest in immunisation and has been
involved in linking Australia’s GPs and publicsystem immunisation for more than two decades.
‘By coordinating the two systems, we’ve
got 90% immunisation rates in children [in
Australia]. They have been very successful,’
he told Good Practice. ‘We have funded
and coordinated programs to get [childhood]
vaccination rates up to the highest in the
world, but we haven’t done particularly well
in adult vaccine programs.’
One of the illnesses that is a particular
concern among older Australians is the latent
varicella-zoster virus which, if reactivated in
adults, can result in herpes zoster, the skin
infection commonly known as shingles.
The varicella-zoster virus lays dormant
in anyone who has had chickenpox and
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shingles typically shows in people who are
immuno-compromised, especially older people
and those with malignancies or diseases that
weaken the immune system. Newborns and
pregnant women are also at risk.1

The GP recommendation
was the strongest predictor
of people intending to get
the [live-virus shingles]
vaccine
Shingles affects 150,000 Australians every
year2 and will develop in up to a third of adults
in their lifetime.3 Those affected often go on
to develop postherpatic neuralgia, which is
a result of nerve damage and usually results
severe long-term pain.
‘The thing that disables most is the pain
and that is often how shingles presents,
with pain,’ Pearce explained. ‘The damage
done to the nerve leaves permanent pain.
Sometimes for the rest of the person’s life.
‘It’s the pain that’s the devastating longterm consequence, that people most hate.
And it’s the pain that is most disabling.’
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Getting the word out
As part of an effort to raise awareness
among older Australians, Pearce is involved
in a new campaign designed to encourage
GPs to talk to these patients about potential
immunisation for preventable illnesses,
particularly shingles.
The ‘Not Out of the Woods’ campaign
was originally developed by pharmaceutical
company bioCSL, maker of a live-virus
vaccine, and is aimed at patients older
than 60.
‘Campaigns like this are excellent
opportunities for GPs to have conversations
with appropriate patients about shingles and
to dispel misconceptions about the condition,’
Pearce said. ‘The fact is, older patients aren’t
out of the woods yet in regard to the varicellazoster virus and reactivation has the potential
to have severe, long-lasting impact on their
quality of life.’
Dr John Litt is an Associate Professor in
General Practice at SA’s Flinders University
who sits on various immunisation committees
and ran the 2010 Australian Zoster Study,
which surveyed older Australians in relation to
shingles and the potential use of a vaccine.
He warns that as people get older and their
immune system declines, they are more

Image Shutterstock

Older Australian can beneﬁt
from their GPs discussing
their options for receiving the
live-virus shingles vaccine.

Images Rod Pearce; John Litt

likely to develop shingles and, in turn, the
painful postherpatic neuralgia.
‘The biggest predictor is age. The bulk of
shingles cases occur over the age of 50 and
the major part of the morbidity occurs in people
over the age of 60,’ he told Good Practice.
‘If you had a bout of shingles as you get
older, because of the way your immune
system reacts to it and it’s not as effective in
dampening it down, you are going to get a
worse case of shingles. And you are at risk of
getting a worse case of postherpetic neuralgia.’
Vaccination
The RACGP’s Guidelines for preventive
activities in general practice (8th edition) (the
Red book) recommend people older than 60
get vaccinated with a single dose of zoster
vaccine for prevention of shingles. While the
vaccine is not currently available on
the National Immunisation Program (NIP),
and therefore not free to patients, Pearce
believes GPs still need to discuss it with their
older patients.
‘The GP’s job is to be aware that it’s
available,’ he said.
‘The previous experience in immunisation
and with vaccines is that the GP shouldn’t
decide that the patient doesn’t want to

pay the money; the GP should be offering
information and let the patient decide whether
they want to intervene.
‘Just because it is not a publicly-funded
program doesn’t mean our patients can’t
beneﬁt from it.’
Only 3.1% of older Australians have received
the vaccine in the past ﬁve years4 and the most
common form of treatment for shingles is the
use of antiviral medications, which are publicly
funded. These antivirals, however, need to be
administered within 72 hours of infection in
order to be most effective.
‘The antivirals, if you get them within three
days, do make a difference to the severity of
shingles and the amount of pain that people
suffer, as well as the duration,’ Litt explained.
‘So it’s worthwhile and that’s an authority
script for people over 50 because that’s the
main target group.
‘[But] the antivirals don’t reduce the risk of
postherpetic neuralgia.’
While he is an advocate of patients
receiving the vaccine if they are able to, Litt
understands people may be reluctant because
of the cost or a lack of awareness.
‘The history of paying for vaccines that are
not on the National Immunisation Program in
Australia, even for children, is problematic,’
he said.
‘People have the view … if the Government
is providing it for free then they think it’s
important. If they’re not providing it then the
message is maybe it’s not as important.’
Litt also agrees with Pearce in the belief
that, despite the shingles vaccine not being
available on the NIP, GPs should have the
conversation with their older patients.
‘GPs see that age group and when they
are seeing these people for the ﬂu vaccine
or the meningococcal vaccine they can say,
“By the way, do you know there is a vaccine
available?”’ he said.
‘The thing we found in the Australian Zoster
Study was that the GP recommendation was
the strongest predictor of people intending to
get the vaccine.’
Please note
At the time of printing the Pharmaceutical
Beneﬁts Advisory Committee was meeting
to consider adding the live-virus shingles
vaccine to the National Immunisation
Program. Recommendations are expected
to be available in late 2014 or early 2015.
Visit www.pbs.gov.au/pbs/home for
more information.
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From top: Associate Professor John Litt and
Dr Rod Pearce believe GPs should discuss the
live-virus shingles vaccine with their older patients
regardless of whether it is part of the National
Immunisation Program.
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IN MY PRACTICE

Treating the
vulnerable
Interchange
General Practice
has been looking
after the health
needs of Canberra’s
disadvantaged
populations for
almost 25 years.

Practice principal Dr Tuck Meng Soo is intent on
carrying on the inclusive philosophy of Interchange
General Practice founder, Dr Peter Rowland.
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Canberra is well known for, among other
things, notorious roundabouts, bickering
politicians and bitterly cold winter’s mornings.
The seat of Australia’s Federal Government is
also home to Interchange General Practice,
which was ﬁrst opened by Dr Peter Rowland
in 1980.
‘Interchange General Practice has
always had a big focus on dealing with the
disadvantaged, right from the days of Peter
Rowland,’ Interchange practice principal
Dr Tuck Meng Soo told Good Practice.
‘Dr Peter Rowland was one of the ﬁrst
openly homosexual doctors in Canberra. He
started the practice so that gay and lesbian
patients could get non-judgmental healthcare.
He had been very prominent in the early years
of HIV in Australia.
‘I knew that he had a focus on the gay
and lesbian population and on HIV medicine,
but when I joined I found that he had really
extended that philosophy to include all the
other marginalised communities in the ACT.’
Patient focus
Interchange General Practice’s philosophy has
never been to maximise proﬁts, Soo said,
and he encourages all of his GPs to see their
role as a vocation that places patients as the
ﬁrst priority.
The fact there is no time limit on
consultations at Interchange General
Practice means patients are free to take as
much time as they like to discuss multiple
health issues. This also means the doctors
see signiﬁcantly fewer patients per day than
those in most other practices.
While Soo said the average number of
consultations throughout Australian general
practice is 33 per day, with some bulk-billing
clinics seeing as many as 60–70, doctors
at the Interchange General Practice see an
average of around 20 patients per day.
‘We have a much slower consultation
rate because our patients need that sort of
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Interchange has seven consulting rooms for its GPs and
practice nurses.

time,’ he explained. ‘I know there are a lot
of practices that will say to their patients that
they can only come in with one problem at
a time. We don’t have that philosophy and
we tell our patients that we will deal with as
much as we can with what the patients come
in with.’
Interchange General Practice operates from
a large and well-equipped location with seven
doctors’ consulting rooms, a large patient
waiting area, treatment room, nurse’s room,
administrative area and a staff room. The
practice currently has 16 part-time GPs, who
make up six full-time equivalent GPs, as well
as a practice manager, nurses, including an
HIV nurse, and several receptionists.
‘I have a lot of doctors who work a couple
of sessions each and that has its good and
bad points,’ Soo said.
‘The good thing about that is the doctors
are bringing in experience and expertise
from different areas of medicine, research
and teaching. The bad thing is that there
is a bit of difﬁculty with continuity of care,
where it can be quite difﬁcult for a patient to
see one doctor all the time, especially if it is
something urgent.’
The adaptation and implementation of care
plans for all patients has been one of the key
initiatives at Interchange General Practice.

Images Interchange General Practice

BEVAN WANG

Interchange General
Practice has always had a big
focus on dealing with the
disadvantaged
‘We found that the care plans template as
mandated by the Government didn’t really
add anything to patient care that we weren’t
already doing,’ Soo explained. ‘It is not as if
someone who has a severe chronic condition
will sit down every 6–12 months to see which
specialist they want to see. We have an
ongoing discussion with them all the time.’
Care plans were envisaged to summarise a
patient’s health, set their treatment objectives
and identify the other healthcare professionals
who are involved with their care. At Interchange
General Practice, however, the GPs are
continuously updating the care plan in order to
reﬂect the patient’s true state of health.
‘The way that we generate the summary is
that we continually update the care plan on
the electronic ﬁle, Soo said.
‘What I do, and what I get the rest of the
doctors in my practice to do, is, when they
get a letter from a specialist I read that letter
and if there is any change to the management
of the patient, I immediately update that in
the summary. The same goes for when they
change their medication.’
Preparation of this summary can be time
consuming, but Interchange’s GPs understand
the value of having care plans should their
patient need to seek medical attention outside
of the practice.
‘From the hospital doctor’s point of view,
the specialist seeing that patient, having a list
of that patient’s medical condition is great,’
Soo said. ‘I usually prepare all of my care
plans on a Sunday because I am quite busy.
I use that trigger of writing a care plan to
actually do an audit of the patient’s ﬁle and
see if there is anything I need to follow up.’
Patient populations
The patient demographic in Canberra has
changed signiﬁcantly since Soo ﬁrst started at
the practice almost 20 years ago, with a shift
towards older Australians.
‘This general practice is a little bit
different than the average suburban general
practice because we tend to see people in
the middle ages of life, between 15 and
55,’ he said. ‘We used to see relatively
smaller numbers of the older patients, but
that is gradually changing.

A welcoming administrative and waiting area is important in making patients feel as comfortable as possible.

‘I have been working in the practice since
’96. There are a few doctors who have been
with the practice for longer than me and, over
time, the proportion of older patients, which
used to be quite low, is now more prominent.’
Treatment and management of people with
HIV is one of the areas in which Soo has
great interest.
‘I have been an S100 prescriber since
1996 and that means that I have ongoing
training to be able to prescribe and manage
people with HIV,’ he said. ‘In terms of the
management of it, it is like any other patient
with a chronic illness. We need to keep up
to date with new guidelines and information
because one condition can affect another
quite severely.’
Interchange General Practice also
advocates for a number of projects in its
local community. The Early Morning Centre is
funded by the ACT and Federal governments
and is designed to provide health checks for
Canberra’s homeless population.
‘We just started a new service where we
run a general practice clinic once a week,
in the morning,’ Soo said. ‘I am doing it in
collaboration with another centre and I actually
go out to do a Wednesday morning clinic once
every three weeks.

‘Interchange has always had the philosophy
that we are happy to see all the marginalised
groups and we don’t have a problem seeing
them. We have continued that philosophy and
I think it means that, for the doctors
who work here, the work can be very
satisfying, seeing all these people who
otherwise won’t be managed well or who
don’t have access to care.’
While it is a private-billing clinic,
Interchange General Practice’s large number
of disadvantaged patients means it still bulk
bills more than 60% of consultations in order
to encourage patients to continue to seek
medical help.
‘I do a lot of alcohol and drug medicine,
so my practice, other than the public clinic in
Canberra Hospital, has the largest number
of patients on the methadone program,’
Soo said.
‘GPs need to be aware of the types of
patients that they see and treat and we
should be doing whatever we can to
encourage them to get some help, to
break some of the barriers, especially if it is
something like money.
‘We owe it to our patients and we owe it to
doctors like Dr Rowland, who worked so hard
with the disadvantaged groups.’
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PORTRAITS OF GENERAL PRACTICE

TIM SENIOR

One of the most
difﬁcult questions in
healthcare may be,
‘Are you a good
doctor?’

A tricky question
I am sure, dear reader, that you are a good
doctor. You know almost everything, including
the things you need to learn. You can see
through the twinkle in a drug rep’s eye faster
than you can say ‘Vioxx’. And, even as you
know enough statistics to dismiss this as an
impossibility, you also know it is certainly not
you who is below average.

Evidence shows ... it is the
least skilled of us who are the
worst at self-assessing

Dr Tim Senior works at Tharawal Aboriginal
Corporation in south-west Sydney and is Medical
Advisor for the RACGP’s National Faculty of
Aboriginal and Torres Strait Islander Health.
He is active on social media and writes for the
health blog Croakey and the British Journal of
General Practice.
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Now that we are patting each other on the
back in mutual admiration, here are some
people to spoil the party. Let me introduce you
to Dr David Dunning and Dr Justin Kruger,
who won an Ig Nobel Prize in 2000 for their
work in experiments showing those who
are the least competent in various tasks are
also the most likely to rate themselves highly
competent.1 They also found the same people
are the most self-conﬁdent.
There’s something about not being very
good at something that makes you blind to
the areas that you don’t know, or even to the
fact they exist.
It’s a good job nothing like that could
happen in medicine. Except, however,
research evidence can sometimes be as
disquieting as a mirror in a brightly lit room.
A 2006 publication covered a systematic
review comparing self-assessment with
external observation. The evidence revealed
that we are not very good at assessing our
own competence.2 Meanwhile, evidence from
another systematic review was published in
2008 that showed we are not that good at
assessing our own learning needs.3
In both situations, it is the least skilled of us
who are the worst at self-assessing, and who
are the most conﬁdent.
And then there’s research that consistently
shows we think we are immune to drug rep
marketing, no matter how often it’s shown
that we’re not.4 This evidence is entirely
consistent with other sociological and
psychological research, which conﬁrms that
doctors are indeed part of the human race,
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no matter how much we want to think our
training makes us otherwise.
Apply Dunning and Kruger’s research
to our profession and you can see the
danger in asking, or being asked, ‘Are you
a good doctor?’
It may be that the very areas in which we
feel highly conﬁdent are those we are worst
at. It may be that those of us who think they
are expert at seeing through drug rep spin are
the most susceptible.
What if those of us who say they are good
doctors are the ones we need to be most
wary of?
Of course, you could dispute the evidence.
All that stuff about education and drug reps
doesn’t apply to you, or to Australia. But that
is just what you would say if you were subject
to the Dunning–Kruger effect.
In order to show how competent we are, we
might have to admit some uncertainty about
our competence. In fact, I have discovered
that the doctors I really admire all feel that
they will be tapped on the shoulder and outed
as a fraud at any moment.
For any eager regulators out there wanting
to put conditions on the registration of anyone
admitting they think they are a good doctor,
the solution is even simpler. As a profession
with speciﬁc knowledge and expertise,
self-regulation often means peer review. We
need – and should welcome – others around
us to help us see our blind spots.
Perhaps ‘Are you a good doctor?’ is not
such a dangerous question if the answer is
‘You’re asking the wrong person’.
References
1. Kruger J, Dunning D. Unskilled and unaware of it: how
difﬁculties in recognizing one’s own incompetence lead
to inﬂated self-assessments. Journal of Personality and
Social Psychology 1999;77(6):1121–34.
2. Davis DA, Mazmanian PE, Fordis M, Van Harrison
R, Thorpe KE, Perrier L. Accuracy of physician
self-assessment compared with observed measures
of competence: a systematic review. JAMA
2006;296(9):1094–1102.
3. Colthart I, Bagnall G, Evans A, Allbutt H, Haig A,
Illing J, et al. The effectiveness of self-assessment
on the identiﬁcation of learner needs, learner activity,
and impact on clinical practice: Medical Teacher
2008;30(2):124–45.
4. Dana J, Loewenstein G. A social science perspective
on gifts to physicians from industry. JAMA 2003
Jul;290(2):252–55.

The updated MBS fee summary
just made billing easier
The revised MBS
fee summary is
now available.
The fee summary assists
GPs and staff in billing
appropriate services
without the need to go
through the entire MBS
Schedule, while also
helping users locate item
numbers that they might
be unfamiliar with.
Many RACGP members
have indicated that this
resource is an invaluable
tool, frequently utilised in
their everyday practice.

Visit www.racgp.org.au/mbsfeesummary to download your copy today.
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