GP Supervisor Guide

Rational Prescribing
in General Practice

About this guide
“What medicines do not heal, the lance will; what
the lance does not heal, fire will.”
Hippocrates

Lancing may be uncommon in modern day medicine, and the healing powers of fire even less widely
employed, but medication use is ubiquitous. Taking tablets is the most common health-related action
undertaken by Australians. For example, in 2014, there were nearly 300 million prescriptions dispensed in
Australia1, equating to a cost of over $9 billion.2
Modern medicines have unequivocally improved health outcomes for countless conditions. However, there
are significant problems related to their use, and patient harm is not uncommon.
Rational use of medicines is a core competency of both the Royal Australian College of General Practitioners
(RACGP) Curriculum Core Skills Unit3 and the Australian College of Rural and Remote Medicine (ACRRM)
Primary Curriculum.4 This reflects the fact that GP training is a critical period in the development of future
(and potentially life-long) patterns of clinical practice for GP registrars, including prescribing behaviour.
Furthermore, GP registrars have been shown to find prescribing challenging.
Supervisors therefore have a core role in supporting the learning of quality prescribing and rational use of
medicines by their registrars.
This GPSA guide aims to support GP supervisors to identify, assess, and facilitate development of skills in
rational prescribing. In particular, it covers a range of practical strategies for supervisors to use for teaching
and learning rational prescribing in the practice setting. This guide is based on the article Morgan S.
Teaching rational prescribing to general practice registrars: A guide for supervisors. Aust Fam Physician
2017;46(3): 160-64, and the content and boxes are reproduced with permission from the Royal Australian
College of General Practitioners.
Thank you to Dr Simon Morgan and Dr Justin Coleman for their contributions in writing this GP supervisor
guide. General Practice Supervisors Australia (GPSA) is supported by funding from the Australian Government
under the Australian General Practice Training (AGPT) program. GP Supervisors Australia would also like to
thank RACGP for supporting the development of this resource.
GPSA produce a number of relevant guides for GP supervisors and practices, visit www.gpsa.org.au to view
additional guides.

© 2021 GPSA.
All rights are reserved. All material contained in this publication is protected by Australian copyright laws and may not be reproduced, distributed, transmitted,
displayed, published or broadcast without the prior permission of GPSA, or in the case of third-party material, the owner of that content. No part of this
publication may be reproduced without prior permission and full acknowledgment of the source: GP Supervisor Guide: GP Supervisor Guide: Teaching
Rational Prescribing in General Practice.
GPSA has made all efforts to ensure that material presented in this publication was correct at the time of printing and has been published in good faith. GPSA
does not accept liability for use of information within this publication. Due to the rapidly changing nature of the industry, GPSA does not make any warranty
or guarantee concerning the accuracy or reliability of this content.
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If you intend
to become a
GP supervisor
we can
support you.

GP Supervisors Australia is all about supporting a sustainable future for GP supervisors and the future
GP workforce. We do this by supporting and representing the views of GP supervisors nationally.
As a grassroots membership organisation we are
interested in our members’ views on a range of topics
including:

As a member you can access:

•

Red tape reduction,

• Webinars on a range of relevant
topics for GP supervisors,

•

Enablers and barriers to GP training,

• Best practice guides,

•

Quality training practices and outcomes,

•

National employment terms and conditions
for GP registrars, and

• Independent mentoring for
new GP supervisors,

•

• Regular eNews updates,

Government and industry policies.

• Employment contract templates,

GPSA ensures these views are used to inform
structural and policy change in the industry by sharing
your experiences with funding and industry bodies,
politicians and ministers.

• Funding submission support,
and legal advice, through our
partner organisations,

However our voice, and therefore your voice, is only as
strong as our membership! Membership is free and your
membership details will not be shared.

• Join the Connect GP Supervisors
Network Facebook group for
networking and peer support.

Becoming a member is simple.
Just visit gpsa.org.au and click ‘become a member.’
So what are you waiting for? Become a member today and reap the rewards!
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Rational prescribing
But most importantly, medication prescribing
can, and regularly does, lead to patient harm.
More than 1.5 million Australians experience an
adverse event from medicines each year, resulting
in at least 400,000 GP visits and 190,000 hospital
admissions annually.14,15 Approximately 2-3% of all
hospital admissions in Australia have been found
to be medication-related and, of those, half are
preventable.16

The term Quality Use of Medicines (QUM) is defined
as the use of medicines that is
•

Judicious - selecting management options
wisely.

•

Appropriate - choosing suitable medicines
only if a medicine is considered necessary.

•

Safe - using medicines safely and effectively to
get the best possible results.

•

Efficacious - choosing medicines that benefit
the patient.5

Additionally, adverse events can lead to the so-called
‘prescribing cascade’, the prescription of further
medications in the mistaken belief that a new medical
condition has developed.17 This, in turn, leads to a
greater risk of complications and patient harm.
MORE THAN

A more accessible term for GP supervisors and
registrars is ‘rational prescribing’, defined as the
‘selection of the most appropriate therapeutic
regimen for a specific patient’.6 In simple terms, this
means using the right medicine for the right patient
at the right time.
While this sounds like a relatively straightforward
concept to understand and apply, the evidence
is overwhelming that non-rational prescribing is
common in Australian general practice. This includes
medications such as antibiotics for respiratory tract
infections7,8, opiates for chronic non-cancer pain9,10,
benzodiazepines for insomnia and anxiety11, and
anti-hypertensives.12

MILLION
1.5
AUSTRALIANS

EXPERIENCE AN ADVERSE

EVENT FROM MEDICINES EACH YEAR,

400,000
190,000
RESULTING
IN AT LEAST

GP VISITS AND

All medication prescribing, particularly when
inappropriate, carries a number of risks. Overprescription of antibiotics and consequent
antimicrobial resistance has been described by
the World Health Organisation as a ‘serious threat
to global public health’.13 Inappropriate use of
pharmaceuticals leads to economic waste, with
attendant opportunity costs for other health care
interventions.

HOSPITAL ADMISSIONS ANNUALLY.

APPROXIMATELY 2-3%

OF ALL HOSPITAL ADMISSIONS IN AUSTRALIA
HAVE BEEN FOUND TO BE

MEDICATION-RELATED
AND, OF THOSE, HALF ARE

PREVENTABLE.
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Prescribing in General Practice
Prescribing is an integral aspect of Australian general practice. Australian GPs prescribe or recommend
medicine at a rate of 103 medications per 100 encounters.18 The rate for registrars is similar.19
A number of influences on the prescribing behaviour of GPs are described in the international
literature.20,21,22,23,24,25

Factors that influence prescribing behaviour
•

•

•

Clinical factors e.g. need,
previous adverse events.

•

Patient factors e.g. compliance,
ability to pay, specific request.

Medication factors
e.g. safety, cost, efficacy.

•

System factors
e.g. marketing,
pharmaceutical
representative visits,
clinical information
sources).

Doctor factors e.g. clinical
knowledge, experience,
confidence, risk aversion.

Prescribing and general practice training
GP registrars find prescribing very challenging, due to the influences described above as well as a number
of other challenges.26,27 These include:
•

The transition from hospital prescribing to prescribing in the GP context.

•

Understanding the PBS.

•

Judging prescribing quality.

•

Managing uncertainty.

•

Identifying appropriate sources of information at the point of care.
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Strategies for teaching
rational prescribing in the practice setting
Supervisors can use a variety of approaches to assess and teach registrars skills in rational prescribing
(see box 1). General approaches have broader relevance to most areas of general practice training. In addition,
a number of specific strategies are more targeted to teaching rational prescribing.
BOX 1. STRATEGIES FOR TEACHING RATIONAL PRESCRIBING IN THE PRACTICE SETTING

GENERAL STRATEGIES
Reflective practice
Positive learning environment
Patient-centred approach
Managing uncertainty
Role modelling
SPECIFIC STRATEGIES
Orientation to prescribing using in General Practice
Prescribing audit and feedback
Topic tutorials
Scenario-based discussion
Communication skills training
Use of clinical guidelines
Specific teaching and learning resources
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General approaches

PATIENT-CENTRED CARE AND SHARED
DECISION-MAKING

PRINCIPLES

Patient-centred care is the cornerstone of quality
general practice care. It comprises a number
of elements - practising from a biopsychosocial
perspective, sharing responsibility and decisionmaking with the patient, and understanding the
personal meaning of illness for each individual
patient – but in essence means ‘identifying the
patient’s agenda’.29 Patient-centred care has been
demonstrated to improve patient satisfaction and
lead to better health outcomes.30

A set of principles have been described to
guide training in rational prescribing for both
These
undergraduates
and
postgraduates.28
principles comprise:
•

Protected time to reflect on prescribing, with
appropriate feedback.

•

Supervision that allows discussion of problems
and encourages the seeking of advice.

•

Feedback on identified prescribing errors in a
blame-free learning environment.

More specifically, patient-centred care has also been
associated with prescribing fewer medications.31
Supervisors should therefore use a patient-centred
approach to frame practice-based teaching in
relation to rational prescribing. This includes
encouraging registrars to identify and address the
patient’s agenda (including patient’s ideas, concerns
and expectations, or ‘ICE’), and to include the patient
in decision-making with regards to medication
prescribing.32

These themes - reflection, open discussion and
feedback - should be recognisable as fundamental
elements of effective supervision, regardless of the
specific practice domain.
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MANAGING UNCERTAINTY

ROLE MODELLING

Undifferentiated presentations are very common
in general practice, and are a particular challenge
for GP registrars.20 The uncertainty of ambiguous
presentations has been described as a barrier to
quality prescribing by registrars, at least for antibiotics
in respiratory tract infections. GP supervisors play
an important role in supporting their registrars to
better tolerate the inevitable uncertainty of general
practice. This is elaborated more comprehensively
in the GPSA “Managing Uncertainty in General
Practice” guide.

Role modelling has a strong influence on GP registrar
behaviour, and has even been described as ‘the primary
teaching strategy of clinical education’. 34 Supervisors
need to be acutely aware of the influence of their own
prescribing practice and ideally model best practice
in prescribing, including use of appropriate guidelines
(e.g., Therapeutic Guidelines or Australian Medicines
Handbook).

Sometimes, a so-called ‘test of treatment’ is used
as a strategy in diagnosis of undifferentiated illness
(for example trialling asthma puffers for nocturnal
cough).33 While a test of treatment may be helpful,
it is not without potential pitfalls. One useful tip is
for the supervisor to explicitly discuss the situations
where a test of treatment might be considered.
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Specific approaches and teaching strategies
Complementing the general strategies described above, a number of specific strategies are ideally suited to
teaching rational prescribing.

Orientation to prescribing in general practice
The transition from prescribing in the hospital environment to the general practice setting is a challenging
one for new GP registrars. Not only do registrars have significantly more prescribing independence, they also
need to adjust to and operate within the (often bewildering) rules, regulations and restrictions of the PBS.
Orientation to prescribing in the GP setting for new first-term registrars is a common topic in regional training
organisation (RTO) induction sessions, but the supervisor should reinforce this learning and contextualise it to
their local setting. Suggested topics are listed in box 2.
BOX 2. SUGGESTED TOPICS FOR ORIENTATION TO PRESCRIBING IN GENERAL PRACTICE
•

The PBS and RPBS, and how they both work

•

How to write a prescription using the practice software

•

Costs, restricted benefits, authority scripts, private scripts, Regulation 24, safety net

•

Prescribing S8s and drugs of addiction, including relevant state guidelines

•

Doctor’s bag medications and orders

•

Adverse drug reaction (ADR) reporting

•

PBS for Aboriginal and Torres Strait Islander patients

•

Computer software – allergies, medication lists etc.

The PBS has a number of helpful prescribing resources for this purpose, including:
•

The PBS eLearning program - Prescribing in private practice
medicareaust.com/PROGRAMS/PBSP01/index.html

•

PBS - Prescribing Medicines – Information for PBS Prescribers
www.pbs.gov.au/info/healthpro/explanatory-notes/section1/Section_1_2_Explanatory_Notes

•

PBS General FAQs www.pbs.gov.au/info/general/faq
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Audit and feedback
FOUR-STAGE MODEL OF PRESCRIBING

Audit and feedback has been shown to lead to
improvements in most aspects of professional
practice, including prescribing behaviour.35 There has
been a recommendation made that ‘GP registrars
should be provided with explicit feedback about
the process and outcomes of prescribing decisions,
including the use of audits, in order to improve their
ability to judge their own prescribing’.26 An audit of
registrar prescribing behaviour focuses the teaching
on actual prescribing practice.

Prescribing is often thought of simply as the act of
writing a prescription, but in fact is a highly complex
and potentially high-risk intervention that requires
satisfactory competence. In a 2012 Australian
Prescriber article (well worth a read), the prescribing
process was described as having four stages. These
are:

“GP registrars should be provided
with explicit feedback about
the process and outcomes of
prescribing decisions, including
the use of audits, in order to
improve their ability to judge
their own prescribing26”

•

Information gathering.

•

Clinical decision-making.

•

Communication.

•

Monitoring and review.36

This four-stage model provides a very useful
framework for audit and feedback of registrar
prescribing practice.
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INFORMAL AUDIT AND FEEDBACK
Informal audit and feedback can readily be performed
using problem case analysis and direct observation,
but is particularly suited to random case analysis
(RCA). RCA is a powerful supervision tool for learning
needs analysis, teaching, and feedback (see the
GPSA Random Case Analysis Guide).37 In RCA, the
registrar’s clinical notes are randomly selected and
the case analysed in detail. The particular strength of
RCA is in identifying ‘unconscious incompetence’, or
the ‘unknown unknowns’, of the registrar. Supervisors
can explore the registrar’s clinical reasoning behind

prescribing decisions in the context of the actual
clinical case e.g.,“Why did you decide on that
particular medication?” Additionally, supervisors
can pose hypothetical scenarios e.g., “What if the
patient was allergic to that medication?”, “What if
the patient had impaired renal function?” to further
challenge the registrar.
Box 3 outlines a framework for analysis (using the
four-stage prescribing model above) and box 4 lists
some suggested questions for each stage.

BOX 3. FRAMEWORK FOR AUDIT AND FEEDBACK OF PRESCRIBING PRACTICE
•

Select a patient record (directed or random)

•

Registrar to review the patient record and tell the story – “What”

•

Supervisor to explore the four stages of prescribing (see box 4)
– Information gathering
– Clinical decision-making
– Communication
– Monitoring and review

•

Supervisor to explore clinical reasoning with “Why?” questions

•

Supervisor to extend the registrar with hypothetical “What if?” questions

•

Supervisor to give feedback and identify learning needs
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BOX 4. SUGGESTED QUESTIONS FOR AUDIT AND FEEDBACK OF PRESCRIBING PRACTICE

INFORMATION GATHERING
•

Tell me more about the presentation.

•

Were there risk factors for non-adherence?

•

What other clinical information might have assisted you in managing the case?

CLINICAL DECISION-MAKING
•

What was your diagnosis?

•

What was assessment of the severity and management of the disease?

•

Why did you decide to prescribe that particular drug?

•

What are the risks of prescribing/not prescribing?

•

What alternatives could you have used, and what are their advantages and disadvantages?

•

What if the patient was
– A child?
– Elderly?
– Very unwell?

•

Where could you seek evidence-based guidance on management of this condition?

COMMUNICATION
•

How did you communicate your management to the patient?

MONITORING AND REVIEW
•

What are your plans for follow-up and monitoring?

•

What if the patient does not respond to the prescribed medication?

Learning can be further enhanced when this process is reversed, and the registrar has an opportunity to
critique the GP supervisors own prescribing behaviour in a collaborative two-way learning manner.
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Useful resources include

FORMAL AUDIT AND FEEDBACK
Formal clinical audits involving data collection and
feedback reports have also been demonstrated
to positively influence prescribing practice.
Completion of a clinical audit is a requirement of
training for registrars in some regional training
organisations but even if not mandated, it is both
an excellent learning experience for the registrar
and useful for the practice. NPS MedicineWise
provides freely available clinical e-audits on a
number of common general practice topics,
including antibiotics, PPIs and asthma medications.
See https://www.nps.org.au/cpd/professions/generalpractitioners?activity_type%5B%5D=clinical-e-audit

Topic tutorials
Another useful teaching approach is to undertake
specific topic tutorials on rational prescribing.
Potential topics include:
• Prescribing concepts, e.g.,
- Influences on GP prescribing behaviour
(See page 6)
- Potential adverse effects and harms of
prescribing e.g., side effects, overtreatment
- Risk factors for non-adherence
- Polypharmacy and deprescribing.38
• Prescribing specific medications, especially those
that are high risk, and/or challenging for GP
registrars to prescribe,39 e.g.,
- Anticoagulants
- Opiates
- Benzodiazepines
- Complementary medicines
• Prescribing in specific conditions, e.g.,
- Chronic pain
- Respiratory tract infections
- Diabetes
• Prescribing for specific patient groups, e.g.,
- Pregnant women
- The elderly
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•

Prescribing Medicines in Pregnancy Database:
www.tga.gov.au/prescribing-medicinespregnancy-database

•

Cochrane reviews for specific conditions and
medications

•

Consultant Pharmacy Services (Deprescribing
Resources): www.cpsedu.com.au/courses/
take/47

•

Complementary medicines: nccam.nih.gov/

•

RACGP (Handbook of Non-Drug Interventions:
https://www.racgp.org.au/clinical-resources/
clinical-guidelines/handi

Scenarios
Additionally, supervisors can target teaching towards a number of common prescribing scenarios.
These include:
•

Taking a medication history from a new patient to practice.

•

Opportunistic review of the medication list of an existing patient.

•

The so-called ‘simple script’ request.

•

Starting a new drug for a chronic disease.

Again, the four-stage prescribing model is a useful framework for approaching these scenarios.
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Communication skills training

Clinical guidelines

Pharmaceutical representative (drug rep) visits and
drug samples are known to influence the prescribing
behaviour of GPs, including registrars.40,41 Of note, it
has been found that many doctors deny that they are
influenced by pharmaceutical company marketing, or
claim that it influences others but not themselves!42
For registrars who see drug representatives,
there is evidence that training on the influence of
pharmaceutical marketing can improve prescribing
practice.43 In GP practices which allow reps to visit,
registrars should be explicitly advised that they do
not need to see reps as part of their placement.

Registrars should be orientated to, and strongly
encouraged to use, evidence-based reference
material, such as Australian Medicines Handbook,
Therapeutic Guidelines and Health Pathways.

Learning resources
A number of specific learning resources on rational
prescribing have been developed. In particular,
NPS MedicineWise offers a wide range of learning
activities and resources, including online case studies
and courses, MedicineWise News (a topic-based
newsletter) and decision tools e.g., for back pain
management.45

Consequently, the supervisor has an important role
to provide communication skills training for their
registrar on interactions with drug reps. A good way
of doing this is through role play.

More recently, NPS MedicineWise has co-ordinated
the Choosing Wisely Australia program, an
initiative to improve the quality of healthcare by
considering tests, treatments, and procedures which
lack evidence of efficacy or lead to harm.46

Similar to the situation with drug reps, communication
and conflict resolution skills can also be taught around
dealing with patient expectations (or pressure) for
inappropriate prescriptions.44

As part of this initiative, the Royal Australian
College of General Practitioners (RACGP) has
developed two lists of five recommendations over
the past two years, four of which specifically relate
to prescribing (antibiotics, benzodiazepines, PPIs
and antihypertensives/statins). See Choosing
Wisely Australia:
www.choosingwisely.org.au/
recommendations/racgp

Useful communication skills training resources
include:
•

Australian Prescriber, How to make the most
from a drug rep visit: www.nps.org.au/australianprescriber/articles/how-to-make-the-mostof-a-visit-from-a-pharmaceutical-companyrepresentative
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Free educational resources to assist and
support supervisors in all aspects of their
work and training
Regularly developed and updated, the GPSA educational resources cover topics related to supervision,
teaching and assessment, as well as clinical content. They are available on the GPSA website: www.gpsa.org.au

GPSA guides

GPSA webinars
GPSA podcasts

GPSA teaching plans
Also available:
•

FAQs (webinar summaries)

•

Flash cards

•

Communication skills toolbox

•

Online learning modules

To make it easier to access
resources a catalogue
has been developed
featuring all GPSA clinical
educational resources.
You can access it here.
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