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Choose wisely
The recent launch of ‘Choosing Wisely Australia’ saw the RACGP release its
top ﬁve tests, treatments or procedures it believes should be questioned by GPs
and their patients. According to RACGP President Dr Frank R Jones, the list
will encourage GPs and their patients to think about and discuss medical tests,
treatments and procedures where evidence shows they provide no overall beneﬁt
and, in some cases, may lead to harm.
‘The aim is to create an awareness among patients that perhaps not all
tests and treatments are needed,’ he said. ‘GPs can start these conversations
by giving patients the facts and outlining why a test or treatment may not be
the right option.
‘When patients understand the issues, they’re more likely to have the
conﬁdence to speak up and let their GP know they aren’t necessarily expecting
or wanting a particular intervention unless it’s really needed.
‘With its recommendations based on best evidence, Choosing Wisely Australia
will play an essential role in helping GPs engage in conversations with their
patients about the right care.’

The RACGP’s top ﬁve tests, treatments or
procedures that should be questioned by
GPs and their patients.
1. Don’t use proton pump inhibitors (PPIs)
over the long-term in patients with
uncomplicated disease without regular
attempts at reducing dose or ceasing.
2. Don’t commence therapy for hypertension
or hyperlipidaemia without ﬁrst assessing
the absolute risk of a cardiovascular event.
3. Don’t advocate routine self-monitoring
of blood glucose for people with type 2
diabetes who are on oral medication only.
4. Don’t screen asymptomatic, low-risk
patients (<10% absolute ﬁve-year CV risk)
using ECG, stress test, coronary artery
calcium score, or carotid artery ultrasound.
5. Avoid prescribing benzodiazepines to
patients with a history of substance
misuse (including alcohol) or multiple
psychoactive drug use.

The RACGP’s National Rural Faculty
(NRF) recently conducted research to
examine the extent of, and demand for,
GP-led palliative care services in rural
and remote communities. The ﬁndings
revealed a rural health system struggling
to respond to the current and future
demand for palliative care services.
More than 560 rural GPs provided
feedback through the survey, which
showed that the delivery of palliative
care in tertiary and primary care settings
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remains a signiﬁcant problem across
many rural and remote communities.
Issues relate to integration of care
and access to palliative care services,
inadequate funding and a lack of
education for palliative care teams.
Greater collaboration across primary
and acute healthcare settings is required,
with better use of clinical pathways
and earlier identiﬁcation of patients
who would beneﬁt from advanced
care planning.

The NRF found these key areas for
improvement must be considered in
future workforce training and service
delivery strategies.
Findings from this research will be used
to inform and strengthen RACGP advocacy
to ensure rural GPs are supported to
provide high-quality palliative care as part of
a multidisciplinary team in their community.
Contact the NRF at rural@racgp.org.au
to contribute further to the palliative care
discussion.

Images RACGP

NRF palliative care survey

RACGP events calendar

Assessment enrolments still open
Enrolments for the upcoming Applied Knowledge Test (AKT) and
Key Feature Problems (KFP), to be held on 1 August, and the
additional 2015.3 Objective Structured Clinical Exam (OSCE),
to be held on 22 August, are still open and will close at 8.00 pm
(AEST) on Friday 19 June.
Visit the RACGP website (www.racgp.org.au/education/
fellowship/exams/exam-enrolments), or contact Fellowship
Services on 1800 626 901 or racgpeducation@racgp.org.au,
to enrol or access more information on assessment matters,
including fees and exam venues.

June

2015

SA

WA

AKT/KFP
pre-exam seminar
Saturday 13 June,
8.15 am – 4.00 pm,
College House, North Adelaide
Contact 08 8267 8313 or
benjamin.cusick@racgp.org.au
ACT

Obesity and related
illnesses ALM

Saturday 13 June,
9.00 am – 5.00 pm,
Hotel Realm, Canberra

Saturday 20 June,
8.30 am – 5.00 pm,
Stamford Plaza, Adelaide

Contact 02 9886 4700 or
natasha.guy@racgp.org.au

Contact 08 8267 8310 or
sant.faculty@racgp.org.au
VIC

CPR course

CEMP – advanced

Saturday 13 June,
3.15 pm – 5.15 pm,
Hotel Realm, Canberra

Saturday–Sunday 20–21 June,
8.15 am – 5.00 pm,
Cliftons, Melbourne

Contact 02 9886 4700 or
natasha.guy@racgp.org.au

Contact 03 8699 0568 or
moni.lobascher@racgp.org.au
WA

ACT and NSW members’
cocktail function
Saturday 13 June,
5.00 pm – 7.00 pm,
Hotel Realm, Canberra
Contact 02 9886 4700 or
natasha.guy@racgp.org.au
VIC

Please note: the RACGP member app is not available to download through the
Google Play or App stores.

Contact 08 9489 9555 or
wa@racgp.org.au

Skins alive dermatology
workshop

ACT

The RACGP has introduced a new member app as part of its
eco-friendly approach to membership renewals.
The app is designed to allow members to renew their
membership ‘on the go’ via a range of convenient payment
options. It also allows access to all key membership information,
including QI&CPD points, exam enrolment details, member
benefits and offers, and more.
Once they have renewed their 2015–16 membership, the app
will provide members with access to their new digital member
card, which allows access to the same offers as last year’s
hard-copy card.
See the app on a smart device at app.racgp.org.au for more
information and to renew membership.

Saturday 20 June, 8.00 am –
5.00 pm, College House, Perth

SA

ACT

New member app

Medical symposium:
Controversies in
general practice

Dealing with depression
Saturday 27 June,
9.00 am – 5.00 pm,
College House, Perth
Contact 08 9489 9555 or
wa@racgp.org.au

QLD

Women in General
Practice Committee
Conference 2015

Psychodynamic
principles for general
practice – part 1

Saturday–Sunday 13–14 June,
9.00 am – 5.00 pm (Saturday);
9.00 am – 3.35 pm (Sunday),
Hotel Windsor, Melbourne

Saturday 27 June,
9.00 am – 5.00 pm,
College House, Brisbane

Contact 03 8699 0488 or
vic.events@racgp.org.au

Contact 07 3456 8944 or
qld.events@racgp.org.au

VIC

CEMP – intermediate
Friday 19 June, 8.30 am –
5.00 pm, Cliftons, Melbourne
Contact 03 8699 0568 or
moni.lobascher@racgp.org.au
For further RACGP events please visit www.racgp.org.au/education/
courses/racgpevents/
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We owe colleagues impartial
evidenced based medicine.
Professional courtesy = defined
terms of engagement at start
of relationship.
Dr Nicole Higgins

Doctors
treating
doctors
Be a good patient, listen
to your GP, heed their
advice, let them take care
of you. You're human
and you deserve it
Dr Libby Harris

PAUL HAYES

A recent RACGP-led Twitter
conversation raised a number
of ideas on treating healthcare
professionals in general practice.

GP resource
In an effort to help healthcare professionals look after their own health, Melbourne GP Dr Leanne
Rowe co-authored, with RACGP past President Professor Michael Kidd, First do no harm: Being
a resilient doctor in the 21st century in 2009.
Available as an e-book, the publication is designed to provide practitioners with information and
resources on strategies for making self-care an essential element of their professional life.
Visit https://play.google.com/store/books/details/Leanne_Rowe_First_Do_No_Harm?id=F8_
UBgAAQBAJ for more information or to buy the book.
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A doctor deserves to be
treated like any patient,
with respect for their
expertise, and to be heard
Dr Ewen McPhee

It may often be easily forgotten, but
healthcare professionals are people. They
have families, mortgages, favourite movies
and all of the other trappings of a normal
existence. That includes, of course, the
need to visit a GP. A surprising number of
these practitioners, however, don’t seem to
make their own health a priority.
‘There’s lots of barriers [to doctors
looking after their health]. One is that
we often put other people’s needs
before our own,’ Dr Nicole Higgins, an
experienced GP and medical educator,
told Good Practice.
‘GPs often take very poor care of their
health. We tend to self-diagnose and
self-treat, and we tend to do a lot of
“corridor consultations” with colleagues.’

Images Ewen McPhee; Nicole Higgins; Leanne Rowe; MDA National

GPs need to treat the
doctor-patient as a patient
and not necessarily
as a colleague
According to the Medical Board of
Australia’s (MBA) Good medical practice:
A code of conduct for doctors in Australia,
healthcare practitioners are required to have
a GP, but getting them to visit a practice
can be a challenge.
Treating healthcare professionals in
general practice raises a number of unique
and potentially problematic issues, including
mandatory reporting, privacy, billing
requirements and many others.
‘There are issues of conﬁdentiality,
issues of the power balance, about
working as a colleague and then seeing
someone as a patient,’ Dr Ewen McPhee,
a rural GP with considerable experience in
treating other doctors, told Good Practice.
‘How you manage those conﬂicts is
always a challenge.’
In an effort to increase awareness and
raise the matter for discussion among
Australia’s GPs, the RACGP hosted an
online conversation on the subject in
March this year. The ‘Doctors treating
doctors’ educational Twitter discussion
involved dozens of GPs from all over the
country sharing their thoughts and ideas
on the subject.
One of the most prevalent concepts to
come from the discussion was the potential
beneﬁts of establishing boundaries between
the GP and the doctor-patient (DP).

Clockwise from top left: Dr Ewen McPhee believes deﬁned roles are important when treating other healthcare
professionals; Dr Nicole Higgins regularly reminds doctor-patients that their privacy is paramount; Dr Leanne
Rowe feels that doctors understand why they have visited a GP and treats them as she would any other patient;
Dr Jane Deacon warns against taking ‘shortcuts’ such as self-prescribing when doctors consider their own health.

‘Those boundaries can be anything about
where the DP sits, whether they come into
the waiting room or they go to the tea room,
how you organise time, how you are going
to bill them,’ Higgins, who participated in the
Twitter discussion, said.
‘You want to instil conﬁdence in the doctor
who is coming to see you. It’s difﬁcult enough
to get doctors to attend other doctors in
the ﬁrst place, so I think you need to have
that type of conversation before you start
treating them. You need to set the tone of
your relationship.
‘I think those expectations have to be set
up at the start.’
Deﬁning roles
McPhee, who also participated in the Twitter
discussion, agrees boundaries are necessary
because it is important to establish each
person’s role in the consultation.
‘It’s about understanding, because it’s two
experts joining together,’ he said.

‘You have to be mindful with everybody
you see that it’s a partnership and not a
dictatorship, but particularly when you’re
dealing with professionals who have their own
beliefs and points of views and thoughts about
their management.
‘You have to be respectful of that, but
also you have to negotiate that they are
there as a patient.
‘Sometimes it’s about them stepping down
and understanding their role, understanding
they are a patient and are there to be looked
after, not trying to lead, and listening to the
conversation and being respectful of the GP
as their doctor.’
According to Dr Jane Deacon, a GP and
medico-legal adviser at medical defence
organisation, MDA National, underlining
the fact the GP is the treating doctor is
important because while DPs will have more
medical knowledge than other patients, that
knowledge may not always be relevant to
their presenting illness. >>
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>> ‘GPs need to have some thoughts
in place and treat the DP as a patient and
not necessarily as a colleague,’ she told
Good Practice. ‘So GPs should not assume
that the DP is necessarily going to know
everything about the illness they have come to
see them for.
‘DPs probably do have a greater knowledge
than other patients, but not necessarily. For
instance, I have treated a few specialists who
didn’t know very much about gynaecology
and contraception.
‘You still want to give your DP the feeling
that, as the doctor, you are looking after
them the way you would any other patient
and you should prescribe the medication

GPs and
mental health
According to the results of the 2013
beyondblue National Mental Health
Survey of Doctors and Medical
Students, up to 21% of respondents
reported a history of depression,
while 6% had an existing
diagnosis. Approximately 9% of
doctors experienced an anxiety
disorder (compared to 5.9% of
the population) and 3.7% reported
a current diagnosis (compared to
2.7% of the population).
The most common sources of
work-related stress were the need
to balance work and personal
responsibilities (26.8%), too much
to do at work (25%), responsibility
at work (20.8%), long work hours
(19.5%), and fear of making
mistakes (18.7%).1
Melbourne GP Dr Leanne Rowe
believes these types of workplaces
stresses are a primary reason
doctors need to have their own GP.
‘Doctors are often stressed
about the negative culture of the
medical practice or hospital in which
they work,’ she said. ‘We need to
encourage all doctors to have their
own trusted GP close to where they
live and work.’
Visit www.beyondblue.org.au for
more information on the beyondblue
National Mental Health Survey of
Doctors and Medical Students.

8

appropriately and not say, “You can write a
script for yourself”.
‘You take charge and you order the
investigations for the DP, so that you facilitate
the care in the usual way and avoid taking
shortcuts.’
Matters of privacy
The privacy of any patient is fundamental to
quality general practice. The consequences of
inadequate privacy can be different for DPs,
however, particularly in the case of sensitive
medical information.
‘If I am treating another doctor I actually
make their records private so only I can
access them, no other staff members, and
they are password-protected,’ Higgins said.
‘I think you are dealing with different
sensitivities. Sometimes, especially when
you are dealing with information which could
be detrimental to another doctor if it was
made public, I think it’s just that extra layer of
security so a doctor will attend another doctor.

You want to give the
doctor-patient the feeling
that you are looking after
them the way you would
any other patient
‘I do make that very clear at the start; that I
will make their records private.
‘I will also remind them of that conﬁdentiality
frequently. It’s just trying to make the
consultation a safe place.’
Rural GPs like McPhee, who works in a
town of fewer than 16,000 people, will often
have to handle DPs’ privacy differently. It can
be difﬁcult for rural doctors to seek healthcare
due not to only the closer nature of the
community, but also the fact they likely know
the GP personally or professionally.
‘With a rural practice, these are people you
have to work with closely in a professional
capacity, as well as be their doctor,’ McPhee
said. ‘There’s not a lot of places they can go
to seek care, so often you end up looking after
doctors because there is no other choice.
‘The issue of conﬁdentiality is a major
problem, particularly in a small country town.
Your business is everybody’s business and it’s
often quite difﬁcult to have a private life.
‘Probably the major thing is the doctor
sitting in the waiting room where all of the
other patients can see them.’
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McPhee believes rural, as well as urban,
GPs and their staff always need to be
mindful of the potential sensitivities of a
situation like a doctor being reluctant to sit
in a practice waiting room.
‘[It’s about] being respectful of their
privacy and maybe having to see them after
hours, or making sure they can come in
the back door so they are not sitting with
other patients in the waiting room,’ he said.
‘And managing your staff and making it
very clear that these people’s issues have
to be protected.’
Despite such logistical issues,
Adjunct Associate Professor Leanne
Rowe AM, a Melbourne GP with a special
interest in treating doctors, believes
doctors are prepared to make the effort
to visit a GP, but the increased use of
remote conferencing solutions may help
facilitate the process.
‘I have been talking to a number of
doctors about what would make it easier
for them to access healthcare and they
have suggested that availability of GPs and
psychologists and psychiatrists through
videoconferencing may make a big
difference,’ she said.
An ethical question
The issues of mandatory reporting and
knowing what to do when faced with
an impaired colleague were raised a
number of times during the RACGP’s
‘Doctors treating doctors’ educational
Twitter discussion.
‘You do see clinicians who don’t perform
well and then it’s a matter of how you
manage that and report them,’ McPhee
said. ‘It is quite painful when you have
to report another doctor for essentially
poor performance or sometimes even
dangerous practice.’
Broadly speaking, GPs are required to
make a report to the Australian Health
Practitioner Regulation Agency (AHPRA) if
they feel any other practitioner’s behaviour
constitutes ‘notiﬁable conduct’ which is
a risk to the public (refer to breakout on
page 9). However, the need to report is
not always black-and-white and treating
GPs can look for help.
‘The calls that MDA National gets
about doctors treating doctors can
often be questions about mandatory
reporting. That is an issue for doctors
and adds to the complexity of treating
doctors,’ Deacon said.

‘The obligation for the treating doctor
mainly arises in the situation where the DP
does not have insight. For example, in the
case of someone who has a dementing
process, perhaps an elderly doctor, or has
some psychiatric condition where they lose
insight, then it may be appropriate for the
treating doctor to report that DP.
‘But in the case of, say, a doctor with
a blood-borne virus who is appropriately
restricting their practice to avoid exposureprone procedures and not placing the public
at risk, then the treating doctor may not
need to report them.’
McPhee’s experience in the area
has shown him a collaborative and
communicative approach is one of the most
effective when dealing with the complicated
subject of mandatory reporting.
‘It’s always better if you can develop a
plan with the doctor and perhaps involve a
medical defence organisation and draw up
a plan that you can then present to AHPRA
as to how the doctor is going to mitigate
or manage this problem,’ he said.
Deacon believes that while the issue of
dealing with an impaired colleague is difﬁcult
enough, having to do so with someone who

works within your own practice makes the
situation even more problematic.
This is one of the reasons Deacon
recommends healthcare professionals,
particularly those in primary care, have a
GP external to their own practice. She cites
the fact doctors may be reluctant to share
personal, possibly embarrassing, details with
someone they work with every day, as well as
potential issues of conﬁdentiality among all
members of the practice staff.
‘The DP is going to have difﬁculties
in being prescribed antidepressants, for
example. Do they really want everyone
to have easy access to that information?’
she said. ‘Whereas if you are going to see
a GP at another practice, you make an
appointment in the usual way, you are in the
consultation room and that time is dedicated
to talking about the DP’s health.
‘You can get a consultation and best
practice that way.’
Reference
1. beyondblue. National Mental Health Survey of Doctors
and Medical Students. Available at www.beyondblue.
org.au/about-us/programs/workplace-and-workforceprogram/programs-resources-and-tools/doctors-mentalhealth-program [Accessed 24 April 2015].

Mandatory
reporting in
general practice
GPs are required to make
a report to the Australian
Health Practitioner Regulation
Agency (AHPRA) if they feel
any practitioner’s behaviour
constitutes ‘notiﬁable conduct’
which is a risk to the public.
AHPRA’s Guidelines for
mandatory notiﬁcations deﬁnes
notiﬁable conduct, in part, as
a practitioner who has ‘placed
the public at risk of substantial
harm in the practitioner’s practice
of the profession because the
practitioner has an impairment’.
Visit www.medicalboard.gov.
au/Codes-Guidelines-Policies/
Guidelines-for-mandatorynotiﬁcations.aspx for more
information on mandatory reporting.

Melbourne Convention and Exhibition Centre

21 – 23 September 2015
www.racgpconference.com.au
OUR FUTURE IN PRACTICE

Registration now open
earlybird closes 7 july 2015
\ Three days of workshops, oral sessions and short papers
\ More Active Learning Module (ALM) topics
\ More CPR workshops
\ Exciting social program
\ One of the largest general practice trade exhibition in Australia

Save
with early bird
registration rates*

Program and registration available at www.racgpconference.com.au
* Discount appllies to full registration for RACGP members and non-members only. Excludes
student, New Fellow and QI&CPD provider package holder registration.
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PSYCHOLOGICAL INJURY

Assessing capacity
BEVAN WANG

Understanding the
complexities of
psychological
work-related injuries.

RACGP position
A position statement from the
RACGP and the Australasian
Faculty of Occupational and
Environmental Medicine into the
health beneﬁts of work found that:
• work is an important part
of rehabilitation
• work is a therapeutic intervention
• waiting for recovery typically
delays recovery
• staying away from work may
lead to poorer health
• employer-supported early return
to work helps recovery.5

10

Australian GPs conducted an estimated
16 million mental health-related consultations
in 2012–13, which represents 12.3% of all
doctor–patient encounters.1 Assessing mental
health claims in the workplace has increased
signiﬁcantly and GPs are now handling far
more complex cases.
‘The biggest growth with mental health
consultations is in the workplace environment
and relationships, whether it is bullying or
harassment,’ Dr Ray Moore, a Victorian GP
with a special interest in occupational health,
told Good Practice. ‘It is a lot more complex
because most times it is mixed up with all
sorts of things, which makes it really difﬁcult.
‘The biggest constraint [to GPs helping
patients] is time, and remuneration for that
time, because Medicare certainly doesn’t
cover the GP in this area.’
Workers’ compensation is one of the
most signiﬁcant aspects of mental health
consultations in general practice, where
data has shown an increasing trend in the
rates of claim.2
‘This really came to a head in mid-2011,
when we had more people in Australia on
disability support pension than unemployment
beneﬁts,’ Dr Peter Cotton, a psychologist
with WorkSafe Victoria, told Good Practice.
‘There was a real concern because the
longer someone stays off work, the more
disengaged from work they tend to become,
with a corresponding risk of drifting onto
long-term welfare beneﬁts.’
Data from WorkSafe Victoria indicates
injured workers who have been off work for
up to four weeks have an 89% chance of
returning, but that ﬁgure drops to 57% after
six months away from work.2
According to his experience in examining
workers’ compensation claims, Cotton
believes medical certiﬁcation can be
somewhat more ‘liberal’ with mental health
than with physical injuries due to, in part,
the close relationship and increased level of
understanding GPs have with their patients.
‘GPs do acknowledge that they struggle
in this space and, often, the certiﬁcation
can be more inﬂuenced by the personal
preferences of the individual rather than
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any substantive assessment of functioning,’
he said. ‘We do have more latitude granted
when it is a mental health issue as opposed
to a physical issue because there is a fear of
aggravating symptoms.’
Functional capacity
Assessing a person’s ability to return to work
is something all GPs will likely encounter in
their professional life. The situation is often
more complicated, however, when it comes to
assessing a person’s mental health.
‘Ultimately, there is no consistency in the
approach that GPs should take because
every patient will be different,’ Moore said.
‘I would spend the best part of 30 minutes
with a patient in the initial contact, where
I try to engage with them. We talk about
capacity – what they are doing now – then
reﬂect it back to them in their own words and
they can realise they can actually cope, even
if it is just a bit.
‘It takes me a couple, maybe three,
consultations, quite long consultations, to
actually get a good handle. You just need to
press on with these patients.’
Victorian psychiatrist Dr Dielle Felman
agrees it is important for clinicians to take
time to thoroughly assess an injured worker.
‘The ﬁrst thing I make sure I do is have the
time, because these evaluations take a lot of
time,’ she said. ‘When I am with an injured
worker, I try to understand their symptoms,
their functioning, their experiences and the
barriers that may be impacting them.
‘Having a good understanding of these
elements is important in the assessment
of capacity for work. When a patient has a
reduced capacity, this information can also
inform recommendations for modiﬁed duties,
helping to keep the injured worker at work in
a safe and achievable manner. This reduces
the risk of a prolonged absence, which we
know can be adversarial to recovery.’
Data from Safe Work Australia found the
average work time lost due to mental health
claims was 11.8 weeks in 2008–09, more
than three times greater than other serious
claims.3 The new WorkSafe Victoria and
the Transport Accident Commission (TAC)

Images Dielle Felman; Ray Moore; Avant

‘Certiﬁcate of Capacity’ has shifted the focus
towards the ability to do speciﬁc tasks.
‘The new Certiﬁcate of Capacity being
trialled has an emphasis on what the person
can do. The aim is to really certify more on
the basis of their capacity,’ Cotton explained.
‘Often, the patient may not even know about
some of the alternatives that are available at
the work site, or even modiﬁcations.’
Felman also believes it is helpful for
clinicians to consider targeted questions
that enable a purposeful and more objective
assessment.
‘Most of the time in psychiatric injury, the
diagnosis is less important than assessing
their level of functioning,’ she said. ‘A big
piece of the assessment is going through
what the patient can actually do if they are
off work and seeing whether their functioning
correlates with a capacity for some work.
‘If someone is out and about, seeing
friends, engaging in recreational pursuits
such as playing sport, driving, reading the
paper or a book, they are likely to have some
work capacity. As opposed to if they are at
home, spending their days on the couch or in
bed, struggling with activities of daily living.’
For Moore, the use of ‘case conferencing’
– usually involving the GP, injured worker,
employer and insurer – is going to increase
when assessing functionality.
‘I actually think this can be a really efﬁcient
way of dealing with the more challenging
return-to-work cases,’ he said. ‘It is efﬁcient
in that everybody is in the room at the same
time and this cuts down the backwards and
forwards of information and everyone can
have their say and thoughts out in the open.
‘If you look at the whole aim of the case
conference and what it’s about, you realise
that it is important to get the injured worker
back to work at a stage at which they can
work the best.’

Legal hurdles
How much of the patient’s information to
include is one of the major challenges in the
area of workers’ compensation. According
to Kate Gillman, special legal counsel
for medical defence organisation, Avant,
it is important for GPs to be very clear
about their role.
‘The GP provides a medical opinion based
on the clinical examination of the patient
and should really restrict any opinion to the
patient’s speciﬁc condition or prognosis,’ she
told Good Practice. ‘That involves giving a
clinical opinion on the injury, illness, capacity
to work, any limitations to their ability to work,
and being open to revising that opinion if the
situation changes.’

Most of the time in
psychiatric injury, diagnosis
is less important than
assessing the person’s level
of functioning
While Moore considers GPs to be their
patients’ strongest advocate, he agrees a
strict focus on the clinical aspects of the
claim is equally important.
‘It is very important to be as objective as
you can, but the ﬁrst and foremost thing is
to understand exactly what is happening and
what the patient perceives is happening,’
he said. ‘It is then important to try to
engage your patient or injured worker.
‘I don’t like the rush to start talking about
returning to work, particularly when things are
complicated, because you will just disengage
your patients. You will push them away and
they will end up not listening and taking in
what you have to say.’

Gillman urges GPs to understand the legal
implications of taking on patients for workers’
compensation claims.
‘There is a clear ethical duty on doctors
to only sign forms if they contain accurate
medical information,’ she said.
‘When GPs are taking on that role with
[their] patient, they need to explain to the
patient that not only do they owe them a
duty of care, but in signing the forms for
the patient they also take on a duty to the
third party to provide objective and correct
clinical information.’
Patient privacy and conﬁdentiality is another
potentially challenging issue, especially when
disclosing often very sensitive information to
third parties.
‘What we sometimes ﬁnd is that conﬂict can
arise at that point – between the employer,
the insurer, the GP and the patient – because
the patient may ask the doctor not to disclose
certain information,’ Gillman explained. ‘The
other difﬁculty for GPs is when the employer
comes back to the doctor and asks for
more information.
‘The most important thing to remember is that
GPs need to have the consent of the patient in
order to divulge any clinical information.’
Moore believes conﬁdentiality is one
of the most important aspects of the
doctor–patient relationship.
‘I don’t think the employer needs to know
anything clinical because the GP assesses
that and it is between them and their patient,’
he said. ‘I don’t have a problem talking
about the actual capacity and the conditions
or modiﬁcations for return to work, but the
other bits and pieces are not really relevant
to the employer.
‘We are all advocates in that we want
the best environment and outcome for our
patients to recover and restore capacity and
wellbeing. That’s the aspiration.’ >>

Left to right:
Psychiatrist Dr Dielle
Felman wants GPs to
be aware of the stress of
returning to work after
a psychological injury;
Dr Ray Moore uses case
conferencing with the
injured worker, employers
and insurers to help
assess functionality;
legal counsel Kate
Gillman advises GPs to
be clear with patients
about their role of
providing clinical opinion.
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>> From a medico-legal perspective,
Gillman understands the importance
of providing the full picture to the
employer and insurer.
‘Doctors who are in this situation have
to work through the balancing act between
patient conﬁdentiality and consent and
[GPs’] duty to the employer or the insurer, to
whom you have agreed to provide objective
and clear clinical information,’ she said.
‘There may be situations where you have
to consider whether you can complete that
form without speciﬁc information being
included at the request of a patient, and still
provide an accurate clinical picture that is not
going to mislead the employer or insurer.’
Work and good health
A study conducted in the United Kingdom
has found a lack of work, or ‘worklessness’,
is often associated with poorer levels of
overall health.4
‘The evidence is increasingly out there that
being at work is positive for your mental and
physical health,’ Felman said. ‘If you break
it down and think about it in simplistic terms,
if you are at work you have something to do
with your day.

‘Work provides stimulation, structure,
meaning and purpose. It contributes to
self-esteem and self-worth. There is
ﬁnancial remuneration and the potential for
social engagement.
‘Returning to work is often an
important part of recovery, but it needs
to be safe work.’
Cotton feels some structure and
meaning increases the likelihood of an
injured worker getting better and, ultimately,
returning to work.
‘I ask a range of questions around whether
they can read a newspaper, whether they
read novels before bed, how much time they
spend on emails or Facebook, whether they
can watch a television program,’ he said.
‘All of those sorts of questions enable you
to gain an assessment or a sense of their
substantive functioning.
‘Individuals actually fare better and improve
more when they have some structure, some
guidelines, direction and milestones.’
According to Felman, resistance from
injured patients requires the treating clinician
to ﬁrst understand the source of that
resistance. In cases where it is due to fear
of exacerbating their condition, it is vital

that there is an attempt to address the
workplace factors.
‘It is important to let them know that
just because we are going to trial a
return to work, it doesn’t mean that that
is the end of their claim,’ she said. ‘It is
also important that doctors continue to
support patients during the return-to-work
process, which can be associated with
increased stress.
‘Returning to work is a time to increase
follow-up, not reduce it.’
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PORTRAITS OF GENERAL PRACTICE

JOHN VAN BOCKXMEER

Will ‘doing without’
make us better at
‘doing with’?

Dr Jon van Bockxmeer practises in north-west
WA, where he regularly volunteers his time and
expertise. He was named WA Young Australian
of the Year in 2014 and is co-founder of the
Fair Game program, which provides sporting
equipment to disadvantaged children.

Hierarchy of needs
As I left the emergency department and
hailed a taxi, my driver soon tried to engage
my post-night shift brain with some early
morning conversation.
‘You know, the last time I took my friend to
the GP all they gave him was paracetamol,’ he
told me. ‘He has a brain tumour, you know.’
As I tactfully changed the subject, I began to
wonder what life without paracetamol would be
like for GPs. How would we treat symptomatic
fevers in inconsolable infants, for example?
Is something so readily accessible a poor
therapeutic choice?
I was interested to see recent evidence in
the British Medical Journal (BMJ) indicating
my taxi driver might have not have been far
off in thinking that paracetamol is too readily
administered as a default therapy. Independent
reviewers extracted data from 13 randomised
trials and concluded paracetamol was no better
than placebo for patients with lower back pain.1
But, despite this statistic, no access to
simple analgesia would result in immeasurable
disability and suffering every year. A variety
of practitioners and the Human Rights Watch
propose that an unreasonable failure to treat
pain is unethical practice and an abrogation of
a fundamental human right.2
One of the most basic roles of a primary
health practitioner is to alleviate pain, but where
does this sit for the daily needs and priorities of
our patients and our practice?
Telling experiences
As most would know, Maslow’s ‘hierarchy
of needs’ reduces the basic requirements
for human psychology to a pyramid in which
physiological needs, including food, hydration
and shelter, are at the core of behaviour and
interaction. Attention to the higher-order needs
can lead GPs to lose sight of the fundamental
aspects that may have the largest impact
on patient care.
Some recent experiences have challenged
and helped to shape my understanding of the
hierarchy of needs in general practice.
Eighteen months ago I began work in
single-doctor clinic in WA’s remote Kimberley
region. Flying small in planes and delivering
cold chain, I was powerless to prevent
communicable diseases through vaccination
without access to reliable refrigeration.

One of my most challenging patients was a
lady with Hashimoto’s thyroiditis who lived in
a remote community without a nursing post.
There was no way to ensure her medication
would remain at the correct temperate to
maintain a therapeutic level. Without regular
electricity, clinics cannot deliver the core
functions of primary care – medications,
diagnostics or preventive medicine.
While I was working in Timor Leste (East
Timor) we saw many patients with renal colic.
With limited resupply of dipstick urinalysis
and no advanced imaging, clinical diagnosis
was essential. After asking the local nurses
about treatment protocols, they suggested
collecting urine and administering intramuscular
tramadol. Concerned about the number of
syringes and needles required, I asked why we
weren’t using oral analgesia. ‘The water makes
patients more sick, so we use needles’ was the
answer I received.
Shocked that I had taken something as
simple as clean drinking water for granted, we
began purchasing bottles for the administration
of oral medication. I quickly realised hundreds
of litres would be needed and wondered how
the staff would adapt to a change in policy.
Efforts to deliver primary care in a developing
country were being hampered by a lack of
something we take as a given.
Doing without in situations like these has
made me appreciate the essentials GPs
need to provide care. Have you considered
what medicine would be like without simple
analgesia and antibiotics, electricity, cold
storage and safe drinking water?
A GP’s hierarchy of needs is representative
of Maslow’s and we are lucky to take the most
important aspects for granted and focus on
everything else. This is representative of the
strength of the Australian health system.
If we take a moment to understand the
impacts of doing without, maybe we can
prioritise and do more with what we have.
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Evolving
treatment
233,000

BEVAN WANG

Australians are living with chronic hepatitis C

New recommendations by the Pharmaceutical
Beneﬁts Advisory Committee will change the
way hepatitis C is managed in general practice.

10,000

More
than

new cases of hepatitis C in Australia each year

22%
14

of all liver
transplants result
from hepatitis C

Reprinted from Good Practice Issue 6, June 2015

Chronic hepatitis C is a slowly progressive
infection that can cause liver ﬁbrosis and
eventually develops into cirrhosis of the
liver in 20% of the affected population.1
‘Hepatitis C is an RNA [ribonucleic
acid] virus that infects the liver,’ Dr Alex
Thompson, Director of the Department
of Gastroenterology at Melbourne’s
St Vincent’s Hospital, told Good Practice.
‘In about 25% of cases, the infection is
thrown off and resolved, but in 75% of
cases it establishes persistence.
‘The rule of thumb is that it is
considered persistent once it has been
present for six months.’
The current treatment for hepatitis C
includes pegylated interferon and ribavirin,
both of which can cause severe side
effects, including mood disturbances,
anaemia, blood clotting, fatigue and
insomnia.2 However, a new interferonfree treatment has meant GPs who are
skilled in hepatitis C diagnosis, treatment
and management can better serve this
patient population.
‘In 2012, there were over 95% of
people diagnosed who had been living
with hepatitis C for two years before
being tested. GPs can play a big role [in
earlier identiﬁcation],’ Dr Lara Roeske,
a Melbourne GP who represents the
RACGP on the Federal Government’s

Hepatitis C Public Hearing, told Good
Practice. ‘This lag time is of concern for
both the individual and the public at large
because it means a delay in treating and
therefore an ongoing risk of transmission
by those who are unaware of their status.
‘The issue will be educating and
preparing the general practice workforce
to embrace the management of patients
living with hepatitis C. It really does fall well
within the domain of general practice and is
one of the things that GPs do well.’
It is estimated that 90% of new
hepatitis C infections, and 80% of
prevalent cases, are the result of unsafe
intravenous drug use.2 People living with,
or at risk of, infection often experience
stigma and discrimination within the
healthcare and general communities.3
Discrimination has been noted as a
signiﬁcant barrier to accessing treatment,
information, prevention and care.
‘Injecting drugs is an illegal activity.
Anyone who is currently an injector or has
a past history of injecting experiences the
stigma of that when they disclose that
they have hepatitis C, are in treatment,
or once had the virus,’ Dr Max Hopwood,
a Research Fellow with the Centre
for Social Research in Health at the
University of New South Wales, told
Good Practice.

Left to right: Dr Lara Roeske believes new treatments will make handling hepatitis C in general practice ‘safer and more attractive’; Research Fellow Dr Max Hopwood wants to see
increased awareness of the new treatments; clinical researcher Dr Alex Thompson warns of a rise in hepatitis C patients as the population ages.
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‘They are often afraid of accessing
health services because of what the
clinician will think.’
Breaking new ground
More than 230,000 Australians currently live
with chronic hepatitis C and 58,000 of those
have moderate to severe liver disease.2 These
ﬁgures, and treatment for people who already
live with the infection, are likely to increase.
‘As the hepatitis C population ages, we
are starting to see a lot more people coming
to the at-risk age bracket,’ Thompson said.
‘They have spent the last 20 years developing
slowly progressive ﬁbrosis and over the next
decade they are coming to the cirrhosis and
liver cancer window.’
The Pharmaceutical Beneﬁts Advisory
Committee (PBAC) earlier this year
recommended new hepatitis C antiviral
therapies be included in the Pharmaceutical
Beneﬁts Scheme (PBS). The PBAC
described the new treatments as ‘very
effective’ and said they should be considered
appropriate for the general schedule,
rather than S100.
‘At the moment, for hepatitis C genotype
one, the treatment consists of a cocktail of
three different treatments: interferon for at
least 24 weeks – 48 weeks in a lot of patients
– combined with ribavirin, plus a prohibidas
inhibitor,’ Thompson said. ‘We are going to go
from that sort of treatment paradigm to a new
regimen, the most exciting of which is one
pill a day for 8–12 weeks with cure rates of
90–95% with no side effects.’
If approved by the Federal Government,
the new antivirals could signiﬁcantly change
the management and treatment of the virus in
general practice.

‘We have new treatments that have
become available that have a very good cure
rate compared to the current treatment, with
far fewer side effects,’ Roeske explained.
‘Managing hepatitis C [in general practice] is
going to be a lot safer and more attractive.
‘It also means we can cure more people
[in general practice] and patients are not
going to need the support of specialised
clinics to manage a whole raft of adverse
reaction to treatment.’

treatment from specialist tertiary-based
healthcare settings to more involvement of
primary healthcare professionals’.4
‘The message for GPs is that they really
do play a role in the early detection of
hepatitis C patients,’ Roeske said. ‘They also
play a role in patient discussion in terms of the
management and treatment decisions.
‘We are going to see GPs engage with
new treatments and really look to providing
a service where they can not only diagnose
and detect, but treat high volumes of
patients without the need of hospital or
specialist input.’

The new treatments
have a very good cure rate.
Managing hepatitis C in
general practice is going
to be safer and more
attractive
Despite a diagnosis rate of more than 80%,
Australia’s current hepatitis C treatment rates
remain extremely low at an estimated 1–2%.3
‘Before the interferon-free treatments, it
was very hard to sell a regimen that has such
a history of side effects,’ Hopwood said.
‘There are a lot of people who would really
beneﬁt from some of this treatment, but it
is hard to get through to them that these
treatments are becoming available.
‘A lot of people who are affected by
hepatitis C don’t know about [new] treatments
because there isn’t a lot of information
out there, even among some doctors in
family practices.’
A key objective in the Federal Department
of Health’s Fourth National Hepatitis C
Strategy 2014–2017 is ‘transitioning

Call to action
The burden of disease caused by hepatitis
C continues to rise in Australia. Cirrhosis,
cancer and liver failure, as well as the possible
need for a transplant, have all increased
signiﬁcantly.4 According to Hepatitis Australia,
22% of all liver transplants in Australia are a
result of chronic hepatitis C infection.2
‘[Hepatitis C] causes infection of the liver
and after 2–3 decades the liver can generally
become quite ill,’ Hopwood said.
‘One of the things to note is that most
people [with the infection] are not concerned
because hepatitis C is not something you are
going to die of tomorrow. People tend to put
[treatment] off.
‘As a result, it can lead to ﬁbrosis and
cirrhosis, and it can lead to liver cancer and
end-stage liver disease, which can ultimately
lead to death.’
Primary liver cancer mortality, a majority
of which is a result of chronic hepatitis C,
is rising faster than any other types of
cancer, having increased three-fold between
1982 and 2007.5 >>
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>> ‘After about 20 years, one in three
people with hepatitis C will develop mild to
moderate liver disease, a quarter will develop
cirrhosis, and 3% will develop hepatocellular
cancer,’ Roeske said. ‘Hepatitis C is going
to increase the number of liver cancers in
Australia and something needs to be done.’
Targets in the Fourth National Hepatitis C
Strategy 2014–2017 include halving new
incidence of hepatitis C and doubling the
number of patients receiving treatment.4
‘Hepatitis C has actually been targeted
as one of Australia’s most commonly
notiﬁed infectious diseases,’ Roeske said.
‘It is estimated that we are seeing about
10,000 new infections per year and this
number is going to keep increasing, which
is quite scary.
‘Much more needs to be done to reduce
this number and really target those who need
to get the treatment before it’s too late.’
According to Hopwood, a lack of
knowledge around hepatitis C can make it
difﬁcult for affected patients to receive the
appropriate care.
‘One of the other barriers could be
access because a lot of family practices
don’t have a lot of expertise in terms of

hepatitis C,’ he said. ‘It is pretty hard for
someone in suburban Sydney or regional
NSW to be able to get access to the right
kinds of information and the right doctors
who can implement treatment for them.’
It is believed the general practice setting
will be best placed to focus on those most
at risk through targeted case-ﬁnding and
risk-based assessment.6
‘The Australian Government is actually
really interested in seeing what can be done
about this rising number [of people with
hepatitis C], particularly how the general
practice workforce can be engaged,’ Roeske
said. ‘Part of that is using GPs to target the
treatment and management at the general
practice patient population.’
Roeske hopes GPs can help overcome
common perceptions that hepatitis C
management should largely focus on
custodial inmates and people who use
intravenous drugs.
‘We need to focus on prisoners and drug
users, but GPs need to know that there are
others at risk,’ she said. ‘For example, a lot
of the older people who got hepatitis C back
in the ’60s and ’70s are now starting to
really show symptoms on their liver.

‘If we look at our patient catchment, older
patients and their partners, and groups like
men who have sex with men, all should
be screened and managed if they have
[hepatitis C]. GPs see many more cases
of hepatitis C than they know, and they will
soon be able to play a much greater role.’
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Sickness
certificates
SARA BIRD

Determining when to
write or not to write.

This article is provided by MDA National.
They recommend that you contact your
indemnity provider if you need speciﬁc
advice in relation to your insurance policy.

GPs frequently receive patient requests for
sickness certiﬁcates and, at times, face
ethical and professional dilemmas when
responding to these requests.
A number of medico-legal questions
and concerns can arise when dealing with
sickness certiﬁcates.

Where there is a discrepancy between the
period for which the certiﬁcate is issued and
the date of the certiﬁcate, supplementary
information that explains the inconsistency in
the certiﬁcate will be of assistance.

I do not think there is a valid reason for
a sickness certiﬁcate
This represents a challenging situation in
which there may be a conﬂict between
your role in supporting a patient and your
professional obligation as a doctor to only
sign certiﬁcates that you know, or reasonably
believe, to be true.
It is important to remember that you may
decline to issue a sickness certiﬁcate if you
feel it is inappropriate to do so. According to
the Medical Board of Australia’s (MBA) Good
medical practice: A code of conduct for doctors
in Australia, good medical practice involves:
• being honest and not misleading
when writing reports and certiﬁcates,
and only signing documents you
believe to be accurate
• taking reasonable steps to verify the
content before you sign a report or
certiﬁcate, and not omitting relevant
information deliberately.1
You have a professional responsibility to
obtain sufﬁcient factual information through
history and examination in order to issue a
sickness certiﬁcate. You should not provide a
certiﬁcate when you believe there is insufﬁcient
evidence of illness or disability.2
The certiﬁcate may include information
provided to you by the patient, but any medical
statements must be based on your own
observations or indicate the factual basis of
those statements.3 Signing a false, inaccurate
or misleading certiﬁcate can have signiﬁcant
legal consequences, including the possibility of
disciplinary action against you.
Can I ‘backdate’ a sickness certiﬁcate to
cover a prior period of illness?
A sickness certiﬁcate must always be dated
on the day it is written. However, there may be
medical conditions that enable you to certify
that a period of illness occurred before the date
of the consultation.
You need to carefully consider the
circumstances before issuing a certiﬁcate to
certify a period of illness prior to the date of the
examination, particularly in relation to patients
with a short, minor illness not demonstrable on
the day of the consultation.2

What if the patient does not want to
include a diagnosis or other information
in the certiﬁcate?
A patient’s right to conﬁdentiality must be
respected. Some employers may require a
diagnosis on the certiﬁcate, but this should
only be included with the patient’s consent.
An employer has the right to accept or
reject a certiﬁcate. Ultimately, it is the patient’s
responsibility to ensure that their employer’s
requirements for sickness certiﬁcation and
leave have been met.
Employers may, in reasonable
circumstances, seek further information
about the content of a sickness certiﬁcate
from the doctor who issued it. You should
verify the employer’s identity (eg ask the
employer to put their request in writing on
letterhead) and obtain the patient’s consent
prior to disclosing further relevant information
to their employer.2
The employer has asked me to verify the
accuracy of a sickness certiﬁcate
It is not a breach of the patient’s conﬁdentiality
to conﬁrm the accuracy, or otherwise, of the
certiﬁcate in this situation.
If the document is fraudulent, you have
no duty of conﬁdentiality in relation to a
document you have not prepared. However,
your duty of conﬁdentiality means you
should not provide the employer any other
information, such as consultation dates
or the patient’s diagnosis, without the
patient’s consent.
If you do become aware that your patient
has forged a sickness certiﬁcate, you need
to consider whether or not to contact the
patient. In view of the breach of trust in
the doctor–patient relationship, it may be
appropriate to end that relationship.
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Paul Carter’s belief in
not judging patients
has helped shape and
inspire his general
practice and literary
careers.

A rural GP in Victoria’s Macedon
Ranges, Dr Paul Carter knew he
wanted to practise medicine from a
young age. A tragic loss during his
childhood motivated him to pursue a
career that would allow him to help
those most in need.
‘When I was a small child, my
brother unexpectedly died and I
deﬁnitely think my interest in medicine
dated from around that time,’ he said.
‘It didn’t feel conscious at that time,
I think that came later, but I knew from
about the age of 10 that all I wanted to
do was medicine and I was very focused
on doing that.’
UK-born Carter completed his medical
education and trained as a pathologist in
London before a prospect ‘too good to
pass up’ led him to Australia.
‘I was offered the opportunity to
come out and join the pathology staff at
the Royal Melbourne Hospital in 1976
and I came out here on a six-month
exchange,’ he said. ‘The actual truth
is that I did a “Shirley Valentine” and I
never went home.’

Carter spent the next few years of his
Australian life looking down a microscope,
even establishing his own successful private
pathology practice.
‘In 1986 I realised that I was really fed
up with pathology and I didn’t want to
spend the rest of my life looking at slides.
I actually wanted to spend my life with
real life patients who answered back and
that is why I decided to get into general
practice,’ he said.
‘It has been the most wonderful career
change and I absolutely, thoroughly love my
professional life. It is a decision that I have
never regretted for one second.’
Carter was born and raised in the
small village of Warwickshire, in the West
Midlands region of England. He always
envisaged himself living in the countryside,
away from the busy streets of London or his
adopted hometown of Melbourne.
‘I eventually gave up the city and pathology
and bought a property in the Macedon
Ranges, about an hour north of Melbourne,
and joined with the local GP there in
Romsey,’ he said. ‘I really got plunged into
this world of rural general practice and it was
very much like jumping in the deep end.
‘The combination of countryside and
medicine is perfect for me.’
Carter’s ﬁrst taste of rural general practice
came in the small Victorian community of
Euroa, 150 km north-east of Melbourne.
‘My private pathology practice was bought
out and I was at a little bit of a loose end
when I was offered by a friend to locum for
him,’ he explained. ‘I knew it was going to
be really challenging. I went up there for
three weeks and absolutely fell in love with
the work I was doing and with the people in
the community.
Paul Carter’s two books reﬂect on his experiences in
rural general practice and feature more than 50 stories
inspired by his patients.

18

Reprinted from Good Practice Issue 6, June 2015

Images Paul Carter

Never judge a
book by its cover

Book give-away
Tales of a country doctor (formerly Hale and hardy: Tales and recollections from a country practice) and
its sequel, The further tales of a country doctor, feature dozens of stories from Paul Carter’s experiences
as a GP in Victoria’s Macedon Ranges.
Tales of a country doctor tells of a GP’s navigation through the challenges of rural general practice
and his connection with his community. To enter the draw to win one of three copies, email your name
and postal address to goodpractice@racgp.org.au
Entries close 16 June 2015

‘I just knew then that [rural general
practice] was something I really wanted to do
for the rest of my life.’
Reciprocal care
Like many rural GPs in Australia,
Carter believes in the intrinsic link
between a general practice and the
community it serves.
‘I have been very fortunate with the
community that I came into,’ he said. ‘It is a
community that I am still very much a part of
and I have been here now for 28 years.
I wouldn’t dream of going back to the city.’
Carter and Dr Marina Kefford established
Lanceﬁeld Country Practice in 2009
after the Macedon Ranges township of
Lanceﬁeld was without a medical centre for
18 months. Carter has since moved to a
part-time role that involves mentoring the
next generation of GPs.
‘I have managed to get four young doctors
who work with me because I am a lot slacker
than I used to be and just work three days a
week. Three big days, I must say,’ he said.
The practice serves more than 4500
patients in the Macedon Ranges catchment
and provides emergency stabilisation for
acute patients.
‘[Lanceﬁeld Country Practice] was the
recipient of the Federal Government grant
with which we were able to build a state-ofthe-art emergency room,’ Carter said.
‘One of the areas that I am personally
interested in is emergency medicine, in terms
of stabilising patients for transfer. We see a
lot of horse, tractor and chainsaw accidents.’
Lanceﬁeld Country Practice’s statement
of purpose – ‘toward a happier, healthier
community’ – is something Carter adheres to
in his daily working life.

‘It is absolutely vital to have that
engagement with your community when
you are out in the country,’ he said. ‘I have
been a part of the community now to a
point where there is an endless stream
of involvement in birthdays, anniversaries,
weddings and funerals.
‘At a practice and personal level, there
is total engagement with the community
that we are in and I couldn’t imagine my life
now without that.’
Carter’s efforts for the people in his
community have spurred them to return the
favour in times of need.
‘Through overworking, I fell ill for a while
and I learnt the doctor–patient relationship
is not one way. It really is reciprocated,’ he
said. ‘Inasmuch as I have looked after [the
community] all these years, they all rallied and
looked after me. They were very much part of
me recovering and getting better and getting
back in the saddle.
‘One is told that you have to keep your
personal life and your professional life quite
separate. But the truth is, in a small rural
community that is not possible.’
Pen to paper
Another of Carter’s passions lies in writing.
After almost three decades in rural general
practice, he has penned two books
about his experiences and he is currently
working on a third.
‘Through the richness of my experience
with all of these wonderful characters I have
met since I moved up here, I have all these
stories in my head,’ he said. ‘I went over to
Lord Howe Island [New South Wales] once for
locum work during winter and the weather was
so vile you could hardly step outside the clinic.
‘I had my laptop with me and since I
couldn’t go out I sat down and thought I would
write a story. From that, it gradually grew into
the ﬁrst book and then the second.’

Carter’s ﬁrst two books, Tales of a
country doctor (formerly Hale and hardy:
Tales and recollections from a country
practice) and The further tales of a country
doctor, are collections of 50 interlocking
short stories about individual patients and
his experience as a doctor in Victoria’s
Macedon Ranges.
‘The story I wrote on Lord Howe Island
was about a guy who lived in his car with his
dog,’ Carter said. ‘I was fascinated by how
paper-thin the difference is between having
lives that are respectable, middle-class, and
people who are ill and living lives that are not
considered respectable.’
Carter’s next book will follow the same
theme around what his patients have taught
him, but will focus on one particular patient
and her struggles.
‘Quite a few years ago now, I got a
call on Christmas morning where a child said,
“Mummy is not well”. I ran off to the house
and Mum was lying absolutely comatose with
two children and there was no food in the
house, there was no Christmas tree and no
presents or decorations,’ he said.
‘The book is going to be about her
and how easy would it be to judge her
for doing that.
‘In fact, if you knew the story that led up
to that, instead of being cross with her you
will feel sympathetic.’
Carter’s writing follows his deep regard
and respect for every one of his patients,
something he believes is the foundation of
general practice.
‘I really wanted to tell stories of my
patients because we shouldn’t judge
someone based on their circumstances,’ he
said. ‘That is how I see general practice. It is
never our job to judge the patients who come
to seek our help.
‘It really encapsulates my whole
philosophy.’
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Dementia
and driving
PAUL HAYES

Advisor Committee and whose husband
stopped driving due to dementia several
years ago, told Good Practice.
With more than 330,000 Australians
currently living with dementia and that number
expected to rise to 900,000 by 2050,1
Alzheimer’s Australia is aware of the potential
problems – in terms of accidents, matters
of insurance, etc – of people driving with
cognitive impairment. Alzheimer’s Australia
Victoria has developed two new resources
to help GPs and other health professionals
start the conversation about people with
dementia limiting and eventually ceasing their
driving activities.
‘We want to encourage GPs and allied
health professionals to bring up the topic of
driving because it really is a subject that can
often be very confronting for people living with

Images Shutterstock; Alzheimer’s Australia Victoria; Malcolm Clark

Alzheimer’s Australia
Victoria has developed
new resources to help
healthcare professionals
raise the issue of driving
cessation among people
living with dementia.

A person’s ability to get themselves from
point A to point B is a central aspect of
their autonomy, even if it can be taken for
granted. As a person grows older, however,
that ability becomes fundamental not only
to their independence, but their capacity to
continue living their life as they choose.
Maintaining a driver’s licence thus
becomes especially important to people
as they age, particularly given they have
likely been driving for several decades. For
people living with dementia, the idea they
may have to stop driving can be a very
difﬁcult one to accept.
‘It’s an identity thing. People see their
driver’s license as part of who they are and
they believe it’s restricting their freedom if
they can’t drive,’ Anne Fairhall, who is on
Alzheimer’s Australia’s Victorian Consumer
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Let to right: Alzheimer’s Australia Victoria CEO Maree McCabe encourages GPs to raise
the issue of driving cessation with people with dementia as early as possible; Dr Malcolm
Clark is in favour of a family-inclusive approach to discussing what is a sensitive topic.

dementia,’ Maree McCabe, Alzheimer’s
Australia Victoria CEO, told Good Practice.
‘It is so tied up with their independence and
staying socially connected.’
Alzheimer’s Australia Victoria has
worked with the Royal Automobile Club
of Victoria (RACV) to develop a tip sheet
to help health professionals approach
conversations on driving cessation, and a
quick reference card designed to show the
licencing and clinical pathway for a person
with dementia.
The RACGP has approved the tip sheet
and the quick reference card as accepted
clinical resources.
The tip sheet, in particular, can be useful
for GPs given the sensitive nature of driving
cessation and the potential for patients to
react negatively when it is raised.

‘The tip sheet was developed to support
health professionals to know what their
roles and responsibilities are when it comes
to a person living with dementia and their
driving,’ McCabe said. ‘We want them
to bring it up as soon as they can. The
earlier the better. It’s a conversation that is
best had early on.’
The new resources are not only about
telling a person with dementia they have
to stop driving immediately, but raising the
idea and helping them gradually limit their
driving activities.
Information on the tip sheet includes
helping drivers monitor their medical
condition and providing advice about how it
impacts driving; legal requirement for drivers
to report the condition, the licensing system
and medical reports; assessing ﬁtness to

drive based on national medical standards;
advice and support for the transition to
non-driving; and advice and support on
ways to stay active, mobile and connected.
Patient awareness
The fact people with dementia may not be
able to comprehend why they are no longer
able to drive can be a major hurdle in the
conversation about driving cessation.
‘By the time people have signiﬁcant
cognitive impairment and are not able
to drive, they also have insight problems
and don’t actually understand why,’
Dr Malcolm Clark, a Melbourne GP who
works with Alzheimer’s Australia Victoria
and has a special interest in aged care,
told Good Practice. ‘They can become
quite defensive.’ >>

Dementia and driving
information for health
professionals
Alzheimer’s Australia Victoria’s tip sheet and
quick reference card are available to order or
download at https://vic.ﬁghtdementia.org.au/
dementiaanddriving/healthprofessionals
Visit https://ﬁghtdementia.org.au for
more information about dementia and
Alzheimer’s Australia.
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>>This type of defensive reaction, as
well as a difﬁculty in understanding the
problem, was exactly what Fairhall’s husband
experienced when ﬁrst told he may have to
stop driving.
‘In the early stages he thought he could
drive. He was very defensive about that,’
she said.
‘He believed the judgement about whether
he was ﬁt to drive or was driving well was all
my imagination.’
Because of this possible failure to properly
and objectively identify the issue, Alzheimer’s
Australia Victoria believes the conversation
about driving cessation should ideally be
started by a healthcare professional, but also
include family members or other loved ones.
‘Sometimes it’s not easy for the family to
have those conversations. Their loved one
might say, “You don’t know what you’re
talking about”,’ McCabe said. ‘It can be a
lot easier for people to hear it from a health
professional rather than their family. It’s much
easier if there is also an objective party.’
This family-inclusive approach is one of
the most important aspects of Alzheimer’s
Australia Victoria’s tip sheet because it
helps to minimise damage to an existing
doctor–patient relationship.
‘Discussing driving with patients who
have cognitive impairment can often be
difﬁcult. It is a sensitive issue and GPs
are often concerned about the potential
detrimental effect on their relationship with
the patient,’ Clark said.
‘The feeling is sometimes that, in having
these conversations, we are playing a role in
taking away the patient’s freedom. There is
often guilt associated with that.

‘These resources … should help us as
health professionals ﬁnd the best way possible
to deal with what are sometimes difﬁcult and
complex situations, support people living with
dementia to accept that there is a time to
reduce and stop driving, and advise them on
other ways to remain mobile.

The resources are about
keeping people safe, having
the conversation about
driving cessation and helping
people living with dementia
stay engaged
‘Rather than shifting the responsibility onto
the doctors, it’s a much better idea to adopt
a long-term family approach. That’s where
these sorts of tools can be very handy.’
While Fairhall acknowledges the possibility
of damaging an existing doctor–patient
relationship, she believes patients with
dementia and their loved ones would
beneﬁt from GPs being ‘proactive’
when offering help.
‘I think it is important for GPs to know
that the carer, whether it’s a family member
or a general carer, is actually looking for
support from the doctor to help them deal
with the issue. The way doctors can help is
by working with the family, the partner, the
carer,’ she said.
‘The doctor can’t solve it and the family
can’t solve it, but together they can. As long
as they understand that the person [with
dementia] can’t solve it, either.’

Having the conversation
Suggestions from Alzheimer’s Australia for when and how to raise concerns about driving:
• Start discussions as early as possible after dementia diagnosis.
• When possible, have discussions following changes in medications or health status,
rather than after a driving incident.
• Short and frequent conversations, rather than a single lengthy discussion.
• Concentrate on the person’s strengths and the positive aspects of other options.
• Acknowledge the difﬁculties of driving cessation.
• Try to ‘normalise’ the situation – everyone will have to stop driving at some point.
• Focus on the nature of cognitive impairment – many people with dementia have safe
driving records, but this has no bearing on the future.
• Focus on the ﬁnancial beneﬁts – selling the car, no insurance payments, etc.
Visit https://ﬁghtdementia.org.au/about-dementia-and-memory-loss/dementia-anddriving to learn more about dementia and driving.
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Acknowledge the issue
Whatever the process, it is necessary for
healthcare professionals to be aware that
driving cessation is difﬁcult for a person to
accept on practical and personal levels.
‘To take somebody’s driver’s license – and
that’s how they see it, being taken from
them – is a big loss of their independence,’
Clark said. ‘It is also a bit of a loss of face
because it’s saying they are no longer
capable and that they are basically going to
become more dependent on other people.’
It is for these reasons the new resources
also help healthcare professionals and
families encourage people living with
dementia to seek alternative forms of
transport.
‘Ideally, it’s about encouraging people to
establish other ways of getting around and,
if they have never been on public transport
before, to be able to assist them use those
options,’ McCabe said. ‘Show them other
ways they can stay socially connected and
engaged in their community while preparing
them for the inevitable, which is giving up
driving at some point.’
McCabe believes GPs’ patient
relationships and status as the initial medical
contact make them vital to the treatment of
dementia, and driving cessation speciﬁcally.
‘Many patients have an established
relationship with their GP over many years.
They trust them, they talk to them about a
lot of issues and they are often the ﬁrst port
of call when someone notices things are
starting to be different for them and they
don’t understand why,’ she said.
‘GPs play a pivotal role, they really
do, and they are an amazing support
for the person living with dementia and
their families.’
While many of the speciﬁcs of the tip
sheet and quick reference card have been
developed for use within Victoria, the core
ideas can be implemented all over Australia.
‘The principles can be used around the
country,’ McCabe said. ‘The road laws are
different in different states, but this isn’t
about road laws. This is about keeping
people safe on the roads, having the
conversation [about driving cessation] and
helping people living with dementia stay
engaged in other ways.’
Reference
1. Alzheimer’s Australia. Dementia and driving –
information for health professionals. Available at
https://vic.ﬁghtdementia.org.au/dementiaanddriving/
healthprofessionals [Accessed 22 April 2015].
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IN MY PRACTICE

Giving
back
WA’s Fulham GP
believes educating
medical students
and registrars is a
fundamental aspect of
general practice.

Located in the Perth suburb of Cloverdale,
Fulham GP works to provide comprehensive
medical care to its local community. The
practice is located near the city’s airport and
services a wide range of people, including
refugees and asylum seekers.
‘We practise family medicine, so we see
the whole gamut of ages, from babies to
the elderly,’ Dr Tim Chappell, a Fulham GP
principal, told Good Practice. ‘We have also
seen refugees because we are the closest
practice to one of the detention centres in
Western Australia.’
Fulham GP always works to provide best
practice medical care, an attitude that inspired
Chappell more than 14 years ago.
‘I came down from Dampier [in north-west
WA] due to family reasons,’ he explained.
‘I was looking for a general practice to work
at and as soon as I walked in to Fulham
GP I knew instantly that it was a really
well run general practice and it had the
right atmosphere.

Communication, patient-centred care and continuing
professional development are among the most important
aspects of Fulham GP’s approach to providing healthcare.
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‘The practice had a really good attitude
toward patient-centred medicine.’
Another aspect of Fulham GP that
inﬂuenced Chappell was the formal and
informal meetings conducted on a weekly
basis for the continuing professional
development of all GPs and staff.
‘The one thing that impressed me
was that they held a doctors’ meeting
during potential patient consulting time,’
he said. ‘That does cost the practice
money in lost income, but it is something
the practice considers important for
professional development.
‘This has been maintained all the way
to today and it really does help us to
be able to get together and talk about
cases or issues.’
Fulham GP was ﬁrst established in
1996 by Dr Shiong Tan, who remains a
principal, and the practice continues to
have a team dedicated to servicing the
local community.

Images Fulham GP
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‘We have 14 consulting GPs and one or
two WAGPET [Western Australian General
Practice Education and Training] registrar
doctors at the practice, with six of the
doctors working full-time,’ Chappell said.
‘The majority of our doctors work part-time
because of other interests they might have
outside of the consulting rooms.
‘We also have ﬁve nurses covering 2.8
full-time positions and some of them are
engaged with home and health assessments.
‘The team works really closely together
to make sure we have the skills to run an
effective general practice for our patients.’
Treating the community
Fulham GP has been able to signiﬁcantly
improve and increase patient recall as a result
of effective teamwork.
‘No system is perfect but I believe we
have a reasonably strong recall system for
Pap smears and chronic diseases,’ he said.
‘Through our recall system and taking an
interest in each patient, they are more likely to
come back if there is a health issue.
‘As part of the work we do in our
community, we have a nurse visiting patients
in their homes to complete home health
assessments. We also visit nursing homes
and, as required, offer home visits.’
Consulting an average of 20–30 patients
a day, the doctors at Fulham GP are used to
seeing a range of primary healthcare issues.
The practice maintains a belief that GPs
should retain the skills to consult on a broad
spectrum of health matters.
‘One of the things that attracted me
to the practice was that it tries to offer
comprehensive medical care. We treat each
individual as they come,’ Chappell said.
‘[I believe] the idea that we have to have
a speciality can lead to a fragmentation of
patient care.’

Like many practices, Fulham GP has
been experiencing an increase in chronic
disease presentations in recent years.
‘Chronic disease is one of those areas
that will deﬁnitely grow, not just in our
practice, but in others as well,’ Chappell
said. ‘That is all part of general practice and
the care that a GP gives to their patients
and community.
‘One needs to be knowledgeable about
these issues and be able to deal with them
when a patient presents with a particular
issue which they might need to see you for
over a long time.’
According to Chappell, constraints of time
are often an issue when GPs are dealing
with complex diseases and he expects this
to increase with an ageing population.
‘With issues of chronic disease, it is really
important to spend the time and have a plan
that you have set up with the patient, and
to really try to stick to that plan,’ he said.
‘Obviously the plan needs to be reviewed
on an ongoing basis but, overall, there is
no real formalised thing when it comes to
time barriers.
‘One of the overarching themes that our
practice hopefully continues to follow is to
passionately care about our patients, taking
the time to treat them in the manner that we
ourselves would like to be treated.’
Education
Chappell heads the medical education
program at Fulham GP and believes it
is a skill that helps him give back to the
profession he loves.
‘I have just always enjoyed medical
education and have taught many medical
students, starting with my time in Dampier,’
he said. ‘I was quite keen to get involved
with registrar training because I felt I had
something to offer. I lectured medical

students at UWA [University of Western
Australia] and lectured in the allied
health department at Curtin University
for a few years.’
Chappell adopted a different approach
to medical students and general practice
registrars at Fulham GP after he experienced
some of the challenges of medical school
himself.
‘For the registrars, the formal aspect is
when we have ofﬁcial teaching on Tuesday
mornings, where we ﬁrst start off with any
questions that they might have from the
consultations and talk about the different
cases,’ he said.
‘It is really important to have this so, as a
team, we give feedback and talk about some
of the common issues and problems that they
are likely to face. It is important to have this
time so they know what they are doing right
and what needs to improve.’
Fulham GP’s passion for medical education
was recognised when it was presented with
the WAGPET Practice of the Year in 2013.
Chappell believes in a hands-on approach
when it comes to the education of the next
generation of GPs.
‘I am very passionate about the fact the
registrars can phone me at any time about
anything,’ he said. ‘I think it is important to be
available, approachable and to have a focus
on patient care.’
While Chappell acknowledges the loss of
revenue involved with the model of continuing
professional development employed at his
practice, it is something he believes pays off
in the long-term because patients ultimately
beneﬁt from better educated GPs.
‘The practice invests time and energy in
registrars and medical students,’ he said.
‘I honestly think it is worth it because it
is all part of giving back to the profession
that I love.’
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NATIONAL FACULTY OF SPECIFIC INTERESTS

Psychological medicine
BEVAN WANG

The RACGP’s
Psychological
Medicine working
group views
mental health as a
fundamental part of
general practice.

About the
working group
The NFSI’s Psychological Medicine
working group was established in
2012 and is currently developing a
diploma for GPs with an interest
in the area.
The group also plans to lobby the
Federal Government to reconsider
the limit of 10 annual mental health
consultations in general practice.
Visit www.racgp.org.au/
yourracgp/faculties/speciﬁcinterests or contact
pam.garrard@racgp.org.au for
more information or to join.
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The RACGP’s National Faculty of Speciﬁc
Interests (NFSI) Psychological Medicine
network was created in 2010 and evolved into
a working group in 2012. One of the group’s
key goals is to create a further qualiﬁcation
within the RACGP for GPs with a special
interest in psychological medicine.
‘One of the things that makes psychological
issues so important, particularly for the RACGP,
is that … psychological medicine is inescapable
for all GPs,’ Dr Jill Gordon, a Sydney GP with
an interest in the area, told Good Practice.
‘The group is working on a curriculum so
we can develop a diploma in psychological
medicine for those who are interested.’
As Chair of the working group, Gordon
believes her attraction to psychological
medicine is a result of responding to patients’
overall needs.
‘You really can’t escape psychological
medicine in general practice in 2015 because
it is just something that your patients and your
community would expect from you,’ she said.
‘If GPs have an interest in psychological
medicine, and they acquire knowledge and
skills, they are in a particularly good position to
help because they know the whole family and
the community. GPs are able to prescribe and
they are able to dedicate some time to effective
psychological strategies.’
Mental health issues can affect anyone. One
in ﬁve Australians aged 16–85 experiences a
mental illness in any given year, and almost half
of the population experiences mental illness in
their lifetime.1
‘It is normal to be depressed at times when
you hit adversity,’ Gordon said. ‘But to have a
depressive disorder, that means a lot of people
will present to general practice.
‘Depression is often associated with severe
chronic physical illness and it is very important
not to miss these psychological issues patients
have when they come in for more physical
symptoms.’
Identifying mental health
More than one in 10 Australian general
practice consultations in 2012–13 were related
to issues of mental health.2 Gordon believes
this number will increase as GPs improve their
processes of identiﬁcation.
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‘Not a lot has changed in terms of the
problems that you see in psychological
medicine because of the perennial aspects of
being human – we all have to deal with our own
mortality and our own fears around our safety
and the safety of those we love,’ she said.
‘What I have realised is that there has
been an increase in the recognition of the
role psychological factors play in health, an
increase in publicity.’

You really can’t escape
psychological medicine in
general practice
Gordon believes the issue of discrimination
among people seeking treatment for mental
health is improving, but the Psychological
Medicine working group will continue efforts to
overcome the problem.
‘While people still feel there is signiﬁcant
stigma attached to mental illness, that has
been diminishing,’ Gordon said. ‘We have
a number of high-proﬁle people who are
speaking about depression, which is the
common one, as well as bipolar disorder.
‘GPs need to be aware of these problems
and issues that will come through their doors
and be ready to help tackle the stigma.’
Gordon also hopes to improve some of the
remuneration and Medicare-related issues
during her time as Chair of the working group.
‘One of the things that makes it difﬁcult is
that the Government has limited psychological
item numbers to 10 consultations per year,’
she said. ‘I try to spread it out as far as
possible, but if we run out of consultations
GPs default to an item 44, which is
poorly remunerated for the 40 minutes
of consultation.
‘GPs are best placed to deal with these mental
health issues, but changing Medicare means we
can increase the care our patients receive.’
References
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