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Graduating from medical school – reflections of one’s own
The following is an 
edited version of  the 
address given to the 2012 
graduation class of  the 
ANU Medical School by 
Dr Simon Robertson.

I would firstly like to thank the 
organising committee for inviting 
me to speak at the graduation ball. 
For a long time, I really had no idea 
what I was going to say. Research 
shows that there is huge global var-
iability in the nature of  grad ball 
addresses.In the USA, these gener-
ally take the form of  sermonizing. 
In the UK, they take the form of  
cautionary tales whereas in France 
they appear not to talk to their 
graduates at all.

I asked my wife for some 
advice and she had this to say: 
Simon, you are prone to lecturing, 
so please don’t … You have been 
lecturing at these poor people for 
four years. I am sure they would 
prefer if  you gave them a break and 
just stood up and told a few jokes.

What preparing this speech did 
allow me, was some time to reflect 
on my own student years and grad-
uation. As I recall, the over-arching 
emotion I felt at graduation time 
was relief. This was because I wasn’t 
a particularly good medical student, 
and I clung to the knowledge that 
the person who graduates with 51% 
in their final medical school exams 

is still allowed to call himself  or her-
self  “doctor”.

I am also reminded of  a report 
that a friend of  mine once received 
at the time he was a member of  a 
paratroop regiment. He later went 
on to be an ED physician. His quar-
terly report from his commanding 
officer was one line and it read: 
“Rob is not very bright, but he can 
lift very heavy weights”. Why he 
wasn’t fast tracked immediately to 
orthopaedic surgery remains a mys-
tery to this day.

I also cringingly recall one of  
my oral examinations in anatomical 
pathology. The examination was 
held in an old dungeon-like dissec-
tion hall in the bowels of  the medi-
cal school. As I stumbled over 
answer after answer the professor 
became more and more exasperat-
ed, eventually leaning over one of  
the specimens and saying to me: 
“Mr Robertson, this is not meant to 
be a teaching session, but in your 
case, I suppose we will have to 
make an exception”.

Another challenge I encoun-
tered was that many of  the patients 
I interacted with spoke mainly Zulu 
and Xhosa and this came as a bit of  
a shock to a medium size white boy 
such as myself. The confusion that 
this caused is best illustrated by an 
example: As all ANU graduates 
know, the thyroid gland is best 
examined by standing behind or to 
the side of  the patient and palpating 
the thyroid with fingers of  both 
hands on both sides of  the neck 

and asking the patient to swallow. 
Now the Zulu word for swallow is 
Gwinya and the zulu word for croc-
odile is Ngwenya. Can you imagine 
yourself  as a patient in hospital, 
have someone walk up behind you, 
seize you by the throat and shout 
“crocodile”.

One memory which has stuck 
with me and perhaps drives some 
of  my approach to our profession 
was related to a group of  us as sec-
ond year medical students. We had 
the privilege of  being taught anato-
my by the late Professor Philip 
Tobias. He inturn had been a stu-
dent of  Raymond Arthur Dart, one 
of  the discoverers of  pre-historic 
man on the African continent. 

Tobias told a story of  visiting an 
ageing Professor Dart at his home 
in Cape Town. By this stage in his 
fifties, Tobias was a full professor 
of  anatomy and a head of  depart-
ment in Johannesburg. Dart was in 
his eighties but still highly involved 
in academic life. His current project 
was a submission to the journal 
Nature. Tobias was invited into his 
home and after being served tea 
asked his mentor: “How is the 
paper going professor”. Dart’s reply 
was: “It is finished dear boy … and 
so am I”. Raymond Arthur Dart 
died that night, having submitted 
his paper earlier in the day. 

And so, if  I was relieved to be 
allowed to graduate medical school, 
it was because I had not been dis-

covered for the fraud I knew myself  
to be. I have to tell you now as med-
ical graduates that this feeling does 
not go away, but rather stays with 
you, sometimes masquerading as 
insight into your own limitations. 
Narrowing your field of  knowledge 
by specialising doesn’t help either, 
rather you transition from knowing 
nothing about everything to know-
ing everything about nothing.

So as you think about these 
things, I am sure many of  you are 
contemplating your internship and 
perhaps even have plans for what 
your future career path is. I remem-
ber thinking for a long time that I 
was going to be a trauma surgeon. I 
am sure this is because I admired 
their poise under pressure and 
above all their decisiveness. In fact, 
if  one had a particularly puzzling 
patient, you had consulted broadly 
and were at your wits end and had 
no idea what was going on with the 
patient, that you should consult the 
trauma surgeons … They would 
have no idea either, but they would 
certainly do something about it.

So off  I went to the trauma 
unit directly after internship, very 
proud of  myself  that I was now 
firmly on my way to being a real 
doctor. The trauma unit was a fran-
tic, overworked and frenetic place, 
with people always running around 
madly. There was an emergency 
services radio mounted on the tri-
age desk. 
 … Continued page 5.
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The new VMO contract nego-
tiations are about to shift into top 
gear; and I find myself  wondering 
what the make-up of  our senior 
hospital medical staff  will be in a 
decade. Over the last decade we 
have seen an immense swing 
towards staff  specialist positions 
across the board. As we moved 
towards credentialing bargaining 
agents for this round of  negotia-
tions, a process that requires 50 
nominations from eligible VMOs 
(who can nominate one bargaining 
agent only) it became clear that with 
the dwindling number of  VMOs 
this task would become increasingly 
difficult over the next few years. I 
suppose there are many reasons as 
to why a specialist may elect to take 
a staff  salaried position, or operate 
independently as a VMO; and each 
specialty will generate different 
motivating factors; but I can’t help 
feeling that part of  the reason for 
these changes is a preference on the 
part of  medical administrators for 
dealing with employees rather than 
contractors.

I must say that I don’t much 
feel like it … but I have recently 
been called a dinosaur by a medical 
administrator, because I prefer to 
remain a VMO. His admitted rea-
son was simple - it is easier to con-
trol employees. Now I am sure that 
there are more factors at play, but a 
recent conversation with a salaried 
medical officer, when I was seeking 
background to an issue before 
speaking to the press, did make me 
wonder. I was told that it wasn’t 

possible to speak in any detail to me 
regarding any ACT Health policies, 
procedures or statistics; but that I 
would have to speak to the media 
unit. I exited concerned; and any-
way missed the deadline so no pub-
lic utterances ensued. I know that 
this may seem a huge non-sequitur; 
but I was listening to a farmer from 
Fukushima province on the week-
end. She was saying that she had 
great difficulty believing anything 
the local authorities told her. At the 
time I felt comforted that we could 
count on our tradition of  openness 
of  government; but now I remain 
concerned.

I have also in recent times had a 
number of  VMOs, particularly in 
medical specialties, reflect to me 
that they were starting to feel alien-
ated working within our hospitals. I 
admit to sharing some of  those feel-
ings at times. This is, of  course, at a 
time when governments laud the 
benefits of  diversity. I would never 
suggest that either pathway is the 
best or most appropriate model for 
health care delivery to the exclusion 
of  the other, but hope that our pol-
icy makers and administrators can 
see the merits of  a diverse medical 
workforce that includes a comple-
ment of  both salaried and VMO 
specialists.

This year will also see the com-
mencement of  salaried medical 
officer enterprise agreements for the 
ACT Health Directorate. The last 
round took so long to conclude that 
it has hardly been put to bed than we 
must take up the cudgels again. As 

with previous negotiation rounds, 
the AMA-ACT is determined to rep-
resent its members in this process 
and to ensure equitable outcomes for 
all; including both senior specialists 
and our all-important JRMOs and 
vocational trainees. 

In my last column I raised the 
issue of  the cost of  the PBS. I 
would like to take this further. To 
contextualise this we must admit 
that whichever party comes into 
government after the next federal 
election, we have been put on notice 
that heath expenditure will be cut. 
Demographers are chanting louder 
and louder that we simply can’t 
afford to keep up the business as 
usual approach. All sorts of  models 
are being considered … in all sorts 
of  ways that I find disturbing. Most 
of  this discussion is being quaran-
tined from the public arena because 
both sides of  the political divide see 
this as a lose – lose debate. I suspect 
that health policy debate will be 
conspicuous in its absence during 
the campaign (whenever that 
begins??).

We pay for our medications 
many ways; at the doctors in obtain-
ing the prescriptions; material pay-
ments for medications including 
manufacturers charges, wholesale 
and pharmacy mark-ups, and in dis-
pensing fees. Health economists 
have suggested that substantial sav-
ings to government could be 
achieved by increasing the dis-
pensed quantity of  drugs so that 
dispensing intervals are increased. 
Pharmacies have already forgone 

some indexation benefits for dis-
pensing fees, and mark-ups are reg-
ulated; and certainly less than in 
many other retail sectors.Of  course 
the cost to consumers is a separate 
issue; and since free market princi-
ples broadly apply; people may pay 
widely varying amounts between 
pharmacies. It is a matter of  habit, 
rather than scientifically demon-
strated benefit, that most medica-
tions are dispensed in monthly 
quantities. It remains to be tested as 
to whether increasing dispensed 
quantities reduces the quality of  
outcomes in health care, so we 
should be cautious before we 
encourage government to leap to 
savings this way.

A further bone of  contention is 
the cost of  generic medications. In 
recent years we have seen a number 
of  “block-buster” medications come 
off  patent. Typical of  these is atorv-
astatin; for which the PBS has out-
laid more money than for any other 
drug in its history (approximately $7 
billion). Now that this medication is 
off  patent we should be seeing huge 
cost savings flowing to the PBS. 
Instead we have seen that whilst in 
countries such as the UK and 
Sweden the manufacturers’ prices 
have dropped by up to 95%, we were 
only able to exact a discount of  15% 
here. Even tiny New Zealand has 
made huge cost savings by compari-
son. The situation is remarkable, 
given that the government persists in 
its public line that the PBS is operat-
ing cost effectively. 

I will talk more about generic 
medications next time.

In recent news my eye was 
caught by a few stories. New Zeal-
and’s government has announced in 
February that it will enact plain 
packaging legislation for cigarettes, 
becoming the second country to do 
so. This would certainly appear to 
be a good time for the future fund 
to start divesting itself  of  equity in 
tobacco companies; one can only 
hope that they will eventually be 
totally snuffed out of  existence.

A recent study from Monash 
University Centre for Health 
Economics has found that the co-
location of  GP clinics with Emer-
gency Departments can significantly 
reduce ER waiting times. One inter-
esting finding in the study was that 
increasing availability of  ER facilities 
made little difference to waiting 
times (and in fact increased waiting 
times for category 2 patients) where-
as properly staffed GP clinics could 
reduce waiting times by 19% where 

TERRITORY TOPICALS – from President, Dr Andrew Miller

Dr Andrew Miller
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patients were actively diverted to 
them. This should be food for 
thought for all of  us, given the 
recent AIHW data showing con-
tinuing problems with ER waiting 
times in Canberra. Clearly the find-
ing revolves around models of  
care, and the application into our 
situation would need to be care-
fully considered. We already have 
CALMS clinics operating in our 
hospitals, but they are operation-
ally constrained. A proper recogni-
tion of  the value of  a fully opera-
tional co-located general practice 
with the more free-wheeling model 
of  care employed in the private 
setting as an active partner in acute 
care settings is long overdue.

A partner to this story is an 
article in the latest MJA; showing 
that E-Health records may con-
found attempts to expedite care in 
ERs. Given the extraordinary pro-
liferation of  E-record systems, not 
all properly inter-operational, in 
our hospitals; and the specific and 
not too complimentary attention 
paid to the IT systems at Canberra 
Hospital during the investigations 
into data tampering in ER, I found 
this article interesting. I have a fully 
computerised practice, and am 
steadily recruiting more fingers 
into my typing; but have noticed 
that management of  IT in a clini-
cal setting requires very active 
involvement of  the clinicians at all 
stages. This is not something that 
can just be delegated to a techie. 
Highly technical data files need to 
be maintained by the technicians 
responsible for their contents … 
i.e US. That’s just more time in the 
day away from patients I guess, but 
vital to maintaining the integrity 
records and quality of  care. 

Oh, by the way, I have just 
been told that to upgrade my com-
puter systems in my practice to be 
able to actively contribute to my 
patients’ PCEHRs will cost a min-
imum of  $25,000. So that goes on 
the back burner too!

Funding for medical 
teaching and training 
needs to be overhauled 
and enhanced to reflect 
its importance as  
“core business” for the 
health system, according 
to the AMA.

As the Independent Hospital 
Pricing Authority (IHPA) begins 
work on a funding model for 
medical teaching, training and 
research, the AMA has cautioned 
that any changes need to encour-
age and support what is a critical 
undertaking in sustaining quality 
health care.

Under the National Health 
Reform Agreement, the IHPA 
has until mid-2018 to advise the 
Standing Council on Health how 
to shift medical teaching, training 
and research to an activity-based 
funding system.

The IHPA has this month 
established a Working Group to 
look at the fixed and variable 
costs to hospitals of  providing 
teaching, training and research 
services, and advise on how these 
should be classified.

The Authority expects the 
Working Group will do most of  
the conceptual work involved in 
the change through the next 12 
months, with data collection to 
begin next year, with the possibil-
ity the new funding arrangements 
could be introduced during 2015 
or 2016 – well inside the 
Agreement deadline.

AMA Vice President Pro-
fessor Geoffrey Dobb said it was 
crucial that the shift to activity-
based funding lead to greater sup-
port and resources for teaching 
and training.

“Current funding arrange-
ments do not adequately reflect 
the costs of  teaching and train-
ing,” Professor Dobb said. “It is 
vital that we do more to support 
this critical activity in our public 
hospital system.”

A key concern is that there 
be sufficient teaching and train-
ing capacity to cope with rapid 
growth in the number of  medical 
graduates.

Professor Dobb said Health 
Workforce Australia estimates 
showed the nation was facing a 
shortfall of  450 first-year spe-
cialist training places by 2016 
unless there was a significant lift 
in investment in teaching and 
training.

“We need to address the sig-
nificant bottlenecks in the medi-
cal training pipeline that Health 
Workforce Australia is predicting 
as more and more much-needed 
medical graduates come through 
the system,” Professor Dobb 
said. “We also need a funding 
model that delivers a quality clin-
ical training experience from 
medical school right through to 
the completion of  vocational 
training.”

The AMA convened a high-
level meeting of  13 organisations 
involved in medical education 
and training late last year to dis-
cuss the shift to activity-based 
funding.

The meeting agreed on a set 
of  principles to guide the devel-
opment of  the new funding 
model, including that it should 
include recognition of  the expe-
rience and skills of  providers, 
that it be underpinned by pub-
licly reported performance indi-
cators, that it not create disin-
centives for training in settings 
other than public hospitals, and 
that it include consideration of  
whether funding should be 

attached to the trainee or allo-
cated to the provider.

The meeting resolved that 
teaching, training and research 
should be seen as core business 
for the health system: “A culture 
of  teaching and learning must be 
embedded in the public hospital 
system. Investment in teaching 
and training must be seen as 
essential to providing a quality 
service environment, and a sus-
tainable health workforce.”

Acknowledging the looming 
shortfall in medical training plac-
es, the meeting said it was “vital 
that pricing and funding is linked 
to health workforce planning and 
projections, to provide sufficient 
training capacity for medical 
graduates and trainees”.
A statement of  Objectives and 
Principles from the meeting 
can be viewed at: http://goo.
gl/6xlmR 

Funding overhaul for medical training
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New position statement from Cancer 
Council Australia on complementary 
and alternative therapies
Cancer Council Australia 
has published a new 
position statement on 
complementary and 
alternative therapies.  
The statement considers 
the evidence, risks and 
benefits associated with 
these therapies, and 
makes considered 
recommendations for 
cancer patients and 
health practitioners.

Complementary medicines 
and alternative therapies have been 
the subject of  debate in the media 
and among health professionals.

Some of  the key recommen-
dations made in the statement 
include:
1. Supporting the right of  indi-

viduals to seek information 
about complementary and 
alternative therapies and 
respecting their decision to use 
them, provided they are not at 
risk of  being harmed.

2. Encouraging people with can-
cer who are considering using 
non-conventional therapies to 
make an informed choice. This 
includes asking questions 
about the efficacy, risk, con-
traindications and the cost of  
the therapy, as well as the qual-
ifications of  the practitioner.

3. Encouraging people with can-
cer to discuss with their 
healthcare provider any com-
plementary or alternative ther-
apies they are using or consid-

ering using, in order to mini-
mise risk.

4. Encouraging healthcare pro-
viders to routinely discuss the 
use of  complementary and 
alternative therapies with all 
cancer patients and survivors, 
in an open and non-judgemen-
tal manner.
The statement also recom-

mends the Therapeutic Goods 
Administration take a more active 
role in warning consumers about 
false claims made in relation to the 
benefits of  complementary and 
alternative medicine and for more 
scientific studies to examine the 
safety and efficiency of  promising 
and commonly used complemen-
tary and alternative therapies.

The roll-out of  Gardasil 
vaccination to boys has 
begun with more than a 
quarter of  a million due 
to be inoculated this 
year.

Health Minister Tanya Pliber-
sek said the vaccine, to be adminis-
tered free to around 280,000 Year 7 
and 9 schoolboys, would help pro-
tect them against cancers and geni-
tal warts caused by the human pap-
illomavirus (HPV).

The vaccination program for 
boys, announced in July last year, is 

a world-first and comes in addition 
to a vaccination program for girls 
which began in 2007.

Ms Plibersek said one million 
girls aged between 12 and 16 years 
have already been fully vaccinated 
against HPV and the vaccination 
of  boys would help drive down 
rates of  cervical cancer among 
women.

“The HPV vaccine is the best 
protection against the HPV virus, 
[which] infects four out of  five sex-
ually active people at some point in 
their lives, and is linked to cancer 
and other disease,” the Minister 
said.

Since the introduction of  the 
Gardasil schools vaccination pro-
gram, there has been a reduction in 
HPV-related infections and pre-
cancerous lesions in young women, 
and a reduced incidence of  genital 
warts in both sexes.

“We’re confident that extend-
ing the program to males will 
reduce HPV-related cancers and 
disease in the future,” Ms Plibersek 
said.

More than 400,000 boys and 
girls received their first dose of  
Gardasil this month, with follow-
up doses to be administered in 
April and August.

AMA President,  
Dr Steve Hambleton, 
said today that the  
‘Too Many GPs’ report 
produced by 
demographer, Dr Bob 
Birrell, should be 
catalogued near the 
‘science fiction’ section 
in libraries.

Dr Hambleton said the view of  
frontline primary care in Australia 
depicted by Dr Birrell’s report defies 
the reality of  people in suburbs and 
rural communities struggling to 
access quality primary care because 
of  the shortage of  GPs.

“The report appears to rely 
on previously discredited analysis 
of  the GP workforce that resulted 
in previous Governments cutting 
back on GP training, which led to 
the shortages we see.

“You cannot use billings data 
to estimate full time equivalent GP 
numbers.

“The report’s conclusions do 
not sit well with the recent AIHW 
report, Medical Workforce 2011, 
which found that, while the supply 
of  specialists-in-training, special-
ists, hospital non-specialists and 
other clinicians all increased, the 
supply of  GPs fell from 111.9 to 
109.7 full time equivalent per 
100,000 population between 2007 
and 2011.

“The AMA questions the 
report’s assertion that GPs are 
expensive to the taxpayer. The 
current Medicare rebate of  $35.60 
for a standard consultation is well 
below the true worth of  a GP ser-
vice as estimated by the AMA. 

“Dr Birrell’s report fails to 
recognise the role that GPs play in 
ensuring that our health system 

delivers high quality health care in 
a cost effective way.

“Overall funding for GP ser-
vices represents a relatively small 
part of  the health budget, yet GPs 
deal with around 90 per cent of  
the problems they encounter.

“Health Workforce Australia – 
whose figures we do support – was 
established to provide advice to the 
Government on medical workforce.

“Its most recent report, Health 
Workforce 2025, confirmed that 
Australia is in the middle of  a GP 
workforce shortage.

“Indeed, if  Australia is to 
reduce its reliance on International 
Medical Graduate (IMG) GPs, 
then we must lift our training 
effort even further.

“We reject the report’s sugges-
tion that the Federal Government 
must restrict access to Medicare 
provider numbers to better distrib-
ute the GP workforce. 

“Addressing GP shortages, 
particularly in rural areas, requires 
a comprehensive approach that 
includes appropriate incentives, 
professional support, and takes 
into account the needs of  a GP’s 
family members with respect to 
access to education and other 
family needs,” Dr Hambleton said.

The AMA’s plan to build a 
better rural and regional medical 
workforce is at https://ama.com.
au/position-statement/region-
alrural-workforce-initiatives-2012

Birrell GP report 
defies reality
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•  Tax Return preparation •  Self Managed Super Funds
•  Financial Reporting  •  Company / Trust set-ups
•  BAS preparation

Tax, Accounting 
& Business Services

02 6257 4144
www.bonsella.com.au
Ethos House, 28 Ainslie Pl, Canberra City

Bonsella Business 
Solutions specialises in 
tax planning & effective 
business structuring for 
medical and healthcare 
professionals.

Boys get protection against HPV
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The Australian 
Competition and 
Consumer Commission 
has granted authorisation 
to eRx Script Exchange 
to allow it to enter into a 
contract with MediSecure 
to facilitate 
interoperability between 
the parties’ electronic 
pharmaceutical 
prescription exchange 
systems.

Prescription exchange servic-
es enable doctors to lodge an elec-
tronic prescription for a patient, 
which the patient can have down-
loaded directly by any participat-
ing pharmacy.

eRx and MediSecure are cur-
rently the only two parties operat-
ing prescription exchange services 
in Australia but their two systems 
currently do not ‘talk’ to each other.

“Allowing the parties to imple-
ment this agreement is likely to lead 
to greater use of  electronic pre-
scriptions, resulting in cost savings 
and a reduction in prescription 
trans  cription errors,” ACCC Dep-
uty Chair Dr Michael Schaper said.

The ACCC has granted 
authorisation until 30 June 2017 
by which time an Australian 
Standard should be in place 
including technical specifications 
to ensure interoperability between 
all prescription exchange systems. 

Authorisation provides immu-
nity from court action for conduct 
that might otherwise raise con-
cerns under the competition pro-
visions of  the Competition and 
Consumer Act 2010. Broadly, the 
ACCC may grant an authorisation 
when it is satisfied that the public 
benefit from the conduct out-
weighs any public detriment. 
More information about this 
application for authorisation and the 
granting of  authorisation, including the 
reasons for the ACCC’s decision, will 
be available at www.accc.gov.au/
AuthorisationsRegister/

 … From page 1.

It was on its own frequency 
and the ambulance services would 
use it to alert us to incoming trau-
ma patients. We used to refer to it 
as the bat-phone. One Saturday 
night, we got a radio call from the 
police tactical unit. These calls 
were highly unusual, and often 
meant that some form of  hell 
had broken loose in the inner city, 
so we were all listening intently as 
the charge nurse took the call, 
which went something like this:

Tango Mike to Joburg trauma 
… We continued to listen intently 
… Joburg trauma, be advised, we 
are bringing in a criminal suspect 
with multiple gunshot wounds. 
The charge nurse replied using 
perfect radio procedure: Copy that 
Tango Mike, please advise, where 
has the patient been shot … there 
was a rather lengthy pause and 
then the cop replied … “Oh … I 
don’t know, we haven’t shot him 
yet”.

From there, the world opened 
up to me and I was able to do 
some anaesthetics, some inten-
sive care and some retrieval med-
icine – aspects of  our profession 
which remain as exciting to me 

today as they did, what is now 
many years ago.

I suppose that this is what is 
truly wonderful about being the 
graduates of  tonight and the 
interns of  tomorrow. The practice 
of  medicine today is this vast mul-
ti-faceted beast. While this pre-
sents large system challenges for 
us all as a profession to solve, it 
also allows us to find the niche 
that excites and stimulates. 
Therefore as I conclude, I cannot 
help but think how lucky we are as 
graduates of  medicine. Thoreau’s 
most famous quote is that the 
mass of  men lead lives of  quiet 
desperation. I truly believe you 
and I have been spared this mis-
placement of  values to which 
Thoreau refers simply by the 
career we have chosen or been 
lucky enough to fall into. This 
career of  ours is difficult enough 
to be stimulating, involves vital 
human elements and is at times 
breath-takingly rewarding. And so 
I will end by borrowing again … 
this time from William Osler by 
addressing you as fellow students.

Fellow students … Congratu-
lations … Your colleagues around 
the room and I look forward to 
working with you and beside you 
as your careers grow.

Graduating from 
medical school – 
reflections of one’s 
own … continued

 ACCC allows arrangement to 
increase electronic prescriptions
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Membership Rewards Program Partners ~ 10% discount*
n Belluci’s Restaurants  

(Phillip) Ph: (02) 6282 1700 & (Manuka)  
Ph: (02) 6239 7424  

– Award winning, casual Italian dining. * conditions apply.

n Bond Hair Religion 
(Kingston) Ph: (02) 6295 8073

– Bond Hair Religion is committed to creativity and service.  
Let us listen and look after you.

n Botanics on Jardine Florist 
(Kingston) Ph: (02) 6295 0221 

– Exceptional design for all occasions, including event hire.

n Crabtree and Evelyn  
(Canberra Centre) Ph: (02) 6257 7722  

– Bath and body products, gourmet foods, candles,  
home decor, and gifts for any occasion.

n Electric Shadows Bookshop  
(Braddon) Ph: (02) 6248 8352  

– Specialist books, CDs and DVDs (including rentals)

n Evo Health Club  
(Barton) Ph: (02) 6162 0808  

– Hotel Realm.

n Hotel Realm  
(Barton) Ph: (02) 6163 1888 

– Accommodation only.

n Jirra Wines 
Fax: 6227 5171

– You don’t need to go to Tuscany for good Italian wines. 
Canberra has a climate very close to Tuscany’s.

n The Essential Ingredient  
(Kingston) Ph: (02) 6295 7148  

– Inspiring great cooking with ingredients, books and cookware.
* conditions may apply. These benefits are available for 2013, as at  

10 November 2012, and may be subject to change.

Tomorrow’s doctors want #socialjustice today
Says Australian Medical Students Association President, Mr Ben Veness.

Jirra WinesJirra Wines

The competition 
watchdog will allow GPs 
in a practice to act 
collectively setting fees 
and negotiating charges, 
in an important decision 
welcomed by the AMA.

Issuing its final determination 
on the issue late last week, the 
Australian Competition and 
Consumer Commission granted an 
exemption to allow GPs working in 

the same practice to agree on the 
fees charged to patients, and to 
negotiate collectively with hospitals 
and Medicare Locals on charges.

The authorisation will come 
into effect on 15 March.

AMA President Dr Steve 
Hambleton said the AMA had 
taken a leadership role on behalf  
of  the profession in applying for 
the exemption, and was pleased the 
watchdog had accepted the 
Association’s case.

“We want to ensure that GPs 
who engage in this type of  conduct 
are not exposed to action under 

competition laws,” Dr Hambleton 
said. “The decision will remove 
this uncertainty.”

 The ACCC has recognised the 
public benefits that flow from the 
granting of  the application, includ-
ing cost and administrative effi-
ciencies, improved continuity and 
consistency of  patient care, 
improved recruitment and reten-
tion of  GPs, and the streamlining 
of  negotiation processes with 
Medicare Locals and hospitals.

For further information con-
tact AMA ACT on 6270 5410.

Practices get green light for 
collective bargaining

Social media, especially 
Facebook, is an 
important tool used by 
the AMSA National 
Executive to 
communicate with the 
17,000 medical students 
we represent.

Over the past couple of  weeks, 
one of  the most popular posts on 
our page was a copy of  a Letter to 
the Editor of  Australian Doctor. We 
sent it in response to a story they 
published about Dr Lachlan 
Dunjey, the leader of  “Doctors for 
the Family”, who campaigned last 
year against equal marriage rights 
for all Australians. Someone had 
lodged a complaint with the 
Medical Board about Dr Dunkey’s 
submission to theSenate inquiry 
into marriage equality, apparently 
on the grounds that he misrepre-
sentedthe scientific evidence.

Our post was seen by over 
1,800 Facebook users. Australian 
Doctor chose to selectively publish 
quotes from our letter in a follow-
up article, so Facebook was very 
helpful in reaching many more 
medical students than would oth-
erwise have seen the article, while 
also granting us complete control 
over our message.

Our opposition to Dr Dunjey’s 
submission to Federal Parliament 
was based on the “Marriage Equ-
ality and Health” policy AMSA 
passed last year. Dr Dunjey claimed 
in an interview with Australian 
Doctor that he was protected by 
“freedom of  speech”. We feel this 
is not an acceptable excuse for 
misrepresenting evidence to the 
Parliament and to the public in 
support of  personal prejudices. It 
concerns us that this group of  

doctors invoked their status as our 
colleagues in an effort to confer 
credibility on their false claims.

AMSA also made a submis-
sion to the Inquiry. We made a 
clear and referenced argument 
explaining that discrimination is 
likely to result in “minority stress” 
and negative mental health seque-
lae for people who are same-sex 
attracted. A copy of  our policy is 
available at http://www.amsa.org.
au/advocacy/official-policy/

As medical students we look 
to doctors as role models, and are 
disappointed when we see our pro-
fession brought into disrepute by 
prejudicial, much less unethical, 
behaviour.

The NSW Parliament has rec-
ently announced a similar inquiry 
into marriage equality. AMSA will 
submit our policy and supporting 
research to them, too. We would 
welcome AMA involvement in our 
submission.

In the meantime, James 
Lawler, AMSA’s Global Health 
Officer and I are travelling to 
Baltimore in the United States for 
the International Federation of  
Medical Students’ Association’s 
(IFMSA) General Assembly and 
will present an adapted form of  
our policy there. It has been co-
seconded by the national medical 
student associations of  both the 
United States and New Zealand. 
Since sharing it for review, the 
emails of  support have been pour-
ing in. Recently we have heard 
from France, the UK, Denmark, 
Quebec (which is separate to 
Canada in the IFMSA!), plus Brazil 
and Lebanon!

The only negative feedback so 
far has come from an office bearer 
within the IFMSA, who is nervous 
about upsetting representatives 
from some of  the seven countries 
who threaten homosexuals with 

death, or the over 80 countries 
who apparently respond with pris-
on sentences.

In countries like Uganda, the 
extent of  the inequitable treatment 
of  people who are lesbian, gay, 
bisexual, trans or intersex (LGBTI) 
is astonishing. A particularly power-
ful spotlight was thrown on the issue 
in December 2011 when former US 
Secretary of  State Hillary Clinton 
delivered a compelling speech in 
Geneva, calling for the protection of  
this “invisible minority”.

Many medical students and 
junior doctors would agree with 
Ms Clinton that this is “one of  the 
remaining human rights challenges 
of  our time”. Support from senior 
members of  the AMA is wel-
comed, and helps us to see the rel-
evance and value of  membership 
of  a professional association that 
acts with integrity, compassion and 
fearlessness.

AMSA would absolutely sup-
port prioritising action on these 

most gross of  human rights abus-
es, however we are hopeful that 
the IFMSA will still adopt our pol-
icy, from which it is easy to extrap-
olate opposition to death penalties 
and custodial sentences.

Our argument is based on 
health grounds, referencing studies 
such as that by Hatzenbuehler et al. 
(2010) in the American Journal of  
Public Health, who “studied more 
than 34 000 lesbian, gay, and bisex-
ual participants and found empirical 
evidence of  the negative health 
effects of  discriminatory policies 
relative to marriage equality.”

They measured psychological 
health via a survey administered 
first in 2001 and 2002, and again in 
2004 and 2005, “after 14 states 
approved constitutional amend-
ments limiting marriage to oppo-
site-sex unions.”

In the second survey, respons-
es showed significantly increased 
rates of  mood disorders, general-
ised anxiety disorder, alcohol use 

disorder and psychiatric comor-
bidity. Comparable controls from 
states without such amendments 
did not show significant increases.

A particularly well-written 
piece came from Australian drug 
and alcohol researchers last year. 
In Drug and Alcohol Review, Ritter, 
Matthew-Simmons and Carragher 
called out the prominence of  dis-
crimination and stigma and its neg-
ative effects. They support mar-
riage equality as a “direct, public 
health approach to managing both 
community stigma and individually 
experienced internalised homo-
phobia”.

It should be an interesting 
meeting in Baltimore. What better 
way to let everyone know how it 
goes than Facebook?

Late News:  
the Policy has been accepted  
at the IFMSA General 
Assembly.  
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The AMA and the 
Australian Medical 
Students’ Association 
have raised concerns 
about plans by two 
universities to open 
medical schools unless 
there is a significant 
boost in intern places.

Chair of  the AMA Council of  
Doctors in Training Dr Will 
Milford has warned up to 250 
medical graduates could be left in 
limbo this year unless federal and 
state governments committed to 
boosting the number of  intern-
ships on offer, casting doubt on 
the current training system to 
accommodate even more trainee 
doctors.

Dr Milford made his warning 
as Western Australia’s Curtin 
University and Charles Sturt 
University in rural NSW pushed 
ahead with their plans to open 
medical schools, a move that would 
add significantly to the number of  
medical graduates coming through 
the education system.

The WA Government, which 
was in the throes of  a state elec-
tion campaign, pledged $22 mil-
lion toward the construction of  a 
medical school at Curtin University 
– though the Federal Government 
is yet to make any commitment to 
the project.

Health Minister Tanya Plib-
ersek last year delivered a blow to 
the plans of  both Curtin and 
Charles Sturt when she told the 
AMA it was “difficult to support” 
any proposed increase in medical 
school places in the current envi-
ronment.

“In relation to proposals for 
new medical schools in Australia, 

I would like to assure you that the 
current position of  the Common-
wealth is that any proposed 
increase in medical places, wheth-
er via establishment of  new medi-
cal schools or through allocation 
of  new places at established 
schools, is difficult to support at 
this time,” the Minister wrote in 
July last year. “It is essential that 
all governments continue to 
address their commitment to 
existing medical trainees, clinical 
supervisors and patients to 
increase capacity and maintain 
high quality training for the exist-
ing group of  future medical prac-
titioners, prior to making any deci-
sions to increase the intake of  
medical students.”

AMSA President Ben Veness 
said the number of  graduating 
medical students had more than 
doubled since 2002, putting the 
capacity of  the internship system 
under severe strain.

An internship is compulsory 
for medical graduates who want 
to go on to practice medicine, and 
more than a dozen graduates 
missed out on an internship last 
year because of  the failure of  gov-
ernments to increase funding for 

places to match the growth in 
graduate numbers.

Mr Veness said only a last-
minute bailout by the Federal 
Government prevented many 
more trainee doctors missing out 
on an internship.

Dr Milford called for much 
greater coordination among govern-
ments regarding medical training.

He told ABC radio in Sydney 
that the NSW Government had 
not matched the number of  intern 
places it offered with number of  
medical graduates coming through 
the system, and the Commonwealth 
had yet to indicate whether it would 
step in again this year to help make 
up the shortfall in internships.

Dr Milford said that if  it did 
not, up to 250 graduates might 
miss out on an internship.

Both the AMA and AMSA 
attended the National Medical 
Intern Summit, which was intend-
ed to bring together health minis-
ters, medical deans and health 
bureaucrats from around the 
country, in Sydney on in February.

The summit was called to 
examine ways to increase the num-
ber of  internships on offer in both 
the public and private health sectors.

The Federal 
Government has 
encountered a poor 
response so far from 
doctors and the public 
to the launch of  its 
controversial electronic 
health record system.

Figures provided to the Opp-
osition earlier this year show that 
fewer than 57,000 people have so 
far registered for a Personally Con-
 trolled Electronic Health Re c  ord, 
meaning almost 450,000 will have 
to sign up between now and the 
end of  June to meet the Gov ern-
ment’s first year target of  500,000 
registrations.

Nonetheless, the number of  
registrations is up substantially 
from last October, when just 
13,400 people had signed up to 
the system, and Health Depart-
ment Secretary Jane Halton said 
at the time that registrations were 
not expected to increase signifi-
cantly until software for GPs 
became available.

Medical practices have been 
given until May to make them-
selves PCEHR-ready, but Gov-
ern   ment figures show the vast 
majority are yet to register with 
the system.

The Opposition’s e-health 
spokesman Dr Andrew Southcott 
told the Sun Herald that informa-
tion supplied by the Government 
in answer to a Question on Notice 
showed that, of  560,000 practi-
tioners nationwide, just 1325 had 
registered so far.

According to the Health 
Department’s timetable, most 
of  the major software vendors 
to medical practices were to 
have developed desktop prod-
ucts with PCEHR functions by 
last December, and the Gov ern-
ment has threatened to with-
draw Practice Incentive Pro-
gram e-health payments from 

practices that are not PCEHR-
ready by May.

But the AMA declared that 
practices should not be penal-
ised because of  delays in provid-
ing them with the software they 
need to link in with the PCEHR 
system.

AMA President Dr Steve 
Hambleton said the Government 
should provide greater assistance 
for practices in preparing them-
selves for the e-health system.

“The AMA supports the 
PCEHR – it can make a real dif-
ference to the continuity of  care 
for patients,” Dr Hambleton said. 
“But the legal framework for the 
PCEHR has imposed additional 
red tape on practices. The Gov-
ern ment can alleviate this by 
assisting practices to navigate the 
complex pathways and require-
ments necessary for them to par-
ticipate.”

In its Budget Submission, the 
AMA called on the Government 
to provide a single set of  stand-
ardised template policies and pro-
tocols detailing what is required 
to participate in the PCEHR.

“This would save significant 
administrative time and resources 
for medical practices, which 
would otherwise have to prepare 
these documents from scratch,” 
the Submission said. “Govern-
ment funding should be provided 
to an entity that understands the 
clinical and administrative opera-
tions of  medical practices to pre-
pare these template documents.

“The Government should 
provide a standardised step-by-
step toolkit to streamline the pro-
cesses that medical practices will 
have to put in place to meet the 
administrative and technological 
requirements of  the PCEHR.”

Weak start for PCEHR New medical schools could 
worsen intern crisis
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Tasmania considers ‘assisted dying’
Tasmanian doctors will 
be empowered to 
administer lethal doses of  
medication to terminally 
ill patients under 
controversial proposals 
developed by Premier 
Lara Giddings.

In a discussion paper released 
earlier this month, Ms Giddings 
and Tasmanian Greens MP Nick 
McKim outlined measures to make 
“voluntary assisted dying” legal in 
Tasmania.

Under their proposal, mentally 
competent, terminally ill adults 
could seek assistance from a con-
senting doctor to die by taking a 
leth   al dose of  medicine, adminis-
tered either by themselves or their 
doctor.

“Voluntary assisted dying is a 
complex issue that evokes strong 

emotions and generates intense 
debate,” the MPs said. “[But] we 
believe it is important and neces-
sary to enact legislation that fully 
demonstrates the compassion we 
all feel for people who are suffer-
ing in extremely difficult circum-
stances at the end of  their lives.”

Doctors would play a crucial, 
but voluntary, role under the 
arrangements envisaged by Ms 
Giddings and Mr McKim.

Medical practitioners would be 
central to a system of  safeguards 
intended to ensure that only 
patients in the final stages of  an 
incurable illness who are fully 
aware of  what they are asking for, 
can be assisted in dying.

Both a patient’s attending doc-
tor and a consulting practitioner 
must attest to their mental compe-
tence, sign a declaration that the 
patient has been fully informed of  
their diagnosis, prognosis, the 
potential risks and likely outcomes 
of  taking the prescribed medica-

tion, and feasible alternatives to 
assisted dying.

Both doctors must confirm 
that the patient is terminally ill, 
defined as being in the advanced 
stages of  an incurable and pro-
gressive medical condition that can 
be reasonably expected to be fatal 
without significant medical inter-
vention.

Under the plan, the attending 
doctor can only write a prescrip-
tion for lethal medication 14 days 
after the patient has been declared 
eligible for assisted dying, and the 
medicine itself  must be kept under 
the supervision of  the prescribing 
doctor.

The medication should not be 
provided to the patient until they 
choose to take it, and the doctor 
must be present at death, to either 
supervise the patient in taking the 
medicine themselves, or to admin-
ister it where the patient is unable 
to do so.

Under their plan, Ms Giddings 
and Mr McKim emphasise that it 
would be entirely up to individual 
doctors whether or not they chose 
to participate.

Anticipating that, if  the pro-
posed laws are adopted, Tasmania 
might be flooded by people from 
interstate and overseas seeking an 
assisted death, the politicians spec-
ify that only Tasmanian residents 
– those who own or lease property 
in the State, have a Tasmanian 
driver’s licence or who are on the 
electoral roll in Tasmania - would 
be eligible for assisted dying.

But in practice, this is unlikely 
to present much of  a barrier, 
because a person can be added to 
the electoral roll after living at the 
same address for a month.

If  such proposals are enacted, 
they could provide a much easier 

alternative for people like Martin 
Burgess, a 69-year-old retiree 
from the Northern Territory, who 
plans to fly to Switzerland to take 
advantage of  that country’s right-
to-die laws.

Mr Burgess, who has rectal 
cancer that has spread to his 
abdomen and has been advised he 
will be dead within 18 months, 
told Northern Territory News he 
wanted to go to Switzerland to 
ensure he had a “painless and 
peaceful” death.

Voluntary assisted suicide was 
legalised in the Northern Territory 
in 1995, but Federal Parliament 
overturned the law in 1997.

In recent months there has 
been an upsurge in efforts to rein-
state and extend right-to-die laws.

In addition to the Tasmanian 
Premier’s action, the Australian 
Greens have moved a Bill in the 
Senate to repeal the Euthanasia 
Laws Act 1997, which outlawed 
the practice in the territories.

In South Australia, independ-
ent MP Bob Such has moved to 
ban the withdrawal of  feeding 
tubes and saline drips as a way of  
hastening death unless other life-
sustaining measures such as venti-
lators are also removed.

Dr Such said his proposed 
laws were intended to end the 
“cruel” situation in which people 
denied the right to decide to end 
their own lives were instead essen-
tially starved to death.

But there remains considera-
ble resistance to the legalisation of  
euthanasia, which continues to be 
a politically-fraught issue.

 Among the most frequently 
voiced concerns are that people 
with diminished mental or physical 
capacity may be railroaded into 
agreeing to assisted dying.

But Ms Giddings and Mr 
McKim said international experi-
ence with euthanasia laws had 
shown little evidence that this 
occurred, and the sort of  safe-
guards they envisaged would 
ensure the vulnerable were pro-
tected.

“We have not been able to find 
any sound evidence that there is a 
heightened risk for people who 
may be vulnerable due to their age, 
disability, mental illness or isola-
tion, as a result of  assisted dying 
legislation,” they said. “Consistently 
expressed fears about voluntary 
assisted dying law reform have 
been found, in practice, to be 
unjustified.”

Ms Giddings and Mr McKim 
have invited public comment on 
their proposal, which can be 
viewed at: 
http://www.premier.tas.gov.
au/__data/assets/pdf_
file/0007/185578/Voluntary_
Assisted_Dying_-_A_Proposal_
for_Tasmania.pdf

AMA ACT is pleased to announce its 
new service “AMA STAFF ASSIST”
This new fee-for-service initiative has been designed to 
assist AMA members recruit nursing, admin and book 
keeping staff. 

AMA STAFF ASSIST will advertise the vacancy, assess the 
competencies required for the position, recommend a 
minimum salary rate, assess candidates and recommend 
a short-list of candidates for interview. Following the 
successful selection of a new staff member, AMA STAFF 
ASSIST will provide the employing member with a template 
workplace agreement if desired. 

For further details on this new service, please  
contact Christine Brill on 6270 5419 or  
by email: execofficer@ama-act.com.au

AMA Staff Assist
– helping you get the right staff for your practice

Disclaimer
The Australian Medical Association (ACT) 
Limited shall not be responsible in any 
manner whatsoever to any person who 
relies, in whole or in part, on the contents 
of this publication unless authorised in 
writing by it.
The comments or conclusion set out in this 
publication are not necessarily approved or 
endorsed by the Aust ralian Medical 
Association (ACT) Limited.
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The Diploma is now available as an Australian Apprenticeships pathway for 
eligible employees, providing Australian Government incentives to employers 
for employees to undertake the course. Final employee eligibility is determined 
by an Australian Apprenticeships Centre.

Express your interest in enrolling now...

T 1300 558 936
E info@esset.com.au
W www.esset.com.au

Course topics include:

• Legal and Ethical Requirements

• Staff Management

• Managing Risk

• Leadership

• Time Management

• Budgets and Finances

• Practice/Service Management

• Policy Writing

• Recruitment and Selection  
of Staff

• OH&S Management

Benefits:

• Flexible training options –  
at the Practice on or off site 

• The latest contemporary Health 
Industry course materials, 
developed with peak associations

• On the job skills development 
with options for workshop series

• Recognition of Prior Learning 
options

The National Health 
Training Package 

Diploma of Practice 
Management (HLT52007) 

Setting a new 
government endorsed 

standard for the 
qualification and skill level 

of Practice Managers.

Educating  
medical practice staff  

– a priceless gift

End of Life Issues and Decision Making – Community Engagement Forum

The morning session of  the 
forum includes five local and 
national high profile speakers 
addressing:
�n what happens in intensive 

care, legal, ethical and 
consumer issues; and the 
�n impact on health finances of  

end of  life care. 

The highly interactive discus-
sion session in the afternoon is 
planned to consider and debate a 
series of  questions surrounding 
end of  life health care. 
�n Would you like to have a say in 

decisions about your personal 
future health care? 
�n Do you know how to make 

your wishes about future 

health care known  
(especially for a time when 
you may no longer be capable 
of  making your own 
decisions, as 40% of  people 
are not)? 
�n Are you living with or caring 

for a family member with a 
chronic disease or a life 
limiting illness? 
�n Do you work in palliative, 

aged care, general practice or a 
hospital? 
�n How can we design systems 

that respect and know your 
wishes? 

If  you would like to attend, 
please email  

lhncouncil@act.gov.au  
or post your details to LHN 

Council Secretariat, Executive 
Coordination Unit,  

ACT Health Directorate,  
GPO Box 825, 

Canberra City ACT 2601. 
Please include your name, 
contact details and a brief  

summary (of  only 50 words) 
stating why you would be 

interested in attending. 
Please respond by  
27 March 2013.

Numbers limited to 100 
participants.

New Health qualifications and funding 
released for Health employees
The ACT Department 
of  Education and 
Training has recently 
announced the approval 
of  a range of  new 
training programs 
directly relevant to the 
ACT Health sector.
New training opportunities

The new qualifications, drawn 
from the National Health Training 
Package, enables health administra-
tors, medical receptionists and other 
health support employees to gain 
skills essential for the delivery of  
high quality healthcare including:
�n Medical accounts;
�n Patient records;
�n Confidentiality, security and 

privacy;
�n Infection control;
�n Manual handling; and
�n First aid certification.

A wide range of  topics are 
available across key qualifications, 
including:
�n Certificate III in Health 

Administration;
�n Certificate IV in Health 

Administration; and
�n Diploma of  Practice 

Management.
Medical practices, allied health 

providers, private and public hos-
pitals and nursing homes now 
have the opportunity to provide 
reception and support employees 
with vocational training that pro-
motes effective risk management 
strategies, provides qualifications 
and leads to the provision of  an 
overall improved healthcare ser-
vice that benefits the entire com-
munity.

Being nationally recognised 
qualifications, the health training 
programs provide a new accredi-
tation standard for support 
employees to achieve in seeking 
qualifications in their industry, and 
once achieved, provides a trans-
portable qualification for employ-
ees who can be assured that their 
skills and knowledge will be rec-
ognised and valuedin all Australian 
states and territories.
Support funding available

In announcing the new qualifi-
cations as approved traineeship 
path  ways in the ACT, the Depart-
ment of  Education and Training 
now support these qualifications 
with course subsidies, ensuring that 
eligible employees who undertake 
the courses through a traineeship 
program have a component of  
course fees subsidised by the ACT 
government.

As the qualifications are avail-
able as traineeships, employers 
may also receive Australian App-
renticeships incentives from the 
Commonwealth government for 
eligible employees who undertake 
a qualification, depending on their 
certificate level of  study.

AMA ACT is currently work-
ing with MEGT Australian 
Apprenticeship Centre who can 
support Practices and other health 
organisations in determining the 
eligibility of  their employees for 
this incentives program.

This support is a great oppor-
tunity for both new and existing 
employees, Practices and other 
Health organisations to undertake 
refresher training courses and to 
up-skill in new areas of  study, 
whilst also getting nationally rec-
ognised qualifications.

Get your team involved!
These courses are delivered 

through a competency based pro-
cess, whereby training and assess-
ment is workplace based, focusing 
on meeting health industry stand-
ards, and participants are deemed 
competent as they demonstrate they 
are able to perform in their work-
place to this required standard.

Employees completing the 
qualifications will:
�n transfer theoretical 

understanding to the 
workplace environment;
�n access further flexible 

professional development 
opportunities;
�n maintain the currency of  their 

workplace skills and 
knowledge;
�n be available to support 

transitions into new 
workplace roles/positions;
�n recognise and improve their 

skill levels;
�n align study to real workplace 

issues and needs; and
�n complete study aligned to the 

needs of  accreditation 
processes.
Vocational education and 

training (VET) courses have risen 
in significance and prevalence 
over recent years, leading the 
charge in responsive and flexible 
training options for working pro-
fessionals. 

Approximatelytwo million 
participants are enrolled in VET 
courses across public and private 
training colleges around Australia 
each year.
Please contact Sue at AMA 
ACT for further information 
on 6270 5410 or email 
membership@ama-act.com.au

The Local Hospital Network (LHN), in conjunction 
with ACT Health Directorate is hosting a forum to 
identify ways to improve the system for everyone, 
on Saturday 4 May 2013 between 9.30am and 
4.30pm at University House, Australian National 
University, Acton
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Painful times as morphine 
supplies tighten 

Aspiring doctors losing 
ground on pay rates
Starting salaries for 
medical graduates are 
growing more slowly 
than for many of  their 
peers as governments 
clamp down on health 
spending.

Figures compiled by Graduate 
Careers Australia show that the 
median starting salary for medical 
graduates rose by just 2.5 per cent 
last year, compared with an aver-
age gain among all graduates of  4 
per cent.

While medical graduates 
remain among the best remuner-
ated in the country – with a medi-
an starting salary of  $60,000, com-
pared with the national average of  
$52,000 - data show their advan-
tage over graduates from other 
fields is slowly being eroded.

Dentistry graduates remain 
the best rewarded, with a median 
starting salary of  $80,000, rising to 
almost $97,000 for those in private 
practice, closely followed by 
optometry graduates, whose medi-
an annual salary jumped almost 13 
per cent to reach $79,000 last year.

Graduates in the earth scienc-
es enjoyed a similar surge in earn-
ings to reach a median starting sal-
ary of  $73,000 – putting them 
third in the ranking of  graduates 
earnings, well ahead of  fourth-
placed engineers ($63,000) and 
fifth-placed medical graduates.

While medical graduates are 
not the best paid, traditionally they 
have enjoyed the best employment 
prospects, and this continued to 
be the case last year.

The Graduate Careers 
Australia study showed that more 
than 98 per cent were in full-time 
work within four months of  com-
pleting their undergraduate 
degrees.

By contrast, just 54 per cent 
of  graduates with visual or per-
forming arts degrees found full-
time jobs in the same period.

But the virtual guarantee of  
work for medical graduates is 
threatened by the failure of  gov-
ernments to provide enough pre-
vocational internships to match 
the growth in medical school plac-
es in recent years.

In November last year a 
shortfall of  162 internship places 
was only partially averted by a 
hastily arranged deal between the 
Commonwealth and several State 
and Territory governments to pro-
vide an extra 116 positions, leav-
ing 46 graduates in limbo.

With the number of  gradu-
ates set to swell even further this 
year, there are fears that without a 
permanent solution negotiated 
between the Commonwealth, 
State and Territory governments, 
hundreds of  aspiring doctors may 
be denied the opportunity to com-
plete their education, a great cost 
both to themselves and the com-
munity.
Top 10 median graduate 
starting salaries
 Median starting 
Discipline  salary ($)

Dentistry 80,000

Optometry 79,000

Earth sciences 73,000

Engineering 63,000

Medicine 60,000

Mathematics 57,000

Education 56,000

Physical sciences 55,000

Law 53,000

Computer science 52,500

Source: Graduate Careers Australia

Health authorities have 
approved importation 
and supply of  an 
alternative drug to avert 
a national shortage of  
morphine amid serious 
disruption to supplies of  
the painkiller. 

Pharmaceutical company 
Wockhardt will begin shipping con-
signments of  its morphine sulphate 
injection 10 milligrams per millilitre 
to Australia from the middle of  the 
month to help fill a supply gap 
caused by a breakdown in the 
importation of  morphine sulfate 
injections under the DBL brand 
name, which until now has been 
Australia’s sole registered supplier. 

But health workers have been 
warned to exercise great care in the 
use of  the Wockhardt product 
because, it contains a preservative, 
which means it cannot be adminis-
tered through epidural or intrathe-
cal routes. 

The Therapeutic Goods Ad -
min  istration approved the supply 
of  the Wockhardt-made morphine 
after Hospira, which makes the 
DBL product, ran into difficulties 
upgrading its European manufac-
turer’s packaging facility. 

The TGA said as a result of  
the problem, all DBL Morphine 
Sulfate Injection products, from 5 
to 30 milligrams per millilitre, 

would be in limited supply for at 
least the first half  of  the year. 

It said it had worked with 
Hospira to secure an alternative 
supply of  10 milligrams per millili-
tre morphine sulphate injections 
from Wockhardt, though it was not 
a perfect substitute for the DBL 
product, and supplies of  the 5, 15 
and 30 milligrams per millilitre con-
centrations would remain “tight”. 

The TGA said the Wockhardt 
product had “gone through a regu-
latory approval process” in the 
United Kingdom, and would be 
available in Australia from the mid-
dle of  January. 

“[But] there are critical formu-
lation differences between DBL 
Morphine Sulfate Injection and 
Wockhardt Morphine Sulphate 
Injection products which have 
potential patient safety implica-
tions,” the Authority warned. 

The medicine watchdog said it 
was aware that on occasion there 
was a “certain amount of  off-label 
use” of  DBL morphine being 
administered through epidural and 
intrathecal routes, even though 

approval was only given for intra-
venous, intramuscular and subcuta-
neous modes. 

It said that a similar off-label use 
of  the Wockhardt morphine product 
would be unacceptable because the 
preservatives it contained made it 
dangerous to administer it epidurally 
or intrathecally rather than by the 
intravenous, intramuscular or subcu-
taneous routes. 

The TGA has warned hospitals, 
clinics and other places where mor-
phine is used to ensure that the 
Wockhardt product is not adminis-
tered by epidural or intrathecal 
routes. It has also advised those who 
use morphine by the epidural and 
intrathecalroute to carefully manage 
their existing stocks so that they can 
continue to administer morphine by 
the epidural and intrathecal route 
whilst the shortage exists”. 

Further information is available 
on the TGA website: http://www.
tga.gov.au/hp/information-medi-
cines-morphine-sulfate-products.htm 

Most of  us like to take 
some kind of  break over 
the holiday period. 
Unfortunately, your fixed 
costs don’t take a holiday 
with you. “If  you’re the 
principal of  a practice, 
you don’t get paid leave,” 
explains Investec’s Lynne 
Kelly“Because everything 
and everyone in the 
practice revolves around 
you, if  you’re not there 
to work, nothing 
happens.”

It’s a perennial problem for a 
number of  medical practices. 
While there are many fixed costs 
that still have to be paid during 
the first month of  the year, there’s 
only one source of  income—the 
principal. And if  he or she wants 

a holiday, the income stops. “The 
problem is they still need to pay 
12 months worth of  expenses, but 
they’re doing it with 11 months 
worth of  cash flow,”Lynne con-
tinues.

“Your choices to deal with 
this are either to push your credi-
tors’ terms, or use some kind of  
funding. People that are disci-
plined could save up one twelfth 
of  their income over the course 
of  the year, and put it away in 
preparation for this time, but 
most people just don’t get around 
to doing that. Instead, they find 
themselves catching up in 
February, March, and April.”

For many people this impact 
is exacerbated by the fact that the 
end of  January is often the due 
date of  a quarterly BAS cycle—so 
frequently, you’ll come back from 
holidays to be hit by a tax bill.

For those who don’t want the 
hassle of  tracking savings through-
out the year or haggling with sup-
pliers, one possible option is an 
Investec One Account. An 

Investec One Account with an 
overdraft facility will provide you 
with a simple solution to help you 
manage your day-to-day expenses 
with the ability to draw up to your 
approved facility limit. It offers 
easy access to your savings and 
overdraft, competitive interest 
rates on credit balances and full 
online and mobile banking func-
tionality to view your statements, 
make transfers, pay anyone or 
make BPAY payments. It also has 
no ongoing fees.

The reason that Investec is 
able to develop these types of  
solutions is based on their experi-
ence in the healthcare sector. “We 
understand the medical and dental 
profession well and as specialists 
in thisarea we are able to do things 
which the general financiers are 
unable to do. We’ve been doing it 
for 20-odd years, so we know this 
market in a deeper way than any-
one else” says Investec’s Michelle 
Gianferrari
Copy supplied by Investec

Managing your cashflow

Doctors’ Health  
Advisory Service (ACT)

Here for you and your needs
The DHAS (ACT) provides peer support for you 

and your family.
The DHAS (ACT) is a group of experienced Canberra-based general 
practitioners who are committed to providing support to colleagues 
and their families experiencing difficult times – which may include:

A stressful incident, violence or trauma in your workplace, 
workplace issues such as bullying or harassment, workload 

concerns, feelings of stress or inability to cope, burnout, your 
professional life, your career plans, personal issues,  

your well-being.

DOCTORS’ HEALTH ADVISORY SERVICE (ACT) 
Your colleague of first contact 
 0407 254 414 – 24 hours
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Dr. P.M.V. Mutton

colposcopy & laser
endoscopic surgery

specialist gynaecology
treatment of prolapse

and incontinence 

Dr. P.M.V. Mutton
MBBS, FRCOG, FRANZCOG

for prompt, personalised 
and 

experienced care

6273 3102
39 GREY STREET DEAKIN ACT 2600

FAx 6273 3002

Complete  
Women’s  
HealtH

Dr Omar Adham
~  Obstetrician  ~  Gynaecologist   

~  Gynaecology Endoscopic Surgeon

Complete women’s health is 
guided at all times by the values 

of compassion and respect for the 
dignity of every patient. Our  

mission is to care for the mind, the 
body and spirit of each client.

~ Obstetric Care 
~ Pelvic Pain & Endometriosis 

~ Prolapse & Incontinence
Correspondence:

Suite 3-7, John James Medical Centre 
175 Strickland Crescent 

Deakin ACT 2600 
T: 02 6282 2033 
F: 02 6282 2306

www.completewomenshealth.com.au
dradham@completewomenshealth.com.au

To Advertise  
in Canberra  

Doctor
email  

execofficer@ 
ama-act.com.au

Address: Suite 3, 
National Capital Private Hospital
Phone: 02 6222 6607      
Fax: 02 6222 6663

Dr. A-J Collins MB BS FRACS

Breast and Thyroid Surgeon

Oncoplastic Breast Surgery – including: 
w Immediate breast reconstruction and  

breast reduction techniques
w Breast Cancer surgery
w Sentinel node biopsy

Thyroid and Parathyroid surgery 

Dr Peter Jones 
M.B.B.S.(Hons), F.R.A.C.P. 

Respiratory & Sleep 
Physician 

Specialist consultation service 
Home based sleep studies 

(bulk billed) 
In-lab sleep studies 

(bulk billed) 
Complex lung function testing 
Bronchial provocation testing

Bronchoscopy 
3/18 Bentham Street, 
Yarralumla ACT 2600

P: 6260 3663 F: 6260 3662
www.canberrasleep.com  

Podiatrists:    Paul Fleet    |    Krystle Mann    |    Joanna Milgate    |    Matthew Richardson

to let
37 Geils Court, Deakin West

222 metres,  
first floor office suite.  

Fitted out as one or two units.
$330/metre ex GST

Phone Isobel: 0407 264 767

OffICe SPaCe full time/part time needed 
for very busy computerised 
modern practice. Flexible 
hours and full time nurse 
on site. No A/Hrs and good 
conditions to right 
candidate.

Phone Jamison Medical & Skin  
Cancer Clinic – 6251 2300

www.jamisonmedicalclinic.com.au

VR
GPFor Sale

Office space very close to  
The Canberra Hospital.
Generous carparking,  

separate examination room 
and plenty of storage space.

Would suit specialist with 
clinical responsibilities at the 

hospital.
Enquiries: 0407 779 371

134 Carruthers St Curtin ~ 6282 4545
Available to see adults all ages

Dr Judy Raymond
Psychiatrist
Moved from Older Persons Mental Health  
and started Private Practice

Need a JP?
Certification of  

documents, witnessing  
of statutory declarations 

and affadavits,  
witnessing of signatures.

Call Christine Brill  
6270 5419 

0407 123 670

Suite in Canberra  
SpeCialiSt Centre, Deakin
79m2, fitted and furnished

Inquiries to Michael tuite  
0418 971 879 or 0411 591 642

or email mtuite@netspeed.com.au

FOR RENT

Capital Specialist Centre
ATTENTION ALL SPECIALISTS

Part time sessions available at 3 Sydney Ave, Barton 
with full secretarial & typing support.

We currently cater for both medical and surgical 
specialists, and are co-located with the busy multi 

doctor Barton General Practice.

A very cost effective solution without the of� ce 
management concerns.

Phone 6253 3399

WANTED: A VR male GP
to replace existing busy doctor whose spouse’s job 
requires relocation interstate. Immediate start.
A patient focused general practice located in purpose 
build facilities (about 2 years old) in the Parliamentary 
Triangle. Nine consulting rooms, a theatre and two 
treatment rooms.
Currently there are seven GPs, some with over 30 years of 
experience in Canberra, offering quality services in this doctor 
directed practice.
The practice is part of a Medical Precinct with a 
Day Surgical Centre, specialists, imaging company 
and pathology. We have practice nurses, is fully 
computerised and accredited.

Practice Manager
email: pm@bartongeneralpractice.com.au
Telephone: 02 6175 5452

experience in Canberra, offering quality services in this doctor 

The practice is part of a Medical Precinct with a 
Day Surgical Centre, specialists, imaging company 


