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Dr James Freeman 
GP2U
DR James Freeman wasn’t originally going to be a doc-
tor. His first love was computer programming and soft-
ware management, but when that didn’t pan out as he’d 
expected, he “went and did medicine”.

For almost a decade he worked as a duty medical officer 
(DMO) in rural parts of Queensland and NSW. Remote-
ness often called for creativity, and many a consult or spe-
cialist conference was done using a phone or a radio.

“That was what opened my eyes to the notion that you 
can do medicine without being in the same room [as the 
patient],” he tells Smart Practice.

Then, at the beginning of 2011, he heard then-federal 
Health Minister Nicola Roxon talking about plans to push 
telehealth across Australia.

Response to the initiative has been lukewarm, but it 
hasn’t stopped Dr Freeman from spotting the potential and 
moving to position himself as a market leader.

Enter his baby, christened GP2U and launched to the 
market in 2012, paving the way for Australia’s first ‘virtual 
doctor’ service. GPs can subscribe to the service to become 
an ‘online doctor’.

The service, which allows patients to take part in direct 
video consultations with GPs, has not met with universal 
support. The main concern has been that it allows patients 
to consult with doctors who are mutually unknown to each 
other, and that this could compromise patient safety.

Dr Freeman doesn’t shy away from the criticism, but he 
counters that the service is providing GP access for patients 

who are isolated or unable to physically get to a doctor. He 
also points out that after hours mobile home visit doctors 
are in a similar position when it comes to not being familiar 
with the patient.

GP2U recently teamed up with Trans-Help Foundation 
— the charity of the National Transport Support Services 
— to provide time-poor truckies with access to doctors via 
the video conference system.

Trans-Help has a number of health units traversing the 
nation’s main roadways, providing free nurse-led check-
ups to truckies. This service will be beefed up with the addi-

tion of on-call doctors.
“This new partnership is a great fit,” explains Dr Free-

man, who now splits his time between GP2U commitments 
and doctor duties at the Hobart Private Emergency Care 
Department.

“Telehealth technology brings the doctor to the patient 
wherever they may be. It’s a good way to deliver services 
to remote locations and to those who cannot easily access 
health care.”

www.gp2u.com.au

HOMEGROwN 
HEAlTH-TECH 
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TECHNOlOGy

A
USTRALIA has a proud and col-
ourful history when it comes to 
innovation. From the Hills Hoist 
clothesline and the glorious wine 

cask to the life-saving application of penicil-
lin and the development of the bionic ear and 
the electronic pacemaker, Australians have 
been dreaming up big ideas in laboratories and 
backyard sheds for decades.

Despite our relative geographical isolation, 
Australia has an envied international reputation 
for its highly skilled IT workforce, and Austral-
ian doctors and health professionals are among 
a groundswell of everyday people identifying a 
need and finding the IT solution to meet it. Smart 
Practice meets four of them.

Colin FriCk  
THE VACCINE  
SURVEIllANCE SYSTEM 
WHEN it comes to reporting adverse reac-
tions from vaccinations, time is of the 
essence. Traditionally, the process has 
involved patients reporting the reaction to 
their doctor over the phone (if minor), or 
in person where the reactions are more sig-
nificant.

In many cases adverse reactions are not 
reported — often because the patient per-
ceives it to be too minor.

When non-profit organisation The 
Improvement Foundation was asked by the 
WA Department of Health to design and 
deliver a flu vaccine surveillance system, 

researchers and designers knew there had 
to be a simpler and faster process than the 
existing manual system.

The department had a tight schedule — 
particularly after the disastrous events of the 
Fluvax adverse reactions in children in 2010. 

The Improvement Foundation didn’t dis-
appoint, says CEO and health management 
expert Colin Frick. The Vaccine Surveillance 
System was constructed from concept to ‘go-
live’ in just six weeks. It’s designed to quickly 
report adverse immunisation reactions, allow-
ing the health department to rapidly identify 
contaminated or compromised vaccines.

This means at-risk vaccines can be removed 
from use more quickly and efficiently, says 
Mr Frick. And patients were also supportive 
— shortly after the system was launched, WA 
Health saw a dramatic increase in the number 
of patients wanting to opt-in to the program.

“Reporting on immunisation has previ-
ously been a manual process, requiring vast 
amounts of people power to proactively tel-
ephone and follow up a sample of patients,” 
he says. “The automation delivered by this 
solution lets every single patient be followed 
up, making it more likely that adverse react-
ions will be reported.” 

The system is easy to use and mobile-
friendly, and integrates with GP billing soft-
ware to securely link patients with health 
practitioners via two-way interactive SMS 
messaging. 

“The app is pretty intuitive and straightfor-
ward. It has just dramatically improved the 
speed to market for alerts.”

The system has earned the foundation a 
shot at the annual national iAwards for inno-
vation. Mr Frick says the foundation is now 
focused on the next stage of developing the 
system.

“We’re looking at the potential to use it 
more broadly [across other vaccines],” he 
says.
www.improve.org/wavss

Dr miChael monsour
PERICOACH 
IT’S another typical Aussie tale of an idea 
born on the backyard verandah — although 
it is not quite what you would expect two 
blokes to be dreaming up over a beer or two.

And yet, one afternoon in early 2006, Bris-
bane GP Dr Michael Monsour was enjoying a 
cold ale with his mate, a roads engineer, when 

the conversation took an unusual turn.
Dr Monsour’s mate confided his concerns 

about his secretary’s constant need to go to 
the toilet. When he questioned her, she had 
told him about her weak bladder. 

“She said, ‘I’ve had children’, as if that 
explained everything,” he says.

So the pair started talking about urinary 
incontinence — as you do — and Dr Mon-
sour suggested the answer was pelvic floor 
exercises. But as Dr Monsour explained, 
it was often difficult for women to know 
whether they were doing them properly.

“How do you explain how to do an exer-
cise for a muscle that you can’t see,” he says.

He’d also said as much to his mate, who 
said he believed sensors could be used in 

cont’d page 6



PROFESSIONAL boundaries 
are a complex and 
perennial topic in the 
regulatory field, and past 

columns have raised cases where 
doctors have crossed professional 
boundaries by getting personally, 
sexually or financially involved with 
patients. 

In many cases, the patient 
consented to the doctor’s behaviour, 
while in some cases, the patient 
actively encouraged and even pushed 
the doctor into an unprofessional 
relationship. 

Whatever the circumstances, 
crossing professional boundaries 
involves risks — not only for patients, 
who often are in a vulnerable position, 
but also for doctors, as it impacts on 
their professional decision-making and 
judgement.

A recent case highlights the issue 
of how to properly respond to a 
demanding patient. The doctor in 

question had a reputation as a 
caring and compassionate GP, and 
had cared for this patient for more 
than a decade. The patient had a 
complex medical history, which 
included respiratory compromise, 
chronic pain syndrome, several 
mental health conditions, and a 
history of dependence on licit and 
illicit drugs. Notably, the same doctor 
had previously come before the 
medical tribunal for inappropriately 
prescribing scheduled medication to 
drug-dependent and drug-seeking 
patients. At that time, the tribunal 
placed conditions on his registration 
preventing the prescription of 
Schedule 4 drugs and requiring him 
to undergo counselling regarding 
appropriate boundary setting with 
patients.

Five years later, the doctor again 
came before the tribunal regarding 
another patient. He visited her 126 
times in less than a year, mostly in 

response to the patient’s requests. 
During that period, he sometimes 
brought her food and on one occasion 
paid the bill when the patient saw 
a specialist. He admitted that he 
became the patient’s de-facto 
caregiver. The doctor also attempted 
to manage the patient’s complex 
medical and psychological conditions 
without consulting other specialists, 

including prescribing oxycodone, 
although he knew she was drug-
dependent. 

An expert witness for the NSW 
Health Care Complaints Commission 
gave evidence that the doctor’s 
prescription of oxycodone in this case 
had been “excessive, irresponsible, 
and potentially life-threatening”. As 
the tribunal found, the doctor did 

not set appropriate boundaries on 
the doctor–patient relationship, and 
allowed himself to be influenced by a 
demanding and manipulative patient.

Given the doctor’s previous 
disciplinary history, the tribunal formed 
the view that conditions would not be 
sufficient to address his behaviour and 
protect the public and cancelled his 
registration for a period of two years.

The case again highlights the 
difficulties in setting professional 
boundaries with demanding and 
manipulative patients. In long-term 
relationships, professional boundaries 
can be broken down in small 
increments. While in hindsight, the 
errors in judgement and behaviour 
might be clear, it can be difficult 
to recognise the extent to which a 
professional relationship between 
a doctor and patient has been 
compromised over the longer term 
with frequent contact, particularly 
where the practitioner’s involvement is 
rooted in their care for the patient. l

Mr Pehm is commissioner at the NSW 
Health Care Complaints Commission.

Breaking down 
boundaries
It’s not always easy to set limits with  
demanding and manipulative patients.
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OU will need to learn some simple 
maths if you want to retire before 
the age of 70.

Above all, you need to under-
stand how compound interest works. To 
put it simply, how much you will have at the 
end of a given period depends on the amount 
invested, the earning rate, and the length of 
time of the investment. If the time is short, the 
rate matters little — the increase in the final 
benefit grows exponentially.

If you invest $1000 a month at 3% for two 
years, you will end up with $25,000. Increase 
the rate of return to 8% and the final balance 
is just $26,000. Because the term is short, the 
rate doesn’t really matter.  

However, if we extend the term to 30 
years, $1000 a month at 3% would grow to 
$600,000, and, at 8%, $1.5 million. Take the 
term to 40 years and the numbers become 
$926,000 and $3.5 million.

Remember, if you’re aged 40 now you quite 
possibly have got at least 50 years of invest-
ment ahead of you. Being too cautious, or not 
getting around to starting, could cost you mil-
lions.

It works the same way with loans. If you 
take out a home loan for $200,000 over 25 
years at 6%, your repayments will be $1290 
a month, and you’ll end up paying $186,000 
in interest.  

I was horrified to hear on the radio recently 
that young people are considering 40-year 
home loans as one way of getting a foot in the 
increasingly expensive first homebuyer mar-
ket. Don’t fall for it. For a loan of $200,000, 
the payments over 40 years would be $1100 a 
month, just $190 a month less than a 25-year 
loan, and you’d end up paying $329,000 in 
interest.

At some stage, interest rates are sure to start 
rising again and payments for people who are 

stretched now would become unaffordable.
No doubt the government’s advisers were 

aware of the mechanics of compounding 
when they reduced the rate of increase of the 
age pension. Currently, increases are linked to 
average weekly earnings, but from September 
2017, the rate of increase will be linked to 
inflation.

Now let’s run some numbers based on the 
assumption that average weekly earnings are 
running at 4% and inflation at 2.5%, and the 
couple’s full pension now is $30,000 a year. 
In 10 years at 4%, the pension would have 
risen to $45,000 a year. At 2.5%, it would be 
$38,000 a year.

In 20 years at 4%, the pension would be 
$67,000 a year, but at 2.5%, just $49,000 a 
year. It is not going to make much difference 
in the short term but, thanks to the way com-
pounding works, the difference will be huge in 
the long term.

The government is going to use its knowl-
edge of compounding to slow down the rate 
of growth in the age pension in an attempt to 
keep the system sustainable. It’s up to all of us 
to use our knowledge of compounding to start 
investing as early as possible and get the best 
return we can. If we fail to do this, the outlook 
may be dismal. l

Mr Whittaker is the author of Making Money 
Made Simple and numerous other books on 
personal finance. His advice is general in nature 
and readers should seek their own professional 
advice before making any financial decisions.  
Email: noelwhit@gmail.com.

Figures in this article are rounded to the 
nearest $1000.
Advice in our financial articles is general and 
readers should seek independent expert advice 
before making financial decisions.
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In your best 
interests
It will pay to be on top  
of compounding before  
the rules change.

summary
•  Maintening professional 

boundaries is important for both 
patients and practitioners

•  When in doubt, consult with 
colleagues or your indemnity 
insurer about how to deal with 
demanding patients

•  When managing the complex 
medical and psychological 
needs of a patient, consider 
consulting with other specialists 
to confirm the most appropriate 
management of the patient

The docTor visiTed  
her 126 TiMes in less  
Than a year.

INVESTING ON GOOD TERMS

If you invest

$1000
per month

3%

8%

INTEREST RATE

2 YEARS 

$25,000 

$26,000 

BALANCE

3%

8% 30 YEARS 

$600,000 

$1,500,000 

3%

8% 40 YEARS 

$926,000 

$3,500,000 

INVESTMENT PERIOD



OUr ExPErTS

A 
75-YEAR-old male 
chiropractor sought 
chelation therapy 
from a GP thera-

pist, stating that his own GP had 
diagnosed advanced vascular 
disease with blocked coronary 
and carotid arteries. The patient 
was given 19 ethylenediaminetet-
raacetic acid (EDTA) treatments 
over a three-month period.

A carotid doppler ordered by the 
original GP had revealed a haemo-
dynamically significant, but asymp-
tomatic, stenosis in his left internal 
carotid artery. This GP had recom-
mended referral to a vascular sur-
geon but this had been declined.

Two months after starting chela-
tion therapy, the patient lost sight 
in his left eye. He returned to his 
own GP. This GP referred him to 
a vascular surgeon, who performed 
an urgent left carotid endarterec-
tomy.

One year later, the patient sought 
further chelation therapy from a 
second GP therapist, who noted 
the patient had a history of carotid 

endarterectomy, sleep apnoea and 
moderate hypertension. This GP 
therapist referred the patient to a 
cardiologist without performing 
any further chelation therapy. 

The cardiologist reported that 
the man’s history of atheroscle-
rotic disease dated back two years, 
when his own GP noted he had an 
asymptomatic carotid bruit.

Given that the carotid stenosis 
was asymptomatic at that time, the 
patient had elected for conservative 
treatment. The first manifestation 
of central nervous system ischae-
mia was a left retinal artery occlu-
sion, which had left him blind in 
the left eye.

The cardiologist felt the patient 
had only minor coronary artery 
disease but severe hypertension, 
aortic stenosis, atherosclerotic dis-
ease of the left carotid artery, and 
significant and untreated hyperlipi-
daemia. 

“All of this is complicated by his 
philosophical beliefs and disinclina-
tion to take traditional medicine,” 
the cardiologist reported.

allegations
The patient commenced legal pro-
ceedings against his own GP and 
the first GP therapist. The patient  
alleged: 
•  Failure to conduct appropriate 

preliminary testing to determine 
his suitable for treatment.

•  Failure to perform treatment in 
accordance with recommended 
standards.

•  Failure to warn of risks of treat-
ment.

experts in court
An ophthalmic surgeon who exam-
ined the patient stated that the 
cause of the patient’s blindness 
was a central retinal artery occlu-
sion secondary to an embolus from 
his atherosclerotic vascular disease 
(likely his internal carotid).

A vascular surgeon reported that 
the patient’s left carotid artery ste-
nosis wasn’t symptomatic until his 

blindness occurred. At that point, 
having become symptomatic, there 
was no doubt that surgery was the 
best option for him. He further 
stated that he could not comment 
about whether chelation therapy 
caused his left carotid plaque to 
become symptomatic. 

“I can only point out that we see 
plenty of people moving from the 
asymptomatic to the symptomatic 
group who aren’t on chelation ther-
apy, so this could have occurred 
whether he was having chelation 
therapy or not,” the vascular sur-
geon said. “His GP acted appropri-
ately in suggesting he see a vascular 
surgeon ... and it was really up to 
the patient to take this advice.”

A GP opined that the patient 
should have been referred immedi-
ately by the GP-chelation therapist 
to a vascular surgeon for treatment 
to clear his left carotid artery before 
he became symptomatic. 

If this had taken place, the patient 
may have avoided the embolus that 
caused him to lose sight in his left 
eye. Furthermore, there was no sci-
entific evidence that chelation ther-
apy was useful for the treatment of 
carotid artery disease or coronary 
artery disease, the GP said. l

Dr Lilienthal is a practising GP 
and medicolegal adviser and has 
previously served Avant in a number 
of consultancy roles.

outcome
THE MDO for the patient’s own 
GP believed his standard of care 
left nothing to be desired and that 
the claim against him should be 
defended. It was unknown what 
attitude was adopted by the GP-
chelation therapist’s insurer but 
following the exchange of expert 
opinions, the claim was discontinued 
against both defendants. 
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N December 2005, when she was 48 years 
old, a patient consulted her GP, complaining 
of asthma, tiredness and having emotional 
outbursts. She also reported vaginal bleed-

ing that had been continuing for some months. 
The GP made a diagnosis of asthma and pre-

scribed medication. She also provided the patient 
with information about menopause and sug-
gested she return for a further appointment if the 
gynaecological symptoms persisted. 

In April 2006, the patient undertook a home 
pregnancy test, which was positive. She subse-
quently consulted the GP, who confirmed the 
pregnancy and referred her to a gynaecologist 
and counselling, as the patient said she did not 
want to have a child. The patient was advised by 
her gynaecologist that she was 33 weeks’ preg-
nant and had no option but to continue the preg-
nancy to term. Her child was subsequently born 
with Down syndrome. 

The patient alleged that had she known she was 

pregnant when she consulted the GP in December 
2005, she would have been able to undertake tri-
somy 21 testing and would have terminated the 
pregnancy.

outcome
The question for his Honour Judge Rauf Soulio 
was the steps that should have been taken, given 
the symptoms described by the patient at the con-
sultation in December 2005. 

On the basis of the expert evidence, Judge 
Soulio found that upon being told of the symp-
toms of irregular bleeding, it was incumbent on 
the GP to obtain a full history, conduct a thor-
ough examination and perform necessary tests. 

Further, with regard to the nature of the condi-
tions, including pregnancy, which were possible 
causes for the plaintiff’s presentation, a follow-

up appointment within a short time frame was 
necessary. 

The GP gave evidence that she told the patient 
to come back within one month if the bleeding 
continued. However, her evidence was rejected. 
The GP’s notes did not state she had said this and 
the judge preferred the patient’s evidence that the 
GP had told her to return in six months if the 
symptoms persisted.

Judge Soulio found the GP negligent and that 
the patient was entitled to damages.

The patient is claiming damages in respect of 
the consequences of undergoing childbirth, and 
the increased costs of raising a child with Down 
syndrome. 

Damages are yet to be assessed. l

Mr Panetta is a director at Panetta McGrath Lawyers.

Medical practitioners must 
obtain a detailed history 
from a patient, consider 
the possible explanations 
or causes of a patient’s 
symptoms, and arrange any 
necessary investigations 
and examinations in order 
to properly discharge the 
duty of care. This case 
also reinforces the duty on 
medical practitioners to take 
a proactive approach to 
following up patients.

experT 1

Dr Elspeth Darveniza
is a GP in Queensland.

1  Is there any scientific evidence 
that chelation therapy is effective 
for carotid, coronary artery disease 
or any vascular condition?

I believe the patient’s original GP 
acted appropriately by initially 
providing conservative treatment 
for the asymptomatic left internal 
carotid artery stenosis. Also, he 
acted appropriately by subsequently 
referring the patient to a vascular 
surgeon following a likely embolic 
event that resulted in blindness 
in the patient’s left eye. The 
surgeon performed a left carotid 
endarterectomy. 
However, the care provided by 
the chelation GP for the patient’s 
atherosclerotic disease with 19 
EDTA treatments had no proven 
scientific benefit, despite its 
widespread and increasing use. 
Although there is literature that 
supports the use of chelation 
intravenously, these articles 
rely on uncontrolled trials and 

anecdotal evidence. A large-scale 
multi-centre study ‘Trial to assess 
chelation therapy’ was presented 
in November 2012 in the US. 
The findings were not conclusive 
and did not determine safety and 
efficacy of EDTA chelation therapy 
in heart disease — a treatment that 
is not supported by the US Food 
and Drug Administration.

2  How should GPs treat carotid 
artery disease?
Asymptomatic carotid bruits with 
underlying carotid artery disease 
carry an established but low risk of 
stroke. Even with moderate (greater 
than 50%) or severe (greater 
than 70%) stenosis on doppler, 
treatment should be conservative, 
employing risk-factor modification 
and antiplatelet therapy. 
Medications (such as ACEIs) should 
be used to treat hypertension to 
aim for a blood pressure under 
130/80. Statins should be instituted 
to treat hyperlipidaemia, and target 
a reduced total cholesterol and 
an LDL of 2. Improved glycaemic 
control should be a priority for 
patients with diabetes. Lifestyle 
changes are important, including 
smoking cessation, weight loss and 
increased physical activity. 
A cornerstone of medical treatment 
is antiplatelet therapy, such as 
aspirin or clopidogrel. These great 
advances in medical treatment have 
proven benefit in the management 
of carotid stenosis.

3  At what stage should GPs refer 
patients to vascular physicians 
or vascular surgeons when they 

find carotid artery disease in their 
patients?

Once a carotid stenosis becomes 
symptomatic, there is an increased 
risk of stroke. 
I would first exclude other causes of 
cerebral ischaemia, as the stenosis 
may not be the underlying cause. At 
this stage I would refer to a vascular 
surgeon. 
It is therefore appropriate that 
the patient underwent a carotid 
endarterectomy following a 
retinal artery occlusion. It is also 
appropriate that the second 
chelation GP referred the patient 
to a cardiologist for aggressive 
management of his vascular risk 
factors. However, this could also 
have been done by the patient’s 
own GP.

experT 2

Dr Tony Gray-Weale
is a vascular surgeon in NSW.

1  Is there any scientific evidence 
that chelation therapy is effective 
for carotid, coronary artery or any 
vascular disease?

To my knowledge, there have been 
no randomised double-blind trials 
that have shown chelation therapy 
to have any significant effect on 
any form of atherosclerotic disease. 
Furthermore, chelation therapy is 
not free from side effects. These 
include fever, sudden hypotension, 
headache, nausea and abnormally 
low blood calcium levels. More 
rarely, it can cause permanent 
kidney failure.

2  Is there any medical therapy for 
carotid artery disease and at what 
stage should patients with carotid 
artery disease be placed on medical 
therapy?

Medical therapy for carotid 
artery disease is centred around 
cardiovascular risk factor control, 
namely controlling hypertension, 
hyperlipidaemia and diabetes, 
smoking cessation, and 
commencing antiplatelet therapy. 
Diet, exercise and weight control 
have an important role also. This 
therapy should commence at 
the first diagnosis of significant 
atherosclerotic disease or after 
assessment deems risk factors are 
significant for atherosclerosis. The 
condition can generally be managed 
by the GP. 

3  At what stage should patients 
with carotid artery disease be 
referred to vascular surgeons to 
consider endarterectomy?

It is my feeling that any patient with 
a significant carotid stenosis should 
be assessed by a vascular surgeon. 
Many asymptomatic patients 
may, in fact, still be managed 

conservatively, but the early 
assessment in these patients can 
play a big part in their reassurance 
and education about their disease. 
It also forms a basis for ongoing 
management, should they become 
symptomatic or have evidence of 
advancing disease.

4  How successful is 
endarterectomy surgery?
Carotid intervention (endarterectomy 
or stenting) has been shown to 
reduce stroke risk in symptomatic 
patients with a significant carotid 
stenosis when compared with 
medical therapy alone. 
The position in asymptomatic 
patients is a little less clear. 
Undoubtedly there is a place for 
intervention in asymptomatic 
patients. However, the issue of 
operative risk becomes a more 
important factor in deciding 
whether to offer intervention to 
asymptomatic patients. Most 
studies quote a combined stroke, 
cardiac event and mortality rate of 
about 2% for carotid intervention 
in experienced hands. The 
Australasian Vascular Audit reports 
a stroke and death-free rate of 
over 98% for the more than 10,000 
cases entered. The medically fitter 
asymptomatic patient with less 
intercurrent disease (cardiovascular 
or other) and more severe stenosis 
is probably more likely to benefit 
from carotid intervention. It is 
important that a discussion 
regarding the risks and benefits 
of intervention in asymptomatic 
disease is conducted by the 
vascular surgeon with the patient. 

a device to measure pelvic floor muscle 
strength, and provide feedback to women to 
ensure they were doing the exercises correctly.

Dr Monsour suggested his friend develop a 
prototype of an insertable device and he did. 

That was more than four years ago. In June 
this year the PeriCoach was launched in Aust-
ralia. Analytica is now planning to release the 
device in the US, Japan, Europe and China, 
just to name a few.

For Dr Monsour it is a dream come true. 
He has long been frustrated by the difficulties 
his own patients have had with incontinence, 
and believes if exercise can improve a wom-
an’s quality of life, and reduce the need for 
surgery, then it is well worth a try.

Unfortunately a lot of women perform-
ing pelvic floor exercises fail to achieve the 
desired result, usually because they are not 
doing it correctly or as often as required, he 
says.

The PeriCoach device provides real-time 
audio-visual feedback of the exercise, in the 
privacy of a patient’s home.

“With the PeriCoach providing feedback, 
including the exercise history being sent via 
a smartphone app to the PeriCoach cloud, a 
patient’s exercise program can be monitored 
by the treating specialist,” Dr Monsour says.

“GPs or physiotherapists can see whether 
or not exercises are being performed and 
whether the woman is improving.

“Pelvic floor exercises need to be done in 
a specific way to get positive results and the 
physiotherapist or GP, on seeing little or no 
results through the PeriCoach feedback, can 
call in the patient and again put them through 
their exercise, adjusting the regime to achieve 
positive outcomes.

www.pericoach.com

Dr marCus Tan  
HEAlTHENGINE 
FOR most people, booking a flight or a 
hotel room these days is almost certain to 
mean an internet adventure. And while 
this kind of online booking has become the 
norm, health has been slower on the uptake.

But according to one of Australia’s largest 
online health directories and booking services, 
the landscape is changing fast.

Results of a survey conducted by HealthEn-
gine released last month show nearly one-
third of respondents chose to book their GP 
appointment online, rather than the tradit-
ional practice of calling by telephone.

Interestingly, one in 10 people said that if 
they didn’t book online they would have gone 
to their local hospital ED.

GP and HealthEngine CEO Dr Marcus Tan 
says this increasing trend marks a significant 
shift in the way primary health is delivered. 

“GP practices need to start playing in this 

space to ensure that all Australians are able to 
access fast and appropriate medical advice,” 
he says. “We have already seen a [roughly] 
150% growth in online bookings over the 
past 12 months and this is only going to con-
tinue to increase.”

HealthEngine is forecasting to grow to 
more than 2000 general practices during the 
next 12 months. Its results to date show that 
some 600,000 people visit the site each month 
and more than four million appointments 
have been made.

The company has attracted the attention 
of major investors, including a $10.4 million 
injection from Telstra and Seven West Media.

Dr Tan says HealthEngine plans on using 

that investment to expand into rural and 
remote areas — and there has even been talk 
of venturing into the overseas market.

So has he been surprised at the level of succ-
ess HealthEngine has enjoyed since he and a 
group of doctors founded it in 2006?

“When we first started we didn’t expect to 
get the level of attention we have, but then it 
was originally started as a directory,” he says.

“So we did the Who, What, Where, and 
then we did the When as well, and that is 
what has put us in a good space.”

So perhaps the old adage ‘build it and they 
will come’ really does happen.

www.healthengine.com.au
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Gps and the ndis
THE National Disability Insurance 
Scheme is being rolled out across 
the country, but there is still 
confusion over the role of GPs in 
the multi-billion dollar plan. 
While participants are not 
necessarily required to provide 
doctor’s certificates to be eligible 
for the scheme, GPs may be asked 
to fill in an ‘Evidence of Disability’ 
form to help with the process, 
which will include information 
on the patient’s diagnosis, its 
functional impact and treatment, 
and the duration of their impairment 
to assist with management. 

See: http://www.ndis.gov.au/ 
my-access-checker 

privacy act amendments
BIG fines apply for practices 
that compromise the security of 
patients’ personal information under 
amendments to the Federal Privacy 
Act that came in earlier this year. 
Individuals and corporate entities 
can face up to $340,000 and $1.7 
million respectively if there are 
serious or repeated issues with the 
security of personal information — 
whether the breach is accidental or 
deliberate.  

See the australian information 
Commissioner website for 
recommendations for ensuring 
patient privacy: http://bit.
ly/1vpCoR9  

super changes
CHANGES to the super guarantee 
rate have come into effect, and 
the Australian Tax Office is urging 
employers to ensure they are 
paying the new minimum rate of 
9.5% From July this year, super 
contributions for eligible employees 
increased by 0.25%. For practices 
with fewer than 19 employees, the 
ATO website has a free service 
allowing employers to pay their 
superannuation contributions in 
one transaction. The government 
has announced plans to pause 
the super guarantee rate at 9.5% 
until 30 June 2018, at which 
point employers can expect to 
increase their contributions by 0.5 
percentage points each year until it 
reaches 12%. 

See: http://bit.ly/1t138un
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T
HE fundamental char-
acteristic determining 
a doctor’s tax profile 
is whether the doctor’s 

income is personal services income 
or business income.

Personal services income is, as 
the words suggest, income gener-
ated predominately by the efforts 
of one person. Business income is  
income generated by a combina-
tion of resources, and is not gener-
ated predominately by the efforts 
of one person.

Defining whether income is per-
sonal services income or business 
income is not always black and 
white, and there are shades of grey. 

For many years, the question 
was thought to be more or less 
settled by the Australian Taxation 
Office’s rule of thumb in Taxation 
Ruling IT 2639 where, at para-
graph 10(a), the ATO says it will 
accept income is business income 
if the practice has at least as many 
non-owner “practitioners” gener-
ating “material” fees as owners, on 
an equivalent full-time basis. 

For example, a practice with 
one EFT owner GP and 1.5 EFT 
non-owner GPs is a business, but a 
practice with two EFT owner GPs 
and 1.5 EFT non-owners would 
not be a business.

The first practice, (ie, the busi-
ness), can be owned by a family 
trust and its net income distrib-
uted to persons other than the 
GP. However, the second practice, 

which is not a business, cannot be 
owned by a family trust and its net 
income cannot be distributed to 
persons other than the GP. The net 
income from the second practice 
can only be derived by the GP.

There is some evidence that the 
ATO is changing its rule of thumb. 
Recent discussions show the ATO 
will take a narrow view of the 

word ‘practitioner’. The ruling 
says a ‘practitioner’ includes both 
full-time professional and non-
professional staff whose function 
is to derive material fees for the 
practice. Despite these clear words, 
the ATO sought to redefine ‘practi-
tioner’ to exclude persons who do 
not have total autonomy in their 
day-to-day work, are restricted in 
executing their functions and are 
subject to supervision. The ATO’s 
position would exclude employee 

registrars, all of whom work under 
supervision, and practice nurses, 
all of whom have restricted medi-
cal functions, irrespective of the 
amount billed to patients. This 
would be a surprise to most tax 
advisers.

The ATO has sought to define 
‘materiality fees’ as “fees equal to 
or greater than the amount that, as 

a minimum, are needed to remain 
profitable in the absence of the 
principal”, rather than an absolute 
amount or a relative amount. This 
minimum is hard to identify and 
will differ from practice to pract-
ice, particularly if there is more 
than one principal. In one case, 
the ATO argued fees of $350,000, 
being 25% of the total fees, were 
not material. This would also be a 
surprise to most tax advisers.

The ATO also appears to be 

requiring GPs whose practices 
are businesses for tax purposes to 
include a reasonable amount com-
mensurate with the market value 
of their work in their individual 
tax return. This requirement 
appears to stem from recom-
mendation 10 of the 2010 Henry 
Report, however, according to the 
National Tax & Accountants, it 
has no basis at law.

What should you do now?
GPs want to sleep at night, and 
want to abide by both the law, and 
the ATO’s view of the law. We are 
counselling GPs to take a conserv-
ative view of whether their pract-
ice is a business for income tax 
purposes and to ensure that their 
own individual tax return shows 
a total reward from the practice 
commensurate with their contribu-
tion to the practice. This amount 
will differ from GP to GP. As this 
whole exercise shows, ‘rules of 
thumb’ are dangerous. Neverthe-
less, we nominate a total reward 
of $200,000 including super and 
car fringe benefits as a general rule 
of thumb for an experienced GP 
working, say, 50 hours a week. 
But GPs should get their own 
advice before tax time. l

Mr McMaster is a solicitor and 
accountant who practises in 
Melbourne and Sydney. Further 
information is available on www.
mcmasters.com.au

tERRy MCMAStER

finance A taxing situation
Recent tax changes get a little personal. 
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•  There are no definitive rules or guidelines for 
accepting gifts

•  Check the policy where you work, or — if you’re 
the boss — develop a clear policy and make 
sure employees and contractors know about it

•  If you’re not sure whether the gift is appropriate, 
ask yourself, “Would I feel okay if colleagues 
hear about it?”

•  For some patients, gift giving is an important 
cultural practice, which might make refusing a 
gift more trouble than it’s worth

•  Families of patients who have died might also 
offer gifts, as part of their grieving process

•  It’s important to establish with the patient that 
accepting a gift will not influence your medical 
treatment

•  All gift giving reveals a little about the giver — 
this could also be an opportunity to understand 
your patient a little better

•  Gifts that suggest some kind of psychological 
need or attempt to win favours should probably 
be declined

•  You can always suggest to your patient that 
they make a donation to a charity on your behalf

•  In a profession bound by red tape and 
regulations, the decision to accept — or not — 

gifts from patients is up to you.

have you received an interesting gift from a 
patient before? Let us know about the most 
unusual gift you or another colleague has 
received. Urban myths welcome. email cheree.
corbin@cirrusmedia.com.au

Top 10 
points when 
considering 
a gift from a 
patient

CHEREE CoRbiN

TOP 10
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I
MAGINE speakeasies of the 
future, dispensing not contra-
band liquor but a sneaky car-
ton of cigarettes.

Public health measures have 
had some success reducing the use 
of tobacco. From the banning of 
cigarette advertising in the 1970s, 
through to the recent plain packag-
ing, daily smoking rates have fallen 
from 35% in the 1970s to 12.8% by 
2013.1 What may come next in the 
ongoing battle to further drive down 
smoking rates would the tough-
est measure ever: a ban on selling 
tobacco to anyone born this century. 

young people
A move to ban selling tobacco to 
people born after 2000 has initial 
support. In 2012, Tasmania’s Upper 
House passed a resolution supporting 
such a ban, although the state’s gov-
ernment has yet to act on it. Earlier 
this year, the British Medical Assoc-
iation adopted a policy supporting 
a ban, and in response, AMA presi-
dent Associate Professor Brian Owler 
described it as a proposal that “has 
to be considered with some favour”.

A key aim of the ban would be 
to help enforce the existing law that 
makes it illegal for those aged under 
18 to buy tobacco, says Dr Colin 
Mendelsohn, a Sydney tobacco treat-
ment specialist and vice-president of 
the Australian Association of Smok-
ing Cessation Professionals.

While overall smoking rates have 
declined, the recent data regarding 
young people is mixed. For exam-
ple, those aged 14-24 smoked their 
first full cigarette at an average age 
of 15.9 years in 2013, compared 
with 14.2 years in 1995. However, a 
higher proportion of all 12-17-year-
olds smoke, an increase from 3.8% 
to 5% between 2010 and 2013.1

“We need stronger measures to 
stop teenagers from starting in the 
first place. They tend to think they’re 
bulletproof and believe they can just 
give up cigarettes whenever they 
want,” says Dr Mendelsohn.

“Studies show, however, that it 
can take only one cigarette to develop 
an addiction, with 10% of teenagers 
showing signs of dependence within 
two days [of commencing smoking]
and 25% within 30 days.”

effectively prohibition 
Once a ban on people born after the 
year 2000 is in place, it eventually 
becomes a ban on everyone.

Martyn Goddard, a health policy 
analyst based in Tasmania and for-
mer member of the PBAC, opposes 
such a move.

“It would expand the black market 
and force cigarettes into the hands of 
organised crime as alcohol prohibi-
tion did in the US,” he says. 

“With increased funds, organised 
crime could spread illegal activities 
such as drugs, guns, racketeering, 
prostitution and gambling.

“There would also be reduced 
standards for the contents of ciga-
rettes, which are already harmful. 
And all for a ban that has no solid 
research evidence [to support it]. 
Studies that claim alcohol intake was 
reduced during US prohibition are 
just estimates. 

“A smoking ban would constitute 
a huge experiment presenting a great 
risk of harms.”

harms and benefits
While there’s no doubting the dan-
gers of smoking, according to Prof-
essor Paul Komesaroff, “other harms 
and benefits should be considered 
before introducing a complete smok-
ing ban”.

“The law for under-18-year-olds 
needs better enforcement, but for 
18-year-olds and over, we should 
consider their freedom to act as 

competent adults,” says Professor 
Komesaroff, a general physician, 
and director of the Monash Centre 
for Ethics in Medicine and Society in 
Melbourne.

“Adults are currently free to par-
ticipate and get pleasure from all 
sorts of activities that are potentially 
harmful, such as boxing, skydiving 
and bungee jumping. Similarly, some 
people say smoking gives them pleas-
ure, such as feeling relaxed, which is 
their right.

“Other aspects of tobacco use 
that produce beneficial effects for 
many members of society include 
the employment and wealth created 
by cigarette manufacturing [and] tax 
revenue obtained by the government 
is used for public welfare.” 

Dr Mendelsohn says it has nothing 
to do with freedom and rights. 

“It would be unethical not to intro-
duce a ban considering 15,500 Aus-
tralians die prematurely every year 
due to smoking-related diseases. 

“It’s not a matter of freedom; we 

already restrict freedoms such as 
making people wear bicycle helmets.

“We have a duty to protect people 
in society from themselves, particu-
larly young people, who often aren’t 
able to make decisions in a rational 
manner because their frontal lobe 
isn’t developed fully until the age of 
25,” he says. 

the prevention challenge
“Banning 18-year-olds from smoking 
because they’re incapable of making 
decisions is hypocritical,” Professor 
Komesaroff says. “We allow them to 
become soldiers and vote, so if they’re 
competent to make those decisions, 
they can also decide to smoke.

“The fact that I oppose smoking 
isn’t sufficient to justify imposing a 
law to prevent all those who disagree 
with me from engaging in or support-
ing this activity.”

Rather than a complete ban, he 
supports expanding existing health 
measures such as increasing knowl-
edge of harm and more bans on 
where cigarettes can be smoked, and 
increased support for doctors provid-
ing smoking cessation treatments.

But Dr Mendelsohn is convinced 
we need to get tougher. “I treat a 
few teenagers for smoking cessa-
tion, however most teenagers avoid 
doctors because we’re authority fig-
ures. Sadly, one-third of those who 
become regular smokers eventually 
die due to smoking-related disease. 
Greater prevention is essential.”

The challenge is finding the best 
way to achieve it. l
References on request

ADDITIONAL measures 
would most likely be 
needed to ensure the 
effectiveness of a ban on 
smoking for people born 
after the year 2000. 

A leading option 
is a smoking licence 
administered through a 
smartcard. Only people 
born in the year 2000 or 
before would be allowed 
to hold a licence and buy 
cigarettes. This would 
be checked by having 
cigarette retailers reconcile 
stock purchased from 
wholesalers against a 
digital record of sales to 
licensed smokers.2

GPs should avoid adopting 
a tough love approach with 
their own patients, experts 
agree, including charging 
higher consultation fees 
for smokers to provide 
additional motivation 
to quit. “Smoking is an 
addiction. Most want to 
give up, but many people, 
such as those with mental 
health problems, need 
as much empathy and 
support as possible, 
not punitive measures 
from GPs,” says Dr 
Mendelsohn. Professor 
Komesaroff says: “I try to 
persuade my patients to 
quit. However in the end, 
I respect their decisions. 
I see myself bound 
through the nature of my 
relationship with them, 
which is about engaging 
and persuading them to 
take up my advice, rather 
than using coercion to 
compel compliance.”

JoHN kRoN
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Time for temperance?
Advocates for a complete ban on tobacco say we simply can’t afford to  
allow this drug to remain freely available, but critics aren’t so sure.
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