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Forward

This report into the global trends and models of registration for senior doctors has been
commissioned to support the development of a model of Senior Active Doctor registration and
establishment of a medical reserve. It has been funded by AMA Queensland, the Australian Senior
Active Doctors Association (ASADA) and the Redcliffe and District Local Medical Association (RDMA).

AMA Queensland leads the way in providing a Senior Doctor Representative on Council, a Senior
Doctor Craft Group and a Senior Doctor Forum for senior doctor members to communicate with each
other and their medical association. AMA Queensland has supported Senior Doctors and a step-down
registration category through policy and advocacy including the AMA Queensland June 2020
submission to the Reform Planning Committee of Qld Health, and the AMA Queensland’s 2020
Election Platform document, both recommending a Senior Active Doctor Registration Category.

The AMA Queensland Senior Active Doctors Working Group was formed to develop a proposal for a
Senior Active Doctor registration category through:

a) Identification of issues limiting the involvement of senior doctors in Queensland;

b) Identification of changes required (policy/legislation or other) to enable senior doctors to
contribute their expertise and skills to the Queensland community.

The Australian Senior Active Doctors Association has for many years advocated the benefits of
maintaining, advancing, and promoting the active contribution of Senior Active Doctors to Australian
medicine and Australian healthcare. In this report, Dr Irving provides the first comprehensive,
international documentation of the roles of Senior Active Doctors and the supportive mechanisms
that enable their continuing contributions to the medical profession
and their communities. It demonstrates how governments around the
world are recognising that senior doctors are valuable assets in WN&elatVeElc=l ARSI/
addressing escalating 21 century challenges to public health. A lags behind in utilising
number of jurisdictions have step-down and volunteer registration
models in place that enabled senior doctors to quickly engage in
supportive roles during the COVID-19 pandemic, including
participation in ongoing medical reserves. Realising the benefit of such RN UN e eIl
reserves, the UK'is in the process of introducing legislation to establish  REVeoZ =Nl ie T el
an NHS Reserve Staff with pilots currently underway. It is striking to
read of the selfless and highly beneficial functions performed by
volunteer senior doctors around the globe during the pandemic,
during emergencies and disasters, for underserved and vulnerable L/l eBoNe/=t )i
populations as well as for their local communities. Senate Inquiry

the valuable resource of

senior doctors because of

category. While one once

existed, it was

Unfortunately, Australia lags behind in utilising the valuable resource WZZaelualul=lleFlileleN eldiz;
of senior doctors because of the current lack of an appropriate
registration category. While one once existed, it was extinguished with
the establishment of the National Registration and Accreditation
Scheme in 2010, despite a Senate Inquiry recommendation for its continuance.

continuance.

Retired doctors (in the previous 3 years) were placed on the pandemic sub-register in 2020 and after
twelve months were limited to vaccination only. Doctors who had retired since the establishment of
the 2020 sub-register were not included in the sub-register and were unable to assist in any way. In
August 2021, Victoria and NSW were advertising for allied health workers including orthotists,
prosthetists, and dental hygienists to assist with the vaccination rollout. Many recently retired doctors
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have been bewildered by the lack of uptake of their offers to assist. In September as public health
systems come under increasing pressure, the pandemic sub-register has been expanded again to
include work in any area to support the COVID-19 response and a 2021 sub-register has now been
formed.

It has become clear that there has been no planning or forethought about how doctor's services
might be used in more appropriate ways now and into the future. This reactive and ad hoc approach
contrasts starkly with the examples and models presented in this report which demonstrate that more
proactive approaches to utilising the expertise and skills of senior doctors can reap many public health
rewards. For example, the current and looming mental health crisis arising from the pandemic would
no doubt benefit from an ongoing reserve of senior psychiatrists.

The path forward is neither new nor difficult. It requires an understanding of the missed opportunities
and missed public health benefits of not engaging senior doctors, and
revisiting what existed in previous legislation in order to address current
and future health challenges.

... the path forward is
neither new nor difficult

Reinstatement of the Limited Registration (Public Interest-Occasional i GEGTED &

Practice) category which existed under the transitional provisions of the UG /RIS
National Law, and in many states before that, with appropriate W e opportunities
amendment, is a sensible strategy to help address many of the public

) ) and missed public health
health challenges being faced now and into the future.

benefits of not engaging
Senior Active Doctor Registration seems a fitting category of registration
for senior doctors who seek to continue their calling and volunteer their
expertise and services for community good.

senior doctors, and

revisiting what existed in

previous legislation in

Many senior doctors in Australia are frustrated and saddened by the lack
of recognition of the wealth of experience and expertise they bring to P&l s
their communities, and the barriers that prevent them from contributing BELERN=N1=E) i1}

in the latter part of their careers. I hope that this document provides
some optimism for what might be gained not only by acknowledging
the underutilised resource of senior doctors but, more importantly, by instituting formal mechanisms
to support and retain Senior Active Doctors for the betterment of their communities.

challenges.

September 2021

Associate Professor (Griffith) Geoffrey Hawson
MBBS FRACP FAChPM FRCPA(1976)

Chair, AMA Queensland Senior Active Doctors Working Group
President, Australian Senior Active Doctors Association
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1.Executive Summary

1.1Purpose

This paper provides a comprehensive review of the nature of senior doctor contributions to public
health services in a number of countries both before and during the COVID-19 pandemic. It identifies
the mechanisms that enable senior doctors to assist in addressing the significant public health
challenges being faced by governments. These include flexible work practices, various forms of limited
registration, and coordinated volunteer programs. The paper provides models and examples of these
approaches. It also explores how engaging senior doctors through a system of Senior Active Doctor
Limited Registration can assist the Queensland Government in addressing public health challenges
now and into the future. Sections on the proposed model of registration and the suggested role of
AMA Queensland have been developed in conjunction with the AMA Queensland Senior Active

Doctors Working Group and the Australian Senior Active Doctors
Association.

1.2 Public Health Challenges

The Chief Health Officer's Report for 2020 (Queensland Health, 2020)
identifies a range of health challenges facing Queenslanders and
Queensland Health services. They include providing adequate health
care to medically underserved Queenslanders who live in regions
distanced from urban centres of health care delivery, and higher rates
of mortality and disease burden amongst Aboriginal and Torres Strait
Islander people.

Many Queenslanders living in rural and remote settings, of lower
socio-economic status, and of vulnerable age (younger, older) do not
experience timely and adequate health care in their communities
leading to potentially preventable hospitalisations (PPHs), as well as
deaths. Chronic conditions coupled with an ageing population have
seen an increase in those living longer with poor health and wellbeing.

Emergencies, natural disasters (floods, fires, cyclones), and pandemics
can place an unplanned strain on health resources. During the COVID-
19 pandemic, state and federal governments have put in place a surge
workforce through mechanisms such as the pandemic sub-register.

Maintaining an ongoing register of senior doctors as a medical reserve
to assist in times of pandemic and other disasters, and to assist when
there are strains on the health system is a proven strategy in countries
such as the United States and France and is now being piloted in the
United Kingdom.

Many Queenslanders
living in rural and remote
settings, of lower socio-
economic status, and of
vulnerable age (younger,
older) do not experience
timely and adequate
health care in their
communities leading to
potentially preventable
hospitalisations (PPHSs), as
well as deaths. Chronic
conditions coupled with
an ageing population
have seen an increase in

those living longer with

poor health and

wellbeing.

Emergencies, natural
disasters (floods, fires,
cyclones), and pandemics
place a further strain on

health resources.

Kym Irving Consulting
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1.3 Loss of Senior Doctors as a Public Health Resource

Each year, in Australia, approximately 1,850 doctors relinquish their
medical registration. For the six years from 2013 to 2018, 11,136
doctors didn't renew their registration, including 1,728 doctors in
Queensland (AMA Health workforce data). Based on an average career
span of around 40 to 45 years for doctors, this represents a loss of over
70,000 years of medical experience and expertise in Queensland alone.

Doctors who forgo their registration have expertise in a broad range
of medical specialty areas and general practice. They have held
positions as Eminent/Pre-eminent specialists with Queensland Health,
served as Clinical Leads and Department Heads of hospitals and care
units, held research and teaching positions with university medical
schools, served on Queensland Health, national, and international
advisory committees, mentored medical students, taught Grand
Rounds, educated nurses and other health practitioners, and engaged
in planning and overseeing medical and health service delivery.

This loss has an enormous cost to health services and systems as when
doctors retire, health services lose their experience, knowledge and
support.

Doctors often surrender their registration because they are unable to
meet full registration requirements as they reduce their practices or
transition to retirement. Continuing professional development (CPD)
and recency of practice requirements, and the ongoing costs
associated with running a clinical practice are identified as barriers for
many medical practitioners aiming to reduce their work hours and
scope of practice as they transition to retirement.

Many senior doctors wish to continue contributing to their
communities and profession but are frustrated at how this can be
achieved under the current system of registration.

... this represents a loss of
over 70,000 years of
medical experience and
expertise in Queensland

alone.

Doctors who forgo their
registration ... have held
positions as Eminent/Pre-
eminent specialists with
Qld Health, served as
Clinical Leads and
Department Head’s of
hospitals and care units ...

The loss has an enormous
cost to health services
and systems as when
doctors retire, health
services lose their
experience, knowledge

and support.

Many senior doctors wish
to continue contributing
to their communities and
profession but are
frustrated at how this can

be achieved under the

current system of

registration.

Kym Irving Consulting
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1.4 Solutions

Acknowledgement of the vast expertise and experience of senior doctors and the need for flexible

approaches to doctors’ work practices as they transition to retirement
is evident in schemes and registration (licensing) requirements in other
countries. In the United Kingdom, senior doctors are encouraged to
stay on through flexible work practices and invited to return to the
workforce after retirement through schemes such as ‘retire and
return’. CPD requirements and revalidation processes are being
reassessed to support senior doctors in their roles. In the United
States, step-down registration options include Emeritus, Active-
Retired and Volunteer Licenses. These options enable senior doctors
to step down from full, active practice then continue their services to
their communities through voluntary, primary health care and public
health-focused activities. For example, senior doctors with volunteer
licenses can sign up to the Medical Reserve Corps which aims to
strengthen public health, improve emergency response capabilities,
and build community resiliency. Senior doctors provide services in
areas of unmet and underserved medical and health needs, and during
emergencies, natural disasters, and pandemics.

During the pandemic, countries around the globe (including Australia, US, UK, France Belgium, Bosnia

and Herzegovina, Denmark, Germany, Iceland, Italy, Malta, The
Netherlands, Norway, and Poland) reactivated retired and inactive
medical licenses and deployed senior doctors in a range of surge
workforce roles. The ‘'medical care reserve’ in France was mobilised
as was the Medical Reserve Corps in various regions of the United
States where senior and retired doctors engaged in contact tracing
and vaccination.

Future pandemics are considered inevitable, given increasing
urbanisation, deforestation and climate change enabling new and
novel contact between animals and humans (Carlson et al, 2021).
According to the World Health Organisation (WHO), a well-trained
health workforce in sufficient numbers with the possibility for
increasing capacity is critical for an effective pandemic response.
Maintaining a well-trained pool of reserve senior doctors available to
assist if the usual medical staff are required elsewhere is proactive and
prudent, particularly when emergencies and pandemics rarely offer
significant lead-time warning to rely on reactive and ad-hoc measures.

A coordinated approach to utilising the services of senior medical
practitioners has enormous community benefit and avoids the costs of
inertia and delayed action when governments are faced with high rates
of medical volunteerism (as documented across the globe during
COVID-19) but have no plan as to how to effectively deploy such
volunteers. This realisation has seen the introduction in November
2020 of a member’s bill in the UK parliament to establish an NHS
Reserve Staff that has multi-member support including the Secretary
of State for Health and Social Care (responsible for the NHS).

In the United States,
Emeritus, Active-Retired
and Volunteer Licenses
enable senior doctors to
step down from full,
active practice and then
continue their services to

their communities

through voluntary, public

health-focused activities.

In a number of countries,
senior doctors provide
services in areas of unmet
and underserved medical
and health needs, and
during emergencies,
natural disasters, and

pandemics.

Medlical reserve
volunteers have been
deployed in the United
States and France to

assist during the

pandemic with contact

tracing, testing and
vaccination. The UK is
looking to establish their

own reserve.

Kym Irving Consulting
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NHS England is currently piloting models for an NHS Reserve across seven regions.

In the decade since the implementation of the National Registration and Accreditation Scheme
(NRAS, 2010) and the abolition of limited registration for doctors stepping down from regular
practice, the public health landscape has changed considerably. There has been increasing pressure
on the public health system and an increasing need for innovative approaches to deliver surge
capacity during times of national and state-wide disasters (such as those related to climate change,
including fires and floods), pandemics and emergencies. A form of limited registration would enable
senior doctors to assist in a range of designated public health needs areas.

As demonstrated by the medical reserve units in the United States and France, coordinated volunteer
programmes and clinics in the United States, and the proposed model of the NHS Reserve in the UK,
the contributions that Queensland Senior Active Doctors can make to their communities and their
profession are extensive, both in terms of clinical and non-clinical practice.

Based on the models reviewed, it is proposed that a form of limited registration (Senior Active
Doctor, see Figure 1) that allows doctors to step down from full registration and regular practice to

limited registration with occasional practice for voluntary services in the public interest would

facilitate the growth of a medical reserve and retain high levels of medical expertise and experience

for community benefit.

Kym Irving Consulting 10
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Figure 1: Proposed Model of Senior Active Doctor Registration

Full Registration

Senior Active Doctor
Optin Registration

- Retired from Regular Practice
- Occasional Practice
- Voluntary

- Restricted to Referral, Prescribing
and Medical Service in the Public Interest

- 10 hrs CPD per annum

Non-practising
Registration

or
No Registration

Kym Irving Consulting 11



Global Trends and Models of Senior Active Doctor Registration: A Medical Reserve Strategy

1.5 Proposal for Senior Active Doctor Registration

The proposed registration model builds on the Limited Registration Public Interest — Occasional
Practice (LRPI-OP) category in existence during the establishment of the National Registration
and Accreditation Scheme in 2010 (Health Practitioner Regulation National Law (Queensland)
Section 273) but was extinguished in 2013. It is comparable to Volunteer and Emeritus Licenses
available to retired and senior medical practitioners in various regions of the United States and
serves the purpose of enabling and maintaining a reserve and surge medical workforce as
established in countries such as the United States and France and being piloted in the United
Kingdom.

1.5.1 Purposes of Senior Active Doctor Registration

To retain high levels of advanced medical expertise and
experience for community benefit.

To enable Senior Active Doctors to contribute their
experience and expertise for the improvement of the health
and wellbeing of Queenslanders.

To establish a mechanism by which Senior Active Doctors can
transition from full registration to limited registration
enabling them to voluntarily assist in the provision of
services in times of disaster, emergency and pandemic, in
areas of shortage, and when deemed necessary in the public
interest.

To provide a ‘trained and ready’, reserve medical workforce
(RMW) (e.g., medical reserve, surge workforce) to help meet
current and emergent public health and disaster
management challenges facing Queenslanders.

To provide a supplementary volunteer workforce where and
when required. Senior doctors registered in the Senior Active
Doctor category would supplement, not supplant, fully
registered doctors. Senior doctors in clinical roles would not
replace salaried staff, except on a temporary-needs basis, for
example, in times of disaster, pandemic, and workforce
shortage.

To provide a public-safe option through mechanisms put in
place to ensure appropriate practice with a focus on team-
based care (for those engaging in clinical practice) and
maintenance of skills and expertise through accredited,
targeted, high-quality continuing professional development
programs.

To enable Senior Active
Doctors to voluntarily
assist in the provision
of services in times of
disaster, emergency
and pandemic, in areas
of shortage, and when
deemed necessary in

the public interest.

To provide a public-

safe option through

mechanisms put in
place to ensure
appropriate practice
with a focus on team-
based care (for those
engaging in clinical
practice) and
maintenance of skills
and expertise through
accredjted, targeted,
high-quality continuing
professional
development

programs.

Kym Irving Consulting

12



Global Trends and Models of Senior Active Doctor Registration: A Medical Reserve Strategy

1.5.2 Guiding Principles

1.

As with the previous LRPI-OP category, registration in the Senior Active Doctor category
would be voluntary and opt-in. Senior doctors could also choose to fully retire from
practice by forgoing registration or choosing non-practising registration as is the case now.

The opt-in choice would be available at the time of renewal of registration for doctors who
had been fully registered and had met their registration requirements prior to taking
up the limited registration option.

Doctors who have retired in the three years prior to the limited registration category
becoming available would be eligible to register, including those on the Queensland
Pandemic sub-register.

In alignment with AHPRA's definition of practice for registration, senior doctors under a
Senior Active Doctor Limited Registration category would be able to engage in limited (see
8 below) clinical practice, non-clinical practice, or a combination of these.

Doctors would be retired from regular practice.
Practice would be occasional and determined by public interest.

Practice would be voluntary. Doctors could be compensated for costs incurred in
providing care.

Practice would be limited to referral, prescribing and medical service in the public
interest as determined by the doctor’s previous experience and the public health
needs to be met.

1.5.3 Proposed Registration Category

It is proposed that the registration category (Limited Registration Public Interest— Senior Active
Doctor) be a revised version of the LRPI-OP registration category and offer a step down from full
registration to limited registration (see Figure1).

Table 1: Proposed Registration Category

Limited Registration Public Interest-

Senior Active Doctor

The doctor has retired from regular practice.

The doctor intends to practise only on an occasional
basis determined by public interest.

Practice is voluntary.

Practice is limited to refer, prescribe, and medical
service in the public interest as determined by the
doctor’s previous experience and the public health
needs to be met.

Kym Irving Consulting 13
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1.5.4 Scope of Practice

In the proposed limited registration category (Table 1), practice would encompass prescribing,
referring and medical service in the public interest as determined by the doctor’s previous
experience and the public health needs to be met.

1.5.5 Continuity of Care

Senior Active Doctors under the proposed registration category would follow the continuity of
care practices that are in place in the agencies and contexts in which the services are delivered,
including the use of medical records and uploading to My Health Record, if required. Continuity
of patients’ medical records would be assured.

1.5.6 Continuing Professional Development (CPD) Registration Standard

In 2010, The Medical Board of Australia CPD Registration Standard for LRPI-OP specified the
following CPD requirements:

“Those who hold limited registration in the public interest for occasional practice,
prescribing and referral must complete a minimum of 10 hours CPD per year focused on
the particular nature of their practice; for example, therapeutics.”

It is proposed that the new registration standard be modelled on this prior standard.

“Those who hold limited registration in the public interest (Senior Active Doctor) for
occasional practice, prescribing, referral and medical service in the public interest must
complete a minimum of 10 hours CPD per year focused on the particular nature of their
practice and on areas of medical service in the public interest.”

1.5.7 Targeted and Centralised Provision of CPD

The content of CPD would be targeted and based on stakeholder discussions of the areas in
which senior doctors could volunteer their services to most effect. For example, modules might
include epidemiology, contact tracing, vaccination, emergency management systems, mental
health preparedness, bioterrorism response, first aid, CPR, mass fatality response, public health
issues, therapeutics, burns and wounds, respiratory conditions (fires and hazards).

It is proposed that CPD offerings be centralised through AMA Queensland as the
association has the resources to coordinate and deliver the required CPD training in
multiple formats (face-to-face, zoom, online, Doctor Portal Learning). This would ensure
accredited, targeted, high-quality CPD programs. It is proposed that CPD be user-pays with
appropriate fee structures set by AMA Queensland.

14
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1.5.8 Professional Indemnity Insurance

Professional indemnity requirements would be identified by individuals and organisations who
engage senior doctors in voluntary capacities.

It is proposed that AMA Queensland assist with negotiating appropriate liability coverage
for their Senior Active Doctor members through their brokerage options.

1.5.9 Credentialing
Credentialing is:

“... the formal process used to verify the qualifications, experience, professional standing and
other relevant professional attributes of health clinicians for the purpose of forming a view about
their competence, performance and professional suitability to provide safe, high-quality health
services within specific organisational environments” (Australian Commission on Safety and
Quality in Health Care, 2020, p.37).

Credentialing is a requirement in situations where doctors are employed to provide services of a
certain nature or, if in private practice, provide services in health facilities owned by others (e.g.,
private and public hospitals). Credentialing processes are at the discretion of employing bodies.
They are linked to the services being offered and are aimed at ensuring public safety. Guidelines
for the credentialing process are provided by Qld Health and the Australian Commission on Safety
and Quality in Health Care, as well as individual organisations.

The services offered by volunteer Senior Active Doctors under limited registration are likely to be
part of targeted, public health programs, incorporated under the services offered by public and
volunteer organisations, and involve assisting or team-based services with guidance or oversight
by fully registered practitioners.

“Credentials can be confirmed centrally and scope of clinical practice applied across different
facilities and mutual recognition of credentials across health service organisations. Jurisdiction-
wide credentialing may be offered for 'services operating across district or network borders, such
as retrieval or statewide services’ (Australian Commission on Safety and Quality in Health Care,
2015).

It is proposed that AMA Queensland assume a lead role in determining with Queensland
Health and any other relevant stakeholders appropriate credentialing processes for Senior
Active Doctors including the possibility of multi-facility, mutual recognition and
jurisdiction-wide approaches.

15
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1.5.10 Public-Safe Practice

As Senior Active Doctors' clinical practice would be voluntary, services engaging doctors would
determine the capacities and capabilities of the doctors they require (based on the doctor’s
previous experience and the public health needs to be met). Under the registration standard
proposed, Senior Active Doctors are unlikely to engage in isolated or solo practice, unless
directed. Senior Active Doctors are not defined by age, but rather by expertise and experience,
and are likely to encompass a broad range of ages.

Many of the clinical practice types engaged in by senior doctors in other countries, such as the
United States, incorporate safeguards through a focus on

e Coordinated, team-based practice addressing identified areas of public health need
(e.g., medical reserve).

e Targeted CPD/training to maintain expertise in identified areas.
e Practice in conjunction with other registered medical practitioners.
e Collegial and guided clinical practice designed to address public health issues.

These forms of practice and training have been identified as facilitators of ongoing doctor
competence and public safety. The practice safeguards that are recommended for all registered
doctors in Australia would apply to Senior Active Doctors.

The 21°* century has thrown up a raft of challenges to public health systems globally. The
proposed model of registration of Senior Active Doctors aims to assist the Queensland
Government, as well as community-based organisations, in their endeavours to improve the
health and well-being of vulnerable and under-served Queenslanders. Its guiding principles

and components are based on previous Queensland legislation and international models that
have successfully engaged senior doctors in the delivery of services to communities in need
and during disasters, emergencies, and pandemics.
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2. Public Health Challenges

2.1 Health Challenges in Queensland

The Report of the Chief Health Officer for 2020 (The Health of Queenslanders, Queensland Health,
2020) identifies a range of health challenges facing Queenslanders and Queensland Health
services. Many challenges are entrenched and ongoing, proving difficult to address over many
years and with existing health resources. They include providing adequate health care to medically
underserved Queenslanders who live in regions distanced from urban centres of health care
delivery, and higher rates of mortality and disease burden amongst Aboriginal and Torres Strait
Islander people. Many Queenslanders living in rural and remote settings do not experience timely
and adequate health care in their communities leading to potentially preventable hospitalisations
(PPHs), as well as deaths. Chronic conditions coupled with an ageing population have seen an
increase in those living longer with poor health and wellbeing. Emergencies, natural disasters
(floods, fires, cyclones), and pandemics also place further strain on health resources.

Challenges into the future have been identified from the Chief Health Officer's report and are
summarised below:

2.1.1 Medically underserved: Rural, remote and indigenous needs

"With 38% of Queenslanders living in regional and remote parts of the state, there are ongoing
disparities in the health status of regional and remote populations compared to their urban
contemporaries.” (p.3)

e "Declining population growth due to outmigration of youth and environmental and economic
challenges, particularly natural disasters such as drought contribute to the ageing of these
communities and accelerate challenges with respect to workforce and skills shortages,
downturns in service and business viability and equitable access to health care.” (p.6)

e ‘"Life expectancy is one to three years lower for Queenslanders living outside of the
metropolitan regions and lower for Aboriginal and Torres Strait Islander people living in
Queensland. The mortality rate was 5.4 per 1000 persons. For Aboriginal and Torres Strait
Islander people, the mortality rate was 9.6 per 1000. The overall infant mortality rate was 3.5
per 1000 births and 5.6 per 1000 for Aboriginal and Torres Strait Islander infants.” (p.14)

2.1.2 Potentially preventable hospitalisations (PPHs)

“Potentially preventable hospitalisations (PPHs) are certain hospital admissions that
potentially could have been prevented by timely and adequate health care in the community.”
(p.24)

e There are 22 conditions for which hospitalisations are considered potentially preventable,
across three broad categories: chronic, acute and vaccine-preventable conditions. In 2018-19,
there were 175,370 PPH admissions (6.4% of total admissions) with 84,862 admissions for
acute conditions, 78,629 admissions for chronic conditions and 13,387 vaccine-preventable
admissions. These conditions include (in order of prevalence): UTIs including pyelonephritis,
cellulitis, COPD, dental conditions, ear, nose and throat infections, iron deficiency anaemia,
congestive cardiac failure, diabetes complications, convulsions and epilepsy, asthma, influenza
and pneumonia, angina, other vaccine-preventable conditions, hypertension, and gangrene.
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PPHs “are usually higher with people who experience lower socioeconomic status, live in
regional and remote areas, are very young or old and Aboriginal and Torres Strait Islander
people.” (p. 24)

2.1.3 Potentially avoidable deaths

"Deaths are a measure of a country’s health and development, and decreasing premature
deaths (defined in this report as those that occur before 75 years of age) is a global health
priority.” (p.28)

“Potentially avoidable deaths are those that occur in people less than 75 years of age from
conditions that are potentially preventable through individualised care and/or treatable
through existing primary or hospital care”. (p.30)

In 2018, there were 11,565 (37%) premature deaths (7255 males, 4310 females) with 50.9% of
these considered potentially avoidable.

2.1.4 Chronic conditions management

“Tobacco, overweight and obesity, diet and high blood pressure remain leading risk factors
for disease burden.” (p.15)

"77% of Queenslanders have one or more long-term health conditions. Prevalence of chronic
conditions is highest in the most disadvantaged of the population. In 2018-19, 63% of
Aboriginal and Torres Strait Islander people living in Queensland reported having one or more
long-term health conditions.” (p.35)

“A major challenge is how to maintain our quality of life as non-fatal disease burden continues
to rise. While we are living longer, we are living with more years of poor health and reduced
wellbeing.” “Chronic diseases continue to be the leading contributors to disease burden,
particularly when multimorbidities are present. Dementia, frailty, musculoskeletal disorders,
and haematological disorders will continue to increase as our population ages. It is estimated
that 38% of the disease burden is due to modifiable risk factors.” (p.115)

“Unless major inroads into improving our diets and physical activity are made, lifestyle
diseases such as diabetes and their sequelae will continue to rise sharply. This has numerous
implications for society, the economy and health services.” (p.115)

2.1.5 Mental health and wellbeing

“The prevalence of mental health/behavioural conditions has doubled since 2001.” (p.35)

“There are groups in our communities who are most at risk of poor mental health and
wellbeing. These include our youth, the un- and under-employed, rural and remote
communities, LGBTIQ+ people, Aboriginal and Torres Strait Islander people, our homeless,
our carers and people arriving in Queensland through humanitarian programs.” (p.114)

2.1.6 Disasters, emergencies and pandemics

“... the Australian bushfire season began in June 2019 and by March 2020 an estimated 18.6
billion hectares had burned.” “Investigation of the health effects attributable to air pollution
generated by the bushfires included excess deaths, hospitalisations for cardiovascular and
respiratory problems and emergency department (ED) presentations for asthma in New South
Wales, Queensland, the Australian Capital Territory and Victoria.” (p.3)

“From 1 October 2019 to 10 February 2020 in Queensland, there were an estimated 47 excess
deaths, 135 excess cardiovascular hospitalisations, 245 excess respiratory hospitalisations and
113 excess ED attendances for asthma. These data do not account for primary care
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presentations and ambulance use nor the non-medically attended physical and mental health
impacts of the fires.” (p.3)

Emergent issues. The COVID-19 pandemic has brought with it its own challenges and impacts
which are still being felt and analysed. These include large scale impacts on mental health as well
as the heightened vulnerability of older Queenslanders and those with chronic health conditions.
The pandemic has seen a surge in the prevalence of mental health issues and the looming mental
health crisis is forecast to affect many sectors of society during and following the pandemic.

2.2 Changing Patterns of General Practice and Supply

Alongside these health challenges, survey data in several countries reveal that changing patterns
of general practice have significant implications for medical workforce capacity. Headcount
metrics are no longer adequate to forecast the supply rates of doctors, and other supply and
demand characteristics need to be factored into projections.

In Canada, while the per capita supply of primary care physicians has risen steadily since 1986,
the rate of clinical activity has declined (Hedden et al., 2017a; 2017b). This pattern has emerged
in Australia with a rise in GP numbers not corresponding with a proportional rise in workforce
capacity. Contrary to Health Workforce Australia modelling undertaken in 2012 (Health Workforce
2025) forecasting an oversupply of doctors to 2025, longitudinal analyses of MABEL data
(Medicine in Australia: Balancing Employment and Life data) indicated that significant declines in
working hours, reflecting the changing nature of medical professionalism, were in place across
the period 2008-12 (Joyce, Wang, and Cheng, 2015). Revised modelling in 2014, with productivity
gains being revised downwards, (Health Workforce Australia, 2014) forecast an undersupply from
the early 2020s leading to an emerging gap of 2,500 in 2025 and a shortfall of 5,000 doctors by
2030.

Other analyses identify that an undersupply occurred in 2015-16 (when oversupply had been
modelled by Health Workforce Australia) and forecast a future undersupply of GPs due to the
following contributing factors (Deloitte Access Economics, 2019; Dingwall et al., 2020; Swami et
al., 2018):

1) A trend towards shorter hours and greater work/life balance amongst younger cohorts of
doctors;

2) Feminisation of the medical workforce with female GPs working fewer hours and seeing fewer
patients per week than male GPs;

3) Decreasing clinical hours worked by male GPs;

4) Increased patient wait times as a result of the above; and

5) Ageing of the medical workforce with retirement looming for a significant number of doctors.
In comparison with younger cohorts, older GPs have been identified as working longer hours
(RACGP’s Health of the Nation) with retirement of these doctors likely to contribute to a
further reduction in clinical hours.

Recent modelling by Deloitte Access Economics (2019) shows that workforce departures (through
retirements and deaths due to an aged workforce) are likely to surpass the supply of new registrar
and overseas entrants to the workforce. Their projections reveal that the demand for GP services
will outpace supply from 2020 with a shortage in 2030 of 9,298 FTE GPs Australia wide. In
Queensland, a shortage of 1,507 FTE GPs is anticipated.

The Australian Medical Association reports that there has been a 20 per cent fall in the number
of applications for GP training since 2015 and a six per cent drop in the number of first year GP
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training posts filled, with 63 first year GP training places going unfilled in 2019.
(https://ama.com.au/media/urgent-action-needed-ensure-future-family-doctor-workforce)

Rural GPs experience higher rates of burnout than their city counterparts and are more likely to
retire early (Pit & Hansen, 2014) because of high physical and mental workloads. The reluctance
of medical graduates to take up positions in rural and remote areas (O'Sullivan et al., 2019) has
led to an undersupply of doctors in many regions.

The effects of workforce changes and decreased direct patient care are compounded by increased
demand for GP services. This demand is fuelled by an ageing population, increased prevalence of
chronic diseases, and multimorbidity, not just in Australia, but across many OECD countries
(Swami et al,, 2018). These demands contribute to the challenges faced by the Queensland
Government in providing services to the Queensland community. Dingwall et al. (2020, p.328)
note that in Australia:

“the GP workforce supply will require ongoing monitoring over coming years considering
the aging population, declining clinical GP working hours and the approaching mass
retirement of older GPs".

2.3 The Role for Senior Doctors

Given these workforce capacity reductions, health needs challenges, and calls for new service
models, senior doctors, as in other countries, are prime resources to assist with addressing:

e rural, regional and remote health needs and indigenous health needs,

e potentially preventable hospitalisations (PPHs) and premature deaths,

e chronic health conditions,

e mental health issues,

e natural disasters (bushfires, droughts, cyclones, floods), emergencies, pandemics, and

e "building capacity to meet healthcare needs in the right setting across the health and social
care sectors” (Queensland Dept of Health Strategic Plan 2019-2023, 2020 Update).

2.4 Addressing the Challenges

In addressing the health challenges identified in the Chief Health Officer's Report, Queensland
Health is looking to “incentivise the health system to address ageing and population growth
pressures, emerging service demands and new service models for complex public health
challenges” and to “progress a value-based health agenda that promotes the right care, in the
right place and at the right time” (Department of Health Strategic Plan 2019-2023, 2020 Update).
One strategy has been the establishment of an Office for Rural and Remote Health. “The Office
will drive rural and remote health planning, ensure improved access, patient quality and safety,
workforce planning and reporting on health outcomes. A key focus of the new agency is to
develop a sustainable health workforce and support new service models for rural and remote
Queensland.” Another strategy aimed at preventative measures for chronic conditions is the
establishment of Health and Wellbeing QId.

The following sections of this document address how a system of Senior Active Doctor
registration can be a further strategy to assist the Queensland Government in addressing these
challenges now and into the future for the benefit of Queenslanders. It identifies models of late

career work and Senior Active Doctor registration, and describes coordinated programs of
volunteer medical practice and ongoing medical reserves that facilitate the appropriate
retainment and utilisation of the expertise and skills of senior doctors.
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3. The Underutilised Resource of Senior
Doctors

3.1 Loss of Expertise

Each year approximately 1,850 doctors retire their medical registration in Australia. For the six-
year period from 2013 to 2018, 11,136 doctors didn't renew their registration, including 1,728
doctors in Queensland (AMA Health workforce data). Based on an average career span of around
40 to 45 years for doctors, this represents a loss of over 70,000 years of medical experience and
expertise in Queensland alone.

Doctors who retire their registration have expertise in a broad range of medical specialty areas
and general practice. They have held positions as Eminent and Pre-
Eminent specialists with Queensland Health, served as Clinical
Leads and Department Heads of hospitals and care units, held
research and teaching positions with university medical schools, WPAZARZALUILE L

served on Queensland Health, national, and international advisory WY la=RE)ale M=) 7o/ lavi)=]
committees, mentored medical students, taught Grand Rounds, EZNeEREEIREY 2N
educated nurses and other health practitioners, and engaged in
planning and overseeing medical and health service delivery. When doctors retire,

...a loss of over 70,000

This loss has an enormous cost to health services and systems: health services lose their

. . . . experience, knowledge
“When doctors retire, health services lose their experience,

knowledge and support” (Smith et al.,, 2017, p.1). and support.

Y . . . These are systemic issues
.. if we could change job plans and working environments to )

support older doctors, better use the skills and experience they IIRELRIRIe/CoT RS
do bring and phase in retirement rather than have them fall off W7ZNele) /a2 L= R e N=lak0)=
a sharp work / retirement cliff edge, surely, we should” (Oliver,
2016, p.1).

that doctors are retained

for as long as possible as

“... it is to the loss of the profession, and the health system, if BEEUZRaelliz/o (o)< RoR 1=
some innovative thinking cannot be brought to bear to try to
support doctors in late career who wish to scale back, but not
completely discontinue, their clinical work. These are systemic
issues that can be addressed at the policy level to ensure that
doctors are retained for as long as possible as active contributors to the medical workforce
in a safe, appropriate manner.” (Joyce et al., 2015a, p.6)

medical workforce in a

safe, appropriate manner.

In the United Kingdom, the British Medical Association (BMA) has called for the contribution of
Senior Doctors to be acknowledged and built upon (well before the COVID-19 pandemic)
through its strategy of “Supporting an Ageing Medical Workforce™:
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"Older doctors are some of the most experienced members of the NHS workforce
and have much to offer to the health service in terms of skill, expertise and
knowledge. Outside their day-to-day clinical work, many of them have experience
of working in managerial, advisory and supervisory roles. They also act as role
models to other parts of the workforce and take part in the supervision of trainee
doctors, medical students and other health professionals. Alongside this, some older
patients place unique value in being treated by an older doctor, one who may have
a more comprehensive understanding and experience of what it is like to grow old.

This can strengthen the relationship between the patient and the doctor.”
BMA (2019, p.1)

Similarly, in Australia, Joyce and colleagues (2015, p.6) argue:

"Given the continued growth in demand for health services associated with the aging of the
general population, rising prevalence of chronic conditions and ongoing increases in
expectations, it is important that support for older doctors to provide their valued
contributions for as long as possible are continued and enhanced.”

3.2 Barriers to Senior Doctors Remaining in the Medical Workforce

Doctors often relinquish their registration because they are unable to meet full registration
requirements as they reduce their practices or transition to retirement. Continuing professional
development, recency of practice requirements and the ongoing costs associated with running a
clinical practice are identified as barriers for many medical specialists aiming to reduce their work
hours and scope of practice as they transition to retirement.

For consultants in the United Kingdom, barriers to working part-time/flexibly include ‘greater
responsibility, higher workload, lack of cover for specialist expertise and more administration and
management’ (BMA, 2019). In Canada, logistical barriers often stop surgeons from reducing their
practices in preferred ways with many surgeons wishing “to establish retirement plans that allow
for the gradual reduction of surgical patient care and the creation of job opportunities for younger
colleagues balanced by a continued contribution to the profession” (Gotlib Conn & Wright, 2018,
p. 319).

Compliance barriers have been consistently reported in surveys in the United Kingdom and
Australia. In a UK survey of approximately 3,700 doctors, nearly a quarter (23% men, 24% women)
cited having to engage in the revalidation process as a reason for retiring (Smith et al., 2017).
Rates of early retirement were higher than expected given “societal changes in life expectancy
and retirement planning” (Smith et al,, 2018, p.4). Surveys conducted by the Royal College of
Physicians in the UK identify revalidation processes as a major deterrent to consultant physicians
continuing to work (Gordon, 2018a).

In Australia, “compliance measures, such as registration, continuing professional development
(CPD) and professional indemnity insurance, can be prohibitive for doctors who are undertaking

relatively small amounts of clinical work and generating relatively small revenue from this” (Joyce,
Wang & McDonald, 2015, p.6).
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4. New Models of Late Career Work

4.1 Senior Doctors and Later Career

There is no clear age basis for the description of a Senior Doctor. They include doctors who for
whatever reason have chosen to reduce their practice but for whom maintaining full registration
is difficult given practice costs, recency of practice, and CPD requirements. Doctors may be semi-
retired or experience life events which preclude them from continuing in their practices. They are
senior in the sense of having achieved a high level of medical expertise and practice. Doctors over
age 55 may be considered senior, but life transitions into semi-retirement and retirement can
occur at any stage of a doctor’s career, for example, through parenting, taking on a family carer
role, illness, or disability. In Australia, 28% of registered medical practitioners are aged 55 and
over (Annual Report 2019/20, AHPRA and National Boards).

As Pesce, AMA Federal President, (2011) stated, “There are many reasons why doctors of any age,
at any time in their lives, may choose to undertake a limited scope of practice. The challenge for
the profession now is to be clear about what those limited scopes of practice might be, and what
the appropriate registration requirements should be in terms of continuing professional
development and medical indemnity insurance”.

4.2 Retire and Return (UK)

Acknowledgment of the vast expertise and experience of senior doctors and the need for flexible
approaches to doctors’ work practices as they transition to retirement is evident in schemes and
registration (licensing) requirements in other countries. In the United Kingdom, the NHS (National
Health Scheme) provides for doctors to “retire and return” to practice. Once doctors meet the age
(usually 55 years) and other requirements of the scheme, they can apply to access their pensions
and then return to practice. In the UK, 24% of consultants (BMA, 2020) and around 20% of GPs
(BMA, 2019) are over the age of 55. The UK government encourages senior doctors to continue
working for the benefit of patients and supports transitioning to retirement through flexible work
practices such as winding down (working fewer days, or hours, in their existing post), stepping
down (into a less demanding and lower graded post, which still makes use of their skills and
experience), and retiring and returning to practice in flexible and part-time roles (Royal College
of Physicians, 2020, Figure 2).

Along with meeting NHS budgetary targets, the aims of "retire and return" (NHS Pensions Policy
Team, 2017) are to:

e “enable the NHS to retain the skills, knowledge and experience necessary to deliver safe
patient care”, and

e "help support the health and wellbeing of older staff as they approach retirement and
wish to continue working”.
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The underlying principles of "retire and return" include:

ensuring older staff who have valuable skills, knowledge and experience, can continue
working for the benefit of patients,

ensuring older staff can be supported in prioritising their health and wellbeing at the same
time as working longer / staying in work, and

supporting staff in making the transition from work to final retirement through, for
example, "stepping down" (reducing their level of responsibility) and/or "winding down"
(reducing their number of hours worked).

Figure 2: “Working flexibly: A toolkit”

(Extracted from Simons & Gordon, 2020, p. 8)

Step or draw down
(doctor with less
responsibility)

Retire and return
(doctor leaving and

Wind down coming back)

(doctor doing
fewer hours)
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4.3 Reasons for Returning to Work after Retirement

Doctors’ assessments of working under the NHS tend to be negative with high demand, stress,
and long hours being reported (Royal College of Physicians, 2016). Despite these negative views,
senior doctors often choose to 'retire and return’ because it affords them an opportunity to return
to work under less stressful conditions in order to benefit their patients. Working in more flexible
and self-chosen ways engenders greater job satisfaction and affords a pace more amenable to
quality patient care. For ‘retire and return’ doctors, financial considerations no longer play a role
and contributions to the community and profession become more pronounced.

In a survey conducted by the UK Royal College of Physicians, a large majority (69%) of doctors
aged 55 to 60 years stated that they would ideally like to “retire and return” rather than retire
(Gordon, 2018a, 2018b). Reasons for working were cited as:

"greater fulfilment, wanting to work but not as previously, and a desire not to ‘throw it all

o

away'.

“..the contact with patients and colleagues which makes me feel useful to the
community” (A 73-year-old anaesthetist working post retirement).

The UK College of Psychiatrists expands on the benefits, including cost benefits, likely to
accrue to employers of re-employing “retire and return” psychiatrists:

“There are major advantages in re-employing psychiatrists who have retired. Not only are
senior clinicians retained but there may also be financial savings. Employers do not have to
pay NHS pension contributions, and, depending on age and years worked, may not have to
pay NICs. Discretionary awards are not paid after retirement. Older doctors are likely to be
very experienced, and it is likely that they are able to work more quickly and efficiently than
less experienced doctors, and to deal with more complex cases more effectively.

Their skill and knowledge can save money in many ways, for example, by providing
supervision and advice which could avoid costly and time-consuming errors. Their
experience can be of value in developing trust policies and procedures in complex areas.
More experienced doctors are well placed to carry out certain kinds of roles in trusts such
as mentoring newly appointed Consultants.”

(https://www.rcpsych.ac.uk/members/new-horizons-considering-retirement/retaining-staff)

In Australia, late career doctors (over 65 years) also place a high value on job satisfaction through
the contributions they make to patient care and to their communities, with higher satisfaction
being associated with increased intention to remain in practice (Joyce et al., 2015). For these
doctors, choices about the amount of clinical work, and the balance between clinical and non-
clinical work, are not related to their retirement decisions, suggesting that late career doctors
adjust their work lives, when they can, to enhance professional satisfaction.
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4.4 Barriers to Returning to Work after Retirement

As previously mentioned, compliance issues around the workload and requirements of the
appraisal and revalidation process are strong barriers to returning to work for many UK doctors:

“There must be many like myself who are planning to retire from their main occupation
in their 50s, but who for reasons more professional than financial would like to continue
to offer their skills on a much more part time basis. One of the main barriers to this is
appraisal and revalidation. This is burdensome enough when in full time work but
becomes much harder as the clinical activity reduces and the opportunity to document
and collect the evidence demanded becomes more difficult. After 30 years as a doctor, I
would have thought that I had demonstrated my competence and experience sufficient
to be permitted to work a couple of sessions a week and being forced to go through this
process seems like a slap in the face when all I want to do is help out at a time of national
shortage.” (Gordon, 2018b, p. 9)

In response to a review of the operation and impact of revalidation throughout 2016, the General
Medical Council (GMC) issued guidance on reducing unnecessary burdens and bureaucracy for
doctors (GMC, 2017).

4.5 Recommendations of the UK Royal College of Physicians

The Royal College of Physicians (Gordon, 2018a) has issued a set of recommendations focusing
on flexible work options, mentoring, bespoke solutions, and appropriate CPD and appraisals to
support and encourage Senior Doctors in their work roles. The recommendations include:

CPD and Appraisal

e The RCP should review its CPD requirement for Senior Doctors (currently 50 credits per
annum).

e Appraisal of Senior Doctors should be sensitive and proportionate to their working
arrangements.

e Investment in better IT systems or administrative support teams should be provided to
support the consultant with collection of information for appraisal.

e Mandatory training should be appropriate to the clinical role. The Responsible Officer
should show judgement on requirements.

Flexible work options

e Make flexible or part-time working options available to Senior Doctors where possible.

e The hospital and consultant should consider ways of facilitating LTFT (less than full-time)
working, including job sharing.

e The hospital and consultant should agree an annual total of programmed activities.

e Past the age of 60 a consultant should opt into on-call only if they wish to, after
discussion with the clinical lead.

Mentoring

e Mentoring of newly appointed doctors or trainees by Senior Doctors should be included
in their job plan.
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Bespoke solutions

e More research is needed into the number of doctors with long-term conditions and the
impact on their working lives.

e The RCP should take a lead in a positive, proactive approach to finding solutions that
give doctors who are disabled or have a long-term health condition the best chance of
continuing to work.

e Departmental job planning is vital to ensuring that doctors with ill-health or disability
have work commensurate with their capacity and make a valuable contribution to their
teams.

e Issues of revalidation and ‘fitness to practice’ may need bespoke solutions when there
have been extended periods of ill-health.

In acknowledgement of the many public health benefits associated with retaining senior
doctors, a number of flexible work schemes and recommendations have been implemented
in the United Kingdom. Recommendations are aimed at overcoming barriers such as CPD
requirements, appraisal and revalidation, and schemes include winding down, stepping
down, and retiring and returning.
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5. Models of Registration of Senior Doctors

While the United Kingdom is currently instituting flexible work practices for senior doctors,
encouraging senior doctors to return to the workforce after retirement, and reassessing CPD
requirements and revalidation processes to support senior doctors, other countries such as the
United States provide doctors with a range of flexible registration options. These options enable
senior doctors to continue their services to their communities particularly in areas of unmet and
underserved medical and health needs, and during times of emergency, natural disaster, and
pandemics.

5.1 License' Types in Canada and the United States

Canada and the United States maintain a system of doctor registration administered by
state/provincial medical regulatory authorities. These authorities determine the classifications of
registration, which can vary between states or provinces.

In British Columbia, for example, surgeons who semi-retire and no longer have an office practice
can apply to undertake surgical assists only. Qualitative research indicates that surgical assisting
can provide personal and psychological benefits such as a continuing surgical identity, sense of
fulfillment, and ongoing opportunities to learn and contribute (Gotlib, Conn & Wright, 2017).

In the United States, state statutes vary in the provisions made for doctors to continue practicing
medicine after choosing to step down from full active practice. These models include Active-
Retired Licenses, Retired-Active Licenses, Emeritus Licenses, Retired Senior Volunteer Licenses,
Limited Licenses, and Volunteer Licenses. Examples of the license types are summarised in the
text below while the requirements in several states are presented in Table 5 in the Appendix. The
examples presented are not exhaustive and states may offer the same named licence but hold
different requirements including eligibility criteria.

5.1.1 Active-Retired License

Some states provide licenses for retired doctors to continue to practice in a limited way. In
Pennsylvania, Active-Retired License holders can write prescriptions and provide care to
themselves and immediate family members (parent, spouse, child, or adult sibling residing in the
same household). They are exempt from the Medical Care Availability and Reduction of Error Act's
(Mcare Act) professional liability insurance. Continuing medical education (CME) requires
completion of several hours of mandated topics.

5.1.2 Retired-Active License

In Washington, a Retired-Active License holder may not receive compensation for health care
services and practice is only in ‘'emergent’ or ‘intermittent’ circumstances. One hundred hours of
continuing medical education is required for every biennial renewal (50 hrs per annum).

5.1.3 Emeritus License

Oregon and Wyoming offer Emeritus Licenses to retired doctors who wish to volunteer their
services. Doctors can change to Emeritus status at any time or at time of renewal. In Wyoming

1 US spelling
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nominal remuneration is possible and applicants must have held a license in good standing for a
period of not less than 10 years. The per annum equivalent of 15 hours of CME is required in
Oregon and 20 hours in Wyoming.

5.1.4 Retired Senior Volunteer License

In Alabama, the volunteer license specifically refers to “retired senior” although no age criteria are
given. Applicants must have held an unrestricted license and be of good standing. No fees are
payable, and holders must complete approximately 25 continuing medical education hours and
volunteer 100 hours of outpatient health care at a free clinic per annum.

5.1.5 Limited License (Voluntary and Compensated)

In Florida, a Limited License is a license issued for practice only in the employ of public agencies
or institutions, or non-profit agencies or institutions located in areas of critical medical need,
including designated health professional shortage areas. Practice can be voluntary or
compensated, with licensing fees waived for the former. Doctors must have held a license to
practise medicine for at least 10 years and if it has been more than 3 years since active practice,
a period of supervision may be imposed. Twenty hours of continuing medical education are
required per annum (biennial renew).

5.1.6 Volunteer License

In a number of states, doctors may convert to volunteer licenses at the time of renewal of their
active practice license. This can be done at any age if the eligibility requirements are met, such as
having held an unrestricted license and being of good standing. In California and Virginia,
Volunteer Licenses are for uncompensated practice in clinics providing free care. In Pennsylvania,
organized community-based clinics include those providing free care as well as those in medically
underserved areas or health professionals shortage areas. Such clinics include state health centres,
non-profit community-based clinics, and federally qualified health centres.

Continuing medical education requirements are the approximate equivalent of 25 hrs per annum
in California, 15hrs per annum in Virginia, and 10 hours per annum in Pennsylvania.

The Californian Medical Board offers an online Volunteer Register where clinics can access the
details of Volunteer License holders when positions arise.

5.2 Components

5.2.1 Practice

For doctors holding a form of volunteer license, volunteering is available in a range of settings,
including free clinics, non-profit agencies, community-based clinics, government agencies, State
health centres, and federally qualified health centres. In the main, these services deliver primary
health care (as defined in the United States). The number of hours to be volunteered is generally
not mandated, except in states, such as Alabama, where there is presumably a high need for
services. There are no practice hour requirements for the other forms of license (Active-Retired,
Retired-Active and Emeritus).
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5.2.2 Continuing Education

Requirements for continuing education range between 10 and 25 hours per annum (approximate
equivalent) for the various forms of volunteer licenses. Requirements may be spread across a
biennium or a triennium. Some states mandate particular content to be covered within the
required hours. Requirements vary for Active-Retired/Retired-Active licenses offered for practice
limited to emergent and intermittent circumstances (e.g., 50 hrs in Washington) and for care of
immediate family members (e.g., several hours of mandated topics in Pennsylvania).

5.2.3 Liability

In 2016 the American Medical Association surveyed the ‘Licensing Provisions and Liability Laws
for Senior and Volunteer Physicians’ across states and found:

e "Most, but not all, states provide licensing provisions for physicians who either practice in a
volunteer, unpaid capacity, or have retired. Some states that provide for a volunteer or retired
physician license often require that the physician have been previously licensed in that, or
another, state. Most states only allow volunteer or retired physicians to practice without a fee
within the scope of charitable or gratuitous care.”

e "Most states grant physicians immunity from civil liability arising from gratuitous medical care
except where damages result from gross negligence or willful or wanton misconduct.
However, some states have no provisions regarding the liability of volunteer physicians.”

e "Of the states that grant volunteer physicians immunity from civil liability, many require that
the patient or clinic be informed of the physician’s limited liability before the physician is able
to provide care.”

It should be noted that, since the 2016 survey, there have been changes in the number of states
providing volunteer licenses. California, for example, has subsequently opted to issue volunteer
licenses.

5.2.4 License Fees

Generally, fees are waived or reduced. If compensation for services is received, fees may be
payable.
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5.3 Transition to Retirement Example

In Pennsylvania, a number of the available licenses effectively allow medical doctors to transition
from full active practice to full retirement through a step-down approach (see Figure 3). These
licenses are:

e Active Unrestricted License. Full active practice.

e Volunteer License. If doctors wish to contribute their expertise as a volunteer, they can
transition from an unrestricted Active License to a Volunteer License under the Volunteer
Health Services Act. Doctors can return to Active status from a Volunteer License if they
do so within four years and have met the continuing education requirements for an
unrestricted licence. 20 hours of continuing education are required per biennium.

e Active-Retired License. Doctors can retire from full active practice but apply to keep their
license active (Active-Retired) in order to care and prescribe for themselves and their
immediate family members only. The Medicare Act defines immediate family members as
a parent, spouse, child, or adult sibling residing in the same household. Doctors issued
Active-Retired Licenses must comply with statutory requirements and applicable licensure
board regulations, including relevant Prescription Drug Monitoring Program
requirements. There are several hours of mandated continuing medical education (CME)
focusing on child abuse/reporting and opioids.

¢ Inactive License. Doctors can elect to retire fully and have their licenses become Inactive.

In Pennsylvania, as in a number of states, Volunteer Licenses are issued to doctors under a
Volunteer Health Services Act, although the Act varies across states. The stated purpose of the
Pennsylvania Volunteer Health Services Act is to:

(1) "Increase the availability of primary health care services, including mental health services, by
establishing a procedure through which physicians and other health care practitioners who
are retired from active practice may provide professional services within their scope of practice
as a volunteer in approved clinics serving financially qualified persons and in approved clinics
located in medically underserved areas or health professionals shortage areas. ”

(2) "Increase the availability of mental health services to military personnel and their families by
establishing a procedure through which physicians and other health care practitioners who
are retired from active practice may provide mental health services within their scope of
practice as a volunteer upon referral from approved organizations. (2 amended July 2, 2014,
P.L.820, No.86)"

In the Act, ‘primary health care services' ! e netebelow) i defined as:
“includes, but is not limited to, regular checkups, immunizations, school physicals, health
education, prenatal and obstetrical care, early periodic screening and diagnostic testing,
health education and mental health services.”

While an ‘approved clinic’ refers to:
“an organized community-based clinic offering primary health care services to individuals
and families who cannot pay for their care, to medical assistance clients or to residents of
medically underserved areas or health professionals shortage areas. The term may include,
but shall not be limited to, a State health center, nonprofit community-based clinic and
federally qualified health center, as designated by Federal rulemaking or as approved by the
Department of Health or the Department of Public Welfare.”
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In summary, senior doctors in Pennsylvania can choose to step down from an Active License to a
Volunteer License which enables them to volunteer their services in defined clinic and primary
health care settings. They are required to undertake 20 hours of continuing education biennially
and complete any mandated requirements. Senior doctors can also step down from full
registration to an Active-Retired license which enables them to provide care for themselves and
their family members. For this license, continuing medical education (CME) requirements focus
on several hours of mandated topics.

"Note on primary health care

It should be noted that differences exist between the United States and Australia in the definition
and provision of primary health care. The Australian Commission on Safety and Quality in Health
Care (2020) defines primary health care and primary health care services in the following ways:

"Primary health care is the first level of contact for individuals, families and communities
with the national health system. Primary health care is provided as close as possible to where
people live and work, and is the first stage of a continuing health care process. Primary
health includes health promotion, prevention, early intervention, treatment of acute
conditions, management of chronic conditions and end-of-life care.”

“In Australia, primary health care is delivered across different settings by a wide range of
primary healthcare providers. Primary healthcare providers include registered health
practitioners such as Aboriginal and Torres Strait Islander Health Workers, dentists, general
practitioners, nurses and midwives, optometrists, pharmacists, physiotherapists, podiatrists
and psychologists, and self-regulated practitioners such as audiologists, dietitians and
exercise physiologists.”

“Primary healthcare services are delivered across a wide range of settings that vary in size
and structure. They can include traditional ‘bricks and mortar’ establishments such dental
practices and community health services, as well as gyms, a person’s home, residential aged
care facilities or telehealth services using video-conferencing technology. In remote
locations, primary healthcare providers may offer services via fly-in/fly-out health clinics.
While some primary healthcare services are operated by sole traders, others may involve
multiple primary healthcare providers, as well as owners, managers, administrative staff and
a governing body. In many primary healthcare services, individuals serve dual or multiple
roles. For example, an individual may hold management-related responsibilities as well as
practising as a primary healthcare provider.”

As can be seen from this definition, primary health care is provided by a diverse range of
practitioners including a number who are not required to be registered under an AHPRA
health practitioner board. It is also delivered in a broad range of settings.
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Figure 3: A Step-Down Approach to Doctor Registration

(Based on available licenses in Pennsylvania, names as per relevant legislation/documents,

physician=medical doctor)
/ Return to Active \

Unrestricted

Active Unrestricted

. A volunteer license holder
License

who desires to return to
an Active Unrestricted
License must apply for
biennial registration within
4 years. Four years or
longer requires a review

. by Medical Board and
Volunteer License possible clinical skills

K reassessment. /
- Retires from active practice in possession

of an unrestricted license

- Seeks to provide professional services as a
volunteer to practice only in an organized
community clinic without remuneration

- Exempt from maintaining liability insurance
coverage under the MCARE Act and the
Volunteer Health Services Act

- 20 hours CME per biennium.

A

Active-Retired License

- A retired physician who provides
care and prescriptions only to self
and immediate family members.

- Exempt from CME requirement
(except for CME in child abuse
recognition/reporting and opioids).

Inactive License
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6. Coordinated Contributions of Senior
Doctors

6.1 Medically Underserved, Health Professional Shortages, and Disasters

While the issuance of volunteer licenses in the United States is often directed at serving the
medical and health needs of the indigent, those without health insurance, and those who are
underinsured, they also serve the needs of citizens in areas of medical need, medically
underserved areas, and areas where there are health professional shortages. Senior doctors also
volunteer their services in coordinated programs of disaster response and public health
education.

The American Medical Association recognises senior doctors who provide treatment to patients
who lack access to health care through the Jack B McConnell, MD Award for Excellence in
Volunteerism — “These physicians remain dedicated to the future of medicine through the spirit
of volunteerism.” (https://www.ama-assn.org/about/awards/excellence-medicine-awards)

6.2 Free Clinics and Programs, State and Federally Funded Clinics (USA)

In a number of US states, senior doctors holding various forms of volunteer licenses (e.g., Emeritus,
Senior Retired Volunteer, Volunteer) provide services in free clinics and state and federally funded
clinics and programs. These clinics are often located in areas identified as a Health Professional
Shortage Area or a Medically Underserved Area by the US Department of Health and Human
Services.

In the United States, “free clinics have evolved from ad hoc “outlaw force[s] in medicine,” treating
drug addicts and runaway youth” ... “to an established component of the health system” (Darnell,
2010, p.946).

According to the Legal and Operational Guide for Free Medical Clinics (American Health Lawyers
Assoc & American Medical Association Foundation, 2015) these clinics “provide a wide variety of
primary health care services to eligible patients. Depending on available resources, some clinics
may also provide basic dental and mental and behavioral health services” (p.13).

The nature of the clinics and services they provide may be legislated and thus the services of
volunteers are often coordinated and their scope of practice prescribed. A number of programs
operate under the auspices of non-profit organisations and there may be a mix of funding from
government and state grants and donors. While some clinics receive funding as federally qualified
health centres, others receive no government funding and solely rely on donations.
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6.2.1 Example: Volunteers in Medicine (VIM)

Volunteers in Medicine America (VIM America) began in the early 1990s after the recognition that
one in three people who lived on Hilton Head Island in South Carolina
had no access to health care, a rate double the national average. “At
the same time, retired medical personnel including physicians, nurses, ESELeNl=e/E))

and dentists expressed an interest in finding a way to continue personnel including
practicing their profession on a voluntary, part-time basis to help those

. . , ) physicians, nurses,
without access to medical care.” (https://vimamerica.org/about/)

and dentists

As a not-for-profit organisation, VIM “promotes, guides and helps to &7l Nl
sustain a national network of free medical clinics emphasizing the use 7 finding a way to
of retired medical and community volunteers within a culture of caring
to improve access to health care for America’s underserved and
uninsured.” It is funded primarily through non-governmental grantors
and donors (Volunteers in Medicine America Financial Statements for BZe/0/lClA L aw il
December 31, 2019 and 2018, p.6). basis to help those

continue practicing

their profession on a

. o . . without access to
VIM reports the benefits of their clinics as including:

medlical care.
e The provision of primary care services to the medically

underserved and their families. .. doctors who have

. ) . . retired from full
e A decrease in non-urgent care for patients visiting hospital

emergency rooms and unnecessary admissions related to active practice and
untreated chronic conditions. who hold an

e Medical volunteers being able to “practice pure medicine Emeritus Licence can
without the business of medicine”. volunteer at a

¢ Non-medical and community volunteers being able “to Volunteers in
support their neighbors in a nurturing, supportive Medicine Clinic.
environment. Patients are treated as friends and neighbors,
not as diseases or numbers.” Hospitals benefit

from a decrease in

In Oregon, doctors who have retired from full active practice and who WleliEV/zel=l IR a= =N )4
hold an Emeritus Licence can volunteer at a Volunteers in Medicine
Clinic.

patients visiting their

emergency rooms

“When VIM was founded, one of the goals was to create a place for LA LIII4/4
medical professionals to get back to the basics of medicine... This BERZ I el =) lile
philosophy has shaped our model of care. Most of our providers
spend more time with patients than they would in a normal practice.
The financial angst of running a medical business is removed
because patients aren't billed. As a volunteer, you have the ability
to set your work schedule to avoid burn-out.”

to untreated chronic

conditions.

(VIM Clinic of the Cascades, https://www.vim-cascades.org/volunteer/medical-volunteers/)
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6.3 Coordinated Volunteer Programs (USA)

A number of non-profit organisations enlist the services of senior doctors in coordinated
programs of primary health care and support. Two examples are presented below.

6.3.1 Example: The MAVEN Project

The MAVEN Project is a telehealth non-profit that supports primary care providers in delivering
comprehensive care to vulnerable patients at community health centres. This is done by recruiting
and retaining a corps of experienced volunteer doctors who work closely with front line providers
to educate, advise, and enhance local care capacity through provider-to-provider consults, one-
on-one mentoring, and customized education sessions.

Physician volunteers who are newly retired, semi-retired, or active in clinical practice
or industry” are encouraged to join. Eligible volunteers “must have an active or
volunteer medical license, have practiced at least 5 years post-training, and have been
active in medically related activities within the past two years”.

Senior doctor volunteers can choose to participate in any of the following activities:

Advisory Consults — Provide recommendations to clinic providers regarding patient cases via
video Consults or eConsults. Specialty care is local and immediate, based on patient and
provider needs. Experienced physician volunteers representing over 40 clinical specialties assist
in validating clinical approaches, enhancing plans of care, and triaging referrals via video, phone,
and secure email eConsults. Clinic primary care providers can request a consult or send case
questions to a physician volunteer.

Educational Sessions — Lead small group webinars in your area of expertise to clinic staff to
help them stay informed. Professional and personal support stabilizes the provider workforce
and strengthens job satisfaction. Physician volunteers offer mentorship to primary care
providers, and physician executives offer leadership mentoring to clinic leaders in one-on-one
regularly scheduled sessions. Experienced physicians assist with navigating day-to-day and
long-term career issues, with the goal of increased job satisfaction and provider retention.

Mentoring — Mentor early and mid-career providers to provide personal and professional
support. Patient care-centric knowledge capacity increases with pertinent, practical
presentations for providers in the field, followed by Q&A. Continuing Medical Education (CME)
credits are available. A broad array of topics is available including Addiction Medicine,
Endocrinology and Rheumatology.

(From https://www.mavenproject.org/what-we-do)
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6.3.2 Example: Remote Area Medical (RAM) Volunteer Corps

Remote Area Medical (RAM) is a non-profit provider of free pop-up clinics to deliver free dental,
vision, and medical services to underserved and uninsured individuals in remote locations of the
United States. RAM'’s Volunteer Corps comprise more than 172,900 volunteers—licensed dental,
vision, medical, and veterinary professionals. The organisation establishes a pop-up clinic in towns
at available venues such as schools, churches, fair grounds, recreation centres, and airports, and
trucks in equipment for the clinic. The model sees the large-scale clinic set up and running for
one to several days before being dismantled, restocked, and moved on to the next venue (see
example below). Communities are required to request a pop-up clinic and play a role in hosting
the service.

(A video of the service can be viewed at https://www.youtube.com/watch?v=0EQA8RSvfbs)

RAM in Wise County, VA 2018

THURSDAY 10 AM.

Trucks start rolling into town. These trucks are filled with all the equipment and supplies
that are needed for the clinic. Volunteers are there to help set up a 40 chair dental clinic,
a 7 lane vision clinic and a 45-50 bed medical clinic. Volunteers work nonstop until each
and every station is perfect and ready for patients. They finally finish setting up about
5pm. They have taken a small county fairground and turned it into a fully functioning
clinic, complete with cardiovascular services, pulmonary services, vaccinations, women's
health, plastic surgery, and much more. They have worked hard but know the real work
has yet to be done. The real work will start at 5 am for hundreds of volunteers.

FRIDAY 6AM.

The fairgrounds gates are opened by Stan Brock and numbers start to be called. One by
one patients are escorted to registration and then to triage to have some vitals taken
and blood sugar levels checked. From triage they head to the services they need. The
clinic only shuts down after all the patients have been seen.

SATURDAY - SUNDAY.

The same scene repeats itself for the next 2 days. Roughly 1500 people are seen and
over $400,000 worth of care is given, all for no charge.
Extracted from https://medicinemanstanbrockstory.tumblr.com/
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6.4 Medical Reserve Corps

Senior doctors with volunteer licenses, alongside volunteer doctors with full licenses, also
contribute to coordinated programs such as the Medical Reserve Corps (MRC), established after
the September 11 attacks to coordinate the efforts of medical professionals volunteering their
services during emergencies, natural disasters, and pandemics. State and regional MRCs recruit,
train, and activate medical practitioners and others to respond to community health needs. The
national MRC Program Office is housed within the Emergency Management and Medical
Operations (EMMO) Readiness Division of the federal Department of Health and Human Services
and provides technical assistance, coordination, communications, strategy and policy
development, grants and contract oversight, and training.

The Medical Reserve Corps:

e Comprises a national network of medical volunteers, organized locally to improve the
health and safety of their communities. MRC volunteers include medical and public health
professionals, as well as other community members without healthcare backgrounds.

e Aims to strengthen public health, improve emergency _
response capabilities, and build community resiliency. MRC units engage

. medical volunteers as well
e Prepares for and responds to natural disasters, such as

wildfires, hurricanes, tornados, blizzards, and floods, as
well as other emergencies affecting public health, such as
disease outbreaks.

as local and state-level
partners to strengthen

public health, improve

e Partners with local health departments and local
emergency management agency to hold a large-scale
point of dispensing exercise or disaster drill that directly
addresses their community's vulnerabilities.

emergency response
capabilities, and build

community resiliency.

e Establishes Memorandums of Understanding with their
local American Red Cross chapters to support sheltering
operations in response to local emergencies. Through
these partnerships that support health and safety, these
communities are more likely to respond well to

MRC units prepare for

and respond to natural
disasters, such as

wildfires, hurricanes,

emergencies and rebuild more quickly.

Provides its partners with an avenue for resource sharing,
training opportunities, volunteers, medical and public
health expertise, cross-promotion of initiatives, and so

tornados, blizzards, and
floods, as well as other
emergencies affecting

public health, such as

much more. For example, MRC units work with local
schools, health clinics, and hospitals to support public
health education and prevention efforts that involve
supporting large scale immunization clinics and providing health screenings to
underserved communities. (https://www.phe.gov/about/oem/prep/Pages/mrc.aspx)

disease outbreaks.

MRC volunteer training is offered in multiple formats including in-classroom, online, video
conference, and web conference delivery methods. Topics include “emergency management
systems, mental health preparedness, bioterrorism response, disease investigation, first aid and
CPR. There are advanced training requirements to serve as mass fatality response, epidemiology
investigation, community health worker and vaccination team members”. Online training
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modules are offered through MRCTrain (https://www.train.org/mrc/welcome) and continuing
education credits are available.

6.5 Government-Legislated Volunteer Medical Reserves (France)

In France, retired doctors can volunteer as part of the medical/health care reserve who are
mobilised by the government to assist healthcare professionals. “The care reserve was established
in 2007 under law (Law 2007-294 of March 5) to help deal with disasters, emergencies, and serious
health threats and incorporated into the Health Code. The reserve corps comprises health
professionals, former health professionals, and other individuals whose professional duties,
experience, or level of training satisfy the requirements set forth by the Ministry of Health” (Law
Library of Congress, 2020).

Reservists are mobilized through a joint decree from the Ministries of Health and Interior. The
corps is divided into two sets of reservists, one comprising health professionals likely to be called
up swiftly for intervention on national territory or abroad (the contract to serve in the reserve may
provide for international assignments), the second including retired health professionals and
medical and paramedical students for reinforcement in case of a long-term serious health threat
(Nexon, 2013). Periods of employment or training in the reserve are compensated. The
characteristics of the reserve corps appear to make it somewhat akin to an army reserve in terms
of contractual roles, service, training and employment.

6.6 Benefits of Coordinated Programs

In Queensland, an example of a coordinated disaster approach utilising the mental health
expertise of trained professionals is the Lifeline Community Recovery team. According to Lifeline,
“this team is activated at the request of state or local government authorities, or local community
leaders. In the wake of a crisis or natural disaster in Queensland, the Community Recovery team
“provides counselling or ‘psychological first-aid’ to support people as they work through shock
and begin to come to grips with their experiences.”
(https://www.unitingcaregld.com.au/services-and-support/counselling-and-wellbeing/disaster-relief-and-
community-recovery, accessed 24/3/2021)

Coordinated approaches to utilising the services of volunteer professionals has significant
community benefit and avoids the costs of inaction when governments are faced with high rates
of medical volunteerism (as documented across the globe during COVID-19) but have no plan as
to how to effectively deploy such volunteers.

In a similar manner to the Medical Reserve Corps in the United States, senior doctors in
Queensland could be coordinated into a medical reserve partnering with Queensland Health
and local emergency management agencies (e.g., SES, Rural Fire Service) to address community
needs during pandemics, disasters and emergencies as well as assisting in preparedness

planning and drills. They could play a role in public health education and prevention and assist
in the development and provision of services aimed at addressing the vulnerabilities of particular
communities, such as those in rural and remote locations, and groups such as the frail aged and
homeless.
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7. The Role of Senior Doctors During the
COVID-19 Pandemic

During the global COVID-19 pandemic, many countries have looked to senior doctors to assist in
the provision of medical services. Their roles have been many and varied and include providing
frontline services, replacement for doctors moved to the frontline, medical assisting, nursing
support, contact tracing and vaccination.

7.1 United States

7.1.1 Reactivation of licenses for Senior Doctors

In response to the COVID-19 pandemic, the majority of states sought the services of retired and
volunteer doctors and, where required, enacted changes to legislation and licensing to reinstate
inactive licenses and to extend the services of licensees restricted to voluntary practice. For
example, during the pandemic, Emeritus licensees in Oregon are no longer restricted to volunteer
practice only and may receive payment for their medical care, while doctors holding Retired-
Active licenses in Washington are able to be compensated and are not required to complete CME.

The Federation of State Medical Boards has issued a list of ‘U.S. States and Territories Expediting
Licensure for Inactive/Retired Licensees in Response to COVID-19', which at the time of this report
was last updated on March 31, 2021. Several examples have been extracted and are presented in
Table 2 (Note: bolding has been added to highlight relevant sections). States vary in the length
of time of inactive status required for eligibility (up to a maximum of 5 years). CME requirements
and fees are waived, and application processes have been expedited. In California, retired doctors
are encouraged to join a newly established California Health Corps.

Table 2: Examples of Reinstatement of Retired Licences (US)

(Extracted from https://www.fsmb.org/siteassets/advocacy/pdf/states-expediting-licensure-for-inactive-

retired-licensees-in-response-to-covid19.pdf )

California

Reinstatement of inactive/retired licenses (who have been retired or inactive for
five years or less) without the CME or other requirements and an abbreviated
license application to bring these practitioners into the workforce quickly.

On March 30, 2020, Gov. Newsom launched a major initiative to expand California’s
health care workforce and recruit health care professionals to address the COVID-19
surge. Health care professionals with an active license, public health professionals,
medical retirees, medical and nursing students, or members of medical disaster
response teams in California are all encouraged to join the new California Health
Corps.

DCA Waiver DCA-20-02 Reinstatement of Licensure allows licensees to temporarily
restore an inactive or retired license without having to pay any fees or complete,
or demonstrate compliance with, any continuing education requirements for up
to six months. A licensee with a cancelled status that was voluntarily surrendered
within the last five years not relating to a disciplinary action may meet the waiver
criteria as well.
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Status —-DCA-20-91extends the temporary waiver of continuing education
requirements and payment of required fees for individuals seeking to restore a
retired/inactive license until July 1, 2021, or when the State of Emergency ceases
to exist, whichever is sooner. DCA 20-91may be amended as circumstances
require.

Oregon

The second effort creates a new expedited license reactivation process for
Administrative Medicine, Inactive, Lapsed, and Retired physicians and Physician
Assistants who have been in active practice within the previous three years and
who ended their clinical practice in good standing with the Board.

Emeritus and Locum Tenens physicians and PAs —current administrative restrictions
are lifted during this emergency. (A) Emeritus licensees are no longer restricted to
volunteer practice only. During this emergency, they may receive payment for
their medical care.

Status —Active, until end of Oregon State of Emergency, currently scheduled to expire
May 2, 2021per EO 21-05.

Pennsylvania

State Board of Medicine licensees who are in active/retired status for less than
four years can apply for reactivation of their license. Their continuing education
(CE) requirements and license reactivation fees will be suspended. This measure
allows retired/inactive MDs, physician assistants, respiratory therapists and
perfusionists to become active until December 31, 2020. If a licensee wishes to
continue practicing beyond Dec. 31, 2020, the licensee will need to renew the active-
unrestricted license and meet all current requirements at that time...

[12/21/20 Update] -On Dec. 21, 2020, the State Board of Medicine extended the
reactivation waivers and expiration deadlines for MD licensees. If an individual has
already reactivated their license pursuant to the prior reactivation waivers but is
unable to meet the requirements for renewal prior to the deadline, that individual may
continue to practice after Dec. 31, 2020, and must renew the license by the extended
deadline of March 31, 2021.

For eligible individuals who have not yet reactivated their licenses but want to assist
during the pandemic, the processing of expedited license reactivations will resume
after Dec. 21, 2020, for Board of Medicine practitioners whose license is either
"active/retired" or "inactive/expired” for at least three months but no more than four
years. These individuals will receive a license with an expiration date of December
31, 2022; however, it will be the responsibility of the licensee to complete any
required continuing education by June 30, 2021

Washington

The language of each statutory and regulatory provision specified below is
hereby waived and suspended in its entirety: Licensed health profession rules
restricting the practice of retired active licensees.

WAC 246-919-480 Retired active license. (1) To obtain a retired active license a
physician must comply with chapter 246-12 WAC, Part 5, excluding WAC 246-12-120
(2)(c) and (d). (2) A physician with a retired active license may not receive
compensation for health care services; (3) A physician with a retired active license may
practice only in emergent or intermittent circumstances; and (4) Physicians with a
retired active license must renew every two years and must report one hundred hours
of continuing medical education at every renewal. Subsections (2) and (4) of this
rule are waived beginning on February 29, 2020 of the Governor’'s emergency
Proclamation 20-05. The waivers will remain in effect until withdrawn by the
commission or until the Governor issues a proclamation declaring the termination of
the state of emergency declared by Proclamation 20-05, as amended by any
subsequent amendatory proclamations, whichever is earlier.

Status —Active throughout COVID-19 emergency, per Proclamation 20-05
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7.1.2 Deployment of the Medical Reserve Corps and Senior Doctors

Many states have active Medical Reserve Corps (MRC) and called upon these groups of organised
volunteers to assist during the pandemic. An example of the services offered by a retired
endocrinologist across the course of the pandemic through her
MRC in Virginia is provided in the article below. It illustrates the
ways in which coordinated and trained groups of volunteers
including senior and retired doctors were ready to assist from early
in the pandemic. training as the pandemic

... MRC volunteers were

Introduced to vaccination

Of interest is that state MRC volunteers were introduced to [REUGLGNC/E= 2 R/
vaccination training as the pandemic emerged (early 2020) and Bl N=El L0240

then, in early 2021, engaged in zoom-based training in preparation engaged in zoom-based
for the vaccine roll out. More recently, the Biden administration's
COVID-19 response plan released in early 2021 indicates that the
US federal government will "work with state and local programs to  [REK&IESLN /A
support the Medical Reserve Corps," in its efforts to provide
community vaccination clinics (Biden, 2021, p. 42).

training in preparation for

... the US federal

government will "work

As background to the article, the Virginia MRC units work closely
with the Virginia Department of Health with a state volunteer
coordinator overseeing the state's 24 MRC units with over 9,900 W2l /Clu R Rz lelRie
volunteers. Examples of usual deployment include: Mediical Reserve Corps,”

with state and local

Emergency Response: Working in coordination with existing local N ER7oYa N oNeliel/ts =

emergency response programs. T T e

clinics. (Biden COVID-19

response plan)

Medical Surge: Providing basic and advanced life support tents at
large community events.

Health Screenings: Providing free health screenings at senior
living residences, homeless shelters and community events.

Vaccination Clinics: Supporting school and community based seasonal influenza and TDAP
vaccination clinics. “During the H1N1 Pandemic in 2010, nearly 2,000 volunteers assisted Virginia
Department of Health in vaccinating the public. ”

Public Health Outreach and Training: "“"MRC volunteers are the boots on the ground in
providing community education. Across Virginia, volunteers have taught hundreds of hours of
life saving training for Opioid overdose, mass casualty response and CPR."

(Virginia Department of Health, https://www.vdh.virginia.gov/mrc/volunteering/ )

While volunteers are required to undertake training, the nature of their involvement is self-
directed and flexible. There are no service hours requirements and volunteers can choose to
engage in public health activities and/or volunteer during emergencies. In terms of liability, the
following advice is provided to volunteers: “"MRC Volunteers who are called to a health event by
a Virginia Medical Reserve Corps and volunteer under the direction of the Virginia Department of
Health (VDH) receive the same risk management coverage under the state as VDH employees,
when they are involved in state-sanctioned and directed programs. Similar protections apply to
volunteers in Medical Reserve Corps directly tied to city or county government organizations
when directed by representatives of those government agencies. You should not be placed in a
position by any MRC to perform any task or skill that is outside your existing scope of practice or
experience. Volunteers should protect themselves by only working within their scope of practice
or skill at all times.” (https://www.vdh.virginia.gov/mrc/faq/)
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Medical Reserve Corps Volunteers Deployed to Help with Vaccination

In theory, Dr. Alice Weisz retired in 2016. But in practice, the retired endocrinologist in Virginia Beach,
Va., has had a busy year. Last January, as COVID-19 reached the U.S., Weisz volunteered to help the local
health department field phone calls. By late spring, she was sliding swabs up people's nostrils at drive-
through COVID-19 testing sites.

In the fall, Weisz administered flu shots. And earlier this month, she found herself in the vacant ambulance
bay of a Virginia Beach emergency medical services facility, giving shots of the Moderna COVID-19
vaccine to a roster of essential workers: a nurse, a dental assistant, a mortician.

Weisz is a member of the Virginia Beach unit of the Medical Reserve Corps, a little-known federal
government program, launched in the aftermath of the Sept. 11 attacks, that mobilizes local volunteers to
assist with public health emergencies as well as day-to-day tasks like health screenings and community
education. Today, the program's rolls include more than 190,000 volunteers in 48 states as well as the
District of Columbia and some territories. Since the pandemic began, hundreds of MRC units have
deployed volunteers to help with the COVID-19 response. They have since logged hundreds of thousands
of volunteer hours, often with little public recognition.

Now, as the mass vaccination campaign for COVID-19 begins, further straining overstretched health
departments, MRC units are sending in more volunteers like Weisz to help with vaccination. In the months
ahead, these volunteers may be one important part of the race to administer hundreds of millions of doses
of vaccine in a short period of time.

Local news reports suggest that MRC units across the country — from Oklahoma to Connecticut — have
been deploying volunteers to help with the vaccination campaign. In the past several weeks, many public
health departments have also issued calls to enlist more volunteers to join MRC units and assist with the
effort.

Some units are capitalizing on momentum that has been building for months. In Virginia, which has an
active MRC program, Gov. Ralph Northam began issuing public calls for more volunteers in April. Since
the beginning of the pandemic, the state has processed more than 8,000 applications according to Jennifer
Freeland, who, as the state volunteer coordinator for the Virginia Department of Health, oversees the state's
22 MRC units.

Freeland laughed when asked when her team had begun preparing for the COVID-19 vaccination. "We
started training last February," she said. "As soon as we had the pandemic, we knew that we were going to
need to start training vaccinators, so we started training vaccinators in the core functions." More recently,
Freeland said, they've been conducting online trainings for COVID-19 vaccination. Volunteer enthusiasm
overwhelmed their videoconferencing software: "We maxed out the thousand seats twice," Freeland said,
"and had to bump up to a 3,000-seat room in Zoom."

Exhaustion has been a major issue for public health workers during the pandemic. "This is overwhelming
for all of us," said Freeland. "To see people in the community just step up and be willing to help and come
alongside us — I just can't even tell you how meaningful that it is to us," she added. "We could not —
absolutely could not — do what we're doing without our Medical Reserve Corps volunteers."

At many of the state's newly launched vaccination sites, Freeland said, large portions of the vaccinators
and support workers are MRC volunteers. Their numbers are growing: Freeland said that she has received
hundreds of applications just since Jan. 1.

Weisz, who joined the Virginia Beach MRC unit a couple of years ago, said she has been impressed with
her fellow volunteers, some of whom volunteer on top of full-time jobs. And although she's of retirement
age, she said she was not nervous helping out on the front lines.

"It was great, actually," she said. "Because, for my life, this is what I did: I helped people when they had
problems."

Extracted from https://www.npr.org/sections/health-shots/2021/01/28/961333809/medical-reserve-corps-
volunteers-deployed-to-help-with-vaccination (Retrieved 24/3/21)
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7.2 Europe and Canada

Like the United Kingdom, United States, Canada, and Australia, many European countries (14)
brought inactive or retired health professionals back to the workforce to enhance surge capacity

(Williams et al., 2020, p.54):

“In Belgium, Bosnia and Herzegovina, Denmark, Germany, Iceland, Ireland, Italy, Malta, The
Netherlands, Norway, Poland, the UK, and the provinces of Ontario and Quebec in Canada,
national or regional campaigns have been launched asking retired and /or other previously
registered health professionals to join the COVID-19 response. These measures have been
supported by the creation of temporary registers, underpinned by emergency legislation to
simplify re-registration procedures (e.g., Poland, Spain, the UK) and online portals (e.g.,
Ontario, Canada and Bavaria, Germany) that match demand from health facilities in need,

with supply.”

"Efforts to encourage non-registered health professionals to return to work have also been

taken at the local level. Hospitals in some countries (e.g., the
Netherlands, Bosnia and Herzegovina and Germany) have,
for example, asked inactive or retired health professionals
to return to work, often through social media campaigns
and with the offer of additional, short-term trainings for
returnees. These measures have resulted in a large number
of health professionals volunteering to return to work,
although less have been recruited in clinical practice.”

7.2.1 Germany

In Germany, 8 out 16 states called up retired doctors and other
health practitioners. When the pandemic plans of the 16 states
were analysed, however, limited planning existed for health
workforce capacity, how this might be expanded, and the skill-
mix that was required. These components of planning are
considered necessary for effective pandemic responses
(Koppen, Hartel & Maier, 2021).

7.2.2 French Medical Care Reserve

In France, health-educated volunteers, including retired
doctors, who are part of the '‘medical care reserve’ were
mobilised to assist healthcare professionals. In early April 2020,
“the French government launched large-scale testing for
residents and staff in nursing homes and institutions for
disabled individuals using biomedical laboratories, medical-
care reserve, and mobile testing buses” (McMaster University
Health Forum, 2020, p.6). Along with the military, volunteers
from the national medical care reserve assisted staff in
hospitals overwhelmed by the pandemic. Back-up provided by
the medical care reserve was assessed as a strength of the
French response (Or & Gandré, 2021; Or et al., 2021).

50% of German states
called up retired doctors
... but there was limited
planning for health
workforce capacity, how it
might be expanded and
the skill mix needed.

The French government
launched large-scale

testing for residents and

staff in nursing homes

and institutions for
disabled individuals using
biomedical laboratories,
medical-care reserve,

and mobile testing buses.

The national medical care
reserve was called in to
overwhelmed hospitals.
The backup provided by
the medical reserve was
assessed as a strength of

the French response.
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7.3 United Kingdom
7.3.1 Temporary registration and roles for Senior Doctors

In March 2020, the General Medical Council (GMC) used its emergency powers under Section 18a
of the Medical Act to give temporary registration or a licence to practise to doctors who were not
currently in practice but who were fully qualified and experienced, of good standing, and who
had given up their registration or licence to practise within the last three years. The GMC also
granted provisional registration to final year medical graduates, three months earlier than usual.
Temporary registration allowed doctors to work in the NHS if they chose to.

Doctors could opt out or change their mind at any time. As of 27th March 2020, 11,856 doctors
held temporary registration with a licence to practice. The average age of the doctors was around
53 years. NHSEI (NHS England and NHS Improvement) took the decision not to ask any doctor
aged over 69 to return to practise via the national recruitment initiatives due to the increased risk.

In April 2020, an additional 18,800 UK-based doctors were given temporary registration or have
their licenses returned to enable them to work if they chose to. These included 6,800 doctors who
gave up their registration between three and six years ago and a further 12,000 doctors with a UK
address who were GMC registered, but who did not currently hold a licence to practise. The British
Medical Association website reports around 28,000 doctors remain on the register (last update
February 2021).

While the GMC advised that ‘when and where the doctors may be deployed, and the roles they
may be asked to do, are matters for the NHS’, the British Medical Association issued guidance for
retired doctors returning to work and the GMC provided guidance on the activities doctors could
undertake:

e treating coronavirus (COVID-19) patients, including NHS patients treated in independent
sector organisations

e backfilling in routine NHS clinical, or commissioned, services for colleagues who have
been moved to treat coronavirus patients

e working in routine NHS clinical, or commissioned, services to clear backlogs created by
the pandemic

e working in other roles linked to the pandemic including track and trace, NHS111 services

or the vaccination programme.
(https://www.gmc-uk.org/registration-and-licensing/guide-for-doctors-granted-temporary-registration/about-your-
registration-and-licence-to-practise).
(https://www.bma.org.uk/advice-and-support/covid-19/returning-to-the-nhs-or-starting-a-new-role/covid-19-
retired-doctors-returning-to-work)
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7.3.2 Preparedness of UK public services to handle the pandemic

In late 2020, the Institute for Government and the Chartered Institute for Public Finance and
Accountancy released an analysis of the preparedness and resilience of nine key public services
in the years running up to March 2020 to assess how fit they were to tackle the pandemic (Davies

et al., 2020). Importantly, they found that:

“Hospitals were only able to cope by relaxing regulations, allowing students to start early,
retraining existing staff, encouraging recently retired staff to return, and buying private

sector capacity.” (p.9)

Policy interventions and a number of trade-offs were identified as enabling the NHS to have
enough staff to deal with the immediate crisis, however many staffing trade-offs were regarded

as not logical or beneficial and therefore unsustainable on an
ongoing basis. Their recommendation was for Government
departments to:

“maintain an updated list of trained reserves, recent leavers
and volunteers who are appropriately certified and can be
deployed to key services in an emergency. This would be
quicker and more effective than ad-hoc schemes at allocating
appropriately skilled people to services in need of additional
staff capacity.” (p.10)

7.3.3 National Health Service Reserve Staff Bill

A private member bill was introduced (first reading) in the House
of Commons in November 2020. Entitled the National Health
Service Reserve Staff Bill, it has the support of the Secretary of
State for Health and Social Care. The member introducing the bill,
Alan Mak, noted that “the NHS is the only one of the major
emergency services not to have a formal national reservist
structure” (Note: bolding added) (cf. Armed Forces Reserves, Fire
and Rescue Service, Police Special Constabulary). He described its
operation in the following way:

“One lesson we must learn from the coronavirus outbreak, and
an opportunity we must seize, is ensuring that we retain the
skills, experience and commitments of both our existing base
of volunteers, and those people who have come forward since
the pandemic began. To achieve those goals, we should create
the NHS reserves—a new, but recognisable and trusted NHS
brand that will fit effectively into the existing NHS family. The
NHS reserves will be a new uniformed standing reserve of
clinical and non-clinical volunteers, who can be called up to
support our hospitals, GP surgeries, pharmacies and other
healthcare providers whenever more help is needed. That
might be during public health emergencies, seasonal increases
in demand, or critical incidents such as terrorist attacks or

... maintain an updated
list of trained reserves,
recent leavers and
volunteers who are
appropriately certified
and can be deployed to
key services in an
emergency. This would be
quicker and more
effective than ad-hoc
schemes at allocating
appropriately skilled
people to services in need
of additional staff
capacity.

... an opportunity we
must seize, Is ensuring
that we retain the skills,
experience and

commitments of both our

existing base of

volunteers, and those
people who have come
forward since the

pandemic began.

major accidents. The NHS reserves brand will also help to formalise and give greater
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status and recognition to the many existing health service volunteers, and provide a way
to retain and wuse the skills of recently departed or retired staff.”
(https://hansard.parliament.uk/commons/2020-11-24/debates/818CCE92-FF45-4A92-BBFA-
A633975FA365/NationalHealthServiceReserveStaff)

Mak noted that “reservists in clinical disciplines could support or perform a range of roles, such as
vaccinators, therapists, triage nurses or telemedicine providers, or help with continuing healthcare.
They could also provide general cover in non-specialist clinical roles if private sector staff supply
agencies, locums or staff banks were not available to help at short notice.”

In March 2021 in the House of Lords, The Parliamentary Under-Secretary of State, Department of
Health and Social Care, contributed to discussion around ‘NHS Staff Numbers after COVID 19’
and commented:

"I am confident that there is the potential to build a permanent legacy through
the development of a form of NHS care reserve, which could help former
healthcare professionals remain part of the NHS family, keep their skills up to
date and provide additional support in times of pressure. NHS England has been
piloting models for an NHS reserve across the regions of England. NHSEI has
established seven pilots, one in each region of England. It is drawing on the
learning from these pilot sites, the experience of the Bring Back Staff programme
and five subject-specific national framework task and finish groups to investigate
the best way forward to make additional flexible workforce resources available to
the NHS.” (House of Lords Grand Committee, Volume 810: debated on 4 March

2021)
(https://hansard.parliament.uk/Lords/2021-03-04/debates/D0742EA7-FC34-4325-B67D-
563928A76357/NHSStaffNumbersAfterCovid-19#contribution-8288E17B-68E8-498A-8248-

C7B8D0C8D684,)
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7.4 Australia

7.4.1 Pandemic Sub-Register

In Australia, on the 6™ April 2020, the pandemic response sub-register was established to fast
track the return of experienced and qualified health practitioners to the workforce. Practitioners
on the sub-register who previously held general or specialist registration and left the Register of
practitioners or moved to non-practising registration in the past three years were automatically
included on the register for 12 months, with practitioners not obligated to practise and able to
opt out. They did not need to fill in forms or pay fees, nor meet the usual return to practice
requirements. Continuing professional development requirements for all health practitioners
were waived for the year although encouraged where possible. Practitioners were advised that if
they chose to stay on the pandemic sub-register and go back to work, they would need to comply
with their profession’s code of conduct, professional indemnity insurance requirements and work
within the scope of their practice. After 12 months (or sooner if the pandemic subsided), they
would be removed from the sub-register (https://www.ahpra.gov.au/News/2020-04-01-pandemic-
response-sub-register.aspx). Doctors who retired after the cut-off for the sub-register were initially
deemed ineligible to join. A 2021 sub-register now includes these doctors.

7.4.2 Scope of practice

More guidance was given in relation to scope of practice by the Medical Board in an Update on
the 20th April 2020:

“The Board does not prescribe what individual medical practitioners can and cannot do. That is
a decision for each practitioner and the organisation engaging them, prioritising patient safety.

Medical practitioners with general and specialist registration are not restricted in their scope
because they have specialist registration. Specialist registration confirms that a medical
practitioner has additional specialist qualifications, as well as the qualifications for general
registration.

Hospitals and health services are responsible for ensuring that the practitioners staffing their
services have the necessary qualifications, skills, training and experience to deliver safe care.
Except for practitioners with restrictions on their registration (1), the Board will not be
providing advice about who can practise in which positions. Local processes for credentialing
and defining scope of practice are in place for this purpose. Among a range of issues, they will
consider:

e the practitioner’s qualifications, skills, training and experience

e the transferability of skills to deliver safe care

e the conditions in which the practitioner will be working including facilities, supervision
and training”

“The National Law’, which is the legislation that gives the Board its powers, regulates by
protection of title and not by scope of practice.’> A medical practitioner can work in a different
scope of practice if it is safe to do so, but they cannot use a title for which they do not have
specialist registration. For example, a ‘specialist emergency physician’ using their skills to work
in an intensive care unit would be in breach of the National Law if they call themselves a
‘specialist intensive care physician’. Similarly, a ‘specialist intensive care physician’ who uses
their skills to work in an emergency department cannot call themselves a ‘specialist emergency
physician’. However, using their transferable skills to do this work safely is not in breach of the
National Law and does not require any regulatory approvals.”
https://www.medicalboard.gov.au/News/2020-04-29-COVID19-Board-response.aspx,
https://www.medicalboard.gov.au/~/link.aspx?_id=b19bed3cadd34c86a4e692db96f77eb8& _z=z)
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7.4.3 Medical Indemnity Cover during the Pandemic

All indemnity providers have supported cover for previous members who are on the Pandemic
sub-register. For example, MDA National issued cover free of charge for their retired or non-
practising members who elected to join the surge workforce in response to the COVID-19
pandemic. (https://www.mdanational.com.au/mda-national-coronavirus-advice#membership%20anchor)

7.4.4 Increase in medical surge capacity

As of the 30™ June 2020, there were 25,320 registered medical practitioners in Queensland,
including 684 who were on the pandemic sub-register (AHPRA Annual Report 2019/20). The sub-
register doctors represented an increase of 2.78% in registered medical practitioners in
Queensland, similar to the increase nationally across states (2.77%). There was little deployment
of medical practitioners with doctors reporting in online forums (such as the AMA Queensland
forums, personal communication Senior Doctor Craft Group Representative) that their offers were
met with a lack of preparedness and understanding of how their services could be used.

7.4.5 Pandemic sub-register extension for Vaccination Roll Out

In early April 2021, the Commonwealth Health Minister requested that medical practitioners,
nurses, midwives, pharmacists and Aboriginal and Torres Strait Islander Health Practitioners on
the sub-register as of 5™ April 2021 be extended to stay on the sub-register up until 5 April 2022
to help with the COVID-19 vaccination program only. While medical practitioners’ registration
was extended, they could only practise with a limited scope (i.e., only help with the COVID-19
vaccination rollout), preventing them from assisting in any other way. In early September 2021,
scope was expanded and a 2021 sub-register added. With AHPRA advising:

With the healthcare system experiencing increased demands due to outbreaks of the COVID-19
Delta variant, Ahpra and National Boards have increased their response to support efforts to
respond to COVID-19 in our community. On 8 September 2021, the registration of practitioners
on the sub-register was changed so they can now work in any area that supports the COVID-19
response, but only if they choose to help and are fit and suitable to do so. This follows a request
from states and territories to provide additional surge health workforce in response to significant
changes in need due to the COVID-19 pandemic. (https://www.ahpra.gov.au/News/COVID-
19/Pandemic-response-sub-register.aspx).

As of September 2021, there were 3,118 medical practitioners on the 2020 sub-register and 1,374
on the 2021 sub-register, nationally (https://www.ahpra.gov.au/News/COVID-19/Pandemic-response-
sub-register.aspx). In Queensland a total of 910 doctors were on the two sub-registers.
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7.5 Comparison of Approaches

The United States has national and state-based systems that support a ready reserve of doctors
to assist in times of emergency, pandemic, and medical staff and health service shortages. This is
achieved through its volunteer licences, free clinics, and coordinated programmes of volunteer
practice, such as the Medical Reserve Corps, with the assistance and experience of many senior
and retired doctors who remain registered under a number of licensing models. The difficulties
experienced in the United States during the pandemic are multifactorial and include a lack of an
appropriate COVID-19 response plan during the previous federal administration (Burwell et al,,
2020). Like other countries, many states reactivated retired and inactive licenses and expanded
the practice guidelines for the holders of various forms of volunteer license. States varied in how
they responded to the pandemic, but those who had a coordinated and trained reserve workforce
aligned with their State Health Department, such as in Virginia, were able to quickly access
additional medical and health workforce to assist. The new administration, under President Biden,
has sought to include the Medical Reserve Corps in its vaccination rollout.

In France, their long-established medical reserve (by law and under the Health Code) was
deployed to assist with testing and in hospitals. Their reservists include retired doctor reservists
who are trained and employed under clear guidelines and contracts.

In the United Kingdom, a National Health Service beleaguered by long-term austerity measures
and staff shortages saw the government bring in measures to boost the workforce. This included
re-registration of retired doctors who had left up to 6 years
previously. Acknowledgement of the current pressures on the
NHS and the future challenges to be met, including future
pandemics, has led to recent calls for a reserve volunteer
workforce, with a private members bill being introduced in the
House of Commons in November 2020 and discussed in the

There appears to be no
consideration of the value

of maintaining an

House of Lords in March 2021. Entitled the National Health Service
Reserve Staff Bill it has the support of the Secretary of State for
Health and Social Care and is due for its second reading. Pilots of
the scheme are underway across England.

In Australia, as in the United States, UK, New Zealand and many
European countries, retired doctors, along with other health
practitioners, have had their registration reactivated to provide a
surge workforce. Both Australia’s relatively fortunate position in
comparison to other countries facing the pandemic and a lack of
preparedness in how to utilise doctors, saw little deployment of
practitioners on the sub-register. In April 2021, the scope of
practice for doctors on the pandemic sub-register was reduced to
‘vaccinations only’ to potentially assist with the current rollout. In
September 2021, with increasing demands on the health system,
practice (for all sub-register health practitioners) was expanded to
include work in areas of COVID response support. However, there
appears to be no consideration of the value of maintaining an
ongoing register of experienced senior doctors, either now or into
the future, as is the case in the United Kingdom, the United States

ongoing register of
experienced Senior
Doctors, either now or
into the future, as is the
case in the United
Kingdom, the United
States and France, nor
consideration of how
medical reservists and
coordinated programs of
training in pandemic and
disaster preparedness
might benefit the

Australian community

into the future.

and France, nor consideration of how medical reservists and coordinated programs of training in
pandemic and disaster preparedness might benefit the Australian community into the future.
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7.6 Maintaining a Senior Doctor Medical Reserve as Part of Emergency and
Pandemic Preparedness

The Australian Health Sector Emergency Response Plan for Novel Coronavirus (COVID-19)
(Australian Government Dept of Health, 2020) contains three scenarios (see Table 3). Deployment
of a surge health workforce has been a central strategy in countries dealing with moderate and
high clinical severity. A number of countries have come to realise that surge staffing is easier to
facilitate in the presence of an active reserve of experienced doctors and other health
practitioners.

It is unclear what percentage increase in the medical workforce is required to be met by a surge
workforce to adequately meet the challenges of a pandemic or, indeed, any other large-scale
emergency (e.g., terrorism or political conflict). In the UK, an increase of 4% was achieved for the
total health workforce, although not all were deployed. In Queensland, the 2020 pandemic sub-
register achieved a 2.8% increase in the available medical workforce with 684 Queensland doctors
on the sub-register (now 910). This number could be retained and further boosted by allowing
retiring doctors the option of joining a register of Senior Active Doctors and staying current
through appropriate ongoing training. With around 300 Queensland doctors forgoing
registration per annum, the reserve could be significantly increased in the coming years.

In a similar manner to the Medical Reserve Corps, Senior Active Doctors in Queensland could be
coordinated into a medical reserve as part of a larger network of Queensland Health and local
emergency management agencies (e.g., SES, Rural Fire Service) to address community needs
during disasters (e.g., cyclones, floods, bushfires) and emergencies well as assisting in
preparedness planning and drills. These strategies are consistent with WHO guidance on
‘Strengthening the Health Systems Response to COVID-19'
(2020), particularly those aimed at identifying the health
workforce available for surge capacity demands and essential
health care services.

... the United States, other
nations, and international

. . o organizations have failed
The COVID-19 crisis has not yet run its full course and Australia is

still susceptible to breakouts from quarantine of infected ORI RENE o il

returned travellers, as well as exposure to mutant strains less
effectively covered by current vaccines. Resurgence of the virus
and mutant strains continue to occur in other parts of the world.
While the pandemic sub-register was extended by a year to assist
with the vaccination rollout, practice was restricted to
vaccinations only. Recent demands have seen a revision of
practice to support the COVID response. In the context of
increasing and unforeseen demands on the health system, it
appears timely to consider how a medical reserve could function
in Queensland.

It is worth noting the comments from the Task Force Report on
‘Improving Pandemic Preparedness’ (Burwell et al., 2020):

“Pandemics of emerging and reemerging infectious diseases
are inevitable, predictable, and costly.” (p.20) “... the United
States, other nations, and international organizations have

inevitability of pandemic
disease neglecting to
invest in the national and
multilateral public health
institutions and systems
required to respond
quickly when a novel

pathogen strikes. The cost

of such complacency can
be tallied in the lives lost

and livelihoods upended.

failed to prepare for the inevitability of pandemic disease, neglecting to invest in the
national and multilateral public health institutions and systems required to respond
quickly when a novel pathogen strikes. The cost of such complacency can be tallied in the

lives lost and livelihoods upended.” (p.101)
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Table 3: Clinical Scenarios during COVID-19 Pandemic

(Note: highlighting added)

Clinical Features Strategies
Severity
Low e The majority of cases | e Strategies to support at-risk groups, once they are identified,
are likely to may be required (e.g. people with underlying illness, people with
experience mild to immunocompromised conditions, aged care, infants, Aboriginal
moderate clinical and Torres Strait Islander peoples, remote communities).
features. o At the peak of the outbreak, and increasingly when
e People in at-risk transmissibility is higher, primary care and hospital services may
groups and those become stretched in areas associated with respiratory illness and
with comorbidities acute care.
may experience e Existing legislation is likely to be sufficient to support activities.
more severe illness. The level of impact on the community may be similar to severe
seasonal influenza or the 2009 influenza A(H1N1) pandemic.
Moderate | ® People in at-risk ¢ Non-urgent procedures and activities may need to be scaled
groups may back.
experience severe e Surge staffing and alternate models of clinical care, such as
illness. cohorting and/or establishment of flu-like clinics may need to be
e As the no. of cases employed to cope with increased demands for healthcare.
grows the no. of ¢ Pressure on health services will be more intense, rise more
people presenting quickly and peak earlier as the transmissibility of the disease
for medical care is increases. Healthcare staff may themselves be ill or have to care
likely to be higher for ill family members, further exacerbating pressures on
than for severe healthcare providers.
seasonal influenza o Additional strategies to support at-risk groups may be
and primary care and required (e.g. people with underlying illness, people with
hospital services will immunocompromised conditions, aged care, infants, Aboriginal
be under severe and Torres Strait Islander peoples, remote communities).
pressure, particularly | ® New and/or existing health emergency legislation may be
in areas associated needed to support outbreak response specific activities.
with respiratory
illness and acute
care.
High e Widespread severe e Areas such as primary care, acute care, pharmacies, nurse

iliness will cause
concern and
challenge the
capacity of the
health sector.

practitioners and aged care facilities will be stretched to
capacity to support essential care requirements.

e Heavy prioritisation will be essential within hospitals to maintain
essential services and mortuary services will be under pressure.
The demand for specialist equipment and personnel is likely
to challenge capacity.

e Pressure on health services will be more intense, rise more
quickly and peak earlier as the transmissibility of the disease
increases. Healthcare staff may themselves be ill or have to care
for ill family members, further exacerbating pressures on
healthcare providers. Secondary care services, such as blood
services and diagnostic services will be challenged to
maintain capacities and the community focus will be on
maintaining essential services.

e Health emergency legislation may be needed to support
outbreak specific activities. The level of impact may be similar to
that of the 1918 H1N1 ‘Spanish flu'.
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Preparedness entails more than planning:

“... investments need to be paired with periodic rehearsals as well as mitigation guidelines,
so that governments are in a position to implement their pandemic response capacities
quickly when a deadly disease emerges. Countries should prove through exercises that
they can actually marshal and effectively use the capacities they possess to prevent,
detect, and respond to high-consequence biological threats.” (p.84, Note: bolding
added)

Future pandemics are considered inevitable, given increasing urbanisation, deforestation and
climate change enabling new and novel contact between animals and humans (Carlson et al,
2021). According to the World Health Organisation (WHO, 2020), a well-trained health workforce
in sufficient numbers with the possibility for increasing capacity is critical for an effective
pandemic response.

Maintaining a well-trained pool of reserve senior doctors available to assist if the usual
medical staff are required elsewhere is proactive and prudent, particularly when emergencies
and pandemics rarely offer significant lead-time warning to rely on reactive and ad-hoc
measures.

Kym Irving Consulting 53



Global Trends and Models of Senior Active Doctor Registration: A Medical Reserve Strategy

8. Senior Doctor Registration in Queensland

8.1 Limited Registration Public Interest — Occasional Practice (LRPI-OP)

Prior to the establishment of the NRAS (National Registration and Accreditation System) and the
inception of AHPRA in 2009-10, a category of limited registration existed under the Qld State
Medical Board system that enabled doctors who no longer fulfilled the requirements for general
or specialist registration to maintain their ability to refer, order and prescribe (limited).

Under AHPRA, the registration category was ceased. A cohort of doctors (Qld, NSW, Tas, and ACT)
who had been registered under the category continued their registration for a limited time under
the transitional LRPI-OP (Limited Registration Public Interest — Occasional Practice) provisions (see
Figure 4). LRPI-OP was closed to new registrants and abolished on 1 July 2013 despite widespread
professional support for continuation (e.g., RACGP, ASA, ASOS, ASOHNS, AOA, AAS, ASCTS).

A 2011 Senate Inquiry into AHPRA recommended that the National Law be amended to provide
further practicing classifications to encompass doctors who practice in a limited manner -
occasional practice and teaching. At the time, Professor Jackson, President of the RACGP, said in
a submission to the Senate Committee:

“There was absolutely no evidence that the college could
uncover, despite repeated requgsts, that' there were any A 2077 Senate Inquiry
dangers, or safety or other related issues, with these very, very B8

limited rights for retired doctors for their family members only. into AHPRA

So, it was not an evidence-based decision. Finally, it is very WEqZululZdeleRizIRT
expensive for these doctors to remain in a practising category BNEI e o) BN A0 e lele e |
even if they are only doing occasional clinical sessions. They
have to undertake a full 130 QA and CPD points, professional
development points, per triennium, which will cost thousands
of dollars. They need to retain their registration at a significant WR{eX=lIaeleEiNe/elaeles

level.” (p.98) who practice in a limited

to provide further

practicing classifications

Professor Jackson went on to comment that the loss of senior WELIER e/ e/lle]
doctors to teaching and mentoring was a significant loss to the  EERCERErEVRV o215
profession:

practice...

“Most of our senior doctors have said to us that this is now such
a financial impost that, for the small amount of teaching and
mentorship they wish to continue doing, they will not be able
to sustain it. These are the giants of our profession. They have 40 years of clinical
experience, which often far outstrips the sort of experience we have with all the scanning
pathology and other issues available to us now, and we really, really want to strongly
remonstrate that we should review this decision, acknowledge there is no evidence to it
and reinstate these very senior, very experienced doctors to support us in our profession
going forward.” (p.99)
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Figure 4: Health Practitioner Regulation National Law (Queensland)

Limited Registration Public Interest-Occasional Practice

Health Practitioner Reguiation Mational Law (Queensland)

Part 12 Transitional provisions

[s 272]

272  Limited registration

(n

(2)

(3)

This section applies (o a person who, immediately before the
participation day for a participating jurisdiction, held a type of
regisiralion (however descnbed) in a health profession under
the law of that jurisdiction that was granted for the practice of
the health profession only for a corresponding purpose.

From the participation day, the person is taken to hold limited
registration in the health prolession [or thal purpose under (his
Law.

In this section—
corresponding purpose means a purpose Lhal is equivalent Lo,

or substantially equivalent to, a purpose for which limited
registration may be granted under this Law.

273  Limlted registration (public Interest-occaslonal practica)

(1)

This section applies to a person who, immediately before the
participation day for a participating jurisdiction, held a type of
registration (however described) in a health profession under
Lhe Taw of thal jurisdiction thal was granled—

{a) subject to the following conditions limiting the scope of
the person’s practise of the profession—

(1} the person musl nol praclise lhe prolession olher
than

(A) 1o refer a person o another registered health
practitioner; or

(B)  to prescribe scheduled medicines in specified
circumstances; and

(ii) the person must not receive a fee or other benefit
for providing a service relemmed 1o in
subparagraph (i); or

(b) on the basis the person had indicated the person was

retired from regular practise and iniended only to
praclise on an oceasional basis.

Page 240

Current as at 1 March 2020
Authoised by the Pardiamentary Counsel

(2)

From the participation day, the person is laken lo hold hmiled
registration in the public interest under this Law for the
limited scope that applied to the person’s practise of the health
profession immediately before the participation day.
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The Senate Inquiry Committee made a clear recommendation for the teaching and occasional
practice categories to be reinstated. While the recommendation
for the former was successful, the recommendation for occasional,
voluntary practice was not implemented. The decision appeared AIRZEEIIR TR0

contrary to Federal Government initiatives to encourage W/iiliczle registration for
productive ageing in the community and retainment of
professional expertise for the betterment of society. At the same
time as limited registration for doctors was being abolished,
retired lawyers were actively encouraged to undertake pro bono WU AZUeellcle el
work with state law societies issuing free practising certificates as [ eNVle/2ar) pro bono

a consequence of advocacy and recommendations contained in
the Productivity Commission’s Access to Justice Arrangements
Inquiry Report. By 2015, free practising certificates were available
in five jurisdictions, including Queensland, after appropriate
legislative changes were enacted (National Pro Bono Centre, 2010).

doctors was being

abolished, retired lawyers

work with free practising

certificates.

8.2 Changing Landscape of Public Health Care

Since that decision, both the demands on public health care and the practice landscape for non-
medically trained health professionals have altered significantly. Referring and prescribing are
now routinely undertaken by a range of allied health professionals in Queensland. Changes to
state legislation have been enacted to extend scope of practice of a range of health professions
in order to: "improve access to services, reduce waiting times in the emergency department and
for outpatient specialist and surgical appointments, and improve patient flow” (Qld Department
of Health, 2014; 2016).

Practice changes include MRI referral for audiologists; pathology referral and interpretation for
physiotherapists, podiatrists, dietitians; prescribing rights for physiotherapists, speech
pathologists and podiatrists; and, for pharmacists, authority to vaccinate (influenza, measles
mumps), provide repeat prescriptions for the oral contraceptive pill, and prescribe antibiotics for
urinary tract infection. Endorsed physiotherapists working in emergency departments in some
Queensland hospitals are able to prescribe schedule 4 drugs. Allied health practitioners can also
conduct procedures such as suturing, intra-joint injections and PEG insertions (Qld Department
of Health, 2016).

Legislative change to enable these practice changes for allied health practitioners has involved

modifications to the following:
e  Radiation Safety Act 1999—Radiation Safety Regulation 2010
e Health Act 1937—Health (Drugs and Poisons) Regulation 1996
e Mental Health Act 2000
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8.3 Re-Establishing a Form of Limited Registration in the Public Interest

In the decade since implementation of the NRAS and the abolition of limited practice for doctors
stepping down from regular practice, there have been changes to the nature of disease burden
in the community and increasing pressures on the Queensland public health system requiring
innovative approaches to service delivery. These demands have been compounded by the current
global pandemic.

All doctors graduate with a core skill set and for senior doctors these have been enhanced and
expanded through their long years of experience and specialist training. It appears highly
worthwhile to reconsider a form of Limited Registration in the Public Interest as an appropriate
mechanism for maintaining the experience and skills of senior doctors for public benefit. Rather
than relying on ad-hoc and temporary changes to registration in response to crises such as the
COVID-19 pandemic, an ongoing form of registration would allow for a timely and coordinated
reserve of senior doctors to assist where and when required.

Given that experienced senior doctors could readily and easily assist in a range of areas
identified in the Chief Health Officer's Report (Qld Department of Health, 2020), it seems
highly beneficial to consider the role that senior doctors can play in Queensland
communities and the mechanisms, including an appropriate registration category, that can
support their ongoing active service in the public interest. One model for a step-down
category of registration to enable senior doctors to assist the Queensland government in
addressing a range of public health concerns is a form of Limited Registration in the Public
Interest.

102Z?
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9. Examples of Senior Doctor Practice

Countless clinical, educational, advisory, and research contributions are made by doctors in the
latter years of their careers, providing them with a strong sense of personal and professional
satisfaction. Senior doctors value the opportunity to continue making contributions to their
communities and profession as they wind down from full practice. Doctors, including medical
students, often see medicine as a ‘calling’ or a ‘commitment to work that is personally meaningful
and serves a prosocial purpose’ (Borges et al,, 2013; Kao & Jager, 2018, p.59). A sense of calling
has been positively associated with high life meaning and commitment to direct patient care (Tak
et al., 2017). Many doctors hold the view that, while medical practitioners may retire their
registration, doctors don't retire from their profession. The high rates of medical volunteerism
amongst retired doctors during the COVID-19 pandemic attest to this. During the pandemic,
many governments have realised, belatedly, the benefits that senior doctors bring to the health
workforce and to the community.

9.1 Survey: Qld Senior Doctors’ Contributions

A pre-COVID-19 pilot survey of members of the Redcliffe and District, Brisbane North, and
Sunshine Coast Local Medical Associations (131 respondents) showed that senior doctors in
Queensland wish to continue contributing to their communities and profession as they transition
to retirement but are frustrated at how this can be achieved under the current system of
registration (Hawson, 2018).

A majority of survey respondents (88%) agreed that a step-down category of registration would
enable doctors to continue their contributions in a “limited registration” way. That 75% of
respondents were yet to retire indicates that these issues resonated with a broader membership
than retired doctors. Their comments reflect concerns around the suddenness with which doctors
are required to retire from their practices with no transition:

There needs to be a scaling down from full on, all costs and bells and whistles to an
intermediate with less costs, requirements, CPD, indemnity, and allowed activities, then to
no activity whatsoever to practice. It was too hard to procure and maintain the qualification
to just give it away.

Why do we have to stop completely if we are competent and not dangerous?

Unfortunately, there was an element of ageism involved with the decision to curtail retired
doctors’ ability to write prescriptions and referrals.

72% of doctors indicated that limited registration should involve maintenance of standards and
competency through Continuing Professional Development (CPD) with 59% indicating that CPD
should be at a reduced level.

We need to keep up to date if we are to be allowed to continue practicing. (60-69 yrs,
retirement consideration 5-10yrs)

Doctors cited their dedication to staying up-to-date and competent, and using their experience
to assist younger colleagues:

I keep up to date and attend clinical conferences. My long experience in surgery helps
younger colleges. (10-79 yrs, retirement consideration 1-5yrs).”
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Iam 72 and work 12 hours/week as a Specialist GP. I do a lot of Aviation medicals. I keep up
all my recency requirements and CPD through ACRRM, as well as
aviation education requirements from CASA. I am a medical
examiner for Australia, NZ, Canada, USA and South Africa. I would
like to continue doing this. (retirement consideration 1-5 yrs) continue to work
towards a more

“We need to

a more sensible plan, which allows retired doctors to continue to WEUULNZCIN e
contribute to the profession. allows retired doctors

9.2 Types of Practice

As with the medical reserve units in the United States and France,
coordinated volunteer programmes and clinics in the United States,
and the proposed NHS Reserve Staff in the United Kingdom, the
contributions that Queensland senior doctors can make to their
communities and their profession are extensive, both in terms of

to continue to

contribute to the

profession”.

clinical and non-clinical practice.

The AHPRA definition of practice includes clinical and non-clinical practice:

Practice means any role, whether remunerated or not, in which the individual uses their
skills and knowledge as a health practitioner in their profession. For the purposes of this
reqgistration standara, practice is not restricted to the provision of direct clinical care. It also
includes using professional knowledge in a direct non-clinical relationship with clients,
working in management, administration, education, research, advisory, regulatory or
policy development roles, and any other roles that impact on safe effective delivery of
services in the profession.

As with full registration, Senior Active Doctors under a Limited Registration category could
engage in clinical practice, non-clinical practice, or a combination. Currently, senior doctors who
are unable to meet registration requirements and cease their registration are unable to practice
medicine as defined above, including both clinical and non-clinical practice.

9.3 Clinical Practice

There is a range of ways that Senior Active Doctors, under an appropriate registration category,
could assist their communities and the Queensland Government to address public health
challenges. A number of examples and opportunities are considered below.

Medical reserve and surge health workforce. Senior Active Doctors could contribute to a
pandemic/disaster-ready and trained surge health workforce, with focused training/CPD
targeting necessary skills, knowledge and roles. Models for this are available from countries
such as the United States.

Mental health services. The pandemic has seen a surge in the prevalence of mental health
issues and senior doctors, such as psychiatrists, could be deployed to assist with the looming
mental health crisis that is forecast to affect many sectors of society during and following the
pandemic.

Public Health Outreach and Training. Senior Active Doctors as members of medical reserve
units or coordinated volunteer teams could connect with various government agencies,
community-based organisations and outreach programs to identify how their services could
be used. This includes CheckUP which is funded by the Australian Government Department of
Health. CheckUP leads a “consortium delivering outreach services to urban, rural and remote
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locations and high-need populations throughout Queensland, aiming to increase access to
medical specialist, GP and allied health professional services in urban, regional, rural and
remote locations throughout Queensland, including Aboriginal and Torres Strait Islander
communities”. CheckUP is the jurisdictional fund holder for a range of funding programs
which could enlist Senior Active Doctors in their programs:
o Rural Health Outreach Fund (RHOF)
Medical Specialist Outreach Assistance Program

o Medical Outreach Indigenous Chronic Disease Program
o RHOF Pain Management
o Healthy Ears

Provide pro bono/volunteer services. These services could be identified, planned and
offered through partnership with:
o Primary Health Networks
Aboriginal Health Units
Office for Rural and Remote Health

O
o State-wide Clinical Networks
o Health Contact Centre (Qld Health)

Assist with the prevention, monitoring and management of chronic health conditions
(e.g., hypertension, diabetes) through identified agencies and services. Senior doctors could
be a valuable resource to Health and Wellbeing Queensland, which is aimed at tackling
obesity and helping people make positive lifestyle choices. “"HWQId is bringing together the
community, the private sector and all levels of government to drive collaboration and change.
Its focus is on "making healthy happen” through population level prevention approaches.
Several key initiatives programs have been launched that address diet, physical activity and
building capacity and capability in making healthy choices” (Queensland Health, 2020, p.3).

Assist rural GPs and health workers to help alleviate the workload demands and associated
burnout that are commonly reported (AMA, 2019, Rural Health Issues Survey), for example by
providing peer support, case discussion, assistance with practice tasks such as ordering and
following up on tests, as well as designated services. Some activities could be done remotely,
such as case discussion and peer support, others might involve regular contact with “Senior
Doctor Assistants” who visit rural and remote practices and assist where required. GPs report
locum support as the largest influence on their ongoing retention in rural areas (O'Sullivan et
al., 2019). Support and assistance from Senior Active Doctors could provide rural GPs with
periods of respite from heavy workloads and much needed collegial support.

Senior Active Doctor Rural GP. Rural GPs looking to transition to retirement and continue
contributing to their communities could offer to assist new GPs in their communities as Senior
Active Doctor Rural GPs under Limited Registration. Senior Rural GPs would have the
opportunity to continue serving their communities without the pressures associated with full
time practice. They could serve as mentors, advisors and public health advocates.

Health screening for vulnerable or underserved community members such as people in
aged care facilities, and homeless people. Senior Active Doctors might assist GPs and other
health practitioners with achieving the recommendations of the Royal Commission into Aged
Care Quality and Safety, such as the provision of regular heath assessments and monitoring
of health conditions.

Vaccination Programs. Senior Active Doctors could assist in vaccination programs as part of
public health measures, for example, as has been identified in the current Pandemic sub-
register scope of practice.
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9.4 Non-Clinical Practice

Examples of non-clinical practice include the following:

Senior Active Doctors could conduct audits and reviews, for example assist younger
colleagues by offering to audit aspects of their practice (e.g., incidence and management of
febrile neutropenia in chemotherapy units), engage in Peer Reviews with colleagues as
required for their CPD, undertake time and motion studies in outpatient units, and audit
general practice management of UTIs or review/audit pharmacy UTI data. Involvement in
audits, as an area of CPD, maintains Senior Doctor competency.

Many doctors contribute to the medical profession through committee work, advising, and
reviewing during their careers. These activities could be maintained, increased, as well as taken
up by Senior Active Doctors whose busy practices prevented involvement while fully
registered and in full practice.

Senior Active Doctors whose careers have been in management and administration may look
to continue their services in these fields in voluntary capacities or with community-based
public health organisations.

Formal mechanisms exist for involvement in assisting with clinical teaching. For example,
Senior Active Doctors might volunteer as External Clinical Teaching (ECT) visitors with
GPTrainingQld.

Senior Active Doctors could contribute their expertise through teaching and CPD course
development. As much of continuing education occurs outside of Universities, Senior Doctors
could play a role on education and curriculum committees and contribute to CPD
development for other Senior Active Doctors.

Mentoring has been identified as a key mechanism for transferring the richness of long-term
medical experience to younger cohorts of doctors. Mentorship could be formalised through
mechanisms such as the “Senior Active Doctor Mentors Scheme” as well as targeted to specific
cohorts of doctors such as RACGP indigenous doctors through their programs, International
medical Graduates (IMGs) and Doctors in Training.

The Medical Board has four levels of supervision and Senior Active Doctors could contribute
to these, including via models of remote supervision.

Senior Active Doctors can play an advocacy role for the profession, for example, through
attendance at school open days to promote medicine as a career.

Table 4 provides suggestions for UK consultants not able to work in face-to-face roles during the
COVID-19 Pandemic and offers a number of examples of practice that could be taken up by Senior
Active Doctors to assist colleagues and the health system in Queensland.
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Table 4: Productive Work for Consultants Not Able to Work in Face-
to-Face Roles NHS 8Mma, 2020, p. 23)

Teaching & training
On-line teaching — trainees, nursing and other staff, staff in other institutions
Writing webinars, slide presentations, ARCP (Annual Review of Competence Progression), VC teaching
On-line appraisals and supporting revalidation
Virtual procedural supervision
Service improvement
Local/regional/national protocol development
How to make my departmental practices more online based
Guidance for patients with particular conditions
Referral guidance development
Guideline development
Working cooperatively with the IPS (see below)
Updating local guidelines and documents
Work with specialty colleges
Developing relationships with primary care
Formal management roles
Online working and its facilitation
OP work online
New referrals — identify which conditions suitable for electronic review. What are inclusions/exclusions)
Follow Up — likely more suitable for non-face to face review as diagnosis is already made
Review results, dictate letters, order prescriptions, book further investigations and follow up
Triage of eRS referrals — review referrals (identify which referrals should be seen as priority, within X weeks/ months
etc) and adjust clinic profiles to accommodate emergency referrals when necessary
Online follow up of inpatient admissions — e.g. ITU patients (undertake reviews for other hospitals in local area or
more widely), results review, VC liaison with allied health professionals, medication adjustments
Review of waiting list across specialty (this has resulted in dramatically cut waiting list length with patients no longer
wanting or needing some surgery)
Pre-face-to-face review —i.e., an online review of a patient prior to face-to-face review
Pre-admission assessment of elective surgery patients by teleclinic, enables faster assessment on day of surgery. Pre-
operative assessment can cover large amounts of work of standard preop assessment. Major and intermediate surgical
elective admissions could have a teleclinic review by surgeon and anaesthetist
Virtual multidisciplinary team
Working with Primary care
Advice line for GPs (local, wider area for specialised services)
Rapid access to video clinic for GP from surgery so that the patient can have history taken by consultant with GP
providing examination
Referral advice line, i.e., provide advice to GPs about which cases/whether to refer a case or to manage in another way
Both GP advice line and GP referral advice could be either by phone or by virtual clinic
Outpatient clinics for primary care —i.e., review cases at discretion of GP
Shared care development — pathways for sharing ongoing care between primary and secondary care
Other Secondary Care Working
Virtual ward rounds; Virtual ward round in other healthcare settings e.g., care home, secure accommodation etc.
In-hospital advice line for particular service (calls directed to a consultant away from hospital who is able to give
advice. Liaises with on-site colleague who fields cases needing hands-on care. Can be used to support existing
telephone helplines (e.g., IBD helpline) and specialist nurses
Radiology relies heavily on outsourced reporting. Greater access to home reporting implemented during COVID-19
should be extended to reduce outsourcing costs, support retention and reduce footfall in the department. Distant
review (could be for hospital or primary care requests where investigation has been done but awaits report) of
Specialist blood work and histology, Cardiological investigation, Other investigations such as pulmonary function tests,
Imaging
Shared care development — pathways for sharing ongoing care between primary and secondary care
Pre-operative assessment — aim for all forthcoming admissions to improve on the day throughput (see above)
Assessment of patients for other trusts
Administration Including Management of Risk
Audit; Discharge summaries & Medication reviews
CQC preparation
Safety review inc. review of Datix, root cause analysis etc.
Future departmental workload/capacity planning; Future recruitment
Continued virtual engagement with external duties such as those for specialty and royal colleges, BMA, GMC, CQC etc.
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10. Proposed Model of Senior Active Doctor
Registration

The proposed registration model builds on the Limited Registration Public Interest — Occasional
Practice (LRPI-OP) category in existence during the establishment of the National Registration
and Accreditation Scheme in 2010 (Health Practitioner Regulation National Law (Queensland)
Section 273) but was extinguished in 2013. It is comparable to Volunteer and Emeritus Licenses
available to retired and senior medical practitioners in various regions of the United States and
serves the purpose of enabling and maintaining a reserve and surge medical workforce as
established in countries such as the United States and France and being piloted in the United
Kingdom.

10.1 Purposes of Senior Active Doctor Registration

e Toretain high levels of advanced medical expertise and experience for community benefit.

e To enable Senior Active Doctors to contribute their experience and expertise for the
improvement of the health and wellbeing of Queenslanders.

e To establish a mechanism by which Senior Active Doctors can transition from full
registration to limited registration enabling them to voluntarily assist in the provision of
services in times of disaster, emergency and pandemic, in areas of shortage, and when
deemed necessary in the public interest.

e To provide a 'trained and ready’, reserve medical workforce (RMW) (e.g., medical reserve,
surge workforce) to help meet emergent public health and disaster management
challenges facing Queenslanders.

e To provide a supplementary volunteer workforce where and when required. Senior doctors
registered in the Senior Active Doctor category would supplement, not supplant, fully
registered doctors. Senior doctors in clinical roles would not replace salaried staff, except
on a temporary-needs basis, for example, in times of disaster, pandemic, and workforce
shortage.

e To provide a public-safe option through mechanisms put in place to ensure appropriate
practice with a focus on team-based care (for those engaging in clinical practice) and
maintenance of skills and expertise through accredited, targeted, high-quality continuing
professional development programs.
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10.2 Guiding Principles

1.

As with the previous LRPI-OP category, registration in the Senior Active Doctor category
would be voluntary and opt-in. Senior doctors could also choose to fully retire from
practice by forgoing registration or choosing non-practising registration as is the case now.

The opt-in choice would be available at the time of renewal of registration for doctors who
had been fully registered and had met their registration requirements prior to taking
up the limited registration option.

Doctors who have retired in the three years prior to the limited registration category
becoming available would be eligible to register, including those on the Queensland
Pandemic sub-register.

In alignment with AHPRA's definition of practice for registration, senior doctors under a
Senior Active Doctor Limited Registration category would be able to engage in limited (see
8 below) clinical practice, non-clinical practice, or a combination of these.

Doctors would be retired from regular practice.
Practice would be occasional and determined by public interest.

Practice would be voluntary. Doctors could be compensated for costs incurred in
providing care.

Practice would be limited to referral, prescribing and medical service in the public
interest as determined by the doctor’s previous experience and the public health
needs to be met.

10.3 Proposed Registration Category

It is proposed that the registration category (Limited Registration Public Interest— Senior Active
Doctor) be a revised version of the LRPI-OP registration category and offer a step down from full
registration to limited registration (see Figure1).

Table 1: Proposed Registration Category

Limited Registration Public Interest—
Senior Active Doctor
The doctor has retired from regular practice.

The doctor intends to practise only on an occasional
basis determined by public interest.

Practice is voluntary.

Practice is limited to refer, prescribe, and medical
service in the public interest as determined by the
doctor’s previous experience and the public health
needs to be met.
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10.4 Scope of Practice

In the proposed limited registration category (Table 1), practice would encompass prescribing,
referring and medical service in the public interest as determined by the doctor’s previous
experience and the public health needs to be met.

10.5 Continuity of Care

Senior Active Doctors under the proposed registration category would follow the continuity of
care practices that are in place in the agencies and contexts in which the services are delivered,
including the use of medical records and uploading to My Health Record, if required. Continuity
of patients’ medical records would be assured.

10.6 Continuing Professional Development (CPD) Registration Standard

In 2010, The Medical Board of Australia CPD Registration Standard for LRPI-OP specified the
following CPD requirements:

“Those who hold limited registration in the public interest for occasional practice,
prescribing and referral must complete a minimum of 10 hours CPD per year focused on
the particular nature of their practice; for example, therapeutics.”

It is proposed that the new registration standard be modelled on this prior standard.

“Those who hold limited registration in the public interest (Senior Active Doctor) for
occasional practice, prescribing, referral and medical service in the public interest must
complete a minimum of 10 hours CPD per year focused on the particular nature of their
practice and on areas of medical service in the public interest.”

10.7 Targeted and Centralised Provision of CPD

The content of CPD would be targeted and based on stakeholder discussions of the areas in
which senior doctors could volunteer their services to most effect. For example, modules might
include epidemiology, contact tracing, vaccination, emergency management systems, mental
health preparedness, bioterrorism response, first aid, CPR, mass fatality response, public health
issues, therapeutics, burns and wounds, respiratory conditions (fires and hazards).

It is proposed that CPD offerings be centralised through AMA Queensland as the
association has the resources to coordinate and deliver the required CPD training in
multiple formats (face-to-face, zoom, online, Doctor Portal Learning). This would ensure
accredited, targeted, high-quality CPD programs. It is proposed that CPD be user-pays with
appropriate fee structures set by AMA Queensland.

10.8 Professional Indemnity Insurance

Professional indemnity requirements would be identified by individuals and organisations who
engage senior doctors in voluntary capacities.

It is proposed that AMA Queensland assist with negotiating appropriate liability coverage
for their Senior Active Doctor members through their brokerage options.
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10.9 Credentialing
Credentialing is:

"... the formal process used to verify the qualifications, experience, professional standing and
other relevant professional attributes of health clinicians for the purpose of forming a view about
their competence, performance and professional suitability to provide safe, high-quality health
services within specific organisational environments” (Australian Commission on Safety and
Quality in Health Care, 2020, p.37).

Credentialing is a requirement in situations where doctors are employed to provide services of a
certain nature or, if in private practice, provide services in health facilities owned by others (e.g.,
private and public hospitals). Credentialing processes are at the discretion of employing bodies.
They are linked to the services being offered and are aimed at ensuring public safety. Guidelines
for the credentialing process are provided by Qld Health and the Australian Commission on Safety
and Quality in Health Care, as well as individual organisations.

The services offered by volunteer Senior Active Doctors under limited registration are likely to be
part of targeted, public health programs, incorporated under the services offered by public and
volunteer organisations, and involve assisting or team-based services with guidance or oversight
by fully registered practitioners.

“Credentials can be confirmed centrally and scope of clinical practice applied across different
facilities and mutual recognition of credentials across health service organisations. Jurisdiction-
wide credentialing may be offered for ‘services operating across district or network borders, such
as retrieval or statewide services' (Australian Commission on Safety and Quality in Health Care,
2015).

It is proposed that AMA Queensland assume a lead role in determining with Queensland
Health and any other relevant stakeholders appropriate credentialing processes for Senior
Active Doctors including the possibility of multi-facility, mutual recognition and
jurisdiction-wide approaches.
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10.10 Legislative Changes

Under the Health Practitioner Regulation National Law (Queensland) - Section 72, there are four
types of Limited Registration:

66. Limited registration for postgraduate training or supervised practice
67. Limited registration for area of need

68. Limited registration in public interest

69. Limited registration for teaching or research

Under the Law, Limited registration in the public interest is described in the following way:

(1) An individual may apply for limited registration to enable the individual to practise a health
profession for a limited time, or for a limited scope, in the public interest.

(2) The individual is qualified for the limited registration applied for if the National Board
established for the health profession is satisfied it is in the public interest for an individual with
the individual's qualifications and experience to practise the profession for that time or scope.

The application of the Law by AHPRA and the Medical Board varies. As seen in the description of
LRPI-OP, practice could be ongoing but limited in scope and in the public interest. While doctors
in Australia who held full registration could transition to a category of limited registration (LRPI-
OP), limited registration is often applied to overseas-trained practitioners who are yet to achieve
full registration as in the description provided by AHPRA:

“Limited registration covers a number of sub-types of registration, including practising in an area of
need, teaching and research, and in the public interest. It applies requirements to registration, such
as allowing a practitioner to practise only at a specific location and/ or in a particular field of a
profession. Practitioners with limited registration must be supervised by practitioners with general
registration. Many overseas-trained practitioners apply for limited registration so they may practise
while undergoing further training to achieve full registration in Australia. There are specific
registration application processes that apply to overseas-qualified health practitioners.”

The Registration Standard issued by the Medical Board (see Appendix for the full document)
provides the following information:

“Limited registration in public interest is usually a short-term type of registration. It is used
infrequently and would be expected to be granted for a period of weeks rather than years. It is
unlikely that renewal of registration would be necessary.”

"The Board determines whether or not it is in the public interest to register the practitioner. Examples
of where it might be in the public interest to register a medical practitioner includes an unexpected
situation where a natural disaster has occurred or a pandemic has been declared.”

“Limited registration in the public interest is not an alternative to limited registration for area of need.
It must not be used to circumvent the requirement for Ministerial declaration of an area of need.”

“This is not an appropriate type of registration for medical practitioners who wish to practise long-
term in Australia.”

Both AHPRA and the Medical Board apply the Limited Registration standard primarily to
registration of overseas trained doctors, although the Law does not appear to be this prescriptive.
LRPI-OP enabled senior doctors to step down from full registration to undertake non-
compensated occasional practice.
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Given the above, it would need to be determined whether

1. an amended LRPI-OP could be reinstated in the Health Practitioner Regulation National
Law (Queensland- section 273) to enable registration of Senior Active Doctors, or

2. Senior Active Doctors could be registered under the current Limited Registration
Public Interest category as it stands with a revised Registration Standard issued by the
Medical Board encompassing the practice of Senior Active Doctors, or

3. anew category of Limited Registration would be needed, e.g., Limited Registration
Public Interest — Senior Active Doctor.

In 2013, AHPRA and the Medical Board advised in a media statement:

“Across Australia there were around 1000 medical practitioners with a type of registration called
Limited registration (public interest - occasional practice). These medical practitioners were granted
this type of registration at the transition to the National Registration and Accreditation Scheme (the
National Scheme), because they held a similar type of registration under previous legislation. While
the details of their registration varied between states, they only practised occasionally’, often limited
to prescribing and referring and often without being remunerated. Under the National Law they held
registration with conditions similar to the previous provisions under which they were registered. The
section of the National Law under which they are registered is s273. The registration category is not
available after three renewals of registration in the National Scheme. All of the available types of
registration are prescribed in the National Law and the law can only be changed by legislative
amendment in each state and territory; not by policy decision of the Medical Board or AHPRA or any
other national board.”

In the case where an amendment to the legislation is required, the following information from
the National Health Practitioner Ombudsman is of relevance:

The National Law also sets out the objectives of the National Scheme and how it should
operate. The National Law is not a Commonwealth law. Instead, it is enacted and implemented
by each state and territory using an ‘adoption of laws' model.

Queensland is the lead jurisdiction for implementing the National Law. If amendments are
made to the National Law after approval by the Ministerial Council, Queensland:

e submits a Bill to its parliament, in a form agreed by the Ministerial Council, which has the
effect of amending the legislation in the manner agreed

o takes all reasonable steps to secure the passage of the Bill and bring it into force in
accordance with a timetable agreed by the Ministerial Council.

These changes are automatically applied in all other parliaments that are part of the National
Scheme, except Western Australia (which needs to pass legislation to amend its Health
Practitioner Regulation National Law (WA) Act 2070) and South Australia (which enacts a
regulation to modify the Health Practitioner Regulation National Law (South Australia) 2070).

(https://www.nhpo.gov.au/legislation)
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10.11 Public-Safe Practice

Senior Active Doctors are not defined by age, but rather by expertise and experience, and are
likely to encompass a broad range of ages.

Because there has been some commentary around ageing and cognitive decline and how this
might relate to doctors’ practice it is worth addressing this issue briefly. It is clear from recent
research and theory that assertions that normal ageing necessarily entails cognitive decline are
based on outdated models of cognitive ageing. Such
generalisations are sufficiently non-specific to be unhelpful in
determining practical outcomes. Recent advances in the neuro-
cognitive sciences show that maintenance of many cognitive
functions continues into advanced age. A number of researchers
are calling for a re-evaluation of models of cognitive ageing that
view decline as an inevitable consequence of ageing. It is beyond
the scope of this paper to provide a detailed review and analysis
of the current evidence for cognitive abilities across the adult
lifespan, however some examples illustrate the progress being
made. Harrington et al. (2018) report that age (in 60- to 85-year-
old Australians) is not associated with a decline in verbal or
working memory and that previous research has overestimated [RCERIZAUERGEIN )]
the level of decline by not controlling for underlying pathological ageing necessarily entails
processes (e.g., onset of Alzheimer's Disease). Moreover, these
authors suggest that the validity of some neuropsychological
measures might be called in to question. For example, common
processing speed tests (a measure of fluid intelligence) involve e R /liiZ=
speeded motor responses and may therefore confound ageing.
measurement of motor response with processing speed. They
report that research using other methods such as Inspection Time
tests show no age declines. Other research suggests that
potentially unique brain networks underpin the same cognitive
skill differently across age periods. For example, ‘hippocampal-
based networks better predict memory functioning in younger
adults, whereas frontostriatal networks better predict memory
functioning in older adults’ (Casaletto et al., 2019, p.13).

Senior Active Doctors are
not defined by age but
rather by expertise and
experience, and are likely
to encompass a broad
range of ages.

It is clear from recent

research and theory that

cognitive decline are

based on outdated

There is growing research
on how cognitive
resources are maintained
and  enhanced  with
appropriate lifestyle and
health choices across the

Many accounts of age-related differences are based on cross- lifespan.

sectional analyses. There is now recognition that such analyses fail
to capture individual trajectories that are often more positive than
group statistics reveal and that there is high intraindividual variability across time. For example,
longitudinal research shows stability as well as improvement in processing speed and executive
functioning in many typically ageing older people (Mella et al., 2018). Research also identifies
‘superagers’ who show superior cognitive skills into later life and the role of ‘cognitive reserve’,
often linked to educational and occupational attainment, in preserving abilities (Stern et al., 2019).

The growing evidence suggests that there is no stable basis for arguing that cognition necessarily
declines with chronological age and that, in measuring cognitive resources, one must be clear
about the abilities being measured, how they are measured, the people they're being measured
in, and what their relevance is to practice. Many researchers are adopting the premise that
cognitive ageing is biologically-driven rather than chronologically-driven and that explanations
and measurements of cognitive changes are under-developed at this time (Ebaid & Crewther,
2020). Rather than promulgating a deficit model of cognitive resources, there is growing research
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on how cognitive resources are maintained and enhanced with appropriate lifestyle and health
choices across the lifespan.

In Australia and elsewhere, a number of reports and commentaries have shown a heavy reliance
on a small number of articles purporting to find cognitive impairment with age in doctors. For
example, both Draper (2017), in an editorial for the Medical Journal of Australia, and the Medical
Board Expert Advisory Report on Revalidation (2017) cite the review conducted by Choudhry and
colleagues in 2005. The paper is of inferior quality in terms of assumptions, data selection, method
of analysis, and deductions. It is worth drawing attention to the comprehensive analysis
undertaken by Moore (2018) in her paper on Screening Older Physicians for Cognitive
Impairment: Justifiable or Discriminatory. Her review of the Choudhry paper states:

"Choudhry et al's oft-cited meta-analysis of sixty-two studies evaluated various quality of care
measures such as compliance with evidence-based guidelines and medical knowledge. The study,
however, did not address cognitive impairment. The researchers concluded that thirty-two of the
studies (52 percent) showed an inverse relationship between “performance” and age or years in
practice. However, many of the studies with a negative age association grouped their cohorts in
brackets such as “>10 years” or “>20 years in practice,” which would include physicians in their forties
and fifties, respectively, or used an age between forty and fifty to divide physicians into two large
groups. The age range of these cohort groups is too wide to justify screening for a particular narrow
subset. Furthermore, as the article points out, several of the included studies did not present statistical
tests.” (pp. 115-116)

Moore finds that many studies cited as evidence for cognitive testing conceptually conflate
cognitive impairment with lack of competency, and fail to age stratify and distinguish between
mid- and late-career doctors, and concludes that “singling out all older physicians for cognitive
testing is empirically unjustified and legally prohibited” (in the US).

“Furthermore, there are other means to reliably monitor and identify physicians, both older and
younger, who pose risk to patients.”

For example, the Royal Australian College of Surgeons (2018, Senior Surgeons in Active Practice)
provides the following guidance for surgeons in the last ten years of practice:

Many factors other than age may contribute to continuing competent surgical performance including;

e Surgeon factors such as engagement in continuing self-directed education and deliberate
maintenance of expertise.

e Patient factors including the complexity of the problem and acuity of illness;

e Practice factors including time pressure, support from colleagues, and staffing.

e Senior surgeons working within a group situation are often well-supported and undertake
work appropriate to their skills, with their experience complementing the skills provided by
younger colleagues.

¢ The sole practitioner working in private practice or providing short term locums may lack
this support and could be vulnerable to working at a declining level of functioning.

These factors apply to all doctors, not just surgeons. As Senior Active Doctors’ clinical practice
would be voluntary, services engaging doctors would determine the capacities and capabilities of
the doctors they require (based on the doctor’s previous experience and the public health needs
to be met). Under the registration standard proposed, Senior Active Doctors are unlikely to
engage in isolated or solo practice, unless directed. Senior Active Doctors are not defined by age,
but rather by expertise and experience, and are likely to encompass a broad range of ages.
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Many of the clinical practice types engaged in by senior doctors in other countries, such as the
United States, incorporate safeguards through a focus on

e Coordinated, team-based practice addressing identified areas of public health need
(e.g., medical reserve).

e Targeted CPD/training to maintain expertise in identified areas.
e Practice in conjunction with other registered medical practitioners.

e Collegial and guided clinical practice designed to address public health issues.

The forms of practice and training being proposed for Senior Active Doctors incorporate

safeguards and have been identified as facilitators of ongoing doctor competence and
public safety. The practice safeguards that are recommended for all registered doctors in

Australia would apply to Senior Active Doctors.
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11. Suggested Role for AMA Queensland

AMA Queensland has taken a lead role in supporting its Senior Doctor members through a variety
of initiatives and in championing a Senior Active Doctor registration category. The association
might look to strengthen and further its role through the following.

11.1 Representation and Engagement with Senior Active Doctors

Current initiatives include the Senior Doctor Craft Group and Senior Doctor Forum, with
the recognition of members over 65 by automatic membership of Senior Doctor Craft
Group. There are over 1,000 members of the Senior Doctor Craft Group.

Raise awareness of Senior Active Doctors amongst members and the public.
Facilitate and run conferences and webinars around Senior Active Doctor issues.
Commence an Annual Senior Active Doctor Conference.

Advocate for Senior Active Doctors and Senior Active Doctor registration at federal AMA
level.

Encourage Senior Doctor membership of Working Groups.

Represent Senior Doctors in Policy and Position Statements, discussions with regulatory
bodies (such as AHPRA, Colleges, and Medical Board) and Queensland Health.
Advocate for Senior Doctor issues in the media.

Instigate Senior Active Doctor awards at the Annual Conference and/or Dinner for the
Profession — for Senior Active Doctors (to recognise Senior Active Doctor contributions
to the profession) and from Senior Active Doctors (to recognise junior and mid-career
doctors as nominated by Senior Active Doctors)

Arrange regular Senior Active Doctor column in Doctor Q.

Approach Universities who graduate doctors to profile Senior Active Doctors who are
members of AMA Queensland to support membership and raise awareness of issues.

11.2 Education Hub for CPD for Senior Active Doctors

Establish the "AMA Queensland Education Hub” for CPD for Senior Active Doctors (e.g.,
targeting QIld Health identified areas of need and emergency/disaster/pandemic-
response related needs).

Establish Senior Active Doctor Education/Training Committee to identify curriculum in
conjunction with stakeholders relevant to emergencies, pandemics, public health needs
(e.g., diabetes, hypertension, obesity, opioid dependence), rural and remote health needs.

AMA Queensland Senior Active Doctors through the Senior Doctor Craft Group could
assist in the development and teaching of CPD courses and activities, identifying
appropriate CPD topics, enlisting speakers and developing curriculum. The involvement
of Senior Active Doctors in these activities would serve to support their maintenance of
competence.

Multi-mode learning formats could be made available to cater for in-person and online
learning, as well as for regional and remote doctors.

CPD activities would conform to the standards set by the Medical Board.
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e While CPD would be targeted to Senior Doctors’ CPD requirements, all AMA Queensland
members could have access to the CPD, as well as non-member doctors.

e A sliding fee scale could be applied for AMA Queensland Senior Active Doctors, AMA
Queensland members, and non-members. Reduced CPD fees for members could be used
as an incentive for non-members to join AMA Queensland and the Senior Doctors Craft
Group.

11.3 Indemnity Insurance

e Assist Senior Active Doctors with insurance options as required.

11.4 Opportunities for Clinical and Non-Clinical Practice

e Allocate resources to identifying opportunities through a dedicated AMA Queensland
staff member/s.

e Connect Senior Active Doctors with health providers, volunteer and outreach programs,
possibly via a Senior Active Doctor Volunteer Register.

e Mentorship schemes, Advisory and Educational roles, e.g., a mentoring of junior doctors
program.

e Identify committee and planning roles for Senior Active Doctors.

11.5 Coordinated Programs and Medical Reserve

e Support coordination of Senior Active Doctor response during natural disasters and
emergencies (e.g., Medical Reserve Corps). A documented difficulty during COVID-19 has
been the lack of coordination of volunteer doctors and understanding of how best to
utilise their expertise.

e Facilitate partnerships with organisations who provide programs that would benefit from
the services of Senior Active Doctors.

e Partnership with CheckUP to identify roles for Senior Active Doctors in funded programs
such as RHOF, MSOAP, MOICDP (e.g., part of the teams assisting Medical Specialists and
GPs or providing primary health care).
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Table 5: Types of Medical Licence Available to Senior Doctors in the
United States
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Global Trends and Models of Senior Active Doctor Registration: A Medical Reserve Strategy

Figure 5: CPD Registration Standard
Limited Registration Public Interest- Occasional Practice 2010

Continuing professional development
registration-standard

Authority

Thiz standard has been approved by the Austrefian Haalth
Workforcs Minizterial Gouncil on 31 March 2010 purswant
to the Health Pracfitioner Reguiation National Law 2009}
{the Mational Law) with approval tsking effect from 1 July
2010

Summary

Meidical proctitioners who ars angaged in any form of
madical practcs are mguired to participate regulary

In continuing professional developmant (CPO) that is
relevant to their scope of proactice in order to maintain,
dewalop, updats and enhancs their knowledgs, skillz and
pariormancs to enzurs that they dsliver appropriate and
zafe care.

CPD must includs a rangs of activities to mest

individual lsaming needsz including practice-based
reflective alsmants, such as clinical audit, peer-review or
parformancs appraizal, a3 well as participation in octivities
to anhancs knowledge such as courses, confarsnces

and online laaming. GPD programs of madical collegaa
accredited by the Australion Medical Council (AMC) mset
theas requiremanis.

Scope of application

Thiz standard applies to all regiztersd medical
praciitionars. including applicants for initial medical
regiztration who are not new graduates, and applicants
for renawal of medical egistration. # dosa not apply fo
madical students, or to medical practitionsrs who hold
nonpractizing registration.

Reqguirements

1. Al medical practitionsrs will be asked to declars
annusally on renswal of registration that they have
met the CPD standard sat by the Board. This
declaration will be subjact fo gudit.

ra

Medical practitioners are required to enzure thisir
CPD activities are recorded, sither by kesping
recordz themsaivea or by uzing collsge procsssas,
and to producs thees ecomds when the Board
requires them o do 20 8z part of an gudit or
investgation. Records must be kept for thres yeara.

3. A foilure to comply with this CPD standord iz a
bresch of the legal requirements for regietration and
may consfitute behaviowr for which health, comduct
or parfomancs action may be taken undsr the
National Low =. T28({2).

4. Regiotrants must fulfil the reguiementz ast out in
ame of the following categoriea:

a

B

Beora aof )
il

Mamberz or fellows of medical collegez
acoredited by the AMC — by mesting the
atandardz for GPD zst by their collsge. Mambera
or fellows of medical colleges accreditad by the
AMGC can only chooee a self dirscted program of
CPD if that program mesetz the standanrds for CPD
aat by their collegs.

Medical apscialiste and genaml practitionsrs who
are not College mambers or fellows but sre on the
speciglist registar — by mesting the standards for
CPD ost by the relevant AMGC accredited college.

Madical practiticners who hold provisional
regiztration {interma). or limited mgistration for
poetgraduste fraining or supenissd practics, or
peneral regiztration and amre prevocational trainess
or collegs vocational trainess muet participats in
ihe supsnized treining and sducation programs
szaocigted with their position. Mote that
requiremeantz for training or uperviesd practice
may be apecifisd in guidslines izsued from time fo
time by the Board.

Medical practitionsr who hold limited registration
for area of need muszt complste CPD activitisa
apecified in their supervizion plan. Note that
requiremants for aupsenizion may be specifisd in
guidslinas izzusd from tima to time by the Board.
Medical practitionsrz who hold limited registration
for teaching or ressarch must complsts a
minimnurn of 10 houra CPD per year {in addition

to their teaching load) that &= relevant to their
teaching or ressarch role.

Medical practitioners who hold limited registration
in the public interest muat complete CPD activitiee
epecified in their conditionz of registration. Those
who hold limited registration in the public interect
for occasional practice, prescribing and referral
must complete a minimum of 10 hours CPD per
year focused on the particular nature of their
practice; for example, therapeutics.

Madical practitionerz who are not on the specialist
regizter and do not ff into categorias $c). (d). (s}
or {f) must complats a minimum. of 50 hours of
CPD per year, and may chooos a self-directed
program. Ssif-directed programsa must includs
practice-bazed reflactive slemsanta ouch as clinical
audit, pesr review or parformance appraizal,

oz well a2 participation in activitisz to snhancs
knowledge such az coursea, conferences and
onling kearning.-

Kym Irving Consulting
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Continuing professional development

registration standard

5.  Temporany abssnce from practice:
a} for up to one year — no GPD reguirement

b) for bstween one and thres yeam — complsts a
mimimum of one year's pro mia of GPD activitiss
rabevant o the intended acops of practics prior
to ecommencament, designed fo maintain and
updats knowledge and clinical judgament.

c} An abssnca of more than thres years iz not
regarded az a temporary absence h}ri.ha Board.
Applicanta are reguired to provide a plan for
professionsl developmeant and for re-entry to
alzo reguiremant 1{c) of the Board= "Ascency of
practice’ ragistration ztendard (Sachon 1.5).

Definitions

Continuing professional development iz the maans by
which mamberz of the profeasion maintain, improve and
broaden their knowledge. sxpartize and compstsncea, and
dewvalop the perzonal gualities required in their profeszional
livas.

Practice means any rle, whethar mmunsrated or not, in
which the individual uses their sldllz and knowlsdgs az a
heaith practitionar in their profession. For the purposes
of thiz registration stsndard, practice iz not reatricted to
the provizion of dirsct clinical cams. | alao includes ueing
profazsional knowlsdge in a dirsct nonclinical relafionship
with clients, working in managameant, administration,
education, ressarch, advizory, regulstory or policy
davelopment roles. and any other rolas that impact on
zafe, sfisctive dalivery of sendcss in the profesaion

Review

Thiz standsrd will commence on 1 July 2010 The Board
will review thiz standard at least swery three years.

I

p.2
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