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This is the second report on the Committee's inquiry into the prescription and

supply of drugs and examines the role of doctors as a central part of the medicines

distribution chain.

It is tabled at a time when increasing scrutiny is being given to the place of

medicines in health and the dangers as well as the benefits of using potent

substances to improve individual well-being. Emphasis has also been placed on the

important role of the patient as the consumer of these products, stressing the need

to exercise responsibility for maintaining and monitoring individual responses to

treatment regimes.

The report follows the Committee's first report which discussed the role of the

pharmaceutical industry and the regulatory framework underpinning drug

distribution. The first report was tabled in March this year.

In the Government's response to the first report, support was given to all but one

of the Committee's 43 recommendations. The Committee welcomes the Government's

timely response and is pleased to note the level of support for its work to date.

It illustrates the importance of maintaining a coordinated and cooperative approach

from all major players to achieving the best possible health outcomes for all

Australians.
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The second report also builds on the partnership approach to managing medicines,

as did the first, and stresses the importance of securing support from all players

involved in the whole system. This includes the manufacturers, the regulators, the

prescribers, the dispensers and the consumers. All of these have equal and

interdependent roles to play in order to maximise the benefits to be gained from the

enormous advances achieved in medicinal therapy to date.

Harry Jenkins, MP
Chairman
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The House of Representatives Standing Committee on Community Affairs
is to inquire into and report to the Parliament on:

i) current legislative and regulatory controls and professional
practices which influence the prescribing, retailing, supply and
consumption of Pharmaceuticals;

ii) the responsibilities and standards which should apply to the
distribution, promotion and marketing of Pharmaceuticals; and

iii) the range and quality of information and education on appropriate
drug use as opposed to commercial promotion and marketing.
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1. The Committee recommends that the core curriculum in clinical
pharmacology be taught in all medical schools in a broad context which
includes community, as well as institutional settings of prescribing,
(para 2.18)

2. The Committee believes it important that all undergraduate medical students
be assessed on their interactive skills and recommends that all students
should be required to pass communication units as part of their curriculum.
Furthermore, the Committee believes that such behavioural studies should
play an integrated role in undergraduate courses, reintroduced and reinforced
through clinical role models, (para 2.24)

3. The Committee recommends that the General Practice Consultative
Committee undertake a national review of medical school use of preceptors
in order to ascertain how the contribution of preceptors to medical education
should be recognised, (para 2.35)

The Committee recommends that the Royal Australian College of General
Practitioners be funded to conduct research to evaluate the long term
influence of intern acquired prescribing on doctors in private practice, (para
2.55)

CHAPTER 3 - Vocational Training and Continuing Medical Education

5. The Committee considers it imperative that all continuing medical education
courses include a quality use of medicines component and recommends
accordingly, (para 3.16)

6. The Committee supports developments to improve continuing education
opportunities for health professionals in rural and isolated areas and
recommends that funding for the Rural Health Support Education and
Training program be maintained, (para 3.20)

7. The Committee recommends that the needs of rural practitioners receive
greater emphasis under the Family Medicine Program and Quality Assurance
Program, (para 3.22)
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The Committee recommends that a comprehensive assessment of grants
allocated under the variety of schemes in the general practice area be
monitored to ensure progress towards clear goals. Furthermore, scrutiny of
these grants should include money made available under rural incentive
schemes and general practice division funding to minimise duplication and
provide maximum target effectiveness, (para 3.29)

The Committee recommends that financial and administrative responsibility
for the "Australian Prescriber" journal be moved from the Therapeutic Goods
Administration to an area in the Department of Health, Housing &
Community Services more directly concerned with pharmaceutical education.
The Committee stresses, however, that the journal should be allowed to
maintain its editorial independence, (para 3.36)

10. The Committee recommends that the "Australian Prescriber" journal be
allocated additional funds so as to allow it to be distributed at least once
every two months, (para 3.38)

11. The Committee also recommends that "Australian Prescriber" produce an
index for its back issues so that it can be more easily used as a drug reference
guide, (para 3.39)

12. The Committee views with concern the reluctance by organisations who have
useful information which could improve existing pharmacoepidemiological
information bases and recommends that this information should be provided
to legitimate research and government bodies on the basis that the
information not reveal details of individual doctors or patients or
pharmaceutical companies, (para 4.14)

13. The Committee recommends that the Australian Adverse Drug Reactions
Bulletin be issued every two months to increase its impact and to maintain
the emphasis on reporting adverse drug reactions, (para 4.21)

14. The Committee supports the views expressed in the issues paper on
pharmaceutical drug use in Australia and recommends that the Government
should seek the agreement of State and Territory health authorities for ways
of supplementing the pharmaceutical database by inclusion of State data
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sources such as drug use data from public hospitals. This would mean that
public hospitals must strengthen their adverse drug reporting processes and
provide aggregated information on drug use. (para 4.24)

15. The Committee further recommends that professional and consumer
associations should be involved in developing new methods to increase the
rate of reporting of adverse drug reactions, in line with suggestions made by
the Consumers' Health Forum, (para 4.25)

16 The Committee supports the work of the Department of Health, Housing &
Community Services in sponsoring academic detailing pilot studies and
recommends that further nationally based academic detailing projects be
sponsored on the basis of evaluations of the present schemes to examine
longer term benefits, (para 5.15)

17. On the basis that there is an expressed need for a coordination function for
current hospital based drug information services operating in most States, the
Committee recommends the reestablishment of a small coordinating unit
within the Department of Health, Housing & Community Services whose task
it would be to maintain a consolidated database linking States to a national
drug information service which would have benefit for medical practitioners
and pharmacists, (para 5.25)

18. In order to counter the reservations expressed to the Committee about the
use of such a service, it is further recommended that the existence of a
national drug information service and its database collection should be widely
advertised and promoted to the medical profession and to pharmacists,
(para 5.28)

19. The Committee supports the continuation of work to develop national
therapeutic guidelines and recommends that such guidelines complement an
Australian National Formulary in the form of a compendium volume, updated
on a regular basis, (para 5.39)
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CHAPTER 6 - Government Strategies

20. The Committee recommends, in line with the Minister's announcement, that
the PHARM Working Party continue its work as an implementation
committee receiving appropriate support from the Department of Health,
Housing & Community Services. One of the aims of this implementation
committee should be to examine in greater detail the scope and functions of
the proposed national centre for the quality use of medicines, (para 6.11)

21. It is further recommended that a small unit of dedicated Departmental staff
be established within the Pharmaceutical Benefits Branch to develop
guidelines and an operational charter for such a national centre, (para 6.11)

22. In the longer term, a national centre for quality use of medicines should be
established in an academic setting to give it the credibility and objectiveness
necessary to develop policy which will be acceptable to the range of interest
groups who will be affected by its work. Such a centre should primarily be
funded by government, as the potential savings in better use of drugs through
the PBS should offset any running costs associated with the establishment
and maintenance of the national centre, (para 6.12)

23. The structure of the general practice consultative process would appear to be
a little cumbersome. The Committee does not consider it necessary to have
two levels of monitoring for the working parties and recommends that the
General Practice Consultative Committee should be the body to which the
working parties report directly, (para 6.19)

Moreover, some of the working parties do not appear to be very active and
the Committee recommends that a rationalisation of the functions and
effectiveness of all working parties be undertaken as part of the consultative
process. (6.21)

25. The Committee recommends that the memberships of the General Practice
Consultative Committee and the Diagnostics and Pharmaceutical Working
Party be expanded to include the Health Insurance Commission, (para 6.24)

26. With the aim of using Departmental resources more efficiently and
establishing stronger links between the General Practice Branch and the
Pharmaceutical Benefits Branch, the Committee recommends that a
comprehensive database should be developed to coordinate all educational
activities impacting on prescribing, (para 6.25)
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27. The Committee recommends that the Health Insurance Commission give
consideration to making medication review an individual consultation item
under Medicare, (para 7.50)

The Committee recommends that the facilities of the Translating and
Interpreting Service and courses on successfully using interpreters be
promoted to health professionals through the appropriate professional
journals. The Committee recommends that this promotion be funded by the
Department of Health, Housing & Community Services. This is an example
of an area where the pharmaceutical industry could also extend its range of
educational activities, (para 7.56)

CHAPTER 8 - The Team Approach

29. The Committee recommends that the communication links between
outpatient clinics and general practitioners be a focus of further research and
that funds be provided under the Federal Government's 1992-93 Budget
allocation for further incentives to improve continuity of care by general
practitioners. Such research should determine the extent of this problem,
(para 8.25)

30. The Committee recommends that individual nurses with specific training be
licensed to dispense a limited range of prescribed drugs at specific locations.
For example, in an urban context, nurses could dispense oral contraceptives
through family planning clinics. In remote areas, nurses could dispense
antibiotics when a doctor is not available or contactable. The Committee
appreciates that implementation of this recommendation requires
amendments to State and Territory legislation, (para 8.36)
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1.1 On 20 June 1990, the Minister for Aged, Family and Health Services,

the Hon Peter Staples MP, asked the Committee to inquire into and report to the

Parliament on:

i) current legislative and regulatory controls and professional

practices which influence the prescribing, retailing, supply and

consumption of Pharmaceuticals;

ii) the responsibilities and standards which should apply to the

distribution, promotion and marketing of Pharmaceuticals; and

iii) the range and quality of information and education on

appropriate drug use as opposed to commercial promotion and

marketing.

1.2 Because of the broad scope of the inquiry, the Committee decided to

table three separate reports, each addressing selected aspects of the terms of

reference. The first report, titled "Regulation and the Pharmaceutical Industry" was

tabled in Parliament on 24 March 1992 and focused on the current legislative and

regulatory controls and the responsibilities and standards which should apply to the

promotion and marketing of Pharmaceuticals.

1.3 This, the second report, which should be read in conjunction with the

first, focuses on the professional practices which influence the prescribing of

1



Pharmaceuticals and the range and quality of information and education on

appropriate drug use as opposed to commercial promotion and marketing.

1.4 The final report will examine the current legislative and regulatory

controls and professional practices which influence the distribution, retailing and

supply of pharmaceuticals.

1.5 To assist its investigations for the second report and to build on

information already gathered during earlier stages of the inquiry, the Cdmmittee

held further public hearings in Adelaide, Alice Springs, Canberra, Melbourne and

Sydney. A list of witnesses who appeared before the Committee can be found at

Appendix I.

1.6 Informal discussions were also held at a number of centres. In

Adelaide the Committee was briefed on the Drug and Therapeutics Information

Service (DATIS) run from the Daw Park Repatriation General Hospital and in

Sydney the Committee held discussions with the NSW Therapeutic Assessment

Group and other staff from St Vincent's Public Hospital

1.7 In addition, the Committee visited the University of Newcastle and

consulted staff in several departments involved in the teaching of medical and

nursing students. Discussions were also held with the Royal Australian College of

General Practitioners (RACGP) concerning continuing medical education.

Furthermore, the Committee Secretariat was represented at the following national

conferences: the Academic Detailing National Workshop, held in Sydney in April

1992; the Australian National Formulary Workshop, held in Melbourne in June

1992; and the Consumer Medication Information and Education Seminar, held in

Sydney in July 1992.

1.8 The final section of the Committee's first report gave an indication of

future directions for the remainder of the inquiry and outlined areas which would

be dealt with in the subsequent parts of the Committee's investigations.



1.9 Since the completion of the Committee's first report, major

developments have occurred in areas to be addressed as part of the second stage of

the Committee's inquiry.

1.10 The Trade Practices Commission's draft report on self-regulation of

therapeutic goods advertising and promotion was extensively covered in the first

report, already tabled. In its final report on the self-regulation of promotion and

advertising of therapeutic goods, the Commission has also made some observations

on rational prescribing practice and the promotional activities of the pharmaceutical

industry, which may distort appropriate prescribing practices.

1.11 A major document on the quality use of medicines has been prepared

by the Department of Health, Housing & Community Services in conjunction with

the Pharmaceutical Health and the Rational Use of Medicines (PHARM) Working

Party. The PHARM draft policy examines educational initiatives and other

strategies for encouraging better use of medicines.

1.12 In addition, two reports released as issues papers for the National

Health Strategy, conducted by Jenny Macklin, have covered areas relating to the

future of general practice as well as a comprehensive analysis of issues in

pharmaceutical drug use in Australia. This work forms some of the backdrop to this

inquiry into the prescription and supply of drugs and has a direct bearing on health

outcomes, particularly in relation to prescribing and medication management.

Reference has been made to these reports where appropriate.

1.13 As outlined in the Committee's first report, any approach to foster

quality drug use at a national level relies on cooperation and coordination between

government, the industry, health professionals and consumers. Suboptimal use of

medicines includes underutilization as well as overutilization and in the context of

prescribing involves underprescribing, misprescribing and overprescribing.



1.14 Inappropriate use of non prescription products in combination with or

instead of prescribed drugs also complicates good medication management.

Reference is made to the appropriateness of non drug therapy in situations where

drugs may not the most appropriate way of providing optimal patient care.

1.15 However, the Committee also recognises that drugs do constitute a very

important component of the therapeutic armoury and that, when used judiciously,

pharmaceutical products are of immense value in promoting and maintaining good

health. This is also important in the context of known side effects, .where the

benefits of drug therapy have to be weighed against the potentially known

deleterious effects that a drug or combination of drugs may have on individual well-

being.

1.16 Against the background that studies in Australia have indicated that

the cost of hospital admissions on the basis of adverse drug reactions may result in

costs in dollar terms of between $55-69 million in one year1, the consequences of

suboptimal drug use in Australia are serious. An estimated 30 000 to 40 000

hospital admissions and 700 -1 400 deaths relate to drug use each year2.

1.17 The question of improving drug use is very complex because it involves

several stages in the distribution chain and consequential potential for

communication breakdown at each part of the link. Each year, about 160 million

prescriptions are dispensed in Australia, with each prescription passing through at

least three sets of hands before use. Moreover, many individuals receive care from

a number of doctors and institutions.

National Health Strategy Issues Paper No 4, Issues in Pharmaceutical Drug Use in Australia,
June 1992, p 36.

Harvey R, unpublished paper, 1992.



1.18 In 1989-90 over 16 000 people aged over 70 years received medical

services from six or more general practitioners while about 17 000 people aged

between 60 and 70 years were also attended to by six or more general practitioners.

In addition to this, more than 10% of pensioners have Pharmaceutical Benefits

Scheme (PBS) prescriptions filled at three or more pharmacies. Eighteen percent

of pensioners who received PBS drugs in the community received one or more

prescriptions per week (52 per year), while 40% of residents in hostels received one

or more per week3.

1.19 This report aims to examine the second part of the distribution chain,

namely the prescriber and in so doing will look at factors contributing to the

assessment a doctor makes in arriving at a prescribing decision, look at objective

sources of information on drug usage and finally examine ways of encouraging more

appropriate use of available drugs as part of an overall strategy for promoting and

maintaining good health.

1.20 As the role of the prescriber is pivotal in the decision making process

whereby a patient receives appropriate treatment for a particular condition, this

report commences with a detailed discussion of the training of medical practitioners

both at the undergraduate level and continuing into postgraduate and further

education.

1.21 In its examination of prescriber training, the Committee highlights the

importance of good communication skills. Communication is vital in all professional

areas where technical information is to be imparted. It is particularly important

where it involves giving and receiving information which can make a significant

difference to the well-being of individuals and give better health messages to the

broader community.

Ibid.



1.22 The Committee is aware of extensive consultations between

Government and the medical profession in relation to changes in general practice.

Proposed reforms involve the removal of many barriers to general practitioner

involvement in health promotion and creating greater incentives for doctors to

become more involved in providing better care to patients. This includes such

general practice reforms as vocational registration and quality assurance,

1.23 Other information which clinicians could use to make judgements and

which could provide a better basis for making assessments about appropriate drug

therapy includes academic detailing and use of therapeutic guidelines. These are

discussed in greater detail later in this report.

1.24 The role of the pharmaceutical industry, which to a large extent has

been canvassed in the Committee's first report, is further discussed in relation to the

role and influence of industry in medical education.

1.25 Without a good database of drug utilisation, it is impossible to provide

adequate feedback and information either in the form of peer review or more

generally, to be able to evaluate present levels of consumption of pharmaceutical

products in the community. The Committee has made some recommendations about

ways of providing a more comprehensive drug database by better use of existing

mechanisms and better cooperation between bodies who have a responsibility in this

regard. The report also examines various Government strategies which are designed

to improve and inform medication use and to obtain better community health

outcomes. These include the elements of the Pharmaceutical Education Strategy.

1.26 With the focus on patients as consumers, the report addresses various

consumer initiatives to improve patient access to information and to encourage

patients to become more actively involved in the management of their own

medication and to take individual control of their own well-being.



1.27 Finally, the report deals with the health care team approach involving

hospital, institutional and community settings looking particularly at the role of

nurses in the community setting and discharge arrangements for patients. The role

of pharmacy and community and hospital pharmacists will be examined in the

Committee's third report.



2.1 In 1991-92, Australians were prescribed 94 million scripts at a cost to

the Pharmaceutical Benefits Scheme of approximately $1.14 billion. (Health

Insurance Commission: Transcript of evidence, p 1671) Not included in this figure

are prescriptions not presently captured by the Health Insurance Commission as

part of its data collection (a greater discussion of this issue can be found in Chapter

4). This level of fiscal outlay on one component of the health care system leads to

the expectation that doctors will prescribe appropriately, taking account of relevant

factors contributing to quality medicinal usage.

2.2 Appropriate prescribing is premised on the recognition that the

management of all conditions requires consideration of non drug as well as

pharmaceutical options. In order to ensure quality use of medicines, a doctor should

on the basis of the diagnosis, determine whether drug or non drug treatment is best.

2.3 If drug treatment is chosen, a doctor needs to be able to prescribe the

most effective drug after taking into account the patient's clinical condition; be able

to assess the risks and benefits of a particular regimen and any potential contra

indications if the patient is on multiple medications; determine the correct dosage

and length of treatment; consider whether less costly alternatives would be equally

effective and monitor any adverse drug reactions. Finally the prescriber needs to

The issue of limited prescribing rights for nurses is addressed in Chapter 8.



be able to communicate with patients in a way that enables the patients to use drugs

correctly and safely2.

2.4 However, in practice, not all doctors prescribe appropriately according

to recent data indicating the extent of suboptimal prescribing in Australia. Studies

of drug use in hospitals, nursing homes and the community show that even after

correct diagnoses, doctors prescribe clinically incorrect drug treatments for

approximately 2% - 5% of scripts written, which is equivalent to 3.2 to 8.0 million

PBS prescriptions in 1991-923. Such errors include prescribing contra indicated

drugs, overprescribing, underprescribing and prescribing in ways that are

inconsistent with recommended clinical practice. The data available is not definitive

and difficult to extrapolate from, but indicates that one consequence of this

suboptimal prescribing was some 30 000-40 000 pharmaceutical related hospital

admissions in one year4.

2.5 Suboptimal drug use is influenced by a range of factors. Improved

usage will involve close cooperation between manufacturers, prescribers, dispensers,

government regulators and consumers of Pharmaceuticals.

2.6 One of the first steps in encouraging quality drug use and reducing

prescribing errors is to ensure that doctors are given a firm grounding in the

principles of optimal prescribing as part of general medical education. These

principles need to be introduced at the undergraduate level and then reinforced and

developed during post graduate internships and vocational and other continuing

medical education to ensure that newly trained doctors can prescribe appropriately

and effectively.

2 PHARM: A Policy on the Quality Use of Medicines (Draft) May 1992, Appendix III.

For a review of literature evaluating suboptimal prescribing in Australia see A Policy on the
Quality Use of Medicines (Draft), op eit, Appendix I and Issues in Pharmaceutical Drug Use
in Australia, op cit.

Issues in Pharmaceutical Drug Use in Australia, op cit, p 35,



2.7 The Committee is concerned that too many doctors are completing

their undergraduate medical education without a firm grounding in the principles

of optimal drug use. The Committee has been told:

"One of the problems in our country has been that there has been an
under emphasis on therapeutics education for prescribers as opposed
to education concerning diagnosis. This has been an historical
imbalance... and we believe that it is misplaced and unbalanced because
a major activity of doctors is to prescribe. In fact, if you look carefully
at what doctors do, you will see that a big proportion of what they do
is to prescribe and to manage, yet the balance in undergraduate
education is the other way around". (St Vincent's Hospital: Transcript
of evidence, pp 1478-79)

and furthermore, that:

"Students get quite a lot of lectures, which are a cost effective way of
off-loading information to students but there is not a lot of help for
students in learning the practical problems of making decisions about
patients... but that is a symptom of a much larger problem in dealing
with a course that is over hospital dominated, and prepares students
badly, to some extent, for having to go out into the community to
practice". (Department of Social and Preventive Medicine, University
of Queensland Medical School: Transcript of evidence, p 886)

2.8 The study of drugs and their effects on patients (clinical pharmacology)

and appropriate disease treatments (therapeutics) are vital components in the

practice of good medicine. A member of the Royal Australasian College of

Physicians' (RACP) Therapeutics Committee believes that the best one can do for

medical students to encourage optimal prescribing is:

"to provide them with a good framework of understanding of the
principles of pharmacology and the principles of clinical
pharmacology... I think that is what we should be aiming to do at an
undergraduate level". (RACP: Transcript of evidence, p 1191).

10



2.9 This view is supported by the Chair of the Pharmaceutical Health and

the Rational use of Medicines (PHARM) Working Party who told the Committee

that "a very good core curriculum in clinical pharmacology" is needed in medical

schools. (PHARM: Transcript of evidence, p 1639)

2.10 The Committee has been told, however, by a number of witnesses that

most medical students are not taught enough clinical pharmacology or therapeutics.

The Australasian Society of Clinical and Experimental Pharmacologists and

Toxicologists (ASCEPT) stated:

"It is generally accepted that at present there is overuse and irrational
use of prescription drugs in Australia. We consider that the situation
is unlikely to change until we have a medical profession which has
been fully educated in the basic principles of Clinical Pharmacology
and Therapeutics". (ASCEPT: Submission, p 176)

2.11 Staff from one hospital believe:

"It comes back to the question of how much therapeutics is taught to
doctors... I really do not think enough is taught". (Daw Park
Repatriation General Hospital: Transcript of evidence, p 1339)

2.12 It appears that not only is there insufficient clinical pharmacology

taught to students, but that it varies between medical schools. In 1988, the

Consumers' Health Forum (CHF) surveyed medical schools across Australia and

concluded that there "was marked variation in the information provided by various

Schools, the hours they allocated to therapeutics and the topics listed"5.

2.13 While there have been minor improvements since 1988, there are still

marked variations in the teaching hours and emphasis placed on the subject by

medical schools. For example, some schools teach clinical pharmacology in first and

second years, others introduce the subject in third year; some schools use tutorials,

others combinations of tutorials and lectures and some units are not formally

5 CHF, Towards a National Medicinal Drug Policy for Australia: Implications for Medical
Schools, Health Forum, No 10, July/August 1089, p X.

11



assessed, although most are^. The Australian Medical Association (AMA) raised

this as a matter of concern, commenting that:

"on the education process, there is room for improvement. Clearly we
know that. There is not sufficient uniformity in the undergraduate
therapeutic area. That could be improved. (AMA: Transcript of
evidence, p 1709)

2.14 The problem is compounded by the limited number of clinical

pharmacologists available to teach students in their preclinical and clinical courses.

The Director of Clinical Pharmacology at St Vincent's hospital in Sydney warned

that:

"without a clinical pharmacologist in major teaching hospitals and at
major universities given the remit to oversee the quality of
therapeutics education, we will remain in a parlous state with regard
to therapeutics standards in the community". (St Vincent's Hospital:
Transcript of evidence, p 1479)

2.15 In December 1991, ASCEPT codified a core curriculum in clinical

pharmacology to be presented to each of the medical schools as the minimum level

of knowledge and skills on clinical pharmacology that should be taught to students.

ASCEPT has subsequently been awarded a Commonwealth Pharmaceutical Benefits

Scheme Education Program tender to assist in the take up and implementation of

the core curriculum.

2.16 The Committee is well aware that students need exposure to a number

of disciplines in their undergraduate training and that any increase in clinical

pharmacology teaching time will mean a corresponding decrease in the teaching time

for other disciplines. Nevertheless, the Committee believes that clinical

pharmacology needs greater prominence in undergraduate curricula in the interests

of optimising the quality use of medicines.

2.17 Accordingly, the Committee supports ASCEPT's endeavours to

6 ASCEPT: A Core Curriculum in Clinical Pharmacology (Draft), December 1991, Annexe 3.

12



introduce a common core curriculum into each of the medical schools. The

Committee is also encouraged by the example of the University of Newcastle's

introduction of clinical pharmacology units from first year level.

2.18 The Comioittee recommends that the core cunriculum in clinical

pliarmaeology be taugbt in all medical schools in a broad context which includes

community, as well as institutional settings of prescribing.

2.19 Quality drug use requires a close interaction between health

professionals and patients. The basis of that interaction is good communication

skills. Doctors need to gather accurate information from patients in a non

judgemental and accepting way. Furthermore, if drug treatment is selected, doctors

then have the responsibility for giving patients enough information in a

comprehensible form so that the patients can take the medication safely and as

directed. However, there is evidence from consumer groups and independent studies

that many doctors lack adequate communication skills to impart this information

to their patients. The CHF explained:

"There is a widespread concern about general practitioners lacking
communication skills, and that affects the information that they are
able to impart to their patients... People also complain of not being
listened to, of being patronised, and that relates particularly to the
elderly. They feel that when explanations are given they are not given
in terms that ordinary people can understand. Above all, they do not
feel free to ask questions". (CHF: Transcript of evidence, pp 1712-13)

and that "It is no good treating somebody if the person does not understand what

the treatment is about". (CHF: Transcript of evidence, p 1714)

2.20 The Committee addressed the link between consumer information and

patient compliance in Chapter 5 of its first report, citing evidence that patients who
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were better informed about their treatment were more likely to comply with their

drug regimen. Research has also indicated a link between non compliance and

"adverse patient outcomes"7. The Springvale Community Aid & Advice Bureau

gave the Committee some examples of this:

"a client of the Bureau was prescribed a strong liniment for her
arthritis. She understood it to be a medicine, ate it, and subsequently
died". (Springvale Community Aid & Advice Bureau: Transcript of
evidence, p 1261)

2.21 The Bureau also detailed reports of women who did not understand the

instructions they were given for oral contraceptives and subsequently became

pregnant and of other patients who took suppositories orally. (Springvale

Community Aid & Advice Bureau: Transcript of evidence, p 1261) These

communication problems are, of course, compounded when doctors and patients are

from different ethnic backgrounds and speak different languages. This is developed

in more detail in Chapter 7.

2.22 After evaluating a group of doctors and patients from the Newcastle

region in NSW, a research group concluded that "thorough training in

communication and compliance-aiding strategies needs to be introduced in the

undergraduate medical curriculum... "8. The CHF also believes that the "emphasis

on giving GPs and doctors generally greater communication skills is imperative".

(CHF: Transcript of evidence, p 1714)

2.23 The Committee is pleased to note that these issues are now being

addressed by a number of medical schools using patient role playing and video feed

back sessions to develop students' interactive techniques. One witness reported on

Issues in Pharmaceutical Drug Use in Australia, op cit, p 49.

Cockburn J et al, The process and content of general-practice consultations that involve
prescription of antibiotic agents, Medical Journal of Australia, 147, 1987, p 324.



the practice at Monash Medical Centre9:

"we commenced a course in communication skills which really got the
thumbs down and although we went ahead with it, there was very
little support. Now that has all changed. Communication skills are
taught in every year of the course... So I think it now has a very high
priority". (Prof Carson: Transcript of evidence, p 1283)

2.24 Given the complaints by consumer groups and demonstrated links

between patient compliance and doctor/patient communication, the Committee

believes it important that all undergraduate medical students be assessed on their

interactive skills. The Committee recommends that all students should be required

to pass communication units as part of their curriculum. Furthermore, the

Committee believes that such behavioural studies should play an integrated role in

undergraduate courses, reintroduced and reinforced through clinical role models.

2.25 Given that over 50% of medical students ultimately become general

practitioners, it is important that students at least be exposed to prescribing "in

action" and made aware of the pressures faced by practitioners. The Committee

believes that departments of general and community practice have an important role

to play in exposing students to the processes of prescribing. These departments can

also emphasise preventive care and the importance of community health care

programs, topics not otherwise discussed in many undergraduate curricula. The

importance of such departments was highlighted by the AMA:

"the broader implications of how doctor prescribing affects health
outcomes and what the effect of their prescribing behaviour is on the
cost to the community and the various things that impinge on a
medical graduate or doctor to prescribe or not prescribe or use any

Monash has also received a PBS Education Program grant to expand its consulting skills
program and offer it to other medical schools.
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kind of treatment modality, those things are largely put together in the
departments of community medicine and general practice which the
AMA has advocated that the Government establish in every medical
school". (AMA: Transcript of evidence, pp 1685-86)

2.26 The University of Queensland's Department of Social and Preventive

Medicine believes that not enough is done in this area:

"Insufficient time in Medical Courses in this country is devoted to
teaching about practical matters relating to drug prescribing, eg, cost
effectiveness, legislation, drug safety & drug interactions".
(Department of Social and Preventive Medicine, University of
Queensland: Submission, p 536)

2.27 The National Health Strategy concurs, stating that "there should be

greater time devoted to general practice teaching for undergraduates"10.

2.28 Such departments can also have an important role to play in informing

students, as future prescribers, about the influence the pharmaceutical industry may

have on their prescribing patterns. As St Vincent's Hospital explained:

"We believe that medical practitioners gain a large proportion of their
information about drugs from pharmaceutical drug company detailers.
This activity has been largely overlooked by educators and it needs to
be looked at carefully and the whole activity explored for the benefit
of students who will become prescribers". (St Vincent's Hospital:
Transcript of evidence, p 1503)

2.29 With appropriate teaching, students should gain an understanding of

the role of pharmaceutical company detailers and recognise the value and limitations

of their information. Exposure to actual or role playing detailers, in the controlled

environment of medical schools or teaching hospitals, should assist students in

future to critically evaluate information from detailers.

2.30 While it is not the role of medical schools to train general practitioners

10 National Health Strategy, Issues Paper No 3, The Future of General Practice, March 1992,
P72.

16


