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president’s message

Sparking public health
policy discussions
by AMA president dr steve hambleton

“As a result, the AMA was called upon over and over again to be an
expert commentator not only on the issues we raised, but also on the
issues raised by others”
One of the busiest and most important areas of policy and
advocacy for the AMA is public health.

AMA Summit and the alcohol marketing issues raised in our
report.

There are many players in this field, including specialist sector
organisations like the Cancer Council, the National Heart
Foundation, and Diabetes Australia.

Media coverage over the next four days was all about alcohol
in the broader sense – alcohol marketing to young people, the
legal drinking age, brain impairment due to alcohol, alcohol and
violence, the presence of alcohol at school fetes and carnivals,
alcohol sponsorship, alcohol and sport, alcohol and pregnancy,
alcohol-related harms, and alcohol labelling.

There is a niche organisation for just about every body part and
every ailment that afflicts humans. They all do a good job within
their scope.
There are also umbrella groups like the Public Health Association
of Australia and the National Alliance for Action on Alcohol. The
AMA is a member of some of these.
Sometimes our advocacy on public health issues is most effective
done solo, sometimes it is most effective as part of an alliance. In
any case, our public statements on public health issues just about
always act as a catalyst to open up the discussion and broaden
the debate.

Other groups capitalised on the media environment that the AMA
had created to raise their own alcohol-related concerns.
As a result, the AMA was called upon over and over again to be
an expert commentator not only on the issues we raised, but also
on the issues raised by others.
The AMA acted as a catalyst for a broad political and community
debate about alcohol, its place in our society, and how we can
encourage the proper and responsible use of alcohol.

The recent release of our Alcohol Marketing and Young People:
Time for a new policy agenda report is a perfect example.

Talkback radio loved it. The opinion pages lapped it up.
Everybody was talking about the health effects of alcohol.

The AMA hosted a Summit involving key stakeholders – public
health advocates, politicians, and academics – at Parliament
House, during which we released the alcohol marketing report.

The public pressure is now exerted on our politicians and
policymakers to act.

The high quality presentations at the Summit focused on alcohol
marketing, with some touching on related matters such as
brain development, the legal drinking age, and alcohol-related
violence.
The attending media took notice. And so too did the social media
industry. The AMA used Twitter to promote the Summit and this
caught the eye of the Australian management of Facebook, one
of the tools used by the alcohol industry to reach young people.
The head of Facebook’s Communications and Policy Division
dropped in to the Summit to meet me and to set up a meeting
so we can discuss ways to work together to get responsible
messages out to young people. Instant success!
Media coverage on the day was almost exclusively about the

The politicians at the AMA Summit were surprisingly candid
about the political realities of the major parties acting quickly
ahead of the election due next year.
They acknowledged the problems of alcohol marketing and
alcohol harms generally, but advised us not to expect much
action ahead of the next election.
Nevertheless, the issue of alcohol marketing was raised in the
public consciousness. The broader issues around alcohol were
elevated significantly in the public debate.
This is the AMA’s job in public health – raise the issues and
give them profile. Provide an opportunity for other groups to
piggyback on our message.
It is a job we do well and it is a job we must continue with on
other public health issues.
To comment click here
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Secretary General’s report

Health reform lost as
governments squabble
by AMA secretary general Francis sullivan

No wonder Kevin Rudd wanted to claw
back the GST to pay for health reform. The
recent antics between the Commonwealth,
State and Territory governments
demonstrate that no level of government
will give an inch when new funding is
required. The blame game and cost shifting
are alive and well, and with it the promise
of real health reform is but a dream.
It is difficult to point to any substantial
health initiative over the last five years that
hasn’t been mired in a complex funding
arrangement with blurred responsibilities.
Critics have charged that new funding
announcements have been exaggerated,
or have fallen far short of what was
being touted; that matched contributions
from other levels of government were
impossible; or that new service programs
were promised on the demise of others.
This all too familiar scenario, where spin
shapes substance, has run its course.
Seasoned observers can point to the everdecreasing capacity of governments to
‘promise big and deliver it at the same
time’. The danger is that political rhetoric,
or at best aspiration, is being strangled
by a lack of capacity to deliver. A kinder
perspective may say that governments are
lacking the necessary follow through to
implement their policies, but it has to be
said that in health, the funding pool is too
limited.
Take, for example, the recent offer from
the Commonwealth over intern training
for 2013. Firstly, some context. The
Commonwealth, presumably at the request
of the states and territories, or at least with
their support, has accelerated the growth in
medical school graduates, plus facilitated
the universities in expanding medical
education to full fee paying overseas
students. The upshot being an increasing

cadre of graduates seeking training, and
assuming that an Australian system that
provides undergraduate education will be
organised enough to provide postgraduate
training and work. It beggars belief that the
system would operate on delivering only
part of the solution.
Secondly, the demand pressures on the
medical workforce have been well known
for many years. The establishment of
Health Workforce Australia is just the
most recent institutional response to this
obvious issue. However, HWA itself seems
caught by its governance structure. The
Commonwealth and the other jurisdictions
control its output and role, which means it
is far from being the independent umpire
that was once envisaged.
Thirdly, there doesn’t appear to be
a settled view on what each level of
government contributes, and is responsible
for, in the area of medical training. The
Commonwealth funds medical school
places. It has encouraged private initiatives
by medical schools to get more funding
and thus place even more pressure on
future training spots. It actively funds GP
training, and now private sector training,
but other jurisdictions traditionally carry
funding responsibility for hospital based
training.
Fourthly, the states and territories eagerly
integrate interns into an ever-squeezed
medical workforce. For this reason, “work
first, train second” is a common chant.
So, come the deal that will ensure all
graduates will receive intern places, and
the governments scatter.
What is placed on the table is yet again a
victory of spin over substance.
The Commonwealth shifts funding from
one training bucket, namely General

Practice, to fund intern training in private
hospitals. Not new funding, just reallocated
money. This works well for private
hospital training. However, despite the fact
that it may reduce the pressure on state
hospitals, who can rotate interns out of
hospital training places into GP sessions
in order to make way for new trainees, it
still demonstrates that optimum training
opportunities only happen if a sustainable
funding program operates, not one that
relies on shifting money at the last minute.
The pressure just builds, with money being
pinched from the latter years to finance the
places needed by the new graduates.
It is difficult to be confident that there is
a rational and resourced scheme at work
here. More likely it is a scramble to shift
resources and cover ever-widening cracks.
Again, no single level of government
is actually responsible. No single level
of government is compelled to find the
funding.
When other ‘reforms’ were announced in
aged care, mental health, dental care and
even practice nursing, more money was
shifted around those systems than was
added to them.
Of course, there will always be an intense
debate about the allocation of scarce
resources in health care.
But having a more rational approach
that aligns a funding pool with agreed
policy goals can make the allocation more
transparent, and conducted within the
broader discussion of what the community
can afford to pay. So far the health reform
journey has failed us on this point.
Kevin Rudd wanted some of the GST back
to get things going. If that was pooled and
aligned to agreed policy results, then just
maybe some things would be different!
To comment click here
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Alcohol a toxic media mix

The AMA has called for Government to
step in and regulate alcohol advertising
amid evidence that companies are
actively targeting young people through
event sponsorships and social media to
groom the next generation of drinkers.
AMA President Dr Steve Hambleton said
industry self-regulation had failed to stem
an explosion in alcohol marketing efforts
directed at younger people that had the
potential to lure teenagers and young
adults into early and potentially harmful
drinking patterns.
Speaking at the AMA National Summit on
Alcohol Marketing to Young People, Dr
Hambleton and an alliance of 70 public

health and law enforcement organisations
condemned alcohol industry selfregulation as “deeply ineffective” and
urged governments to establish a set of
stringent regulations backed by robust
sanctions to control alcohol marketing,
particularly to young people.
The AMA President said the AMA report
Alcohol Marketing and Young People:
Time for a new policy agenda, which was
released at the Summit, revealed just how
intrusive and pervasive the promotion of
alcohol had become, including through
social networks such as Facebook, online
video channels, interactive games and
mobile phone marketing, as well as
through lacing products like chips and

sweet biscuits with alcohol flavourings.
“These forms of marketing often fly under
the radar of regulators, policymakers and
the wider community,” Dr Hambleton
said. “It’s the sort of advertising and
marketing parents don’t even think about.
[But] it is reaching young lives in new and
innovative – and sometimes tricky and
devious – ways.”
The Summit, held at the Parliament
House in Canberra, was attended by more
than a dozen federal MPs including the
Chair of the Senate’s Community Affairs
Legislative Committee, Senator Claire
Moore, Shadow Minister for Indigenous
Health, Dr Andrew Laming, Greens
...continued ON page 7
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Alcohol a toxic media mix
...continued from page 6

Health spokesman Senator Richard Di
Natale and independent Senator Nick
Xenophon.
They heard from leaders in the fields
of public health, marketing and law
enforcement, including AMA Vice
President Professor Geoff Dobb, Curtin
University’s Professor Mike Daube, Julia
Stafford of the McCusker Centre for
Action on Alcohol and Youth, marketing
and health promotion expert Professor
Simone Pettigrew of the University of
Western Australia, and President of the
Police Federation of Australia, Vince
Kelly.
In a joint communiqué issued following
the Summit, the AMA and the 70-member
National Alliance for Action on Alcohol
(NAAA) said current arrangements failed
shield young people from a barrage of
alcohol marketing through traditional
media such as television, newspapers,
radio and billboards, as well as through
digital avenues and social media, along
with sponsorships at sporting, musical
and cultural events.
“Alcohol promotion affects young
people’s attitudes to alcohol and their
consumption behaviour, leading them
to take up drinking, and to drink more
when they do,” the communiqué said.
“The current policy regime is totally

inadequate in protecting young people
from continued exposure to alcohol
marketing. Industry self-regulation is
deeply ineffective and has failed.”
In their statement, the AMA and NAAA
called for a major Parliamentary inquiry
into alcohol marketing as a crucial
first step towards introducing effective
Government regulation.
“It is time for a proper inquiry into
alcohol marketing and regulation, which
exposes the failure of the current regime
and proposes realistic and enforceable
Government sanctions,” Dr Hambleton
said.
In its report on the marketing of alcohol
to young people, the AMA recommended
that the regulation of alcohol promotion
be “statutory and independent” of
industry, and backed by meaningful
sanctions “commensurate with the size
of the marketing budgets involved and
the estimated exposure of children to the
offending marketing messages”.
The AMA said such regulations should
require companies to publicly disclose
how much they spent on marketing
each year, and set a limit on budgets for
advertising and promotion.
It also recommended that alcohol
sponsorships for sport, as well as at

youth, cultural and musical events, be
prohibited.
Dr Hambleton said experience with the
ban on tobacco sponsorship of sport had
shown that such prohibitions would not
hamper the staging of such events.
The AMA report, Alcohol Marketing and
Young People: Time for a new policy
agenda, can be viewed at http://ama.
com.au/node/8188
AR

To comment click here

President raises alarm on harmful drinking for the young
AMA President Dr Steve Hambleton has highlighted the threat
posed to young developing brains by alcohol at a national
summit on the marketing of alcohol to teenagers and young
adults.
Dr Hambleton said 90 per cent of children were exposed to
alcohol and its potentially harmful effects by the time they were
14 years old, underlining the case to tighten the regulation of
alcohol advertising.
While the AMA President did not call for a lift in the legal
drinking age to 25 years, as was mistakenly reported by some
media outlets, he said the potential harm posed by alcohol
for young people underlined the importance of tightening

regulations regarding the way it was marketed.
Dr Hambleton said parents needed to be aware of the extent
to which their children were being exposed to pro-drinking
messages from alcohol marketing, which influenced their
decisions about when and how much to drink.
“There is a real opportunity for harm there,” the AMA President
said. “We know that the human brain does not stop developing –
it’s not 18, it’s not 21, it’s actually 25 [years].
“So, if we start digging out the evidence [about] when people
should be exposed to alcohol, it’s actually 25 years of age, not 18.”
AR

To comment click here
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Teenagers drowning in
booze propaganda

Alcohol companies are spending millions
of dollars helping convince young people
that drinking early and often is integral to
having fun and being popular, according
to a leading public health and marketing
expert.
Professor Simone Pettigrew, Director of
the Health Promotion Evaluation Unit at
the University of Western Australia, told
the AMA’s National Summit on Alcohol
Marketing to Young People that alcohol
manufacturers and liquor outlets spent an

estimated $16 million on 2810 television
ads in less than two months, most of it to
promote beer and spirits.
Professor Pettigrew said the analysis,
conducted in 2010, showed that humour
and friendship were the predominant
themes of the ads, but the marketing also
sought to associate alcohol with sport and
physical activity, and emphasised that it
was good value for money.
“Young people are being encouraged to

view alcohol as a product that is closely
associated with fun, friendship and
physical activity,” Professor Pettigrew
told the Summit, which was attended
by AMA President Dr Steve Hambleton,
AMA Vice President Professor Geoff
Dobb, representatives from more than 14
public health, youth and law enforcement
organisations, as well as more than a
dozen federal MPs.
Follow-up presentations by Professor
Sandra Jones, Director of the Centre
...continued ON page 9
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Teenagers drowning in booze propaganda
...continued from page 8

for Health Initiatives at the University
of Wollongong, and Dr Nicholas Carah,
lecturer in Mass Media and Communication
at the University of Queensland,
highlighted that alcohol companies were
going well beyond traditional advertising
to promote their products.
Professor Jones said young people were
being exposed to multiple forms of alcohol
marketing, including through the internet,
point-of-sale promotions, sponsorships
and events.
Dr Carah said alcohol companies were
active in using social media to market their
drinks, with Smirnoff’s Facebook page
having 183,000 followers, Toohey’s Extra
Dry 104,000 followers, and Jagermeister,
52,000 followers.
Dr Carah said that through these pages
drinking exploits and other alcohol-related
behaviour was encouraged.
Dr Kerry O’Brien, Senior Lecturer in
Behavioural Studies at Monash University,
told the summit of evidence suggesting
that alcohol industry advertising at, and
sponsorship of, sport, was linked to
decisions made by young people about
when and how much to drink.
Furthermore, Dr O’Brien reported, “direct
alcohol sponsorship is associated with
more hazardous drinking and harm in
sports participants”.
“The association between sport and
alcohol appears so culturally ingrained, it

is over-learnt to the point where implicit
associations are formed in young peoples’
cognitive structures,” he said.
Julia Stafford, of the McCusker Centre
for Action on Alcohol and Youth, said
there was no doubt that such marketing
contributed to early and dangerous
drinking among young people.
“Exposure to alcohol advertising influences
young people’s attitudes to alcohol, their
decisions about when to start drinking,
and their behaviours around how much
they drink,” Ms Stafford said. “We’re not
just concerned about alcohol advertising
that targets young people.
“We’re concerned that young people
are being exposed to masses of alcohol
promotion in so many different forms, and
that much of the advertising has features
that would appeal to young people, in
terms of the music they use, the characters
and people in the ads.”
Ms Stafford warned that the scale of the
marketing effort of alcohol companies
drowned out public health and education
messages about the dangers of alcohol
abuse.
“Alcohol advertising reinforces prodrinking messages,” she said. “So, our
health campaigns and other forms of
education, they can’t compete with the
massive marketing budgets of alcohol
companies and they don’t have a chance
to make an impact.”

Ms Stafford, in a joint presentation with
Professor of Health Policy at Curtin
University, Mike Daube, highlighted the
failure of the alcohol industry to regulate the
marketing of its products to young people.
Professor Daube and Ms Stafford said the
ineffectiveness of the industry’s Alcohol
Beverages Advertising Code was built into
its design because it was voluntary and
had no powers of enforcement, covered
only part of the sector and excluded
consideration of areas such as sponsorship
and the use of new media.
In their presentation, they compared
the performance of the Code with the
Alcohol Advertising Review Board (AARB),
which was set up in March this year by
the McCusker Centre and the WA Cancer
Council and chaired by Professor Fiona
Stanley.
Last year the administrators of the alcohol
industry’s voluntary code received 119
complaints and issued determinations in
45 cases, upholding 35 complaints in
whole or part.
By contrast, the AARB received 63
complaints in its first three months of
operation and delivered 44 determinations,
including 42 instances where the
complaint was upheld in whole or part.
The Board found that in 28 instances,
advertising breached provisions regarding
the marketing of alcohol to young people.
AR
To comment click here
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Commonwealth offers temporary
reprieve in internship crisis
The Federal Government has scrambled to
patch together a last-minute deal to ensure
180 medical graduates who faced missing
out on hospital internships next year are
provided with training places.
As the medical education and training
system groans under the strain of
inadequate intern positions, Federal
Health Minister Tanya Plibersek has
offered $10 million to fund internships in
private hospitals for 100 of the stranded
medical graduates if State and Territory
governments agreed to pick up the tab to
provide public hospital training places for
the remaining 80 students.
Under the proposal, students accepting
Commonwealth-funded internships would
have to agree to work in locations where
there are identified doctor shortages,
mainly in rural and regional areas.
There is concern, however, that the money
put on the table by the Commonwealth
is simply being diverted from the
Prevocational General Practice Placements
Program, and is not the injection of extra
funds the beleaguered medical training
system needs.
But the Minister’s office said that the funds
being diverted from the Program had been
unspent and would not detract from the
opportunities it provided.
Last year the Government provided
funding for 910 places, but only 692 were
taken up. The Minister’s office said that
even with the money redirected from the
Program, there would still be 792 places on
offer next year, allowing for a 15 per cent
increase from last year.
The offer, presented to a meeting of
the nation’s Health Ministers last week,
highlights the failure of governments at
all levels in recent years to adequately
plan for increased demand for medical
internships despite numerous warnings of
a looming shortage of places.
AMA President, Dr Steve Hambleton,
praised Ms Plibersek for showing

leadership on the issue, but warned the
short-term fix could come at a cost.
“By redirecting funding from Prevocational
General Practice Placements Program,
the Commonwealth is helping to solve
the immediate problem, but is potentially
reducing the capacity of the health system to
train doctors who have progressed beyond
their intern year,” Dr Hambleton said.
The AMA President said there had been
a dramatic expansion in medical student
numbers since 2004 in recognition of the
country’s need for more doctors, but this
had not been matched by an increase in
the internships medical graduates need if
they are to complete their training.
A report by Health Workforce Australia
released earlier this year predicted that
by 2016 the nation’s universities will be
producing almost 4000 medical graduates
every year, and warned that the number
of intern places was not growing quickly
enough to meet expected demand.
The report showed that unless there
was significant investment in extra
prevocational and vocational training
places, the nation faced an annual shortage
of 451 specialist training positions by 2016.
Dr Hambleton said governments would
let communities calling out for more
doctors down and squander the significant
investment taxpayers had made in training
medical graduates if they failed to provide
adequate internships.
“The states and territories have traditionally
been responsible for funding intern
training positions and they cannot and
should not dodge their responsibility,”
the AMA President said. “They must work
cooperatively with the Commonwealth to
fund a solution.”
Ms Plibersek has targeted foreign medical
students as part of a longer-term solution
to the problem, asking the Medical Deans
of Australia and New Zealand to limit
the intake international students into
medical schools next year to this year’s

level, and to propose ways to link future
foreign student intakes in with projected
workforce demand.
The Federal Government has given the
State and Territory governments until 2
October to respond to its offer, but so far
they appear reluctant to commit any extra
funds to the system.
NSW Health Minister Jillian Skinner said
her State had already increased the number
of internships it would fund next year to
920 places, 70 more than this year.
Mrs Skinner said the increase meant her
State was able to offer all domestic medical
graduates from NSW an internship, but
warned the State’s ability to fund internships
for foreign medical student may soon come
to an end without an injection of funds from
the Federal Government.
“While NSW has been able to
accommodate international students to
date, the increase in domestic graduates
means this is no longer possible without
some Commonwealth contribution to
intern funding,” Mrs Skinner said.
Victorian Health Minister David Davis
said his Government was “providing an
unprecedented number of training places,
and it is now up to the Commonwealth to
deliver on its own responsibilities and fund
more places in the private and not-forprofit sectors”.
Dr Hambleton said a classic game of blame
shifting was being played out between
governments.
“There is a lack of goodwill and vision
from some governments,” the AMA
President said. “The AMA is pleased that
the State and Territory Health Ministers
have remained engaged [but] urges all to
look beyond band aid solutions and the
Commonwealth-State argy-bargy to instead
address the long-term need to fund and
build greater cpacity across the whole
medical training pipeline.”
AR
To comment click here
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Walking a prescription for good health
Furthermore, the research showed that
the benefits of exercise were cumulative.
For each additional 15 minutes of daily
exercise, all-cause mortality was cut by
4 per cent and cancer mortality by 1 per
cent.
National Ride2Work Day, to be held on
17 October, is being promoted as another
opportunity to help people get into the
habit of regular exercise.
But a senior doctor at the Canberra
Hospital has cancelled plans to participate
in the event because of concerns about
road safety.
The AMA has backed initiatives such as
last week’s Walk to Work Day as a way
of encouraging people to improve their
health through regular exercise.
AMA President Dr Steve Hambleton said
walking was an easy exercise to perform,
and imparted significant health benefits.
“Regular walking can lower the risk of
heart disease, stroke, asthma, and some
cancers, and can help control type 2
diabetes,” Dr Hambleton said. “Walking is
good exercise for people of all ages – and
it’s easy. You can walk alone or in a group,
at any time of day, and in most types of
weather.”

Research indicates that walking as little as
15 minutes a day can reduce mortality and
increase life expectancy.
A study of the exercise habits and health
of 416,175 Taiwanese men and women,
conducted between 1996 and 2008, found
that those who were inactive were at much
greater risk of death and disease than those
who exercised even moderately.
The study, published in The Lancet, found
that, compared with people who were
sedentary, all-cause mortality was 14 per
cent lower in those who averaged 15
minutes of exercise a day, and their life
expectancy was three years longer.

Senior anaesthetist Robert Lang, who has
been coordinating the participation of
work colleagues in the event for several
years, told The Canberra Times that
he refused to organise this year’s event
because of a lack of safe, bicycle-friendly
access to the hospital, which is bounded
on two sides by major roads.
“This lack of bicycle-friendly access makes
riding to Canberra Hospital a potentially
life-threatening event,” Dr Lang said. “I
cannot, in good conscience, encourage my
colleagues to ride bicycles to work when
doing so would put their lives at risk.”
AR

To comment click here

Flexibility key to health workplaces
Medical practices need to develop rosters that accommodate
flexible working hours and give doctors the ability to manage
work and life commitments if they want to be able to effectively
recruit and retain staff, the AMA has warned.
AMA President Dr Steve Hambleton said the composition of the
medical workforce had changed significantly in recent decades,
and employers needed to adapt to the increasing diverse
backgrounds and needs of their staff.
“The medical workforce is changing rapidly, with the increased
participation of women, a greater emphasis on part-time work
and work-life balance,” Dr Hambleton said. “We have a diverse
medical workforce that is made up of people from many

different cultures and with many different values and beliefs. The
workforce is also ageing.”
The AMA President said employers needed to recognise and
accommodate this diversity, and put in place policies and
procedures that value the contribution made by all doctors,
regardless of their background and culture, or the stage of their
career.
“Workplaces that fail to do this will inevitably encounter
recruitment and retention problems, and this has an impact on
doctors and patients alike,” Dr Hambleton said.
AR

To comment click here
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ama in the news
Your AMA has been active on policy and in the media on a range of issues crucial
to making our health system better. In particular, the hard work and effectiveness
of AMA President Dr Steve Hambleton in advocating on behalf of doctors and in the
interests of public health has been highlighted by an article in The Australian showing
that he is the second-most cited news source in newspapers, radio and television so far
this year, with 12,333 mentions.

Print/Online
Bosses intruding on workers’ doctor visits, The Sydney
Morning Herald, 26 September 2012
AMA President Dr Steve Hambleton expressed concern about
reports suggesting bosses are increasingly attending doctor
appointments with sick employees - and in some cases trying to
alter their medical certificates to get them back to work sooner.
Dr Hambleton said patients and doctors had the right to ban
employers and their representatives from sitting in on their
medical consultations.
A lack of intern places likely to impact on doctor ranks,
patient services, The Adelaide Advertiser, 25 September
2012
AMA President Dr Steve Hambleton called for a co-operative
approach between state and federal governments to resolve a
crisis over the shortage of medical intern places.
Progress slow in electronic health push, The Australian
Financial Review, 25 September 2012
GPs will have to wait for software upgrades to link into the new
system, but at least they now have some idea of how to charge
for time spent on the new records, Australian Medical Association
President Dr Steve Hambleton said.
Social media condemned for alcohol marketing , The
Sydney Morning Herald, 20 September 2012
The President of the Australian Medical Association, Dr Steve
Hambleton, said alcohol companies were using social media,
including video channels, interactive games and mobile phones to
market their products to young people.
Australian Medical Association President calls for legal
drinking age to be lifted to 25, The Adelaide Advertiser, 20
September 2012

AMA President Dr Steve Hambleton said the human brain was
still developing until the age of 25 and exposure to alcohol earlier
could change a person’s addictive potential.
Stop underhand alcohol marketing to the young, The
Adelaide Advertiser, 19 September 2012
The Australian Medical Association said the alcohol industry used
underhand advertising techniques to groom the next generation of
drinkers before they even finish school.
Puberty lessons to begin in grade five, The Sydney
Morning Herald, 17 September 2012
The President of the Australian Medical Association, Dr Steve
Hambleton, said children in grades three and four were too to be
taught about the changes the body undergoes during puberty.
Puberty lessons in grade five flagged, The Australian, 17
September 2012
Australian Medical Association President Dr Steve Hambleton said
that teaching about changes in puberty in grades three and four
was too early.
Doctors slam ‘dumb drinking culture’ and call for it to
stop, Sunday Herald Sun, Sunday Telegraph, Sunday
Mail Brisbane, Sunday Mail Adelaide, 16 September
2012
Australian Medical Association President Dr Steve Hambleton
railed against the nation’s drinking culture, declaring, “enough
is enough”. “It’s with us from cradle to grave,” Dr Hambleton
said. “Public drunkenness has lost its stigma. People look the
other way. Being drunk doesn’t attract the disdain it used to.” Dr
Hambleton said the harm caused by drinking was readily apparent
in hospital emergency departments: “Every major hospital know
about Friday and Saturday night violence. About 10pm it starts,
and it doesn’t stop until 5 in the morning”.
To comment click here
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ama in the news
Radio

TV

Dr Hambleton, 2UE Sydney, 20
September 2012

Dr Hambleton. ABC News 24, 20
September 2012

President of the AMA Dr Steve Hambleton
said developing brains exposed to alcohol
are permanently changed, making it hard
for those affected to moderate drinking.
He called for a national conversation
about changing the legal drinking age.

AMA President Dr Steve Hambleton
explained that brain development in
humans does not stop until the midtwenties so young brains are more
susceptible to alcohol. He said it was
unlikely that the drinking age will ever
get to 25 years, but that he doesn’t
want young people going out with the
expressed intention to drink to unsafe
levels. He said the community has to
help young people make decisions, but
regulators have a role as well.

Dr Hambleton, Radio National
Canberra, 19 September 2012
The Australian Medical Association has
issued a report concerned about the
marketing of alcohol to young people,
and has called on the Federal Government
to establish an inquiry into alcohol
marketing. AMA President Dr Steve
Hambleton said social media sites like
Twitter and Facebook were being used
to market alcohol to children well below
18 years of age. He said advertising codes
had been broken through phenomena
such as viral videos promoting Smirnoff
and VB.
Dr Hambleton, ABC Riverina, 17
September 2012
AMA President Dr Steve Hambleton called
for a ban on alcoholic energy drinks.
He said there are a number of damning
statistics linking caffeine drinks with
assaults.
Dr Hambleton, 2UE Sydney, 17
September 2012
Children as young as 11 will be taught
to recognise sexual feelings under a
new physical education curriculum. But
educators have backed down on plans
to explain puberty to children from Year
3 onwards following concerns from
Catholic groups. The Australian Medical
Association said children do not reach
puberty until at least age 11.

Dr Hambleton, Channel 7 Sydney, 19
September 2012
Australia’s peak medical body is calling
for strict laws against marketing alcohol
to young people. The AMA says products
like Tia Maria-flavoured Tim Tams and
Jim Beam-flavoured chips give children
a taste for drinking. Dr Steve Hambleton,
AMA President, said marketing through
social networks such as Facebook, online
video channels, interactive games and
mobile phone marketing flies under the
radar of regulators.
Dr Hambleton, SKY News, 17
September 2012
AMA President Dr Steve Hambleton
commented on a proposed education
curriculum that would see children
as young as 11 years taught sexual
education. The plans have drawn
criticism from some Catholic schools
after it was proposed that puberty would
be discussed with children as young as
seven years of age. Dr Steve Hambleton,
President, Australian Medical Association,
said that it was “a little bit early” to teach
children in years 3 and 4 about the type of
education that was being considered.
To comment click here

Upcoming
conferences
Suicide Prevention
Conference
A key adviser to the United States military
on suicide will be among the keynote
speakers to address the annual Suicide
Prevention Conference in October.
Dr Thomas Joiner, who is Director of the
US Military Suicide Research Consortium
and Professor in Psychology at Florida State
University, headlines a group of speakers
that includes Dr Jerry Read, Director of
the National Suicide Prevention Centre in
the United States, Edinburgh University
Professor of Health Policy Stephen Platt and
Jonathan Nicholas, chief executive of the
Inspire Foundation.
The conference, organised by Suicide
Prevention Australia, is being held at the
Crowne Plaza Hotel, Coogee Beach, New
South Wales, on 10-11 October.
For registration and further details,
visit: www.suicidepreventionaust.org/
conferences

Breast Cancer Congress
Australian healthcare professionals are
invited to attend the Sydney International
Breast Cancer Congress (SIBCC), the
multidisciplinary Congress for breast cancer
health, research, treatment and care in
Australia.
This multidisciplinary congress hosts
opportunity for Australian healthcare
professionals to have the chance to learn and
network with leading international cancer
screening specialists and key collaborators.
The conference is designed to offer
comprehensive clinical sessions to address
current issues across a variety of disciplines
including surgery, radiation oncology,
medical oncology, pathology, radiology,
radiography and breast care nursing.
The conference is being held at the Sydney
Convention and Exhibition Centre on 23-26
October 2012
For more information or to register, go to
www.sydneybreastcancer2012.com
To comment click here
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AMA in action
AMA President Dr Steve Hambleton has been busy this fortnight launching the AMA Alcohol Marketing to Young People Publication in
Canberra, addressing the Ramsay Health Care Conference on the Gold Coast about the AMA’s view on health reforms, e-health, and health
and hospital boards, and attending a meeting with AMA Vice President Geoffrey Dobb to talk to Yael Cass from the Organ and Tissue
Donation and Transplantation Authority.
AMA Vice President Professor Geoffrey Dobb also met with the Public Health & Child and Youth Health Committee. Below is a snapshot of
their busy fortnight.
To comment click here

Public Health & Child and Youth Health Committee Meeting

Dr Hambleton fronts the media about the AMA National Summit on Alcohol
Marketing to Young People
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AMA National Summit on Alcohol Marketing to Young People attendees

news

Participants in the AMA National Summit on Marketing Alcohol to Young People.

Dr Hambleton (right) with AMA Vice President Professor Geoffrey Dobb (second
from left) meeting with National Medical Director Associate Professor Jonathan
Gillis (left) and CEO Ms Yael Cass from the Organ and Tissue Donation and
Transplantation Authority.

Dr Hambleton launches the the AMA Alcohol Marketing to Young People
publication

Dr Hambleton addressing Ramsay Health Care Conference

AMA President Dr Steve Hambleton addresses the AMA National Summit on
Alcohol Marketing to Young People
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Doctor, do not reveal
(too much of) thyself
It warned that physicians had to be alert
to the potential for social media to blur
professional boundaries, “and the risk
of privacy breach or unprofessional
behaviour”.
“Of particular concern is the protection of
patient privacy and confidentiality,” the
WMA said.
Personal postings by doctors also had the
potential to jeopardise their individual
reputation, as well as that of the
profession, the paper said.

Doctors could face sanctions if they
breach patient confidentiality while using
forums such as Facebook or Twitter, amid
concerns social media are blurring the
line between personal and professional
life.
A draft social media policy prepared
by the Australian Health Practitioner
Regulation Agency (AHPRA) suggests
that health professionals could be deregistered if they disclose personal
information about current or former
patients online, according to a report in
the West Australian.
The Agency would not confirm the
contents of its draft policy, which it
said had been circulated to “targeted
stakeholders” for initial feedback.
But it said responses to the suggested
rules would help shape social media
policy to be adopted by the 14 National
Boards it supports, including those
for medical practitioners, nurses,
psychologists, dentists, pharmacists and
physiotherapists.
“The preliminary consultation aims
to road test the initial draft to weigh
operational impact, issues or initial
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concerns,” the AHPRA said in a statement.
“We are pleased that this early draft is
generating a lot of interest, especially
on social media. National Boards are
monitoring feedback closely, and will
take the issues raised into account
when refining the draft social media
policy before it is released for public
consultation.”
The development of social media policy
for Australian health professionals came
as the World Medical Association (WMA)
urged doctors to exercise care and
caution in their use of social media.
A discussion paper drawn up by the
WMA’s Junior Doctors Network warned
that that although social media offered
opportunities to improve health outcomes
for both patients and doctors, there were
significant potential pitfalls.
While social media made it easier
for patients to get health information
and join and develop online support
networks, this could alter the relationship
between doctors and their patients,
particularly where forums are abused by
unscrupulous or misinformed agents, the
paper said.

“The immense potential presented by
social media must be properly tempered
by an awareness of the risks arising from
the ease of spread and longevity of digital
information,” the paper said.
The WMA voiced alarm about the recent
appearance of websites reviewing and
rating the performance of individual
doctors.
“Newly ubiquitous ‘rating sites’ provide
no way to verify contentious reviews,
which have the potential to destroy a
physician’s reputation,” the paper said.
“[Also], rapid information sharing can
spread panic and fear about diseases
and treatments across media such as
Facebook and Twitter.”
WMA Chair, former AMA President Dr
Mukesh Haikerwal, said doctors should
take a conservative approach to the
disclosure of personal information, and
needed to ensure no identifiable patient
information was posted.
“There is no doubt that the internet
provides the medical profession with a
powerful new resource in their ability
to care for patients,” Dr Haikerwal said.
“But it is a resource that must be handled
responsibly, and with caution.”
AR

To comment click here
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Attention called to treatment of ADHD
Doctors should not depend solely
on drugs to treat Attention Deficit
Hyperactivity Disorder, according to
updated expert advice on the diagnosis
and management of the malady.
Amid controversy over the use of
medication to modify child behaviour,
an expert working group formed by the
National Health and Medical Research
Council (NHMRC) has warned that
although stimulants can play a role in
treating ADHD, practitioners should
consider a range of psychological
approaches, medication and educational
strategies in tackling the condition, which
can have long-term detrimental effects
on the development of children with the
disorder.
The 10-member expert group, led
by child and adolescent psychiatrist
Professor Bruce Tonge, has developed a
set of Clinical Practice Points for GPs and
other health professionals covering the
diagnosis, assessment and management
of ADHD.
The Practice Points have been developed
to help fill a gap in information for
practitioners while draft guidelines
prepared by the Royal Australasian
College of Physicians (RACP) undergo
review.
NHMRC Chief Executive Officer Professor
Warwick Anderson said the Clinical
Practice Points outlined “good clinical
practice”, and were particularly intended
to “clarify ambiguity in regards to the use
of stimulants in management”.
“The Clinical Practice Points were
considered the most suitable product
given the [NHMRC’s] concerns over some
of the evidence upon which the [RACP’s]
Draft Guidelines were based,” Professor
Anderson said.
In their advice the experts admit that the
condition is surrounded by controversy,
and set out criteria for its diagnosis, along

with suggestions about how to best
manage the disorder.

advice made it clear that drugs were only
part of the armoury of possible therapies.

“All children and adolescents
can display active, impulsive and
inattentive behaviour as part of normal
development,” the Clinical Practice Points
said. “This does not mean that they have
a disorder, and important controversies
exist about the use of ADHD as a
diagnosis. A diagnosis for ADHD should
only be made after a comprehensive
assessment, and not be made solely on
the basis of using a rating scale.”

“Decisions about the treatment of ADHD
are not limited to whether or not to use
medication,” he said. “The new advice
shows that psychological approaches,
medication and educational strategies
can all help. But, ultimately, the best
option for each child needs to be found
by seeing a suitably trained health
professional.”

The expert working group also highlight
the uncertainty surrounding the origins
and development of the condition.
“There is no one single known cause
of ADHD, and there is continuing
debate over the interplay of genetic,
environmental and social factors,” they
said. “Heredity, genetic, neuro-imaging
and neuro-psychological studies provide
evidence for a biological basis for
inattention and impulsiveness. It is likely
that this biological underpinning interacts
with environmental and social factors.”

The Clinical Practice Points
recommended that medication should
only be used following a comprehensive
assessment conducted under the direction
of a paediatrician or child psychiatrist, but
nonetheless said GPs had a central role
to play in diagnosing and managing the
condition.

But when it comes to the consideration
of treatment options, particularly drugs,
the Clinical Practice Points indicated there
was less ambiguity.

“GPs and community health care workers
have a key role in recognising when
a child’s behaviour signals that things
are not right in their life,” the Points
said. “While management of ADHD is
uncommon in general practice, families
are likely to consult their GPs several
times a year, meaning the GP has an
important role in providing surveillance
and support.”

“In the absence of another diagnosis,
neuroleptics (anti-psychotics) have
no role in the treatment of ADHD,”
the advice said, recommending that
where medication is used, it be limited
to the two stimulants approved by the
Therapeutic Goods Administration.

Clinical Practice Points on the Diagnosis,
Assessment and Management of Attention
Deficit Hyperactivity Disorder in Children
and Adolescents can be viewed at: http://
www.nhmrc.gov.au/_files_nhmrc/
publications/attachments/mh26_adhd_
cpp_2012_120903.pdf

“There is evidence that the use of
stimulant medications can reduce core
ADHD symptoms and improve social
skills and peer relations in children and
adolescents diagnosed with ADHD in the
short term,” the Clinical Practice Points
said.

Health advice on Attention Deficit
Hyperactivity Disorder: Quesitons and
Answers can be viewed at:

But Professor Anderson said expert

AR

http://www.nhmrc.gov.au/_files_nhmrc/
publications/attachments/mh26a_adhd_
cpp_qa_2012_120903.pdf

To comment click here
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Governments exceed vaccination targets
Vaccination rates for Indigenous children
are approaching those of the broader
population in a sign that efforts to
boost immunisation coverage among
disadvantaged communities are meeting
with success.
Department of Health and Ageing figures
show that every State and Territory, led
by the Northern Territory and Tasmania,
exceeded its benchmark for full
vaccination of Indigenous children by the
time they were five years old, with almost
87 per cent immunised – well above the
baseline of 77.1 per cent.
The outcome, combined with evidence
that almost 90 per cent of all four-yearolds are fully vaccinated and rates of
vaccine loss are below 10 per cent, has
put the states and territories in line for
a share of Commonwealth incentive
payments worth up to $8 million under
the terms of a Council of Australian
Governments (COAG) agreement.
In an assessment issued late last month,
the COAG Reform Council reported that
all of the states and territories had reached
or exceeded immunisation benchmarks
set by the National Partnership Agreement
on Essential Vaccines for the 12 months to
March this year.

The criteria included maintaining or
increasing vaccination rates among
Indigenous children and in areas where
coverage is low, reducing the amount of
vaccines wasted because of breakages
or exceeding use-by dates, and holding
steady or boosting immunisation
coverage among four-year-olds.
Figures compiled by the Department of
Health and Ageing from its Australian
Childhood Immunisation Register show
that every State and Territory exceeded its
benchmark for vaccination rates of fouryear-olds, pushing the national average
to 89.7 per cent – well above the baseline
set at 79.8 per cent.
Coverage was lowest in Western
Australia, where 86.4 per cent of fouryear-old children were fully vaccinated,
and was highest in the ACT (91.4 per
immunised).
Among Indigenous children at the same
age, the national average immunisation
rate was 86.7 per cent, and reached a
high of 91.2 per cent in the Northern
Territory, followed by 90.7 per cent
in Tasmania. Coverage was lowest in
Western Australia, at 81.4 per cent.
COAG Reform Council Chairman, Paul
McClintock, said the results were a

gratifying demonstration of what could
be achieved through National Partnership
arrangements.
“It is a great example of all governments
across the nation working towards a
common goal [to improve] the health
and wellbeing of Australian children,”
Mr McClintock said. “I am pleased we
can report such widespread success,
and would like to note, in particular,
the strong performances from Tasmania
and the Northern Territory in improving
immunisation rates for Indigenous
children.”
AR

To comment click here
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Essential GP tools at the click of a button
The AMA Council of General Practice has
developed a resource that brings together
in one place all the forms, guidelines,
practice tools, information and resources
used by general practitioners in their
daily work.
The GP Desktop Practice Support
Toolkit, which is free to members, has
links to around 300 commonly used
administrative and diagnostic tools,
saving GPs time spent fishing around
trying to locate them.
The Toolkit can be downloaded from
the AMA website (http://ama.com.au/

node/7733) to a GP’s desktop computer as
a separate file, and is not linked to vendorspecific practice management software.
The Toolkit is divided into five
categories, presented as easy to use tabs,
including:
• online practice tools that can be
accessed and/or completed online;
• checklists and questionnaires in PDF
format, available for printing;
• commonly used forms in printable
PDF format;
• clinical and administrative guidelines; and
• information and other resources.

In addition, there is a State/Territory tab,
with information and forms specific to
each jurisdiction, such as WorkCover and
S8 prescribing.
The information and links in the Toolkit
will be regularly updated, and its scope
will be expanded as new information and
resources become available.
Members are invited to suggest additional
information, tools and resources to
be added to the Toolkit. Please send
suggestions, including any links, to
generalpractice@ama.com.au
To comment click here
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Painkillers stay on the shelves
despite safety concerns
Controversial painkillers Di-Gesic and Doloxene are still
available despite warnings from the medicines watchdog that
they pose an “unacceptable” risk to patient safety.
The Therapeutic Goods Administration has reaffirmed its decision
to ban the painkillers, which contain dextropropoxyphene,
following a direction from the Administrative Appeals Tribunal
(AAT) that it reconsider its ruling.
The TGA announced late last year that Di-Gesic and Doloxene,
along with Capadex and Paradex, would be struck from the
Australian Register of Therapeutic Goods (ARTG) from 1 March
this year after finding that “the safety of those medicines was
unacceptable”.
But the sponsor of Di-Gesic and Doloxene, Aspen Australia,
launched action before the AAT to have the ban overturned, and
in June the Tribunal directed the TGA to reconsider its decision,
taking into account proposed changes put forward by the drug
sponsor.
But last month the regulator reported it was “not satisfied that
the proposals would address the safety issues identified”, and
reaffirmed its decision to de-list the medicines.
Despite the TGA’s decision, the painkillers remain available,
pending a final decision from the Tribunal, meaning that they can
still be prescribed by practitioners.

Aspen Australia has vowed to continue its legal action to keep
Di-Gesic and Doloxene on the Register because it “remains
concerned to ensure that patients are not left without adequate
pain relief, and considers that this is likely to be the case if DiGesic and Doloxene are de-registered”.
The watchdog has urged doctors and patients to “carefully
consider the warnings and contraindications contained in the
Product Information and Consumer Medicines Information
documents for Di-Gesic and Doloxene before prescribing or
taking these medicines”.
The AAT is yet to set a date for a further hearing on the matter.
Amidst the legal battle, the TGA has announced a recall of
the drug Serenace because of potentially life-threatening
contamination of a batch of the product.
The regulator has warned Serenace 0.5 milligram tablets with the
batch number BJ431 may contain a penicillium mould and should
not be taken, warning that the contamination was “potentially
life-threatening or could cause a serious risk to health”.
Doctors or patients with concerns can contact the manufacturer,
Aspen Pharma, on 1300 659 646.
AR

To comment click here

Book Reviewers

If you devour books and want to share your knowledge, passion, likes and
dislikes with your colleagues, Australian Medicine invites you to become a book reviewer.
You can review books on any medical or health topic you like, and can be as complimentary or
scathing as you think is warranted (as long as it is not libellous). Just keep it under 650 words.
Australian Medicine will supply the book, which you get to keep after the review.
Interested? Just email the editor at ausmed@ama.com.au, including the book subjects
you would be interested in reviewing and a current postal address.
To comment click here
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World’s first mother-to-daughter
uterus transplants
Two Swedish women are up and about
at time of reporting and getting ready
to be discharged after undergoing the
world’s first mother-to-daughter uterus
transplants carried out by specialists at
the University of Gothenburg Hospital.
One recipient had had her uterus
removed years ago because of cervical
cancer. The other had been born without
a uterus. One is aged 32 and the other

37. Their mothers were chosen as donors
because they were good tissue matches
and their wombs had had already been
proved as being capable of carrying at
least one more child to term.

their wombs will be implanted with
embryos provided by their partners. Each
woman will only be allowed to have two
pregnancies. Then their wombs will be
removed.

The surgeons are waiting until the
recipients become pregnant before their
procedures can be declared successful.
Both daughters had started IVF before the
surgery. After a one-year waiting period,

The very first uterus transplant was
claimed last year by doctors in Turkey,
where a young woman received a womb
from a deceased donor.
DN

To comment click here
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Free tool to track registration requirements
The AMA has developed a free online
tool to help doctors to keep track of
the information they need to meet the
Medical Board of Australia’s annual
continuing professional development
CPD requirements.
Each September, practitioners,
when renewing their Medical Board
registration, may be required to provide
evidence they have complied with the
Board’s CPD requirements.
The AMA CPD Tracker has been
developed to enable doctors to
progressively gather and organise the
information needed to substantiate
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declarations made to the Board about
CPD, so that evidence can be quickly and
easily produced on demand.
The AMA CPD Tracker can be used to:
• List courses completed, including the
organisation that accredited the CPD
activity;
• Store all certificates of completion;
• Keep a log of practice-based reflective
activities, including clinical audits,
peer reviews and perfomance
appraisals; and
• Log hours spent on online learning,
reading journals, teaching and other
activities.

The system keeps a tally of hours,
enabling practitioners to keep track of
what needs to be completed before the
end of the registration year.
The Tracker has been developed taking
full account of the requirements set
out in the Medical Board’s Continuing
Professional Development Registration
Standard.
The service is free to AMA members.
Non-members can subscribe for an
annual fee of $250.
To register for the product, please sign
up here.

To comment click here
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Dear Editor
Regulator takes issue with rural hospital
funding claims

of small rural hospitals in Australia.

I am writing in response to an article featured in the Rural Health
section of the August issue of Australian Medicine.
The article, “Unadulterated city-centric madness”, by David
Rivett, comments on some key elements of the Independent
Hospital Pricing Authority’s (IHPA) role in determining a national
efficient price for public hospital services.
The article makes a number of comments that are incorrect that I
would like to rectify. Specifically, the comments relating to rural
hospitals being denied block funding.
IHPA’s role, as set out in the National Health Reform Agreement,
is to define fair funding for hospitals across the country through
the determination of the National Efficient Price (NEP) for public
hospital services, and the efficient cost of block funding services
in regional hospitals.
IHPA has proposed block funding criteria that will identify which
services are eligible for block funding only, and which services
are eligible for a mix of activity based funding and block funding.
The proposed criteria include block funding for the vast majority

In regards to the comments in the article about adjustments to the
NEP, Dr Rivett is correct in stating that a 5 per cent loading was
specified in the national efficient price for 2012-13 for Indigenous
patients, however, it is also important to note other loading
apply. These include loadings for remote residence of 15.3 per
cent, and very remote residence of 19.4 per cent. Therefore, an
Indigenous patient in a very remote area would have a 24.4 per
cent loading applied to the case payment to whichever hospital
they are admitted.
IHPA has classified areas of residence for patients based on the
Australian Geographic Classification. It is understood that their
classification is under review. IHPA will consider alternative
systems for residence of patients when they become available.
IHPA is currently seeking comment on its Pricing Framework for
Australian Public Hospitals 2013-14, and encourages interested
parties to make a submission to submissions.ihpa@ihpa.gov.au
Yours sincerely
Dr Tony Sherbon
Acting Chief Executive Officer
Independent Hospital Pricing Authority
To comment click here

OCTOBER health events

The dates and events listed are major awareness days, conferences, weeks and months related to health. If you know of an
upcoming national health event please email the details to ausmed@ama.com.au

Sun

Mon

Tue

Wed

Thur

Fri

Sat

1
International Day
of Older Persons
Mental Health
Month

2
International Day
of Non-Violence

3

4

5

6

7
Down Syndrome
Awareness Week

8

9
Ride to Work Day

10
World Mental
Health Day

11
World Sight Day

12

13

14
National Nutrition
Week
Anti Poverty Week

15
Global
Handwashing Day

16

17
International Day
for the Eradication
of Poverty

18

19
Loud Shirt Day
– Hear and Say
Centre for Deaf
Children

20

21
Children’s Week
Safe Work
Australia Week

22
Pink Ribbon Day

23

24
World Polio Day

25

26
National Bandana
Day - CanTeen

27

28
Great Strides
Walkathon

29

30

31

To comment click here
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Release of AMA Position
Statements on Emergency
Planning
by Dr Brian Morton

“Despite
a strong
record of
volunteerism,
the role of GPs
in emergency
response
situations
is not well
understood by
governments,
and GPs
have not had
enough input
into disaster
planning”

We all know that Australia has its fair share of
natural disasters and emergencies.
When summer comes around, Australians are on
alert for reports of bushfires, storms and floods.
GPs are also on alert for these reports as whenever
there is a local emergency, they can be found at
the front line, providing medical help wherever it
is needed.
A couple of summers ago, after a particularly
bad season of bushfires, flooding and cyclones,
it became apparent how much GPs across the
country were helping in emergency situations.
Many, of course, were in areas directly affected by
these disasters, and provided all hands on the deck
to help their own local communities get through
the immediate disaster and manage its ongoing
effects.
What also became clear was that there were many
hundreds of GPs outside the affected areas who
quickly volunteered their services to help support
affected local communities and their medical
colleagues working in those areas.
The assistance provided by GPs was enormous,
but relied almost entirely on the goodwill and
preparedness of GPs to make themselves available
and sort out themselves how they could help.
Despite a strong record of volunteerism, the role of
GPs in emergency response situations is not well
understood by governments, and GPs have not
had enough input into disaster planning.
The AMA Council of General Practice has
recognised the significant and often understated

role of GPs in these crisis situations. The Council
has been looking at ways that the role of GPs can
be better recognised and incorporated into disaster
and emergency planning.
While emergency management personnel have the
primary leadership roles in disaster and emergency
management planning, good primary health care
is vital in times of crisis. The AMA would like to
see a more formal process of involving GPs in
planning for emergency or disaster situations.
We also want to see coordinated planning to
ensure that primary health care services remain
active in the aftermath of disasters, including when
GPs, their families, and their general practices are
victims of natural disasters,
To address all these issues, the AMA recently
released two Position Statements to help policy
makers at all levels of government, and GPs
themselves, to become more aware of the role of
GPs in emergencies. They are:
The AMA Position Statement on Involvement
of GPs in Disaster and Emergency Planning
2012 which can be found at http://ama.com.au/
node/8162
The AMA Position Statement on Supporting GPs
in the Immediate Aftermath of a Natural Disaster
2012 is at http://ama.com.au/node/8167
These Statements have been circulated to the
Commonwealth, State and Territory governments.
While I encourage you to read them, I hope this a
summer where they are not widely referred to!
To comment click here
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Time for rethink on
doctor training
by James Churchill

“Now is the time for us to embrace innovation in
medical education, such that health care in Australia
remains relevant to the needs of communities and
graduates in their future careers”
Medical education, in Australia and around the
world, is in a state of flux, challenged by evolving
university and healthcare systems, an explosion
in the technological capacity for learning and
information management, and the changing health
needs of our local, national and international
communities.
These challenges prompt us to ask: how will we
innovate for performance in medical education
in Australia? This question was front-of-mind at
the recent Medical Deans MedEd12 Conference
in Sydney, focussing on inclusion, innovation and
investment for the future.
While Australia enjoys worldwide recognition for
the excellence of its medical education, this is
occurring within a health workforce training system
which has been judged to be untenable in the face
of future challenges. Bottlenecks in the medical
training pipeline will require innovative solutions
that simultaneously maintain high standards of
quality.
In recent years, there has been an international
movement calling for innovation to respond to
these challenges through critical examination of the
mission, curriculum, learning and teaching methods
and graduate outcomes of medical education,
moving towards greater social accountability and
global connectedness to meet our communities’
health needs.
History tells us that paradigm shifts, such as those
brought about by the Flexner report in 1910 and by

the advent of problem-based learning methods in
the 1970s, have transformed the current methods of
medical education.
In the age of ubiquitous internet-capable devices
and online learning, we are confronted with
unprecedented opportunities to innovate through
technology, simulation and new paradigms in
learning and teaching methods. We are also
presented with opportunities to examine how
the interaction of medical education, training and
health systems may be enhanced.
These challenges and opportunities are on our
doorstep now, and many will be aware of the
work currently being undertaken by the Australian
Medical Council in its revision of standards for
medical school accreditation, and by Health
Workforce Australia in its exploration of health
workforce innovation and reform.
Students are keen for innovation in their medical
courses. Demand for events such as the AMSA
National Leadership Development Seminar and the
AMSA Global Health Conference, held in Cairns
earlier in September, indicates that students are
keen and willing to learn more about leadership,
systems-thinking and global health advocacy
- all skills required of the 21st century medical
professional.
Now is the time for us to embrace innovation
in medical education, such that health care
in Australia remains relevant to the needs of
communities and graduates in their future careers.
To comment click here
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A parlous state
by Dr Stephen Parnis

“It is difficult to predict where this will all end, and why the cuts to health
budgets don’t raise greater community ire. Once again, it falls to the medical
profession to lead the way with evidence, eloquence and fearlessness”
It is no secret that Australian doctors often
lead the way in developing innovative
models of care.
These models result in better clinical
outcomes for a larger number of patients,
saving substantial amounts of health
dollars in an increasingly demanding
fiscal environment.
Numerous examples come to mind.
Minimally invasive surgery has reduced
the length of hospital stays and recovery
times. Diabetic Foot Units have
demonstrated that multidisciplinary
teams working in close collaboration
can achieve tremendous outcomes, such
as dramatically fewer admissions and
amputations. Some renal units offer night
dialysis options, allowing patients more
time for a normal life by enabling them
to work or participate in other activities
– and it is hardly surprising that these
patients are demonstrating better clinical
outcomes.
Is it possible to put a price on innovation
and outcomes such as these?
While health economists try to do so,
government and hospital officials often
fail to account for the simple adage that
all doctors know so well – prevention
is better than cure. Examples such
as drinking water fluoridation and
vaccination programs have demonstrated
this point time and again.
Doctors, and the multidisciplinary teams
they lead, strive to extract every efficiency

from the limited resources they have.
But as governments slash away at health
budgets, how much less can they and the
patients they serve tolerate?

being told to absorb substantial budget
cuts, and the implications for medical
staffing and service provision are causing
profound concern across the State.

Cuts to health budgets have been
anticipated for some time. They are
being widely reported in the media. On
14 September, Sydney’s Daily Telegraph
reported that the NSW government
is to cut $3 billion from its already
overstretched health budget.

Consider the desperate need for the
expansion of training places for junior
doctors across Australia, in order to
address our nation’s medical workforce
shortage. These budget cuts should be
ringing alarm bells for all of us.

In August, the Brisbane Times reported
on the decision of the Newman
Government to close Queensland’s
main tuberculosis treatment centre at
Brisbane’s Princess Alexandra Hospital. It
was referred to as an “absolute disaster”
by one of the State’s leading respiratory
physicians, with good reason. Less than
a month later, the same Government
announced that it would cut 2754 jobs
from Queensland Health, including 1217
workers in the corporate head office.
Across many of the states, the mantra
from Government ministers and premiers
has been that such cuts are only
supposed to affect the back office – that
is, administrative processes - rather than
front line clinical staff and services. It has
not taken long for this argument to be
thoroughly discredited.
In South Australia, the State
Government released reports in July that
recommended job cuts and the closure
of hospital beds. Victorian hospitals are

It is difficult to predict where this will all
end, and why the cuts to health budgets
don’t raise greater community ire. Once
again, it falls to the medical profession to
lead the way with evidence, eloquence
and fearlessness.
As a profession, we are passionate about
the best possible health for our individual
patients, and our community as a whole.
We cannot allow these funding cuts to
demoralise us. If anything, it should
strengthen our resolve to hold our
governments to account for this, just as
we are accountable for the professional
standards of care we provide.
Doctors know that the financial well is
not bottomless.
But States and Territory health budgets
are being cut, and without mercy.
We will remind those who administer
these budgets that it is those who rely
most on the public health system – many
of them disadvantaged – who suffer the
most in this equation.
To comment click here
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More Than Just A Union –
a history of the AMA
In the fifth instalment of our series of excerpts from a history of the AMA, More Than Just A Union: A History of the AMA, we feature
former Presidents Dr Bill Glasson and Dr Mukesh Haikerwal, who led the organisation from 2003 to 2007 – a time of considerable
firmament in the practice of medicine and, more generally, in the nation’s political life.
Dr Glasson’s tenure was dominated by the medical indemnity crisis, which united medical practitioners in a way few other issues have,
and which brought about the downfall of a health minister. During his term, Dr Haikerwal helped push the Howard Government to
act on the enormous health problems afflicting Indigenous communities and brought the development of e-health into focus for the
profession.
AMA President Dr Steve Hambleton launched the history during a nationally televised speech to the National Press Club on 18 July.
The publication, which can be viewed at http://ama.com.au/a-history-of-the-ama, is considered by the AMA to be very much a work in
progress, and invites contributions from members past and present.
To comment click here
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Getting the message across
By Dr Bill Glasson, AMA President 2003-05

their profession because of either the fear
of being sued or actually being sued?
Can you imagine a time when the antics
of irresponsible plaintiff lawyers were
running amok across the health system
sucking the goodness out of the hearts
and souls of the medical profession?
Can you imagine a time when the medical
indemnity industry was bought to its
financial knees and put into voluntary
liquidation?
Can you imagine a time when more
than 5,000 doctors would turn up to the
Randwick Racecourse in Sydney saying
‘enough is enough’?

Can you imagine a time when up to 20
per cent of the medical profession was
being sued, most of whom had never
been sued before, and most of whom
were not guilty of medical neglect?
Can you imagine a time when nearly
every obstetrician, gynaecologist, and
neurosurgeon was considering leaving

That time was my Presidency of the
Federal AMA from 2003 to 2005.
Never before was the profession so
united behind one single cause. The State
AMAs, the craft groups, the colleges,
the societies and, more importantly, the
public in general, stood firm to make the
Government realise that circumstances
had woken the sleeping giant – the
medical profession.

The medical profession often reminds me
of a big brown bear hibernating – it takes
a lot to wake it up, but if you prod it,
poke it, and pull its hair, it will eventually
stand up and take out those who stand in
its way.
Although the medical indemnity crisis
represented dark days for the profession
and for our patients, it united us in a way
that we probably have never seen before
and may never see again.
The outcome of the rally and mass
meeting at Randwick Racecourse was the
replacement of the Health Minister Kay
Patterson with Tony Abbott.
Over the subsequent days and weeks,
the AMA and the profession worked very
closely with the Howard Government
to find a solution to this crisis. I have to
acknowledge a number of people, both
within the AMA and within Government,
who delivered what I believe was, and
is, a sustainable but fair outcome for both
patients and the profession.
...continued on page 26

australian medicine - october 1 2012

25

...continued FROM page 25

The new Health Minister, Tony Abbott, drove the medical
indemnity solution from the top. He worked personally, firsthand to solve the crisis.
Our AMA team, led by Dr Andrew Pesce, worked tirelessly with
all parties concerned to deliver the ultimate outcome.
The Shadow Health Minister at the time was Julia Gillard, and she
remained supportive through the whole process.
I would also like to acknowledge the State Presidents, the CEOs
and Dr David Molloy from Queensland, who led the tort law
reform agenda at the State level.
My Executive – Vice President Dr Mukesh Haikerwal, Dr Dana
Wainwright, Dr Rosanna Capolingua, Dr Andrew Pesce, and Dr
Choong-Siew Young - helped manage and carry the medical
indemnity and other issues across the country.
Dr Mukesh Haikerwal was my right-hand man and handled all
issues relating to primary care. He was and continues to be a

wonderful friend and supporter for the profession of medicine.
Pam Burton, Roger Kilham, and John O’Dea at the AMA
Secretariat provided the legal, economic and policy backbone for
our Executive and Council to be fully briefed across all issues of
interest.
At the same time, many of this same group worked with me and
the AMA to deliver the ‘Safety Net’ which, despite some more
recent watering down, still continues to provide great support to
a significant number of patients and makes the Medicare system
more like the system that was originally intended.
One of my major highlights during my term as the AMA president
was to meet and work with John Flannery, the head of the
Federal AMA’s Media and Public Affairs Department. He taught
me so much about how to get a message across to politicians, the
media and the public. His message was always simple, clear, and
always picked up by the Press Gallery, the national media, and
the medical press. I am indebted to him for his support during
my term.
To comment click here

A long illustrious line
By Dr Mukesh Haikerwal, AMA President 2005-07

In my case, the line of Presidents I was
guided and influenced by is long and
distinguished. Each brought their own
style and they made their own marks on
the medico-political landscape.
I worked tirelessly to build on the
work and the contributions and the
changes and improvements of my
predecessors, adapted and applied them
in the contemporary environment of
my Presidency, and shaped a new AMA
manifesto to pass on to the formidable
Presidents to follow me.

The spectacular changes in health,
health care, health delivery, safety and
quality, and public health that the AMA
has brought in its time have been a
collective effort over many years with
many significant contributions. It is
the work of the many that brings the
accomplishments of the AMA and its
Presidents into the light.
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I was a voice for grassroots members
and was always available to them, the
Association, and the profession to be a
strong advocate to the Government. I
learnt a lot.
My passions in office were to meet the
people in each part of our great land. Our
very talented members - my colleagues.
They are all fierce defenders of their
patients and masters of their own destinies,
staunch advocates for health and their
part in it. Fearless but fair proponents for a
better deal for justice in health for all, they
were always fun to be with.

There were big issues to deal with. I
played a part in consolidating the benefits
to doctors, patients and communities
from taming the ‘mammoth’ of the
medical indemnity crisis, which spanned
many years. I championed public
health through promoting awareness
of issues such as pandemic influenza
(bird flu in my day), childhood obesity,
immunisation (including HPV), the great
increase in anaphylaxis and improving
the safety of those with it.
Aboriginal and Torres Strait Islander
Health was a special interest of mine. The
AMA expressed strong public concern
about the ability of the Northern Territory
Government to look after the health of its
people. This led to urgent meetings with
the NT Government, including with the
Chief Minister.
It was soon after this that the Federal
Government’s Intervention rolled into the
Territory, vindicating AMA concerns. The
merits or otherwise of the intervention
are still being debated.
...continued on page 27
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We also questioned the Work Choices legislation and the veracity
of the heart tick when a high calorie food manufacturer was
granted a tick to a few products, leading to a halo effect on its
other products
Politically, supporting the private health sector and promoting
informed financial consent successfully kept new legislation at
bay. The Medicare system’s many changes and the addressing of
the burgeoning medical school training posts and the surge in
unfunded bonded medical student places were tackled. So too
was the poor access to medical services in rural, regional and
remote Australia. The AMA also confronted the dastardly spectre
of medical racism, which involved taunting of international
medical graduates after well-publicised cases of poor medical
practice around the country.
The AMA’s serious incursion into e-health began with the
AMA’s National E-health Conference in Old Parliament House,

progressing e-health in general practice with the Practice
Incentives Program incentives (among other enhancements),
and an analysis of readiness of specialists for e-health. The
use of new technology for using the services of Medicare was
progressed, but the ill-fated Access Card was laid to rest as the
parameters around it became unacceptable.
My trajectory since the Presidency has been, in my opinion,
directly due to my roles with the AMA at State and Federal levels.
The prestige and high regard given to the AMA as the peak
membership-driven organisation representing the breadth of the
medical profession - albeit sometimes begrudging and fearful
- was absolutely instrumental in my various appointments postPresidency.
The accompanying kinship, friendship, support, and respect
afforded me is not something I would ever take lightly.
It was an honour to lead the AMA.
To comment click here

INFORMATION FOR MEMBERS

AMA LIST OF MEDICAL SERVICES AND FEES
The 1 November 2012 edition of the AMA List of Medical Services
and Fees will soon be available both in hard copy or electronic
format.
Members listed as being in private practice or with rights of
private practice should receive their hard copy no later than 31
October 2012. Salaried members who have ordered a hard copy
should also receive their copy by 31 October 2012.
The AMA Fees List Online (http://feeslist.ama.com.au/) will
be updated as at 1 November 2012. To access this part of the
website, simply enter your username and password in the box
provided on the screen. Members can view, print or download
individual items or groups of items to suit their needs.
Electronic versions (PDF or CSV) of the AMA List will also be
available for free download from the Members Only area of the
AMA Website (www.ama.com.au/feeslist) from 22 October 2012.
A Fees Indexation Calculator is also available for members to
calculate their own fee increase based on their individual cost
profile.
To access this part of the website simply enter your username
and password in the box on the right hand side of the screen and

follow these steps:
1) Once you have entered your login details, from the home
page go to Members Benefits at the top of the page.
2) Under AMA Member Benefits, select AMA List of Medical
Services and Fees link.
3) Select first option, AMA List of Medical Services and Fees 1 November 2012.
4) Download either or both the CSV (for importing into practice
software) and PDF (for viewing) versions of the AMA List.
5) For the Fees Indexation Calculator, select option 13. AMA
Fees Indexation Calculator.
Members who do not currently have a username and password
should email their name, address and AMA membership number
to membership@ama.com.au requesting a username and
password.
If you do not receive your hard copy of the 1 November 2012
AMA List of Medical Services and Fees or would like one, please
contact the AMA on 02 6270 5400.
To comment click here
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Government takes
nuclear option
The Federal Government has moved
to secure future supplies of a crucial
ingredient used in the production
of nuclear medicines that aid in the
diagnosis of heart disease and a wide
range of cancers.
In a decision set to draw the ire of antinuclear campaigners, the Government
has committed almost $170 million to
the construction of a new nuclear reactor
to supersede the Open Pool Australian
Lightwater (OPAL) reactor at Lucas
Heights, which is expected to be obsolete
by 2017.
The OPAL reactor is one of six in the
world capable of producing significant
amounts of molybdenum-99 (Mo-99),
which is the parent material for 80 per
cent of the radioisotopes used in medical
imaging to diagnose heart disease,
cancer, and kidney and gastrointestinal
tract disorders.
Science and Research Minister, Chris
Evans, said the new power plant would,
like OPAL, use low-enriched uranium,
and will have sufficient capacity to supply
both local and international markets.
“[This is] an important day for the 550,000
people who require a nuclear medicine
procedure in Australia each year,” Senator
Evans said. “It is also good for the 45
million people across the world who need
a nuclear medicine procedure each year.”
The Minister said that one in every two
Australians would undergo a nuclear
medicine procedure in their lifetime,
and around 80 per cent of those would
require the use of Mo-99.
“The investment will secure Australian
supplies of Mo-99 into the future,”
Senator Evans said, adding that the new
plant will help meet half the world’s
demand for Mo-99.
Nuclear waste from the new reactor will
be stored using Australian-owned and
developed Synroc technology, reducing
the volume of waste by 99 per cent
compared with other storage methods,

28

australian medicine - october 1 2012

Senator Evans said: “This means that for
every 100 storage containers we might
once have needed for waste, we will now
need only one.”
But, mindful of great political sensitivities
surrounding the use of nuclear energy,
the Minister emphasised that the new
reactor, because it would only use
low enriched uranium, would not be a
weapons-grade facility, and the Synroc
plant would not be used to treat or store
foreign nuclear waste.
The Government expects the new reactor
to employ 250 people and deliver a
return on investment of about $1 billion.
AR

To comment click here

No reprieve for Better
Access
The Federal Government is standing by
its controversial decision to phase down
access to mental health care under the
Better Access program by the end of
the year despite strong evidence of its
effectiveness.
Mental Health Minister Mark Butler told
a Senate committee inquiring into the
funding and administration of mental
health services that although Budget cuts
to the Better Access program had caused
“some community concern”, by the end
of the year sufficient replacement services
will be in place to allow the scheme to be
wound back without undermining care.
The Government expects the Access to
Allied Psychological Services (ATAPS)
program to provide an effective
alternative arrangement for GPs, enabling
them to refer patients to mental health
specialists.
Mr Butler said the Government was
considering introducing activity-based
funding for the ATAPS scheme to improve
its efficiency as well as to provide a
way to benchmark service delivery and
performance across the country.
The Minister said the Better Access
program had grown beyond its intended
role.

“While Better Access was neither
designed nor intended to provide
intensive services or ongoing therapy
for people with more severe and
persistent mental illness, the Government
acknowledges that there are some people
with more complex needs who may
have come to rely on the program for
support,” Mr Butler wrote in a letter to
the chair of the Senate Community Affairs
References Committee, Greens Senator
Rachel Siewert.
“The Government recognises that
reducing the number of rebateable [sic]
sessions has caused some community
concern, and that some of the new
services need time to build capacity
before they are able to provide care and
support to people with more complex
needs, or people with more severe and
persistent mental illness.”
Responding to these concerns, the
Government in February announced
that full implementation of the cuts
to the Better Access program would
be delayed until 1 January next year,
allowing patients access to up to 16
subsidised services a year in exceptional
circumstances.
“The reintroduction of ‘exceptional
circumstances’ up to 31 December 2012
provides time for allied mental health
professionals and consumers to adapt
to the new arrangements, and time for
the new mental health services to build
capacity,” the Minister said.
The AMA has led criticism of the Budget
cuts, arguing they flew in the face of
evidence of how effective the Better
Access program has been, and how
detrimental they would be for the quality
of care.
A study published in the Medical Journal
of Australia in August found that the
Better Access program had delivered
“very large gains” in access to care for
people with depression.
...continued on page 29
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“GPs remain heavily involved in the
management of depression,” the
study, led by Christopher Harrison and
Associate Professor Helena Britt, found.
“While Better Access has been used
more by relatively advantaged patients
from major cities, it also brought about
an enormous increase among all patient
groups in use of mental health care items
and referrals to psychologists.
“Any changes to the system must not
compromise the very large gains made
for all groups in access to primary care
management of depression,” the authors
warned.
But a study by the AMA found that
cuts to Medicare rebates for GP mental
health services were already biting, with
proportion of doctors bulk-billing their
patients for preparing mental health plans
dropping from 78 to less than 39 per cent
as a result of the reduction, while the
percentage charging a co-payment of $31
or more has risen from less than 29 per
cent to 40 per cent.
AMA President Dr Steve Hambleton said
the evidence showed the Better Access
program was effective, and the cuts were
“clearly all about the Budget bottom
line and nothing to do with improved
outcomes for mental health patients”.
“Under the new arrangements, patients
with mental illness receive less Medicare
support than patients with physical
ailments,” he said. “There was evidence
that the program was working well, but it
was ignored. There was no consultation
with the medical profession about the
possible impact of the decision.”
Shadow Minister for Mental Health,
Senator Concetta Fierravanti-Wells, said
that in its response to the Committee’s
report, which included a dissenting report
from Coalition senators and a minority
report from Government senators.
“It absolutely does not address…the
justification for the cuts to Better Access,”
Senator Fierravanti-Wells said. “In our
concluding comments [in the Coalition’s
dissenting report] we were very critical of

the way the Government had undertaken
the changes to Better Access. There had
been, as usual, scant consultation with
key stakeholders.”
Liberal Senator Alan Eggleston attacked
cuts to Medicare rebates for GP mental
health services.
“That is very regrettable because most
people who have a mental illness do not
suffer from a serious degree of mental
illness. They do not suffer from psychotic
illnesses like schizophrenia or manic
depressive disorders,” Senator Eggleston
said.
“So the slashing of the GP rebates and the
GP psychiatric services program is very
much to be regretted, because it certainly
reduced the efficacy of non-specialist
health services available around this
country.”
AR
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Glasson has his sights
on Rudd
Former AMA President Dr Bill Glasson has
admitted he faces a “David versus Goliath”
battle as he tries to unseat former Prime
Minister Kevin Rudd from the Griffith
electorate at the next federal election.
Dr Glasson, who was AMA President
between 2003 and 2005, defeated a field
of three other candidates to win Liberal
National Party preselection for the seat
late last month.
The ophthalmologist, who is President
of the Royal Australian and New Zealand
College of Ophthalmologists, lives close
by Mr Rudd and knows the former Prime
Minister well.
Coalition sources have acknowledged the
medico faces a tough battle in trying to
wrest the seat from Mr Rudd, who held
onto Griffith with more than 58 per cent
of the vote on a two-party preferred basis
at the 2010 election.
His task has been made harder by the
backlash against deep and controversial
spending cuts and widespread sackings

implemented by Queensland’s Liberal
National Party Government since coming
to office earlier this year.
But the former AMA President remained
optimistic about his prospects.
“I still think it is a very winnable seat,”
Dr Glasson told ABC radio in Brisbane.
“I still think we can do it. Obviously,
Kevin has been a very strong member for
Griffith for a long time, but I think it is
time for a change.”
AR

To comment click here

Setback for drug giant
The Federal Government has blocked a
$270 million bid by pharmaceutical giant
Aspen Global to buy rights to a portfolio
of drugs sold in Australia including
Amoxil, Zantac and Lamactil from the
Glaxo Group.
In a brief statement, a senior adviser
in the Foreign Investment and Trade
Division of Treasury, Peter Van de Maele,
declared the proposed deal would be
blocked for up to 90 days pending a
decision whether it should be prohibited
altogether under the provisions of the
Foreign Acquisitions and Takeovers Act.
Aspen announced the proposed deal to
acquire rights to 25 medicines distributed
in Australia by GlaxoSmithKline in midAugust including analgesics, antibiotics,
anti-virals and treatments for the central
nervous system.
It said sales of the drugs reached almost
$130 million last year, though it admitted
revenues were likely to decline over time
because of increased competition from
generics and price cuts mandated under
the Pharmaceutical Benefits Scheme.
Nonetheless, the company said, “the
products represent an excellent fit with
Aspen’s existing portfolio, and the added
revenue will strengthen Aspen’s position
as one of the leading pharmaceutical
companies in Australia”.
AR

To comment click here
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Patients carrying increased
cost of health
Australians are being forced to dig
deeper into their pockets to pay for
medical expenses than patients in most
developed nations as the Medicare rebate
slips further behind rises in the cost
of providing health care, according to
official figures.
Data compiled by the Australian Institute
of Health and Welfare (AIHW) show
that last decade the proportion of the
household budget needed to cover outof-pocket health expenses swelled from
2.7 to 3.2 per cent to reach $1075 in
2010 – the fifth highest amount among
developed countries.
Only patients in Switzerland, Greece, the
United States and Belgium contributed
more to the cost of their health care, the
report showed.
The rise highlights the increasing
inadequacy of the Medicare rebate,
which has failed to keep pace with rises
in the cost of providing health services.
From covering 85 per cent of a standard
doctor’s fee when it was introduced, it
has now slipped to around 50 per cent.
Figures in the AIHW report add to
evidence that governments are forcing
individuals to pick up an increasing slice
of the tab for the growth in health costs.
Although total health expenditure grew
almost $8 billion in 2010-11 to reach
$130.3 billion, as a proportion of gross
domestic product it remained relatively
stable at around 9.3 per cent – equivalent
to $5580 per person.
More strikingly, there have been
significant shifts in the last four years in
the financial burden for governments and
individuals.
The AIHW figures show that since 200809 the Federal Government’s share of
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total health spending has slipped from
44.1 to 42.67 per cent, while over the
same period the contribution from
individuals has grown from 17.1 to 18.3
per cent.
The Federal Government is also
falling behind its State and Territory
counterparts, the data show.
“After allowing for inflation, real growth
in the Australian Government’s funding
for health averaged 4.9 per cent a year
from 2000–01 to 2010–11,” the AIHW
report said. “At the same time, State and
Territory government funding grew at
an average of 6.4 per cent per year and
non–government funding by 5.2 per cent
a year.”
In a sign that governments have been
successful in their drive to keep health
costs down, the Institute’s Director, David
Kalisch, said much of the growth in
overall health spending had been driven
by an increase in the volume of health
goods and services purchased – largely
as a result of population growth - rather
than price.
The cost of health goods and services
has risen more slowly than prices across
the economy, averaging 2.9 per cent year
between 2000 and 2010, compared with
a general annual inflation rate of 3.9 per
cent over the same period.
AR
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GP Super Clinics taking
patients, failing to deliver
value
Almost a quarter of the Federal
Government’s vaunted GP Super Clinics
were not delivering value for money, and
half their patients are being drawn from
other practices, a report commissioned
by the Department of Health and Ageing
has found.

The study, prepared by consultants
Consan, showed that six of the 27 GP
Super Clinics in operation by mid-2012
were “outside the criteria for value for
money”, and warned that the viability of
several clinics was under pressure from
low patient volumes.
The report found the program suffered
181 delays, most commonly because of
problems in acquiring suitable land (30
per cent) or obtaining council approval
(21 per cent), while difficulties in
appointing a builder (18 per cent) and
meeting the construction schedule (12
per cent) also hampered the process of
developing clinics.
In a finding that reinforces concerns
raised by the AMA that many GP Super
Clinics are competing with existing
practices rather than broadening the
reach of health services, the study found
that 52 per cent of Super Clinic patients
surveyed had changed from another
practice, and 32 per cent were seeking
treatment for an existing or chronic
problem.
Despite the problems, the report found
that patients were generally pleased
with the quality of care they received
at the Super Clinics, and practitioners
reported that the experience of working
in a multidisciplinary environment was
rewarding.
The report’s authors said their evaluation
showed that GP Super Clinics have given
patients “increased access to primary
health care in a multidisciplinary setting
and report positive experiences about
access to, and the quality of, their care”.
“The program is supporting retention,
and potentially recruitment of, GPs into
clinics, [but] it will only be as the program
matures that the real return on investment
can be adequately assessed.”
AR

To comment click here

research

RESEARCH
Obesity on the rise: report

Cancer survival odds
improving
The chances of beating cancer are
improving, with two out of every three
Australians with the disease surviving
at least five years following diagnosis,
according to a report by the Australian
Institute of Health and Welfare.
The study shows the five-year survival
rate from all cancers increased from 47
per cent in 1982-1987 to 66 per cent in
2006-2010.

Australians are getting fatter, drinking
more alcohol and are eating fewer
vegetables than a decade ago, according
to a report by the Australian Institute of
Health and Welfare.
The report, which looked at key risk
factors for health including obesity,
physical inactivity, poor diet, smoking
and excessive alcohol consumption,
found that, in 2007-08, 60 per cent of
adults were overweight or obese, up
from 45 per cent in 1995.
Over the period, men piled on an average
3.6 kilograms, while women added 2.8kg
to their waistlines. Men stacked on the
kilos more than women, with 68 per cent
of males classed as overweight compared
with 55 per cent of women.
The report found that seven in 10 adults
were physically inactive in 2007-08,
unchanged from 1989-90. However,
physical inactivity rose among 15-24 year
olds from 43 per cent for males and 63
per cent for females in 1989-90 to 53 per
cent for males and 71 per cent for females
in 2007-08.
The study found that more than 90 per
cent of adults were not eating enough
vegetables, and more than 50 per cent
did not eat enough fruit, while 46 per
cent had inadequate intakes of both.
The proportion of those aged 18 or older
who drank at risky or high-risk levels
increased between 1995 and 2007–08,
including up from 10 per cent to 15 per

cent among men and from 6 per cent to
11 per cent among women, and women
were found to drink more frequently then
men.

The largest gains in survival rates were
in cancers affecting the kidney, nonHodgkin’s lymphoma, and prostate
cancer.

In a more encouraging result, smoking
rates declined steadily over the period
covered by the study, such that in 200708, less than 50 per cent of adults had a
tobacco habit that needed to be indulged
daily.

The prostate cancer five-year survival
rate, in particular, increased significantly,
from 58 per cent in 1982-97 to 92 per cent
in the period 2006-2012.

Smoking rates dropped sharply among 18
to 24-year-olds, (from 42 to 31 per cent),
25 to 34-year-olds (from 54 to 47 per
cent), and 35 to 44 year olds (from 54 to
48 per cent).
Additional research by the University of
Adelaide pinpointed Australia’s health
hot spots, as well as those areas with high
rates of obesity, drinking and smoking.
Auburn in Sydney was found to have
the lowest rate of excessive alcohol
consumption and Ku-ring-gai had the
fewest smokers.
Nationally, the City of Melbourne was
labelled the nation’s slimmest locale,
while Bundaberg in Queensland was
branded as an obesity hot spot, with one
in five residents of the town’s residents
judged to be badly overweight.
Geraldton in Western Australia had the
highest rate of excessive drinking, while
another WA town, Broome, had the
nation’s highest smoking rate.
KW

To comment click here

Overall, cancers with the highest survival
rate included testicular cancer, lip cancer,
prostate cancer, thyroid cancer and
melanoma – with all having a five-year
survival rate of 90 per cent or more.
Cancer of the lip, cancer of the larynx,
cancer of the brain and chronic
lymphocytic leukaemia showed no
significant changes in survival rates over
the period.
Pancreatic cancer and mesothelioma had
the lowest survival rates with fewer then
10 per cent of patients alive five years
after diagnosis.
Women had a slightly higher survival
rate, with 67 per cent surviving more than
five years compared with men at 65 per
cent.
According to the Institute, one in two
Australians develop cancer and one in
five die from it before the age of 85.
The Institute said cancer has a major
impact on individuals, their families and
the health care system.
KW
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Vitamin D lowest in spring
Vitamin D deficiency reaches its height
as people who spent the winter months
huddling indoors out of the cold emerge
from hibernation with the change of
season, according to research from the
University of Sydney.
The study, based on more than 24,000
samples taken from patients in NSW
between July 2008 and July 2010, found
that vitamin D levels peaked in summer
- reaching a maximum in January for
women and February for men - before
gradually declining in late summer and
falling sharply in the winter months.
Interestingly, the levels reached their
lowest point in spring, not winter, as
previously reported.
Lead researcher Professor Steven Boyages
said vitamin D deficiency is implicated in
a number of serious diseases including
diabetes and cancer, so improving our
understanding of the condition is critical.
“Our study indicated that large segments
of the Australian population are at risk of
deficiency for prolonged periods of the
year, particularly during autumn to the
end of spring,” Professor Boyages said.
“The prevalence of deficiency was higher
and more persistent than previously
reported, ranging from 33 per cent in
summer to 58 per cent in spring. The
seriousness of the deficiency was also
greater than [that found] in most other
Australian reports.”
Professor Boyages said that current
testing guidelines did not address the
need to take seasonal variation into
account.
“Ideally, testing would occur in spring
when vitamin D levels reach their lowest
concentration. If an individual is found
to be deficient, a subsequent test three
months afterwards would see if they have
been able to replenish their vitamin D,”
Professor Boyages said.
The study also found that females
between 20 and 39 years of age,
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previously unidentified, were a risk
group for vitamin D deficiency.
KW
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Hendra virus detection
breakthrough
Australian researchers have developed
a new method for detecting the Hendra
virus that may lead to the development
of a quick, portable test for the deadly
disease.
CSIRO scientists, working in conjunction
with University of Melbourne researchers,
have discovered a way to identify
the virus in horses, and potentially
in humans, in about 30 minutes.
Researchers hope this can be eventually
reduced to 10 minutes.
Current detection methods are mainly
lab-based and require samples to be
shipped to state or national testing labs.
The researchers found that the detection
process for the virus could be simplified
by using a sample of mucus or saliva
with a combination of quantum dots and
nano-particles.
Essentially, the combination of quantum
dots and magnetic nano-particles allows
the standard testing process to be
carried out, but on a much smaller scale,
resulting in speedier detection.
Lead researcher Paolo Falcaro, a CSIRO
scientist, said the method targets the
Hendra virus and its antibody, and if
there is a match the sensor delivers a
positive result. He said early detection
of the virus could help contain Hendra
outbreaks.
“The early detection of viruses, such as
the Hendra virus, will greatly enhance the
success rate of any biosecurity counter
measure,” Dr Falcaro said. “Further
optimisation of the system is required,
but this study is a proof-of-concept of the
possibility to implement this method in a
portable Hendra virus sensor that could
be used at the point of care.

“The most exciting aspect to this
technology is [that] it could be used to
detect any other virus by simply targeting
the virus with the corresponding
antibody.”
The Hendra virus was discovered in
1994 following an outbreak of illness
in a large racing stable in the Brisbane
suburb of Hendra. The infection has been
confirmed in seven people, four of whom
have died.
KW
To comment click here

INFORMATION
FOR MEMBERS

Expert witness
training
Doctors and other health professionals
are invited to attend a two-day training
session on providing expert testimony in
court.
The course, to be run by the Australasian
College of Legal Medicine, provides
instruction on how to be an expert
witness, and what will be expected when
attending court.
As part of the training, attendees will be
required to submit a report (from which
identifying details have been deleted)
a month prior to the course. During
the training they will be led and crossexamined on the contents of the report.
When: 24-25 November, 2012
Where: Royal College of Surgeons, 250290 Spring Street, East Melbourne
Registration: Forms available at www.
legalmedicine.com.au
More information: Australasian College
of Medicine, 02 4573 0775
To comment click here

news

World put on alert for
SARS-like illness
Health authorities around the world have been put on alert
for increased cases of acute respiratory syndrome with renal
failure following the detection of potentially deadly coronavirus
infection in the United Kingdom.

cause SARS and the common cold.

The World Health Organisation has issued a global alert after UK
scientists confirmed the presence of a novel coronavirus – part
of the family of viruses that caused SARS - in a previously healthy
49-year-old Qatar national.

In a statement, the WHO said it was obtaining further information
in order to “determine the public health implications of [the] two
confirmed cases”.

The man, who has a history of travel to Saudi Arabia, developed
symptoms early last month, and was admitted to an intensive
care unit in the Qatari capital, Doha, on 7 September, before
being transferred by air ambulance to Britain four days later for
further treatment.

The federal Department of Health and Ageing (DoHA) has
notified members of the nation’s Communicable Diseases
Network about the infections, and has called on them to
immediately report any increases in cases of acute respiratory
syndrome with renal failure, where the cause is unknown.

Tests conducted by the UK’s Health Protection Agency have
confirmed that the man is infected with a novel coronavirus
almost identical to that which killed a 60-year-old Saudi man
earlier this year, and British authorities are investigating another
case of acute respiratory illness in a Saudi national.
Coronavirus is a large family of viruses, including those that

More than 900 people died in a SARS pandemic that broke out in
late 2002 through to mid-2003, infecting almost 8500 people.

It has not recommended any travel restrictions at this stage.

“The Department will continue to monitor the situation in close
consultation with the states and territories,” DoHA said in a
statement. “The Department will also liase with the WHO as
required.”
AR

To comment click here

Ebola death toll climbs
Health authorities are fighting to contain
an Ebola outbreak that has killed dozens,
with many more suspected of being
infected with the deadly virus.
Reports indicate that so far 31 people in
the north-east of the Democratic Republic
of Congo have died from the disease,
while a further 65 people are suspected
of being infected and another 108 are
under surveillance.
While the World Health Organisation
(WHO) said the outbreak was not yet out
of control, spokesman Eugene Kabambi
told Reuters the situation was grave.
“If nothing is done now, the disease will
reach other places, and even major town
will be threatened,” Mr Kabambi said.
Experts from the WHO, Medicins
Sans Frontieres, the Red Cross and the

US Centers for Disease Control and
Prevention are working urgently with
local health authorities to try and contain
the latest outbreak, which developed less
than a month after an unrelated strain of
the disease claimed 17 lives in Uganda.
Ebola was first identified in 1976, and
is a haemorrhagic fever that can spread
rapidly through direct contact with the
blood, body fluids and even clothes of an
infected person.
The infection, which has killed hundreds
of people, is fatal in up to 90 per cent of
cases, and there is no known cure.

when 14 people in Congo were killed.
Health workers are concerned that the
practice of washing and displaying
corpses before burial is helping to spread
the virus, and MSF, along with the WHO
and Congo’s health ministry have been
conducting education campaigns warning
of the dangers posed by this ritual.
The WHO has deployed epidemiologists
to the area to trace the origins of the latest
outbreak and identify all possible chains
of its transmission.

Congo has been the site of several
outbreaks of the deadly disease,
including in 2009 when 15 people died
from the illness.

The United Nations has called for
contributions to a $1.9 million fund
to help support efforts to contain the
disease, which has infected at least 18
health workers.

The last major outbreak was in early 2009

AR
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Pathology and diagnostic
imaging request form changes
New laws affecting information that must be provided to patients
on pathology and diagnostic imaging request forms have come
into effect.
All branded request forms must include a patient advisory
statement, which informs patients that they are free to take their
referral to a provider of their choice.

following mandatory statement: Your doctor has recommended
that you use [insert name of pathology provider]. You are free
to choose your own pathology provider. However if your doctor
has specified a particular pathologist on clinical grounds, a
Medicare rebate will only be payable if that pathologist performs
the service. You should discuss this with your doctor.

The information required is different depending on whether the
request form is for a pathology service or a diagnostic imaging
service.

• An alternative statement may be used that is the same as
above but where the word ‘doctor’ is replaced with ‘treating
practitioner’.

Diagnostic imaging request forms

In all cases, it will be an offence for pathology and diagnostic
imaging providers to produce or distribute branded request
forms that do not contain a patient advisory statement.

• All branded diagnostic imaging request forms produced and
distributed must include a statement advising patients that
they are free to take their referral to a diagnostic imaging
provider of their choice.
• The wording, formatting and positioning of the statement will
be at the discretion of the provider but must be obviously
positioned to ensure the patient has a reasonable likelihood of
noticing and being able to read the advice.

Pathology request forms
• All branded pathology request forms produced must include the

However, patients who present branded request forms without
the patient advisory statement will still be eligible for a Medicare
rebate. This recognises that old forms may remain in the system
for sometime and providers can only control the distribution of
new forms.
It is important that pathology and diagnostic imaging service
providers ensure they have up-to-date business and after hours
contact details for medical practitioners in their region, not just
those in their usual catchment area, in case critical results need to
be communicated urgently.
To comment click here

Be an Australian Medicine travel writer
Sick of glitzy infomercials posing as travel stories?
Want to tell your colleagues what places, near and far, are really like?
Here’s the chance to reveal your favourite holiday spot, or to share travelers’
tales from the exhilarating and glorious to the tedious and disastrous.
Australian Medicine invites readers to write and submit travel stories of up to 650 words,
with two bottles of fine wine sent to the author of each article published. Pictures welcome.
Please send stories, with your contact details, to: ausmed@ama.com.au
To comment click here
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Book Review
GRANTA 120: Medicine (Summer 2012)

Edited By John Freeman
Allen & Unwin Book Publishers, RRP $27.99, pp223
Reviewed by Dr Anthony Zehetner
Doctors collect stories. Some from the
patients they treat, others from being patients
themselves. This issue of the literary journal,
Granta, focuses on Medicine. Contributors
include a paediatrician, a public health
physician, a university Medicine lecturer, as
well as several well-credentialed novelists,
essayists and poets. Mostly written from the
patient’s (horizontal) perspective, it is hard to
distinguish each author’s background within his
or her work. It is as though, when we become
patients, we lose some of our identity, and this
is evident in this collective.
Due to the inherent paucity and utility of word
counts in short stories, plots are necessarily
dispensed with in preference to character
study. A young heart attack patient’s journey
(translated from the original Bosnian source)
almost becomes a black comedy as each new
doctor he encounters can’t look past his age.
A highlight is one courageous woman’s path
to her diagnosis and acceptance of multiple
sclerosis and her discourse with a fellow
sufferer, who also happens to be prominent
Australian personality.
The best adjective to describe this anthology
is visceral. Near death experiences, the onset
of childhood mental illness and surgical
excision of bulky tumours are disturbingly
described. Some passages are unnecessarily
overly complex. One half-page piece of prose
is comprised of just six sentences, the longest
containing 60 words! The technical description
of medical procedures, such as central venous
line catheterisation, is described in recipe
book detail. While the author may wish to add
‘medical validity’ to their story, this only stifles
the unfolding drama. Descriptions of ‘penicillin
green’ walls and ‘purpurating mauve ceilings’
sound trite and forced. A bugbear is that, as in
Tim Winton’s Cloudstreet, modern authors are
no longer choosing to use inverted commas to
denote speech.

Doctors also possess a different perspective
of the human body (and human condition)
than the general public. A photographic essay
of ‘freaks’, including the hirsute ‘Dog Boy’,
shrunken mummified heads, corpses, scars and
amputees holds little novelty for me. Why not
show images of medicine triumphing over the
adversity of disease, disability and deformity?
We should have been afforded a tableau
of inventive splints, braces, implants and
surgical corrections instead. When one author
compares the milestone of a first X-ray akin to
the moment of a first kiss, I realise that I rightly
keep my working and personal lives separate.
This book is not my cup of tea, but then I don’t
enjoy watching television medical soap operas
after work. I wanted to like this book, but it
lacks the wit of satire, and its repeatedly dour
subject matter is too disheartening to enjoy.
We read of a terminally ill mother’s plight for
providing ongoing care of the autistic son she
will leave behind. While the body may heal
following illness, this book cautions us that it
remembers the trauma it has undergone, so can
there ever truly be a cure?
As with any anthology, this is a diverse
collection of works, some of which appeal and
some do not. The explicit cover illustration
of internal organs overlaid upon a naked
woman’s figure reflects the juxtaposition of art
and medicine, and aptly surmises the book’s
contents too. It may not fit the requirements of
patient waiting room reading material, though
for a select group of clinicians travelling to their
next overseas medical conference, it might be a
suitable companion.
Dr Zehetner is a General Paediatrician, Staff
Specialist in Adolescent Medicine and Clinical
Lecturer for the Universities of Newcastle and
Sydney. He practices at The Children’s Hospital
at Westmead and Gosford Hospitals.
To comment click here
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Budget cuts and efficiency:
preserving the good
by ProfESSOR Stephen Leeder

Health budget cuts in Queensland and NSW have received wide
media attention, but the way in which they are being interpreted
is often wide of the mark.
In NSW, headlines suggested that $3 billion was to be cut from
health. But in reality, as Director-General of NSW Health Dr Mary
Foley explained, the $3 billion “comprised a $775 million Labour
Expense Cap and $2.2 billion in efficiency savings required over
the next four years, both of which were announced in the State
Budget in June and had been factored into the budgets already
allocated to Local Health Districts. Under the new State Funding
Model for Health, the efficiency savings of $2.2 billion over four
years are being retained by NSW Health for front-line services.”
Whether there are budget cuts or not, two major challenges
confront the healthcare system – how to use the dollars more
efficiently and how to assure quality.
To achieve greater efficiency in the provision of health services
requires cool heads and high-quality information about costs and
outcomes.
Although ‘efficiency’ is a word often taken to imply ‘doing it for
less’, it means taking a clear-eyed view of the outcomes of care
and relating those to costs. If outcomes are not measured then,
strictly speaking, efficiency cannot be assessed. Activity-based
funding on its own will not help achieve efficiency.
Efforts to secure greater efficiency in health care have at times
taken aim at the wrong target.
Much effort, for example, is invested in ensuring that the
‘wastage’ of, say, providing free sandwiches and coffee for
surgeons between cases and similar fringe activities is cut back.
These efforts are cost-cutting, not efficiency-improving, actions.
They frequently cost more in goodwill than they save in dollars.

services for the care of people with multiple chronic morbidities
can achieve huge gains.
Get the balance wrong and you incur the kind of inefficiency
we see in command economies where twice as many nuts are
produced compared with bolts – allocative inefficiency.
The health service exists to improve health, and maintaining
organisations like hospitals and community health centres is
enabling, but not a goal in itself.
The test of efficiency thus becomes, “How much are we paying to
improve the health of these people to this extent?” An efficiency
gain occurs when you provide the same or better quality of care
and outcome for less cost.
Threatened with inadequate budgets, if we blast away believing
that we know (note each of those four words) what a surgical
or medical program will do without checking and measuring to
ensure that it does what we believe, we have departed from the
path that has led us to all the major advances in biomedical and
clinical practice.
Time and again, medical and surgical programs are implemented
and lumber on for decades solely on the basis of belief. There is
no way such programs can pass through the filter of efficiency
unless both outcomes and costs are measured.
Although the design of formal evaluation studies may not be part
of the stock and trade of some who pursue quality and efficiency,
these good folk will not fulfil their vocation if they collect data
fragments, biased surveys, slanted anecdotes and triumphal
stories in support of their case.

Real efficiency gains in health care can only occur when clinical
services are examined for both cost and health gain.

More rigour is needed, just as if one were conducting a crucial
laboratory test or the clinical trial of a new drug or surgical
device. The age of phlebotomy and leeches is well past, but the
methods whereby we judge the quality and efficiency of health
programs seem stalled in the nineteenth century.

Then improvements can often be made by examining carefully
the personnel used for different purposes and ensuring the skill
mix of a clinical service is optimal – using less overtime and
fewer agency staff.

The growth of health care costs – public and private, insured
and out-of-pocket – is akin to the rising global temperature and
carbon burden. We would rather not know but the Arctic icecap
is disappearing. Budget cuts will become a feature of life.

Further, getting the balance right – and it is not at present –
between investments in community services versus hospital

If we really respect the health of the people of Australia we
should stop fumbling with inadequate program evaluation.
To comment click here
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David Franz –
An Alternative View
by dr michael Ryan

1

2

3

History and ancestry can come with great
expectations, and while most would
assume guaranteed success, the people
under the popular judging microscope
may say otherwise.

beautiful hand screen-printed bottles
that act as a vessel for his creativity and
passion. The bottles are hand wrapped in
the same prints, all designed by a lyrical
scribe.

Yet some just sail their own course and,
in a much-appreciated way, develop
their own sense of style. This is so true of
David Franz Lehmann, creator of David
Franz wines in the Barossa.

There is certainly a trend in Australia
to develop wines with better structure,
and cool climate varieties display
this. Warmer climate fruit bombs are
morphing into wines with thinner fruit
and subtle tannins.

David’s father is Peter Lehmann, a
patriarch of Australian wine. While Dave
is grateful for his heritage, he expects
nothing from it, though he acknowledges
that it has given him a certain confidence
to be an artisan rather than a factory.
David’s first ambition was to be a
cartoonist, but graphic arts and formal
learning seemed too restrictive and travel
beckoned. He worked as a farm hand
and roustabout, travelled widely and
produced a vintage in South Africa.
The epiphany that saw him assume
his winemaking heritage was a tasting
of the 1994 Seppelts Dorrien Cabernet
Sauvignon. This was apparently a wine
his father used to seduce his mother.
Dave simply said, “I want to make wine
like that.”
I have known Dave for more than a
decade, and recently had the pleasure of
attending the launch of his 2007 range.
It is rare for a winemaker to wait five
years until release, but that’s Dave. His
attention to detail is exemplified in the

Unfortunately, if you ignore your terroir,
you run a higher risk of failure. Dave
believes the Barossa needs to stay on
a path of truth. He says that there are
always areas to grow and undertake selfevaluation, but “there is nothing wrong
with making wines that taste like Barossa
wines should taste like.” Now that is an
alternative view!

4

extended lees contact and old barrel
aging. Grilled Mahi Mahi with Caper
butter would work.
2. 2007 Benjamin’s Promise
Barossa Shiraz
Dark! The nose dances and wafts plums
and figs with herbal notes and chocolate.
Cigar and oak influences from French
oak are alluring. The palate is a wave of
soft luscious fruit, balanced by a fusion of
tannins giving long-lived structure. Gourmet
lamb sausages with mash and gravy.
3. 2007 Alexander’s Reward
Barossa Shiraz Cabernet
Sauvignon

Wines Tasted

Dark red in colour. Dark cassis notes
combine with brooding plums and lifted
tobacco notes. The soothing berry and
juicy stone fruit palate links with the
Cabernet tannins to complete a truly
desirable wine. Japanese beef Tataki is
my choice.

1. 2011 Long Gully Barossa
Semillon

4. 2007 Alternative View Barossa
Shiraz

Medium yellow colour, nose bursting
with lemon zest that alerts the senses
with a funky herbal waft from lees
contact. The palate zings, then glides,
and finally is punctuated with fine acid
structure. This is an exciting Semillon in
a completely different style to Hunter
battery acid Semillons. Dry grown
on 125-year-old vines, this wine sees

Black! Brooding and bountiful. It has
all the characteristics of the Benjamin’s
Promise, but in an undefined, magical way
it is so much more. This wine does not
need to be dissected; it just needs to be
drunk with reverence and, perhaps, a dose
of irreverence. I have had this wine with
50 day aged rib eye on the bone, seasoned
with salt and olive oil...nothing else.
To comment click here
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Income replacement –
getting it right.
When you are looking to insure one of your most important assets - your income - it helps to
find a policy that could help pay the bills if you can’t work due to illness or injury.
OnePath Life, Smart Investor’s Life Company of the year for the past four years, has developed
ProSecure Income Replacement Plan exclusively for professionals. This protection is available to
AMA members and can provide up to 75% of your monthly earnings (to a maximum of $20,000
per month)1. To find out more click here or call 1800 658 679.
ProSecure Income Replacement Plan is issued by OnePath Life Limited (ABN 33 009 657 176, AFSL 238341). You should consider the Product Disclosure Statement, available online at www.
onepathprofessionalinsurance.com.au/AMA or by calling 1800 658 679 in deciding whether to acquire or continue holding this product.
1 The monthly amount payable for the Total Disability Benefit is the lesser of (1) the monthly benefit that you choose to insure (to a maximum of $20,000) and (2) 75% of the first $20,000 per
month of your pre-claim earnings plus 50% of the next $10,000 per month of your ‘pre-claim earnings’ less ‘other payments’. Please refer to the Glossary in the PDS for further information on
‘pre-claim earnings’ and ‘other payments’. It is in your interest to not insure more than the maximum you can be paid. The monthly amount payable excludes business expenses.

Let AMP Bank take the stress
out of buying property
Buying a property can be a fraught experience full of decisions that can be costly if you don’t get it
right. Whether you’re new to the market or you already own a property, the information below can help
take some of the stress out of buying.

Borrowing for an investment property

Making the most of your home loan

Investing in property is a business decision. It can be a great
way to build your wealth, if you do it right. Make sure you have
considered every angle before you buy an investment property.
We recommend that you speak to a financial planner before
going ahead.

Most importantly, find the right loan for your investment property.
By understanding all the ins and outs of your loan, you may be
able to pay off your loan sooner and take better advantage of
the benefits on offer. For example:

Some things to consider

• Fully explored the additional repayment options available to
you?

• Check the rental vacancy rates in the local area. Fewer
vacancies mean it’s usually easier to find tenants.

• Investigated whether or not you’re able to split your loan
between a Fixed and Variable rate?

• Negative gearing can have taxation benefits. Contact
your financial planner, accountant or the ATO for more
information.

For more information call AMP Bank today on 1300 360 525,
Monday to Friday 9am – 5pm (Sydney time) or visit www.amp.
com.au/amahomeloan
AMP Bank Limited ABN 15 081 596 009, AFSL No/ACL. 234517.
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member benefits
General Enquiries:
1300 133 655
Web:
www.ama.com.au/amex
General Enquiries:
1800 658 679
Web:
www.ama.com.au/onepath

Great Member Deals
Discounts off new Volkswagen
and Skoda vehicles for AMA
Members*

General Enquiries:
1300 360 525
Web: www.ama.com.au/
memberservices

AMA members can access substantial discounts off the list price of new
Volkswagen and Skoda vehicles. A deal that could save you thousands!

Bookings:
13 30 39
Web: www.ama.com.au/
memberservices-hertz

To access this exclusive offer simply contact AMA Member
Services on 1300 133 655 or email
memberservices@ama.com.au.

The discount is model dependant and does not include options and accessories.
Please see your local VW dealership for further details on the discount structure.

*Please Note: Must be an AMA Member for minimum
3 months prior to vehicle delivery. Cannot be used in
conjunction with any other offer.

General Enquiries:
1300 133 655
Web: www.ama.com.au/
powerbuy
General Enquiries:
1300 133 655
Web: www.ama.com.au/
memberservices-qantas

General Enquiries:
300 133 655
Web: http://www.ama.com.
au/memberservices-vw
General Enquiries:
1300 553 399
Web: www.ama.com.au/
fitnessfirst

Great Qantas Club Rates
for AMA Members
Joining Fee: $230.00
One Year Membership: $300.00
Two Year Membership: $530.00
As a Qantas Club member you also receive complementary Qantas Frequent
Flyer membership and access to dedicated Qantas Club check-in counters.
Call AMA Member Services on 1300 133 655, email
memberservices@ama.com.au or login to the AMA website
http://ama.com.au/memberservices-qantas to obtain an application form.

General Enquiries:
1300 133 655
Web: http://www.ama.
com.au/node/5292
General Enquiries:
1300 788 215
Web:
www.ama.com.au/
memberservices

PowerBuy and the AMA have partnered to give Members
savings on popular IT products and services. PowerBuy
offers discounted deals on brands including Dell, Lenovo,
HP, Fuji Xerox and NETGEAR.
For further details and to access PowerBuy’s special offers for
AMA Members, simply visit www.ama.com.au/powerbuy or
phone AMA Member Services on 1300 133 655.
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