
ACT Health says the draft Frame-
work is a “high-level strategic plan 
that establishes the overarching 
principles to guide the develop-
ment and redesign of health care 
services across the Territory over 
the next decade.” 

The draft Framework is focussed 
on “integrating services across 
the three areas of health care 
– preventative health, communi-
ty-based care and care in hospital 
– and will guide the establishment 
of clinical Centres to provide pa-
tients with integrated health care.”

Clinical Centres
ACT Health says the Territory-wide 
Centres will “ensure specialty ser-
vices are integrated across the 
continuum of care (prevention in 
the community, care in the hospi-
tal and then management of care 
back in the community) to make it 

easier for patients to navigate the 
services they need.”

Centres will strategically group spe-
cialty services together to “support 
patient needs” to ensure care can 
be delivered in a co-ordinated way 

across health facilities. The means 
of doing this is by facilitating collab-
oration between related specialties 
in the public and private sectors and 
with community-based services.

Specialty Service Plans
ACT Health says the Centres will 
be supported by an overall Centre 
Service Plan, individualised Spe-
cialty Service Plans and appropri-
ate Models of Care. The individual 
Specialty Service Plans “will be 
developed in consultation with 
medical, nursing and allied health 
staff with input from external and 
internal stakeholders.” Specialty 
Service Plans will describe how the 
service will be delivered across the 
Territory and be evidence-based.

Both the Clinical Centres and Spe-
cialty Service plans will be devel-
oped over the next 12-18 months 
with some service plans already 

having been developed and imple-
mented. 

Consultation
Following the release of the draft 
Framework, the consultation pro-
cess will accelerate and build on 
the earlier consultation undertak-
en with NGOs who currently de-
liver clinical services to or for ACT 
Health. Expressions of interest have 

been sought for a ‘Territory-wide 
Health Services Advisory Group’ 
and over the coming months, ACT 
Health will consult with internal 
and external stakeholders to refine 
the draft Framework.

ACT Health says, the Advisory 
Group will “provide specific advice 
on engagement activities in the 
near future. There will be oppor-
tunities for specialty areas, repre-
sentative groups as well as gener-
al community forums on the draft 
Framework and service planning.”

ACT Health has undertaken to 
include “expert advice from clini-
cians, health personnel and rele-
vant health care consumers, incor-
porating established best practice 
and advancements in medical 
technologies and innovation that 
are achievable within budget.”

The first general community fo-
rum will be held in late 2017.

The draft Framework can be acc -
essed at the ACT Health website 
www.health.act.gov/territory-wide-
health-services

ACT Health Minister, Meegan Fitzharris has announced the release of the draft Territory-
wide Health Services Framework saying that the Framework “will underpin the ACT’s 
future health system by enabling patients to access care when they need it, delivered by 
the right team in the right place.”
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Meeting with the  
Health Minister…
The latter part of the year certain-
ly has been very busy from the 
AMA (ACT) perspective. CEO Pe-
ter Somerville and I had the op-
portunity to meet with ACT Health 
Minister, Ms Meegan Fitzharris, 
and a number of key topics were 
discussed. Minister Fitzharris is 
the COAG Health Council Chair 
for the next Health Ministers’ 
meeting, and we pressed the AMA 
case for a national realignment of 
legislation dealing with mandato-
ry reporting. The model in place 
in Western Australia is our pre-
ferred model, and it will remove 
the disincentive for doctors who 
need help to seek and have the 
same level of confidential access 
that our patients do.

We also pressed the case for a 
large-scale Territory-wide ap-
proach to Mental Health services 

in the ACT, with a focus on the 
specialist psychiatric workforce. 
Peter and I, along with RANZCP 
ACT Chair, Professor Jeff Looi, 
had previously discussed this in 
detail with Mental Health Minis-
ter Rattenbury. We have urged 
the ACT Government to build a 
sustainable workforce by taking 
a view across both the public and 
private sectors. Let’s keep our 
fingers crossed on this. 

The other ‘hoary old chestnut’ 
is the nurse-led walk in clinics. 
These are very expensive, with 
documents tabled in the Legis-
lative Assembly showing that a 
single patient visit costs $188 for 
the existing clinics. Compared 
to the cost of care provided by 
our wonderful Canberra General 
Practitioners, this is breathtak-
ingly expensive. We have pro-
posed a round table of interested 
parties to try to find complemen-
tary solutions that are good for 

out-of-hours patients and better 
for the ACT budget. Stay tuned on 
this one.

… and meeting with the DG!
We also met with Ms Nicole 
Feely, the Director-General of 
ACT Health. Many of the same 
issues were discussed, but we 
received more detail about the 
Territory-Wide Services Plan that 
is being rolled out currently. An 
issue of special interest to Can-
berra’s doctors is the KPMG-led 
review into the relationship be-
tween ACT Health and the ANU 
Medical School. We understand 
that the review has expanded, 
and there is a great deal of mon-
ey at stake. We have pressed for 
a resolution to this as soon as 
practical, to provide certainty to 
all parties and especially those 
Canberra doctors who contribute 
to training of the next generation 
of medical students.

The da Vinci Codeine…
The Federal AMA and AMA (ACT), 
together with all other state and 
territory AMAs, have reinforced 
their support for the Therapeutic 
Goods Administration’s decision 
to make all codeine preparations 
a ‘prescription only’ medicine 
from 1 February 2018.

The issue of prescription-only 
codeine has emerged again after 
State and Territory Health Min-
ister’s wrote to the Federal Gov-
ernment expressing concern that 
codeine users will need to access 
a GP for ongoing prescriptions 
and the impact this may have 
on primary care and the users 
themselves. 

The Pharmacy Guild has weighed 
in to support the State and Ter-
ritory Health Ministers and many 
of you will have seen the reaction 
from the Guild and our AMA re-
sponse to this.

A battle worthy of a Dan Brown 
novel broke out over the 
up-scheduling of codeine, and 
what a battle it is. All AMAs have 
expressed their support for the 
TGA’s decision to up-schedule 
codeine, but this also supports 

the importance of upholding the 
independence of the TGA in mak-
ing decisions about medicines 
scheduling generally.

The Royal Australasian College of 
Physicians, the RACGP, Pain Aus-
tralia, the Rural Doctors Associ-
ation and the Consumers health 
Forum have publicly weighed in to 
support the TGA’s decision.

Caring for colleagues…
The Doctors’ Health Advisory 
Service is holding ACT ‘Caring for 
Colleagues’ dinner from 6.30pm 
on Wednesday the 23rd of No-
vember. This is a free event for 
doctors and medical students. 

Further details are available in 
this edition of the Canberra Doc-
tor and I encourage all of you to 
attend this important collegiate 
event. 

Farewell to Anish
Sadly, I have to report that Anish 
Prasad, our Hospital Organiser 
has left us for employment with 
the Australian Federal Police 
Association. I’d like to thank An-
ish for the excellent work he has 
done for AMA (ACT) and its mem-
bers – particularly junior doctors 
– and wish him well as he seeks 
to further his workplace relations 
career. 

[2]

At this time of the year we all begin to think about summer and the festive season. The 
years seem to become busier all the time, and Canberra’s busy doctors are starting to 
look forward to the usual string of parties, then – hopefully – some well-earned rest with 
friends and family.

WITH PRESIDENT, PROFESSOR STEVE ROBSON

Medical Musings

Director-General of ACT Health, Ms Nicole Feely with AMA (ACT) President, Prof 
Steve Robson (right) and Deputy-Director-General, Chris Bone. 
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This time, the major issues 
discussed were:
Mandatory reporting
With the next meeting of the COAG 
Health Council due for November 
and Minister Fitzharris to chair 
the meeting, mandatory reporting 
is front and centre on the agenda. 
The Health Council meeting will 
consider the results of the con-
sultation process on mandatory 
reporting as we move closer to a 
decision on changes to the provi-
sions for treating practitioners to 
mandatorily report medical prac-
titioners who are their patients. 

AMA (ACT) along with the Federal 
AMA and all of the state and ter-
ritory AMAs have been pushing 
for a ‘WA-style’ exemption from 
mandatory reporting for treating 
practitioners. Minister Fitzharris 
listened to AMA (ACT)’s presenta-
tion and took onboard the need 
to revise the current mandatory 
reporting framework in the ACT 
so as to not discourage medical 
practitioners from seeking treat-
ment. 

AMA (ACT) will continue to follow 
up on this issue to advocate for a 
‘WA-style’ exemption to apply in 
the ACT.

Mental health
Following AMA (ACT)’s earlier 
discussions with Mental Health 
Minister, Shane Rattenbury, it has 
come to light that ACT Health has 
established a Medical Workforce 
Working Group to deal with psy-
chiatric workforce issues in the 
ACT public sector. While the es-
tablishment of the Working Group 
is a good start in dealing with the 
immediate public sector issues, 
it is only one part of dealing with 
the overall psychiatric workforce 
issues in the ACT. 

The concern raised with the Minis-
ter Fitzharris (who retains an over-
all responsibility for employment 
and operations) is that the need to 
approach the issues of the psychi-
atric workforce goes beyond the 
public sector (although the public 
sector is both the immediate and a 
longer term focus) and any consid-
eration of workforce should also 
consider the private sector. AMA 

(ACT)’s view is that a sustainable 
workforce needs to include op-
tions for working across both the 
public and private sectors.

In addition, AMA (ACT) would like 
to see incentives to attract and 
retain particularly younger spe-
cialists in the ACT. This should 

not be limited to the public sector 
and could include assistance and 
encouragement with establishing 
private practices to sustain both 
the individual and the public and 
private sector workforces. 

This is a matter that AMA (ACT) 
will continue to pursue with both 

Minister Fitzharris and Minister 
Rattenbury.

Nurse-led walk in clinics
For a considerable period of time, 
AMA (ACT) has been constructively 
discussing with Minister Fitzharris 
a broader role that general prac-
tice could play in after-hours care 
in the ACT. On one hand, the ACT 
Government has implemented 
nurse-led walk-in clinics at Tug-
geranong and Belconnen (with two 
more planned for Gunghalin and 
Weston Creek) but on the other 
hand, these clinics are expensive 
and there may be options that bet-
ter integrate after-hours care into 
general practice.

In regard to the nurse-led clinics, 
it’s recently come to light that the 
two existing clinics cost $188 per 
occasion of service that represents 
a total annual recurrent cost of 
$3.5m for each of the clinics. Given 
this cost, AMA (ACT) is of the view 
that complementary options to the 
current – and planned – clinics are 
worth exploring.

To this end, AMA (ACT) has pro-
posed a ‘round-table’ of interest-
ed parties to discuss such options 
and report back to the Minister. 

AMA (ACT) thanks Minister Fitz-
harris for the opportunity to hold 
an extended discussion on these 
important matters.

Earlier in October, AMA (ACT) President, Prof Steve Robson 
and CEO, Peter Somerville, met with ACT Health Minister, 
Meegan Fitzharris for their regular consultative meeting. 
These meetings are an opportunity to bring forward 
issues of mutual concern and to share information that 
either the Minister or AMA believes is relevant and timely.

Mandatory reporting and mental 
health: key AMA issues for 
Minister Fitzharris
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Health Minister, Meegan Fitzharris, with AMA (ACT) President, Prof Steve Robson 
(right) and AMA (ACT) CEO, Peter Somerville.
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Dr Omar Gailani
MBCHB, DIP O&G, FRANZCOG

Gynaecological Surgeon
Pelvic Floor Medicine

Capital Women’s Health, P: 02 6285 1813 E: hello@cwhealth.com.au
21 Napier Close, Deakin ACT 2600 F: 02 6162 1659 W: www.omargailani.com.au

Urodynamic testing and outpatient cystoscopy  l  

Minimally invasive surgery for pelvic organ prolapse  l 
and stress urinary incontinence

Biological graft (fetal bovine dermis)  l 
for vaginal wall prolapse repair 

Outpatient botox bladder treatment  l

Tibial nerve stimulation  l
(Urgent PC) for overactive bladder

iAluril treatment for  l
painful bladder syndrome

With thanks to our sponsors:

The President, Prof Stephen Robson,

invites
the ANU Medical School Graduating Class of 2017 to a

Celebratory Breakfast
Between 8.30am & 10.00am

on
Thursday, 14th DECEMBER 2017

At Hotel Realm
18 National Circuit, Barton

(parking at Hotel Realm for a minimal cost)
Graduates: no cost

Partners & family members welcome @ $40 per head

RSVP by Monday, 11th December
Karen, AMA (ACT) Executive Assistant

on 6270 5410 or reception@ama-act.com.au

Each year, the AMA offers one 
Scholarship to an Aboriginal and/
or Torres Strait Islander student 
studying medicine at an Australi-
an University, but with the help of 
your tax deductible donation, we 
can increase the number of Schol-
arships offered each year and 
help grow the Indigenous medical 
workforce.

Indigenous doctors have a unique 
ability to align their clinical and 
sociocultural skills to improve 
access to services, and provide 
culturally appropriate care for Ab-
original and Torres Strait Islander 
people. Yet, Aboriginal and Torres 
Strait Islander doctors comprise 
less than 1 per cent of the entire 
medical workforce.

Since its inception in 1994, the 
AMA Indigenous Medical Schol-
arship has helped more than 20 
Indigenous men and women be-
come doctors, many of whom may 
not have otherwise had the finan-

cial resources to study medicine. 
The AMA hopes to expand on this 
success and increase the number 
of Scholarships on offer each year 
to meet a growing demand for the 
Scholarship.

By supporting an Indigenous 
medical student throughout 
their medical training, you 
are positively contributing to 
improving health outcomes for 
Aboriginal and Torres Strait 
Islander people.

If you are interested in making 
a contribution, you can do so by 
downloading the donation form 
at: https://ama.com.au/donate-
indigenous-medical-scholarship.

Further information about the 
Scholarship is available on the 
AMA website. For enquiries 
please contact the AMA via email 
at indigenousscholarship@ama.
com.au or phone (02) 6270 5400.
  

The AMA Indigenous Medical Scholarship supports 
Aboriginal and Torres Strait Islander students to study 
medicine, and achieve their dream of becoming doctors. 

The AMA 
Indigenous Medical 
Scholarship

LIKE OUR  
FACEBOOK PAGE!
For the latest medico-news in the ACT, Canberra Doctor 
articles, events and more jump on Facebook and Like our 
Page! It’s easy, just search for ‘AMA ACT’ in your search 
engine or on Facebook.
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The issue of prescription-only co-
deine has emerged again after 
State and Territory Health Min-
ister’s wrote to the Federal Gov-
ernment expressing concern that 
codeine users will need to access 
a GP for ongoing prescriptions and 
the impact this may have on pri-
mary care. In addition, the Minis-
ters expressed concern that some 
codeine users, particularly in rural 
and regional areas will deteriorate 
as they abandon medication due to 
out-of-pocket costs of seeing a GP. 

The Pharmacy Guild has weighed 
in to support the State and Territo-
ry Health Ministers. 

AMAs back TGA
All AMAs have expressed their 
support for the TGA’s decision to 
upschedule codeine but also the 
importance of upholding the in-
dependence of the TGA in making 
decisions about medicines sched-
uling generally.

The TGA has published its reasons 
for up-scheduling codeine and they 

are compelling – deaths and illness 
from codeine use have increased 
in Australia. This is despite a re-
scheduling decision in 2010 shifting 
many over-the-counter codeine 
medicines to Schedule 3 (pharma-
cist only) medications. In addition, 
there is no evidence that low-dose 

codeine (8mg-15mg/unit) provides 
any benefit beyond placebo.

To put this change in perspective, 
all other opioid medicines sold in 
Australia are available only on pre-
scription (S4 or S8). Codeine is not 
available over-the-counter in 13 
European countries nor in the US.

Effective over the counter 
medications
Patients who have short term pain 
will still have access to alterna-
tive over-the-counter painkillers 
which are more effective than low-
dose codeine without codeine-as-
sociated risks. 

AMA (ACT) has pointed out to ACT 
Health Minister, Meegan Fitzhar-
ris, that the TGA’s decision was 
based on facts and the advice of in-
dependent experts; it has the sole 
objective of protecting the public. 
AMA (ACT) stressed the impor-
tance of an independent regulator 
as the cornerstone of our health 
system and that it was absolutely 
essential no decisions be made 
that undermine its authority. 

Starting on October 16 the 
AMA Fees List has been 
launched in its new online 
format.
The new website at http://feeslist.
ama.com.au/ will be replacing the 
book and CD-ROM formats mak-
ing it faster and more user friend-
ly than ever before. You will still 
be able to download PDF and CSV 
files, plus access a range of new, 
useful features including:

�� Interactive dashboard to find, 
search and save AMA fees

�� Search function that links 
directly to AMA and MBS 
item descriptions

�� Personalised user 
dashboard with option to 
store favourites 

�� Fee calculator tools including 
a new Anaesthesia calculator

�� Ability to print parts of, or 
full PDFs of the Fees List

�� Online tutorials and help 
tools

�� Mobile and tablet 
compatible

�� Online payment gateway for 
non-members

Members are encouraged to log 
on early and familiarise them-
selves with the new website, be-
fore the Fees List is indexed and 
updated on 1 November. 

All financial AMA Members will 
continue to have free, unlimited 
access to the new website us-
ing their login and password for 
ama.com.au. For login assistance 
please contact Member Services 
on memberservices@ama.com.
au or 1800 133 655.

The Federal AMA and AMA (ACT), together with all other 
state and territory AMAs, have reinforced their support for 
the Therapeutic Goods Administration’s decision to make 
all codeine preparations a ‘prescription only’ medicine 
from 1 February 2018.

 AMA (ACT) urges ACT Govt to 
maintain upscheduling of codeine

AMA fees list launches online

For more information on the new Fees List,   
contact feeslist@ama.com.au
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Welcoming the appointment, AMA 
President, Dr Michael Gannon, 
said that Prof Worley is a highly 
respected member of the profes-
sion who has made a substantial 
contribution to rural health over 
many years.

“Prof Worley has a big job ahead 
of him, and he will have the full 
support of the AMA and oth-
er groups with a commitment 
to improving access to quality 
health services in rural, region-
al, and remote Australia,” Dr 
Gannon said.

“The long-awaited appointment of 
a National Rural Health Commis-
sioner had the potential to boost 
the profile of rural health issues 
in Government decision-making 
and health policy development.

AMA ready to assist 

“The Rural Health Commis-
sioner will also lead the estab-
lishment of a Rural Generalist 

Pathway, which could boost the 
much-needed recruitment and 
retention of skilled practition-
ers in rural areas.

“The AMA is uniquely positioned 
to provide Professor Worley with 
advice on rural health policy. 

“We have an extensive rural 
membership, including medical 
students, doctors-in-training, 
career medical officers, GPs, 
and other specialists.

“The AMA has also established 
the AMA Council of Rural Doc-
tors (AMACRD) to ensure our 
rural members have a strong 
say in our policy and advocacy.

“We are excited at the prospect 
of working with Professor Wor-
ley, and look forward to meeting 
with him as soon as he settles 
into the new role.”

Prof Worley is currently Dean 
of Medicine at Flinders Univer-
sity. He is a past President of 

the Rural Doctors Association 
of SA, a previous national Vice 

President of the Australian Col-
lege of Rural and Remote Med-

icine (ACRRM) and is a current 
Council Member of AMA (SA).

The AMA has congratulated Prof Paul Worley on his 
appointment to the new position of National Rural Health 
Commissioner.

AMA welcomes Prof Paul Worley 
as first Rural Health Commissioner

Attention AMA ACT Members,
The Doctors Health Advisory service (DHAS) extends a warm invitation to all 
Doctors and Medical Students in the ACT for:

DINNER and an INTERACTIVE EVENING
When:   November 23rd 2017 from 6.30pm  
Where: AMA House Conference room, Level 3, 42 Macquarie Street, Barton
https://ama.com.au/act/event/doctors-health-advisory-service-caring-your-colleagues
We are very aware of the importance of doctors having their own  doctors. At the same 
time, in these clinical encounters there are often challenges faced by both the doctor as a 
patient and the treating doctor.
Over the course of the evening, we will workshop topics such as:
• Barriers to doctors seeking medical care.
• Strategies to help ensure the best possible outcome for both doctors.
• Medical students as patients.
• Con� dentiality and mandatory reporting.
All doctors and medical students are welcome.
RSVP by 16th November
to Sarah Foster at sarah.foster@dhas.org.au or 0402 839 113
Please advise any dietary requirements.

Prof Paul Worley, Rural Health Commissioner.
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Neither AMA NSW (nor AMA 
(ACT)) has such a resource and 
the information reaching AMA 
NSW from DITs was that they 
were constantly being told to 
have a GP but often had rotated 
away from home or just did not 
know where to turn.

AMA NSW issues a call
AMA NSW decided to put the 
call out in a very simple way to 
members and via PHNs and the 
Doctors Health Advisory Ser-

vice. They have also promoted 
it on social media and will be 
continuing to do so over coming 
months with a view to finalising a 
resource by the end of the year. 

If you are interested in taking on 
doctor patients, please sign up by 
going to the AMA NSW’s website 
at https://www.amansw.com.au/
doctor-in-training-wellbeing/

The directory will be published as 
a resource for doctors-in-training.

AMA NSW is looking for GPs who have an interest in 
taking on doctors as patients – particularly junior doctors 
– in order to develop an online directory. This is part of an 
effort to both encourage junior doctors to seek care and 
remove barriers to this happening.

AMA NSW Looking for GPs willing 
to take on doctors as patients

The AMA NSW’s Dr Kean-Seng Lim, Dr Brian Morton, Prof Saxon Smith and Dr Robyn Napier.

AMA CAREER

HUB
ADVICE

Don’t Leave Your Career To Fortune
The AMA’s Career Advice Service will assist you with:

� Career Coaching
� Applications, CV’s and interview skills
� Real life advice; and
� Much, much more.

For more information contact: Christine Brill (Career Adviser)            careers@ama.com.au            02 6270 5483            ama.com.au/careers/Christine Brill (Career Adviser)            careers@ama.com.au            02 6270 5483            ama.com.au/careers/Christine Brill (Career Adviser)            careers@ama.com.au            02 6270 5483            ama.com.au/careers/Christine Brill (Career Adviser)            careers@ama.com.au            02 6270 5483            ama.com.au/careers/
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        Preparing the medical 
profession for assisted dying*

[8]

The Victorian legislation comes 
off the back of an upper house in-
quiry regarding end of life choices, 
which recommended an assisted 
dying scheme be created and im-
plemented. This legislation has 
the potential to have a ripple effect 
right across the country if passed, 
and has had no trouble in dividing 
opinions amongst the public and 
leading medical bodies. 

Understanding  
the terminology
In the medical profession, ‘Eutha-
nasia’ is defined as the practice of 
intentionally ending a patient’s life 
to relieve suffering. Euthanasia can 
be active or passive, with passive 
referring to omission of treatment 
which would be expected to keep 
the patient alive. Passive euthana-
sia is deemed acceptable practice. 
Active euthanasia, the more con-
tentious issue, is a deliberate act 
undertaken to end a patient’s life.

Physician Assisted Suicide is defined 
as a physician aiding a suicide by 
providing the means for suicide or 
the necessary information for sui-
cide to occur. For the purposes of 

this article, the term ‘euthanasia’ re-
fers to active voluntary euthanasia.

The positions of 
representative organisations
Earlier this year, the AMA released 
a position statement which pro-
posed that “doctors should not be 
involved in interventions that have 
as their primary intention the end-
ing of a patient’s life”. 

Palliative Care Australia updated 
their position statement last year, 
declaring that “palliative care does 
not include euthanasia or physi-
cian assisted suicide”. In 2015, the 
World Medical Association reaf-
firmed their 1987 statement that 
“euthanasia... is unethical”. 

In a recent survey, 50% of Australi-
an doctors believed that they should 
not be involved in euthanasia.

The arguments against euthanasia 
can be separated into:

�� Disagreement with the 
concept of intentionally 
hastening the process of 
death 
�� Those who do not believe 

that such a concept can be 

implemented in a way that 
maintains the utmost level of 
public safety. 

To delve into the ethical side of the 
debate would require a much longer 
article, but I believe that there are 
some important questions that we 
must ask ourselves – is patient au-
tonomy of greatest importance? 
Does the relief of suffering via a 
quick death or prolonging of intol-
erable life do the ‘most good’ for 
the patient? Can we ‘maintain the 
utmost respect for human life’ while 
assisting in its demise? 

We need to challenge our own initial 
emotional reaction to the concept 
of assisted dying and contextualise 
these reactions within the frame-
work of our societal and biomedical 
perceptions towards death. 

Public interest considerations
Arguments relating to the imple-
mentation of euthanasia, have the 
interests of the public at their core 
and therefore need to be appropri-
ately addressed. One such exam-
ple is the notion that by legalising 

voluntary euthanasia, we begin 
on a pathway to engaging in more 
dangerous and negative practices 
such as involuntary euthanasia. This 
slippery slope argument is a conse-
quentialist logical device that can be 
quashed by the mere fact that physi-
cian assisted suicide and or eutha-
nasia has existed in places such as 
Oregon and the Netherlands since 
1997 and 2002 respectively. 

Studies have shown that physician 
assisted suicide has had no dispro-
portionate impact on vulnerable 
people within those jurisdictions. In 
Oregon in 2015, physician assisted 
suicide accounted for merely 0.39% 
of all deaths. In the Netherlands, 
rates of euthanasia have risen to 
4% annually, however over 85% of 
these cases can be attributed to 
cancer, cardiac, pulmonary and 
neurodegenerative diseases. These 
numbers do not reflect communi-
ties in which a euthanasia or physi-
cian assisted suicide bill has led to 
a downward spiral.

The topic of euthanasia is such an 
interesting debate as there are 

wide range of opinions that exist 
on a spectrum. At one end, we 
have those who believe that the 
sanctity of life should be preserved 
at all costs and ‘giving up’ on life is 
admitting defeat. Deputy Victorian 
premier James Merlino went as 
far as saying that “this bill endors-
es suicide, which is a line I don’t 
think our society should cross”. 

Individual autonomy
While on the other end of the spec-
trum, some have argued that peo-
ple should have complete autono-
my over their lives and can freely 
make the choice to die at any time. 
Pro euthanasia advocate Phillip 
Nitschke, believes that the Victorian 
bill does not go far enough to ad-
dress the needs of the ageing pop-
ulation. Nitschke has stated that, “it 
is a fundamental human right for 
every adult of sound mind to be able 
to plan for the end of their life… at a 
time of their choosing”.

Following this line of thinking leads 
to asking: are we even having the 
correct debate? Do the strict guide-
lines placed on such legislation 
merely interfere with a person’s 
right to end their life? As this com-
plex, multifaceted issue continues 
to be debated in the public forum, I 
urge us all to consider our thoughts, 
become informed and be prepared 
for this practice to be integrated into 
our health care system. As medical 
professionals, we have a responsi-
bility to actively oversee the design, 
adoption and implementation of any 
euthanasia legislation.

*References available on request.

Euthanasia and Physician Assisted suicide are topics that 
have been bubbling to the surface of debate for a number 
years. The Parliament of Victoria will soon finalise 
a conscience vote on legislation that would legalise 
voluntary assisted dying and euthanasia. While the bill 
specifies voluntary assisted dying, in cases where the 
patient is incapable of administering the drug, the doctor 
would administer the dose, meaning that the patient is 
receiving euthanasia. 

OPINION

BY DANE LYONS, ANU MEDICAL STUDENT

Victorian Premier, Daniel Andrews, right, with Deputy Premier, James Merlino: 
on opposite sides of the voluntary assisted dying issue.
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Doctors’ health 
resources
Are you looking for a GP?
If you’re a junior doctor 
or medical student and 
looking for a GP please 
contact AMA (ACT) and 
we will assist you to find a 
local GP.

Doctors’ Health  
Resources online
AMA’s Doctor Portal:
https://www.doctorportal.com.au/
doctorshealth/resources/
JMO Health:
http://www.jmohealth.org.au/
Partly funded by DHAS and a 
range of other organisations.
Doctors Health Advisory Service
http://dhas.org.au/resources/
resources-for-junior-medical-
officers.html
On the DHAS website itself. 
AMSA students and young 
doctors:
http://mentalhealth.amsa.org.au/
about-the-campaign/
http://mentalhealth.amsa.org.au/
keeping-your-grass-greener/

Attraction of  
alternative medicine
But what is about CAM that is 
causing educated people to be-
lieve that a vial of very expensive 
“water” can cure most of today’s 
deadliest conditions? First of all, 
CAM has been around for a long 
time, often presented as an alter-
native to bloodletting or purging 
offered by 18th century medicine; 
I must admit it must have seemed 
the better choice in those days. 

Secondly, it is based on our ten-
dency to find causation and asso-
ciation where there is none, as our 
brains are “hard-wired” to do so. 
Finally it is accessible, and easy 
to relate to, certainly not as com-
plicated as randomized controlled 
trials, double-blinding and statis-
tics that doctors keep mentioning. 

Poor health literacy also creates 
a breeding ground for comple-
mentary medicine. I believe many 
CAM consumers would put the 
“homeopathic melatonin” back 
on the shelf if someone had tak-
en the time to explain what ho-
meopathy actually is. 

Homeopathy: an example
While I don’t want to pick on a 
specific branch of CAM, let’s take 
Dr. Hahnemann’s homeopathic 
remedies as an example. Some-
time during the 18th century, Dr. 
Hahnemann’s decided the first 
principle of homeopathy: a sub-
stance that causes a specific 
symptom will also cure it. He soon 
realised that giving too much of 
something to a patient can be very 
toxic, therefore the second prin-
ciple quickly followed: the more 

diluted the compound, the more 
potent it is. 

At the time it was not a problem 
that the typical homeopathic di-
lution of 30C can be compared to 
having a drop of an ingredient in 
a spherical pool filled with water, 
with a diameter from the centre of 
the earth to the sun. When this be-
came a problem, Dr. Hahnemann 
decided to reveal the third and last 
principle: water has memory! 

I don’t have much to say on this 
one, except quoting T. Minchin 
again “Take physics and bin it! 
Water has memory! And while 
its memory of a long lost drop of 
onion juice is infinite, it somehow 
forgets all the poo it’s had in it!”

The point is that it is fundamental 
that medical practitioners today 

understand what CAM really is, 
and are able to explain to any pa-
tient why it should not be part of 
their health management. Hav-
ing said this, there are many per-
suasive patients whose neigh-
bour or great aunt was cured of 
a terrible illness with hypnosis 
after conventional medicine had 
given up, and demands an expla-
nation for it. 

An evidence base, please
This is where evidence based 
medicine proudly enters the 
scene. As you struggle to remem-
ber what you were taught in first 
year of medical school, you might 
mention the placebo effect and the 
many studies that show its effec-
tiveness, regression to the mean, 
the natural history of disease and 
that sometimes, doctors might 
have gotten the wrong diagnosis.

Medical ethics and CAM
When faced with the patient who 
takes “natural” remedies, most 
medical practitioners today are 
happy for them to continue to 
take the treatment as long as the 
conventional treatment is contin-

ued. But is it ethical for doctors 
to do this?

There have been many reports 
of CAM being deleterious to pa-
tients with serious pathologies. 
In Australia, there is no inde-
pendent assessment of the safe-
ty or efficacy of CAM remedies 
before they are allowed on the 
market and no control over the 
quality of products people can 
purchase online. As a result, 
many independent studies show 
that some herbal remedies can 
cause liver and kidney failure due 
to the presence of naturally oc-
curring toxins and heavy metals. 

Moreover there exist known in-
teractions between certain pre-
scription medications and CAM 
remedies, such as St John’s Wort 
(Hypericum perforatum) and Cy-
closporine, which is known to lead 
to acute transplant rejection. 

“Do no harm” is definitely to be 
considered here by those practi-
tioners who suggest or don’t ad-
vocate against the use of CAM for 
serious conditions.

Continued page 12...

Australia’s complementary and alternative medicine (CAM) industry is one of the 
fastest growing, with companies selling about $4 billion of products per year. CAM 
refers to a wide range of products and treatments that are not considered to be part of 
conventional medicine. Few have been able to capture its definition more eloquently 
than song-writer and comedian Tim Minchin: “By definition, alternative medicine, has 
either not been proved to work, or been proved not to work… [sic] you know what they 
call alternative medicine that’s been proved to work…? Medicine”. 

Alternative medicine in health 
management: Is it ethical?*
BY NUNZIO FRANCO, ANU MEDICAL STUDENT
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Public notice
Principle 11 of the Health Records 
(Privacy and Access) Act 1997 pro-
vides that, at least 30 days before 
the proposed relocation or closure 
of a practice, providers must give 
public notice of the practice’s re-
location or closure. Further, pro-
viders must take other practicable 
steps to inform each patient who 
has attended the practice of the 
matters mentioned in the public 
notice. 

Providers must ensure that the 
public notice states: 

�� The patient may request a 
copy or written summary of 
their health record be given 
to them or to their nominated 
provider (transfer request); 

�� The transfer request must 
be made within 14 days 
of the public notice being 
published; 

�� Any fees that apply and, if 
fees apply, that the patient 
must pay these fees before 
their health record will be 
transferred; 

�� If the patient does not make 
a request within the 14 days, 
a copy of the patient’s health 
record will be given to a 
stated provider or record 
keeper; and

�� The address and contact 
details for the stated 
provider or record keeper. 

Providers are also required to no-
tify ACT Health of the public notice 
as soon as practicable after the 
public notice is published. An on-
line form is available on the ACT 
Health’s website for providers to 
complete which, when submitted, 
is forwarded to the ACT Health 
Services Commissioner. 

Transfer request
Whilst a patient’s transfer re-
quest can be made verbally, it is 
recommended providers request 
a transfer request in writing for 
certainty. Such requests ought to 
be dated, include the patient’s ad-
dress and telephone number, stip-
ulate whether the health record 
will be transferred to the patient or 
the patient’s provider, and include 
the patient’s mailing address and / 
or the nominated provider’s mail-
ing address. 

Fees 
The fees which may apply in rela-
tion to the transfer of a patient’s 
health record are set out in the 
Health Records (Privacy and Ac-
cess) (Fees) Determination 2016 
(No 1). Fees include those payable 
for viewing a health record, provi-
sion of a copy of a health record up 
to 50 pages / more than 50 pages, 
and provision of a health record 
summary. 

Timeframe for providing 
records
If a provider receives a transfer re-
quest, it must provide the patient 
or the patient’s nominated pro-
vider with a copy of the requested 
health record or written summary 
within 30 days following the provid-
er’s receipt of the transfer request. 
If however a fee is payable for the 
health record, the provider must 
provide a copy of the health record 
within 7 days after the fee is paid. 

In circumstances where a patient 
is receiving or needs urgent health 
services, the provider must provide 
the patient or the patient’s nom-
inated provider with a copy of the 
health records or written summary 
within 7 days after the date the pro-
vider receives the transfer request. 

A patient is considered to be re-
ceiving urgent health services if 
another provider informs the pro-
vider that the patient is receiving or 
needs urgent health services. This 
advice does not need to be in writ-
ing. Further, the provider may be 
satisfied that a patient is receiving 
or needs urgent health services 
without the receipt of advice from 
another provider. For example, 
this may be based on the patient’s 
medical history, the patient’s im-
mediate circumstances, or any 
other information or evidence 
which may be relevant in the cir-
cumstances. 

Failure to receive patient 
request
If a patient does not make a trans-
fer request within 14 days of the 
public notice being published, the 
provider must provide a copy of the 
records to the provider or record 
keeper stated in the public notice 
within 44 days of the public notice 
being published. 

How does this impact you?
The relocation or closure of a 
practice is often a matter which 
medical practitioners do not con-
sider in their everyday practice. 
The legislative obligations for 
providers in the ACT in relation 
to the relocation or closure of 
a practice are substantial and, 

as outlined above, a number of 
strict timeframes must be met. It 
is prudent providers are mindful 
of their obligations in this regard 

and seek legal advice if they re-
quire any advice or assistance to 
comply with their legislative ob-
ligations. 

Would you know your legislative obligations in relation 
to your patients’ health records if you relocated or 
permanently closed your Practice? 

Health service providers (providers) must be aware of, 
and compliant with, a number of legislative requirements 
specific to the Australian Capital Territory (‘ACT’) when 
they relocate or permanently close their health service 
practice (practice). 

Relocating or closing your practice?  
Be aware of your obligations in relation 
to your patients’ health records
BY DOMINIQUE EGAN, PARTNER & PATRICIA MARINOVIC, ASSOCIATE AT TRESSCOX LAWYERS
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This case illustrates both the 
strengths and shortcomings of 
FDG PET/CT for breast cancer. 
In a study of 56 patients with lo-
coregional recurrence, PET/CT 
showed more sites of metastatic 
disease than conventional imaging 
in 57% and changed management 
from extensive surgery to palliative 
treatment in 36%. However, PET/
CT is less sensitive for small le-

sions (<10mm) because of tracer/
detector limits and partial-volume 
effect.

FDG PET/CT is useful in evalu-
ating larger tumours, advanced 
and metastatic breast cancer. In 
a study of patient with primary tu-
mours >2cm diameter, 21% were 
upstaged and 16% downstaged by 
PET/CT. Progression-free surviv-
al was more strongly associated 

with staging by PET/CT than con-
ventional imaging. Lobular car-
cinoma shows less FDG uptake 
than other types, with reduction in 
sensitivity. High grade, oestrogen 
receptor negative and triple neg-
ative tumours show greater FDG 
uptake. Cerebral, skin, soft tissue, 
peritoneal and bowel metastases 
may be demonstrated. Extranodal 
metastases are associated with 
poor prognosis. FDG PET/CT is su-
perior to bone scan for detecting 
lytic bone metastases and compa-
rable for osteoblastic lesions. It is 
also useful in evaluating response 
to treatment after just 1 cycle 
of chemotherapy, avoiding futile 
chemotherapy in non-responders.

PET/CT with Fluorine-18 estradi-
ol has been used to study tumour 
expression of oestrogen receptors 
in-vivo. The response rate of ER+ 
tumours (based on immunohisto-
chemistry) to endocrine therapy 
is 55-60%. There is evidence that 
metastases are less likely to be 
ER+/PR+ and more likely HER2+ 
than the primary tumour.

A patient with a sternal mass from recurrent breast 
cancer and a small lung nodule (4mm) was referred for 
FDG PET/CT scan. The mass showed markedly increased 
metabolic activity. Metastatic disease in an enlarged 
internal mammary node was also demonstrated (fig. 1). 
There was unexpected disease in a posterior paravertebral 
node (fig. 2). However, the small lung nodule was not 
visibly FDG-avid.

FDG PET/CT for  
recurrent breast cancer
BY DR KHIMLING TEW, MBBS FRACS FRANZCR, CANBERRA IMAGING GROUP ASSOCIATE RADIOLOGIST 

Fig 1

Fig 2

If you are concerned about your own situation or that of  
a colleague, please contact the MBANSW Social Worker, 
Meredith McVey on (02) 9987 0504. 

MEDICAL BENEVOLENT  
ASSOCIATION OF NSW

BY DOCTORS 
FOR DOCTORS

The Medical Benevolent 
Association of NSW (MBANSW)

Provides a free and confidential support service to Canberra 
doctors in need and their family. Financial assistance and 
counselling support are available to colleagues who have fallen 
on hard times through illness or untimely death. Support is 
also available to medical practitioners who may be experiencing 
difficulties at work or in their personal relationships. 

The MBANSW is funded by your donations; please allow us to 
continue to provide support and assistance to your colleagues in 
need by making a donation to the Medical Benevolent Association 
Annual Appeal. Donations can be made visiting our website www.
mbansw.org.au

www.mbansw.org.au
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PRIVATE PRACTICE WORKSHOP: SAFETY and WORKERS’ COMPENSATION

DAVID SEGROTT MBA, BA (Admin) 
and Industrial Safety Certificate. 
David has over 40 years’ experience 
in the health and safety field and 
holds professional memberships 
of the Safety Institute of Australia, 
the Australian Institute of Company 
Directors, the Risk Management 
Institution of Australasia and the 
Australia and New Zealand Institute 
of Insurance and Finance.

David will provide a comprehensive 
presentation on the safety issues 
likely to be encountered in any 
medical practice including:

• Overview of WHS 
Laws in the ACT

• Hazards and 
Risks

• Violence and Aggression in the 
workplace

• Bullying and Harassment
• Manual Handling
• Working with Sharps and 

Sterilization
• Hazardous Waste

David will also talk along with 
Tony Chase about the ACT Workers 
Compensation Scheme and how it 
works.

TONY CHASE joined AMA (ACT) 
in 2016 and is an experienced 
workplace relations practitioner. He 
has worked across both the private 
and public sectors, appearing in 
most Australian industrial tribunals 
representing small and medium 
businesses. Tony has also worked 
as a workplace mediator and 
investigator for the Commonwealth 
Government.

Tony will provide a comprehensive 
presentation on the following 
topics: 

• An Overview – 
The ACT Workers 
Compensation Act 
– A small business 
perspective

• Case Studies

• Why are workers compensation 
premiums so high in the ACT?

• Is your business vulnerable to 
claims?

• How to protect your business 
against unreasonable claims.

The AMA (ACT)’s Tony Chase (Manager of Workplace Relations and General Practice) and David Seagrott (Principal Consultant, 
Australian Health and Safety Services) will be speaking at this event and addressing concerns of particular interest to 

medical practices in the ACT.

WHO SHOULD ATTEND: Practice principals, practice managers and other practice staff
WHEN: 4-6pm Wednesday 22nd November, 2017
WHERE: AMA House, Level 3 Conference room, 42 Macquarie Street, Barton
COST: $100 for AMA members and/or their practice staff OR $200 for non-members and/or their practice staff
CONTACT: Karen Fraser reception@ama-act.com.au or call our office on 6270 5410

...From page 9

Patients who are overall well and 
use CAM to “strengthen their 
immune system” (watch out for 
autoimmune diseases) or cure 
influenza with evening primrose, 
most of the time face no serious 
consequences. But imagine a 
scenario where a healthy patient 
with sudden weight loss, low 
grade fever, night sweats and a 
lump in the neck delays their GP 
appointment to give natural rem-
edies a chance to help? 

What if the patient was finally 
diagnosed and treated with con-
ventional medicine, alongside 
CAM remedy and completely re-
covered, will the credit be given 
to conventional treatment or to 
the natural remedy? This is not 
important just so doctors can re-
ceive a pat on the shoulder, but 
what if the patient decides that 
CAM remedy was the treatment 
that actually worked. 

The story will be told to many peo-
ple and many more who might not 
be as lucky and present to their 
GP in time.

Advocates against CAM
It is my belief that doctors, as a 
group, have a moral, ethical, and 
a professional obligation to ad-
vocate against CAM and the in-
creasing role it is playing in the 
management of patient’s health. 

The situation becomes more dif-
ficult in everyday practice when 
a patient decides to include CAM 
in their disease management. In 
this situation it is up to the single 
doctor to be able to express their 
concerns without antagonising 
the patient. This must be done 
without compromising the deliv-
ery of effective and high quality 
care, as the health of the patient 
must always come first.

*References available on request.

Alternative medicine…
continued
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So how do we create yield in such 
an environment? A strategy that 
all investors can use is to com-
bine high dividend paying blue 
chips shares with exchange trad-
ed options.

Covered calls
An investor could consider the 
covered call  strategy against vir-
tually any blue chip stock held. 
This is a great tool as any income 
generated complements the fully 
franked dividend yield.

A covered call is a strategy that 
consists of owning an underly-
ing stock and selling an option 
against the stock. Since a call 
option represents 100 shares of 
the underlying stock, you can sell 
one call against each 100 shares 
of stock you own. Because you 
own the stock, your short call po-
sition is “covered” by the stock.

A short option position by itself 
(without the stock) is more risky, 
and requires a substantial mar-
gin balance. A short call on stock 
you own, on the other hand, is a 
very conservative strategy that 
requires no margin.

Let’s dive a bit deeper into this 
strategy.

As of the Wednesday 1st July, 
CBA was trading at $83 and as an 
owner of 1,000 shares, he sold ten 
calls against his stock position to 
create some extra yield. For ex-
ample, he could sell ten Septem-
ber $85 calls for $1.25 each.

If CBA stays below $85 by the 
September expiration, he will col-
lect $1,250 total ($1.25 x 100 for 
each contract)—a yield of 1.5% 
in just three months. If he was 
able to replicate this four times a 
year, he’ll earn 6%. Add this to the 
annual 5.5% dividend yield and 
you are looking at an investment 
yielding north of 10% alone.

If CBA rises above $85, he will 
have made $2,000 on his stock, 
plus he will have banked the call 

premium, but be taken out of 
the 1,000 shares by the owner of 
the call. However, if that were to 
happen, he could simply buy his 
stock or Option back, and start 
selling calls all over again.

Writing Put Options
Writing puts is a more complex 
strategy, but when broken down 
and understood, this can be a 
tremendous investment strategy, 
and a great way to create yield for 
all investors.

Let’s start with what a put is. 

A “Put Option” is a contract be-
tween two parties to exchange 
an underlying stock, at a specific 
price, on a predetermined date. 
The buyer of the put has the right 
to sell the underlying stock at a 
set price. The seller of the put 
has the obligation to buy the un-
derlying stock at the set price.

If you write a put, you are the 
seller of the put. This can be 
thought of in terms of insurance: 
you’re the insurance agency, and 
the buyer of the put is the poli-
cy owner. If the owner of the Put 
decides to exercise his right, you 
will be required to buy the stock 
at the predetermined price. How-
ever, as the seller of the put (the 
insurance agency), you receive a 
premium.

Here at Specialist Wealth Group 
we recently established a sold put 
on BHP for some of our clients 
which was trading at $24.00. We 
felt comfortable that the global 
reflation trade would continue 
and in turn support BHP. We were 
happy to buy the stock at $22.50 
so we looked to sell the 30 con-
tracts of the $22.50 puts for $0.50. 
The options were executed in ear-
ly July and are due to expire at the 
end of September (3 months) 

If the BHP stock price stays 
above $22.50 for the expiry of the 
September option, we will collect 
the $1,500 we received for sell-
ing the “Put” initially. This put is 

provided an income of 2.2% for 
three months which is 8.8% an-
nualised. 

There is risk associated with 
this trade: if BHP dropped below 
$22.50, we would be required to 
buy BHP shares at $22.50 less 
the premium we received. But as 
I said earlier, we are comfortable 
buying BHP sub $22.50, which 
is a 6.6% discount to where the 
stock was trading at the time.

This is a strategy many investors 
use to enter a stock at a prede-
termined price. If we feel that 
BHP is overvalued at its current 
price of $24.00, but am comfort-
able buying the stock at $22.50 
or less, this is a great way to buy 
the stock at that level if the price 
drops. And if it doesn’t, we still 
collect the premium and can al-
ways sell another put later on.

In conclusion, there are countless 
ways to use options to create yield. 
Covered calls should be in every 
investor’s playbook. And writing 
puts is a tremendous strategy to 
enter a stock at a good price and 
create additional income.

To find out how to create addition-
al income in your investments or 
SMSF, call us for more informa-
tion on these and other strategies

Unfortunately we are living in a world where it is very 
difficult to receive yield in the traditional manner. The 
RBA has driven rates so low that traditional savings 
account returns are virtually zero, Bond rates are below 
2.7% and the property market has been driven higher 
by significant leverage; this combines with the average 
combined capital city rental yields being under 3.2% and 
you still need to pay all the holding costs!!!!

Using shares to increase the yield 
on your investments
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BE REWARDED
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25% discount
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for one year
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Bereavement (the experience of 
loss following a death) is a loss 
accompanied with finality like no 
other. In these circumstances, the 
work of grief requires us to accept 
the reality and finality of the death, 
to process the layers of loss that 
sit around the death, to confront 
and attend to the multidimen-
sional aspects of the pain (physi-
cal, emotional, cognitive, spiritual 
pains) and embark on the process 
of change, adaption and re-de-
fining ‘self’ in the absence of the 
person. 

No magic or timeline
There is no magic nor prescribed 
timeline for this process. It can’t 
be hurried, nor should it be. Good 
bereavement outcomes rely on a 
number of factors but none so im-
portant as permission and support 
to ‘grieve’ in the midst of re-shap-
ing a new sense of living. 

Humans have an innate capaci-
ty to grieve well with minimal or 
no intervention from professional 
services when permitted to do so. 
The bereaved instinctively know 
what it is they need, or at least 
don’t need, in order to attend to 
this experience. The bereaved 
are not broken, they are grieving. 

There is nothing to fix. Instead, 
in the absence of a key attach-
ment which has been disrupted by 
death, grief seeks other supportive 
attachments without judgement or 
expectation. 

All too frequently, grief is misdi-
agnosed, mislabelled or missed 
completely. We seek ways to 
‘treat’ it, to move it along, to create 
a more socially acceptable illusion 
of ‘happiness’ to fit with a para-
digm of ‘wellness’. In many cases 
we pre-emptively label it depres-
sion and support it with a phar-
macological response. Grief is not 
depression. It is sadness. 

Treatment may be necessary
However, where major depres-
sive disorder (MDD) presents in 
bereavement (more commonly 
presents where there is a history 
of depression rather than a single 
episode), evidence suggests, phar-
macological treatment in collab-
oration with grief therapy can re-
duce the risk of more complex and 
complicated presentations in grief. 

As health practitioners, we must 
be cautious about imposing our 
own fears (of client deterioration 
in health or other factors) on the 

bereaved. Tolerance to hold the 
space of grief chaos is challenging 
but essential. A premature phar-
macological response or inappro-
priate therapeutic intervention can 
inhibit and disrupt innate resil-
ience and capacity, increasing the 
risk of complicated and patholog-
ical grief. In the midst of the most 
tragic of deaths and losses, most 
people have a capacity to endure, 
survive and thrive, but only where 
a grief sympathetic environment 
exists; one which is permissive, 
empowering and focused on what 
the bereaved are managing rather 
than what they are not managing 
(strengths based). 

Client experience insights
There is more to grief than Kubler-
Ross. Research, studies and client 
experiences have provided signif-
icant insight and advancements in 
our understanding of when grief is 
being derailed. In order to promote 
good bereavement outcomes, it is 
imperative that health profession-
als upskill in understanding the dif-

ference between healthy grief and 
more complex, complicated, patho-
logical presentations. An experi-
enced and trained grief therapist 
will assist the bereaved to cope and 
manage the whole grief response, 
eliminating the need to avoid, deny 
and medicate that which must be 
adapted to and lived with. 

Our experience with many variants 
of loss, indicates that for most cli-

ents an average of 4-5 visits with 
a counsellor (where the therapist 
is specifically trained in and expe-
rienced with grief) is sufficient to 
promote a new and healthy rela-
tionship with their grief. Following 
this time, clients might choose to 
return in anticipation of certain 
dates, occasions or where the pre-
senting loss has been aggravated 
by another life stressor/event. 

*References available on request.

**Canberra Grief Centre is a private 
practice managed and owned by Sonia 
Fenwick and Mandy Cox, professionally 
registered counsellors supporting 
death, dying and loss. Clients can self-
refer or consent to another person 
facilitating contact with the Centre. 

Sonia and Mandy are able to consult 
with GPs about client cases involving 
general or more complex 
presentations of grief as a means of 
designing a healthy bereavement 
pathway for the client. 

Further information about on the 
services available can be found at 
www.canberragriefcentre.com.au 

To be human is to experience loss; of home, country, 
identity, resources, employment, relationship, health, 
opportunity, future. And in response to this, we grieve. 
Grief is necessary and appropriate. Grieving is the process 
of adjusting to ‘new’ in the wake of what has been taken 
from us through loss or death. 

Grief and bereavement:  
To support or treat?*

Joining Fee: $240 (save $140) 
1 Year Membership: $390.60 (save $119.30)
2 Year Membership: $697.50 (save $227.50)

(all rates are inclusive of GST)
To renew your Qantas Club Corporate Membership contact the 
secretariat to obtain the AMA corporate scheme number.
For new memberships download the application from the  
Members’ Only section of the AMA ACT website:  
www.ama-act.com.au
For further information or an application form please contact  
the ACT AMA secretariat on 6270 5410 or download the  
application from the Members’ Only section of the AMA ACT 
website: www.ama-act.com.au

Qantas Club  
membership rates  
for AMA members

BY SONIA FENWICK & MANDY COX, CANBERRA GRIEF CENTRE**

        Grief is a human,  
not medical, condition, 

and while there are pills 
to help us to forget it – 

there are no pills to cure 
it. The things is, nature 

is so exact, it hurts 
exactly as much as it is 
worth, so in a way one 

relishes the pain, I think.
Julian Barnes,  

Levels of Life (2013)

“
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Fully � tted out room 
with full 

secretarial support 
on a sessional 
or daily basis 

in the John James 
Medical Centre.  

Contact 6282 2033
or the 

Practice Manager 
on 0412 244 730on 0412 244 730

CONSULTING
ROOM

FOR RENT

Disclaimer
The Australian Medical Association (ACT) Lim-
ited shall not be responsible in any manner 
whatsoever to any person who relies, in whole 
or in part, on the contents of this publication 
unless authorised in writing by it.
The comments or conclusion set out in this 
publication are not necessarily approved or 
endorsed by the Aust ralian Medical Association 
(ACT) Limited.

A News Magazine for all Doctors 
in the Canberra Region

ISSN 13118X25
Published by the Australian 
Medical Association  
(ACT) Limited 
42 Macquarie St Barton
(PO Box 560, Curtin ACT 2605)
Editorial:
Peter Somerville
Ph 6270 5410 Fax 6273 0455 
execofficer@ama-act.com.au
Typesetting:
Design Graphix 
Ph 0410 080 619
Editorial Committee:
Peter Somerville  
– Production Mngr
Dr Ray Cook
Dr John Donovan
A/Prof Jeffrey Looi
Advertising:
Ph 6270 5410, Fax 6273 0455 
reception@ama-act.com.au
Articles:
Copy is preferred by email to  
execofficer@ama-act.com.au  
in “Microsoft Word” or RTF 
format, (not PDF) with graphics 
in TIFF, EPS or JPEG format. 
Next edition of Canberra Doctor – 
November 2017.

Please fax or email referrals to:
Yarralumla Surgery & Professional Suites
1/18 Bentham Street, Yarralumla ACT 2600
Ph: 6282 3899 Fax: 6282 4035
email: reception@yarralumlasurgery.com.au

Dr Claire Rebentrost
GENERAL PAEDIATRICIAN
Dr Claire Rebentrost is now taking 
referrals for General Paediatrics including:

l Epilepsy
l Growth & Development
l Eczema
l Constipation
l Asthma
l Adolescent Health
l Paediatric Travel Health & Vaccination

 Epilepsy

Please fax or email referrals to:
Yarralumla Surgery & Professional Suites
1/18 Bentham Street, Yarralumla ACT 2600
Ph: 6282 3899 Fax: 6282 4035
email: reception@yarralumlasurgery.com.au

Dr Manina Pathak MBS, MPH, FRACP

DEVELOPMENTAL 
& BEHAVIOURAL 
PAEDIATRICIAN

Dr Manina Pathak is taking referrals and providing paediatric 
evaluation and management for a range of issues including:
l Autism spectrum disorders
l Attention problems (including ADHD)
l Developmental delay
l Intellectual disabilities
l Learning dif� culties at school and speci� c learning disabilities
l Behavioural and sleep problems
l  Developmental assessment and surveillance of children with disabilities
l  Family dif� culties in managing child developmental delays/behavioural 

problems

Dr Manina Pathak is taking referrals and providing paediatric 

BELLUCI’S
RESTAURANTS

Ph: (02) 6282 1700 (Phillip)
Ph: (02) 6239 7424 (Manuka)

– Award winning, 
casual Italian dining.

Conditions may apply and you must produce your 
membership card to access these bene� ts.

AMA ACT membership 
entitles you to access this 
Member Reward Partner

CRABTREE & EVELYN
Ph: (02) 6257 7722

– Bath and body products, gourmet 
foods, candles, home decor, and gifts 

for any occasion
Conditions may apply and you must produce your 

membership card to access these bene� ts.

AMA ACT membership 
entitles you to access this 
Member Reward Partner

THE 
ESSENTIAL 
INGREDIENT

Ph: (02) 6295 7148
– Inspiring great cooking with 

ingredients, books and cookware
Conditions may apply and you must produce your 

membership card to access these bene� ts.

AMA ACT membership 
entitles you to access this 
Member Reward Partner

EVO HEALTH CLUB
Ph: (02) 6162 0808

– Hotel Realm
Conditions may apply and you must produce your 

membership card to access these bene� ts.

AMA ACT membership 
entitles you to access this 
Member Reward Partner

HOTEL REALM
Ph: (02) 6163 1888
– Accommodation only

Conditions may apply and you must produce your 
membership card to access these bene� ts.

AMA ACT membership 
entitles you to access this 
Member Reward Partner

Jirra Wines
Fax: 6227 5171

You don’t need to go to Tuscany for 
good Italian wines. Canberra has a 

climate very close to Tuscany’s.
Conditions may apply and you must produce your  

membership card to access these benefits.

AMA ACT membership 
entitles you to access this 
Member Reward Partner

Jirra WinesJirra Wines

Joanne Flowers
Ph: (02) 6295 0315

– Beautiful Flowers and Gifts
Conditions may apply and you must produce your  

membership card to access these benefits.

AMA ACT membership 
entitles you to access this 
Member Reward Partner

3 Consulting rooms (12m2 each)
Lease single room, if needed.

Modern Fit-out
Spacious waiting room

Car park
Short or Long term lease option

Lidia Perin Medical Centre, Deakin
CONTACT: David Grimmond 

Civium Property Group  
0406 376 697

MEDICAL CONSULTING 
ROOMS FOR LEASE

GENERAL PRACTICE in 
TUGGERANONG region 

Long established
Private billing

Contact Richard on  
0412 815 961

FOR SALE

Membership Rewards  
Program Partners  
~ 10% discount*

See Page 12 for details…
* conditions may apply.

To Advertise 
in Canberra 

Doctor
Contact Karen Fraser 

email:  
reception@ 

ama-act.com.au
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Dr Andrew Foote
Obstetrician, Gynaecologist & Urogynaecologist
Over 20 years experience
Special Interests in:
- NEW: Botox Intravesical Injections for OAB
- obstetrics
- prolapse
- incontinence
- Mona Lisa vaginal laser
1/30 Bougainville Street, Manuka
Phone 1800 URO GYN www.totalwomenshealth.com.au

WOMEN’S HEALTH ON STRICKLAND
Dr Liz Gallagher, Dr Omar Adham, Marita O’Shea

STRICKLAND
Dr Liz Gallagher, Dr Omar Adham, Marita O’Shea

WOMEN’S HEALTH 
Dr Liz Gallagher, Dr Omar Adham, Marita O’Shea

WOMEN’S HEALTH 
Dr Liz Gallagher, Dr Omar Adham, Marita O’Shea

For further information please call the practice on 02 6282 2033 
or email reception@womenshealthonstrickland.com.au

~ Physiotherapy for pelvic � oor dysfunction, 
prolapse, incontinence and pregnancy 

~ MonaLisa Touch laser treatment
~ Obstetric care including high risk pregnancies

~ General gynaecology
~ Urodynamics 

~ Treatment of abnormal pap smears 
including Colposcopy, biopsy 

and LLETZ treatment
~ Pelvic � oor repairs

~Incontinence
~ Treatment of endometriosis

~ Laparoscopic surgery

Address: Suite 4A, Level 2 
National Capital Private Hospital
Phone: 02 6282 1191      
Fax: 02 6282 8539

Associate Professor 
A. J. Collins MB BS FRACS

Breast and Thyroid Surgeon
Oncoplastic Breast Surgery – including: 
w Immediate breast reconstruction and  

breast reduction techniques
w Breast Cancer surgery
w Sentinel node biopsy

Thyroid and Parathyroid surgery 

Dr. P.M.V. Mutton

colposcopy & laser
endoscopic surgery

specialist gynaecology
treatment of prolapse

and incontinence 

Dr. P.M.V. Mutton
MBBS, FRCOG, FRANZCOG

for prompt, personalised
and

experienced care

6273 3102
39 GREY STREET DEAKIN ACT 2600

FAX 6273 3002

CANBERRA LASER AND

GYNAECOLOGY CENTRE

Orthopaedic 
Surgeon

PRACTICE LOCATION

CANBERRA
5/5 Baratta St, Crace ACT 2911
Ph 6109 0002
Fax 6109 0003

GOULBURN 
ELLESMERE 
SPECIALIST CENTRE
56-58 Cliff ord St,
Goulburn NSW 2580
Ph 4823 0223
Fax 4822 5417

Dr Wisam Ihsheish
MBBS (Adel) FRACS (orth) FAOrthoA

Knee arthroscopic 
surgery, hip and knee 

replacements and 
general orthopaedics

Accepting new referrals in 
Canberra and Goulburn

New  
location in  
Braddon

DR SMITH SPECIALISES IN THE FOLLOWING: 
l  Robotic & Computer assisted joint replacement surgery
l  Hip replacement
l  Knee replacement
l  ACL reconstruction
l  Meniscus repair surgery
l  Tibial and femoral osteotomies for arthritis
l  Multiligament surgery
l  Achilles tendon repair
Patients do not need to have private health insurance to be seen 
by Dr Smith in his consulting rooms.
Phone: 6221 9321  |   Email: dsmith.admin@orthoact.com.au

Level 2, 90 Corinna Street, Woden ACT 2606

Dr Damian Smith

Dr Muhammad Choudhry FRACP 

GeriatriCian
n Interest in kidney disease in the elderly
n Comprehensive geriatric assessment
n Cognitive assessment
n Home visits
n Residential aged care consultation provided
n Bulk billing

Suit 11/12 Napier Close, Deakin ACT 2605
Phone 02 6154 5031
Fax 02 6169 4437
Email canberrageriatrics@yahoo.com

Dr Hodo Haxhimolla
Suite 14, Level 5
National Capital Private Hospital
Corner Gilmore Crescent & Hospital Road
Garran ACT 2605
Ph: (02) 6281 7900 Fx: (02) 6281 7955
� Prostate cancer treatment � Laser treatment for BPH
� Robotic radical prostatectomy � Laser stone treatment
� Robotic partial nephrectomy � MRI guided prostate biopsy
� Robotic pyeloplasty � Erectile dysfunction
� Laparoscopic radical prostatectomy � Peyronie’s disease
� Laparoscopic nephrectomy � Male incontinence surgery

GORDON  
FAMILY 

PRACTICE
has a position 

available  
for a FT or PT GP

Contact Cate on: 
0421 010 213

ROOMS 
AVAILABLE
for Sessional/Daily  

or Weekly use, serviced 
or unserviced rooms

25 Napier Close, Deakin ACT
www.capitalrehab.com.au 

Contact Rebecca 6282 6240 
rebecca@capitalrehab.com.au

To Advertise in  
Canberra Doctor
Contact Karen Fraser

email: reception@ 
ama-act.com.au


