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The Medical Board of Australia is now consulting on a proposal to introduce health checks for late
career doctors.

The Consultation Regulation Impact Statement (CRIS) released by the Board seeks feedback on
whether additional safeguards are needed for late career doctors (aged 70 years and older) to
manage their health, including whether late career doctors should be required to have regular health
checks so they can make informed decisions about their health and practice and manage the related
risk to patients. The CRIS provides a summary of the Board’'s assessment of the impact and costs
and benefits of each option.

This submission form is intended for organisations, registered health practitioners, patients and
consumers.

The consultation paper, including the supporting documents, is available on the Board’s website.

Submissions can be emailed to medboardconsultation@ahpra.gov.au.

The closing date for submissions is 4 October 2024.
Publication of submissions

Published submissions will include the names of the individuals and/or the organisations that made
them, unless confidentiality is expressly requested.


https://www.medicalboard.gov.au/News/Current-Consultations.aspx
mailto:medboardconsultation@ahpra.gov.au

Your details

Name:

Organisation (if applicable):

Are you making a submission as?

An organisation

I An individual medical practitioner

1 Other registered health practitioner, please specify:
1 Consumer/patient

1 Other, please specify:

1 Prefer not to say

Do you give permission to publish your submission?

Yes, with my name
] Yes, without my name
U No, do not publish my submission




Feedback on the Consultation regulation impact statement

The Medical Board of Australia is consulting on three options to ensure late career doctors are able to
keep providing safe care to their patients.

The details of the options for consideration are contained in the consultation regulation impact
statement.

1. Should all registered late career doctors (except those with non-practising registration)
be required to have either a health check or fithess to practice assessment?

If not, on what evidence do you base your views?

No, all registered late-career doctors should not be required to undergo a health check or fitness-
to-practice assessment. The proposal oversimplifies the issue by relying solely on age as a
criterion, which is not a reliable indicator of a doctor's fitness to practise. Age-based checks may
promote ageism, provoke unnecessary anxiety, and potentially discourage doctors from seeking
medical care due to fear of regulatory consequences. There is no independent evidence supporting
that such checks improve patient safety or reduce harm. The proposal could also lead to
unintended workforce shortages, especially in areas where senior doctors play key roles

2. If a health check or fitness to practise assessment is introduced for late career doctors,

should the check commence at 70 years of age or another age?

If a check were to be introduced, it should not be based on age but should be part of professional
practice at all stages of a medical career. Setting an arbitrary age like 70 fails to account for the
wide variation in doctors' health and capabilities at any age. Confidential assessments should
instead be normalised throughout a doctor's career, fostering an ongoing GP-patient relationship
that supports well-being without fear of regulatory oversight
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3. Which of the following options do you agree will provide the best model? Which part of
each model do you agree/not agree with and on what evidence do you base your views?

Option 1 Rely on existing guidance, including Good medical practice: a code of
conduct for doctors in Australia (Status quo).

Option 2 Require a detailed health assessment of the ‘fitness to practise’ of doctors
aged 70 years and older every three years for doctors from the age of 70 and
annually for doctors from the age of 80.

These health assessments are undertaken by a specialist occupational and
environmental physician and include an independent clinical assessment of
the current and future capacity of the doctor to practise in their particular area
of medicine.

Option 3 Require general health checks for late career doctors aged 70 years and older
every three years for doctors from the age of 70 and annually for doctors from
the age of 80.

The health check would be conducted by the late career doctor’s regular GP,

or other registered doctor when this is more appropriate, with some elements
of the check able to be conducted by other health practitioners with relevant

skills, e.g., hearing, vision, height, weight, blood pressure, etc.

Enhancing Option 1 (Status Quo) provides the best model. Encouraging all doctors to maintain a
relationship with a GP, and including this on the annual declaration offers the most practical and
non-invasive approach. This fosters trust, encourages proactive health management, and avoids
the punitive nature of mandatory assessments. Option 2 and Option 3, requiring mandatory health
assessments or general health checks, are likely to cause significant workforce losses and fail to
provide clear benefits to patient safety.

Should all registered late career doctors (except those with non-practising registration)
have a cognitive function screening that establishes a baseline for ongoing cognitive
assessment?

If not, why not? On what evidence do you base your views?

No, a mandatory cognitive function screening is unnecessary. Cognitive tests like the MMSE or
MOCA do not fully capture the complexity of medical practice and may produce false positives,
leading to unnecessary regulatory actions. The decision to undergo such screenings should remain
with the doctor and their GP, based on clinical discretion. There is no evidence to support the use
of this testing in this way, and until there is a validated tool that can reliably determine fitness to
practise, it is not considered reasonable or ethical to introduce an unvalidated, non-evidence-based
method as a proxy




Should health checks/fitness to practice assessments be confidential between the late
career doctor and their assessing/treating doctor/s and not shared with the Board?

Note: A late career doctor would need to declare in their annual registration renewal that
they have completed the appropriate health check/fitness to practice assessment and,
as they do now, declare whether they have an impairment that may detrimentally affect
their ability to practise medicine safely.

Yes, confidentiality should be maintained to preserve the therapeutic relationship between the
doctor and their GP. If doctors fear that their health disclosures will be shared with the Board, it
could discourage open communication about health issues and erode the trust essential for
effective medical care

6. Do you think the Board should have a more active role in the health checks/fitness to
practice assessments?

If yes, what should that role be?

No, the Board should not have a more active role. Health management should be left to the doctor
and their GP in a confidential setting. The Board's involvement would likely increase stress and
prompt unnecessary retirements, particularly among senior doctors, exacerbating workforce
shortage




Feedback on draft Registration standard:
Health checks for late career doctors

This section asks for feedback on the Board’s proposed registration standard: Health checks for late
career doctors.

The Board has developed a draft Registration standard: health checks for late career doctors that
would support option three. The draft registration standard is on page 68 of the CRIS.

7.1. Is the content and structure of the draft Registration standard: health checks for late

career doctors helpful, clear, relevant, and workable?

No, the draft standard is not workable. It lacks clarity and evidence to support the proposed
mandatory health checks, and it does not address the practical challenges of implementation. The
current proposal would be difficult to implement fairly, particularly in rural and under-served areas
where access to GPs and specialist occupational physicians is limited. In these regions, the burden
on doctors to travel for assessments, along with the associated costs, would be considerable and
could deter doctors from continuing to practise.

Additionally, the proposal does not account for workforce shortages, especially in general practice
and psychiatry, where many senior doctors play crucial roles. Imposing mandatory health checks
may drive doctors into early retirement, exacerbating existing workforce gaps. This could
disproportionately affect rural areas, where older doctors often provide the backbone of healthcare
services, offering both patient care and mentoring to junior colleagues.

Without sufficient resources, support, and clear evidence that these checks improve patient safety,
the proposal risks doing more harm than good. It could lead to a reduced workforce, increased
pressure on remaining doctors, and decreased access to care in vulnerable regions.

7.2. Is there anything missing that needs to be added to the draft registration standard?

Yes, the standard does not adequately consider the unintended consequences of mandatory health
checks, such as potential workforce shortages and the negative impact on doctor-patient
relationship. A greater focus on proactive health management through GPs, without regulatory
oversight, would be a more constructive and supportive approach

7.3. Do you have any other comments on the draft registration standard?

The focus should be on normalising health assessments throughout a doctor’s career rather than
imposing mandatory checks at a specific age. The Board should support initiatives that encourage
all doctors to maintain a GP and engage in regular health discussions without fear of regulatory
conseqguences.




Draft supporting documents and resources

This section asks for feedback on the draft documents and resources developed to support Option
three - the health check model.

8. The Board has developed draft supporting documents and resources (page 72 or the CRIS). The
materials are:

C-1 Pre-consultation questionnaire that late career doctors would complete before their health
check

C-2 Health check examination guide — to be used by the examining/assessing/treating doctors
during the health check

C-3 Guidance for screening of cognitive function in late career doctors
C-4 Health check confirmation certificate
C-5 Flowchart identifying the stages of the health check.

The materials are on page 72 of the CRIS.

8.1. Are the proposed supporting documents and resources (Appendix C-1 to C-5) clear

and relevant?

The proposed supporting documents (Appendix C-1 to C-5) are not entirely clear or relevant. While
they aim to standardise the health check process, they risk being too prescriptive and may not
account for the individual circumstances of doctors, particularly those who have successfully
managed health conditions throughout their careers. Additionally, the documents seem to focus
more on regulatory needs rather than enhancing the doctor-patient relationship, which is crucial for
effective health management. This could lead to unintended consequences, such as discouraging
openness between doctors and their GPs, as well as early retirements due to anxiety over the
process. A more flexible, case-by-case approach, guided by the doctor’'s GP, would be more
appropriate

8.2. What changes would improve them?

The proposed supporting documents (Appendix C-1 to C-5) are not fully supported because they
do not adequately address the complexities of health assessments, and they remain tied to
regulatory oversight. Health assessments, when used correctly, can support doctors' well-being
throughout their careers. However, they should be uncoupled from regulatory processes to
maintain trust and promote proactive health management.

Several changes would improve the documents:

1. Simplification and Focus: Health checks should target abilities directly related to practising
medicine, such as cognitive and physical functions relevant to the role. Broader health
indicators like height and weight, and other elements of health unrelated to fitness to
practice should be removed if the health check is going to be used as a regulatory tool.

2. Flexibility for GPs: GPs should have greater discretion in determining which tests are
appropriate, rather than following a rigid checklist. This flexibility would ensure that
assessments are tailored to individual circumstances, promoting a supportive and well-
being-focused approach.




3. Education and Training: More resources should be devoted to educating GPs on managing
the health of doctor-patients throughout their careers. This would create a proactive health
model, enabling doctors to seek advice and support without fear of regulatory
repercussions.

4. Confidentiality Emphasis: Emphasising confidentiality will encourage more open
discussions between doctors and their GPs, ensuring health concerns are addressed
without fear of regulatory intervention. This would strengthen the doctor-GP relationship.

5. Streamlining Cognitive Testing: Cognitive tests should only be used when clinically
indicated.

8.3. Is the information required in the medical history (C-1) appropriate?

The medical history (C-1) seems excessive and not directly relevant to a doctor's ability to practise
safely. Elements such as hearing, vision, height, and weight may not necessarily reflect a doctor's
competence, particularly if they have adapted to any impairments throughout their career. The
requirement for a broad health check is likely to create unnecessary anxiety and could discourage
doctors from seeking regular medical care, fearing that minor health issues will be scrutinised by
the regulator.

It would be more appropriate to limit the medical history to health issues directly impacting the
ability to practise safely, allowing for more nuanced, case-by-case assessments by the doctor’'s GP

8.4. Are the proposed examinations and tools listed in the examination guide (C-2)

appropriate?

The proposed examinations and tools listed in the examination guide (C-2) are too broad and may
not be entirely appropriate. Cognitive tests such as the MOCA or MMSE, while useful in some
circumstances, are not designed to evaluate the complexities of medical practice and could
produce false positives, leading to unnecessary regulatory actions. Moreover, requiring such tests
without clear evidence of impairment could be seen as punitive and may drive experienced doctors
into early retirement. It would be more appropriate to allow GPs to use their discretion to apply tests
that are relevant to the specific needs and conditions of their patients. Additional training would be
required to ensure that all GPs were confident in performing these examinations.

8.5. Are there other resources needed to support the health checks?

Yes, additional education and resources for GPs on managing doctor-patients would be beneficial.
Instead of mandatory health checks, the focus should be on supporting GPs in having sensitive
and productive discussions with their doctor-patients about health and safe practice. Encouraging
GPs to be proactive in helping their patients manage health concerns throughout their careers,
without regulatory pressure, would better support the well-being of doctors. Additionally, more
training on how to handle doctor-patients with disabilities would ensure that the assessments are
fair and not overly focused on physical conditions that do not impact clinical competence.




