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Preface

Embarking on the journey to become a Fellowed Rural Generalist with the Australian College of Rural and
Remote Medicine (FACRRM) is a unique and significant undertaking. The Fellowship assessments, including
the Multiple-Choice Question (MCQ) exam, the Structured Assessment using Multiple Patient Scenarios
(StAMPS), and workplace-based assessments like the Case Based Discussion (CBD), represent crucial
milestones. These assessments demand not only broad clinical knowledge but also advanced clinical
reasoning, procedural skills, and a deep understanding of the rural context. Recognising these distinct
challenges, we at the GP Institute of Australia are proud to present this guide as part of our dedicated series to
support Rural Generalist trainees on their path to Fellowship.
Purpose and Scope
This book is specifically designed to be a comprehensive, high-yield resource focused squarely on preparing
candidates for the suite of ACRRM assessments. Our primary purpose is to equip Rural Generalist trainees
with the knowledge, skills, and confidence to succeed in the MCQ, StAMPS, and their ongoing workplace-
based assessments. The scope aligns directly with the ACRRM curriculum, covering the core domains and
professional competencies essential for a rural generalist. We address the common, critical, and unique
presentations encountered in rural and remote practice, aiming to bridge the gap between your rich clinical
experience and the specific requirements of the ACRRM's multifaceted assessment process.
Who is this Guide for?
This resource is tailored for Rural Generalist (RG) registrars at all stages of their training pathway, from early-
stage preparation to final consolidation before sitting the major fellowship assessments. While the diverse
experience gained in rural and remote posts is irreplaceable, this guide serves as an essential adjunct to
consolidate learning, master assessment formats, and apply your knowledge effectively under exam conditions.
Key Features
Understanding the unique demands of each assessment, this guide offers:
o Targeted Content Review: Concise summaries of high-yield topics mapped directly to the ACRRM
curriculum and its domains, ensuring relevant preparation for the MCQ exam.
e Exam Pearls: A last-minute revision tool to quickly brush up on your consolidated knowledge before
any assessment.
e A Structured Approach to StAMPS: Guidance on demonstrating safe and effective clinical
processes, communication, and decision-making in the simulated StAMPS environment.
o Integration of Core Competencies: Content is framed to help you demonstrate the ACRRM core
competencies, beneficial for both formal exams and workplace assessments like CBDs.
o Exam Strategies: Practical tips and techniques for approaching the MCQ and StAMPS exams,
including time management, question interpretation, and performance strategies.
Organization
The book is structured logically to facilitate focused study and progressive skill development. Initial sections
build the breadth of knowledge required for the MCQ exam, organized by the ACRRM clinical domains.
Subsequent sections are dedicated to mastering the practical assessments, providing frameworks and worked
examples for StAMPS scenarios and offering insights for excelling in Case Based Discussions. Throughout the
text, key learning points, clinical pearls, and exam tips are highlighted for easy reference and effective
revision.



Using This Guide

We encourage trainees to integrate this guide into their overall study plan right from Day 1 of your
training as a Rural Generalist Registrar. Use it alongside your clinical work in diverse rural and
remote settings, ACRRM learning resources, and peer study groups. Consolidate your knowledge
across the ACRRM domains. Then, work through the practice questions and scenarios under timed
conditions to simulate the MCQ and StAMPS exam experiences. At https://gpinstitute.com.au and
our ACRRM-specific learning portals, we have organised chapters and thousands of practice
questions relevant to the MCQ, StAMPS, and Case Based Discussion (CBD) assessments. We have
used our past 30 years of learning and mentoring experience and now pass it to you to deepen your
understanding of the principles required to be a successful and competent Rural Generalist.
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Achieving your FACRRM is a testament to your dedication, knowledge, and diverse skill set. We
hope this guide proves to be an invaluable companion in your preparation, helping you approach
your ACRRM assessments with confidence and competence. We wish you every success in your
examinations and your future career serving Australia's rural, remote, and First Nations
communities.
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**Disclaimer: **

Medicine is an ever-changing science. As new research and clinical experience broaden our
knowledge, changes in treatment and drug therapy are required. The authors, editors,
contributors, and the publisher of this work have checked with sources believed to be
reliable in their efforts to provide information that is complete and generally in accord with
the standards accepted at the time of publication. However, in view of the possibility of
human error or changes in medical sciences, neither the authors, editors, contributors, nor
the publisher, nor any other party who has been involved in the preparation or publication of
this work warrants that the information contained herein is in every respect accurate or
complete, and they disclaim all responsibility for any errors or omissions or for the results
obtained from use of the information contained in this work.

Readers are encouraged to confirm the information contained herein with other sources. For
example, and in particular, readers are advised to check the product information sheet
included in the package of each drug they plan to administer to be certain that the
information contained in this work is accurate and that changes have not been made in the
recommended dose or in the contraindications for administration. This recommendation is
of particular importance in connection with new or infrequently used drugs.

This book, GP Institute: FACRRM Fellowship Exam Guide, is intended as an
educational resource to assist Rural Generalist trainees in preparing for their ACRRM
Fellowship assessments, including the Multiple-Choice Question (MCQ) exam, Structured
Assessment using Multiple Patient Scenarios (StAMPS), and ongoing workplace-based
assessments. It is not intended to replace individual clinical judgment, substitute for formal
medical training or supervision, or guide specific patient care in any circumstances. The
content reflects the knowledge and practices current at the time of writing, but standards and
practices in medicine change. The views expressed are those of the authors/contributors and
do not necessarily reflect the official policy or position of the GP Institute of Australia or
any affiliated organisations. Reliance on information provided in this book is solely at the
user's own risk.
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How to Use This Resource: Your Guide to GP Fellowship
Success

This guide supports your Australian Rural Generalist fellowship journey with ACRRM. Think of it as a concise,
Rural Generalist-focused clinical companion, providing high-yield information clearly for the unique challenges
and broad scope of rural and remote practice.

Organized by the ACRRM clinical domains, each chapter offers summaries of essential knowledge, diagnosis,
and management relevant to Australian rural practice and current guidelines.

We update this resource every few months. Email us with suggestions for additions, updates, or corrections.
What are Exam Pearls?

Throughout the chapters, you will find Exam Pearls — high-yield facts and crucial clinical insights frequently
evaluated in the ACRRM MCQ and StAMPS assessments. These key concepts are designed for easy learning
and recall, not just for your exams but for your daily practice in a rural setting. Use them to make notes or revise
on the go.

Navigating This Resource:

e Start with chapters matching your current learning needs or clinical rotations. You can follow the
guide sequentially or jump to specific topics as required.

e Read each chapter thoroughly, noting the key concepts and management recommendations. The
content is designed to be concise yet comprehensive.

e Focus intently on ""Exam Pearls™ during your dedicated exam preparation. Consider highlighting
these sections or creating your own flashcards.

e Integrate this resource with your diverse clinical experiences in rural and remote posts to reinforce
learning and apply evidence-based practices that are relevant to your setting.

e Utilize this resource for revision. The structure, aligned with ACRRM domains, and the "Exam
Pearls™ are ideal for consolidating your knowledge before assessments.

¢ Remember, this guide is designed to supplement, not replace, your formal training and
supervision. Always refer to official guidelines and seek advice from your supervisors for specific
patient management.

By using this resource effectively, you will build the strong knowledge base and clinical reasoning skills
essential for your ACRRM assessments (MCQ, StAMPS, CBDs) and for providing quality patient care across
Australia’s diverse rural, remote, and First Nations communities.



The Role of the Rural Generalist Practitioner in Australia

Introduction

The Rural Generalist (RG) is a medical specialist who provides comprehensive, person-centred care tailored to
the unique context of rural and remote Australia. While grounded in the foundational principles of General
Practice, the RG role is defined by an expanded scope of practice, a deep connection to community, and the
ability to function with a high degree of clinical autonomy and resourcefulness. This chapter explores the
multifaceted role of the Australian Rural Generalist, aligning their functions with the core domains of practice
expected by the Australian College of Rural and Remote Medicine (ACRRM). A thorough understanding of this
scope is essential for effective rural practice and success in fellowship examinations.

Domains of Clinical Practice: Primary, Secondary, and Emergency Care
The clinical responsibilities of a Rural Generalist seamlessly integrate primary, secondary, and emergency care,
often within the same working day. This broad clinical scope is a defining feature of the profession.

1. Comprehensive Primary and Whole-of-Life Care
The RG is the cornerstone of primary healthcare in their community, managing a diverse patient population
across the entire lifespan with a strong emphasis on continuity and prevention.

e Managing Undifferentiated Illness: RGs are highly skilled in taking a focused history, performing a
relevant examination, and developing a robust differential diagnosis for patients presenting with non-
specific symptoms. They must be comfortable managing clinical uncertainty with appropriate safety-
netting, often with limited immediate access to diagnostic imaging or specialist opinion.

e  Chronic and Complex Disease Management: The RG is central to the long-term management of
chronic conditions such as diabetes, cardiovascular disease, COPD, chronic kidney disease, and
complex mental health issues. This involves not only monitoring and evidence-based prescribing but
also coordinating multidisciplinary care, often utilising Medicare's Chronic Disease Management
(CDM) items (e.g., GP Management Plans, Team Care Arrangements). Managing multimorbidity in the
context of limited local allied health support is a key skill.

e Preventive Health: RGs drive prevention and health promotion tailored to their community's needs.
This includes:

o Immunisations: Delivery of vaccines under the National Immunisation Program (NIP),
seasonal influenza, COVID-19, and travel vaccines, with accurate recording to the Australian
Immunisation Register (AIR).

o Screening: Facilitating national cancer screening programs (National Cervical Screening
Program, BreastScreen Australia, National Bowel Cancer Screening Program). Proactive
cardiovascular and metabolic risk assessment (e.g., using AUSDRISK).

o Lifestyle Modification: Utilising the SNAP framework (Smoking, Nutrition, Alcohol,
Physical activity) and behaviour change techniques to support patient health.

e Procedures in Primary Care: The RG maintains a broad procedural skillset for the primary care
setting, commonly including skin lesion assessment (with dermatoscopy), excisions and biopsies,
suturing, wound management, abscess drainage, joint injections, cryotherapy, and insertion/removal of
long-acting reversible contraception (LARC).

2. Secondary and Inpatient Care
Unlike many of their urban counterparts, most RGs are actively involved in local hospital care.
e Hospitalist Role: Many hold appointments as Visiting Medical Officers (VMOs) or Senior Medical
Officers (SMOs), admitting and managing their own patients in the local rural hospital. This ensures



unparalleled continuity of care, as the RG follows the patient's journey from the community, through a
hospital admission, and back to the community.

e Inpatient Management: This includes managing common acute conditions (e.g., pneumonia, cellulitis,
heart failure exacerbations), providing post-operative care, managing fluid and electrolyte balance, and
coordinating care within the hospital's multidisciplinary team.

3. Emergency Care
Emergency care is a core, non-negotiable competency for the Rural Generalist, not an optional or after-hours
role.

¢ First Responder and Definitive Care: The RG is often the most senior medical professional available
during medical and trauma emergencies. They must be skilled in the initial assessment, resuscitation,
and stabilisation of critically ill or injured patients of all ages, from neonates to the elderly.

e Advanced SKills: A high level of competence in Advanced Life Support (ALS) is essential. Many RGs
possess Advanced Specialised Training (AST) in areas like Emergency Medicine or Anaesthetics,
enabling them to perform advanced airway management, procedural sedation, manage complex trauma,
and administer definitive therapies like thrombolysis.

e Retrieval and Transfer Coordination: A key skill is recognising when a patient's needs exceed local
capacity. The RG must be adept at initiating and coordinating medical retrieval, liaising effectively with
services like the Royal Flying Doctor Service (RFDS) or state-based retrieval teams, providing a clear
clinical handover, and managing the patient until the retrieval team arrives.

Domains of Contextual Practice: Community and Professionalism
Beyond direct clinical care, the Rural Generalist's role is defined by their engagement with their community and
a unique set of professional responsibilities.

4. Population Health and Community Engagement
The RG functions not just as a clinician for individuals but as a health leader for the entire community.

e Population Health Approach: This involves understanding the specific demographic, socioeconomic,
and environmental determinants of health in their town. RGs are uniquely positioned to identify local
health trends and advocate for community-level interventions.

e Aboriginal and Torres Strait Islander Health: This is a core priority. The RG must practise with a
high degree of cultural safety, which involves ongoing self-reflection and a commitment to providing
care that is free from bias and respects the self-determination of Indigenous peoples. Effective practice
requires building partnerships with Aboriginal Community Controlled Health Organisations
(ACCHOs), working collaboratively with Aboriginal Health Workers and Practitioners, and
understanding local health priorities to help Close the Gap. Utilising relevant MBS items, such as the
Aboriginal and Torres Strait Islander Health Assessment (MBS item 715), is a key part of providing
structured, comprehensive care.

5. Care Coordination and System Navigation
In a fragmented and geographically vast healthcare system, the RG acts as the central coordinator and patient
advocate.

e Referral and Collaboration: RGs are skilled in making timely and effective referrals to distant
specialists, often utilising telehealth for consultations. They build strong collaborative relationships
with both local and distant allied health professionals and specialist services.

e Patient Advocacy: A crucial role is assisting patients in navigating complex systems like the National
Disability Insurance Scheme (NDIS), My Aged Care, Centrelink, and workers' compensation, ensuring
they receive the support and services they are entitled to.



6. Professional and Ethical Practice in Isolation
The professional duties of an RG are shaped by the context of rural practice.

Ethical and Legal Practice: RGs adhere to the Medical Board of Australia's code of conduct, with a
heightened awareness of issues like maintaining professional boundaries and confidentiality in small,
close-knit communities where dual relationships are common.

Managing Isolation: A key challenge is navigating both professional and geographic isolation.
Successful RGs develop strong peer support networks, effectively use technology for communication
and education, and implement robust strategies for self-care and maintaining work-life balance to
ensure personal and professional sustainability.

Administrative Duties: These include maintaining high-quality medical records (often with
proficiency in specific general practice software), understanding and complying with Medicare and
PBS regulations, and actively engaging in quality improvement activities within their practice or health
service.

Leadership, Teaching and Supervision: RGs often take on leadership roles in their local health
services, contribute to service planning, and are vital to the medical workforce pipeline through
teaching medical students and supervising GP registrars.
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CARDIOVASCULAR DISEASES



Cardiomyopathy

Cardiomyopathies are a heterogeneous group of diseases of the myocardium associated with structural and/or
functional abnormalities of the heart muscle. They are defined in the absence of coronary artery disease,
hypertension, valvular disease, or congenital heart disease sufficient to cause the observed myocardial
abnormality, although these conditions can coexist [1]. For the Australian General Practitioner (GP), particularly
the Rural Generalist (RG), a strong understanding of cardiomyopathies is essential. These conditions often
present insidiously with symptoms of heart failure (HF), or acutely with life-threatening arrhythmias or sudden
cardiac death (SCD), frequently affecting younger individuals where ischaemic heart disease is less likely.

A Structured Approach to Suspected Cardiomyopathy in General Practice
When a patient presents with symptoms suggestive of heart failure (dyspnoea, fatigue, oedema), palpitations,
or syncope, particularly if young or with a relevant family history, a structured approach is vital.
1. Focused History:

(o}

Symptoms: Quantify functional limitation (e.g., NYHA class). Specifically ask about
orthopnoea, paroxysmal nocturnal dyspnoea (PND), exertional syncope (RED FLAG), and
palpitations.

Actiological Clues: Take a detailed alcohol and illicit drug history. Review all medications,
including chemotherapy history. Ask about recent viral illnesses.

Family History: A detailed three-generation family history is mandatory. Inquire about
relatives with diagnosed cardiomyopathy, heart failure, arrhythmias, pacemakers/defibrillators,
unexplained syncope, or sudden cardiac death at a young age (<50 years).

2. Targeted Examination:

(o}

[0}

[0}

[0}

Assess for signs of heart failure (elevated JVP, peripheral oedema, pulmonary crackles, S3
gallop).

Note the character of the apical impulse (displaced/diffuse in DCM; forceful/sustained in
HCM).

Listen for murmurs: the pansystolic murmur of functional mitral regurgitation (DCM) or the
dynamic ejection systolic murmur of HCM, which changes with manoeuvres.

Look for signs of systemic disease (e.g., stigmata of amyloidosis, haemochromatosis,
sarcoidosis).

3. Essential Initial Investigations:

(o}

ECG: Often the first clue. May be non-specific but can show LVH patterns, conduction
abnormalities (e.g., LBBB), arrhythmias (AF), or features highly suggestive of a specific cause
(e.g., low limb voltages in amyloid, deep T-wave inversions in HCM or Takotsubo).
Bloods:
= BNP or NT-proBNP: Essential for diagnosing HF and assessing severity/prognosis.
= Standard Panel: FBC, UEC, LFTs, TFTs, HbAlc, Iron Studies (including ferritin
and transferrin saturation).
= Consider: Troponin (if acute presentation or suspected myocarditis).
Chest X-Ray: To assess for cardiomegaly, pulmonary congestion, and pleural effusions, and
to help exclude other causes of dyspnoea.
Echocardiogram: The key diagnostic test. GP referral is essential to confirm structural and
functional abnormalities. A good quality referral with specific clinical questions is vital.

Types of Cardiomyopathy

1. Dilated Cardiomyopathy (DCM)



Hallmarks: Characterised by left ventricular (or biventricular) dilation and impaired systolic function
(LVEF < 40%), in the absence of another cause sufficient to explain the degree of LV impairment [1,
3]. It is the most common cardiomyopathy and a leading cause of heart failure with reduced ejection
fraction (HFrEF).
Aetiology:
o ldiopathic/Familial (~50%b): A significant portion have a genetic basis, usually autosomal
dominant. A thorough family history is crucial.
o Toxic:
= Alcohol: A common and potentially reversible cause. The effect is dose-dependent;
abstinence is key.
=  Chemotherapy: Anthracyclines (e.g., doxorubicin) and trastuzumab are classic
examples. Requires cardio-oncology surveillance.

= |llicit Drugs: Cocaine, amphetamines.
0 Myocarditis (Viral/Inflammatory): Can lead to DCM following an acute inflammatory
phase.

o0 Tachycardia-Induced: Persistent, uncontrolled high heart rates (e.g., in AF, atrial
tachycardia) can cause a reversible LV dysfunction. Rate and rhythm control are curative.

0 Peripartum Cardiomyopathy: An idiopathic form occurring in late pregnancy or the first
few months postpartum. A diagnosis of exclusion.

o0 Other: Endocrine (thyroid disease), severe nutritional deficiencies (rare in Australia), and
infiltrative diseases can also manifest as DCM.

Clinical Presentation: Typically presents with insidious onset of HFrEF symptoms: dyspnoea on
exertion, fatigue, orthopnoea, PND, and peripheral oedema.

o0 Signs: Tachycardia, hypotension (late sign), elevated JVP, displaced and diffuse apical
impulse, an S3 gallop, and murmurs of functional mitral and/or tricuspid regurgitation.

Diagnostic Pointers:

0 ECG: Often abnormal but non-specific. Sinus tachycardia, LBBB (a poor prognostic sign),
AF, ventricular arrhythmias, or features of LVH may be present.

0 Echocardiogram: Confirms diagnosis by showing LV dilation and globally reduced systolic
function (LVEF <40%).

GP Management and Referral Pathway:

0 Address Reversible Causes: Counsel for alcohol abstinence, manage thyroid dysfunction,
optimise rate/rhythm control in tachycardia-induced cardiomyopathy.

o Initiate HFrEF Therapy: Follow current Australian Heart Failure Guidelines [1]. While
awaiting specialist review, the GP can commence evidence-based "quadruple therapy":

= ARNI/ACE Inhibitor / ARB: (e.g., sacubitril/valsartan or ramipril).

= Beta-Blocker: (e.g., bisoprolol, carvedilol, metoprolol succinate).

= MRA (Mineralocorticoid Receptor Antagonist): (e.g., spironolactone, eplerenoneg).
=  SGLT2 Inhibitor: (e.g., dapagliflozin, empagliflozin).

o0 Diuretics: Use loop diuretics (e.g., furosemide) for managing fluid overload and congestion.

o0 Referral: All patients with newly diagnosed DCM require prompt referral to a Cardiologist
for diagnostic confirmation, aetiological investigation, and guidance on advanced therapies.
Liaise via telehealth for co-management in rural settings.

0 Ongoing Co-management: The GP plays a vital role in titrating medications, monitoring
renal function and electrolytes, managing comorbidities, providing vaccinations, and
reinforcing lifestyle advice. Be aware of indications for device therapy (ICD/CRT) to facilitate
timely re-referral.



2. Hypertrophic Cardiomyopathy (HCM)

e Hallmarks: An inherited disease of the cardiac sarcomere, characterised by unexplained left ventricular
hypertrophy (wall thickness >15 mm), typically asymmetrical (septum most affected) [2]. The primary
pathophysiology is impaired diastolic relaxation and filling. It is a leading cause of SCD in the young
and athletes.

e Clinical Presentation: Highly variable, many are asymptomatic.

0 Symptoms: Dyspnoea on exertion (due to diastolic dysfunction), angina (despite normal
coronaries), palpitations, and fatigue.

0 RED FLAG Symptoms: Exertional pre-syncope or syncope are ominous signs demanding
urgent evaluation. SCD may be the first presentation.

0 Signs: A harsh ejection systolic murmur at the lower left sternal edge/apex is common,
characteristically increasing with manoeuvres that decrease preload (Valsalva, standing up)
and decreasing with manoeuvres that increase preload (squatting, handgrip). A forceful,
sustained apical impulse, an S4 gallop, and a bisferiens carotid pulse may be present.

e Diagnostic Pointers:

0 ECG: Abnormal in ~90% of cases. Typically shows LVH with prominent "dagger-like" Q
waves in inferolateral leads and deep T-wave inversions.

o0 Echocardiogram: Confirms unexplained LVH and is crucial for assessing for dynamic Left
Ventricular Outflow Tract (LVOT) obstruction (caused by systolic anterior motion [SAM] of
the mitral valve).

e GP Management and Referral Pathway:

o0 High Index of Suspicion: Any young person, especially an athlete, presenting with exertional
syncope or with a relevant family history requires urgent assessment for HCM.

0 Referral: ALL suspected or confirmed HCM patients must be referred to a Cardiologist,
ideally one with expertise in inherited cardiomyopathies or HCM.

o Initial Advice (while awaiting specialist review):

= Advise cessation of competitive or high-intensity sports.

= Maintain good hydration.

= Avoid drugs that reduce preload (e.g., nitrates, excessive diuretics) or increase
contractility, especially if LVOT obstruction is suspected.

0 Specialist Management: First-line medical therapy is usually with beta-blockers or non-
dihydropyridine calcium channel blockers (verapamil/diltiazem) [2].

0 SCD Prevention & Family Screening: The specialist will perform a detailed SCD risk
assessment. High-risk patients are offered an Implantable Cardioverter-Defibrillator (ICD).
The GP's role is crucial in facilitating cascade screening (ECG and echo) for all first-degree
relatives.

3. Restrictive Cardiomyopathy (RCM)

e Hallmarks: Characterised by non-dilated, stiff, and non-compliant ventricles that impair diastolic
filling, leading to elevated filling pressures [4]. Systolic function (LVEF) is often preserved, at least
initially. It is a key cause of heart failure with preserved ejection fraction (HFpEF).

e Aectiology: Usually secondary to diseases that infiltrate or scar the myocardium. The most common
cause is Cardiac Amyloidosis. Other causes include cardiac sarcoidosis, haemochromatosis,
endomyocardial fibrosis, and post-radiation therapy.

e Clinical Presentation: Dominated by signs of right-sided heart failure and low cardiac output.

o0 Symptoms: Severe dyspnoea, fatigue, profound exercise intolerance.
o0 Signs: Markedly elevated JVP, significant peripheral oedema, tender hepatomegaly, and
ascites are often more prominent than pulmonary crackles. An S3 or S4 gallop may be present.

8



AF is common. Signs of the underlying systemic disease may be present (e.g., macroglossia,
periorbital purpura, carpal tunnel syndrome in amyloidosis).
Diagnostic Pointers:

0 Suspect RCM in a patient with ""HFpEF plus': i.e., HFpEF with prominent right-sided
signs, or signs of a systemic infiltrative disease.

o0 ECG: Often non-specific. The classic finding of low limb lead voltages despite LVH on echo
is highly suggestive of cardiac amyloidosis. Conduction disease is common.

o Echocardiogram: Shows non-dilated, thickened ventricles with preserved LVEF but severe
diastolic dysfunction and prominent bi-atrial enlargement. Myocardial "speckling" suggests
amyloid; specific strain patterns ("apical sparing™) are characteristic of cardiac amyloidosis.

GP Management and Referral Pathway:

0 Recognition and Referral: This is the GP's key role. Patients require urgent referral to a
Cardiologist for diagnostic confirmation and aetiological workup, which may involve further
referral to Haematology or Rheumatology depending on the suspected cause.

o Initial Management: Use diuretics cautiously to manage fluid overload, as these patients are
highly preload-dependent and can easily become hypotensive. Beta-blockers are often poorly
tolerated. Manage AF with rate control.

0 Specialist Management: Is directed at the underlying cause (e.g., chemotherapy for AL
amyloidosis, Tafamidis for ATTR amyloidosis, immunosuppression for sarcoidosis, iron
chelation/venesection for haemochromatosis) [4].

4. Arrhythmogenic Right Ventricular Cardiomyopathy (ARVC)

Hallmarks: An inherited cardiomyopathy characterised by fibro-fatty replacement of the right
ventricular myocardium. A significant cause of ventricular arrhythmias and SCD in young adults.
Clinical Presentation: Palpitations, presyncope, syncope, or SCD, often triggered by exercise. May
present with signs of right heart failure in later stages.
Diagnostic Pointers:

0 ECG: Characteristic findings include T-wave inversion in right precordial leads (V1-V3), and

the Epsilon wave (a small positive deflection at the end of the QRS complex in V1-V2).

o0 Imaging: Echocardiogram and cardiac MRI show RV dilation and dysfunction.
GP Management and Referral Pathway: Urgent referral to a Cardiologist or Electrophysiologist is
mandatory for any young person with ventricular arrhythmias or suggestive ECG changes. Management
involves exercise restriction and often ICD implantation for SCD prevention.

5. Takotsubo Cardiomyopathy ("Stress-Induced Cardiomyopathy")

Hallmarks: An acute and transient LV systolic dysfunction, typically with "apical ballooning," that
mimics an acute coronary syndrome (ACS) [5]. It is often precipitated by intense physical or emotional
stress and predominantly affects postmenopausal women.
Clinical Presentation: Acute onset of chest pain and/or dyspnoea, often indistinguishable from ACS.
Diagnostic Pointers:
0 ECG: Often shows anterior ST-segment elevation or deep, diffuse T-wave inversions.
0 Biomarkers: Troponin is elevated but often to a lesser degree than expected for the extent of
LV dysfunction.
o Coronary Angiography: Essential to exclude obstructive coronary artery disease.
0 Echocardiogram: Shows the characteristic regional wall motion abnormality (apical, mid-
ventricular, or basal akinesis/hypokinesis).
GP Management and Referral Pathway: All patients must be managed as a suspected ACS and
referred emergently to hospital. The diagnosis is made in the hospital setting. LV function typically
9



recovers fully within weeks to months. The GP's role is in long-term follow-up, ensuring LV recovery
on a repeat echo, managing any residual medications (e.g., ACEi/BB), and helping the patient address
underlying stressors.

Genetic Implications and Family Screening in General Practice
For inherited cardiomyopathies (DCM, HCM, ARVC), the Rural Generalist plays a pivotal role.

Identifying the Proband: The diagnosis in the first family member triggers the need for family
screening.

Counselling and Education: Explain the hereditary nature of the condition to the patient.

Facilitating Screening: Encourage first-degree relatives to be screened. This typically involves a
clinical assessment, ECG, and echocardiogram.

Referral to Genetic Services: Refer the proband and family to a specialist familial heart disease clinic
or clinical genetics service for formal counselling and consideration of genetic testing. This is often
coordinated via telehealth from rural locations.

Exam Pearls: Cardiomyopathies for the Rural Generalist (ACRRM Fellowship)

DCM: Presents as HFrEF. Look for alcohol as a reversible cause, take a 3-generation family history,
and start the 4 pillars of HFrEF therapy.

HCM: The key cause of sudden cardiac death in the young. Exertional syncope is a major red flag
requiring immediate sports restriction. The murmur increases with Valsalva.

RCM: Think Amyloidosis in a patient with HFpEF and severe right-sided heart failure signs. Look for
the classic mismatch of a low voltage ECG with LVH on echo.

ARVC: Suspect this in a young person with exercise-induced ventricular arrhythmias or syncope.
The key ECG sign is T wave inversion in V1-V3.

Takotsubo: This mimics a heart attack after a major stress event, mainly affecting postmenopausal
women. The diagnosis is confirmed by finding normal coronary arteries and apical ballooning on
echo.

Initial Workup: For any suspected cardiomyopathy, the initial GP workup is a family history, ECG,
BNP, and referral for an echocardiogram.
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Coronary Artery Disease (CAD) & ischemic heart disease
(IHD)

Ischaemic Heart Disease (IHD), overwhelmingly caused by atherosclerotic coronary artery disease (CAD),
remains a leading cause of death and morbidity in Australia [1]. Dyslipidaemia, particularly elevated Low-
Density Lipoprotein Cholesterol (LDL-C), is the primary modifiable driver of this process. For the Australian
General Practitioner (GP), and especially the Rural Generalist (RG), mastering the management of this
interconnected continuum is paramount. The RG's role is uniquely comprehensive, spanning primary prevention
guided by absolute cardiovascular risk, the diagnosis and management of Chronic Coronary Syndromes (CCS),
the critical initial recognition and management of Acute Coronary Syndromes (ACS) in often resource-limited
settings, and the coordination of long-term secondary prevention and rehabilitation.

Pathophysiology of Atherosclerosis

Atherosclerosis is a chronic, progressive inflammatory disease of medium-to-large arteries. The process is
initiated by endothelial dysfunction, often driven by risk factors, which allows for the infiltration and retention
of LDL-C in the arterial intima. This triggers a maladaptive inflammatory response, leading to macrophage
recruitment (forming foam cells), smooth muscle cell proliferation, and the formation of an atherosclerotic
plaque with a lipid-rich core and a fibrous cap.

e Stable Plaques: Have a thick fibrous cap and cause fixed stenosis. They limit coronary blood flow during
increased myocardial demand (exertion), leading to predictable, stable ischaemic symptoms (CCS/stable
angina).

e Vulnerable Plagues: Have a thin fibrous cap, a large lipid core, and significant inflammation. They are
prone to rupture or erosion, exposing their highly thrombogenic core, which causes rapid thrombus
formation, acute vessel occlusion, and ACS.

Risk Factors for Atherosclerotic Cardiovascular Disease (ASCVD)
Identifying and managing risk factors is the cornerstone of IHD prevention.
¢ Non-Modifiable:

0 Age: Risk increases significantly with age.

0 Sex: Males have a higher risk at younger ages than pre-menopausal females.

o Family History: A strong family history of premature ASCVD (Ml stroke, or SCD in a first-
degree male relative 55 years or female relative 65 years) is a major risk factor.

o0 Ethnicity: People of South Asian, Middle Eastern, Maori, Pacific Islander, and Aboriginal and
Torres Strait Islander descent have a higher risk.

e Modifiable:

0 Smoking: The single most important modifiable risk factor.

0 Hypertension: A major contributor to endothelial dysfunction and cardiac workload.

o0 Dyslipidaemia: Elevated LDL-C, non-HDL-C, and Lipoprotein(a); low HDL-C; high
triglycerides.

0 Diabetes Mellitus: Both Type 1 and Type 2 are potent risk factors (often considered an ASCVD
risk equivalent).

0 Obesity (especially central/visceral) and Physical Inactivity.

o Diet: High intake of saturated/trans fats, refined carbohydrates, and low intake of fruits,
vegetables, and fibre.

0 Chronic Kidney Disease (CKD).

o Psychosocial Factors: Chronic stress, depression, social isolation.

o Inflammatory Conditions: e.g., Rheumatoid Arthritis, SLE.
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Primary Prevention in General Practice
Primary prevention aims to prevent a first ASCVD event. Management is guided by absolute cardiovascular
risk assessment.

e Screening and Risk Assessment:

0 Use the Australian Cardiovascular Disease Risk Calculator (endorsed by the National Heart
Foundation) for adults >45 years (or >30 years for Aboriginal and Torres Strait Islander peoples)
without existing ASCVD [2].

o0 This calculates the 5-year risk of a primary cardiovascular event, categorised as:

* Low Risk: 10%
» Moderate Risk: 10-15%
= High Risk: >15%

0 Clinically Determined High Risk: Some patients are automatically classified as high risk
regardless of their calculated score. This includes those with:

=  Known ASCVD (secondary prevention).
= Diabetes and age >60 years, or with microalbuminuria.
= Moderate to severe CKD (eGFR 45 mL/min/1.73m3).
= Confirmed Familial Hypercholesterolaemia (FH).
= Systolic BP > 180 mmHg or Diastolic BP > 110 mmHg.
=  Total cholesterol > 7.5 mmol/L.

e Management Based on Risk:

o Lifestyle Modification (SNAP Framework): This is foundational for all patients. Includes
Smoking cessation, Nutrition optimisation, reducing Alcohol intake, and increasing Physical
activity.

0 Lipid Management:

= High Risk: Initiate high-intensity statin therapy immediately, alongside lifestyle changes.

» Moderate Risk: Intensive lifestyle modification for 3-6 months. If LDL-C remains
elevated (e.g., >2.5-3.0 mmol/L) or other risk factors are present, commence statin
therapy.

= Low Risk: Focus on lifestyle. Statin therapy is generally not recommended unless other
high-risk features are present (e.g., markedly elevated LDL-C >5.0 mmol/L suggesting
possible FH).

= Targets: For primary prevention, an LDL-C reduction of >30-50% is the primary goal.
Specific targets are less rigid but aiming for LDL-C 2.0-2.5 mmol/L is reasonable for
high/moderate risk individuals [12].

0 Blood Pressure Control: Target 130/80 mmHg is generally recommended for those with
hypertension.

0 Aspirin: Not routinely recommended for primary prevention due to bleeding risks outweighing
benefits in most. Consider selectively only in individuals at very high ASCVD risk with low
bleeding risk after a thorough discussion of harms and benefits.

Chronic Coronary Syndromes (CCS) / Stable Angina Pectoris
e Hallmarks: CCS describes IHD presentations without an acute thrombotic event. The most common
presentation is stable angina, characterised by predictable, transient myocardial ischaemia due to a fixed
coronary stenosis.
e Clinical Presentation: The history is key.
0 Typical Angina: A triad of: 1) Constricting discomfort/pressure in the chest, neck, jaw, shoulder,
or arm; 2) Provoked by physical exertion or emotional stress; 3) Relieved by rest or nitrates
within minutes.
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0 Anginal Equivalents: Exertional dyspnoea is a very common equivalent. Others include fatigue,
nausea, or epigastric discomfort.

o0 Signs: The physical examination is often normal between episodes. During an episode, the
patient may be distressed with elevated HR and BP. An S4 gallop may be audible. Always
examine for signs of risk factors and other cardiovascular disease.

o Diagnosis in General Practice:

1. Assess Symptom Typicality and Estimate Pre-Test Probability (PTP): Based on age, sex, and symptom
character.

2. Initial Investigations: A resting ECG (often normal, but may show old MI, LVH, or bundle branch block).
Bloods (Lipids, HbAlc, FBC, UEC, LFTs, TFTs). Troponin is normal in stable angina.

3. Referral for Non-Invasive Testing:

e CT Coronary Angiography (CTCA): Now considered first-line for many patients with low-to-
intermediate PTP. It has a high negative predictive value for excluding CAD.

e Functional Stress Tests: Stress Echocardiography, Myocardial Perfusion Scans (SPECT/PET), or (less
commonly now) Exercise ECG are used to provoke and detect inducible ischaemia, particularly in those
with higher PTP or known CAD.

0. Invasive Coronary Angiography: Remains the gold standard. Indicated for patients with high PTP, severe
symptoms despite optimal medical therapy (OMT), or concerning non-invasive test results.

o Management of CCS: Goals are to control symptoms, improve quality of life, and prevent ACS and
death.

0 Optimal Medical Therapy (OMT) is Foundational:

=  Symptom Relief: Sublingual glyceryl trinitrate (GTN) spray or tablets for acute relief and
prophylactic use. Counsel on correct use, storage, and when to call an ambulance if pain
persists.

= Antianginal Prophylaxis: First-line is a beta-blocker or a calcium channel blocker
(rate-limiting like verapamil/diltiazem, or dihydropyridine like amlodipine). Second-line is
addition of the other class or a long-acting nitrate (ensure a nitrate-free interval to prevent
tolerance).

= Secondary Prevention Medications: Aspirin (or clopidogrel), a high-intensity statin
(e.g., atorvastatin 40-80mg, rosuvastatin 20-40mg), and an ACE inhibitor/ARB
(especially if co-morbid hypertension, diabetes, CKD, or LV dysfunction) are mandatory.

o0 Revascularisation (PCI or CABG): Primarily reserved for patients with persistent, limiting
symptoms despite OMT, or for prognostic benefit in those with high-risk anatomy (e.g., left main
disease, significant proximal three-vessel disease, especially in diabetics or those with impaired
LV function) [8, 9]. For most stable patients without high-risk anatomy, an initial OMT strategy
is equivalent to revascularisation for preventing death or MI [8].

Acute Coronary Syndromes (ACS)
ACS results from an unstable plaque leading to acute thrombosis. It encompasses Unstable Angina (UA), Non-
ST Elevation Myocardial Infarction (NSTEMI), and ST-Elevation Myocardial Infarction (STEMI).
Non-ST Elevation ACS (NSTEACS)
o Hallmarks: NSTEACS (UA and NSTEMI) is caused by a partially occlusive thrombus. Ischaemic
symptoms are the key feature. The distinction is made by troponin levels.
0 Unstable Angina (UA): Ischaemic symptoms + no ST elevation + NORMAL serial troponins.
0 NSTEMI: Ischaemic symptoms + no ST elevation + ELEVATED serial troponins (indicating
myocardial necrosis).
e Clinical Presentation: Any of the following suggests NSTEACS:
0 Prolonged (>20 minutes) anginal pain at rest.
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0 New onset of severe angina (limiting physical activity).

0 A crescendo pattern of previously stable angina (more frequent, prolonged, or occurring at a
lower threshold).

0 May be associated with dyspnoea, diaphoresis, nausea. Atypical presentations (e.g., epigastric
pain, isolated dyspnoea) are common, especially in women, the elderly, and people with
diabetes.

e Diagnosis:

o0 ECG (within 10 minutes of first contact): May show ST-segment depression, T-wave
inversion, or transient ST elevation. Crucially, a normal ECG does not exclude NSTEACS.

0 High-Sensitivity Troponin (hs-cTn): The cornerstone of diagnosis. Requires serial testing
(e.g., at 0 and 1-2 hours) to detect a significant rise and/or fall, confirming myocardial injury.

The Rural Generalist's Role in Suspected ACS
The RG's actions in the first hour can be life-saving. The priority is recognition, immediate therapy, and
urgent retrieval.
1. RECOGNISE potential ACS based on symptoms. Maintain a high index of suspicion.
2. CALL 000 for an ambulance immediately. State suspected cardiac event. Arrange urgent transfer to the
local hospital/helipad.
3. ASSESS & TREAT:
0 Aspirin: Administer 300mg chewable aspirin immediately, unless contraindicated.
ECG: Obtain a 12-lead ECG within 10 minutes. Repeat if ongoing pain or symptoms change.
GTN: Administer sublingual GTN (if SBP >100 mmHg and no contraindications).
Oxygen: Only if patient is Hypoxaemic (SpO: 93%).
Analgesia: Consider IV morphine cautiously for severe pain unresponsive to GTN.
Antiplatelets/Anticoagulation: Second antiplatelet (e.g., ticagrelor, clopidogrel) and
anticoagulation (e.g., enoxaparin) will be given, often by paramedics or upon hospital arrival,
guided by local protocols and consultation.
4. COMMUNICATE: Liaise with the ambulance service and the receiving hospital/cardiologist (via
phone/telehealth) to provide a clear clinical handover and facilitate a streamlined care pathway.
Fibrinolysis is contraindicated in NSTEACS.

O 0O 0O 0o OO

Differential Diagnosis for Acute Chest Pain
A broad differential must be considered:
e Cardiovascular: Pericarditis, Myocarditis, Aortic Dissection, Pulmonary Embolism (PE).
e Gastrointestinal: GERD, Oesophageal spasm, Peptic ulcer disease, Biliary colic, Pancreatitis.
e Musculoskeletal: Costochondritis, Chest wall muscle strain, Rib fracture.
e Respiratory: Pleurisy, Pneumonia, Pneumothorax.
e Psychological: Anxiety/Panic attack.
Long-Term Management and Secondary Prevention Post-ACS
This is an area where the RG, in partnership with the patient and specialist, plays the central role.
e Aggressive Risk Factor Control: Stricter targets are required.

o0 Lipids: LDL-C target 1.8 mmol/L is standard. A target of 1.4 mmol/L is reasonable for very
high-risk patients [12]. Requires a high-intensity statin. If not at target, add Ezetimibe. If still
not at target, specialist referral for consideration of PCSK9 inhibitors (strict PBS criteria
apply) [5, 12].

0 Blood Pressure: Target 130/80 mmHg.

o Diabetes: Aim for HbAlc 7% (individualised). Use agents with proven cardiovascular benefit
(SGLT2i, GLP-1 RAS).
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e Essential Pharmacotherapy:

0 Dual Antiplatelet Therapy (DAPT): Aspirin + a P2Y12 inhibitor (e.g., ticagrelor,
clopidogrel). Duration is typically 12 months but may be modified based on ischaemic vs.
bleeding risk.

0 High-Intensity Statin.

0 Beta-Blocker.

0 ACE Inhibitor or ARB.

¢ Rivaroxaban + Aspirin (COMPASS regimen): Consider low-dose rivaroxaban (2.5mg bd) plus
aspirin for selected patients with stable IHD or PAD who are at high ischaemic risk and low bleeding
risk [10].

e Cardiac Rehabilitation: Strongly recommend and facilitate enrolment in a cardiac rehab program.
This is vital for recovery, education, and risk factor modification. Rural access may require telehealth or
home-based models.

Familial Hypercholesterolaemia (FH): A High-Yield Condition
e Whatitis: A common (1 in 250-500) autosomal dominant genetic disorder causing lifelong very high
LDL-C levels and leading to premature ASCVD. It is significantly underdiagnosed.
e When to Suspect (Red Flags):
0 Untreated LDL-C > 5.0 mmol/L (adult) or > 4.0 mmol/L (child).
o0 Total Cholesterol > 7.5 mmol/L.
0 Physical signs: Tendon xanthomas (Achilles, knuckles - highly specific), corneal arcus (45

years).
o0 Strong family history of premature ASCVD or known FH.
e GP Action:

Maintain a high index of suspicion.

Use a clinical diagnostic tool (e.g., Dutch Lipid Clinic Network [DLCN] score).

Initiate high-intensity statin therapy early.

. Refer to a lipid specialist/clinic for confirmation, consideration of genetic testing, and advice on advanced
therapies.

5. Facilitate cascade family screening of all first-degree relatives — this is a critical public health role for the
GP.

A owbdPE

Exam Pearls: IHD and Dyslipidaemia for the Rural Generalist (ACRRM Fellowship)

e Primary Prevention: Guided by Absolute CVD Risk Calculation. High risk (>15%) or clinically
determined high risk = treat with statin + BP control + lifestyle. Moderate risk (10-15%) = intensive
lifestyle trial first.

e Familial Hypercholesterolaemia (FH): Suspect with LDL-C > 5.0, tendon xanthomas, or strong
family history of premature CAD. Refer to specialist and initiate cascade family screening.

e Chronic Coronary Syndromes (CCS): History is key to diagnosis. OMT is foundational (Aspirin,
Statin, antianginal [BB/CCB], risk factor control). Revascularisation is for refractory symptoms or
high-risk anatomy, not routine for stable disease.

e NSTEACS Recognition: Angina that is new, worsening, or at rest. Diagnosis confirmed by serial hs-
Troponins. A normal ECG does not rule it out.

e ACS Rural Management: RECOGNISE -> CALL 000 -> TREAT (Aspirin 300mg load) ->
COMMUNICATE (with retrieval/receiving hospital). Know your local protocols. Fibrinolysis is for
STEMI only, NOT NSTEACS.

e Secondary Prevention Targets: Aggressive management is mandatory. LDL-C target is 1.8
mmol/L (or 1.4). BP target 130/80 mmHg.
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e Severe Hypertriglyceridemia (>10 mmol/L): This is a red flag for pancreatitis risk. Management
involves urgent lifestyle changes (very low fat, no alcohol) and initiation of a fibrate (fenofibrate).

e Always Exclude Secondary Causes: Before diagnosing primary dyslipidaemia, check TSH and
HbA1c, and take a thorough alcohol and medication history.
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Managing Terrestrial Australian Fauna Encounters

Australia's unique terrestrial fauna presents challenges via bites, stings, trauma, and zoonoses. GPs are vital for
initial assessment, first aid guidance, management, and referral. Key resources include the Poisons Information
Centre (13 11 26) and Public Health Units.

General Principles & Resources
Safety First: DRSABCD.
Call 000: For emergencies.
Identify Creature: If possible and safe (guides management).
Apply Correct First Aid: Varies by creature. Incorrect first aid can harm.
Expert Advice: Poisons Info Centre (13 11 26) 24/7. State Public Health Unit (for zoonoses, ABLV PEP).
Transport: Urgent transfer if systemic symptoms or high-risk exposure.
Tetanus: Consider prophylaxis for skin breaks.

Hazardous Fauna: Recognition & Management

Venomous Snakes (Mainly Elapids)

Location: Australia-wide.

Features: Complex venoms causing VICC (Venom-Induced Consumptive Coagulopathy), Neurotoxicity,
Myotoxicity. Key syndromes vary by snake (e.g., VICC - Browns/Taipans; Neuro - Taipans/Death
Adders; Myo - Blacks/Tigers).

First Aid: Pressure Immobilisation Technique (PIT) for ALL suspected bites. Keep patient still.

Management: Hospital essential. Snake Venom Detection Kit (SVDK) guides Antivenom choice. Monitor
vitals, neuro status, coags, CK, renal function. Antivenom for systemic envenomation.

Funnel-web Spiders (Atrax / Hadronyche spp.)
Location: E Australia (esp. Sydney region). Moist forests, burrows.
Features: Large, dark spiders. Potent venom (delta-atracotoxin) — Rapid onset Autonomic storm +
Neuromuscular excitation (sweating, spasms, HTN, pulmonary oedema). Life-threatening.
First Aid: PIT. Keep patient still.
Management: Urgent hospitalisation. Antivenom: YES (highly effective, lifesaving). Supportive care.

Redback Spider (Latrodectus hasselti)
Location: Australia-wide (sheds, outdoor furniture).
Features: Alpha-latrotoxin — Pain syndrome (local radiating pain, localised sweating + systemic features).
Severe complications rare.
First Aid: Ice pack / Cold compress. Simple analgesia. NO PIT.
Management: Primarily symptomatic. Antivenom: YES but use restricted to severe refractory cases
(anaphylaxis risk).

Paralysis Ticks (Ixodes holocyclus)

Location: E Coast Australia (humid areas).

Features: Neurotoxin — Ascending flaccid paralysis (esp. kids). Allergic reactions/Anaphylaxis (potential
meat allergy induction). Rickettsial infections (spotted fevers).

First Aid (Removal): Kill tick in situ (freeze spray / permethrin cream) OR fine forceps grasp near skin, pull
steadily (avoid squeezing body).

Management: Paralysis — Hospital, supportive care (respiratory monitoring/support crucial), remove tick.
TAV (antivenom) rarely used in humans. Allergy — standard Rx, adrenaline for anaphylaxis. Rickettsia
— Doxycycline.
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Prevention: Clothing, repellents, skin checks.

Mosquito-borne Viruses

Location: Widespread (vector distribution varies).

Features: Ross River/Barmah Forest Virus (RRV/BFV) — polyarthritis, rash, fatigue. Dengue Fever (Nth
QLD) — fever, severe pain, rash (beware severe dengue). Japanese Encephalitis (JEV) — encephalitis
risk (vaccine available). Murray Valley Encephalitis (MVEV) — rare encephalitis.

Management: Supportive (paracetamol > NSAIDs). Hospitalise severe dengue/encephalitis. Notify
reportable diseases (Dengue, JEV, MVEV).

Prevention: Avoid bites, Vaccinate (JEV/Dengue where appropriate).

Other Fauna

Flies: Nuisance. Myiasis (maggots in wounds) — Mechanical removal, wound care.

Wild Pigs: Trauma risk (tusks). Zoonoses (Brucellosis, Leptospirosis) — Specific antibiotics needed.

Bats: Australian Bat Lyssavirus (ABLV) risk via bite/scratch. First Aid: Wash wound thoroughly +
antiseptic. Management: URGENT Public Health Unit contact re: Post-Exposure Prophylaxis (PEP =
HRIG + Rabies Vaccine series).

Kangaroos/Wallabies: Trauma (MVAS, kicks). Low zoonosis risk (Q Fever from carcass handling). Manage
trauma.

Differential Diagnoses
Local Reaction: Cellulitis/Abscess, Non-venomous arthropod bite reaction, Contact dermatitis, foreign
body.
Systemic IlIness: Sepsis, Viral exanthem (unrelated), Serum sickness, Drug reaction, Acute HIV.
Neurological: GBS, Stroke, Botulism, Myasthenic crisis, Encephalitis (other causes).
Coagulopathy: DIC (sepsis), Liver disease, Medication effect.
Severe Anxiety / Panic Attack reaction.
Musculoskeletal injury mimicking bite pain/weakness.
Non-infectious inflammatory conditions (e.g., connective tissue disease flare).
Allergic / Anaphylactic reaction (unrelated cause).

Red Flags
Airway compromise / Respiratory distress or failure.
Haemodynamic instability / Shock.
Evidence of systemic snake envenomation (collapse, bleeding/VICC, neuro signs, myolysis).
Autonomic storm + neuromuscular excitation (Funnel-web).
Ascending flaccid paralysis (Tick).
ANY bat bite or scratch (needs PEP assessment).
Severe Dengue warning signs (persistent vomiting, severe abdo pain, bleeding).
Altered consciousness / Seizures.
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The General Practitioner's Role in the Australian Workers'

Compensation System

Workers' Compensation (WC) schemes (State/Territory — e.g., SIRA/icare in NSW; & Federal — Comcare)
provide 'no-fault' support for work-related injuries/ilinesses (medical costs, rehab, income support).

GPs are central: acting as diagnostician, primary treater, care coordinator, certifier of work capacity, Return to
Work (RTW) facilitator, and patient advocate. Effective navigation requires clinical skill, communication,
understanding local schemes (rules vary!), and commitment to timely, safe RTW.

Key GP Responsibilities
Assessment & Diagnosis:
History: Comprehensive Hx focusing on injury/illness link to specific work tasks/environment.
Clarify mechanism/exposure.
Examination/Investigations: Relevant exam & evidence based Ix to establish diagnosis.
Work-Relatedness: Determine causation/significant aggravation by work (balance of probabilities).
Document rationale clearly.
Certification of Capacity (Using relevant jurisdictional Certificate of Capacity - CoC):
Purpose: Confirms diagnosis, certifies work capacity, outlines treatment, guides RTW.
Action: Complete accurately, legibly, objectively. Use clear language, focus on functional abilities
(what worker CAN do). Submit promptly.
Capacity Levels: Certify fitness for: Pre-injury duties; Suitable duties (specify restrictions/hours
clearly); or No capacity (justify & estimate timeframe).
Review: Specify certificate duration (within limits). Review/update regularly based on progress.
Treatment, Management & Coordination:
Provide timely, evidence-based treatment.
Develop goal-oriented plan (recovery, function, RTW).
Coordinate care (Allied Health, Specialists). Understand insurer treatment approval processes (justify
based on function/evidence).
Communication:
Worker: Explain diagnosis, WC process, RTW benefits. Manage expectations. Address psychosocial
factors.
Employer (with consent): Communicate capacity & potential suitable duties.
Insurer: Via CoC/reports primarily. Respond professionally to queries.
Other Providers (with consent): Share info for coordinated care.
Return to Work (RTW) Facilitation:
Proactive: View RTW as part of recovery (‘"Health Benefits of Good Work).
Collaborative: Work with worker, employer, insurer, Rehab Providers.
Goal-Oriented: Set graduated RTW goals (suitable duties — increased hours/tasks).
Address Barriers: Identify/manage "Yellow Flags' (psychosocial barriers).
Advocacy: Advocate for worker's health needs objectively within the system.
Billing & Administration: Use correct WC codes/fees. Maintain thorough records.

Key Concepts & Considerations
Health Benefits of Good Work: Understand & communicate evidence that safe work aids recovery.
Biopsychosocial Model: Recognise interplay of bio/psycho/social factors influencing recovery.
Yellow Flags: Identify/address psychosocial barriers (fear-avoidance, low mood, negative expectations,
workplace conflict).
Focus on Function: Base capacity assessment/certification on functional abilities.
Obijectivity & Independence: Maintain clinical independence; base opinions on evidence.
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Confidentiality: Adhere to privacy principles; obtain consent for sharing info beyond mandatory reporting.

Permanent Impairment: Assessed by Independent Medical Examiners (IMEs), not treating GP.

Jurisdictional Variation: Crucial: Schemes differ significantly (forms, rules, processes). Know your local
system requirements.

Common Challenges for GPs

Time constraints for complex consultations/paperwork.

Administrative burden.

Balancing potentially conflicting pressures (worker, employer, insurer).
Managing complex cases (chronic pain, psychosocial issues, disputes).
Staying updated with changing rules/guidelines.

Differential Diagnoses (Reasons for prolonged symptoms / delayed RTW)
Non-work-related injury/illness exacerbation.
Underlying undiagnosed condition (e.g., inflammatory arthritis, malignancy).
Malingering or Symptom Exaggeration (diagnosis of exclusion).
Somatic Symptom Disorder / Chronic Pain Syndrome development.
Significant untreated Mental Health condition (Depression, Anxiety, PTSD).
Medication side effects impairing function/recovery.
Poor adherence to recommended treatment / rehabilitation.
Hobby or other non-work exposure causing similar symptoms.

Red Flags (Indicating need for reassessment / action)
Clinical: Symptoms inconsistent with objective findings; Serious neurological signs (e.g., cauda equina);
Constitutional symptoms (weight loss, fever); Severe mental health crisis (suicidality, psychosis).
System/RTW: Multiple failed RTW attempts; Significant "Yellow Flags' hindering progress; Prolonged
absence inconsistent with injury; non-adherence to treatment; Frequent disputes; Worker refusing
reasonable communication/IME.
GP-Related: Feeling pressured to certify inaccurately; Diagnostic uncertainty persisting.
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MCQ EXAM TECHNIQUES
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MCQ Exam Technique Advice

To perform well in the exam, consider the following techniques, focusing on using the information provided
in the case scenarios:

Focusing on key information: Focus on the key information in the scenario and provide the most
likely answers, avoiding a comprehensive list of all possible causes.

e Example: In a case presenting prolonged cough and haemoptysis in a young male patient recently
arrived from Papua New Guinea, focus your considerations on the most likely differential diagnoses in
that specific context, rather than listing all potential causes of haemoptysis.

Identifying key patient information: Identify and use key patient demographic information, such as
age and gender, to inform your assessment and responses.

e Example: When assessing acute onset of back pain in a 62-year-old woman, ensure your considerations
are relevant to her age and gender; listing causes typically seen in male patients would NOT be
appropriate.

Considering key features in the clinical scenario: Base your answers on the key features presented
in the clinical scenario provided. Do not include information or diagnoses that rely on history or details
NOT explicitly included in the scenario.

e Example: When presented with a young female patient experiencing vaginal bleeding in early
pregnancy, avoid providing differential diagnoses that rely on history or details not provided in the
scenario.

Considering all key features of the case: Ensure your responses consider ALL the key features
presented in the case.

o Example: An example of an error here would be providing responses that do not take into consideration
all the key features of the case.

Using key features of the case to inform answers: Use the key features of the case to provide
answers that are congruent with the clinical presentation.

e Example: When presented with an adult woman with a wide variety of symptoms including fatigue,
weight gain, and joint pains, ensure differential diagnoses provided are consistent with the detailed
clinical features.

e Example: In a case of a 28-year-old woman with a positive home pregnancy test, ensure answers
consider the key features of the case and are applicable for the stage of gestation.

Relevance to key features: Ensure ALL answers provided are pertinent and relevant to the key features
of the case presentation.

e Example: This includes avoiding suggesting investigations that are NOT appropriate given the patient's
presenting symptoms.

e Example: Similarly, providing a management plan that does NOT address the patient's social
circumstances is considered an error.

e Example: In a case focused on diabetes management, for example, answers should focus on diabetes
management, NOT unrelated issues like lipids or hypertension unless pertinent to the scenario.
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Example: In a case of a young child presenting with skin lesions, provide specific management details;
while answers like 'topical antifungal’ and ‘antifungal cream' scored a mark, more marks were available
for being as detailed as possible about the medication and its regimen.

Example: In a case of a young adult male with poorly controlled asthma, avoid answers such as ‘inhaled
steroids' without being specific about the drug and dose.

Example: General answers such as 'educate’, 'refer’, 'reassure’, or 'review', as in a case of mild-to-
moderate postnatal depression, do not score without specific detail.

Example: When a question asks for 'specific’ treatment, as in a case of allergic contact dermatitis or
acute management, provide dose, frequency, and duration (if applicable) of any medication listed, and
the appropriate dosing regimen.

Example: In the non-pharmacological management component, avoid vague, non-specific answers,
such as providing education or referral to various allied health professionals, without specifying the
content of the education or the purpose of the referral.

Example: When answering ECG questions, as in a case of a young adult male presenting with acute
onset of anterior chest pain asked for specific abnormal findings, provide the specific abnormalities
shown, including the leads in which the changes can be seen, not just diagnoses.

Example: Avoid providing non-specific answers; for example, instead of "analgesia”, specify which
type, dose, and frequency.

Example: Providing lifestyle advice such as "lose weight™ or "exercise more" is considered non-
specific; provide specific and detailed advice.

Example: Providing non-specific answers such as 'alcohol’, 'medication’, or ‘lifestyle’ as a cause of
osteoporosis do not score marks; include the level of alcohol consumption that would pose a risk, or a
medication class known to reduce bone density.

Example: When being asked for specific management actions, answers such as 'monitor thyroid to
titrate dose’, 'repeat levels in six weeks', ‘repeat tests', or 'monitor thyroid function regularly', asin a
case of a female patient presenting with fatigue seven months post-partum with a history of gestational
diabetes, are not specific enough.

Example: When asked about specific investigations, as in a case of an older male Aboriginal patient
with a non-healing wound, be explicit in your request; simply answering 'Doppler’ scored zero, while
'‘Doppler arterial ultrasound of the patient's legs' was appropriate.

Example: Avoid articulating elements of physical examination or history. For example: infant with
respiratory features; or as in a case of a mother post-partum with mastitis; that lacked specificity to the
case and did not add diagnostic value.

Example: In a case of an infant presenting with features suggestive of developmental delay, avoid
providing answers that lacked specificity.

Adhere to Question and Format: Pay close attention to the specific wording of the question and any
instructions regarding the number of answers or format (e.g., short answers, one answer per line).

Example: When asked for a specific number of answers, ensure you provide only that number. Using
phrases/words like "for example," "because” or "and" often indicates including extra responses,
resulting in a penalty.
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Answering Within Context

It is crucial to tailor your responses to the specifics of the presented case, utilizing all the information provided
and framing your approach appropriately for a general practice environment.

Answer within the Specific Context of the Case and Patient: Ensure your responses are tailored to
the individual patient described, including their age, gender, comorbidities, medications, social circumstances,
and the specific details provided in the scenario. Avoid generic answers or those appropriate for a different
patient or context.

Example: When looking at possible differential diagnoses, ensure they are within the context of the
liver function results provided, or describe the results rather than just listing all possible causes or
describing the results without linking to a diagnosis.

Example: It is important to answer in the context of the patient's age and medications, as in a case of a
68-year-old woman with renal disease and anaemia; blood donation, while a cause of anaemia in
younger patients, would not be appropriate here as she is likely ineligible.

Example: In a case describing symptoms of six months' duration, differential diagnoses that have either
an acute onset or are of greater chronicity will not score.

Example: Avoid giving an "all cause" list of joint pains when the scenario describes new onset of
symmetrical significant joint pains; focus on diagnoses that fit the specific presentation.

Example: Despite the history and findings, as in a case of persistent shortness of breath and evolving
COPD, avoid focusing on cardiac disease or identifying pulmonary neoplasms that were not evident if
the scenario information does not support them.

Example: Avoid providing management options that do not align with the patient's age or medical
history, such as options contraindicated by the patient's comorbidities (as seen in several mentions).

Example: When presented with a toddler returning from an overseas trip with diarrhoea, ensure all the
information in the scenario is considered and that the answer is provided in the context of that specific
scenario.

Example: When presented with an older male patient with a compression fracture, avoid providing
causes and treatments that are typically relevant only for a female patient, as this is wrong for the
gender of the patient.

Example: Avoid providing differential diagnoses such as acute cholecystitis or ascending cholangitis if
they would not present asymptomatically as described in the scenario.

Example: When required to provide differential diagnoses, ensure your answers are relevant to the
patient's age or other details in the scenario.

Example: Avoid prioritising alcohol-related dementias over the most common causes like vascular and
Alzheimer's disease in an older Aboriginal male patient with cognitive decline, as this may indicate
stereotyping.

Example: Avoid providing diagnoses not relevant or likely given the information in the scenario, such
as when irrelevant diagnoses were provided based on a collateral history not included in the case of an
older female patient who presented with collapse.

Utilise All Provided Information:

Carefully consider and use all the information given in the scenario, including the stem, history details,
examination findings, etc. Avoid relying on or including external information, history, or details not explicitly
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e Example: When asked for history to establish the diagnosis, as seen in a case of an elderly female
patient with suspected cardiac failure, responding with the patient's age or foot swelling if already
mentioned in the scenario will not gain marks.

Respond Directly to the Question Asked:

Ensure your answers directly address the specific question posed by the examiner. Read the question carefully
multiple times to understand exactly what is being asked and within what parameters (e.g., psychological vs.
physical triggers, non-pharmacological management, specific findings vs. diagnoses). Avoid providing
information not requested or misinterpreting the question.

o Example: When asked for psychological triggers for chronic pain, avoid providing physical triggers.
Similarly, give non-pharmacological answers when requested, not pharmacological ones.

e Example: When the question is assessing non-pharmacological management actions, avoid providing
pharmacological management actions, as seen in a case of a woman with a complex past medical
history presenting for routine prescriptions.

e Example: Ensure you answer the question as written, as seen in a case of an adult male requesting a
second opinion for rhinosinusitis, and in a case of an elderly female patient complaining of urge
incontinence. For the rhinosinusitis case, this included demonstrating responsibility for arranging
onward clinical care and managing conduct directly, rather than just identifying an organic cause.

o Example: When asked for symptoms rather than diagnoses, as seen in a case of a male patient presenting
with symptoms suggestive of chronic rhinosinusitis, provide symptoms.

o Example: When asked for the immediate investigations required, select investigations appropriate at the
initial presentation, not those appropriate but required later.

e Example: Ensure you answer the question given and not provide examination findings or descriptors of
lesions when asked about management, as seen in a case of dermatological and rheumatological
issues.

o Example: When a question asks for lifestyle factors contributing to uncontrolled hypertension, providing
pharmacological causes will not score.

e Example: Ensure you answer the question exactly as asked, as seen in a case of an elderly male patient
with multiple symptoms asked for diagnoses other than hearing loss, and in a case of an elderly
patient with lower thoracic midline pain asked for non-pharmacological treatment. A significant
number of errors resulted from misreading these questions.

o Example: When asked for the specific abnormal findings on the ECG, provide the specific abnormalities
shown, including the leads, as seen in a case of a young adult male presenting with acute onset of
anterior chest pain, not just diagnoses.

o Example: When asked for specific examination findings for one condition, as seen in a case of an elderly
man with dementia attending for driving licence medical asked for examination findings, avoid listing
generic examinations or findings for unrelated conditions like Parkinson's disease.

e Example: When asked for a diagnosis rather than results or investigations, as seen in a case of a middle-
aged diabetic patient who presents for routine diabetic review, provide the diagnosis.

e Example: Ensure you read the question correctly, as seen in a case of a female patient with a six-week-
old baby asked for management/advice on feeding.

Contextualise for General Practice: Frame your management and approach within the context
of a general practice environment, considering what is appropriate and feasible in this setting (e.g.,
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