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YOUR COLLEGE

MBS summary
The RACGP supports members
through every stage of the general
practice journey, developing
guidelines, tools and resources to
assist in daily practice. As such,
the RACGP Expert Committee –
General Practice Advocacy and
Funding (REC–GPAF) has recently
updated the Medicare Beneﬁts
Schedule fee summary.
This resource is designed to
provide RACGP members with
a quick and easy reference to
Medicare Beneﬁts Schedule
(MBS) item numbers and patient
rebates relevant to general
practice, and has been updated to
reﬂect the MBS in 2017.

For the ﬁrst time, the RACGP
has also developed a short guide
for general practices to accompany
the Medicare Beneﬁts Schedule
fee summary. This one-page
summary covers the most
commonly used items in general
practices, giving members a quick
reference for everyday use.
Each resource includes a
digitally customisable clinic-fee
column, allowing practices to enter
their own practice fees.
Visit www.racgp.org.au/
mbsfeesummary to access
these resources, and email
advocacy@racgp.org.au to
request hard copy versions.

no butts about it
We’ve implemented a portfolio-wide tobacco exclusion.
Has your super fund?

hesta.com.au/no-butts
Issued by H.E.S.T. Australia Ltd ABN 66 006 818 695 AFSL 235249, the Trustee of Health Employees Superannuation Trust Australia
(HESTA) ABN 64 971 749 321. Before making a decision about HESTA products you should read the relevant Product Disclosure
Statement (call 1800 813 327 or visit hesta.com.au for a copy), and consider any relevant risks (hesta.com.au/understandingrisk).
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RACGP events calendar

Shaping the future

October

The RACGP Foundation has announced the recipients of its
2017 grants and awards.

Perform CPR – A
workshop for GPs

Therapeutic Guidelines Ltd (TGL)/RACGP Research Grant
• Dr Jo-Anne Manski-Nankervis ($80,367) – Understanding
antibiotic prescribing and use of guidelines in general
practice – The GP National Antimicrobial Prescribing Survey
(GP–NAPS) pilot study

Tuesday 10 October,
6.00–8.00 pm,
RACGP House, East Melbourne

RACGP/HCF Research Foundation Research Grant
• Prof Geoffrey Mitchell ($59,722) – Development of a routine
data collection process in community-based end-of-life care
• Prof Parker Magin ($54,100) – AusTAPER pilot: Team
approach to polypharmacy evaluation and reduction
(AusTAPER) pilot study for older general practice patients
RACGP/Diabetes Australia Research Grant
• Assoc Prof John Furler ($58,960) – Personalised care for
people with type 2 diabetes: An integrated shared decision
making tool embedded in the electronic medical record in
general practice
RACGP/IPN Medical Centres Research Grant
• Prof Geoffrey Mitchell ($19,232) – Understanding the reasons
for clinician lack of recognition of the risk of dying
RACGP/Australian Association of Musculoskeletal
Medicine Research Grant
• Dr Rosemary Craig ($10,000) – Better osteogenesis needs
exercise – Australian indigenous dance
RACGP/Primary Care Collaborative Cancer Clinical Trials
Group (PC4) Research Grant
• Dr Matthew Grant ($9514) – Community peer support in
cancer: Patient attitudes and experiences
RACGP Indigenous Health Award
• Dr James Doran ($9000) – Pilot study in the training in the
use of focused cardiac ultrasound by primary care medical staff
within an Aboriginal Community Controlled Health Service – Its
feasibility and impact in the remote primary care setting
RACGP Family Medical Care Education and
Research Grant
• Dr Jo-Anne Manski-Nankervis ($20,000) – Multimorbidity and
glycaemia in people with type 2 diabetes attending Australian
general practice: A cross-sectional study utilising data from
NPS MedicineInsight
• Dr Anthea Dallas ($19,595) – GP registrars’ and their
supervisors’ attitudes to, and experience of, the use of
delayed antibiotic prescribing for acute respiratory tract
infections: A qualitative study
RACGP Best General Practice Research Article in the
AFP Journal Award
• Carole Meade, Bernadette Ward, Helen Cronin.
Implementation of a team model for RACF care by a general
practice. Australian Family Physician 2016;45(4):218–22.
Visit foundation.racgp.org.au for more information.

2017

VIC

VIC

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

VIC

Medication-assisted
treatment for opioid
dependence (MATOD)
Sunday 22 October, 9.00 am – 5.00 pm
(registration from 8.45 am),
Whitehorse Centre, Nunawading
Contact 03 8699 0411 or
maryan.valverde@racgp.org.au
NSW

Psychodynamic principles
for GPs – Part 1
Saturday 14 October,
8.45 am – 5.00 pm,
RACGP House, East Melbourne
Contact 03 8699 0488 or
vic.events@racgp.org.au

SA

Intermediate
Clinical Emergency
Management Program
Tuesday 24 October,
8.30 am – 5.00 pm,
Novotel Sydney, Darling Harbour
Contact 03 8699 0557 or
gpeducation@racgp.org.au
SA

Emergency update
for practice nurses
(including CPR)
Tuesday 17 October, 7.00–9.30 pm
(registration from 6.30 pm),
College House, North Adelaide
Contact 08 8267 8310 or
megan.staunton@racgp.org.au
NSW

Occupational therapy/
sensory integration
Wednesday 25 October, 6.30–9.30 pm
(registration from 6.00 pm),
College House, North Adelaide
Contact 08 8267 8310 or
megan.staunton@racgp.org.au

NSW

Twilight online: Healthy
kids for professionals

GP17 – The RACGP
annual conference

Wednesday 18 October,
7.30–8.30 pm, online webinar

Thursday–Saturday 26–28 October,
8.30 am – 6.00 pm,
International Convention Centre Sydney

Contact 03 9886 4707 or
nswact.webinar@racgp.org.au
TAS

Contact 1800 472 247 or
gp17@racgp.org.au
NSW

Procedural skills
workshop ALM

Advanced Clinical Emergency
Management Program

Saturday 21 October,
8.45 am – 5.00 pm,
Beachway Hotel, Ulverstone

Sunday–Monday 29–30 October,
8.00 am – 5.00 pm, Novotel Sydney,
Darling Harbour

Contact 03 6234 2200 or
kaylene.westmore@racgp.org.au

Contact 03 8699 0557 or
gpeducation@racgp.org.au

WA

VIC

WA Fellowship and
Awards Ceremony 2017
Saturday 21 October,
4.30–7.00 pm, State Theatre
Centre of Western Australia, Perth
Contact 08 9489 9555 or
carly.simmonds@racgp.org.au

Walking on thin ice:
Methamphetamine in
general practice
Tuesday 31 October, 7.00 pm
(refreshments from 6.30 pm), Mildura
Contact 03 8699 0411 or
maryan.valverde@racgp.org.au

Visit www.racgp.org.au/education/courses/racgpevents for further RACGP events.

Reprinted from Good Practice Issue 10, October 2017

5

CONFERENCE FOR GENERAL PRACTICE

Foundation of patient-c
PAUL HAYES

GP17 is set to offer GPs
from all over Australia
what they most want
at the annual RACGP
conference.

6

A GP’s year is full of almost innumerable
opportunities to attend conferences,
meetings, workshops, seminars, discussions
and other events all over the country. So why,
in the face of an almost overwhelming array
of professional events, should they attend the
RACGP’s annual conference – GP17 – to
be held at the new International Convention
Centre Sydney 26–28 October?
‘We have listened to our members’
feedback following all of our recent
conferences and made changes to offer them
the best event possible,’ RACGP President
Dr Bastian Seidel told Good Practice. ‘This
year’s conference offers attendees what
they have been asking for and provides
opportunities for the type of educational and
professional development activities they have
told us they want – and need.’

Reprinted from Good Practice Issue 10, October 2017

With the theme, ‘General practice: The
foundation of patient-centred care’, GP17
will deliver education of the highest quality,
with a focus on better systems and data,
education and research, health equity,
quality care, and professional skill-building.
According to Dr Guan Yeo, GP17
Convenor and Chair of RACGP
NSW&ACT, consideration of member
feedback means the 2017 conference
will go beyond what is usually offered at
similar events.
‘Attendees of any conference would
receive a range of abstracts and
presentations, but we are trying to make a
difference by having two clear skill-building
streams that will have workshops that
are at least 90 minutes long,’ he told
Good Practice. ‘Because the feedback
that we got was that people really
wanted to include work on their skills at
the conference.’
Those two new streams to feature at
GP17 are ‘Clinical skills’ and ‘Professional
skills-building’.

centred care

Images String Theory; RACGP; International Convention Centre Sydney

Clinical skills workshops:
• Travel diseases: A world without boundaries
• Diagnosis, treatment and surgical
options for cancer patients, across all
tumour streams
• Sexual health
• Managing chronic pain: Evidence, patient
experience and clinical skills
• Eyes: Seeing what’s new on the horizon
• The weekend warrior: Soft tissue injuries
• Medicinal cannabis: Let’s hash out the facts
Professional skills-building workshops:
• The future of general practice
• Financial and tax management for you
and your practice
• Strategic management: Growing your
business
• The one-minute diagnosis: Think again
• First things ﬁrst
• Leadership, culture and people
management
• Medico-legal: Pitfalls for GPs and
practice owners
‘This year’s attendees can really improve
their skills in a lot of areas,’ Dr Yeo said.
‘We will still have the usual short abstracts,
presentations, and workshops but, on top of
that, we’ll have these skill-building streams
running throughout the conference.
‘So attendees should be able to improve
in many areas of need.’
Professional skills, in particular, is an
area in which GPs can traditionally beneﬁt
from more assistance. Accordingly, the
educational opportunities at GP17

go beyond the standard facts and ﬁgures of
running a business.
‘We are putting a fair bit of focus on the
business of general practice,’ Dr Yeo said.
‘Not just about starting a general practice and
the usual ﬁnancial and tax management but
we have, for example, a program on how you
present your practice.
‘How you present your practice in such a
way that other doctors would be interested in
taking up equity in it. How you organise it, how
you make it sustainable, how you structure
that, as well as the marketing aspect.’
In addition to the skill-building streams,
the rest of the GP17 program is packed with
educational options for attendees, including
active learning modules (ALMs), abstracts,
posters, cardiopulmonary resuscitation (CPR)
workshops, clinical emergency management
program (CEMP) workshops, and more.
‘GP17 will offer GPs all of the learning
opportunities they have come to expect from
the annual conference,’ Dr Seidel said. ‘We
have again listened to their feedback and
developed a program that offers education
across the breadth of general practice.’
Additionally, GP17 will feature the
pre-conference ALM day on Wednesday
25 October. An especially popular feature,
pre-conference ALMs are something GPs
requested after ﬁnding they often struggled
to ﬁt in all of their learning requirements in
addition to attending presentations and
various networking events.
The conference’s 15 ALMs include
subjects such as dermatology, Aboriginal
and Torres Strait Islander health, child
health, drug-affected patients, point-of-care
ultrasound, cervical cancer prevention, pain
management, and exam preparation.

Conference Convener Dr Guan Yeo promises GP17
attendees will have the opportunity to learn new skills
in areas vital to modern general practice in Australia.

The new and the old
The National Academic Session, Fellowship
and Awards Ceremony, which will take place
on Wednesday 25 October, is an opportunity
for new Fellows, their friends and families,
as well as delegates from Australian and
international medical colleges, to recognise
the achievement of Fellowship.
The Academic Session will also feature the
presentation of the RACGP’s major annual
awards, including the year’s best GP, general
practice, general practice supervisor, general
practice registrar, and more. The award
ceremony is completed by the presentation of
the RACGP’s most prestigious accolade, the
Rose-Hunt Award, which is presented each
year to an RACGP Fellow or member who, in
the view of Council, has shown outstanding
service in promoting the values of the RACGP.
The Annual General Meeting (AGM)
and Convocation will be held on Friday
27 October. All RACGP members are invited
to attend the AGM to have their say and raise
matters of importance with other members
and alert Council to issues important to GPs.
In addition to these more traditional events,
GP17 will debut an exciting new RACGP
innovation, ‘Pitch Fest’. The ﬁrst event of
its kind for the college, Pitch Fest will allow
members to submit ideas, concepts and
products that could enter the general practice
space to help Australian patients live longer
and with a better quality of life. (Refer to
breakout on page 8 for more information.)
GP17 attendees will also have many
opportunities to come together with
their healthcare colleagues and discuss
their profession. >>
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Ideas into action
GP17’s ‘Pitch Fest’ is an
RACGP ﬁrst for which members
submit their ideas, concepts and
products that could enter the
general practice environment to help
Australians live longer and with an
improved quality of life. Pitch Fest
involves a ﬁve-step process:
• Apply – members completed
an application form, including
a brief description of the
innovative concept
• Review – judges review
applications to ﬁnd the best
ideas and choose a shortlist of
applicants to pitch at GP17
• Coaching – shortlisted applicants
are offered a half-day pitch
coaching session to help
prepare for the event
• Pitch – ofﬁcial pitches will be
delivered at GP17 on 27 October,
when applicants will have ﬁve
minutes to present the idea on
stage with a slide deck and a
ﬁve-minute Q&A with the judges
• Final judging – judges will
reconvene following all pitches
to compare scores and decide
the winners, who will then be
announced on stage
Visit racgp.slingshotters.com for
more information on Pitch Fest.

8

co-hosted by RACGP Aboriginal and Torres
Strait Islander Health, RACGP Rural and
RACGP Speciﬁc Interests. This event gives
faculty members and friends the opportunity
to get together and celebrate their impact and
involvement in general practice, while also
enjoying food, drinks and entertainment.
Friday 27 October will also offer some
outdoor activity for the early risers. The annual
RACGP Foundation walk will give participants
the chance to unearth the rich and lively
history of Sydney’s Darling Harbour region.
The one-hour tour, starting at 7.00 am, will
delve into the past and beauty of St Andrew’s
Cathedral, Sydney Town Hall and the Queen
Victoria building.
The GP17 social season will wrap
up on Saturday 28 October with the
RACGP Foundation gala dinner, to be held
at the newly refurbished waterfront ballroom
of the Hyatt Regency Darling Harbour.
This black tie event is always a conference
highlight and will help support the RACGP
Foundation in raising vital funds for general
practice research.
Conference guests
As the largest conference of its kind in
Australia, GP17 will feature a number
of speakers and high-proﬁle presenters
that will help to emphasise the RACGP’s
position as the voice for the country’s
general practice profession.
‘The calibre of guests who want to
be part of the conference, including the
Federal Minister for Health and the Federal
Opposition Leader, underscores that not only
is the conference the most signiﬁcant event
on the Australian general practice calendar,
but that the RACGP is recognised as the
most inﬂuential health group in the country,’
Dr Seidel said. ‘Politicians want to hear what
Australia’s GPs have to say.’

Reprinted from Good Practice Issue 10, October 2017

President Dr Bastian Seidel believes the RACGP has
listened to member feedback and this year’s conference
will be the most comprehensive and inclusive yet.

This year’s conference will feature keynote
speakers from all over the world.
Dr Jay Parkinson will present the
conference’s opening keynote address
on Thursday 26 October. A physician
who trained in paediatrics and preventive
medicine at Johns Hopkins University in the
US, Dr Parkinson has worked to change
how people think about doctors’ visits,
challenging the way in which doctors and
patients communicate and solve problems.
He is Chief Executive Ofﬁcer and founder of
a company called Sherpaa, the ﬁrst online
medical practice in the world.
‘I couldn’t be more excited to come to
Australia ... to deliver the opening plenary
address at GP17,’ he told the RACGP. ‘A
paediatrician and preventive medicine doctor
myself, I am pretty passionate about making
healthcare accessible for folks.
‘I believe this movement towards
smarter healthcare really just capitalises
on technology and the internet, and the
opportunity to share this at the conference is
pretty wonderful.’
Prof Julie Bernhardt, Head of Stroke
Division at the Florey Institute in Victoria,
will present the keynote address on
Saturday 28 October. Prof Bernhardt is on
the Australian Stroke Research Network
steering committee, is a co-chair for
Australian Stroke Trials Network, and was
voted onto the board of the World Stroke
Organisation in 2014.
‘I have been working in stroke for 30 years
and I still ﬁnd it an important and most
fascinating disease,’ she told the RACGP.

Images String Theory; RACGP

>> ‘GP17 will offer lots of fantastic
opportunities to mingle with fellow GPs and
other healthcare professionals and meet
some of our colleagues in person,’ Dr Seidel
said. ‘The chance to take some time and
have a real conversation with GPs from other
parts of Australia is always my highlight of
the conference.’
The GP17 social calendar will kick off
with the welcome reception on Thursday
26 October. To be held in the exhibition
hall, the reception will include a selection
of canapés and food stations, a variety of
beverages and live entertainment, and is an
opportunity to catch up and network with
colleagues in an informal setting.
Next up on Friday 27 October is the
RACGP national faculties evening, to be

‘GPs really are at the forefront of care and I
am looking forward to talking at GP17.’
Sir Henry ‘Harry’ Burns will present a
research keynote address on Saturday
28 October. Sir Harry is Professor of Global
Public Health at Scotland’s University of
Strathclyde. He was Chief Medical Ofﬁcer of
Scotland in 2005–14, and is a member of the
country’s Council of Economic Advisers.
‘My whole research interest over the years
has been to understand how we as doctors
can contribute to the creation of wellbeing,
not merely managing illness by treating it and
preventing it,’ he told the RACGP. ‘So I am
coming to tell GPs about my research in this
area and underscore the fact that health is a
state of complete physical, mental and social
wellbeing, not merely the absence of illness
of injury, and that GPs play a crucial role in
developing that complete state of wellbeing.’
Prof Jane Gunn will also deliver a research
keynote address on Saturday 28 October.
A GP, Professor and Foundation Chair
of Primary Care Research, Head of the
Department of General Practice, and Deputy
Head of the University of Melbourne Medical
School, Prof Gunn will discuss the importance
of evidence in general practice.

GP17’s closing speaker will be body
language expert Steve van Aperen, who is an
authority in behavioural interviewing, reading
body language and analysing human behaviour.
Exhibition
With more than 95 exhibitors on hand, GP17
attendees will have no shortage of options
when it comes to viewing the latest products
and services for medical professionals. The
exhibition will allow GPs to interact with
organisations and government associations
specialising in recruitment, education,
medical devices and equipment, nutrition,
pharmaceuticals, medical publications,
computer software, ﬁnance and insurance,
allied health services, and much more.
The exhibition hall will again feature the
interactive product zone, giving GPs the
opportunity to ask questions, as well as
touch, feel and use the products exhibitors
have to offer. The recharge lounge will give
people a place to restore both their devices
and themselves, with laptops available for
checking emails, as well as coffee and even
a massage area for weary attendees.
The recharge lounge will also be home to a
new innovation in the form of a ‘PLAN zone’,

GP17 in
your pocket
The GP17 app allows attendees to:
• build their own conference agenda
• view the conference program by
day and/or event type
• receive important updates
• view maps and locations
• communicate with colleagues
• participate in the delegate
passport competition
• make notes against papers.
Visit gp17.com.au for more
information and to register for
the conference.

where members of the RACGP’s Quality
Improvement and Continuing Professional
Development (QI&CPD) team will be on hand
to answer any and all questions about the new
planning learning and need (PLAN) quality
improvement activity.

Carers attend your
practice every day.
Tell them about Carer Gateway.
It’s a great place to start for
information and support.
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Online
help for
real-life
issues
AMANDA LYONS

e-Mental health can be
an extremely effective
tool for GPs when
consulting with young
people in distress.

10
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Online
resources
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Left to right: Dr Bridianne O’Dea has found young people value the privacy of discussing their issues in
an online environment; Dr Claudio Villella believes the use of online mental health services is vital for young
people who may not otherwise seek any help at all.

Adolescence is an exciting time, when
we stretch our wings and begin to
learn who we are as individuals. It can
also be a time of pain, loneliness and
confusion for many.
Beck,* a 15-year-old girl
living in a small town in rural
Australia, contacted eheadspace,
an online mental health service
for young people.
She disclosed in her online intake
questionnaire that she identiﬁes as a
lesbian and during her assessment,
which takes place in an online chat
with a psychologist, she described
her family and school environment
aas homophobic.
Beck feels alone and hopeless, but
does not want to discuss her sexual
identity face to face with anyone,
including her local health service. She
is afraid of how people will react – and
of who could ﬁnd out.
Beck’s story captures a typical
presentation to eheadspace, the online
service offered by headspace, the
National Youth Mental Health Foundation
that provides early intervention mental
health services to people aged 12–25
across Australia.
Since its launch as a pilot in 2010,
there has been a strong demand for what
eheadspace offers, with it reporting more
than 4.5 million messages exchanged and
215,637 chat sessions conducted among
80,550 young people.
Given the internet is the ﬁrst place to
turn for many in this age group when
seeking entertainment, information,

resources and social connection, it makes
sense that it is also where young people
often turn for help when faced with an
issue of mental health.
Dr Claudio Villella, GP advisor for
headspace, acknowledges that the internet
can contain some mental health risks for
young people, such as cyber-bullying;
however, he believes it can also be
extremely beneﬁcial for young people who
have limited options in terms of people
with whom to discuss their issues.
‘There’s a lot of support that happens
online, and I think organisations that work
to assist young people are aware of that
and are increasingly engaging young
people in the social media space,’ he
told Good Practice.
‘It’s certainly a platform that headspace
engages very directly, supporting and
connecting with young people.’
Overcoming real world barriers
Young people (in a surprise to no one)
love to spend time online, not least
for the relative anonymity and safety
this world offers.
‘Young people like technology, they
use it in their daily lives,’ Dr Bridianne
O’Dea, Research Fellow at the Black Dog
Institute, told Good Practice.
‘They associate a certain level of privacy
and relationship with technology that
perhaps older adults don’t.’
Dr O’Dea has spent her research
career investigating the question of how
to harness the appeal of the internet to
help young people experiencing mental
health issues. >>

Various online resources
are available for information
on depression and anxiety
in young people:
• eheadspace is an online mental
health service for young people
developed by the National Youth
Mental Health Foundation,
which is staffed by mental
health professionals. Visit
www.eheadspace.org.au
• Black Swan Health is a
not-for-proﬁt company in Western
Australia that provides primary
and mental health services
for the community. Visit
www.blackswanhealth.com.au
• MoodGym is an interactive
self-help book. Visit
https://moodgym.com.au
• Brave Online is designed to help
young people overcome anxiety.
Visit www.brave-online.com
• eCouch is a self-help
program for mental health
and wellbeing. Visit https://
ecouch.anu.edu.au/welcome
Online resources for GPs:
• eMental Health In Practice offers
resources and training for GPs
who want to integrate these
resources into their practice.
Visit www.emhprac.org.au
• The ‘Youth mental health’
gplearning activity is a three-hour
online training module developed
in conjunction with headspace
that uses case studies to
further GPs’ education on youth
mental health. Visit http://
gplearning.racgp.org.au
• The headspace ‘Clinical toolkit’
provides healthcare professionals
with information to recognise
and treat common mental
health issues in young people.
Visit www.headspace.org.au/
clinical-toolkit

Reprinted from Good Practice Issue 10, October 2017

11

MENTAL HEALTH

RACGP resources
The RACGP’s online learning
resource, gplearning, offers two
activities that are focused on youth
mental health in general practice:
• Clinical enhancement module:
Youth mental health
• Mental health skills training
Visit gplearning.racgp.org.au for
more information or to register.
The RACGP has also released
a factsheet designed to provide
information on what to consider when
discussing health apps with patients.
Visit www.racgp.org.au/yourpractice/ehealth for more information
and to access the factsheet.

12

Additionally, some e-mental health
interventions, such as eheadspace, employ
the services of health professionals, using
technology to bring their expertise to the
patients rather than the other way around.
Online services can also be used to funnel
people into ‘real world’ care, an aspect
of e-mental health for young people that
Dr O’Dea is keen to emphasise.
‘I think in the future we’re going to see
more integration of online care with face-toface care, making those links much clearer
for young people, and access to face-to-face
care more streamlined,’ she said.

The YAppEE (Youth App Empowering Employment)
app monitors the workday mood of a young person
and responds with, for example, supportive text
messages or links to helpful articles.

These factors offer a very strong
argument for using e-mental health programs
for young people, especially as this age
group can often be hard to engage in a
face-to-face manner.
Anecdotal evidence suggest some
practitioners may be wary of e-mental health
initiatives for young people, fearing that
they could replace in-person treatment and
discussion. Dr Villella argues that the intrinsic
value of e-mental health services lies in
the fact they offer an avenue of access for
people such as Beck, who would otherwise
be unlikely to seek help at all.
‘You’ve got a whole group of young
people who are not ready, or are not willing,
to see someone to talk about their issues
face-to-face, but who are really good at
engaging online,’ he said.
It is also important to consider that
face-to-face mental health services are not
currently sufﬁcient to meet the demand in
the area of youth mental health.
‘We know that Australia doesn’t have the
clinical capacity to see everybody who needs
care for mental health,’ Dr O’Dea said.
‘So eHealth can play a role in tackling the
workforce issues that we have around clinical
care for mental health issues in youth.’

Reprinted from Good Practice Issue 10, October 2017

Developing services
Dr O’Dea has been working with the Black
Dog Institute for the past two years on a
mobile web service called ‘Smooth Sailing’,
which she hopes will help to bridge many
of the mental health service gaps identiﬁed
in her research.
‘[Smooth Sailing] combines online care
with face-to-face care,’ she said. ‘It uses
a digital platform to screen an adolescent’s
mental health, allocate them to a step of
care and then, where appropriate, link them
in with the school counsellor.’
Smooth Sailing has been developed in
consultation with young people, schools,
including counsellors, and parents. In
addition, Dr O’Dea has consulted with
GPs during the development process, as
she is keen to educate and encourage
young people to connect with primary
healthcare professionals.
‘We often ﬁnd in adolescents a general
fear or reluctance to seek professional
help,’ she said. ‘That tends to be due to
some misunderstanding of what’s involved
in seeking help from a GP, and also a lack
of knowledge of which GP they should go to
and where it’s located.
‘So we have built a lot of information into
the service about how to build and sustain a
healthy relationship with your GP, because
it’s beneﬁcial not only for short-term, but also
long-term physical and mental health.’
Smooth Sailing has been piloted in four
high schools and will undergo modiﬁcations
before being rolled out again to greater
numbers. Dr O’Dea and the Black Dog
Institute believe the online service will have a
lot to offer GPs and hope to trial it in general
practices in 2018.
‘GPs are very pressed for time and they
want to be able to offer something to young
people that can provide evidence-based
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>> This work has seen her identify a range
of barriers that young people often face in
accessing appropriate mental health care.
‘Things like accessibility, not living close
to a mental health service, not having the
ﬁnancial resources to access mental health
services, or a lack of clinical expertise in
child and adolescent mental health in their
area,’ she said.
‘They also face other barriers such as
stigma, a fear of being judged, feeling
ashamed or embarrassed about what they’re
experiencing. In addition, young people have
a strong preference for seeking informal help,
so support from family and friends rather than
professionals.
‘Lastly, young people have a really strong
desire to solve problems on their own, so they
want to retain as much autonomy over their
care as possible as they are developing their
adult independence and decision-making.’
Beck’s experience as a young person living
in a rural community mirrors many of these
barriers and, in this context, it is clear that
online mental health services can offer a way to
transcend a number of obstacles.
‘Many eHealth programs are available at
no cost,’ Dr O’Dea said. ‘Also, they can be
accessed in private and at any time of the day,
so they offer an element of convenience that
doesn’t occur in face-to-face healthcare.
‘Because of the nature of eHealth programs,
they’re self-directed; they do try to encourage
shared autonomy and involvement in care.’

quality care and also monitor them, because
sustaining contact with a young person can
sometimes be difﬁcult,’ Dr O’Dea said.
‘So having a service that GPs can refer
young people to and that’s going to link
them in with their feedback and follow
them up, would really assist the clinical
practice of GPs.’
Black Swan Health (BSH), an
independent, not-for-proﬁt company based
in Western Australia that focuses on the
provision of primary and mental health
services for the community, is another health
service looking to innovate in the ﬁeld of
e-mental health.
BSH runs a range of mental health
services for young people, which has given
it insight into the challenges many of them
face, including balancing mental health
problems with the demands of work.
Gordon Shymko, Consultant Psychiatrist
and Clinical Director at BSH, believes this
is a vital time to intervene for young people
experiencing mental health issues.
‘The importance of establishing and
maintaining employment is signiﬁcant for
people with mental health issues,’ he told
Good Practice. ‘If they can establish and
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maintain employment, their likelihood of
having a good recovery from mental illness
increases signiﬁcantly.
‘It’s a massive issue and something that’s
very important to get right for young people
with mental health illness.’
BSH has been developing its own
app, YAppEE – Youth App Empowering
Employmentv – with a view to helping young
people balance work and mental health.
YAppEE is designed to monitor the mood
of the user during their employment. When
a user signs up and downloads the app, they
commit to ‘checking in’ with it regularly for
a six-month period. This is done by opening
the app each working day and selecting from
a number of options to indicate their mood.
(Refer to illustration on page 12.)
The app responds in various ways, from
supportive text messages and links to helpful
articles, right through to a phone call from a
team of mental health professionals based in
a call centre.
BSH has also made sure to consult with
young people, gathering feedback from
youth reference groups across the country.
This helped to ensure a more user-friendly,
youth-oriented product.

‘I think it’s highly accessible and
technologically relevant for this particular
target group, which is important if people
are going to ﬁnd it useful in their day-to-day
life,’ Terina Grace, Chief Executive Ofﬁcer of
BSH, told Good Practice.
‘It’s cost-effective as well, and it enables
quite good access and reach.
‘A lot of the app is based on the young
person being enabled to self-manage and
making them feel that they’re in control. It’s
non-intrusive, but easy for users to maintain
a regular contact.
‘Users can easily and quickly report,
“I’m doing okay”, or “Actually, I need
help – please call”. And then the call
centre kicks in very responsively with our
clinical psychologists, social workers and
psychiatrists to provide counselling to the
extent needed.’
* Not her real name.
After three online sessions, Beck accessed a support
group in a neighbouring larger town, reporting a positive
experience. She decided to attend a youth service in the
larger town that had been recommended by the support
group, and this service offered psychological therapies.
Beck found face-to-face support very helpful and began
to feel more hopeful about her future, ultimately deciding
she no longer needed to access e-mental health services.

RACGP CONFERENCE
ICC Sydney + 26 –28 October 2017

Emotional health of children
This active learning module (ALM) aims to help you understand and apply psychological strategies
for early intervention to prevent children from developing more acute mental health problems.
Key learning outcomes are:

+ understand environmental factors that
affect children’s mental health

+ being able to impart psycho-education
to caregivers as part of the intervention

+ being able to interview children and

There is an emphasis on skill-based
learning where participants will
learn ways to:

This ALM will be held on Wednesday
25 October during the pre-conference
ALM day at GP17.

+ interview parents and children
+ apply relaxation and cognitive

Register for GP17 today
at gp17.com.au

techniques.

teach them cognitive strategies
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Near neighbours
AMANDA LYONS

Australian GP Dr David Mills faced incredible
challenges when working to establish vital primary
healthcare services and training in Papua New Guinea.
‘It means dealing with horrendous injuries
that a Fellow of a college of emergency
medicine or our general surgeons wouldn’t
anticipate seeing in their lifetime. One of the
most vivid examples of this being the slash
of a jungle knife through the forearm when
the arm’s ﬂung up to deﬂect the heavy blade.
Or, in one case, a patient’s face being neatly
excised through the nose and lower jaw, all
being pinned back together by a GP.’
PNG is a land of extremes. It is a place
rich in natural beauty and home to generous,
friendly people, but it contains challenges that
would be unimaginable to many in Australia,
including lack of infrastructure, tribal warfare
and endemic family and sexual violence.1
These things touch every aspect of daily life
in PNG, including general practice.

RACGP Rural’s Near Neighbours
program is designed to help
Australia’s closest neighbour, Papua
New Guinea (PNG), in the area of
primary health. Provision this help
is achieved via a close association
with the University of Papua New
Guinea’s (UPNG) Master of Medicine
(Rural) (MMed), a six-year medical
training program for medical students
specialising in general practice.
UPNG’s MMed program
commenced in 2008, and since
2010 RACGP Rural has provided
its students with complimentary
RACGP membership and access to
the resources of the John Murtagh
Library and the gplearning online
learning resource.
In addition, RACGP Rural Censor
Dr Ken Wanguhu, has since 2014
travelled to PNG as external examiner
in the MMed (Rural) exam cycle.
Visit www.pngruralsociety.org/
mmed-rural-program for more
information on UPNG’s MMed
(Rural) program.

Image xxxxx

Papua New Guinea (PNG) may be Australia’s
closest geographical neighbour but, in many
ways, it might as well be part of another
world. This can be especially true for overseas
doctors working in PNG, who will often
be forced to move well outside of a more
standard healthcare comfort zone.
‘The job can often entail such things as
barbed wire around the hospitals to protect
staff and patients from the tribes who are
conducting warfare nearby,’ Dr Peter Joseph,
GP and former Provost of RACGP Rural,
which established the Near Neighbours
program for PNG in 2010 (refer to breakout,
right, for more information), told Good
Practice. ‘It means being able to handle the
mechanics of a generator so that you have
power and light for your operating theatre.

Offering a
helping hand
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Dr David Mills is an Australian GP who is
Medical Superintendent of Kompiam Rural
Hospital in the Enga Province, one of the
most disadvantaged areas in PNG. His work
there has involved building a hospital from
the ground up and almost single-handedly
implementing a general practice training
pathway for local students, with some
help from the RACGP through the Near
Neighbours program.
‘There’s so much you take for granted in
Australia. The foundations of infrastructure,
administration and government are to a large
extent already there, so you can just focus
on the things that you were trained to do as a
doctor,’ he told Good Practice.
‘In PNG, you really have to get the
foundations right before you can even
look at some of the bigger issues, like
maternal mortality or dealing with HIV or
TB [tuberculosis].’
Building a hospital
Unlike Australia, more than half of rural health
services in PNG are run by non-governmental
organisations, such as churches or groups like
Save the Children.2 The Baptist Union church
in the Kompiam–Ambum district of the Enga
Province took over the local health centre at
the request of the provincial government in
the late 1990s.
Finding themselves without a doctor for
the centre, the Enga Baptist Health Services
reached out to Dr Mills at the top of Australia.
‘At that time I was just ﬁnishing my
Fellowship, working up in the Northern
Territory,’ he said. ‘We went across to PNG
for a look in 1999. I went back home to
ﬁnish my Fellowship exam in November
of that year, packed up the family, and we
arrived in early 2000. We’ve been here pretty
much ever since.’
Once on the ground, Dr Mills soon
discovered that taking over the medical centre
and turning it into what is now the Kompiam
Hospital involved far more than medicine and
some administrative duties.
‘We had to pretty much build it from
scratch,’ he said. ‘[The PNG government]
committed to a certain staff allocation and a
bit of money each month, but we had to do
almost everything else.’
Even Dr Mills’ experience working in
remote communities in northern Australia
was not quite comparable to the challenges
of PNG. Many of the obstacles healthcare
professionals experience in Australia, he soon
discovered, can be viewed as relatively minor.

Clockwise from right: Dr David
Mills and his family; Dr Peter Joseph
advocated for better primary care in PNG
during his time as RACGP Rural Provost;
a GP’s work in PNG typically involves a
lot more than healthcare delivery.

‘We all complain about government
in Australia but, in reality, you’ve got
very competent administration and
government behind you. The problems
that are more complicated to deal with
are the issues going on in communities
themselves,’ he said.
‘But, in PNG, you’ve got near total
absence of government footprint. Even things
like the road to the hospital, we have to keep
that open ourselves; or if the bridge falls down
or collapses, we have to rebuild it.
‘The basics of keeping the services
surviving and running, much more of that
depends on you as the doctor.’
Taking care of everything involved with
running the hospital, from building staff
housing to managing wages and salaries,
was sometimes frustrating in terms of the
time it took away from Dr Mills’ clinical work.
He also found it was important to become
accustomed to a different pace of progress.
‘Things move very slowly,’ he said. ‘You’ve
got to get used to making incremental change
and then building upon it from year to year,
rather than expecting that in a couple of years
you’re going to turn the situation upside down
and make a massive impact.
‘You have to either learn to be patient or
go home.’
Working together with local people in a
consultative, inclusive fashion has been vital
in Dr Mills’ efforts in building up the hospital,
as well as managing any mistakes or mishaps
that have happened along the way.
In order to assist with this process, Dr Mills
altered the hospital’s management style,

removing himself from the chief executive
ofﬁcer role and instead having a ‘round
table’ group of people, many of whom are
local to the area, who discuss important
decisions and share the burdens of
management. This turned out to be a literally
life-saving idea.
‘Having local people on the management
team has probably saved my life more than
once and got us through so many pitfalls,’
Dr Mills said.
‘They understand what the local people
are thinking and are able to ﬁnd ways of
dealing with it that are a bit more tactful and
a bit less direct – Westerners are very direct
in the way they communicate.
‘It takes some time to develop that level
of relationship, particularly in Melanesian
cultures, which are very deferential and
polite, so they would usually let the white
person take control, even if they can see
it’s a bad call.
‘Building conﬁdence that you have a team
of equals, who all feel they can say what
they’re thinking, takes some time. But now
we have that, it is the big strength of the
service that keeps it going.’
The relationship certainly goes both ways,
however, and Dr Mills has found the local
people to be very tolerant and understanding
of the ‘outsiders’. >>
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>> ‘We weren’t taking over a service, we
were starting something from scratch,’ he said.
‘So even at those times where we stuffed up
and had bad outcomes, people appreciated
the fact that we were trying and working hard
because prior to that they’d had nothing.
‘So they were very generous, very forgiving
of our errors and, generally speaking,
have been very supportive of us. That’s
very rewarding.’
One of the most difﬁcult aspects of
managing local relationships is navigating times
of inter-tribal warfare, something usually well
outside the remit of an Australian GP.
‘Because we’ve got 50 or 60 different tribes
around the district, there’s probably always
conﬂict going on somewhere,’ Dr Mills said.
‘There was a conﬂict this year that was literally
right on the doorstep, so we were all bunkered
down for about ﬁve or six months.’
The lack of government presence in the
PNG highlands means that the hospital is on
its own and must work with the community
to get through such ﬁghting. But, according
to Dr Mills, the hospital and its doctors are
largely bystanders rather than active targets
of the violence. Regardless, relationships with
the tribes must be very carefully managed
to ensure the hospital can maintain its
neutral position.
‘Nearly all of our staff are indigenous, so
they are linked through blood relations to the
various groups,’ Dr Mills said. ‘So people [in
the tribal community] can start to get a bit
paranoid and think, “Is the hospital secretly
sending medicines to the other side? Are they
using their salaries to buy ammunitions for
the other side?”
‘If the traditional people really start to feel
the community service is working for the other
side, their way of dealing with it is, “We have
to destroy the service so we are all on the
same level again”.

‘Throughout the highlands region,
unfortunately, a lot of services get destroyed for
this particular reason. So our main objective,
apart from treating the injured, is to do our best
to keep everyone in the middle so that both
sides have a sense the service is something
they need to protect, and come out the other
side with the centre intact.’
This is a balance that Dr Mills has been
working to maintain in the region for a
long time, as his Near Neighbours colleague
Dr Joseph recalled.
‘David said he knew the locals were getting
the message that the GPs and their hospitals
were worthwhile when he saw signs going up
in the marketplaces saying, “No tribal ﬁghting
this week, doctor is on holidays”,’ he said.
Building a pathway
Dr Mills has also contributed to primary
healthcare in PNG by implementing a speciﬁc
pathway for general practice training, designing
the curriculum for and setting up the Masters
of Medicine (MMED) (Rural) postgraduate
program at the University of Papua New
Guinea (UPNG).
‘It is probably the equivalent of a Fellowship
of general practice in the RACGP or
ACRRM [Australian College of Rural and
Remote Medicine], and it’s really the only
general practice training program in the
country,’ he said.
Prior to the establishment of UPNG’s
MMED, medical graduates tended to
specialise in other areas and remain in
the city of Port Moresby, leaving the more
inaccessible rural and remote areas of the
country largely doctorless. What doctors there
were often came from overseas and didn’t
tend to stay long.
To rectify this situation, Dr Mills negotiated
with the PNG government to recognise
general practice as a specialty. This paved the

way for the establishment of the six-year
MMED program, delivered by the UPNG
in partnership with the PNG Society for
Rural and Remote Health and the Churches
Medical Council.
Dr Mills did much of the work of
establishing the program and designing the
curriculum. He also connected the program
with RACGP Rural’s Near Neighbours
initiative. Through Near Neighbours, UPNG
MMED trainees are provided with honorary
overseas membership of the RACGP, access
to journals through the John Murtagh Library,
and to the gplearning online learning resource.
In addition, Near Neighbours provides
exam support by sending Dr Ken Wanguhu,
GP and RACGP Rural Censor, to PNG to
oversee the annual UPNG MMED exams. His
role involves quality assurance of the exam
questions, marking, and writing a report about
the process for the university.
The general practice medical skills taught
in PNG are more focused on procedural
medicine than they would be in Australia,
with an emphasis on skills such as ultrasound
and anaesthetics, which are necessary to
all doctors in the more remote parts of the
country. Assessment also varies.
‘Students have a real patient who has
pathology; they do ultrasound on real patients.
And, because the student numbers are small,
we can use the same patients time and
again,’ Dr Wanguhu told Good Practice.
In line with Dr Mills’ hard-earned
experiences as a GP in the PNG highlands,
students are also tested on a range of
non-medical skills.
‘For example, a GP [in PNG] must be
able to be the hospital manager; they have to
do good spreadsheets, because they’ve got
to make a budget and then run the money,’
Dr Wanguhu said. ‘We would never test
that in Australia.
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Rural Censor Dr Ken
Wanguhu regularly
travels to PNG in order
to oversee general
practice exams.
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Primary healthcare
exams in PNG
involve working with
real patients and
assessing a range
of non-clinical skills,
including ﬁnancial
and administrative
abilities.

‘[GPs in PNG] don’t have technicians for
their fridges for their vaccines or their solar
panels. They have to do the maintenance work
themselves, so that’s a skill you’ve got to have.
‘Another skill they are taught is public
speaking and debating. They have to go out
and talk to the community, then they’ve got to
go and talk to the politicians.
‘So all of those things are tested in the
exam. It’s not just medical knowledge.’
Dr Wanguhu believes that the establishment
of the MMED program, which took in its ﬁrst
entrants in 2008, has had a clear impact on
the health and wellbeing of the people living
in the PNG highlands and other remote areas
of the country.

‘It is massive, because there were no
doctors,’ he said.
‘By having doctors in those areas, things
improve. Because if there’s a doctor,
then there’s got to be a facility that will
support the doctor, so the facilities improve.
You get better outreach teams, you
get more money.
‘So there are lots of measurables that we
can show in PNG that have improved.’
Although helping with the exams is hard
work, Dr Wanguhu feels it is well worth it
in order to contribute to the development of
primary care in PNG. However, he reserves
his strongest praise for Dr Mills, whom he
credits with making it all possible.

‘He’s the one that set it up,’ he said.
‘Yes, we support him, but he’s done an
amazing amount of work and he’s an
amazing human being.’
Dr Mills, of course, would never describe
himself in such terms. While very modest
about his achievements in PNG, he is very
clear about the rewards.
‘The [Kompiam] hospital is the heart of the
district now and the people do hold it in very
high regard,’ he said. ‘And we have a big
role to play in most of the community issues.
You have this amazing opportunity to play
a huge role in shaping the attitudes of the
next generation.
‘And then, of course, every time you
can take someone out of the bush who’s
in obstructive labour and deliver their baby,
or just get someone out of pain, or do
something that heals someone, it is a very
rewarding thing.’
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On the
record
AMANDA LYONS

Balancing patient privacy
with insurance policy
requirements often creates a
precarious situation for GPs.
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Insurance is a funny thing; after all, nobody takes it
hoping they will need to use it.
If and when that time arrives, however, it is a
situation during which some of the most stressful
factors of human experience – illness, injury, death,
money – can collide. Consequently, the rejection of
an insurance claim can be devastating.
The fact GPs are often called upon to provide
supporting evidence from patients’ medical
records for insurance applications means
they have a vital – and often delicate – part
to play in the process.
The Federal Government recently
convened a hearing before the Senate
Parliamentary Joint Committee on Corporations
and Financial Services (the Committee) on the
provision of patient information to insurance
companies. RACGP Vice-President Dr Edwin
Kruys spoke before the hearing, addressing
GPs’ concerns regarding the potential dangers of
insurance companies accessing full patient records.
‘Feedback from RACGP members is that patients
withdraw consent when they know the implications
of providing full health records,’ Dr Kruys said at
the hearing. ‘They may be reluctant to share issues,
concerns, or even seek help for fear that it will be
reported to an insurance agency.
‘Doctors are thinking twice, “Should I be putting
that on record?”. [This is] not good; there are
continuity of care implications for patients.’
The Committee announced in June an inquiry
into the life insurance industry, focusing on issues
relating to patient information, with the RACGP
making a submission outlining members’ concerns.
The ﬁnal report on the inquiry is due for release at
the end of October. (Refer to breakout on page 20.)
Such a vital position in the insurance process
can raise anxieties for GPs trying to balance
medico-legal implications with patients’ needs,
and raises a number of questions: How much
information is too much in response to a request
from an insurance company? What are the
consequences of not providing enough or too
much information? How should GPs balance
privacy with the need for adequate proof of
medical conditions?
Dr Stephen Carbone, GP and Policy,
Research and Evaluation Leader at
beyondblue, has something of a guarded
view of the relationship between insurers
and claimants – one that is anecdotally
reﬂective of many GPs’ concerns.
‘I think doctors have to be very
circumspect about the information they
provide to insurance companies because,
unfortunately, it’s an adversarial system;
they’re trying to minimise their risk and
their payouts,’ he told Good Practice.
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‘Doctors have a responsibility to be honest
and ethical, but also to understand the
implications of what they are doing when they
are providing these sorts of reports.’
Full records
When GP Dr Lisa Fraser ﬁrst received
requests from insurance companies for
access to full patient records, she would
conﬁrm with the patient, view the notes and
release them. But she later became concerned
about the further implications of this process,
particularly in light of limited training.
‘No one had ever said to us in training or as
a practice, “If there is anything in the records
that the patient or someone else might read
that could be a problem, you’ll need to identify
that”,’ she told Good Practice. ‘Doing that
requires you to go through the whole record,
which is extremely time-consuming and, in
most instances, I guess that’s a bit defensive.
‘But a medical record is extremely sensitive
... to the point where records might include
other people’s names, businesses, potentially
references to criminal activity. All sorts of things
that have a context at the time of the consult,
but in another situation that information could
be really damaging.’
Dr Fraser is concerned that patients may
not always fully understand to what they are
consenting when they authorise insurance
companies to access to their medical records.
Dr Sara Bird, Manager, Medico-legal and
Advisory Services at MDA National, a
member-based medical defence organisation,
recognises the ethical dilemma this can
potentially present for GPs.
‘Some patients might not even remember or
be aware of what’s in their medical records,’
she told Good Practice. ‘So then is the GP
obliged to say, “Do you remember you had that
termination of pregnancy 20 years ago and
that’s going to be released to the insurer?”’
Dr Bird, who has found this type of dilemma
to be a common source of requests for advice
from MDA National, provided an example.
‘Perhaps a patient signed a form from their
insurance company when they had a motor
vehicle accident three years before, and
they suffered some soft-tissue injury of their
neck,’ she said.
‘Then, further down the line, the GP gets a
request from the insurer for a complete copy
of the medical records and they attach to that
the form that was signed by the patient three
years earlier.’
When such requests are received from an
insurance company, the ﬁrst step for the GP is

careful scrutiny of the patient authority and to
understand they are not necessarily obliged to
provide a complete history.
‘If you read the ﬁne print, it often says,
“I give permission for medical information
relevant to my claim to be released to the
insurer”,’ Dr Bird said.
‘I don’t think anyone would say a patient’s
entire medical record, including Pap smears,
sexual health history and so forth, would need
to be sent to enable an insurer to assess a
soft-tissue injury to the neck.
‘So my reading of the authority in that
situation is that it doesn’t actually entitle
the insurer to access an entire copy of the
medical records.’
Dr Bird also cautions the vital thing for GPs
to remember in such situations is that access to
medical records is ultimately the patient’s right.
‘Under the Australian Privacy Principle 12,
doctors are required to give patients access to
their health information on request, unless an
exception applies,’ she said. ‘So patients are
entitled to access their medical records under
that privacy legislation.’
This aspect of the privacy legislation,
introduced in 2001, was designed to further
protect personal privacy by giving the patient
more control over their own information. But it
has also had some unintended consequences.
‘With the privacy legislation, [insurance
companies] can say to the patient, “You’re
entitled to access your medical records. We
want you to extend that authority to us, as the
insurance company, to be able to assess your
insurance claim”,’ Dr Bird said.
‘Somewhat counterintuitively, it has been the
privacy legislation that has enabled insurers to
access entire medical records.’
That said, Dr Bird suggests being mindful
that the patient’s rights are always central to
a request, and it is beyond a GP’s scope to
second-guess a claim. It is therefore best to
always go back to the patient or insurance
company, especially if the GP is uncertain.
‘You can either contact the patient and
say, “They’ve asked for all your records, are
you happy for those records to go to the
insurer to facilitate your claim?”’ she said.
‘Or you follow plan B, which is to write to
the insurer and request an up-to-date and
comprehensive authority.’
Accordingly, Dr Fraser has changed her
practise in order to better protect her patients’
privacy and avoid any possible dilemmas.
‘It’s going to be my practise now to call
the patient in and go through the records
together,’ she said.

Dr Lisa
Fraser is
concerned
about her
vulnerability
in terms of giving
sensitive information to
non-medical people, as well as any
implication for patients’ insurance.

Many sides to the coin
As Dr Bird made clear, not all insurance
claims and applications require access
to a patient’s full medical record. In fact,
Dr Carbone believes it is almost always in the
patient’s best interests for the GP to instead
provide a more targeted report.
‘I know it’s difﬁcult to do, time-wise; GPs
are obviously busy and to sit down and write
a comprehensive report that sticks to the
issue at hand takes time,’ he said. ‘But that
is absolutely a far better approach in terms of
what would beneﬁt the patient.’
Perhaps surprisingly, Nick Kirwan, a policy
manager of life insurance at the Financial
Services Council, which regulates the life
insurance industry, agrees that targeted
reports are usually better for all parties.
‘I can’t imagine any scenarios where
insurers would want to know absolutely
everything,’ he told Good Practice. ‘What
they want is information related to the risk,
not things like whether you had chicken
pox as a child.’
Kirwan is keen to emphasise that GPs and
insurers ultimately want the same thing – a
good outcome for the patient.
‘It’s important to get the information right
at the outset, so that customers can rely on
the policies they have,’ Kirwan said. ‘If it goes
wrong at the point of claim, it’s too late for the
customer to make alternative arrangements
or choose something else. It’s a process we
need to treat carefully.’
Mental health is one area of insurance in
which this balance is of particular concern.
beyondblue refers to this phenomenon as
‘insurance discrimination’ and has been
advocating for affected applicants and
claimants in this area for more than a decade.
‘beyondblue was hearing from people
experiencing depression and anxiety
who were having difﬁculty accessing
insurance; two main groups of products
in particular – travel insurance and life
insurance,’ Dr Carbone said. >>
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GENERAL PRACTICE POLICY

RACGP resources
The RACGP has developed a
submission for this year’s Inquiry into
the Life Insurance Industry, which is
being conducted by the Parliamentary
Joint Committee on Corporations and
Financial Services (the Committee).
The submission was written after
consulting RACGP members on
issues relating to the release of
patient information to insurers, and is
designed to express their concerns.
Visit www.racgp.org.au/yourracgp/
news/reports for more information
and to access the submission.
Preparing medical reports: A guide
to setting fees and writing reports
can assist GPs in preparing medical
reports for the insurance industry. It
contains information about setting
fees, how to structure such reports
and GPs’ rights and responsibilities
when preparing medical reports.
Visit www.racgp.org.au/
your-practice/business for
more information.
The Standards for general practices
(4th edition) contains a section on
the conﬁdentiality and privacy of
health information that explains the
legislative requirements and how to
meet these in your practice. Visit
www.racgp.org.au/your-practice/
standards for more information.
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‘If a GP knows about
a mental health condition,
then it’s likely that if it’s severe
enough the patient will be receiving treatment
or management,’ he said. ‘That represents
a lower risk to the insurer than somebody
who has not disclosed or is not receiving
treatment. So it’s better to have more
information around that.’
But Dr Fraser, who has had patients whose
policies were declined on these grounds, is
concerned about the idea of different levels
of mental health issues being assessed by
insurers as having the same risk.
‘I don’t think people who have mild or
moderate adjustment disorders need to be
placed in the same category as the more
severe set of people, in terms of needing
to pay high premiums or be excluded from
policies,’ she said.
This situation can lead GPs to be concerned
about the disclosure of this kind of information
to insurance companies, and thus the
temptation to leave it out of a medical report.
But such a decision, however well-intentioned,
can end up doing more harm than good.
‘If a past history of depression is relevant,
it must be included in the report,’ Dr Bird
said. ‘Otherwise, it might be found that the
patient hasn’t acted in good faith in disclosing
their medical history to the insurer and their
policy would be void.
‘And then there’s also risk to the GP; if they
have chosen to deliberately omit information
that’s relevant, they’re going to be in breach of
the code of conduct.’
GPs may also feel concerned about the
potential impacts their diagnoses and records
can have for patients’ insurance claims
in the future.
‘[beyondblue has] had instances of people
saying, I went to see my doctor about feeling
stressed at work, he thought he was doing me
a favour by giving me a Medicare-subsidised
opportunity to see a psychologist. He drew
up a mental health care plan that’s on my
Medicare records; I was only wanting to talk
about my career, and suddenly I’ve been
diagnosed with a mental health condition that
I don’t think I had and it is prejudicing my
claim,’ Dr Carbone said.
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Dr Stephen
Carbone
arbone believes
GPs have to be
circumspect when asked
for medical records
given the ‘adversarial’
nature of the insurers–
claimants relationship.

‘Doctors have got a legal and ethical
obligation to write truthful reports, but
they do need to be careful. Are they sure
about that diagnosis and the treatment and
the prognosis?’
Dr Fraser is also concerned about such
issues and wants to take care to ensure
patients’ notes about mental health are
accurate and properly detailed. At the same
time, however, she does not want this to
affect the treatment she provides – or the
records she keeps.
‘I don’t want to be forced to be overly vague,
or have to selectively delete things out of my
notes, when my job is holistic care,’ she said.
‘Especially since I am not able to see into the
future and know what insurance patients are
going to apply for.’
To help prevent these kinds of concerns
for GPs and their patients, Dr Carbone would
like to be conﬁdent that insurance companies
are basing policy decisions on accurate and
up-to-date data about mental health.
‘I think that’s a step the insurance industry
needs to take: really beef up its data so
that it’s making decisions based on sound
evidence,’ he said.
On a more day-to-day level, Dr Fraser would
like to see greater education for GPs around
these issues, and closer links between the
industry and the medical profession.
‘I think education and collaboration, more
sharing of information,’ she said. ‘And a little
bit of public education, as well.’

Medico-legal advisor Dr Sara Bird
cautions that GPs are not necessarily
required to provide a full medical
history when an insurance
company makes a request for
information.
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>> ‘It was also hearing stories about people
who had paid for insurance, but then were
having a lot of difﬁculty when they came to
making a claim.’
On the industry side, Jesse Krncevic,
also a policy manager in life insurance at
the Financial Services Council, argued that
mental health is simply a common condition
that has to be assessed, the same as other
common conditions.
‘Mental health disclosures will be
underwritten based on evidence-based risk
assessment,’ he said. ‘This is the same
process that’s utilised for other disclosures like
diabetes or musculoskeletal issues.
‘There isn’t a different process that’s utilised
in mental health.’
Kirwan added that in cases in which a
mental health condition exists, it is beneﬁcial
for the patient to disclose their treatment.
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Fun program for kids to become
ﬁtter, healthier and happier

Help your 7–13 year old patient
get healthy, active and happy
with Go4Fun®
Go4Fun® is a ten week healthy lifestyle program for
NSW kids aged 7–13 who are above a healthy weight,
and their families. Sessions run once a week for two
hours after school (during school terms).

Download the Go4Fun® referral form at
https://pro.healthykids.nsw.gov.au/arrange
The referral form is also available in Medical Director and Best Practice.

SEND TO: Complete the form and send via fax to 1300 325 301
or email go4fun@betterhealthcompany.org
Families can also self-register at go4fun.com.au or by calling 1800 780 900
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MORGAN LIOTTA

After his son was diagnosed
with autism, Dr James Best
embarked on a professional
and personal journey to
open up opportunities
for his family,
and for
better health
outcomes in
the future.
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in people with autism, and the effects they
have on families.
‘My experience with autism has helped
me manage patients who are going
through the process that I went through.
Also understanding how to manage little
people with autism – understanding their
sensory issues,’ he said.
‘I’ve become more empathetic and can
understand the difficulties of dealing with
a chronic condition that causes significant
impairment. I think I can understand that
better being a parent of a patient, as well
as a practitioner.
‘One of the things I love to tell my
patients is that I have a better relationship
with my child because he has autism,
rather than a worse one. It’s a very special
and intense relationship.’
Outside the comfort zone
Dr Best and his wife went through years
of conversations with various health
professionals, as well as diagnostic tests
and interventions during the early stages
of Sam’s diagnosis, in what was an
undeniably challenging time.
‘When you’re on the other side
[as a patient] – particularly during
that diagnostic process, which is very
traumatic, expensive, complicated – you
basically have a series of interactions with
health professionals where they tell you
what is wrong with your child, and the way
in which that is delivered can vary greatly,’
he said. ‘Because of that, you become
more intense in terms of your bond and
your desire to help and protect them.’
Ultimately striving to understand Sam’s
diagnosis during what he describes as
a ‘rollercoaster of emotions’, Dr Best
applied his evidence-based approach and
GP communication skills to research.
This process led him to one
particular expert in the field of autism,
Dr David Trembath, a senior lecturer
at Queensland’s Griffith University
and speech pathologist with extensive
expertise in treating communication
impairment in children with autism.
Based on Dr Trembath’s studies, as
well as the combined paediatric disability
knowledge of Dr Best and his wife
(who co-authored The complete autism
handbook; refer to breakout on page 23
for more information) and their own best
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Brave new
world

Being a parent is often equal parts
challenging and rewarding. For parents
of a child with disability, those challenges
and rewards are often amplified to
varying degrees.
Sydney GP Dr James Best and his wife
Benison O’Reilly embraced the challenges
when their son Sam was diagnosed with
autism at the age of three.
‘I think that everyone who has had a
child with a significant disability knows that
it’s pretty damn tough,’ Dr Best told Good
Practice. ‘It’s emotionally tough, financially
tough, and it can be tough for your family.
‘You also become part of a community
by meeting a lot of other people in similar
situations
– as a family, it really brought
sit
us together. And we obviously learnt an
incredibly
large amount about autism in a
inc
short
sh space of time.’
Having been a GP in and around
Sydney
for 20 years, Dr Best’s healthcare
Sy
emphasis
began to shift following the
em
revelation
of his son’s diagnosis.
rev
‘It was a life-changing experience;
it was
w completely out of left-field,’ he
said.
saa ‘Even though I had postgraduate
training
– a paediatric diploma – my
traa
knowledge
of autism and what happens
kn
with
witt autism was tiny.
‘After Sam’s diagnosis, my general
practice
focus definitely shifted more
pra
to paediatric disability and, more
specifically,
paediatric autism. So over
sp
half
ha of my consults were with kids or kids
with
wit disability.’
It was during his time with these children
that
tha Dr Best found a greater level of
empathy
for patients with disability and
em
their
the parents, along with an increased
awareness
of autism.
aw
‘I certainly have a personal perspective
on what it’s like to deal with [autism]. Not
only
on with the diagnostic process, but also
with
wit the early intervention,’ he said.
‘The role of the GP is a very important
one
on in this situation. It’s very different to
the role of the paediatrician in that you
often
oft don’t know nearly as much as the
patient
or the parents of the patients
pa
know
kn about autism.’
Through developing bonds with these
patients while having something of a
parallel home life, Dr Best learnt how to
better manage behavioural issues and
emotional vulnerabilities that can present

interest as a family, they
decided to take a radical
approach to their son’s
continued development.
Sam and his father
embarked on a six-month
trip across 10 countries in
Africa in 2015, when Sam
was 14 years old.
Such a trip – and all of
the volatility it would entail
– was viewed by some in
healthcare as a significant
risk given a predictable routine has long
been the conventional wisdom for dealing
with children on the autism spectrum.
Dr Best, however, was confident in
venturing outside what has always been
considered conventional.
‘The Africa trip was an extension of what
my wife and I understood about autism
from when we did early intervention with
Sam,’ he explained.
‘A lot of the newer approaches to
intensive intervention in early childhood are
based on an exposure to uncertainty and
unpredictability while scaffolding the child so
they can still cope with it. That way they can
advance their skills.’
Dr Best said that although this approach
of uncertainty and unpredictability has a
sound scientific evidence basis for early
childhood, not as much had been explored in
adolescent autism.
Once Dr Best and Benison agreed to put
this pioneering operation into practise and
travel to Africa, Dr Trembath assessed Sam
and gave his father instructions to monitor
his communication and social skills weekly
throughout their travels.
‘It was a case study that showed some
very significant changes in Sam over that
period,’ Dr Best reflected. ‘But we certainly
noticed it anecdotally.’

I’m a
member
because …

Sam Best ultimately
thrived and experienced signiﬁcant
development following his six-month trip through
Africa with his father.

Exposing Sam to a completely new
environment led him to step out of his
comfort zone and explore challenges he
most likely would never have experienced as
a teenager in Sydney. A bold and brave move
by both Sam and his father.
‘I learnt my limitations, as it was pretty
tough, especially early on,’ he said. ‘Sam
was out of his comfort zone and really
finding it stressful and I was pushing him
significantly, but also giving him lots of
chances to try things he was able to.
‘So I learnt my limitations and a lot
about autism.’
Upon Dr Best and Sam’s return to
Australia, footage of their trip was passed
on to Dr Trembath, who measured Sam’s
behaviour from the pre-travel assessment –
all of which was used to assist Dr Trembath
with his ongoing research.
Perhaps the most positive outcome from
the experience was the significant change in
Sam’s communication and overall ability to
live more independently.
‘Sam’s communication skills very overtly
improved,’ Dr Best said. ‘That was what
we hoped for, but what we didn’t expect
was for him to improve in his self-belief,
in his confidence.

I feel it is important to work together
as a profession, and the RACGP
is our strong voice in a busy and
congested political, economic and
medical landscape.
As well as representation, it provides
a reliable and trustworthy source of
services that enables us to deliver
to our patients the best primary
medical care we can.
– Dr James Best,
RACGP member since 1997

‘He started to realise that he could do things
and became more confident, which was great.’
The trip to Africa most certainly changed
the course of the family’s life for the better.
Dr Best himself feels that he has brought
back a fresh perspective on managing people
with autism; thinking more outside the box and
looking at the person and beyond the disorder.
‘I don’t want everyone to think that they’ve
got to go to Africa, I want them to find
their own Africa,’ Dr Best said, using an
inspirational phrase that he stole from his wife.
Dr Best also carries his own hope for
the future and encouragement for others
living with young people with autism, and
for health professionals researching and
working in the area.
‘I hope that some people might draw some
inspiration from it [the Africa trip] and see that
[autism in] adolescence is potentially a time of
opportunity, and to have that hope that this is
an area for change.’
Dr James Best and his son, Sam, share
a moment on the Nile during their time
together in Africa.

The best shot
Dr James Best’s book, Sam’s best shot, tracks the life-changing
six-month journey he and his son Sam took across Africa. Visit
www.allenandunwin.com for more information.
Dr Best’s wife, Benison O’Reilly, co-authored the third edition
of The complete autism handbook, which provides advice for
GPs, as well as guidance and support for families of children with
autism. Visit www.venturapress.com.au for more information.

Reprinted from Good Practice Issue 10, October 2017

23

CONTINUING PROFESSIONAL DEVELOPMENT

PLAN questions answered
RACGP QI&CPD

Looking at some of the
common queries from GPs
currently using PLAN.
GPs from all walks of professional life
have undertaken a planning learning
and need (PLAN) activity since it was
introduced to the RACGP Quality
Improvement and Continuing Professional
Development (QI&CPD) Program at the
beginning of the 2017–19 triennium. A
number of common themes and areas
of discussion emerged when collating
their feedback.
How many QI&CPD points do I get
when I complete PLAN?
As a Category 1 quality improvement
activity, PLAN attracts 40 QI&CPD points
upon completion.

Senior GP, city practice
There is no doubt as to the beneﬁts
the contents of the QI&CPD
2017–19 Program will offer towards
maintaining and improving our
professional knowledge as GPs.
The new PLAN activity is an
‘added bonus’. It is obvious the
thought and work that went into it.
When I was ﬁrst introduced to the
concept of the PLAN activity, my
initial thought was that, in my 80th
year, I was perhaps ‘overdoing it’.
Fortunately, I applied to participate
in the webinar conducted earlier
in the year and after listening to
Dr Kaye Atkinson and her
colleagues, my initial fears were
subdued and … it made me
conﬁdent to now proceed on the
remaining path towards completion
of this learning exercise.
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How do I complete a PLAN activity?
GPs can log in to myRACGP, click on ‘myCPD’
and select PLAN. They must then follow a
ﬁve-step process:
1. Complete a practice proﬁle analysis and
self-reﬂection in order to identify
learning needs.
2. Review the report that is generated.
3. Identify at least ﬁve learning areas on which
to focus, and state learning outcomes and
strategies to achieve them.
4. Complete the activities relevant to the areas
that have been identiﬁed.
5. Complete the ﬁnal section of the PLAN
activity – reﬂect and plan ahead.
Is the PLAN activity available in a
paper-based version?
PLAN is an online-only tool and not available in
a paper-based version.
Can someone help me complete my PLAN
if I am not conﬁdent using a computer?
Each RACGP state ofﬁce has trained QI&CPD
staff members available to assist GPs in
commencing their PLAN activity.
How many PLAN activities do I need to
complete in a triennium?
GPs are only required to complete one PLAN
activity for the 2017–19 triennium.
The PLAN activity must be completed and
submitted by 31 December 2019, and it is
recommended that the practice proﬁle and
self-reﬂection section be completed early
in the triennium.
As GPs work through the stages of PLAN,
their learning strategy can be developed into
a structured set of goals and activities for
the triennium.
Do I have to complete a PLAN activity if
I am not in active clinical practice?
The PLAN activity caters for GPs who have
been out of clinical practice for an extended
period. It may prove especially helpful for GPs
who are not currently in practice but are planning
to return within the triennium.
Given the unique nature of work in general
practice, GPs will need to develop their own
distinctive learning program based on individual
experiences and needs.
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Experienced GP,
rural practice
General practice is rapidly changing
and, as such, the need to continually
reﬂect on my learning is of paramount
importance. PLAN easily enables
me to determine my practice proﬁle
and search for activities that meet my
learning needs and the needs of my
patients, and those topics in which I
have special interest.
I would strongly recommend PLAN
to all GPs looking to link relevant
CPD activities more efﬁciently.
PLAN has been rewarding and
very educational.

What is the beneﬁt of completing a
practice proﬁle?
PLAN uses reﬂection to help GPs tailor lifelong
learning to their own distinctive situation within
the context of Australian general practice.
Documenting a practice proﬁle provides a
point of comparison between the practice and
its local community, and helps GPs consider
the unique needs of their patients and local
community when planning learning activities.
As GPs work through their practice proﬁle,
PLAN asks a series of questions that prompt
reﬂection on current patients, enabling GPs
to identify learning areas tailored to their
community’s needs.
Do I have to complete a practice proﬁle
if I am not in active clinical practice?
GPs who are not in active clinical practice
have the option to skip the practice
proﬁle section of the PLAN activity. In the
event a GP chooses not to complete this
section themselves, a proﬁle based on the
Australian general practice average will be
generated automatically.
What does the self-reﬂection
section entail?
As part of developing their learning needs,
PLAN asks GPs to assess their level of
conﬁdence in terms of knowledge and skills
against a series of criteria:

• The ﬁve domains of general practice
and curriculum contextual units of
the RACGP curriculum for Australian
general practice 2016
• Common general practice conditions
• Procedural skills relevant to general practice
Does PLAN tell me in which areas
I need to improve?
The series of questions asked as part of the
PLAN activity are designed to allow GPs to
reﬂect on their conﬁdence levels in different
parts of the curriculum for general practice.
After this initial reﬂection, GPs can choose the
learning areas on which they want to focus and
tailor their PLAN activity to their own needs.
What happens to the information?
Continuing professional development (CPD)
information will be held in GPs’ QI&CPD
portfolios, allowing them to refer to it as
needed. GPs have requested this structure,
particularly in relation to previous cycles.
Who marks the PLAN activity?
Reﬂection is the key emphasis of the entire
PLAN journey, and GPs thus assess their own
performance throughout.

Can I add, for example, an interest in
eHealth as a learning area in PLAN?
PLAN features an option to insert additional
learning areas that are not stipulated in
the curriculum. This is where GPs can add
their own study and improvement in these
types of areas.
What if I have a speciﬁc interest?
The PLAN activity caters for all types of GPs,
including those with a speciﬁc interest such as
dermatology or addiction medicine. However,
GPs with speciﬁc interests may have particular
QI&CPD requirements, and these will still
need to be met.
All GPs undertaking clinical practice can
complete a proﬁle on their patient demographic
and consider their learning needs based on the
curriculum. In addition, the variety of common
conditions and procedural skills means that
each GP should be able to self-reﬂect on their
speciﬁc learning needs.
What if I have not completed an
accredited activity to link as evidence of
an identiﬁed learning area?
When uploading evidence for a learning area,
GPs have the option to link an accredited

Experienced GP,
city practice
I have started my PLAN and am
currently working on doing activities
to meet my learning objectives, and
I have found it very useful to think
about what I was going to do in the
next three years. I think I probably
tended to do this in the past, but
I like that I have a more deﬁnite
record and structure to what I want
to do and what I need to do over the
next three years.
Although there was some
repetition in some of the sections,
I didn’t ﬁnd it particularly onerous
and there were some areas that
I hadn’t thought about before,
so the exercise was useful from
that perspective.

activity they have completed on their
myCPD statement.
Alternatively, they can upload a document
detailing any other activity they have completed
in order to meet the learning outcomes. This
could be evidence of reading or cases they
have completed.
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ETHICS IN GENERAL PRACTICE

Supporting the second victim
SARA BIRD

Healthcare providers
can also be victims in
the case of an adverse
patient event.
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One of your colleagues, Dr Simon,* calls
you on a Friday afternoon to say he has just
received a letter from the Australian Health
Practitioner Regulation Agency (AHPRA).
Enclosed with the AHPRA correspondence is
a long letter from a patient complaining that
Dr Simon had failed to diagnose her breast
cancer and she is now terminally ill.
Dr Simon had been distraught when
the patient was ﬁrst diagnosed with breast
cancer, especially since he felt he had not
appropriately followed up her concerns about
symptoms while she was breastfeeding. The
receipt of the letter from AHPRA has now
increased his distress.
What can you do to help your colleague?
The term ‘second victim’ was coined by
American physician Prof Albert Wu in
2000.1 A second victim is a healthcare
provider who is involved in an unanticipated
adverse patient event, in a medical error
and/or a patient-related injury, and becomes
victimised in the sense that the provider is
traumatised by the event.
These individuals frequently feel personally
responsible for the patient outcome and
many feel as though they have failed the
patient, second-guessing their clinical skills
and knowledge base.2
Doctors’ initial reactions to adverse
patient events often include numbness,
detachment, distress, confusion, anxiety,
grief and depression, withdrawal or agitation,
and re-experiencing the event. Added
symptoms that are related to medical errors
include shame, guilt, anger, self-doubt and
loss of conﬁdence.3 Difﬁculty concentrating
is also common, and the doctor may be
signiﬁcantly impaired in performing their
usual role. The symptoms may last from days
to several weeks.
Some doctors go on to experience more
long-term consequences, such as ﬂashbacks,
avoidance of situations associated with the
trauma and increased arousal, including sleep
disturbance and irritability. Some doctors even
consider leaving the profession.
Doctors who are involved in a complaint
or other medico-legal issue can also
experience signiﬁcant morbidity. A UK survey
revealed that:4
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• 16.9% of doctors with a current/recent
complaint reported moderate–severe
depression, compared to 9.5% of doctors
with no complaints
• 15% of doctors with a current/recent
complaint reported moderate–severe
anxiety, compared to 7.3% of doctors
with no complaints
• doctors with a current/recent complaint
were 2.08 times more likely to report
thoughts of self-harm or suicidal ideation.
Assisting a colleague after an adverse
event and/or complaint
Healthcare peers are the most important
and popular source of support after an
adverse patient event.5 Strategies for
assisting a colleague include:
• encouraging a description of
what occurred
• beginning by accepting the assessment
• not minimising the importance of
the event
• acknowledging the emotional impact of
the event, ie ‘This must be very difﬁcult
for you. How are you doing?’
• assisting the colleague in identifying other
forms of support.
Other forms of support include contacting
a medical defence organisation (MDO) for
advice about how to deal with the letter
from AHPRA. It is often useful for doctors
who are dealing with an adverse event or
complaint to consult with their treating GP,
and doctors should avoid self-diagnosis and
treatment. Other support resources include
the Doctors’ Health Advisory Service and
the RACGP’s GP Support Program.
Postscript
In this case, you encouraged Dr Simon to
describe his concerns and feelings, and
recommended that he contact his MDO
as soon as possible for advice on how to
respond to the letter from AHPRA. You also
suggested that he make an appointment to
see his GP. You regularly followed up with
Dr Simon every couple of weeks to ask
how he was going, continuing to do so until
the AHPRA complaint was resolved seven
months later.
* This case is ﬁctitious.

