














 
 

 

To the Medical Board of Australia 

 
Australian Health Practitioner Regulation Agency 
G.P.O. Box 9958 
Melbourne VIC 3001 

 
 Provision of clinical advice on health checks for doctors aged 70 years and older 

 

 
 

We note the following: 

1. There are a number of models overseas for providing physical and cognitive health checks 
for doctors (see the very comprehensive Californian Public Protection and Physician Health 
Guidelines Assessing Late Career Practitioners: Policies and Procedures for Age-based 
Screening https://www.cppph.org); 

2. Consideration of candidate tools for cognitive screening is complex due to: - 
(i) The practice effects of tools such as the Mini Mental State Examination (MMSE) or 

the Montreal Cognitive Examination Assessment (MOCA) used routinely in many 
health environments, and with which most clinicians are familiar; 

(ii) ceiling effects of the above tools in highly intelligent individuals; 
(iii) the failure of such tools such as the MMSE to test frontal systems; 
(iv) normative scores for physicians are only available for a limited number of tools; 
(v) the Addenbrooke tools (e.g. ACE-111 and ACE-R) may be possible suitable 

candidates, and there has been one study using the ACE-R although the ACE-R is 
beset with a number of copyright issues due to the MMSE embedded within it; 

(vi) inevitably several tools will be required due to the foreseeable practice effects after 
one round of screening; 

(vii) default options (e.g. NUCOG) will be particularly required for neurologists, old age 
psychiatrists and geriatricians who will be familiar with many of the extended 
cognitive screening tools such as the Addenbrooke tools; 

(viii) “cut offs” for significance and triggers for referral for further screening are unknown 
in doctors; 

(ix) prevalence of significant cognitive impairment – i.e. that which would preclude 
practice – is unknown in doctors which makes scoping difficult. We note that, for 
some, even Mild Cognitive Impairment will often be a significant constraint to 
practice, or require significant changes to practice. Data from amyloid-PET studies 
(e.g. AIBL) indicates 35% of “healthy” 70 year and above persons have excess 
amyloid in their brains, with a group reduction in memory scores of 0.5 SD below 
those without amyloid. The significance of this to doctors is unknown but very 
clearly points to the complexity of what “healthy and safe for practice” actually 
means, in particular the Board’s intent to “identify those at risk”; 

(x) Distant online completion of tools cannot guarantee that the identified doctor has 
actually completed the tool. 



3. Consideration of appropriate assessors is complex because: 
a. The most feasible screening would be a ‘one stop’ physical and cognitive health 

check; 
b. Overseas models use trained accredited providers; 
c. Use of the doctor’s own GP may be problematic for a number of reasons, including: 

i. Evidence suggests that many GPs are not skilled in cognitive screening and 
detection of dementia; 

ii. Evidence suggests that GPs themselves are considered one of the high-risk 
groups for impairment and failure to recognise the need for retirement; 

iii. By definition, a doctor’s GP will have a Conflict of Interest by virtue of being 
an advocate for their patient, and often having a long-term relationship with 
them. It is well-recognised that even for experienced GP assessors, it is 
difficult to maintain detachment, and to give constructive feedback in 
relation to fairly senior colleagues who are not doing particularly well; 

iv. “Collusive collegiality” is a commonly encountered problem in a profession 
that has not shifted to systemic acknowledgement of ageing as an important 
issue. The literature has shown that not all doctors believe that impaired or 
incompetent colleagues should be reported to regulatory authorities, and 
amongst those who identify impairment or incompetence in colleagues, 33- 
45% of doctors do not act on this. 

d. Robust training of assessors is required in: 
(i) cognitive screening and the use of whatever tool is chosen; 
(ii) sensitive disclosure in light of the risks associated with first 

diagnosis of dementia in a population who have not invited 
assessment; 

(iii) lifestyle toolkits for ageing and retirement advice; 
4. There is a complexity in the choice of physical screens; despite myriad overseas models, 

some more complex than others. Perhaps physical screening should be restricted to minimal 
health status for practice and based on a general frailty assessment model. Further 
complexity is rendered by the variation required to meet different specialty task demands; 

5. A two-tiered approach of a pool of trained GP assessors as initial screeners with referral to a 
pool of appropriate specialists (or perhaps Dr-specialist of choice) with some oversight or 
regulation of compliance with follow-up would be important; 

6. A clinical pathway model is useful with integration within current legislative frameworks and 
impairment pathways; 

7. Priming of the target audience is considered important to engage an otherwise resistive 
profession. In doing so it would be useful to acknowledge and engage the extensive and 
ground-breaking work already undertaken by several of the Australian medical colleges such 
as the Colleges of Surgeons and Anaesthetists; 

8. Infrastructure with resources is considered useful; 
9. As proposed by the Board, assessors would need legislative protection and clear training 

around their responsibilities under the legislation, not unlike work we have been involved in 
with the Victorian VAD legislation – where doctors providing services under that legislation 
will receive training (embedded within the legislation). 



Signed 

 

 

  

 

 

 

 

 

 

 

 

 




