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Chair’s message
I would like to introduce to you this special issue of Connect which focuses on COVID-19.
These are unprecedented times, with the COVID-19 pandemic causing a huge disruption to
the working lives of the medical profession and much of society. Doctors from all parts of the
profession, from front line care to giving expert advice to Governments, have stepped up in a
remarkable response to this threat to our patients, our colleagues and our own families.
Avant has fielded thousands of members’ calls in recent weeks and responded to a tranche
of new issues doctors have faced due to COVID-19. From these calls our medico-legal team
have developed the advice provided into articles to support members as we move through
to the next stage.

Dr Beverley Rowbotham

This edition of Connect takes a look at some of the challenges doctors have faced during the
crisis including ethical dilemmas, financial repercussions and the effect on our health and
wellbeing. The impact on the mental health of frontline healthcare workers in other parts of
the world has been severe and we’ve seen it to an extent in Australia as well.
One of the bigger adjustments we’ve had was the shift from face-to-face consults to
telehealth. Two members describe their experiences which highlight the benefits and
downsides. I am also grateful to Dr Harry Nespolon (President of RACGP) for sharing his
thoughts on this matter. Another article provides a case study of a telehealth consultation
that highlights medico-legal issues, which our experts then address.
As Australia enters a three-stage plan to open back up the economy, we will examine how
practices have had to cope and what the ‘new normal’ looks like. Testing for COVID-19 is
going to be with us for some time. We explain the issues related to it and the rationale
behind tests. Another new normal is electronic prescribing. This has been fast-tracked and is
one of the few silver linings to emerge from the crisis.
I hope you find the articles in this issue of Connect are relevant to you as we work through
the next phase of the pandemic together and as always, we welcome your feedback on
these topics. We have moved to a digital and contactless issue of Connect during this period
but will resume our traditional format for our end-of-year edition of Connect.
Thank you for your tremendous efforts in managing the health emergency. Avant is a doctor
owned and run organisation. It is an honour to serve the profession and I assure you that
Avant stands with you in the face of this and other challenges throughout your career.

Dr Beverley Rowbotham
Chair, Avant

The COVID-19 matters members sought advice on
Kate Gillman, BA LLB, Head of Medico-legal Advisory Service, Avant

The call notes from over 1,000 queries we received
on COVID-19, chronicle the minefield of medico-legal
issues to emerge from the pandemic, as well as the
personal health and wellbeing challenges faced by
doctors and their practice staff.
Unsurprisingly, nearly half of our calls have been from general
practitioners, who early in the pandemic were at the frontline as
patients returned from overseas with symptoms that required
testing. Patients and staff grappled with how to keep themselves
and patients safe, wanting to know if it was legal to put signs on
their doors, whilst navigating the constantly changing testing
guidance and sourcing PPE supplies.
Employers were demanding medical clearance certificates from
GPs not understanding that you can’t ‘clear’ someone from
COVID-19, but rather you could only state that at the point in time
they are not presenting any symptoms.
The introduction of temporary telehealth item numbers from
the 13th of March for six months generated a lot of calls. While
the change was welcomed it took several weeks and lobbying,
including from Avant, for the Government to put in place a billing
regime that enabled all doctors the option of providing telehealth

consultations. This was a great relief to vulnerable doctors who
otherwise faced the prospect of having to stop work altogether at
a time when their patients really needed their support.
Practices have adapted rapidly to telehealth, but it is still
necessary to consider when and how a face-to-face examination
can be conducted, to avoid the risk of missing a key symptom
or condition. To assist, we have produced a fact sheet on
telehealth consultations during COVID-19. Needless to say, good
documentation is vital, particularly when patients are advised to
attend the hospital for follow up.
As the numbers of positive cases and deaths rose and concern
mounted about the availability of PPE, the Government suspended
non-urgent elective surgery. This created immediate issues for
surgeons worried not only about what they could do legally, but also
how to manage workplace issues it raised for their administrative
staff and the financial implications for their businesses.
14% of our calls have been from doctors-in-training, seeking advice
on a range of issues including their re-deployment to work in different
units, concerns about the impact of COVID-19 on their training roles,
and personal wellbeing issues. Our medical advisers have provided
advice to DIT supervisors on medico-legal issues arising from remote
supervision for telehealth consultations. At the other end of the
spectrum, we have helped doctors come out of retirement so they are
available to provide additional clinical care if required.

In all groups, the supply of PPE has been a key issue of concern
in the calls we have received and at every opportunity, we have
provided this feedback to the Department of Health.

Calls for advice by specialty group
(1 Jan – 30 Apr, 2020)

As the curve started to flatten and the National Cabinet
contemplated easing restrictions and re-commencing elective
surgery, our calls changed to respond to queries such as ‘point
of care’ serology testing and whether this could be used as a
screening test (see Testing for SARS-CoV-2 article).
The Government’s push to get the community to download the
COVID-Safe app, in turn, has resulted in calls from doctors who
wanted to know if they could require patients and/or staff to
download the app. Legislation has, however, been enacted to
make it an offence to coerce anyone to use the app or to withhold
a service from someone who doesn’t have the app.
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Throughout this period we have used the questions we have been
asked to inform our FAQs and resource page, which has received
nearly 100,000 page views, is also the resource on medico-legal
issues recommended by the Medical Council of NSW. As we move
into the next phase of the pandemic, including the introduction of
electronic prescribing, we will keep our FAQs updated and provide
personal support and advice through our telephone advisory service.
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Round-the-clock medico-legal support
Our medico-legal experts are committed
to providing support and advice when you
need it. For assistance call 1800 128 268
– available 24/7 in emergencies.
Find out more

Kate Gillman
Head of Avant's Medico-legal
Advisory Service

Managing your health during a crisis
Dr Richard Wilson, OAM, MBBS, DObstRCOG, FRACGP, FACRRM, Senior Medical Adviser, SA, Avant

Doctors are used to working in stressful and emotional
environments but COVID-19 is unlike anything
health professionals have seen in their lifetimes.
Uncertainty and fear about what’s to come worries not only those
living in social isolation, but the medical profession as well.
Dr Kym Jenkins, psychiatrist and immediate past president of
RANZCP, says the initial anxieties that troubled many healthcare
workers were tangible worries that included safety issues, such
as the lack of PPE for staff and whether hospitals were able to
accommodate an influx of COVID-19 patients.
“One of the most challenging things to work out from a mental
health point of view is whether the healthcare worker is suffering
from a mental health illness or whether they’re experiencing an
understandable response to a completely abnormal situation,”
explained Dr Jenkins.

We’ve been primed and ready to
‘fight the lion’ for so long, but so far
the lion hasn’t appeared.
Although the increase in stress and anxiety has been felt across the
healthcare profession, those with a previous history of anxiety are
more vulnerable. Many of us have an increased level of baseline
anxiety during COVID-19 which puts people more on edge. The
initial worries that were keeping us awake at night are to do with
the anticipation of the worst to come, but here in Australia that
has not arrived.

Faced with COVID-19 on daily basis takes an
inevitable toll
In other parts of the world where countries suffered much
higher casualties due to COVID-19, news of frontline staff having
succumbed to the mental and physical exhaustion caused by the
pandemic are making headlines.
A prominent emergency room doctor had fallen ill with the virus
and spent a week and a half recovering, only to take her own life
shortly after. According to reports at the time of print, there have
been approximately 165 deaths among health workers in the UK
when the country had recorded more than 35,000 deaths from the
disease. Italy reported that more than 100 medical workers had
died, when the country’s death toll had exceeded 32,000.
Doctors in private practice are under extreme stress loads – such
as having to adequately safeguard their practice and staff, dealing
with patients every day who may or may not be infected, the shift
from face-to-face consults to learning how to navigate effectively
through telehealth, deciding whether to distance themselves from
their family to avoid contaminating their loved one in case they
were infected – to name a few factors.
As the pandemic continues to develop globally, mental anxieties
among healthcare workers are evolving as well. There is the
financial impact on private practice and the loss in income
because of elective surgeries temporarily being placed on hold or
cancelled. Those with families are struggling to juggle more roles,
such as having to home school children and the stress that comes
with blurring personal and professional lives.

Life after ‘flattening the curve’
Now that Australia has kept the rate of infection under 1% since
the end of March and the Government has entered a three-stage
plan with an aim to gradually have the economy open by July
2020, we are entering the stage that follows significant social
restrictions but will be faced with another set of mental health
challenges in the medical profession.
“As time goes on we’re going to see more depression and
despondency become apparent. The source of anxiety is going
to be less in how people are handling things but a shift to those
secondary considerations that aren’t directly related to the virus. It
will be regarding the impact it’s having on their lives in areas such
as relationships, career and income,” says Dr Jenkins.
The second phase also means learning to deal with the
consequences of living through a pandemic.
As the world adapts to contain and fight the virus, the medical
profession will have to accept COVID-19 as a long-term, evolving
event. This may mean that social norms will not go back to how it
was pre-COVID-19, the general public will conform to a heightened
sense of hygiene, and we will deal with evolving sets of anxieties
as they unfold.

‘A positive mindset is critical’
As we remain optimistic, the medical profession will emerge
stronger together after having survived a pandemic. Not only
are frontline workers faced with the enormous task of caring for
others’ health and safety, but it is essential that you continue to
look after your own mental health alongside your patients’.

In addition to ensuring your physical wellbeing by building
positive habits of exercise, healthy nutrition and a good night’s
sleep, Dr Muecke emphasises the importance of exercising your
brain. He recommends incorporating laughter, strong connections
with others, doing a good deed or listening to your favourite
musical play list as ways of building a positive mindset.
Dr Muecke’s advice is applicable to doctors at all stages of their
career, but particularly for doctors who have recently experienced
stress during the COVID-19 pandemic. Mental health resources,
support groups for health professionals, and COVID-related forums
for doctors are readily available and updated on a regular basis.

Useful resources
•

Avant Doctors' Health and Wellbeing
key support services

•

Avant video interview with Dr James Muecke

•

Pandemic Kindness Movement – resources and links
to valuable services, created by clinicians across
Australia, working together to support all health
workers during the COVID-19 pandemic.

•

Hand n Hand – a peer support network established
by healthcare workers.

•

Mentate – a confidential referral network linking
doctors with psychiatrists for clinical assessment
and treatment.

From burnout and disillusionment during medical studies,
escaping armed rebel soldiers in Africa and inheriting a career
ending condition, Dr James Muecke, ophthalmologist and 2020
Australian of the Year, says that having a positive mindset is critical.
“Once you’re faced with a challenge, or unexpected change in
your life, or an adverse experience or even a calamity, the first
thing to do is really stop and take a few deep breaths, take stock of
the situation and don’t let the emotional part of the brain to take
over,” says Dr Muecke in Avant’s latest vodcast series.

Help is here if you need it
Avant offers free support to members with
health issues. Access confidential counselling
by Benestar, a leading global provider of
corporate psychology services.
Find out more

Dr Mark Woodrow
Medical Adviser

Pros and cons of telehealth
Dr Penny Browne, MBBS, FRACGP, MHL, Chief Medical Officer, Avant

In a significant change for some in the profession,
the Government introduced new telehealth
reforms to allow ‘whole of population telehealth’
during the COVID-19 pandemic.
Since then, there have been 9.1 million1 telehealth consultations.
A survey by the Royal Australian College of General Practitioners
(RACGP) found 99% of practices were offering telehealth, so we
asked RACGP President Dr Harry Nespolon and two members, how
telehealth was being received and its future in healthcare.

Digital health transformation
The introduction of the telehealth rebates has been welcomed by
the RACGP and Dr Nespolon stated, “We’ve been lobbying for 10
years for a form of digital health”. Consequently, he wants to see
funding retained after its proposed end date of 30 September.
The number of telehealth consultations noted above makes up
around a quarter of all GP consultations, though nearly all practices
the RACGP surveyed are offering both face-to-face and telehealth.
“This is what we want to see happening as telehealth isn’t the
answer to every problem,” Dr Nespolon says.
“A pure telehealth service doesn’t deliver the care that patients
need. However, it improves the efficiency of practice and is
something patients want,” he adds.
“What that looks like in the future will depend on the rebates.
To date, we’ve only had rebates for face-to-face consultations.
If it goes forward, there are likely to be different rebates for phone
and video telehealth.”

...clearly you do lose a lot when you
can’t see the patient, even with video.
"About 90% of consultations have been delivered by telephone so
far and we need to move away from that and more to video. Video
is much more complicated to set up as you need the patient in
front of a laptop or phone somewhere quiet."
On the introduction of telehealth, Dr Nespolon notes, “It was set up
in a rush and we weren’t quite ready for it, but it has helped with
COVID-19. It kept patients safe and doctors safe and minimised
the use of PPE. GPs haven’t had a lot of training on how to deliver
telehealth properly and we need to educate patients as well.”
Commenting on the pros and cons of telehealth, Dr Nespolon says
it “offers people opportunities to deal with issues they might find
difficult face-to-face, but clearly you do lose a lot when you can’t
see the patient, even with video.”
When looking forward to further digital health developments
Dr Nespolon notes, “There needs to be better infrastructure.
We are still faxing and hand delivering prescriptions and need to
get the technology going now and build it into our practices. It
needs to move from 2007 when the first iPhone came out, to 2020.
There are much better ways of delivering care and this might be
the beginning of some footsteps in the right direction.”

Member perspectives

The telehealth veteran

Some doctors are adopting telehealth for the first time and had
to learn how to implement the technology, as well as familiarise
themselves with the item numbers whose requirements evolved
over time (see Transitioning to the telehealth era article).

Dr Andrew Rainbird, a cardiologist, offers a different perspective,
having performed telephone and video-conference consultations
with patients in remote areas for several years.

Here, two members provide their experiences with telehealth, a
GP first-time user and a cardiologist who has used telehealth for
several years in remote areas.

The real advantage of telehealth consultations, he believes, is as a
screening tool to determine which patients warrant investigation
in a major centre or for following up patients with pathology so
they don’t have to travel to a major centre.

The telehealth newbie

Like Dr Kelly, he also avoids consulting new patients via telemedicine.

Dr Glynn Kelly, a Brisbane GP, started performing telehealth
consultations from his home in April.
He believes telehealth has been invaluable during the pandemic
and as a ‘vulnerable doctor,’ it has permitted him to continue
working, take the workload off his practice and provide his patients
with extra support.

“The clinical examination is an important part of cardiology, so
it’s difficult to perform telemedicine on new patients without
actually physical contact with them,” Dr Rainbird says. “Usually
I see the patients in person and then it might be following-up
on test results, reviewing ECGs, reviewing medications, remote
monitoring of their pacemakers or defibrillators, or discussing their
management plan.

“The positive is I can still see my own patients who are like family
to me,” he says.

COVID-19 has had a significant impact on Dr Rainbird’s practice
and he is now doing more telehealth consultations than ever.

While Dr Kelly would prefer to see his patients face-to-face, he says
the telehealth consultations – conducted via telephone as most of
his patients don’t have access to video – are a good way to “touch
base” with his patients.

“Due to the pandemic we have significantly increased the
number of telehealth consultations we are doing over the phone,
particularly for elderly and immuno-compromised patients to
keep them at home and minimise the risk of transmitting the
coronavirus to them and staff,” he says.

Commonly, Dr Kelly uses telehealth to follow up with patients
and discuss results, for example. However, many issues have to be
dealt with by face-to-face consultations in the surgery. With both
formats, good medical practice must always be followed, including
good quality clinical notes.

As for the future of telehealth, Dr Rainbird says doctors and
patients will have to accept that the technology is here to stay.

Useful resources

As to whether he will continue doing telehealth consultations after
the pandemic is over, he is frank.
“Although, I don’t find telehealth consultations as professionally
satisfying as doing them face-to-face and talking with the patient,
I strongly believe the telehealth MBS item numbers should be
permitted to be used after the pandemic. I don’t see why a frail old
patient has to routinely come into the surgery when many issues
can be well assessed and dealt with by telehealth”, Dr Kelly says.

•

Avant answers to telehealth FAQs

•

Avant COVID-19 telehealth essentials factsheet

•

Ask the Expert: Telehealth – Emerging risks and
advice for practices webinar

Reference
1

Department of Health verbal comment on Friday 15 May,
provided by Dr Nespolon.

Avant Practice Indemnity Insurance
Employment disputes can significantly affect
your business. It's important your practice
has the right protection and support to
minimise their impact.
Find out more
Avant Practice Medical Indemnity Insurance issued by Avant Insurance Limited. P lease read the PDS, available at avant.org.au

Transitioning to the telehealth era
Dr Kelly Nickels, MBBS (Hons) M Hlth&Med Law, Practice Manager Claims – Professional Conduct, VIC, Avant

The rapid transition to telehealth consultations in
Australia during the COVID-19 pandemic amounts
to a revolution in our healthcare system. For most
medical practices, telehealth is also a major exercise
in change management.

into the garden. Frank puts the phone on speaker and introduces
Sylvia to Dr Lang.

Unsurprisingly, many members have called us for advice on
concerns raised by the introduction of telehealth. Drawing on
these concerns, we’ve come up with a hypothetical scenario that
highlights the issues that both doctors and practice managers
need to consider.

Dr Lang asks whether they can take Sylvia’s temperature. Frank and
Sylvia go back inside and eventually find a thermometer. Sylvia’s
temperature is 36.8 degrees.

Sylvia’s story
Sylvia, an 85-year-old woman with the early stages of Alzheimer’s
Disease and living on her own, calls her son, Frank, to tell him that
she has developed yet another urinary tract infection (UTI) and
needs the medication her GP normally prescribes.
Frank explains that her usual medical practice is closed as it is a
Sunday. He also points out that the COVID-19 pandemic means
that, due to her older age and chronic health conditions, Sylvia
should be staying at home.
Frank decides to try and organise Sylvia a telehealth consultation. He
finds a practice that is open nearby and makes an appointment for a
telehealth consultation via an online booking system with Dr Lang.
As Frank arrives at Sylvia’s home, he receives a call from the
practice manager to get a few details as Sylvia is a new patient.
Afterwards the practice manager explains the consultation will
take place via telephone rather than video.
At the appointment time, Dr Lang calls Frank’s phone. Frank asks
him to wait because he can’t find Sylvia who has wandered out

Frank provides Sylvia’s background medical history (diabetes,
hypertension and that she is in early cognitive decline) and reads
out the list of medications from Sylvia’s Webster pack. He also
explains that she has experienced two UTIs in the last year for
which her GP has prescribed trimethoprim.

Dr Lang agrees to prescribe trimethoprim but tells Sylvia and Frank
that, if Sylvia’s symptoms persist, she will need to visit his practice
or her usual GP so she can be examined, and a urine sample
analysed. Dr Lang arranges to fax the prescription to a pharmacy
for Frank to collect.

A legal perspective – Georgie Haysom, Head of
Advocacy, Education and Research
Doctors have faced extreme pressures due to the rapid transition
to telehealth during a pandemic. Nevertheless, you need to be
aware of the possible medico-legal risks.
Video conferencing or telephone? – When using the COVID-19
temporary telehealth items under the Medical Benefits Scheme
(MBS), the Department of Health has specified that video
conferencing is preferred. However, a practitioner may offer
a telephone if video conferencing is not available.
Capacity – The consent issue is tricky in this scenario because
there may be a capacity issue. You will need to assess whether
Sylvia has capacity to make decision about her own health, and
if not, you will need to ensure that Frank is the correct substitute
decision-maker to make decisions on her behalf.

Consent – You need to identify the patient, which is difficult if
it is a new patient. You also need to ensure that they consent
both to a telehealth consultation and provide informed financial
consent. In this scenario, the patient is over the age of 70 so she is
classified as a ‘patient at risk of COVID-19 virus’ so she must be bulk
billed. During COVID-19, verbal consent is sufficient provided it is
documented in the patient’s medical records.
Face-to-face consultations – One of the major potential
medico-legal risks is missing something important because you
have not seen the patient face-to-face. It is important to consider
whether or not your patient needs to be seen face-to-face, and
if so, how they can be seen safely.

A doctor’s perspective – Dr Victoria Phan,
Risk Adviser, Avant
Like most of my colleagues working in general practice and other
outpatient settings, I’ve found the transition to telehealth challenging.
This scenario captures many of the issues both doctors and patients are
navigating (see Pros and cons of telehealth article).
Ensure the patient is in the right head space – Some patients
may be nervous communicating with you in this way, especially if
they are a new patient. Others may not be in the right mental space
and treat it like a chat on the phone rather than a consultation.
Non-verbal communication cues – Doctors work so much off
the non-verbal cues. We always say that the examination begins
from the moment you collect the patient in the waiting room.
You examine how they are sitting, how they are walking, their
behaviour, whether they are well or unwell. When consulting via
telehealth, you need to allow patients to finish their sentences and
give them the plenty of opportunities to interject because there is
always a risk that you’ve missed something.
Physical examination – Being unable to conduct a physical
examination, you are relying a lot on what the patient tells you.
While you can teach a patient to do certain things such as check
their pulse, temperature and palpate their abdomen, there is so
much you cannot do remotely. It is important to have a low index of
suspicion to organise a review in person where clinically indicated.
Prescriptions, tests, referrals and follow-up care – Managing
prescriptions, tests, referrals and follow up care is also challenging
and often time consuming. Ideally, you need to have clear and
streamlined processes that are specifically tailored to the reality of
offering telehealth consultations.

A practice manager's perspective
– Angela Mason-Lynch, Risk Adviser, Avant
At this point in the telehealth journey, we need to look at how to
get to best practice.
More than technology – Telehealth is more than the installation
of a piece of technology. Rather, it is about looking at your
processes and workflows and thinking about how to adapt them
for telehealth, including:
•

how to triage patients before the consultation and what
platform to use

•

how to conduct consultations (for example, what role a nurse
or allocated team member might play in the consultation such as
connecting with the patient and handing over to the practitioner)

•

what is the procedure if the video conferencing technology
drops out?

•

what are the processes to issue prescriptions, track tests,
follow-up and recall patients?

•

how to get patient consent for the transfer of their information

•

how to update medical records (especially if staff work remotely)

•

how to reassure patients about their privacy

•

how to ensure a safe working environment if your staff
are working from home.

Patients need to be comfortable with the technology –
You need to consider both whether they can access and feel
comfortable using video conferencing technology. Patients could
be persuaded video conferencing is better than the telephone by
telling them it is more like a face-to-face consultation.
Privacy and security – When you choose a software platform,
ensure you have adequate security measures to meet your
practice’s obligations under privacy legislation. You may want to
get advice on this from an IT provider.
Looking after your staff – Finally, you shouldn’t overlook the
pressure the transition to telehealth may put your reception staff
as they are feeling the brunt of the extra administrative work.
Communicate regularly and openly with them and check what
tools they need to help navigate the changing landscape.

Avant Foundation Grants
Supporting research, education
and leadership programs designed
to make a real difference to how
medicine is practised.
Find out more

Avant
Foundation
for quality, safety and professionalism

The Avant Foundation (ABN 27 179 743 817) is administered by its trustee, Avant Foundation Limited (ACN 618 393 847).
The Avant Foundation is a Public Ancillary Fund, endorsed by the Australian Taxation Office as a Deductible Gift Recipient.

A/Prof Louise Nash
Avant Foundation Grant
recipient 2019

The introduction of electronic prescribing
Rocky Ruperto, LLM, LLB (Hons), BSc (Psych), Legal and Policy Officer – Advocacy, Education and Research, Avant

Like other industries, digital transformation in
healthcare has great potential to change the way
we approach patient care and enhance the overall
quality of care. Electronic prescribing is the latest
development to be fast-tracked from its planned
launch in late 2020 due to the COVID-19 pandemic.
The Department of Health states electronic prescribing aims to
provide convenience and choice to patients, while improving
prescribing efficiencies, compliance and drug safety. It has been
progressively rolling out since 30 May 2020.
It allows the prescribing, dispensing, and claiming of medicines,
without a paper prescription. This should not only mitigate against
prescribing and dispensing errors but will also help, in the short
term to protect people most at-risk from COVID-19.

More options for doctors and patients
With tight social distancing restrictions in place, telehealth
consultations have become common practice, and many doctors
are already providing prescriptions, under interim arrangements, to
their patients via telehealth.

Electronic prescribing will complement telehealth services by
allowing you, the prescriber, to deliver a complete service because
you can now send prescriptions directly to a patient’s mobile
device. It provides another way to protect against exposure to
COVID-19 and other infectious diseases for you and your patients.
Electronic prescriptions are not a substitute for paper, but an
alternative. Prescribers and patients now have more choice and
control over their prescriptions, and patients can still choose which
pharmacy they go to.

How does electronic prescribing work?
There is no specific ‘opt-in’ or ‘opt-out’. Your patients will choose
at the point of prescription whether they would like a paper
prescription or an electronic prescription. The only requirement
is that they have an Individual Healthcare Identifier (IHI). If they
are eligible for Medicare, or for a Department of Veterans’ Affairs
pension, they will automatically have an IHI assigned.
If you choose to offer electronic prescriptions, you will need the
capability built into your clinical information system, and the
Australian Digital Health Agency provides information on how to
prepare your practice.
Only new prescriptions can be issued electronically, and current
paper ones cannot be converted.

Tokens and Active Script List
There are two ways to use electronic prescribing. The Token Model
was the first phase introduced. It’s a relatively simple system and is
beneficial for your patients who require a one-off prescription or
repeats for one or two medications.
When generating the prescription for your patient, you will be
prompted to ask how they would like to receive the token. They
can choose to receive it via mobile app, by SMS or email.
A unique one time use QR code, ‘token’, will be generated for each
medication, with the number of repeats noted, and sent to the
patients’ device.
The token itself is not the legal prescription and contains very
little information.
Your patient can take or send the token(s) to a pharmacy of their
choice that is set up to receive electronic prescriptions.

The pharmacy will scan the barcode, similar to an airline boarding
pass. Repeats will be issued by the pharmacist directly to the
patient at the time of dispensing.
The Active Script List Model is set to be ready for late 2020 and
will be particularly valuable for your patients who require multiple
medications and on-going prescription management.
Your patient will have to register for an active script list. The mobile
app will allow patients to set it up and manage who has access.
They will also be able to register for an active script list through you
or their pharmacist. An SMS will be sent to your patient, generated
through the prescribing or dispensing software. Your patient will
give their consent to have an active script list established.
Once set up they can grant you and the pharmacist access, and
you will have visibility over the scripts which have not been
dispensed yet.

Figure 1 – Electronic prescribing process from the Australian Digital Health Agency

Managing the medico-legal risks

Reference

Protecting patients’ privacy is very much a part of the healthcare
service you provide. Electronic prescribing will not change your
existing prescribing processes. Keeping your patients’ contact
details (mobile phone number and e-mail address) up to date will
be key to ensuring their information is not compromised.

Australian Government, Australian Digital Health Agency Electronic
Prescribing - For Prescribers. [cited 4 May 2020]. Available from
digitalhealth.gov.au/get-started-with-digital-health/electronicprescriptions/for-prescribers

The Token Model was implemented so that prescriptions are
fully encrypted. The patient’s sensitive health information is only
available when the QR code is scanned by a pharmacist. The token
acts as a key to unlock the prescription from an encrypted and
secure electronic prescription delivery service.
Electronic prescribing does not change the prescribing of
restricted or addictive medications process. You are still required to
follow the same protocols, including receiving prior authority or a
permit from your relevant state or territory health authority.

A consistent national approach
The Department of Health is working closely with all states and
territories to make sure a national electronic prescribing framework
is in place. A consistent approach and availability will be key to
ensuring that the benefits of electronic prescribing are realised.

Useful resources
•

Australian Digital Health Agency –
Electronic Prescribing – For Prescribers

•

Avant – New opioid regulatory reforms commence
January 2020

•

Avant – Pressure to prescribe: investigated doctor
tackles town problem

•

Department of Health – Therapeutic Goods
Administration

Testing for SARS-CoV-2
Dr Jack Marjot, MBBS, BSc, Advanced Trainee in Emergency Medicine and Medical Adviser, Avant

We have a simple message to all
countries – test, test, test.
That is the maxim from the WHO Director General, affirming that
we “cannot fight this pandemic blindfolded.” For many countries
across the world, testing for SARS-CoV-2, the virus responsible
for COVID-19, has become the cornerstone of controlling the
pandemic. Certainly, in Australia, testing rates have been some
of the best in the world.
Australia has the benefit of a world class system of public and
private laboratories. This is supported by a robust regulatory
framework at a national level to ensure that all laboratories
conducting COVID-19 tests are meeting the highest standards
of testing rigour.
But why are we testing, what are we testing, and what are the
limitations of the tests we are using? Furthermore, how do these
concepts translate to the education, consent, and management
of our patients whom are undergoing a SARS-CoV-2 test?

The roles of testing
In the COVID-19 pandemic, there are a great many roles for testing.
In Australia the main focus thus far has been on testing people
most likely to have COVID-19, so as to isolate and contact trace.
This has been done with a view to reducing the basic reproductive
number of the virus below one. For this reason, testing guidelines
have focused on identifying ‘suspected cases’ based on symptoms
and risk assessment. As Australia now moves into the next phase
of the pandemic, with decreased transmission and incidence, we

are beginning to see broadening of the testing criteria to ensure
no case is missed. It is estimated that, overall, Australia is detecting
approximately 92% of all symptomatic cases.1 Beyond diagnosis,
testing also has an important role in ‘de-isolation’ of positive cases,
to ensure that the case no longer has detectable viral shedding in
their upper respiratory tract. For reasons we will explore, testing in
both diagnosis and de-isolation is best conducted by looking for
the virus directly – the nucleic acid PCR tests.
The role for testing at a population level, including testing of
asymptomatic individuals, has yet to be determined. This is the
area where serology testing may become useful. Serology tests
look for indirect evidence of SARS-CoV-2 infection by detecting the
antibodies produced as the body mounts its immune response. Since
the antibody response follows the viral infection by days to weeks,
these tests are more likely to give false negatives when the patient
is in the acute stages of infection, and serology does not currently
have a role in the diagnosis of COVID-19 during the acute illness.
Furthermore, these tests may throw up ‘false positives’ by detection
of antibodies previously raised in response to other, non-SARS-CoV-2,
human coronaviruses. However, serology tests may be helpful for
the diagnosis of past cases allowing for broad-based surveillance,
assessment of vaccine efficacy, and research activities.2

The PCR test
As we have alluded to, the nature of a test will vary depending on its
desired purpose. In the case of COVID-19, for example, screening for
population exposure requires different testing strategies to testing
individuals for the purpose of diagnosis. At the clinician-patient level
in the diagnosis of acute illness, nucleic acid testing (NAT) using
polymerase chain reaction (PCR) is the method of choice. This
test looks for direct evidence of the virus in the nasopharynx, by
nucleic acid amplification and detection.

The limitations of the PCR test
No test is perfect, and there is an inherent trade-off between
sensitivity (the ability to pick up true positives) and specificity (the
ability pick up true negatives). The SARS-CoV-2 PCR test is no different.
Given the extraordinary speed at which the PCR tests have been
developed, and the absence of a gold-standard comparator, we
don’t know the true sensitivity of the PCR tests, but there is likely to
be a small number of ‘false negatives’ – people who truly do have
COVID-19 but whom the test fails to detect as a positive case.
While we are not sure what contributes to ‘false negatives’, the
following factors are likely to contribute:

How can we translate this knowledge into safe,
effective, patient-focused testing for COVID-19?
1. Pick the right test
At present, only nucleic acid testing (NAT) using polymerase
chain reaction (PCR) is recommended. These are available
in both centralised laboratory and point of care modalities.
Serology (antibody) testing is not recommended for the
diagnosis of acute illness, and indeed some states have gone
so far as to place prohibitions on their supply or conditions on
their use, and the Therapeutic Goods Administration (TGA) has
banned advertising of the tests to consumers see: TGA
2. Have an awareness of the pre-test probability

The ‘viral load’ of the patient

This will help you decide both who to test, and how to interpret
the test result.

How much virus is present in the patient’s upper
respiratory tract? This is likely to change during the
patient’s clinical course from pre-symptomatic incubation,
to early symptoms, to resolution of symptoms and
convalescence. Current evidence suggests that the highest
viral load is at the time of, or just before, symptom onset.3

Public health units across the country are identifying ‘hotspot’
areas of high prevalence or outbreaks of COVID-19. In these
areas of higher pre-test probability, it may be appropriate to
have a lower threshold for testing individuals with even the
mildest of symptoms. Be alert to national and local guidelines
which will help guide testing decisions.

The quality of specimen collection

Equally, if a person with a high pre-test probability of COVID-19
(e.g. strongly suggestive clinical symptoms, with a known
contact) tests negative, it would be prudent to consider the
possibility of a false negative. Current CDNA guidelines advise
that “a risk assessment should be undertaken for suspect
cases who initially test negative for SARS-CoV-2. If there is no
alternative diagnosis and a high index of suspicion remains that
such cases may have COVID-19, consideration should be given
to continued isolation and use of the recommended infection
control precautions, pending further testing.”4

Did the virus get onto the swab at the point of
collection? Sampling both deep nasal and oropharynx is
recommended to optimise the chances of virus detection.
The limits of the assay
All molecular tests have a limit of detection – the smallest
amount of the viral nucleic acid that the test can pick up.
If viral nucleic acid is present, but in amounts below that
level, it won’t be detected by the test.

The ramifications of a ‘false negative’ result
A negative test result is, of course, reassuring for both the patient
and for the healthcare system, but this reassurance should perhaps
be tempered by the small but not insignificant chance of a false
negative. We must be cognisant of the fact that a patient with
a negative swab will likely be less strict in self-isolation or social
distancing, even if symptoms persist. This has implications for
onwards transmission. Further, false reassurance may make the
patient more complacent with worsening symptoms and dissuade
them appropriately reaching out to emergency services if they
become more unwell.

False positive test results
The false positive rate is determined by the test’s specificity, and
we are not certain exactly how specific the PCR test is. However,
even if the specificity of the test is extremely high, false positive
test results may make up an increasing proportion of total
positive test results as the prevalence of the SARS-CoV-2 virus in
the population falls. As we have already seen in one high-profile
case in Australia, a false-positive result can cause anxiety, distress,
and sets in motion a significant public health response. Thus, as
with false negatives, having an idea of the pre-test probability of
infection is essential.

3. Be aware of, and attempt to ameliorate, the limitations
of the test
Ensure good swabs of both the deep nasal and oropharynx
areas, to maximise the chances of viral collection.
Be mindful of where the patient is in their clinical course, and
that this may affect the sensitivity of the test.
4. Communicate with your patient
A patient being tested for SARS-CoV-2 is likely to be anxious.
Reasonably so; this is an unprecedent pandemic with
phenomenal media attention. A positive result carries the real
prospect of illness or death, notwithstanding the need for
quarantine, distancing from loved ones, cessation of work, and
a possible (and perhaps underappreciated) stigma associated
with being a COVID-19 case. Doctors need to be mindful
of these stressors in patients suspected of COVID-19, while
also recognising that testing is not foolproof and ensuring
appropriate education is given to the patient to minimise the
consequences of false-negative results:
•

The need to remain isolated while awaiting test results

•

The need to remain isolated while symptoms persist

•

The need to be attentive to evolution of symptoms and
be aware of the red flags such as increasing shortness of
breath that should prompt contact with the emergency
department.

5. Formalise this communication into consent
As with any test or investigation we perform on patients, we
should be getting at least verbal consent before performing
SARS-CoV-2 tests. The Medical Board’s ‘Good Medical Practice’
states that it is incumbent on doctors to provide ‘information
to patients in a way that they can understand before asking for
their consent’. This entails a person’s voluntary decision made
with knowledge and understanding of the benefits and risks
involved. The communication and education discussed in the
previous point will need to be incorporated into this consent
process. This may be aided by aided by patients being provided
with, or directed to, the Department of Health’s fact sheets.
6. Stay up to date
The CDNA guidelines provide advice on suspected case
definitions and testing. However, as each of Australia’s states
and territories begins to experience different extents and
mechanisms of transmission, it is important to be aware of
local guidelines on testing.

The medico legal aspects of testing
Avant has produced FAQs on testing, covering such topics as:
•

Who should be tested?

•

Can I compel a patient to be tested

Conclusion
Australia is in a strong position, with the benefit of a robust
network of pathology laboratories, strong regulatory frameworks
to ensure quality testing, and plentiful supplies of testing kits.
This makes SARS-CoV-2 testing one of our most powerful tools
as we strive to contain COVID-19. However, as is clear to us all by
now, our response to COVID-19 cannot be static. Understanding
the fundamental principles of testing – the different roles, types,
strengths and weaknesses – is essential if we doctors are to evolve
our practice in line with the evolution of the pandemic itself.
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Screening tests before elective surgery
Currently, routine testing of all patients prior to elective surgery
is not being advised. Indeed, the Australian Health Protection
Principal Committee (AHPPC) highlighted as a risk of restoration
of elective surgery the ‘increased burden on testing regime
presented by some individual clinicians conducting pre-operative
testing as a perceived risk mitigation strategy, leading to
undermining of the surveillance activities of Public Health Units’.
An appropriate approach would be to thoroughly risk assess
all patients before elective surgery, with testing of any patient
suspected of COVID-19, and deferral of their surgery if possible.

Avant Income Protection
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Doctors’ ethical dilemmas during COVID-19
Dr Susan Hertzberg, MBBS, MHealthlaw, MBioethics, ACEM, Senior Medical Adviser – Professional Conduct, NSW, Avant

As the COVID-19 pandemic reached breaking
point in Lombardy, a bioethics group1, released a
document to guide doctors’ ethical decision-making
when the number of critically-ill patients exceeded
available resources.
The document’s general principle was that patients with the
highest chances of survival – the young and healthy – get priority
rather than the traditional first-come, first-served basis. Upon its
release, both the document and bioethics group faced scathing
criticism from colleagues for “God-playing.”

Australia prepares
Doctors in Australia watched the disaster unfold in Europe and the
US, with an impending sense of doom that they may face a similar
situation. While Australian doctors have fortunately not yet had to
face the same serious ethical dilemmas, the pandemic has posed
some important ethical questions.
Dr Linda Sheahan, Clinical Ethics Consultant, South Eastern Sydney
Local Health District (SESLHD) and a staff specialist in palliative
care, says while the Lombardy situation was very confronting
and traumatic for doctors around the world, it highlights
the importance of embedding clinical ethical frameworks in
healthcare delivery to help doctors navigate complex decisions
and reduce their moral burden on the frontline.
“The goal with clinical ethics support is to enable clinicians
and health service decision-makers to think more clearly about
complex ethical questions and provide a structured approach
to tackle really difficult and/or more unusual ethically complex
situations,” Dr Sheahan, an Honorary Associate with Sydney Health
Ethics at the University of Sydney, says.

Once it became clear the health services were being overwhelmed
in Lombardy, the SESLHD Clinical Ethics Service reviewed the
relevant bioethics literature related to pandemic response and
created a framework which included a question-based tool for
decision-making.
“We developed a statement of organisational values that are
relevant in the context of a public health emergency such as
stewardship, reciprocity, duty to provide care, equity and fairness,
individual liberties, privacy, proportionality, protecting the public
from harm, solidarity and trust,” she says. “Each value had a list of
questions that could be used to address each of those values in
how they are thinking about organisational decision-making.”
Developing a clinical ethics framework encompasses two main
components, Dr Sheahan says. Firstly, deciding together on what is
important and how to prioritise, and secondly, a decision-making
process aligned with procedural justice principles which involves
stakeholder engagement to come to a consensus on what action
is relevant and appropriate in each circumstance.
“The whole idea about ethics is you can defensibly come to
different answers to the same questions. What’s relevant is that
you have thought about all the important pieces and you’ve got
good reasons and good process for deciding on a particular path
of action,” she says.
“One of the things we got off the ground early was the triage
modelling around ICU because of the issues that were happening
in Lombardy,” Dr Sheahan says. “At each of the hospitals, for
example, we pulled together key stakeholders and facilitated
discussion around how a triage model might look in our specific
context, and what are the defensible pieces we might use to make
decisions about people who might be appropriate for ICU if there
was a resource scarcity situation.”

PPE shortage raises moral scruple
As the pandemic hit Australia, doctors’ concerns over a shortage of
PPE were palpable.
Our COVID-19 Member Survey found 88% were ‘very or somewhat
concerned’ about catching COVID-19 from a patient, and 64% did
not think healthcare workers would have access to enough PPE.
This raised a profound moral scruple – to what extent should
doctors attend to suspected or confirmed COVID-19 cases
if appropriate PPE is unavailable? What if the situation is an
emergency? Is it okay to say no to clinical interactions when PPE is
not available? With a career predicated on ‘the patient comes first’,
these questions were novel to many doctors.
Commenting on the PPE issue, Dr Sheahan says while doctors
fundamentally accept they have a duty to provide care in a
pandemic, striking a balance between competing duties, such as
their legal duty of care, their professional duty to care, and duty to
their family and loved ones, can be difficult.

Are we obligated to provide care regardless
of our own personal safety or not?
“The PPE issue really threw a light on those potential tensions
because I guess this idea about professional duty is contested isn’t
it? Are we obligated to provide care regardless of our own personal
safety or not?” she asks. “And I think from an ethics perspective the
answer is ‘no’”.
“What happens in a pandemic is you are asked to park that
individual patient focus, and decision-making is broadened out
to think of all the individuals involved in the pandemic, so the
priorities and values may shuffle around,” she says. “That creates
a lot of tensions, particularly for clinicians, when their ethical
framework, if you like, is so moulded to that individual patient
claim component.”

Legal standpoint on PPE

In terms of doctors’ professional obligations to provide care in an
emergency in the context of PPE, doctors should consider their
own safety. The Medical Board of Australia’s code of conduct
says, “Good medical practice involves offering assistance in an
emergency that takes account of your own safety, your skills, the
availability of other options and the impact on any other patients
under your care; and continuing to provide that assistance until
your services are no longer required.”

The value of ethics
As for the way forward, Dr Sheahan says an important ethical
issue in the future will be how usual standards of care are being
impacted by the pandemic response.
“Potentially, the gold standard of care for non-COVID-19 patients
in the context of this pandemic, may in some circumstances have
been compromised,” she says. “That’s a huge ethical issue that we
now need to look at – for example, how this pandemic response
has impacted patient groups who are now presenting later or have
had delayed surgery.”
Now Australia has ‘flattened the curve’ and concerns that demand
for healthcare will outstrip resources has subsided, Dr Sheahan
believes it’s important to keep up the momentum by continuing
the work on clinical ethics frameworks.
“What struck me when I got into that ethics literature was a very
strong sense that there was some solid momentum happening post
the last pandemic, and then everything just stopped. That once
you got out of the woods, the work got shelved,” she says. “I think
clinical ethics tools and frameworks can be used not only in future
pandemics, but in usual care to create some rigour around how we
make resource allocation decisions in our healthcare system.”
On the bright side, Dr Sheahan also believes the pandemic has
highlighted what clinical ethics support brings to the table.
“One of the side-effects of the pandemic, is clearly demonstrating
to clinicians and organisations, who may or may not have
experienced or hold an understanding of clinical ethics support,
that this is how clinical ethics services can really be value-added
when things get complicated,” she says.
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New ways of practice management
Sonya Black, LLB (Hons), B.Com, Special Counsel – Employment Law, QLD, Avant

Major disruption that shakes up an industry
is usually associated with new technology or
business models, like smartphones or Netflix.

Not only have practices adapted during the pandemic, but some
have devised innovative solutions. For example, some hospitals
and pathology clinics have set up drive-through COVID-19 testing
clinics. Other practices have increased their patient numbers by
offering outdoor flu vaccination clinics.

However, the COVID-19 pandemic has presented a significant
challenge for many medical practices. It has disrupted the
healthcare industry, causing it to reshape patient management
and accelerate its use of digital technology.

A ‘new normal’

Adapting to change
As the health emergency evolved, practices needed to adapt to new
circumstances and come up with innovative solutions to stay ahead.
Many embraced a ‘new normal’ which required them to navigate
a minefield of workplace and staffing issues, such as managing
vulnerable workers, responding to COVID-19 diagnoses and
managing staff working from home.
The situation also led to significant protocol changes within
practices. This included the introduction of social distancing
measures to minimise the transmission of COVID-19, hygiene and
cleaning measures, and the use of personal protective equipment
(PPE) in the context of limited PPE stockpiles.

As practices resume a ‘new normal,’ it is important to look after the
mental health of all staff returning to work. We offer key support services,
as well as specific support during the pandemic through Doctors'
Health Advisory Services in your state or territory.
Work health and safety laws require practices to ensure the health
and safety of their workers, patients and others at the workplace
as far as reasonably practicable by implementing measures to
eliminate or minimise the spread of COVID-19. For example, social
distancing, hand hygiene, PPE and triaging protocols.
As practices start to re-open, they must consider what steps are
necessary to keep staff safe. For example, whether vulnerable
workers or other workers who may be at higher risk (for example,
pregnant workers or workers who support vulnerable family
members) should return to the workplace. View our answers to
frequently asked questions on managing vulnerable workers.

Many practices faced a decline in their business, leading to
reduced staff hours, difficult decisions about redundancies and in
some cases, closing the business.
On the positive side, the pandemic has driven many practices, by
necessity, to accelerate their digital transformation. Some practices
have employed online patient self-triaging tools for COVID-19 or
used reception staff to screen suspected, probable or confirmed
cases of COVID-19 to avoid having patients suspected of having
the virus, in the waiting room with other patients.

Practices now have an opportunity
to continue with changes that arose
due to necessity and to consider the
possibility of future innovations

Practices should encourage all workers to have a flu vaccination
and need to manage those staff who elect not to.

A business continuity plan should consider factors such as:
•

Ongoing patient treatment, including access to medical records.

Inevitably, disputes with staff members will arise. We can assist
practices if a dispute arises and recommend that practices notify
us as soon as possible.

•

Communicating with patients and staff.

•

Access to business and other records if the physical practice
is damaged.

Out of adversity comes opportunity

As practices go through the recovery phase of the pandemic, it is
also an ideal time to develop a ‘recovery plan’. The lessons that are
learned now should be documented to assist with early recovery
in future circumstances.

Practices now have an opportunity to continue with changes that
arose due to necessity and to consider the possibility of future
innovations. Practices should consider whether there are ways
of doing things differently or more efficiently, rather than just
returning to ‘business as usual’.
For example, this is an opportunity to consider your practice’s
staffing requirements and whether changes need to be made.
Many staff will have demonstrated they can effectively work from
home and are likely to demand this flexibility moving forward.
Therefore, practices will need to develop protocols for dealing with
requests to work from home and ensure that appropriate policies
are in place to facilitate it. For example, ensuring that practice
policies apply when staff work from home and considering data
security requirements.

Future proofing your practice requires ongoing review. The RACGP’s
guide to Managing emergencies and pandemics was developed
some years ago. However, sadly, when the recent bushfires occurred,
many practices were unprepared as the guide had sat on a shelf and
was not activated or reviewed for when the reality presented.

Useful resources
•

Avant – COVID-19 FAQs and resources

•

RACGP Implementation guide – Pandemic flu kit

‘Future-proof’ your practice
We may not see a pandemic again in our lifetime, but we can learn
lessons from the COVID-19 emergency that will better protect our
practices in the future from natural disasters such as floods, fires
and cyclones.
Practices should consider how their business can continue to
operate when a disaster occurs. These measures should be
outlined in a business continuity plan which can be activated
at short notice. The RACGP’s resource Managing emergencies
and pandemics can assist in developing these plans and can be
applied to any speciality.

Supporting the healthcare community
Policies and procedures to help keep your practice
running safely during these rapidly changing times.
PracticeHub makes it easy for you to keep your
team up to date with changes in procedures.
Book a demonstration today at practicehub.com.au or contact us on 1300 968 636.

Diagnosis risks post-pandemic
Katinka Moran, BA Psych, MA Psych, Research and Evaluation Manager, Avant

The COVID-19 pandemic has affected the number
of face-to-face consultations with doctors, reducing
patients to either no contact with their healthcare
providers or the substitution of telehealth.
Telehealth is a new frontier for many doctors and patients alike.
Across the country, doctors are having to familiarise themselves
with the technology, professional standards and changing billing
requirements for telehealth consultations. Many are changing
the way they practise and in doing so, are facing potentially new
medico-legal risks.

Inability to physically examine patients
Although it is up to the patient to provide an accurate history
during telehealth sessions, the inability to physically examine
patients is an area of concern.
In general, claims primarily about diagnosis are common. An analysis
of Avant’s data revealed that the incidence of such claims is one
in five1. Of these, failure to diagnose or a delayed diagnosis were
the most common issues, often stemming from no or inadequate
physical examination.

Reductions in necessary testing and screening
The Royal College of Pathologists of Australia has expressed
concerns about the consequences of people not seeking medical
care. The College reports that up to 40% of routine private and
community pathology testing is not being conducted as people
are not visiting medical practitioners and having pathology
samples collected. Although a smaller decline, the College also
notes a drop in the public sector.2
According to the Cancer Council, up to one in 10 Australians
have put off cancer screening during the pandemic.3 While
cancer screening services for breast, bowel and cervical cancers
are currently operating, many are postponing or avoiding
recommended tests to detect, monitor or guide the treatment
of cancer.
The reduction in testing and absence of face-to-face consultations
may result in a ‘new wave’ of diagnoses yet to come. Reassuring
patients, particularly higher-risk patients, of safe options for
receiving testing and care and the importance of early intervention
is critical to help curb this ‘wave’.

75%
Failure to diagnose/
delayed
diagnosis

If, in a telehealth consultation, a patient leaves out an important
symptom that might have been noticeable during in-person
care, diagnosis can be compromised. A doctor may therefore
need to ask more detailed questions to ensure they obtain a
comprehensive health history. They also need to consider whether a
physical examination is necessary and have a plan in place for
referral of the patient if they themselves are in self-isolation or
otherwise unable to see the patient.

25%
Misdiagnosis

Challenges in coordinating care
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When a patient needs medical attention, accessing telehealth
first can delay care if that patient then needs to be physically
seen for examinations, tests or treatment.4 What can be achieved
in one consultation in person may be stretched into multiple
consultations.
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Telemedicine benefits: For patients and professionals

Although it might be more feasible and efficient to conduct
necessary tests and examinations in a single face-to-face
consultation, in the current environment, telehealth may be
the critical difference between receiving treatment versus no
treatment at all. Given the challenges, the actions needed for
effective care coordination, such as follow-up of diagnostic test
results or communication with the specialist a patient sees for
further investigations, need additional attention.

Useful resources
•

Diagnosis-related claims

•

COVID-19 FAQs and resources

Good diagnostic practice
While it appears a new era of healthcare is upon us, the
same principles of good practice in diagnosis apply now as
before. Doctors working with patients to reach a diagnosis
should still aim to take a thorough patient history, use
referrals appropriately, use follow-up systems, and take
thorough notes documenting their discussions with the
patient, investigative findings and follow-up actions.
If you receive a complaint, contact our Medico-legal Advisory Service
on 1800 128 268 for expert advice on how to respond, available
24/7 in emergencies.

Your award-winning defence team
Avant Law is the largest specialist medico-legal
firm in Australia, d
 edicated to protecting our
members. No one has more medico-legal
expertise to defend you.
Find out more
Justine Beirne
Head of Avant Law

Private health insurance during a pandemic
Q&A with Doctors’ Health Fund CEO Peter Aroney – Avant Media

Like most sectors, private health has had to adapt
to the uncertain and fast-changing environment
caused by the COVID-19 pandemic.
Doctors’ Health Fund CEO Peter Aroney discusses how private
health insurance has responded in this complex environment, its
opportunities, challenges, and what he sees ahead for the industry.

Q1. Firstly, what has the private health insurance
industry done to support customers during
COVID-19?
A range of support measures have been introduced by the private
health insurance industry in response to COVID-19, which include
deferring of rate increases for 6 months, extending cover across
products for COVID-19 related hospital admissions, financial relief
for members suffering financial hardship and benefits for tele and
video allied health services. As well as these measures, Doctors’
Health Fund provided premium reductions for two months, one of
only three health funds to do so.

Q2. How has COVID-19 impacted the claiming
trends and financials of private health insurance?
The COVID-19 pandemic has resulted in a unique set of
circumstances for us all. The elective surgery suspension in
particular, is not something many of us would have imagined, let
alone planned for.
Health funds will have all seen reductions in claiming in April
and May, due to social distancing measures and elective surgery
suspensions. In turn, there will be an unplanned surplus in their
short-term financials. Although, the extent in which this is a
temporary aberration, and whether these claims will simply defer to
a later period, are the biggest uncertainties we are still dealing with.

The return to ‘pre-COVID-19’ elective surgery is unknown
territory. There have been varied predictions on whether we will
see an influx of claims from surgery, once we return to its full
recommencement. Questions also remain around the capacity
constraints of our private hospitals and clinical practices, waiting
times, and the continuing possibility of a ‘second wave’. While the
public system would bear the burden of this care, the on-charging
of these admissions to private health insurance would be probable.
With the financial year-end approaching, APRA, the prudential
regulator of the health insurance industry, has already put
the industry on notice that it will be scrutinising the financial
statements of health insurers to ensure their reserving adequately
caters for the projected bounce-back in claims. Such reserving
would offset the surplus profits generated from the lock-downs.
As mentioned previously, health funds have responded with a
range of financial measures to assist their customers, and many,
including Doctors' Health Fund, have guaranteed they will look to
share any unplanned surpluses with members.
The industry has responded based on unfolding events, and time
will tell if individual health funds’ actions are in fact commensurate
with the ultimate downturn in claiming.

Q3. What would you say to customers considering
downgrading or even dropping their private health
insurance completely, in response to COVID-19
restrictions on accessing health services?
During the height of restrictions in April and May to contain the
spread of COVID-19, there were certainly limitations to claiming on
private health insurance, particularly for non-urgent treatment and
certain allied health services. Measures implemented across the
industry were designed to support members during these short-term
disruptions. However, our needs to access health services and the
appeal to access these in the private sector haven’t been removed
completely during this pandemic, nor disappeared permanently.

Q3. (cont'd)
Knee-jerk responses during this time could leave customers
without the security provided by the private health system when
they need it most. It is also important to consider potential tax
implications, which may well outweigh any saving to premiums,
and the need to re-serve waiting periods when they re-commence
full cover once we return to some normalcy.
Commentary has been circulating that uses the events of
COVID-19 to encourage customers to drop their private health
insurance. While headline grabbing, this shows a fundamental
misunderstanding of the role of private health insurance in
Australia. While many of these commentators also acknowledge
the benefits our dual private/public system brings to our
population, its funding often gets conveniently ignored. We have
a community rated system, with no discrimination, that requires
a broad spectrum of the population to participate; healthy,
unhealthy, young and old.

Q5. What is the outlook for private health
insurance?
Thankfully we have, to date, escaped the worst of the potential
impact of COVID-19 on our population’s health. There is no
denying COVID-19 has showcased the quality of our healthcare
system, which is testament to all those who work in it.
In the absence of a vaccine, we now face the challenge of how
to safely return our population to some level of normality, amidst
continuing uncertainties. This gives rise to a new set of challenges.
As a flow-on from the inevitable economic downturn, we may see
greater numbers of Australians downgrading or dropping their
private health cover. This will impact both the public and private
health sectors. Governments could face increased pressure with
more Australians dependant on our public system. In turn, private
health could be left covering those of higher health risk, putting
greater pressure on premiums.

Q4. COVID-19 has changed the way we engage
with services and it has shown how adaptable
our society can truly be. How has private health
insurance demonstrated itself as an adaptable
industry, even beyond this pandemic?

The government’s most recent industry reforms for private
health insurance have been positive, however, there are
elements of the private system that warrant further review
to ensure continued sustainability. Our current fiscal
situation could stall this progress as governments grapple
with the fallout of their fiscal stimulus packages.

COVID-19 has been a catalyst for us to reimagine how we can
support the delivery and receiving of medical and allied health
services, particularly in digital health. The coverage of tele and
video consultations for allied health services has been a key
initiative for us during COVID-19, and it has shown the possibilities
and diversification available in the future of healthcare. Service
providers within private health have also embraced digital health,
from pregnancy care services to hospital in the home.

COVID-19 has shown that we can respond positively and adapt
to jarring events in health when we have a clear plan, strong
leadership and a resolve to unite behind a common purpose.
There are lessons we can take from these events to carry into
wider industry reform, to ensure we keep private health insurance
a valued and sustainable part of our healthcare system.

Collaboration will be key to maintaining this momentum beyond
the pandemic, and it is important that we monitor patient
responses and uptake to assess its viability as a supported practice.
If anything, digital health certainly benefits our community by
improving access to health services for those limited by their age,
health or location.

The health fund that supports doctors
Join on combined Hospital & Extras cover
by 30 June and receive an eGift Card
valued up to $500*
*Gift card value depends of the level of cover. T&Cs apply.

Find out more

Dr Victoria Phan
Doctors' Health Fund
and Avant member

Financial management through COVID-19
Steve Thomson, DFP, AFPA, Head of Advice, Doctors' Financial Services, Avant

Chances are you will come through the COVID-19
financial crisis less well off than when it started.
What is it that those in the know do differently to
keep them ahead in the long-run?
From a business perspective in the first instance, there are
resources you should tap into, such as the Government stimulus
package. There is devil in the detail which can make it harder to
get the best outcomes for you and your team.
Both on a practice and individual level, it is also essential to review
and manage your cashflow. Your focus should be on maximising
the benefits now and preparing for varying degrees of uncertainty
next financial year at the same time.
On a personal level, you may have seen some serious changes to
your investment and superannuation balances. When investment
markets are volatile it is a good time to review your risk profile
and overall investment strategy. However, it is not a time to make
rash decisions.
Investing evokes emotions and emotional investment decisions are
the worst investment decisions. Successful investors avoid this and
one of the techniques used is to gather information and advice to
understand the options available, so decisions are informed.

Investing is a long-term strategy
It is hard watching the value of your investment fall. But there are
three questions you need to ask before you make any investment
withdrawal decision:
•

Is it the right time to withdraw?

•

Where am I going to put the money and for how long, and how
do those return compare?

•

When will it be the right time to re-enter the market?

There is not an investment manager anywhere who can give you
a precise answer to those. Each individual has different immediate
needs and long-term goals, each coming at a price.
Let’s look at an example. You have $100,000 invested in the
Australian share market. As a result of COVID-19 the market falls
20%. You decide to withdraw the remaining $80,000. With the idea
of protecting your remaining investment, this goes into the bank,
at around 2% because you believe you can’t afford to lose any
more. Some time passes and you see signs of recovery. Everyone
is saying the market is back, so you decide to get back in as the
market recovers. You invest your $80,000 back into the Australian
share market. But in order to get back to your $100,000 starting
point, you now need to get a 25% return, even though you only
lost 20% (20/100 vs 20/80). To make matters more challenging, in
real terms taking into effect the current annual bank interest rate of
2% and the effects of inflation, you may have actually lost money
while your cash was in the bank.

Missing the best days since 1993

...money now needs to work harder just
to get back to where it started.

$800,000
8%

$700,000
$600,000

In this example, choosing a bad time to leave the market placed
the remaining funds in a poor investment option, although for
many the only option, and the money now needs to work harder
just to get back to where it started.
This shows why it is important to make decisions without emotion
and understanding such things as the tax implication before
plotting the best way forward to achieve your goals.

What does the future hold?
In the early days in the COVID-19 crisis, anecdotal evidence from
a major super fund highlighted that clients were withdrawing
their investments and moving to cash, depositing it in the bank.
These investors may have crystallised their losses and now have to
consider when the best time is to get back in.
Which takes us back to the question, when is it the right time to
withdraw and is it the right time to reinvest?
No one knows the exact answer to these questions, but there is
some historical evidence which can guide your decision making.
If you look at the graph below from Morningstar, $100,000 invested
in the Australian share market in 1993 would have produced an
average of 8% return each year since. There would have been
highs and some catastrophic lows, including the ’97 crash and
the GFC. Today, that $100,000 would now be worth more than
$700,000, if you had left it there and reinvested your returns.
If you had withdrawn your money at some point and happened
to miss the best 10 days in the market over the 27-year period, you
would have earned an average of 6.1% and your investment would
be worth around $450,000. You have dropped at least $250,000 by
trying to ‘time the market’.
It gets even worse if you managed to miss the best 20 days across
the period. You would have earned 4.6% and have an investment
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$400,000
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$300,000
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$200,000
$100,000
0

No days
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value of just over $300,000. And if you truly lucked out and missed
the best 30 days, it’s 3.3% and just over $200,000.

Stick to your strategy
The key lesson here is that there will always be economic
market cycles, like COVID-19, the GFC and the crash of 1997. The
convincing nature of daily market commentary can tempt even
the most seasoned of investors into divesting - as our own Chief
Investment Officer says, “there is so much noise, which you just
need to ignore”.
The reality is, investment success is more often driven by time
in the market and not timing the markets. No one knows the
answers but by sticking to your goals, risk profile and strategy and
not making emotional decisions, you may just ride out the crisis.
If you have an adviser and you need to sell investments, they can
help you decide which ones to sell, how to minimise negative
taxation implications and where to put the cash. Importantly, they
will remind you of your long-term strategy and help you make
informed decisions, and may just prove to be the most valuable
investment you make.
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