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GENERAL KNOWLEDGE

Majority of
Australians opposed
to co-payment
Up to three-quarters of Australians will avoid general practice
consultations if the Federal Government’s proposed
$7 co-payment is implemented, according to new research
commissioned by the RACGP. The independent survey,
conducted by Sweeney Research, included a broad section
of the Australian public and found 76% of respondents
believe the co-payment will result in them making fewer
visits to their GP.
‘This has a profound ﬂow-on effect, with patients likely
to heavily rely on more expensive hospital services after
failing to seek timely care at the primary healthcare level,’
RACGP President, Dr Liz Marles, said. ‘Families, the elderly,
those with a chronic disease and Australia’s most vulnerable
populations will be particularly hard hit.’
The research also found more than 56% of respondents
oppose the idea of the co-payment and 60% would ask their
GP to waive the co-payment.
‘The government has neglected to adequately
communicate to the public that, by requesting for the
co-payment to be waived, the GP directly absorbs this cost.
Under this model, the delivery of healthcare will always be at
the detriment of someone,’ Marles said.
Join the conversation on Twitter at #CoPayNoWay.

Mortality from asthma and COPD
Australia’s asthma mortality rate continues to be one of the
highest in the world, despite falling by 70% since the 1980s.1
A recent report by the Australian Institute of Health and Welfare
(AIHW) revealed 378 asthma-related deaths in Australia in
2011 alone, higher than other developed countries such as Italy,
France and Japan.1
Mortality from asthma and COPD in Australia also found
chronic obstructive pulmonary disease (COPD) is Australia’s
leading cause of death. COPD contributed almost 5700 deaths
in Australians over the age of 55, 4.4% of all deaths in that age
group, and continues to severely affect older Australians.
Many deaths from asthma and COPD are potentially
preventable, with those living in remote areas of Australia and
Aboriginal and Torres Strait Islander peoples at greater risk.
The report examined asthma and COPD mortality trends
according to time, seasonal variation, and variation by age,
sex, remoteness, indigenous status, country of birth and
socioeconomic disadvantage.
1. Australian Institute of Health and Welfare. Mortality from asthma and COPD
in Australia. Available at www.aihw.gov.au/publication-detail/?id=60129548233
[Accessed August 2014].

RACGP research shows:

CoPayNoWay
4
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Three in four respondents (76%)
believe the introduction of the
proposed $7 co-payment will
result in them visiting their
GP less.

RACGP events calendar
September
SA

WA

Emergency Update for
Practice Nurses

Foundation
Foundation grants
The RACGP has announced the recipients of its 2014 research
grants and awards. Exceeding $390,000, the grants were
offered by the RACGP Foundation and available to GPs and
general practice registrars to help support new project research
into primary healthcare and general practice.
‘The RACGP strongly believes in the value of research
in general practice and the research grants and awards
acknowledge the vital contribution GPs make to furthering
medical advancements within the community,’ RACGP
Foundation Patron, Professor Peter Mudge, said. ‘Much of the
evidence we require as GPs can only be obtained from general
practice research that involves GPs and patients, which is why
continued investment is vital.’
Visit www.racgp.org.au/yourracgp/news/mediareleases/2014-foundation-grants-awards for the list of grant
and award recipients.

2014

Tuesday 9 September,
6.30 pm – 9.30 pm, College
House, North Adelaide
Contact 08 8267 8310 or
megan.staunton@racgp.org.au
QLD

Silver Screen Series
Wednesday 17 September,
6.30 pm – 9.00 pm,
College House, Perth
Contact 08 9489 9555 or
wa@racgp.org.au

NSW

IMG Exam
Communication Skills
Workshop

Thursday Evening
Pre-Exam Tutorial
Mini Series

Friday 12 September,
5.00 pm – 7.00 pm, Townsville

Thursday 18 September (weekly),
8.00 pm – 10.00 pm,
College House, North Sydney

Contact 07 4729 5025 or
alessandra.boi@racgp.org.au

WA

Contact 02 9886 4700 or
nswactexamevents@racgp.org.au
QLD

CPR Workshop for GPs
Saturday 13 September,
8.30 am – 10.30 am,
College House, Perth
Contact 08 9489 9555 or
wa@racgp.org.au

North Queensland
Education Day: Bones
and Groans
Saturday 20 September,
8:45 am – 4:00 pm, Mater
Hospital Conference Centre,
Mater Hospital, Pimlico
Contact 07 4729 5025 or
alessandra.boi@racgp.org.au

Winners of Strangers on
the Camino
G Hillwood, S Grifﬁths,
T Sauer, P Lightfoot,
S Weaver, M Macdermott,
A Brookes, PJ McCleave,
A Devapriya, J Foong.

Authors: Trish WisbeyRoth and Nick Sinﬁeld
Format: Paperback,
138 pp
Publisher: Exisle
Publishing
RRP: $29.99

Book give-away
The back pain personal health plan: bounce back edition
More Australians are turning to their GP for advice and treatment
for back pain. Specialist physiotherapist Trish Wisbey-Roth is one
of the authors of this new book, which features current clinical
evidence to offer readers advice on how to change the way they
think about back pain.
If you would like to enter the draw to win one of 10 copies
of this book, please email your name and postal address to
goodpractice@racgp.org.au Entries close 12 September
2014
Turn to page 12 to read more about Trish Wisbey-Roth.

QLD

NSW

OSCE Preparation
Course

Skins Alive Workshop

Saturday 13 September,
1.00 pm – 5.30 pm,
Townsville Hospital, Douglas

Saturday 27 September,
8.30 am – 4.30 pm,
Royal North Shore Hospital,
St Leonards

Contact 07 4729 5025 or
alessandra.boi@racgp.org.au

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

NSW

NSW

HIV Testing: What Are
Your Risks?
Tuesday 16 September
(fortnightly), 7:45 pm – 8:45 pm,
online
Contact 02 9886 4701 or
www.racgp.org.au/hivtesting

Mental Health Upskilling
and Aboriginal and
Torres Strait Islander
Health for FRACGP
Examinations
Sunday 28 September,
9.00 am – 5.00 pm,
College House, North Sydney
Contact 02 9886 4747 or
susan.jones@racgp.org.au

For further RACGP events please visit www.racgp.org.au/education/
courses/racgpevents/
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HEPATITIS TREATMENT

Increasing the GP’s
There are continued
calls for hepatitis B to be
diagnosed and managed
by GPs at the primary
healthcare level.

Hepatitis Australia CEO Helen Tyrell advises treating
hepatitis B requires long-term care.

6

Hepatitis B is a viral infection that affects
some 225,000 Australians, with up to half
of the cases remaining undiagnosed.1
‘About 1% of the Australian population are
living with chronic hepatitis B and there has
been quite a demographic shift, particularly
in the last 30 years,’ Associate Professor
Benjamin Cowie, epidemiologist at the World
Health Organization Regional Reference
Laboratory for Hepatitis B, Victorian
Infectious Diseases Reference Laboratory
and a physician with the Victorian Infectious
Diseases Service at the Royal Melbourne
Hospital, told Good Practice.
‘There are priority populations within that,
particularly Australians born overseas in
endemic areas, like the Asia-Paciﬁc region
and Sub-Saharan Africa, where hepatitis B is
prevalent. They make up more than half the
people with hepatitis B in Australia.’
Primary treatment
Last year’s National Notiﬁable Diseases
Surveillance System shows that around
7000 Australians are being diagnosed with
hepatitis B every year2 and relatively few are
receiving adequate treatment.
The Department of Health’s Second
National Hepatitis B Strategy 2014–2017,
released in July this year, included targets
to increase childhood and priority population
vaccination, diagnosis of those who are living
with chronic hepatitis B to 80% and the
uptake of antiviral treatments to 15%.3
‘We are only treating 5% of people [with
hepatitis B] and the result is that, without
clinical management of chronic hepatitis B,
one in four people will die as a result of the
infection,’ Hepatitis Australia CEO Helen
Tyrrell told Good Practice.
As GPs continue to treat and manage
a wide range healthcare issues, many are
calling for the diagnosis and treatment of
hepatitis B to be included in general practice.
‘My belief is that one of the major tasks that
GPs can do is not just carry out screening of
hep B patients, but also start treating those we
ﬁnd to have hep B,’ Sydney GP Dr Christopher
An told Good Practice.

Reprinted from Good Practice Issue 9 September 2014

‘The liver clinic, hospitals and specialists are
[potentially] a bit of a distance away so the
patient won't seek their help as the ﬁrst point
of contact.
‘As GPs, we are the main point of contact
and will continue to be in the future, especially if
patients come back for scripts.’

If hepatitis B treatment
does not triple, we will
continue to see liver cancer
being the fastest increasing
cause of cancer deaths in
Australia
Tyrell believes that if hepatitis B patients
are to be treated in primary care GPs must
not only target those who are at risk, but also
make sure patients understand their treatment
needs to continue over a longer term.
‘There is the concept that you go to the
doctor’s only when you are sick, the doctor
then gives you something and then you go
away and get better,’ she said. ‘That is not
how it works with chronic hepatitis B because
you may feel no symptoms, but you need
really regular monitoring to make sure that
you can have treatment when you have a very
high viral load.’
The large number of untreated hepatitis B
cases in Australia is a major factor in rising
rates of serious liver disease, including liver
cirrhosis, liver failure and liver cancer, the
latter of which is the most rapidly increasing
cause of cancer death in the country.4
‘If the ﬁgure of 5% of people living with
hepatitis B on antiviral treatment does not
triple, then we will continue to see liver cancer
being the fastest increasing cause of cancer
deaths in Australians,’ Cowie said.
‘We will continue to see increasing numbers
of people die on liver transplant waiting lists
who have developed avoidable outcomes, be it
liver disease or, particularly, liver cancer.’
Currently, patients who are diagnosed with
chronic hepatitis B are referred to a specialist

Image Hepatitis Australia

BEVAN WANG

role

Image Shutterstock

for their antiviral treatment, rather than
receiving it in general practice. An, whose
clinic in the Sydney suburb of Bankstown
has a high proportion of patients with
hepatitis B, thinks GPs have a more
signiﬁcant role to play in this process.
While he is able to screen and diagnose
hepatitis B patients at his clinic, An can’t
manage and administer the antiviral
treatment. Given their close relationship
with patients, he believes GPs are better
placed to offer such treatment.
‘As a GP who knows his patients well,
I am there to make sure at-risk patients
are screened and diagnosed correctly,’ he
said. ‘There is a scheme now where they
come back to their local doctor and have
their scripts maintained if they are initiated
on treatment. I hope that we can do more
of this in general practice because it is
important for our patients.’
Patient demographics
Hepatitis B vaccination rates are
mostly high among people born in
Australia, but they remain low for
many born overseas, particularly in
Africa and the Asia-Paciﬁc region.
Cowie believes the Australian
healthcare community needs to
look at these types of overseas
locations in order to help stem
the tide of hepatitis B and its
associated illnesses.
‘If we vaccinated every single
person in [Australia] in the next
six months we would prevent
less than 5% of liver cancer
over at least 50 years,’ he
said. ‘What we are seeing is
the consequences of infections
which have occurred overseas.’
For Melbourne GP Dr Nicole
Allard, who is completing her PhD
research in hepatitis B, using
foreign aid to target countries
where hepatitis B is endemic
may be a key to reducing its
prevalence Australia. >>
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HEPATITIS TREATMENT

Australians are living
with hepatitis B1

people with hepatitis B
is undiagnosed1

>> ‘In 20–30 years’ time, what is
going to ﬁx the number of new cases of
hepatitis B won’t be our own domestic
vaccination program. It will be vaccination in
other countries,’ she told Good Practice.
‘Our government continuing to support
vaccination in other countries is also an
important public health intervention for our
own country because, if you look at it, people
coming in from South-East Asian countries
will already have a good vaccination program
in their own country.’

5%

would beneﬁt
from treatment5

are receiving
treatment6

For GPs like An, knowing your patient
demographic and being able to determine
those who are at risk of hepatitis B infection is
crucial in a practice like his.
‘If you look at the statistics, a lot of the
hep B patients are from African and Asian
backgrounds,’ An said. ‘We have a very big
Chinese and Vietnamese population here in
Bankstown and I have a duty to my patients to
be knowledgeable and upskilled in this area.’
Part of Cowie’s research into the
demographics and prevalence of hepatitis B in

Benjamin Cowie wants to see Australia’s current hepatitis B treatment rates triple.

8

25%
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Victoria has identiﬁed many of those affected
live within particular geographic areas.
‘We have found that three or four of
the Medicare Locals here in Victoria, and
particularly here in Melbourne, represent more
than half the people living with hepatitis B in
this state,’ he explained. ‘If you can actually
engage with GPs serving large numbers of
people living with hepatitis B in that local
area you can have very efﬁcient delivery of
this sort of health program and education
and support.’
Allard believes as the waiting lists for liver
specialists increase, some patients could be
better managed in general practice.
‘As GPs, we really need to be looking at
the arrangement of appropriate referral and
my strong belief is that not everyone should
be managed in a specialist setting,’ she said.
‘General practice has to share that burden
and eventually that would involve prescribing
antivirals.
‘[The majority] of HIV drugs are prescribed
by GPs in the community and we know that
it is a model that can be transferred and that
you can have successful GP initiation and GP
maintenance prescription of complex drugs.’
Accessible resources
Despite the large number of deaths attributed
to hepatitis B, many believe there continues
to be a lack of knowledge and understanding
of the disease, as well as limited resources,
among those affected.
‘A lot of my patients are from Vietnamese
and Chinese backgrounds and the resources
for hepatitis B are a little bit scarce in this
language group,’ An said. ‘They have trouble
accessing resources and, therefore, their

Image Benjamin Cowie

225,000 1 in 2

understanding of the overall cause, diagnosis,
screening and treatment is sub-optimal.’
One of the latest hepatitis B resources to
hit the Australian market is PATH B, a product
from pharmaceutical company Bristol-Myers
Squibb that is endorsed by Hepatitis Australia.
PATH B consists of a ‘roadmap’ that is
designed to offer information and help guide
people experiencing hepatitis B through each
step of managing their illness.
‘It was ﬁrst developed in Europe with
a whole range of experts and advocacy
groups,’ Tyrrell said. ‘I was very interested
when [Bristol-Myers Squibb] indicated that
they wanted to adapt the resource for the
Australian environment and also translate
it into Chinese and Vietnamese, which was
terriﬁc because we have very few resources
that are suitable for that population.’
An commends the efforts to bring the
resource to Australia and also highlights the
multilingual aspect for those most at risk.
‘There are a couple of advantages for this
resource, but the biggest one is that it is
presented in three languages: Vietnamese,
Chinese and English,’ An said. ‘Pretty much
everyone who is at high-risk and those
who are from countries where it is really

at resources to support GPs so that when
we move the management of hepatitis B to
the general practice level, they would know
what to do,’ Cowie explained. ‘If we can
equip and have a few more of those GPs in
the higher-prevalence areas, then people will
have better access to care, less expensive
care, and have a chance of actually getting
onto treatment.’
References

Christopher An wants to see GPs do more to treat
people with chronic hepatitis B.

an epidemic can access it, regardless of
language barriers.’
Providing GPs with adequate and
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HESTA is the
super fund for GPs
 Supports your industry
 Low fees
 A history of strong returns
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More people in health and community services choose
HESTA for their super.
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H.E.S.T. Australia Ltd ABN 66 006 818 695 AFSL No. 235249, the Trustee of Health Employees Superannuation Trust Australia (HESTA) ABN 64 971 749 321. Product ratings are only one factor to be
considered when making a decision. See hesta.com.au/ratings for more information. Investments may go up or down. Past performance is not a reliable indicator of future performance. For more
information, call 1800 813 327 or visit hesta.com.au for a copy of a Product Disclosure Statement which should be considered when making a decision about HESTA products.
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Breaking
language
barriers
BEVAN WANG

Helping culturally and
linguistically diverse
patients may present
its challenges, but
the improved health
outcomes mean a lot to
Dr Mehdi Sanati Pour.

10

Dr Mehdi Sanati Pour has
travelled a diverse road in
life and in medicine. He was
born in Iran and completed his
medical training at Ankara’s
Hacettepe Medical School in
neighbouring Turkey.
‘I graduated in 1999 and
in 2000 I got into the training
program with the Anatomical
Pathology Department
at Ankara University and
completed my training in
anatomical pathology in 2004,’
he told Good Practice.
Sanati Pour migrated to
Australia in 2004 and started
working and training as a GP
registrar in 2008 before being
awarded his FRACGP in 2011.
It was during a general practice
rotation that he met Dr Vasa
Skorupanovic, a 40-year GP whose patient
experiences made Sanati Pour realise rural
general practice was the area into which he
wanted to devote his time and energy.
‘I witnessed Skorupanovic’s relationship
with the families and with the patients in
Mildura [Victoria], where he was basically
a part of the family,’ he explained. ‘It
was that which captured me; when you
listen to people you gain insight into their
day-to-day life and you share a lot of
memories with them. That is the greatest
part about general practice and I wanted
to be part of that.’

to the way language barriers and cultural
isolation can severely affect refugees’ access
to a range of health services and he saw an
opportunity to do something about it.
‘I realised that we should have an
integrated system here where we can bring
a refugee and then we can build a health
assessment comprehensively, physically and
mentally,’ he explained.
‘We need to be able to provide them with
whatever medical and mental health services
that they need in one place.’
Tristar has been able to provide better and
more targeted primary health services to
Mildura’s growing refugee community with
the help of Professor Beverley Ann-Biggs,
a leading voice for refugee and immigrant
health at the Royal Melbourne Hospital.
The practice also works closely with the
Sunraysia Mallee Ethnic Communities
Council, which is responsible for the
resettlement of refugees in the Sunraysia
community and caters to a large number of
refugee patients.
‘We have a refugee health clinic every
Thursday morning between 9.00 am and
12.00 pm and we have 3–4 multilingual
GPs here,’ Sanati Pour said. ‘Most of the
refugees who come here are from Iraq,
Syria, Afghanistan and Sri Lanka and, luckily,
we have three GPs, including myself, who
speak all of the languages.’
The practice also employs a refugee
health nurse and has recently recruited
two bilingual receptionists to undertake the
administrative work.

Culturally and linguistically diverse
Mildura is part of the Sunraysia region that
covers north-western Victoria and southwestern New South Wales. The area is
currently seeing a major inﬂux of refugees,
many of whom have come to Australia from
Middle Eastern countries.
‘As the Turkish and Afghani community
began to grow, I realised that there is a
big gap here in Mildura and we don’t have
access to health services like [refugee
service] Foundation House and expert
refugee clinics which you have in larger
cities,’ Sanati Pour said.
Sanati Pour currently works at Mildura’s
Tristar Medical Centre. Engagement with
the local community has opened his eyes

Mental and rural health
According to Sanati Pour, mental health
care is lacking in the Sunraysia region. He
believes mental health problems can often
be more pronounced among culturally and
linguistically diverse (CALD) patients, with
language barriers often making treatment
more problematic.
‘When you have a person who has an
ear ache, they can express themselves
through an interpreter and the GP and ear
and eye surgeon understand what is the
problem,’ he said. ‘[Mental health issues]
are entirely different in different cultures and
when CALD patients come to the practice
to express their feelings, having a phone
interpreter really changes the consultation
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GP PROFILE

Lines of
communication
As outlined in Criterion 1.2.3
in the RACGP’s Standards for
general practices (4th edition),
GPs and patients need to be able
to understand each other in order
to deliver the best healthcare
outcomes. Practices may need to
engage an interpreter service to
provide this care.
While the use of the patients’
relatives or friends as interpreters is
common, they should only be used
when the problem is minor.
The Department of Social
Services provides free telephone
interpreting services for GPs when
providing Medicare-rebateable
consults in private practice:
• Doctors Priority Line (available
24 hours a day, seven days
a week), delivered by the
Translating and Interpreting
Service (TIS National).
• On-site interpreting service
(subject to interpreter availability).
Information on these services is
available at www.dss.gov.au/freeinterpreting or 1300 575 847.

and you miss those mimics and those body
languages that you get from people.’
The apparent lack of appropriate services
in his community prompted Sanati Pour to
further train and upskill in the area of CALD
patient mental health care.
‘Most of the patients who are here come
from refugee backgrounds and we know that
is where refugees have gone through a lot of
trauma, both physical and psychological,’ he
said. ‘What I am trying to do is ﬁll in that part
of mental health assessment and support for
people from other cultural backgrounds.’
One of the most common mental health
areas Sanati Pour deals with is the trauma
refugees experienced that ultimately led to
them seeking asylum in Australia.
‘When my patients talk about the religious
persecution or the execution that they faced
because of their ethnic background or religious

Mehdi Sanati Pour, along with his wife, migrated to Australia in 2004 and has worked with culturally and linguistically
diverse refugee patients in Mildura, Victoria, since starting training as a GP in 2008.

beliefs I can relate because I used to live in
that area,’ he said. ‘I know the connection
between the people and the problem.’
Community needs
The introduction of community-based health
assessments is one of the most successful
initiatives Sanati Pour has helped develop
within the Sunraysia community.
‘We know that people from different
cultural background don’t use mainstream
medical services like we do in the West,’ he
said. ‘There may be a higher risk of health
issues like cardiovascular health, preventative
health issues and also mental health issues
that may not be as good as it should.’
In co-operation with the Sunraysia
Community Health, Sanati Pour has created
a health assessment program that consists
of 10 stations, each measuring a speciﬁc
health need. For example, the patient’s
height and weight are measured to account
for the level of obesity, blood pressure
is measured, a dietitian is available for
consultation and a physiotherapist is on hand
to examine the level of physical activity.
‘We ask them to go and see their GP the
following week with that booklet that we
provided to them, where all the information
from the stations is recorded,’ he said. ‘Their
GP would then have a very good idea about
where they are standing, where is their mental
health, how is their preventative measures like
pap smear or mammogram or FOBT [faecal
occult blood test], how is their diet, how is

their level of physical activity, are they obese,
is there any increase in blood pressure.’
Providing CALD patients with greater
access to gender-appropriate healthcare
professionals is another area Sanati Pour
saw needed to change.
‘Female patients, especially those from
different cultural backgrounds, don’t prefer to
have male GPs or male doctors giving them
things like pap smears,’ he said. ‘We also
realised there are some women who cannot
come during working hours and that is one
of the reasons that they postpone their pap
smear and other women preventative health
measures. This was when we decided that
we need to give those women time to see a
pap smear nurse after hours.’
Sanati Pour believes rural GPs beneﬁt
from getting involved with the community and
understanding the needs of its members,
especially CALD patients, who are usually
the patients who most need the help.
‘I agree that these patients are not an
easy group of patients and I agree that
sometimes they don’t turn up for their
appointments, or come late, and there are a
lot of other issues. But I think we have to go
back to basics,’ he explained. ‘We became
doctors to help people who need it most and
those refugees who have suffered heaps of
traumas are people who need help the most.
‘At the end of the day, it is very rewarding
to feel like you have helped people who
wouldn’t get any help or maybe fall into the
cracks otherwise.’
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GP READING

Mind
over
muscle

An alarming 1.7 million Australians
experience back pain or other back
problems. This number increases to
3 million when disc disorders, curvature
of the spine and sciatica are included.1
‘There has been such a sharp increase
in the number of back-related problems
since I ﬁrst became a physiotherapist
20 years ago that are related to modern
lifestyle factors, like computers,’ Trish
Wisbey-Roth, a specialist physiotherapist
who has worked with Australian and
international Olympic and Commonwealth
Games teams, told Good Practice.
‘We are now seeing neck and back
problems in children as young as six and
it is really upsetting because we notice
that they are losing a lot of the anti-

gravity muscles because they are sitting
down all the time.’
Back injuries commonly affect the
ability of the individual to be involved with
activities such as bending or lifting, but in
chronic cases the can go on to affect a
person’s mood and general wellbeing.2
‘When people look at back pain, they
are concerned about the immediate pain
and how to get relief from it straight away,’
Wisbey-Roth said. ‘For those of us who
are working in health, we need to be able
to give our patients the best information
and to practice preventative medicine.
‘For GPs, who patients normally go
and see ﬁrst, they can teach those with
back pains to prevent getting them again
and again.

BEVAN WANG

A new book provides
GPs with more tools
for treating back pain
in the clinical setting.

Images Trish Wisbey-Roth; Exisle Publishing

Physiotherapist Trish
Wisbey-Roth wants GPs
to have as many options
as possible for treating
patients with back pain.
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Treating back injuries
Estimates from the Australian Institute of
Health and Welfare (AIHW) have found
about 3.9 million GP visits, or 3.3 per 100
consultations, were for the management of
back pain in 2009–10.3
‘GPs play such an important role in
assessing which patients need to be advised
to see a physio or allied health professional
that they need to be well informed,’ WisbeyRoth explained.
‘It is an amazingly challenging job to be a
GP in today’s environment because they need
to know so much about so many things.’

Today’s GPs and allied
health professionals need
to work together in order to
get the best health outcomes
for patients
The aim of Wisbey-Roth’s book, The back
pain personal health plan: bounce back
edition, is to get health professionals like
GPs, who usually know their patients well
and have an ongoing relationship with them,
to encourage people to change the way they
think about back pain.
‘The book acts as a tool for GPs to be
able to say that the back or neck pain is
affecting the patient’s life and to encourage
them to think about how they can get on top
of it,’ Wisbey-Roth said.

‘It gives the GPs resources and information
about neck and back pain, and what they can
do with patients who are suffering.’
Wisbey-Roth believes today’s GPs and
allied health professionals need to work
together in order to get the best health
outcomes for their patients.
‘I ﬁnd it really rewarding that in this era
health professionals can get cross-fertilisation
of ideas so that we can make it easier for
patients to get reliable resources,’ she said.
‘It is important for everyone to work in a
team, a network, whether it is GPs or physios
or nurses or, for that fact, any allied health
professionals.’
Mind over matter
All Australians are at risk of back injures,
regardless of their ﬁtness levels, and the key
to stopping it is determining the cause of the
problem, according to Wisbey-Roth.
‘When it comes to back pains, I tell all my
patients that they have to start breaking down
what the issues are for them and working
out the solution of why something keeps
coming back,’ she explained. ‘We live in a
time where people think that medication can
cure everything and we need to change that
thought because, most the time, they are
short-term solutions. You have to ﬁne tune
it so you are not hitting it with everything,
hoping that something would work.’
Wisbey-Roth met British physiotherapist
Nick Sinﬁeld during the 2012 London
Olympic Games. The pair quickly discovered
they shared a passion for the area and soon
decided to start writing a book about back
pain and the different ways people can
approach its treatment.
‘[Sinﬁeld] said that he was looking to write
a book on how to change your brain and how
you think and goal-setting when it comes to
back pain and injuries,’ Wisbey-Roth said.
‘I was immediately interested because
that is something that I have always wanted
to write about and something I am very
passionate about.’
The ﬁrst three chapters of The back pain
personal health plan look at getting patients
to think about the changes they may need
to make in their lives if they want to see
improvements with their pain.

‘Often, the hardest thing, and GPs will
ﬁnd that especially so, is when they have
patients coming through their practice and it
can be very difﬁcult to make people change
their mind from, “I am sick” to “I am going
to do something about it”,’ Wisbey-Roth
said. ‘Patients should … read the ﬁrst three
chapters and discuss it with their partner and
family and think about the goals and where
they want to go.’
Wisbey-Roth said one of the most
important aspects of recovering from
back injuries is to not focus solely on the
physical, but also look at the long-term
mental effects.
‘What we have to do is ﬁnd a program
that not only works on your body, but works
on your brain to put in a new “software
program”,’ she said. ‘It makes you realise
that you can be ﬁt and strong, but if you are
not using the right software program in your
brain to turn on the right muscles in the right
sequence, you may still not get on top of
your pain.’
The book then goes through exercises
designed to help the back, focusing on
techniques to improve posture, lower-back
strength and neck stability, among others.
‘As well as giving the patients an
understanding of the cause of their back
pain, we then go through some of the
exercises that they can do to reinforce those
theories,’ Wisbey-Roth said. ‘We go through
to help identify tightness in the muscles
and how to stretch out these muscles, but
also things like strengthening posture and
allowing them to get back to using their
bodies again.’
With back problems contributing to more
than 100,000 hospitalisations in 2011–12,
it is hoped managing and treating the
diagnosis in general practice, with the help
of allied health professionals, can drive this
number down.3
Turn to page 5 to see details about how to win one of
10 copies of The back pain personal health plan: bounce
back edition.

References
1. Australian Institute of Health and Welfare 2014. Arthritis
and other musculoskeletal conditions across the life
stages. Arthritis series no. 18. Cat. no. PHE 173.
Canberra: AIHW.
2. Schoﬁeld DJ, Shrestha RN, Passey ME, Earnest
A, Fletcher SL. Chronic disease and labour
force participation among older Australians. MJA
2008;189(8):447–50.
3. Australian Institute of Health and Welfare 2013.
Australian hospital statistics 2011–12. Health services
series no. 50. Cat. no. HSE 134. Canberra: AIHW.

Reprinted from Good Practice Issue 9 September 2014

13

AGED CARE

Aged care
model

BEVAN WANG

Images Troye Wallett; Shutterstock

Dr Troye Wallett’s
new aged care
organisation
may help provide
greater incentives
for GPs to visit
residential aged
care facilities.
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The importance of
high-quality healthcare
for residents in aged care
is growing as the number
of older Australians increases.
Figures from the Australian Bureau of
Statistics (ABS) predict the number of
Australians aged 65 or older will increase
rapidly in the coming decades, in terms of
both numbers and proportions of the total
population. According to the ABS, the age
group is projected to increase from 3.2 million
in 2012 to up to 5.8 million in 2031, and up to
11.1 million in 2061.1
According to the Australian Institute of
Health and Welfare (AIHW), an estimated
200,000 Australians live in residential aged
care facilities (RACFs),2 where the main
source of care provided to residents is staff
members, such as nurses.
Many believe, however, that GPs can play
a larger role in visiting and treating these
residents.
‘The idea of GPs going into RACFs is to
improve the health of aged care residents and,
working as a medical professional, engage the
facilities at every level, especially the clinical
nurses that run the facilities,’ Dr Troye Wallett,
a South Australian GP who services six
RACFs, told Good Practice.

Troye Wallett’s GenWise model sees its GPs receive
much greater remunerations for visiting residential
aged care facilities.

‘One of the most
important roles of GPs
in RACFs is that they are
there to support the nursing staff
in dealing with the medicine side of
aged care.’
This idea of GPs playing a signiﬁcant role in
treating older Australians was a major part of
Wallett’s thinking when he started GenWise,
an aged care organisation that consists of GPs
who work solely in RACFs. With three full-time
GPs and a nurse practitioner, GenWise has no
physical location, but rather sees its healthcare
professionals spend their time visiting patients
in different RACFs.
‘We have looked at how to streamline
everything and decided that we needed to
set our system up differently to how general
practice is now,’ Wallett explained. ‘We don’t
have a building, we don’t have any overheads
and we are able to pass on the billings to our
GPs, who don’t own practices. It makes the
remuneration, in that way, adequate.’
Primary care for people in RACFs usually
involves the management of chronic diseases,
rehabilitation, preventive care, end-of-life care
and others.
‘As GPs, we are there to work on preventive
care of things because, if you look at it, it can
severely impact an elderly person and have
further health complications in them,’ Wallett
explained.
‘Another aspect that is often not mentioned
about GPs visiting aged care facilities is that it
has to do with rapport-building and comfort for
the patients. It is about letting them understand
that they can get hold of me 24/7 and that
their health is not going to be lost. [That] is
really important as well.’
Heather Letcher, site coordinator of the
Warrina Homes RACF in South Australia,
believes while GPs do a great job many are
unable to treat older Australians, who need a
greater level of care, within the structure of the
clinical setting.
‘We had a couple of residents who used to
go down to the local GPs, but it just proved
to be an absolute nightmare,’ she said. ‘They
would sometimes forget to take their med
charts, the GPs then wouldn’t ﬁll in the med
charts. But, more importantly, the staff at the
RACFs have no conversation with the doctors
at all and there is this great divide between the
outside GPs and the staff.’
According to Wallett, one of the most
important roles GPs play in RACFs is
working to stop or slow the symptoms of
certain conditions. He believes this is more

achievable when a visiting GP is able spend
more time with older patients and get a clearer
understanding of the issues.
‘The prevention of their conditions from
deteriorating is probably the biggest beneﬁts
that patients in RACFs will get from a visiting
GP like myself,’ he said. ‘We are able to
help them because decreasing their hospital
admissions by tackling the issues before they
become a problem is one of our goals.’
For Letcher, having a GP who is regularly
on-hand and who can build a rapport with
residents is one of the keys to good health.

One of the most
important roles GPs play in
RACFs is working to stop or
slow the symptoms of
certain conditions
‘The experience of the residents at the
facility has always been very positive and great
with [Wallett] because they know that he is
going to be there every week and they know
that if they are sick or need him, that he will be
there,’ she said.
‘They are reassured and they are quite
happy swapping doctors because they know
[Wallett] sits down with all the residents and
talks to them and if he decides to make any
changes, he suggests it to them, talks about it
and he is guided by what they want as well as
good practice.’
GPs in RACFs also have a responsibility
to develop an advance care plan and ensure
any ﬁnal patient wishes are respectfully and
sensitively carried out.
‘The other thing that we know, because
we know our patients so well, is their wishes
should anything happen to them,’ Wallett said.
‘I know that I am not going to send a patient
to hospital who has expressed wishes not to
go and, often, I have chatted with their families
and I know what is going on and I can tailor the
information for them.
‘That is really beneﬁcial because it gives the
patient and their families a chance to know
what each other want.’
Overcoming barriers
As someone who has worked in the industry for
more than 30 years, Letcher has found GPs
often perceive the level of reimbursement for
their services in RACFs to be much lower than
for routine clinical work in their surgeries. >>
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>> ‘One of the biggest barriers that you will
see is the money for GPs because the fees
for visiting people in a RACF aren’t great.
And if you calculate it, you can probably see
three or four people in your surgery in the
same time that it took you to get here and
get back,’ Letcher explained. ‘Most GPs are
booked solidly and, for example, if we have
someone who is really sick, they can’t just
drop their surgery and come [to the RACF].’
The main source of remuneration currently
comes from GPs using MBS item numbers,
which look at the length and complexity
of the consultation, and for speciﬁc
services such as a comprehensive medical
assessments or residential medication
management.
‘I agree with the fact that GPs get
very little remuneration for the time that
they spend in RACFs,’ Wallett said. ‘The
traditional general practice setting is such
that, unless it is set up properly, it doesn’t
pay a GP to go see an RACF.’
GenWise differs from a normal
general practice in that the doctors work
independently to visit their RACFs, with only
minimal costs incurred.
‘From a generalised point of view, we have
looked at the system and are working well
within the system to make sure that our GPs
are getting well remunerated for the work
that they do,’ Wallett said.
‘Our model is basically a virtual kind of
practice, where we have [practice software
system] Zedmed on the computer network of
the server and we do billings for the doctors
on the system. Our receptionist then sends
that off to Medicare and we are able to give
the GPs about 85% of the billings back to
the doctor, which makes the remuneration
part of it a little bit easier.’
The Practice Incentives Program (PIP)
GP Aged Care Access Incentive (ACAI)
encourages GPs to continue their work in
RACFs and provides additional payment
based on a two-tiered system. Eligible GPs
who provide at least 60 MBS services in
RACFs in a ﬁnancial year are entitled to a
payment of $1500, while those who provide
at least 140 MBS services in RACFs are
entitled to $3500.3
GenWise not only encourages more
doctors to work in RACFs, it makes sure they
are well remunerated and well supported.
‘Because everything is done virtually, we
are not bound by where we are and if a
doctor in Melbourne wants to take on what
we do, they can contact us and we can show
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him how we do it,’ Wallett explained. ‘The
message that I would give all doctors is to
look at your aged care patients, dedicate
some time to them and take some time off
in the afternoon, for example, and go and
see them.’
Time constraints
The limited time available in a busy general
practice is another reason often cited as a
barrier to GPs visiting RACFs.
‘We were having trouble getting GPs to
come out and treat our residents because
most GPs don’t really have the time to look
after the elderly and that is a real shame,’
Letcher said. ‘[Wallett] came to us and
offered a service, which is really excellent. He
comes every week and he is interested in his
patients. He spends time with the residents
but, also importantly, he spends time with
their relatives and the staff at the RACF.’
General practice services in RACFs are
generally provided by GPs who dedicate one
or more session of their week to caring for
the elderly.
‘A lot of GPs are working long hours and
they feel that they need to see the patients
they are seeing [regularly],’ Wallett said.
‘To ask GPs to cut down on a session in
their practice to go out to RACFs will just
put more time pressure and pressure from
patients to see more of them.’
Wallett also believes the availability of
resources is an area that needs to be better
managed in order to encourage more GPs to
treat in RACFs more regularly.
‘Often, when GPs walk into the RACFs
the processes that are available are often not
really streamlined because they either have to
double-take notes or double-write notes,’ he
explained. ‘You have cases where the notes
are on the RACF system but not in their own
system in the practice.’
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evident in a recent study published in the
Cochrane Database of Systematic Reviews,
which found smokers who sought help from
their GPs increase their chance of cessation
by more than 60%.6
‘The GP has an extremely important role
in helping their patients kick the habit of
smoking because they are the ﬁrst call and
they see patients regularly,’ Mendelsohn said.
‘As someone who the community sees as
trusted, GPs have the skills to help patients
and to intervene.’
Mendelsohn believes as the use of new
cessation methods, particularly e-cigarettes,
increases, it is vital for GPs to be able to
discuss the device and provide patients with
relevant information about them in addition to
more established techniques.
‘We would recommend GPs encourage
patients to use evidence-based regulated
treatments like nicotine treatments, nicotine
patches and replacement therapies,’ he
explained. ‘For patients who have tried
those, or those who are not willing to try
them or have had problems with them, I think
electronic cigarettes are an option.
‘Patients need to be given the information
about the uncertainty on efﬁcacy and longterm side effects and GPs are the best people
to give that information to them.’

Healthy Profession.
Healthy Australia.

The RACGP’s Supporting smoking cessation: A
guide for health professionals.
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Australia has made signiﬁcant progress in
combating tobacco smoking in the last ﬁve
decades. The number of Australians who
smoke on a daily basis now sits at a record
low of 16% for those aged 15 years and
older.1 Numbers remain higher in Australia’s
Aboriginal and Torres Strait Islander (50%)
and prison (80%) populations.2,3
For Dr Colin Mendelsohn, a doctor with
more than 30 years’ experience in smoking
cessation and the Vice President of the
Australian Association of Smoking Cessation
Professionals, personally witnessing the
devastation smoking causes to healthy
individuals is what ﬁrst established his interest
in helping patients quit.
‘I saw my father slowly getting sick from
smoking-related illnesses and, even though
he was a doctor, he was not able to quit,’ he
told Good Practice. ‘It became very clear [to
me] that this was an area that people really
needed help.’
Research suggests people who smoke
tobacco live 10 years fewer than those
who do not and 60% of those who smoke
long-term will die prematurely from a
smoking-related disease.4
Given more than 40% of Australian
smokers have tried giving up at least once
in the last 12 months and research shows
it takes multiple attempts for them to quit
smoking, GPs can better help by being
aware of the available options.5
Health professionals often use a
combination of counselling, behavioural
therapy, pharmacotherapy and nicotine
replacement therapy, all of which are
advocated in the RACGP’s Supporting
smoking cessation: A guide for health
professionals. However, new smoking
cessation aids are emerging and patients are
increasingly asking about new products,
such as electronic cigarettes (e-cigarettes),
which is encouraging GPs to learn more about
their use when consulting with patients who
smoke tobacco.
How GPs can help
The fact primary healthcare plays a vital role
in helping those who are trying to quit was
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Colin Mendelsohn believes primary healthcare’s
continuity of care means GPs are well placed to help
people learn more about e-cigarettes.
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Given most e-cigarettes are designed to look and feel like a real cigarette, many health professionals are concerned about
the potential for the renormalisation of smoking.
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E-cigarettes consist of a tube that contains
a liquid-ﬁlled cartridge. When heated by a
battery, the solution is turned into a vapour
that is inhaled by the user. Most, but not all,
are made to look and feel like a cigarette and
the majority contain nicotine. They can also
come in a range of ﬂavours, including mint
and chocolate.
While the majority of health risks
associated with smoking cigarettes is
attributed to the products of combustion,
rather than nicotine, it remains unclear
whether nicotine from e-cigarettes can be
considered a ‘cleaner’ alternative.
Professor Nicholas Zwar from the
University of New South Wales agrees it
is preferable that patients use forms of
pharmacotherapy for smoking cessation,
but he concedes the fact this does
not necessarily work for everyone and
e-cigarettes may be an option.
‘If people are not prepared to use the
evidence-based alternatives, and they
are prepared to use e-cigarettes as a
replacement for smoking tobacco, the
pragmatic way for GPs would be to consider
e-cigarettes as an option for their patients,’
he explained.
‘At the current time, we wouldn’t be able
to say with certainty about their safety and
effectiveness, except to say that it would be
logical to think it would be considerably safer
than tobacco smoking.’
Safety and effectiveness
The effectiveness of e-cigarettes is still
being widely debated. While they have been
shown to provide cessation success for some
people, others have been less successful and
overall evidence remains inconclusive.7
‘We really don’t have a lot of hard evidence
apart from very few studies out there,’

Mendelsohn said. ‘We can’t say for sure
that they are effective. We don’t have the
evidence yet to prove that.’
Despite the increase in the number of
smokers trying and using e-cigarettes, the
safety factors that surround them remain
uncertain. A recent study found that 20% of
smokers in Australia have tried e-cigarettes
and 7% are currently using them.8
With so many trying e-cigarettes, health
professionals have ﬂagged the need for more
long-term research.
‘My concern is particularly with the
evidence-based guidance out there for
smokers and health professionals when it
comes to e-cigarettes,’ Mendelsohn said.
‘It is very clear that the sales of e-cigarettes
are increasing rapidly and people just don’t
have the correct information about them.
They know very little.’
Zwar remains concerned the seemingly
simple answer on the safety and
effectiveness of e-cigarettes may not be as
clear cut as it appears.
‘One would think that, given tobacco
smoke contains over 4000 different chemicals
and there is over 50 class one carcinogens
in tobacco smoke, e-cigarettes would be
much safer than smoking tobacco because
they don’t contain anything like that toxic
combination of compounds that tobacco
smoke does,’ Zwar said.
‘But, as GPs, we need to be careful with
that because, “we really don’t know about the
long-term safety”, is the short answer that we
give patients.’
Apprehension around the potential
‘renormalisation’ of smoking was highlighted
in a recent review of e-cigarettes by the
American Heart Association, which was
supported by the World Health Organization
Tobacco Free Initiative.9 >>
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Regulatory considerations
Many health professionals will be carefully
watching the outcomes of regulations into
e-cigarettes as there continues to be a push
for the Therapeutic Goods Administration
(TGA) to consider it as a medicine.
‘The regulatory aspect is really important
because these products are not being
regulated like a medicine. They are not
currently registered with the TGA as a medicine
would be,’ Zwar said.
Mendelsohn believes legislation needs to be
in place in order for the e-cigarette market to
be more accountable.
‘Until we get it properly regulated, where
manufacturers have to be able to guarantee a
certain concentration or a certain delivery, it is
going to be very hard for people to know what
they are getting,’ he said.
There has been widespread confusion
about the legality of the possession, use and
sale of e-cigarettes and nicotine around the
world. E-cigarettes are sold in some states
and territories in Australia, but without nicotine
because non-veterinary-use nicotine is

classed as a Schedule 7 or Schedule 4
poison in Australia (depending on whether
it is prepared for therapeutic use). However,
given most nicotine cartridges sold worldwide
are used therapeutically, such as an aid in
withdrawal from tobacco smoking, they are
available through a valid prescription from an
Australian medical practitioner.10
‘You can import the nicotine for personal
use [in Australia], but you need to have a
prescription from a doctor in order to do
that,’ Mendelsohn said. ‘If the patient wants
to import nicotine for personal use then they
can, providing that they have a script from
their doctor which allows them to buy three
months’ worth of nicotine at a time.’
The laws are even more uncertain at the
state and territory level when assessing
the e-cigarette itself because legislation is
nationally focused on products containing
tobacco. The sale of e-cigarettes was banned
in Western Australia in May this year because
the product was deemed to be designed to
resemble a cigarette, a breach of the Tobacco
Products Control Act 2006 (WA).
‘What the ban in WA does is raise the need
to clarify or think through the way we treat
e-cigarettes under the Australian law,’ Zwar
said. ‘If they have got nicotine in them, surely
they should be regulated in the same way
as other forms of nicotine replacements are
regulated under the TGA.’
The tobacco control laws in Victoria,
Queensland and South Australia have similar
provisions that make it an offence to sell items
that resemble a tobacco product. Tobacco
control rules are less stringent in NSW,
Tasmania and the ACT, where the sale of
items that resemble a smoking or tobacco
product is prohibited only if it is a toy, food
or confectionery. For the Northern Territory,
tobacco products are only banned if it is
designed or marketed to children.
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Patient case study
For Sydney’s 53-year-old Frances
Wallace, who has been smoking since
the age of 13, using e-cigarettes in
conjunction with other forms of therapy
has been successful in helping to cut
down on smoking tobacco.
‘I have been trying e-cigarettes since
July 2013,’ she told Good Practice.
‘I found the e-cigarette to be really
effective at the start, but if you puff
on it as much as I do it doesn’t work
as well. But, overall, it has deﬁnitely
helped me to cut down on how much I
smoke tobacco.’
While she understands the
research behind e-cigarettes remains
inconclusive, the state of Wallace’s
health as a result of tobacco smoking
has long been a source of concern and
she is keen to try whatever might help
her quit.
With the combination of years of
conventional nicotine replacement
therapies, such as nicotine patches,
pharmacotherapy and the introduction
to e-cigarettes, Wallace has cut down
from smoking more than 40 cigarettes
a day to 15.
‘I felt that when I was on the
patches and on the e-cigarettes that
was helping me control the amount
I smoked,’ she said. ‘Some days, I
would drop down to ﬁve or eight, and
that was great for me. I felt better for
it and I only hope it [the number of
cigarettes I smoke daily] continues
to drop.’
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>> Mendelsohn and Zwar share these
concerns about the damaging effects
widespread use may have on public health.
‘There are people who are using them
freely in public and there is a huge risk that
it will renormalise smoking,’ Mendelsohn
said. ‘Young people or others will see this as
something that people are doing and think that
it is acceptable again.
‘E-cigarettes can undermine the whole
tobacco control campaign that people like
myself have fought for many decades.’

PRACTICE MANAGEMENT

PAUL HAYES
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The RACGP’s updated
General practice
management toolkit
offers GPs an accessible
resource for the varied
aspects of managing a
general practice.

Medical school is designed to train would-be
GPs in any number of aspects of healthcare,
whether general or more specialised. What
it is less likely to teach them, however, is the
business side of running a general practice,
which is often learnt ‘on the job’.
Unlike most other small businesses,
general practices are regularly exposed to
somewhat unique pressures as the ﬁrst
point of medical contact for most people:
managing patient expectations
and workload; a growing emphasis on
e-health; consultations in acute illness,
preventive health and chronic disease
management.1 A poorly managed practice
can have negative effects that go beyond the
industrial or ﬁnancial.
‘I think it’s important for GPs to have
a reasonable understanding of practice
management if they are working in a
small-business environment. The way the
practice is run has an impact on patient
care,’ general practice owner and operator
Dr Neville Steer told Good Practice.
‘It’s more than just about the money. It’s
actually that the practice business sets the
tone, manages the quality, manages the
risk, manages staff training, manages staff
stability and enables the practice to grow and
develop without disruption.
‘There is a lot to running a practice well,
which enables doctors to be able to provide
good patient care.’

The right tools
The RACGP developed its General practice
management toolkit (the Toolkit) to provide
GPs with the understanding and framework
needed in the various areas of managing a
modern practice.
‘The Toolkit evolved from discussions that
the RACGP needed an up-to-date presentation
around practice management because the
previous one that was used as a source
document for practices was quite old at that
stage [2007],’ Steer, who was lead GP author
of the Toolkit’s original 11 modules, said.
‘The National Standing Committee – GP
Advocacy and Support group was looking to
develop a resource which reﬂected modern
practice management.’
According to the RACGP, ‘it is hoped
that the Toolkit will be useful as a guide and
reference to GPs and practice managers as
they develop and apply their management
knowledge and skills to their careers.’2
First published in 2007, the Toolkit
comprises a total of 13 modules, including
Starting a medical practice, Managing ﬁnancial
resources, Business plans, Managing the
wellbeing of staff and self, Practice teams and
leadership and more (refer to breakout on page
22 for full list of modules).
‘Rather than just having a management book,
it was felt that a modular approach was better
and people could grab the speciﬁc information
that they were interested in,’ Steer said. >>
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Management tools

PRACTICE MANAGEMENT

The RACGP’s General practice
management toolkit consists of 13
individual modules to help GPs choose
which area of management they want to
focus on.
• Module 1: Professional career management
• Module 2: Practice assessment
• Module 3: Business structures
• Module 4: Starting a medical practice
• Module 5: Business plans
• Module 6: Practice teams and leadership

>> ‘People might say, “I’m interested in that,
I’ll seek out some more information”.
‘The modules don’t try to cover everything
related to management, but rather give people
a reasonable depth of understanding in a
reasonably broad way. But, clearly, there is
more detail that can be drilled down to if people
want to go further.’
Steer utilised a number of resources in
developing the practice management modules.
This process required a clear understanding of
modern general practice in order to ensure only
the most relevant information was included.
‘Part of it was personal knowledge, but
also detailed reading of a lot of articles around
management topics, as well as internet-based
searches to make sure I was across all of the
appropriate legislation that related to that,’
he explained.
‘[The research process involved] being
aware of the range of things that were part
of contemporary management, but also being
aware of which things might be fads – those
sorts of things which are the latest thing that’s
being pushed but may not stand the test of
time. I needed to be aware of those.’
One of the keys to the Toolkit’s individual
modules is the fact the information they
present is easily accessible for busy GPs
who are likely to have a limited background
in formal business education.
‘It’s meant to be readily understood by
someone without management training,’ Steer
said. ‘So it tries to avoid too much terminology
that might put people off, but also provide
some key issues that might be of interest that
people could pursue.’
Latest information
In addition to offering GPs and practice
managers the opportunity to more easily pick
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•
•
•
•
•

Module 7: Managing ﬁnancial resources
Module 8: Managing staff
Module 9: Technology in general practice
Module 10: Managing quality
Module 11: Managing the wellbeing
of staff and self
• Module 12: Clinical governance
• Module 13: Closing a medical practice
Visit www.racgp.org.au/your-practice/
business/managementtoolkit for more
information.

and choose which areas of management they
wish to study further, having the Toolkit divided
into different modules allows for the continuing
evolution of the business of general practice.
‘It lends itself to updates of particular
sections as things change,’ Steer said.
With that thinking in mind, the RACGP
recently undertook a detailed update of the
existing modules within the Toolkit. This was
accompanied by the introduction of two new
modules: Clinical governance and Technology
in general practice.

There is a lot to
running a practice well,
which enables doctors to
be able to provide good
patient care

The Toolkit’s primary GP author Neville Steer sees
good practice management as an extension of
quality patient care.
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‘Sometimes, the relevant topics and how
one might address them might change with
time,’ Steer said.
‘It was surprising how much had changed
since the modules were ﬁrst written.’
Dr Annette Carruthers is a long-time
GP from Lake Macquarie, NSW, who was
responsible for developing much of the
Toolkit’s new Clinical governance module,
which includes areas such as quality
improvement, clinical risk management,
employment issues and consumer
satisfaction.
Like Steer, she drew heavily on her
considerable background in the area when
determining the module’s content.
‘It’s very much the summary of what
I have learnt in my career path,’ she told
Good Practice.
That career path has included positions
such as Clinical Director of NSW’s Hunter
Urban Division of General Practice, where
she was responsible for the clinical risk
management of 250 GPs working across
ﬁve locations in the after-hours period; a
Hunter Area Health Service board member;
a director of ASX-listed nib Holdings;
and a member of the National Standing
Committee – GP Advocacy and Support.
‘Some of these [Toolkit] documents
came across the National Standing
Committee and they were looking for
people who have an interest of expertise in
the area [of clinical governance] and I said,
“I know about that”,’ she explained.
Carruthers believes the continuing
evolution of modern general practice
necessitates updates to publications such
as the Toolkit and developing areas like
clinical governance are important in that
growth.
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The Toolkit

‘It’s occurring everywhere in healthcare and
I think it’s really important that we keep GPs
on the forefront of developments,’ she said.
‘It’s also really important that, as we become
more accountable for what we do, we have
good systems in place and that we can
demonstrate the value of what we do.’
Carruthers is also quick to highlight the
fact that, while it is true GPs may have
relatively little formal training in areas of
management and clinical governance, their
years of medical training often still serve them
well in those areas.
‘GPs, intuitively, are quite good at risk
management, something we do every day
when we’re deciding on the interventions
for our patients,’ she said. ‘But, to me, we
now need to be more formalised and more
accountable, particularly in the new world of
primary health networks.’
Different models
Steer points to one of the modules in
particular, Closing a medical practice, as a key
example of the unique nature of the business
of general practice. He believes GPs need to
sensitively deal with their patients inside and
outside of the consulting room.
‘It was felt appropriate to have a module

Annette Carruthers drew on considerable career
experience in developing the Toolkit’s new Clinical
governance module.

about closing a practice because it’s not like
another business where you can just say,
“I don’t feel I can continue that business,
I’ll close it”,’ he said. ‘There are obviously
issues around insurance and duty of care to
manage the health information long-term and
appropriate access for people to access the
information if the business is closed.’
While other management publications are
available, the RACGP’s General practice

management toolkit has been designed to offer
GPs not only the ‘nuts and bolts’ information
about managing a practice, but also how they
can put that information into effect and help
ensure better patient outcomes.
‘The point of difference is that the
RACGP’s Toolkit was designed to help people
understand the ﬁeld of management and how
that applies to running a medical practice,’ he
said. ‘I think the other ones are perhaps more
recipe-based: “here’s a list of things you need
to do in a contract”, rather than understanding
the intent of the contract and how you deal
with people.
‘[This Toolkit is more about] how you use
this information in a negotiation or those sorts
of things, rather than what a contract looks
like and the relevant legislation.’
References
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IN MY PRACTICE

Comfortable surroundings
Carindale Medical
Clinic’s purpose-built
practice is designed
to provide patients
and doctors with a
calming healthcare
environment.

‘There is art to medicine as well as science.
Warmth, sympathy and understanding
may outweigh the surgeon’s knife or the
chemist’s drug.’
The above quote from the Hippocratic
Oath, which appears on the front page of
the Carindale Medical Clinic’s website, goes
a long way in explaining the philosophy, as
well as the physical ﬁt-out, of this suburban
Brisbane general practice.
Situated on the ﬁrst ﬂoor of the local
Westﬁeld shopping centre, Carindale Medical
Clinic is a purpose-built, state-of-the-art
clinic that offers a number of services beyond
general healthcare.
With 10 consulting rooms and three
treatment bays, Carindale is well equipped
to offer specialist services such as skin
cancer and mole checks, minor operations,
paediatric care, childhood vaccinations,
electrocardiograms, family planning advice,
menopause and hormone replacement
therapy counselling and many more.

The practice is very ‘unmedical’ in that it's got nice
colours and soft lighting
‘The philosophy since I ﬁrst went into
practice in 1976, certainly since ’79 here
in Westﬁeld, has been continuity of care,’
Carindale owner and principal GP, Dr Noela
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Whitby, told Good Practice. ‘In a way, [we
are] trying to provide everything to everybody
who attends the practice.
‘I really do have a great team of people who
have my kind of philosophy and provide that
personalised, whole-person care.’
Continued growth
Whitby started her general practice career
in a single-room clinic in a strip shopping
centre in 1976, but it wasn’t long before
she needed a larger premises to offer the
best services to her growing patient list. She
applied for a spot in the then-developing
Carindale Shopping Centre in 1979 and has
been there ever since. The practice itself has
undergone a number of changes in that time,
alternating between the centre’s ground and
ﬁrst ﬂoors. The most recent, and the most
involved, rebuild was completed in 2011.
‘We have 10 consulting rooms, which we
didn’t have downstairs [in the older clinic], so
we’ve got more doctors and more room to
take medical students and registrars so we
can do more training,’ she explained.
Whitby’s decades of experience meant she
knew what she wanted for the new clinic. She
had a signiﬁcant hand in the design, which
was done with the needs and comforts of both
patients and doctors in mind.
‘I am very proud of the actual physical
ﬁt-out,’ she said. ‘We got something which
I think is a very nice place to work and I think
it’s a very nice place [for patients] to come to.
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‘It’s very “un-medical” in that it’s got nice
colours and soft lighting. I don’t think it scares
people.’
The practice is now home to 10 GPs, three
practice nurses and several receptionists. A
larger staff makes sense given one of Carindale’s
key philosophies involves recommending patients
to see the speciﬁc doctor, or doctors, with whom
they are most comfortable each time they visit,
ensuring real continuity of care.
‘We encourage patients to have two doctors
within the practice: the one that is maybe the
one they’ve had the longest, but a second one
who they are happy to see should a person
not be available. That’s working quite well,’
Whitby said. ‘It’s the old version of general
practice – but I think it’s really a good version of
general practice – that you can offer that type
of service to patients.

In-house healthcare
education
Carindale Medical Clinic’s recent
renovation included a state-of-the-art
education room that has the capacity
for various types of presentations,
including PowerPoint displays and
audio-visual teleconferences. The
room holds up to 25 people and is
designed to help patients and Carindale
staff members better understand
different illnesses and treatments via
presentations from visiting experts in
differing healthcare ﬁelds, such as
nutrition, pharmacy, vaccination, and
diabetes and other chronic diseases.

‘I had someone the other day tell me how
happy they are to see anyone in the practice
because they’re all so lovely. So that’s
wonderful feedback.’
The place to be
Part of Whitby’s vision for Carindale Medical
Clinic was to also ensure it was designed as a
great place to work. In addition to the modern
consulting rooms and advanced computer and
diagnostic technology, what Whitby describes
as the ‘un-medical’ nature of the practice has
been deliberately incorporated to help the staff
feel more comfortable as they work.
‘The décor is lovely and restful,’ Whitby said.
‘We’ve got a spacious staff room now, which I
have always wanted, having had things that are
about the size of a telephone box for years.
‘It’s a very nice, relaxing place to escape
from the consulting room.’
Given the practice is such a nice place to
work, it’s not surprising many medical students
and GP registrars have been keen to plant their
professional ﬂag at Carindale.
‘A number of the registrars who I have had
in the past are now our doctors in the practice,’
Whitby said. ‘They’ve been very happy and
wanted to come back or stay on.’
One area of the updated clinic that may
stand out is the multimedia patient education
room, which is another feature that came about
as a result of Whitby’s years of experience in
general practice.
‘I have always dreamed of having a space
where we can do patient education and doctor
education,’ she said.
With a seating capacity of up to 25, the
education room is set up for audio-visual
teleconferencing, PowerPoint presentations and
a number of other programs. While logistical

obstacles have somewhat slowed the progress
of full educational sessions, the plan remains to
bring in various experts – dietitians, pharmacists,
diabetes educators, etc. – to help patients better
understand different illnesses and treatments.
‘It’s set up to do education for whoever
we want to do it for. I think the plan is really
worthwhile and it’s just a matter of getting all
of the stars to line up,’ Whitby said. ‘One of
the things I would like to do is new mums’
education, along with immunisation and
lactation advice.’
Having been in the same location for the
past 35 years, Whitby has seen Carindale
Medical Clinic’s patient demographic change in
a number of ways over the years.
‘We’ve got an older group of patients
who increasingly need chronic-diseasemanagement-type things. Diabetes is number
one, asthma is probably the second one [and]
ischemic heart disease,’ she said. ‘But, then
again, because this area of Brisbane is very
much a developing area with lots of families
and young people we’ve certainly got heaps
that we can do with babies and younger
people, too.’
Regardless of whether the patients are
younger or older, the dedication to continuity of
care has remained the backbone of Carindale
Medical Clinic’s approach to healthcare for
more than three decades. And it shows in the
people who walk through the door.
‘We’ve got four generations of some families
here. Every day I see someone who has been
a patient since the beginning,’ Whitby said.
‘And that makes it so rewarding. That’s what I
think general practice is all about.’
Below: Creating a comfortable place for patients and staff
was key to Carindale Medical Clinic’s renovation. Left:
Owner Noela Whitby had a major hand in the new design.
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PORTRAITS OF GENERAL PRACTICE

CRAIG HASSED

Making healthy
lifestyle changes is
not always easy for
patients or doctors.

Dr Craig Hassed is a GP and senior lecturer at
the Monash University Department of General
Practice. His teaching, research and clinical
interests include mindfulness-based stress
management, mind–body medicine, meditation,
health promotion, integrative medicine and medical
ethics. He is regularly invited to speak and run
courses in Australia and overseas in health,
professional and educational contexts and was
the founding President of the Australian Teachers
of Meditation Association. He regularly writes for
medical journals and has published seven books.
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Time for a change
As a GP, I do a lot of work with patients with
chronic illnesses. This work has a particular
emphasis on self-management and is mainly
with groups rather than individuals. It is
largely focused on helping people make
healthy lifestyle changes as a part of that
management, with the aim of not just helping
them to feel better but also to improve their
clinical outcomes.
If I ask these people if they tend to avoid
certain activities – meditating, exercise,
maintaining a healthy diet, etc. – despite
knowing they are good for them, a sea of
hands invariably goes up. There is another
sea of hands when I ask if they engage in
other activities despite knowing they are
bad for them. And I get the same type of
response when I ask health practitioners.
Mind the gap
How strange we human beings are. There
is clearly a gap between what we know
and what we do, and I suspect that gap
lies somewhere between our ears. I also
suspect this gap means comprehensive
lifestyle management often slips between
the cracks.
For example, a recent paper in the
prestigious medical journal Heart illustrated
the point when it found that only one in four
patients in Australia leaves hospital with
optimal preventive care and lifestyle advice
after a major cardiac event.1 Surely, as GPs
we have to ‘mind the gap’ that is often
discounted elsewhere.
Lifestyle change is one of the most
difﬁcult, but perhaps most powerful, forms
of medicine. This was illustrated by a recent
study on men published in PLoS ONE, which
found that ﬁve relatively straightforward
behavioural factors were integral to lowering
the risk of chronic illnesses:2
• Smoking – men not smoking, including
ex-smokers.
• Body Mass Index (BMI) – maintaining a
normal BMI.
• Diet – three or more portions of fruit
and/or vegetables a day, together with
less than 30% of calories from fat.
• Physical activity – such as walking three
or more kilometres to work each day or
‘vigorous’ exercise as a regular habit.
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• Alcohol – three or fewer units per day.
While you don’t have to be a health nut
to cover all of those factors, the study found
only 1% of men achieved all ﬁve. However,
even someone who ticked four of the boxes
reduced their risk of the following chronic
illnesses by up to half:
• Diabetes (odds ratio 0.50)
• Vascular disease (odds ratio 0.50), and a
delay of up to 12 years in vascular disease
events
• All-cause mortality (odds ratio 0.40)
• Cognitive impairment and dementia
(odds ratio 0.36).2
Imagine if there was a drug that was as
cheap and had such positive side effects and
equivalent therapeutic outcomes.
Not so easy
I don’t know how other GPs ﬁnd it, but in
my experience lifestyle change is difﬁcult for
doctors and patients.
For the patient, it requires awareness,
knowledge, motivation, effort, patience, skills
in stress and lifestyle management, support,
and an ability to tolerate a little discomfort
before the beneﬁts accrue.
It requires the same things for the doctor,
but the fact we tend to be taught too little
about it at medical school makes it hard. And
once we start practising the system doesn’t
really reward the time and effort it takes to
help patients make these changes.
Well, I’ll just console myself with the
following quote from former Israeli diplomat,
politician and scholar Abba Eban. Although it
was said in relation to international politics, I
believe it is very relevant for doctors, patients
and the healthcare system.
‘Nations do behave wisely once they have
exhausted all other alternatives.’
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