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Editorial
reach our shores, its lethality, lack of
specific therapy beyond good general
support and proclivity for infecting
under-protected health staff, has added
a whole new emphasis on how we
manage highly dangerous infectious
disease. Even if we are fortunate
enough not to get an EVD case, the
preparations occurring around the
country will better prepare us for
whatever comes along in the future.
Dr Andrew Robertson

The First Horseman
The First Horseman of the “Four
Horsemen of the Apocalypse” is usually
pictured riding a white horse and is
believed to represent “Pestilence” in
some interpretations (Revelation 6:12). Five years ago, in my June 2009
Editorial1, I wrote about the preparations
for, and response to, the H1N1 (Human
Swine Influenza) outbreak (‘Swine Flu’).
At the time, the disease was spreading
fast and we were all unsure what the
final outcome would be. While ultimately
the pandemic was to prove less severe
that feared, the planning, monitoring,
preparations and responses to a
pandemic were put to the test.
Five years on, we are contemplating
another pandemic, this time Ebolavirus
Disease (EVD) in West Africa, which
has already seen over 10,000 infections
and 5,000 deaths in an epidemic that
is not abating, While there are many
similarities with the 2009 pandemic,
particularly around the need for good
preparations, leadership and decisionmaking, and good media management,
there are some differences in approach,
which, as medical administrators, we
need to address.
The need to be prepared continues.
While this is a disease that is yet to
4
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have a key role to ensure that the
communication is rational, evidencebased and effective.

Staff management is also essential.
The impact of cases in Australia on
staff will be complex and we need to
be preparing for a range of responses.
Any treatment of these EVD cases
by staff will be voluntary. As such,
some staff may elect to refuse to treat
such patients, while others, who are
The requirement for effective leadership happy to treat patients, may request
and decision-making remains important. accommodation from the hospital in
The willingness of senior health
the 3 weeks post treatment, as they do
personnel to take hard decisions,
not desire to take a possible infection
despite media and public criticism, has home. These staff responses will need
yet to be tested, but is anticipated to
to be managed compassionately, while
be a key factor in the containment of
maintaining treatment to the patient.
the disease should it arrive. This will
Good training, access to appropriate
be achieved through a great deal of
personal protective equipment and well
national consultation, cooperation and
documented processes will assist to
a general desire to achieve the best
increase staff confidence in their ability
outcome for both individual jurisdictions to manage these patients.
and the nation overall.
Finally, health services will need to
As always, handling the media is a key
address how they will handle health care
consideration. Communication remains workers who elect to assist in stemming
a critical aspect of the response and
the epidemic at it source in West
must be effective in ensuring that the
Africa, either through work with a nonpopulation is informed in a measured
government organisation or possibly as
way that neither overplays the risk nor
part of a government-sponsored team.
underplays the disease. The opening
A sensitive and science-based approach
reference to “Pestilence” was not meant to dealing with these workers is
to be an idle allusion – Ebolavirus
paramount, particularly given the hurdles
Disease conjures up more public fear,
that have had to be overcome to provide
with its close to 50% mortality rate,
this care and the not inconsiderable risks
than Influenza or most other infectious
that they may have faced.
diseases ever could. Working with
As always I would be very keen to
the media and other key government
have your feedback on how we need
agencies to communicate the real
to continue to develop The Quarterly
risk, particularly if a confirmed case is
over the coming years.
identified in Australia, will be crucial.
Done well, the public can be reassured
Dr Andrew Robertson
and act appropriately; done badly, the
Editor
fear will flow into responses that will
impact on both individuals and the
1
http://racma.edu.au/index.php?option=com_
community, including within a healthcare content&view=article&id=166
setting. Medical administrators
&catid=14&Itemid=182

From the President
Board Performance review

Dr Lee Gruner

RACMA continues to thrive and make
improvements in both governance
and operations.

Governance activities:
Changes to Board Directors
Board meetings are well attended
by all members and discussion is
always thoughtful and lively. This year
we welcomed Paul Eleftheriou as our
Candidate Board Member and Sara
Watson and Annette Pantle as our
Fellows on the Board. Sally Tideman
resigned as Chair of Education and
Training and Dr Stephen Ayre was
selected to fill the casual vacancy by
a Board Panel. Dr Draginja Kasap
has completed her term as Chair
Finance and Audit. She has retired
from the Board and been replaced
by Dr Humsha Naidoo after a very
close election.
On behalf of the Board I would like
to sincerely thank Draginja for the
superlative effort she has put into
ensuring not only that our finances
are in order and effectively monitored
and governed, but also for her
leadership of financial strategy which
has contributed significantly to our
firm financial footing.

This year we undertook our biennial
performance review with an external
facilitator who developed a tool, which
she analysed and used to develop
recommendations. These have been
discussed by the Board and actions
implemented to improve Board
effectiveness. One of the areas the
Board is progressing is an annual
review of performance of Fellows in
senior officer positions.
Proposed constitutional change
As it is now four years since our new
constitution was adopted, the time
has come for evaluation. We have had
a number of sessions with our legal
advisors at DLA Piper and they have
developed a draft document which
is out for consultation. As part of the
consultation process, the CEO and I
are visiting the jurisdictions to obtain
face to face feedback. We have visited
South Australia and New South Wales,
have a visit planned to WA and hope
also to visit Queensland later in the
year. Karen has also presented the
proposed changes in New Zealand.
We welcome comments and
submissions from individual fellows
about the proposed changes. The
proposed changes will be confirmed in
a document following the consultation
process and be voted on by the
membership in 2015.
Board strategic plan
The strategic plan was developed
for 2014 to 2016, using a facilitated
process and the key result areas
relate to Policy, Advocacy, Courses
and Expansion. Our key aims are
to promote the skills of the college
and raise the college profile. This
is occurring in a number of ways
including meeting with key people in

government and developing papers
that will be of value to the health
system. A paper in progress relates to
a guide for credentialing and scope of
practice processes aimed at assisting
our Fellows and Associate Fellows
who run these committees.
We anticipate finalisation of this
document in October.
Another strategy has been to
involve consumers in some of our
key committees and we now have
consumers on the ETC, CEP and
Training Committees. This initiative
has already made a difference to our
perspectives in education activities.
Other strategic initiatives relating to
education include the appointment
of Professor Gavin Frost as our first
Dean of Education and the proposed
establishment of a Learning and
Teaching Institute which will focus on
professional development programs
for our members.
Hong Kong College
of Community Medicine
We are pleased to announce an
agreement to renew our MOU with the
HKCCM and will continue to attend
meetings in Hong Kong, examine
candidates and run workshops
for candidates as well as sharing
knowledge and experience. This has
been a very valuable relationship and
this year the chair of the faculty in
Hong Kong is Fung Hong one of
our Fellows.

Operational activities:
Training and Education
This continues to be our raison d’etre
and the area where most of our
staff spend their time. The training
arena remains dynamic with ongoing
challenges and areas for improvement,
RACMA December 2014
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ensuring that we continue to meet
the educational needs of those taking
on a career in professional medical
management.
There has been considerable
discussion about the accelerated
pathway and how well this meets the
needs of senior clinicians in Australia
and New Zealand. This has resulted
in the confirmation of three pathways
to Fellowship:
• Standard pathway
for non-specialists
• Medical Executive pathway
for those with senior management
experience and to be implemented
in 2015
• Clinical specialist/ Senior advisor
pathway for clinicians who are
very senior with at least 5 years
specialist experience and
holding senior advisor of clinical
leadership roles

In 2013/14 we welcomed 14 new
FRACMA and 53 new AFRACMAs
into the college.
Continuing professional
development
This continues to be discussed
with a view to making the process
more robust and revalidation ready.
Categories for CEP have been
expanded and there is further
discussion about which aspects
should be mandatory each three
years. Certificates are provided
annually by email.
Clinician manager/ leader activities
continue to run successfully in
Australia and New Zealand. In
addition the clinical leadership
program funded by the
Commonwealth was launched in
July by the Chief Medical Officer and
activities have commenced. There will
be a variety of activities including face
to face and webinars.

World Federation
of Medical Managers
A number of us attended a very
successful conference in the UK,
with a focus on revalidation and NHS
strategy. As the MOU is to end in 2015,
a review of mission and objectives
is underway to develop a new
MOU including ways to continue
funding activities.

Acknowledgements
The college staff continues to do a
sterling job under the leadership of
our CEO, both in college training
operations, support of the Board
and in the projects which are key
underwriting college activities. Many
of them work over and above the call
of duty and their efforts are much
appreciated by all of us who rely on
them to keep the college functioning.
Dr Lee Gruner
President

On the 10th of September 2014, the 4th Memorandum of Understanding was signed between the Hong Kong College
of Community Medicine (HKCCM) and the Royal Australasian College of Medical Administrators (RACMA) by the respective
presidents Dr Lee Gruner and Professor Fung Hong. This momentous event marks the celebration of a long history
of co-operation and partnership between the two Colleges.
6
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College Matters
Colleges. The highly successful 2014
Annual conference brought together
record numbers of participants to join
in plenary discussions, workshops,
networking and celebrations.

Dr Karen Owen

Among our strongest achievements
is the collegiality in the College.
Members continue to engage in
advising, developing and delivering
the various education and training
programs of the College, from
College governance at national and
jurisdictional levels, to promoting the
specialty and supporting Candidates
through to Fellowship.
This support has helped RACMA
to grow its membership which in
turn contributes to the College
substantially. We continue to fine
tune our programs and refresh our
skill sets throughout 2014. The AMC
has recognised this and granted us
accreditation until 2018.

The RACMA Fellowship training
program is not a ‘soft touch’ and
has evolved into a rigorous program
of study and rich experience. I have
been fortunate to experience some
early Candidate research case study
presentations and know we are on
track to make significant contributions
to knowledge about what medical
administrators do.
A further contribution was made this
year through our World Federation of
Medical Managers (WFMM) project.
Seven papers from around the world,
including three from Australia were
published in a special issue of the
Leadership in Health Services journal.
We received far more than was
possible to publish. My thanks
to Emeritus Professor Graham
Dickson (Royal Roads University)
who assisted with this project, and
to all the authors, published or yet
to be published.

The WFMM is planning its next
International Medical Leaders Forum
in Hong Kong on 20 May 2015.
You may wish to join us and come
for the Hong Kong Hospital Authority
Convention on the 18 & 19 May.
This will be a huge event.
The e-version of The Quarterly has
continued throughout the year with
many thanks to Dino DeFazio.
Without Dino, there is much that
would not be possible.
The strength of the College continues
to be its capacity to change. In 2015
I look forward to the development
of a new program of professional
development activities designed
as part of our evolving education
strategy. These activities will address
the spectrum of medical management
and leadership competencies.
RACMA believes this is the way to
continue to support all with an interest
management and leadership and
underpin a great system of healthcare.
Take a break and recharge for 2015.
Dr Karen Owen
Chief Executive

RACMA is strengthening its presence
through consistently improving quality,
and through selecting issues on which
to voice opinion on areas of workforce
and governance.
While still a very small College in
comparison to others, there is a
strong sense of commitment and
direction. Through the President,
Dr Lee Gruner, RACMA has a voice
at the Committee of Presidents of
Medical Colleges and Dr David Sage
at the New Zealand Council of Medical

WFMM International Medical Leaders Forum 2014 held in Brighton, England in June
RACMA December 2014
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Brain-based Approaches to Leadership:
a Neuroscientific Perspective
Understanding
brain styles…

This article was written by
Dr Susan Keam, derived from
material presented by Professor
Paul Mohapel on the 2nd of June
2013 during the World Federation
of Medical Managers Annual
International Medical Leaders Forum.
Recordings from the WFMM Forum
can be found on the WFMM website
at www.wfmm.org

Why a neuroscientific
perspective?
The brain has a lot to teach us
about leadership. Understanding
how our brain is put together gives
us insights into why we react, how
we think and enables us to have
self-awareness and effectively
manage ourselves. If we can’t
lead ourselves, we are unlikely to
be able to lead others effectively.
Leadership is essentially a social
activity, based on interactions, so
understanding how social part of
our brain works also helps us to be
more effective as leaders. The brain
is able to “rewire” itself in response
to interactions with others, so our
leadership style and behaviour
can have a permanent impact on
ourselves and others.
8
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Engaging with each other physically
changes our brains, in either a healthy
or damaging way. As leadership
is inherently social, and our brains
contain the most advanced social
circuitry, changes that happen in
each “brain” have an impact on
how we interact with others, and
our leadership.

…and brain roles
Within the limbic brain, the amygdala
is the emotional centre. It is our
irrational mind, and is programmed
early in life. It generates feelings of fear
and anger and “defend” and “display”
behaviours. The amygdala is triggered
by stress and negative emotions
generated by other people. Prolonged
exposure to stress may lead to
physical changes in the brain and the
development of anxiety disorder. In
contrast, positive emotions generally
enhance our ability to think and excel
in performance.

‘‘

Good decisions require the thinking
(cingulate [ethical consequences]
and medial prefrontal [social
implications] cortex) and emotional
(amygdala [fear and emotion])
“brains” to work together.

The Neuroleadership
Continuum
The three brain styles (body, emotional
and thinking) can be reflected in
the neuroleadership continuum
and are associated with different
personality types, ranging from
sociopath (dehumanizing, reactive,
low empathy) to mindful (sustained
attention, in the moment, non-reactive,
non-judgemental, open emotionality)
and leadership styles (domination
[commanding and pacesetting], drive
[incentives, rewards/punishments] and
transforming [visionary, coaching]).

Prolonged exposure to stress may lead
to physical changes in the brain and the
development of anxiety disorder.

‘‘

Professor Paul Mohapel

From a neuroscientific perspective we
have three “brain styles” controlling us
- the body (controls heart rate, blood
supply and flight or fight response);
the emotions (generates feelings,
pleasure; reward or punishment)
and thinking (memory, language,
cognition; inhibition, foresight,
planning). All three parts of the brain
are interconnected, and there is a
constant tension between the limbic
(emotional) brain and neocortical
(thinking) brain.

The prefrontal cortex, which is
the central information hub (“the
conductor of the orchestra”), pays
attention to detail, plans, organises
and makes decisions, allows us
to make choices and recognises,
experiences and expresses emotions.
It is reprogrammable (based on our
experiences),and has the capacity to
reflect, visualise, discipline, judge and
connect with others. These five factors
have a big impact on our ability to be
effective leaders. We need to be aware
that stress has a negative impact on
the quality of thinking, and that multitasking can overwhelm the brain, and
over time this leads to inefficiency and
supressed activity.

From time to time leaders need to do
a reality check to ensure they are not
slipping into leadership sociopathy
(i.e. dehumanising others, losing empathy
towards them, excessive rationalising of
behaviour towards others, and becoming
reactive to situations/behaviours).

NeuroLeadership Continuum

The key to effective, higher order brain
leadership is developing and maintaining
a connection between thinking and
emotions, but focusing more on using
the thinking (prefrontal cortex) than on
the emotional (amygdala) part of the
brain. Leadership starts with each of us,
and the better our understanding we
have of how we work, the better leader
we can become.
Professor Paul Mohapel
Consultant, Educator and
Neuroscience Researcher

Sociopath

Body

Mindful

Emotions

Thinking

SA
V
D E
AT TH
E! E

World Federation of Medical Managers (WFMM)
International Medical Leaders Forum 2015

Creating Value from Medical Leadership
20 May 2015 Hong Kong
Immediately following the Hong Kong Hospital Authority Convention
on 18-19 May 2015
Visit www.wfmm.org for further details

WFMM
World Federation of
Medical Managers
RACMA December 2014
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Management of Decreasing Afterhours
Anaesthetic Service Availability in a Private
Tertiary Hospital with an Emergency Department

Dr Anthony Robins

Background
The case study hospital is a 360 bed
tertiary private hospital located in
Western Australia. It is one of only two
existing tertiary hospitals providing
emergency services for southern
Perth suburbs.
The Hospital Emergency Department
(ED) averages 23,000 presentations
per annum, but has seen as many
as 25,500 in 20091,2,3,4. Managed by
a FACEM Director, it is staffed by
specialist emergency physicians and
procedural general practitioners.
Hospital patient administration data
demonstrates that the ED refers an
average of 5000 patients to inpatient
specialists for admission each year
of which 65% require emergency
surgical management5.
The Hospital lists 143 anaesthetists
on its specialist credentialing register,
all being visiting medical practitioners
(VMPs). Despite not being
employees, they are signatories to the
organisation’s By-laws which include
provision for participation in oncall
rosters. Geographically, there are no
onsite or locally based anaesthetic
practices servicing the Hospital. The
majority of anaesthetists are based
10
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The Hospital’s specialist groups
have traditionally organised their
own voluntary rosters in support
of ED patients, however, surgeons
have reported increasing difficulty
in encouraging anaesthetists to
attend the Hospital for ED derived
patients. As a result, the Hospital has
coordinated a voluntary afterhours
anaesthetic roster for the last decade.
A review of the rostered availability for
anaesthetists in 2008 demonstrated
that the number volunteering to
provide afterhours cover was
declining. Roster data showed an
average of 15 days each month with
no afterhours anaesthesia cover. A
concurrent review of the Hospital’s
clinical incident database (RISKPRO)
highlighted an average of 4 patients
each week who received delayed
surgery (greater than 48 hours after
admission) as a result.
Feedback from the ED doctors and
procedural specialists confirmed their
ongoing frustration associated with
the lack of reliable anaesthetic cover
for ED patients6. Appropriate cases
were being referred by the ED to oncall
surgeons where the Hospital had
both theatre time and nurse workforce
available. Despite this, surgery was
not always possible due to a lack of
anaesthetist availability. Anaesthetic
roster audit demonstrated that there
was no cover for approximately 50%
of each month leading to patients
waiting until an anaesthetist already

‘‘

onsite became available or they were
transferred to a public hospital. Public
health facilities relayed their concern
around being “forced” to accept
private transfers which impacted their
already busy emergency services.
A review of emergency general
surgical literature identifies increased
mortality where there is a delay
between onset of symptoms and
definitive surgical treatment, especially
in the elderly7,8. Outcomes are
further impacted by the availability
of adequate infrastructure and
appropriately trained and experienced
clinicians9. While these findings are
not generally supported for trauma
surgery10, the SJGMH casemix
consists of minimal trauma, with
the majority of emergency surgical
patients being elderly, suggesting a
lack of anaesthetic cover potentially
impacts quality of care.
Based on this information, the Medical
Advisory Committee determined
that patients were not best served
under these circumstances. They
recommended to the CEO that I,
as the recently appointed Director
of Medical Services, develop and
implement an urgent solution.

Methodology
Initially, I identified the scope of
the issue and its historical context,
starting with a review of all previous
correspondence and actions already
employed to address this longstanding
challenge. Previous strategies
included negotiating with several of
Perth’s anaesthetic groups in an effort
to contract them to provide an oncall

‘‘

approximately 20 kilometres away
in the northern suburbs and visit for
elective lists, primarily during business
hours.

Despite this, surgery was not always possible
due to a lack of anaesthetist availability.

service, however, none of these groups
were able to guarantee the availability
of their members.
Concurrently, I identified and met
with key stakeholders. Of note, the
majority were non-employees and
included patients and their families,
the VMP anaesthetists, several
surgical VMP specialty groups and
relevant specialist college bodies.
Internal stakeholders included the
hospital CEO and executive team,
Medical Advisory Committee (MAC),
Emergency Department team, Theatre
Manager, nursing and allied health
staff (anaesthetic technicians), public
relations staff, quality and safety team
and corporate support staff. During
development of the stakeholder
communication strategy, I discovered
that while there were several specialty
medical groups meeting regularly,
there was no anaesthetic craft group
at the Hospital.
Once I had a clear understanding of the
history, context and scope of the issue,
I undertook directed research including
a review of the Australian and New
Zealand College of Anaesthetists and
the Australian Society of Anaesthetists
consensus statements around safe
working conditions and oncall service
provisions11,12. I also undertook a
literature review of anaesthetic oncall
processes in support of emergency
surgery, while benchmarking these
processes in other local and interstate
private hospitals, especially those
with emergency departments. The
benchmark hospitals included the
Cabrini and Epworth Hospitals in
Melbourne, the Wesley Hospital in
Brisbane and Mercy Hospital in Perth.
I also reviewed external feedback from
patients and their families regarding
their experience referencing Press
Ganey patient survey data13-17.

The next stage of my action plan
involved working with the quality
manager to identify and analyse
hospital data addressing ED patient
demand and distribution. Data
included extracts from the patient
administration system, the clinical
incident database and financial
reports. Forensic data review assisted
in defining the extent of the issue and
the magnitude of clinical, reputation
and financial risk should the situation
continue unchanged. This analysis
process was completed during a
3 week period with some action items
commencing prior to completion of
the full review.
My first implementation action was
to establish an anaesthetic craft
group. I identified and sought the
support of a clinical anaesthetic
champion who became the Head
of Department (HOD). The new
HOD and I identified a group of 12
representative anaesthetists to attend
an inaugural meeting. The first meeting
was convened within a further 4 weeks
and the HOD and I actively engaged
the attendees to share the issue and
seek their concerns and suggestions
for a way forward. Regular follow
up meetings were scheduled,
however ongoing discussion and
review of proposals was managed
in the interim using email and phone
communications to rapidly progress
potential solutions.
While I focussed on working with the
newly formed anaesthetic craft group,
I regularly consulted with and reported
back to other key stakeholders
including the Medical Advisory
Committee (MAC), the Chief Executive
Officer (CEO), Hospital Executive
Committee, surgical craft groups
and the ED to keep them informed of
progress. I principally used a personal

face to face approach, but I also
used the Medical Newsletter, group
emails and other written forums as the
process matured.

Results
Non-anaesthetist stakeholders
displayed clear consensus around
their ongoing frustration associated
with the lack of reliable anaesthetic
cover6, 13-21. In contrast, when I
engaged the anaesthetists and raised
the risks associated with having a
50% populated anaesthetic roster,
they acknowledged the problem,
but seemed less concerned with the
impact on others. They remained
unwilling to participate on a voluntary
basis with their key reasons being:
1) living more than 20Km from the
hospital and not wishing to travel
extended distances afterhours,
2) concern that working overnight
would render them too fatigued
for their following day elective lists,
losing them significant income,
3) concern that if they were too
fatigued to attend a following day
elective list on several occasions,
they may be perceived as unreliable
by surgeons and may permanently
lose lists. They did not want to be
“forced” to work unsafe hours to
retain their livelihoods,
4) perceptions around poor
remuneration for afterhours
emergency lists,
5) many already having compulsory
oncall commitments associated with
public hospitals and not wanting to
be exposed to additional afterhours
roster duties; and
6) perceiving that any roster would
not be fair and include all
credentialed anaesthetists.
RACMA December 2014
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Management of Decreasing Afterhours
Anaesthetic Service Availability in a Private
Tertiary Hospital with an Emergency Department continued

Once the anaesthetists’ concerns were
tabled, the first priority was to manage
them with reference to verifiable data,
advisory guidelines and the literature.
The Australian and New Zealand
College of Anaesthetists (ANZCA)
statement on fatigue for anaesthetists
describes eight principles, with
number 7 acknowledging health
facilities have a responsibility under
legislation to provide a safe work
environment11. Five responsibilities are
included which require anaesthetists
who have worked out of hours to
ensure they are free of all clinical
duties on the subsequent day11.
The Australian Society of Anaesthetists
statement on afterhours work
references the previous document and
notes that hospitals should adequately
compensate anaesthetists who
participate in an oncall roster and that
any roster should be applied equitably
to all12.
A general review of the literature did
not reveal many papers specifically
addressing oncall arrangements for
emergency anaesthetic services.
Several studies have examined nurse
based roster principles, however these
roster systems are often not directly
applicable to the physician workforce,
especially in a VMP context22,23. Other
models are focussed on the provision
of emergency surgical support
afterhours or focus on junior doctor
rosters24,25,26.
Griffiths undertook an observational
study of nine anaesthetic registrars
to test their cognitive performance
after seven consecutive work nights
and compared their performance
with seven day shift colleagues27. Not
surprisingly there was a statistical
decline in the performance of
detection and identification tasks27.
12
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While the paper confirmed the effects
of fatigue, it did not propose any
applicable solutions.
Mellin presented the European Union
of Medical Specialists Guidelines for
rostering specialists28. These were
general in nature and were designed
for an employed specialist model.
They reiterated the obligation of
employers to ensure the work / rest
balance of rosters to minimise the risk
of fatigue for anaesthetists28.
Ridley studied oncall provision for
ICU services by anaesthetists in a UK
setting. He did note that colleague
specialists were not keen to increase
their oncall commitment if they
perceived their colleagues were not
similarly available29.
Benchmarking other private hospitals
revealed a range of voluntary and
compulsory arrangements for the
rostering of anaesthetic VMPs. Several
eastern states models made no
provision for oncall allowances and
advised anaesthetists they would only
be credentialed for private elective
lists if they regularly participated in an
afterhours roster. One local hospital
with an obstetric anaesthetic roster
moved to a compulsory roster based
on the number of elective sessions
accessed in hours.
Considering the concerns tabled at the
first anaesthetic group meeting and
with this research to hand, I briefed
the new anaesthetic HOD prior to the
second craft meeting. A key part of the
engagement strategy was for the HOD
to deliver information and facilitate
discussion rather than it being seen
to come from hospital administration.
I supported him to present this
information to his colleagues by taking
on an “in attendance” role so the issue
was seen as a shared hospital and

anaesthetist responsibility.
Initially, after some subtle (and
sometimes not so subtle) threats that
all the anaesthetists would resign
their credentialing if the hospital
“conscripted” them to participate in
oncall arrangements, we were able
to calmly work with them to generate
several proposals to address their
principle concerns. The HOD and
I focussed on creating a positive
atmosphere of engagement, open
discussion, idea sharing and genuine
partnership. We acknowledged
that while we could not address
every concern to the satisfaction of
every anaesthetist, the hospital was
determined to deliver a better outcome
for patients. Over a 2 month period
the following roster strategy was
negotiated:
1. The Hospital increased its oncall
allowance and paid a higher rate on
public holidays,
2. The Hospital guaranteed any
uninsured patient bad debts,
3. The roster finished at 2300 hours
each night, allowing sufficient rest for
anaesthetists to protect their next day
lists. For the few patients presenting
after 2300 (2 on average per week),
the oncall surgeon could either
manage these patients conservatively,
source their own anaesthetist or
transfer the patient,
4. All credentialed anaesthetists would
be compulsorily rostered to share
the oncall commitment equitably.
A simple formula allocating between
1 and 4 oncall sessions in each
quarter was derived with the allocation
being proportional to the number of
elective lists undertaken,
5. School holiday periods remained
rostered on a voluntary basis,

6. Rosters would be updated real-time
and made available via the internet,
7. Anaesthetists who wanted to
volunteer for additional oncall shifts
beyond their minimum allocation could
nominate their preferred days or times
and would receive priority allocation,
8. Anaesthetists could swap allocated
shifts, but it was their responsibility to
organise their replacement,
9. All newly credentialed anaesthetists
were to be automatically allocated 1
oncall session per quarter,
10. Any anaesthetist who was not
contactable or available for their
allocated oncall shift would be queried
up to a maximum of three times. If
they did not have good reason to have
missed their sessions, they would
receive a formal warning from the CEO
on advice from the MAC that their
credentialing status would be reviewed
in line with the Hospital By-laws,
11. Anaesthetists were empowered
to take a greater consultative role in
accepting ONLY genuine emergency
cases after hours in collaboration
with surgeons. I undertook to provide
additional support for anaesthetists
when they felt they were being asked
to attend afterhours for non-urgent
surgery.
This negotiated solution was
unanimously endorsed by the
anaesthetic craft group members and
communicated to all credentialed
anaesthetists in a co-signed
communication from myself and the
HOD. This model was also endorsed
by the Hospital executive and the
MAC.
The new roster model was initially
implemented as a 3 month pilot. The
HOD and I sought active feedback

from anaesthetists during this period
and oncall anaesthetic roster coverage
was made a standing agenda item for
the MAC. Patient, ED doctor and other
staff feedback, both verbal and written
was also sought during the trial period.
Despite some initial risk, during the
4 years following implementation of
the new process, only 5 anaesthetists
resigned their credentialing through
rostering dissatisfaction. During
the same period and in the full
knowledge there is a compulsory
roster, an additional 35 anaesthetists
were credentialed. The new general
anaesthetic roster delivered 98%
population and averaged 80% cover
during school holidays. Patient and
coding data indicate that the number
of patients waiting more than 48
hours for urgent surgery fell to an
average of 2 per month and average
length of stay for emergency surgical
admissions decreased by 2 days.
Monitoring of patient satisfaction
results demonstrated an increase in
overall hospital scores with the mean
result increasing from a base of 69.5
to 74 after implementation14-17. VMP
satisfaction scores also increased

from 83.3 to 84.46,18-21. While these
mean scores are comprised of
multifactorial elements and are not
based solely on the anaesthetic
rostering or oncall service provision,
they are an indicator of patient and
doctor satisfaction before and after
the strategy was implemented. Further
detailed examination of these reports
demonstrated an increase in overall
anaesthetist satisfaction rather than
an expected decrease after the new
roster commenced. Importantly, the
satisfaction survey results do not
demonstrate any overall decrease in
patient or doctor satisfaction since the
change was implemented.
Clinical incident data was continually
monitored at anaesthetic and surgical
craft groups. There was no evidence
of negative clinical incident trends or
patient disadvantage under the new
roster arrangements.
Based on these follow up results,
the initial pilot was continued as an
operational model with only minor
modification. The issue of anaesthetic
oncall cover remains a standing
business item for review on the MAC
and anaesthetic craft group agendas.
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Management of Decreasing Afterhours
Anaesthetic Service Availability in a Private
Tertiary Hospital with an Emergency Department continued

RACMA Competency Review
This Management Case Study
invokes all seven CanMEDS Role
Competencies30, however, I have
chosen to focus on the following
four as the key competencies that I
believe allowed me to lead a team
based solution to this clinical service
challenge.

infact they coalesce to form a core
from which medical administrators
draw to deliver our unique and
specialised function.

Practice Reflection &
Learnings
Considering the key issues of this
case and the process that lead to
a resolution, I have discerned the
following regarding my personal
learnings and skill development:

1. Medical Leader – Recognised a
difficult situation, acknowledged past
efforts but re-engaged stakeholders
to facilitate shared problem ownership
and an agreed way forward. This
approach employed patience and a
personal face to face, transformational
leadership style.

• During the process, I applied
Mezirow’s central function of
validating what I thought I knew
by reflecting on my knowledge
perspective and seeking to learn
alternate perspectives from the
other stakeholders31. During the
process I employed conceptual
and theoretical reflectivity to
critically assess my assumptions
while learning from stakeholder
feedback, data and literature.
On review, the process I employed
has closely followed Taylor’s
REFLECT Model to review, learn,
reflect, implement and follow up
my action strategy32. Using reflective
practices helped me to create the
space to re-examine a longstanding
issue from a perspective that was
not my own. As a medical
administrator, I facilitated reflection
in others that eventually led to a
successful outcome.

2. Medical Expert – There was a need
to become familiar with benchmark
experience and successful models in
an environment of risk assessment
and management. This included the
provision of information to manage the
risk of losing anaesthetists from the
Hospital against the need to provide a
safe service.
3. Communicator – This competency
was key to acknowledging and
understanding all stakeholder
perspectives and to creating a new
environment for communication. The
new communications framework
facilitated appropriate information
sharing strategies, generating a
partnered way forward.
4. Collaborator – This competency was
closely linked to the communication
and leadership competencies in that
it was through the identification and
active engagement of stakeholders
that a working solution was achieved.

‘‘
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High Performance in Austere Times:
National Focus
improvement in austere times should
be exactly the same as the approach
in good times.

Professor Chris Baggoley

This article was written by Dr Susan
Keam, derived from material presented
by Professor Chris Baggoley on
the 5th of September 2013 for the
RACMA Annual Scientific Meeting:
High Performance in Austere Times.
Recordings from the RACMA
Conference can be found on the
RACMA website at www.racma.edu.au.
This article cover s national
approaches to safety and quality
improvement (goals; standards; data
usage) and discusses the link between
improving quality and saving money
(safety, quality and sustainability forum)

National approaches
to safety and quality
improvement
The achievement of high performance
in times of difficulty or financial
restraint should use the same methods
as those used in less constrained
times. We should do things well all
the time and we should not change
methods according to the degree
of constraint experienced. From a
national perspective, safety and quality
approaches already adopted by health
ministers make the most sense to work
on. Approaches to safety and quality
16
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The Australian Safety and Quality
Goals for Health Care set out
important safety and quality
challenges for Australia that would
benefit from a coordinated national
approach to improvement over the
next five years. They are relevant
across all parts of the health care
system and aim to focus attention on a
small number of key safety and quality
challenges that
(i) have a significant impact on the
health and wellbeing of individuals,
and on the healthcare system as
a whole;
(ii) can be improved through
implementation of evidence-based
interventions and strategies;
(iii) are amenable to national action
and collaboration.
Three goals (see http://www.
safetyandquality.gov.au/nationalpriorities/goals/) that have been
signed off by the Australian Health
Minister are:
• Safety of care (that people
experience health care without
experiencing preventable harm,
avoiding the effects of adverse
events). In particular, this goal
focuses on the priority areas
of medication safety, healthcareassociated infection prevention and
recognising and responding to
patient clinical deterioration. Care
that avoids the occurrence of
adverse events avoids the cost of
repairing them; an Australian study
by Terri Jackson several years ago
found that $1 in every $7 of
healthcare spend was to repair
the effects of adverse events

• Appropriateness of care (evidencedbased care; consider how often
recommended care is received.)
Priority areas are the management
before, during and after hospital
admission of patients with acute
coronary syndrome or transient
ischaemic attack and stroke
• Partnership with consumers (that
there are effective partnerships
between consumers and healthcare
providers and organisations at all
levels of healthcare provision,
planning and evaluation). Patient
centred care decreases mortality,
the rate of hospital-acquired
infection, reduces surgical
complications and improves
care quality.
It is well recognised that effective
care (e.g. effective use of antibiotics
or asthma therapies) is often only
received by a minority of patients.
For instance in the USA, a 2003
publication reported that just over
half of all patients received the care
recommended for their diagnosed
condition, and for some it was
considerably less. For instance,
recommended care was received
by only 10.5% of those with alcohol
dependence, 23% of those with hip
fracture and 25% of those with atrial
fibrillation. Approximately 50% of
patients with diabetes mellitus or
asthma received appropriate care,
while those with depression, heart
failure and hypertension (58-65%)
or requiring prenatal care or breast
cancer treatment (73 and 76%) fared
a little better (McGlynn et al 2003)
Closer to home, an Australian study
found that the percentage of eligible
encounters at which appropriate
care was received during 20092010 varied between 80-90% for

coronary artery disease, dyspepsia
and chronic heart failure care to
≤25% for appropriate antibiotic use or
treatment of hyperlipidaemia or alcohol
dependence (Braithwaite 2012). A truly
high performing system should not
have the lower levels of appropriate
care shown in these US and
Australian studies.

Clinical Care Standards
The Australian Commission on Safety
and Quality of HealthCare (ACSQHC)
has developed Clinical Care Standards
to improve patient outcomes and
ensure that clinical care received
is appropriate, improve patient
experience and promote patient and
clinician shared decision making. A
clinical care standard identifies what
anyone should expect to receive from
a high-quality health care service. It
covers key points of a clinical care
pathway or defined clinical issue by
addressing areas where clinical care
has unwarranted variation.

Why have Clinical Care
Standards been developed?
Clinical care standards are necessary
if we are to reduce inappropriate
care or unwanted variation in care.
Appropriateness of clinical care is a
major focus in improving the quality of
health care provision, and we need to
look for links between the performance
of standards and the quality of care.
There are gaps between what we know
and what we do, and unwarranted
variation (variation in care that is not
explained by the clinical circumstances
or personal choices of the patient)
occurs. Examples of unwarranted
variation in care include

− Underuse of things that we know
can help; and
− Misuse (or errors) doing something
incorrectly and harming people

Patient-Centred Care
There is substantive evidence linking
patient-centred care with improved
safety. For instance there are studies
showing that patient-centred care
decreases mortality (Meterko et al
2010), rates of hospital-acquired
infection (DiGioia et al 2008) and
surgical complications (Murff et al
2006), while providing higher quality
clinical care/best practice (Jha A et al
2008) and improved patient functional
status (DiGioia et al 2008). There is a
clear correlation between the level of
engagement in patient-centred care in
an organisation and its financial and
personal performance and reduction
in the rate of adverse events (Luxford
and Piper 2011)
Australia has adopted the National
Safety and Quality Health Service
(NSQHS) Standards shown below. Of
interest, there is emerging evidence of
a link between the level of compliance

with these standards, accreditation
and the level of clinical performance of
an organisation.
• Standard 1: Governance for
Safety and Quality in Health Service
Organisations. Describes the quality
framework required for health
service organisations to implement
safe systems;
• Standard 2: Partnering with
Consumers. Describes the systems
and strategies to create a consumercentred health system by including
consumers in the development and
design of quality health care;
• Standard 3: Preventing and
Controlling Healthcare Associated
Infections. Describes the systems
and strategies to prevent infection
of patients within the healthcare
system and to manage infections
effectively when they occur to
minimise the consequences;
• Standard 4: Medication Safety.
Describes the systems and
strategies to ensure clinicians
safely prescribe, dispense and
administer appropriate medicines
to informed patients;

− Overuse of treatments or procedures
that do not help people get better;
RACMA December 2014
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• Standard 5: Patient Identification
and Procedure Matching. Describes
the systems and strategies to
identify patients and correctly
match their identity with the
correct treatment;
• Standard 6: Clinical Handover.
Describes the systems and
strategies for effective clinical
communication whenever
accountability and responsibility
for a patient’s care is transferred;
• Standard 7: Blood and Blood
Products. Describes the systems
and strategies for the safe, effective
and appropriate management of
blood and blood products so the
patients receiving blood are safe;
• Standard 8: Preventing and
Managing Pressure Injuries.
Describes the systems and
strategies to prevent patients
developing pressure injuries and
best practice management when
pressure injuries occur;
• Standard 9: Recognising and
Responding to Clinical Deterioration
in Acute Health Care. Describes
the systems and processes to
be implemented by health service
organisations to respond effectively
to patients when their clinical
condition deteriorates;
• Standard 10: Preventing Falls
and Harm from Falls. Describes
the systems and strategies to
reduce the incidence of patient falls
in health service organisations and
best practice management when
falls do occur.
The accreditation system has identified
many shortfalls within various health
care systems; however, current
evidence indicates that accreditation
is improving safety and quality of
care standards.
18
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A requirement of the accreditation
system is that unmet actions
identified at initial assessment
must be addressed by the day 120
assessment (i.e. 120 days after the
initial assessment). Implementation to
date (July 2013) shows that 120 (62%)
health services have undergone a mid
cycle assessment to Standards 1 to
3; 75 (38%) health services have had
an organisation wide assessment to
Standards 1 to 10. 79 (40%) of 198
health services have been had their
accreditation status confirmed, while
119 (60%) health services have actions
that need to be addressed within 120
days (although many of these are
developmental [aspirational] actions).

Examples of how the
accreditation process works
Health Service 1: a small, multi-site
day procedure service that had
>100 unmet core actions at initial
assessment. At 90 days after initial
assessment, there were >70 unmet
actions and at 120 days <20 unmet
items. The health service did not
meet accreditation.

Health Sector
Programs

Identify issues
and risks

Health Service 2: a small, multi-site
day procedure service that did not
meet core items from Standard 3
because of an expansion of scope
(+surgery) that the facility was not
designed to accommodate. There
have been unresolved issues relating
to healthcare-associated infection
control, and until these have been
resolved, the health service has
ceased surgery.
Health Service 3: a small multi-site
service that had a large number of
core items not met, mostly related to
policies, documentation and auditing.
All were addressed in 120 days.

The Impact of the NSQHS
Standards
The NSQHS Standards are having
an impact on service provision
and clinician engagement. Health
services are increasingly aware of
the implications of not meeting the
NSQHS Standards and are investing
time and effort to overcome this. The
three health services mentioned above
were among the first to be accredited
in 2013 and the lessons learnt appear

National Safety
And Quality
Goals and Standards

Solutions, actions
tools and supports

Data and
information

Accreditation – Measurement
of systems, actions and data

Proposed Patient Safety Measurement Framework
Patient Experience
Extent to which individual
patients feels safe and trust system

Safety Learning
Understanding
why incidents occur

Safety Performance
True health care-related
injury rates

Health services have reported
numerous ways in which the system
is improving as a consequence
of the standards. These include
seeking feedback from consumers
and involving them in decisions in
the service is run; supporting more
standardised and consistently
safer approaches to care; involving
everyone in discussions about safety
and quality and their responsibilities;
having greater accountability on
the part of the executive and health
professionals for safety and quality;
improving communication across
health services; ensuring that policies
and procedures are up to date and
reflect requirements for safety and
quality; and improving processes for
auditing and measuring compliance
with policy and the safety and quality

Safety action
Compliance with
Corrective actions

of care. The feedback loop around the
implementation of standards has an
important role in increasing safety
and quality.

Patient safety reporting
for hospitals
Patient safety reporting for hospitals
uses a combination of core hospitalbased outcome indicators, patient
experience, administrative data
(condition onset flag) and the
ability within the dataset to audit
and drill down.
Terri Jackson’s research (2011),
which evaluated patient data from
close to 1.7 million patient episodes,
argues for the use of existing, routine
administrative data and condition
flags that are available for every
admission. In the proposed patient
safety measurement framework all
in-hospital diagnoses are coded
(within 45 days of patient discharge.

‘‘

All conditions, both pre-existing and
acquired in hospital are coded and
looked at so that the marginal cost of
extra diagnoses, many of which are
preventable (e.g. MRSA and other
drug-resistant infections, Clostridium
difficle infection and fractures due to
falls) can be calculated.
There are several advantages in
using routine data to evaluate and
monitor patient safety. For instance,
there is a large existing investment/
infrastructure, which is available
for every admission in Australia in
both the public and private sectors
and has the benefit of having had
patient chart review by trained and
supervised coders. Review is timely
(occurs within a maximum of 45 days
post-discharge), comprehensive (not
limited to special collections) and
the new national ‘condition-onset’
flag distinguishes pre-existing comorbidities from hospital-acquired
conditions (current episode).

‘‘

to be rapidly spreading among health
services. Assessment of health
services to the Standards appeared
to be rigorous, fair and in line with the
expectations set by the Commission.
Surveyors and accrediting agencies
have a clear understanding of the
requirements of the Standards.

Staff attitudes and behaviour
Relating to patient safety

There are several advantages in using routine
data to evaluate and monitor patient safety.
RACMA December 2014
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What is the cost of patient safety
failure? This is demonstrated in
Jackson’s analyses of the marginal
costs of CHADx top ten diagnoses
by additional cost/episode
(taking expected costs—DRG—
into account):

What do these data mean?
CHADx are a mixture of ‘preventable’
and inevitable complications. However,
they are not risk adjusted. They help to
achieve balance public accountability
vs. monitoring for patient safety, but

also help and to avoid the “our
patients are old…ill” nihilism.
Our goal in managing patient
safety should be to use economic
information in setting priorities and
reduce rates of complications
where this is possible.

CHADx

Top Ten by additional cost per episode

N of cases

Additional cost per episode

1.16

Post-procedural disorders: endocrine & metabolic

46

$21,869

4.3

MRSA

352

$19,892

7.3

Enterocolitis due to Clostridium difficile

233

$19,745

4.4

Other drug resistant infections

978

$12,298

3.1

Falls with fractured neck of femur

124

$12,002

1.12

Complications of orthopaedic implants (excl. septicaemia)

291

$11,982

16.3

Other nervous system complications

1,335

$10,478

1.13

Complications of other implants (excl.septicaemia)

1,214

$9,843

1.8

Disruption of wound

1,094

$9,515

4.1

Septicaemia

4,406

$9,420

Source: Combined Victorian (05/06) & Queensland (06/07) costed inpatient episodes (N=1.69mil)
and the volume-weighted system-wide costs of hospital-acquired diagnoses:
CHADx

Top Ten by additional system cost in 2 states
(Victoria and Queensland)

N of cases

Additional system cost
(million)

4.1

Septicaemia

4,406

$41.5

1.10

Complications of cardiac and vascular implants
(excl. septicaemia)

3,702

$28.7

6.3

Acute lower respiratory infections

5,064

$28.0

9.2

UTIs

6,714

$24.7

8.1

Pressure ulcers

2,873

$24.3

15.2

Electrolyte disorders w/o dehydration

17,555

$23.1

7.1

Gastro enteritis

4,592

$21.6

7.7

Other digestive system disorders

3,065

$21.1

7.4

Constipation

5,749

$19.0

6.1

ARDS, respiratory failure & pulmonary collapse

5,087

$18.5

Source: Combined Victorian (05/06) & Queensland (06/07) costed inpatient episodes (N=1.69mil)
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The economics of quality –
a practical approach

may not achieve the opportunity for
cash savings to meet targets. While
stretched health services budgets
should not be used to fund low value
services, international experience has
shown that identifying and removing
these services can be problematic
and controversial and that there are
few obvious candidates for total
disinvestment. Those who oppose
total disinvestment have suggested
optimal targeting as an alternative
strategy. Regardless, disinvestment
should be part of broader agenda to
improve efficiency and quality focusing
on public health and prevention and
ensuring appropriate care.

Ovretveit (2000) identified a number
of myths about the economics of
quality, including:
• Quality is free
• All quality activities are effective
and save money
• Health personal cannot estimate
the costs and savings of a
quality project
• An estimate of these costs and
savings would not help to decide
which quality activities to invest in
• Clinicians will not take part in quality
activities if cost reduction is also
an aim.
Ovretveit also postulates the 10:100:10
rule of the increasing cost of higher
quality i.e. the last 10% improvement
to level of quality costs 100 times more
than the first 10% increase.

UK perspectives
Marshall and Ovretveit (2011) ask
the question - “Can we save money
by improving quality” - and answer
it positively. They have identified
a number of areas in healthcare
where savings that could be made
by improving quality, for example
- improved commissioning, where
specific areas for savings include
better prioritisation of what will be
purchased and improved selection
of patients for interventions (for the
NHS, this is predicted to achieve a
5-7% reduction in spend in 2013/2014
compared with 2008/2009) and
shifting care to more cost-effective
settings (predicted 3-4% reduction in
NHS spend in 2013/2014 compared
with 2008/2009). Likewise, improved
quality of patient care (including better

Prof Baggoley delivering the key
note address during the launch of the
RACMA Practical Leadership Series
at the University of Tasmania in Hobart
on 4 July 2014

management of leg ulcers, reduced
health care acquired infections,
reduced drug errors and reduction
in falls in hospital [four areas of cost
savings that relate to four of the
NHCQS standards – infection control,
prevention of pressure areas and
ulcers, falls prevention, medication
safety]) may have the potential to
achieve up to £3600 million savings.
Other areas identified as having the
potential for cost savings are better
organisational business processes
and better clinical business processes.
Another approach to saving money is
to stop procedures that are ineffective,
harmful, have been superseded or are
not best practice. According to a 2011
analysis (Garner and Littlejohn 2011),
in the UK, NICE’s recommendations
for potential disinvestment from low
value clinical interventions are likely
to increase efficiency and quality, but

The USA experience
A similar scenario has been
considered in the US (Health Policy
Brief 2012). Analyses have estimated
that as much as one third of the
annual US healthcare costs in 2011
(including Medicare/Medicaid clinical
care spending) was wasteful (either
unnecessary or harmful) and would not
worsen health outcomes if avoided.
Areas where waste has occurred
include failure of care delivery and
care co-ordination, overtreatment,
administrative complexity, pricing
failures and fraud and abuse.
Nevertheless, there are major
challenges in reducing or eliminating
such waste, as they require a
rethinking of the way healthcare in the
US is structured and organised, and
the associated economic incentives,
which currently promote volume
over value.

Australian research
The same issues exist in Australian
health care. Recent research
(Elshaug et al 2012) has identified
RACMA December 2014
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High Performance in Austere Times:
National Focus continued

over 150 potentially low value nonpharmaceutical health care practices
(those that were potentially unsafe,
ineffective or inappropriately applied)
listed on the Australian Medicare
Benefits Schedule where further
assessment, including assessing
relative value of the service against
comparators could be of value.
Examples of such services include
arthroscopic surgery for knee arthritis,
testing for C-reactive protein, imaging
in cases of low back pain, surgery for
obstructive sleep apnoea and routine
dilatation and curettage.

The Department of Health
and Aging’s activities
This work by Elshaug has fitted in well
with the Department of Health and
Aging’s work on reviewing the Medicare
benefit schedule. Their approach has
been to convene the safety, quality
and sustainability forum to help review
the Medicare benefit schedule and
recommend what is appropriate.
Forum participants are a mixture of
public and private sector organisations
and clinicians and consumers and
include MSAC, CHF, PLAC, CPMC,
RACS, ACSQHC, RACP, CEC, RACGP,
ASERNIP-S, Health Technology, NJRR,
TGA, PHA, DoHA and AMA.
The aim of the forum is to improve
patient care through ensuring care
is consumer centred, driven by
evidence and high quality information
and organised for safety, quality and
cost-effectiveness. The focus has
been on the development of a matrix
to identify and prioritise candidates
for the Medicare schedule using
an in-depth, thorough, evidencebased approach. The matrix includes
a number of domains (surgery;
diagnostics; consultation; and
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technology) and possible candidates
for review (Indications: clinical
threshold, targeting services, second
line procedures, pricing, change in
utilisation volume, international trends/
standards). As a result of applying the
matrix, there may be some changes
to the scope of a lower-value
procedure (from broad to narrow),
or partial disinvestment of services,
as it is rare for total disinvestment
to be appropriate.
There is a national approach to
improving performance, and through
a safety and quality approach, it is
getting better and stronger and some
evidence to date shows that this
approach can improve patient and
economic outcomes.
Nevertheless, we need to remember
that health is a prerequisite for social
and economic development. The
health of the population can be
seriously damaged by the financial
crisis that is affecting many countries
in many ways. It can also present an
opportunity to do more and do better
for people’s health (Jakab 2012).
Professor Chris Baggoley
Chief Medical Officer,
Australian Government
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Professional Boundaries, Professionalism
and Goals of Care – recent cases and an
article of interest

Associate Professor Erwin Loh

I thought I would share three recent
cases that may be of interest to the
College. The first case is Medical
Board of Australia and Dekker [2013]
WASAT 182 decided on 14 November
2013. This is an interesting case
relating to the duty of care of doctors
when it comes to rendering assistance
as good samaritans which may have
significance. The Medical Board
of Australia alleged that Dr Dekker
was guilty of “infamous or improper
conduct in a professional respect”
for not stopping to render assistance
after she and another vehicle nearly
collided. Dr Dekker claimed she did
not see the other car crash but thought
she did hear the noise of impact.
She had immediately driven straight
to a police station and reported the
incident and possible crash, believing
this to be the most reasonable and
appropriate action as she claimed
did not have a mobile phone with
her or any medical equipment to
be able to assist. Interestingly, the
proceeding was only heard 11½ years
later due to delayed notification to the
Board. Improper conduct is defined
as conduct reasonably regarded as
improper by professional colleagues
of good repute and competency.
In contrast, infamous conduct has

a higher threshold, and is conduct
that would reasonably be regarded
as disgraceful or dishonourable.
It should be noted that both can
be considered “in pursuit of the
practitioner’s profession,” although
they can still occur outside the course
of carrying out medical practice if
there is a sufficiently close nexus.
On appeal, the State Administrative
Tribunal concluded that “because
saving human life and healing sick and
injured people is a core purpose and
ethic of the medical profession...failure
by a medical practitioner to make an
assessment and render assistance
when she is aware that a motor vehicle
accident…may have occurred…
when the practitioner is physically
able to do so would…reasonably be
regarded as improper.” So the doctor
was found to have had “improper
conduct”, but not “infamous conduct”.
It was noted that if the doctor had not
reported the incident to the police, her
conduct would have been considered
infamous. Although there was no
further disciplinary action, and there
was no actual finding of the existence
of breach of duty of care, this outcome
is still significant in that an adverse
finding can still occur.
The second case is Medical Board
of Australia v Blomeley [2014] QCAT
160 heard on 23 May 2014, regarding
a complaint against a general
practitioner referred to the Queensland
Civil and Administration Tribunal by
the Medical Board of Australia. The
general practitioner had engaged in
a sexual relationship with a female
patient, and after the relationship
ended, the patient made a complaint
to the Board. The Tribunal accepted
that the relationship was sincere and
both parties had strong feelings for
the other. However, the Tribunal found

that the general practitioner ‘s conduct
amounted to professional misconduct,
and determined that despite the
relationship being consensual and
genuine, it was the practitioner’s
duty, not the patient’s, to maintain
appropriate professional boundaries.
The Tribunal reprimanded the
general practitioner and suspended
his registration for 15 months. This
case is a reminder that professional
boundaries are of utmost importance
for health practitioners, even when
genuine mutual feelings are involved.
In short, health practitioners cannot
breach professional boundaries with
their patients at any time.
The third case is Tracey v Cambridge
University Hospitals NHS Foundation
Trust & Ors [2014] EWCA Civ 822, a
landmark case from the UK which may
have future significance here in relation
to NFR (not for resuscitation) orders.
David Tracey brought proceedings
on behalf of his late wife, Janet
Tracey, against Cambridge University
Hospital NHS Foundation Trust. Mrs
Tracey was diagnosed with lung
cancer, and given an estimated nine
months to live. She subsequently
suffered a serious cervical fracture in
a motor vehicle accident two weeks
later. Clinical staff, not unreasonably,
placed a DNR [do not resuscitate]
notice on her medical record without
discussing this with the patient or
family. When the family found out, they
requested that the order be removed
stating that Mrs Tracey would wish to
receive full active treatment despite
her medical conditions. The English
Court of Appeal ruled that the Trust
failed to involve Mrs Tracey in the
DNR decision and violated her “right
to respect for her private life” under
article 8 of the European Convention
on Human Rights. In addition, the
RACMA December 2014
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Professional Boundaries, Professionalism and Goals of Care –
recent cases and an article of interest continued

‘‘

I also thought I would share a recent
journal article that I have found
interesting. The article is by Cochran
and Elder titled ‘A Model of Disruptive
Surgeon Behaviour in the Perioperative
Environment’ J Am Coll Surg
2014;219:390-398, which found that
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The Tribunal reprimanded the general
practitioner and suspended his registration
for 15 months. This case is a reminder
that professional boundaries are of utmost
importance for health practitioners, even
when genuine mutual feelings are involved.

‘‘

Court found that there was a common
law duty to consult patients regarding
treatment decisions and there would
have to be convincing reasons to
support a decision not to involve the
patient in a DNR decision. The Court
also found that distress alone would
be unlikely to be sufficient grounds
not to involve a patient unless the
distress is likely to cause the patient
a degree of harm. This case is of
interest as historically DNR (or notfor-resuscitation/NFR) decisions have
always been considered to be clinical
decisions made by the treating team,
with discussions with patients highly
recommended, but not compulsory.
We should continue to watch how this
judgment in the UK impacts on the
application of law here in Australia,
and I will endeavour to keep the
College updated.

surgeons are the physicians with the
highest rates of documented disruptive
behaviour. The authors found that
verbal hostility and throwing or hitting
objects were the most commonly
described disruptive behaviours. The
most frequent situational stressors
were when something went wrong
during an operation and working
with unfamiliar team members. The
authors concluded that disruptive
physician behaviour has strong
implications for the work environment
and patient safety. I believe that the
concepts described in this article
can be generalised not just to
interventionalists, but to all clinicians
who work in a high-stress, high
pressure environment that modern

medicine now entails. All of us as
doctors should constantly remember
that we must hold ourselves to a
higher standard and ensure that our
profession maintains its integrity and
strong reputation during times of
stress. This statement applies most
to our medical leaders, unit heads
and other senior doctors, who are
role models for the next generation
who will come after us. We must
also remember that as doctors we
are the clinical leaders for the rest of
the interprofessional team, and must
remain examples of professionalism
at all times.
Associate Professor Erwin Loh
FRACMA

RACMA Annual Conference 2014
Health Futures: Partnerships and Networks
This year’s Annual Scientific Meeting was entitled
Health Futures: Partnerships and Networks, and was held
at the Sofitel in Sydney during the 10-12th of September.
A record number of delegates enjoyed the exceptional
scientific and social program developed by the
National Scientific Program Committee.
Conference key note speakers
This year’s conference featured
many prominent speakers, from
both Australia and overseas
addressing engaging topics that
focused on the future of health care.
Keynote speakers included:
• The Honourable Jillian Skinner, MP,
Minister for Health and Minister for
Medical Research, NSW
• Professor Martin Connor,
Executive Director Centre for
Health Innovation Griffith University
and the Gold Coast Hospital and
Health Service
• Dr Peter Angood, Chief Executive,
American Association for Physician
Leadership (formerly ACPE)
• Prof Cliff Hughes, Chief Executive
Officer, The Clinical Excellence
Commission
• Dr Michael Walsh, Chief Executive,
Cabrini Health
• Dr Sally Nathan, University
of New South Wales
• Dr Nigel Millar, Chief Medical Officer,
Canterbury District Health Board,
New Zealand
• Prof Fung Hong, School of Public
Health and Primary Care Medicine,
Chinese University of Hong Kong
• Professor Jeffrey Braithwaite,
RACMA Board Member, Director,
Australian Institute of Health
Innovation, Macquarie University

• Dr Grant Phelps, Associate
Professor of Clinical Leadership,
Deakin University
• Associate Professor Helen
Dickinson, Melbourne University
• Dr Clive Morris, Head of
the Strategic Policy Group,
National Health and Medical
Research Council (NHMRC)
• Professor Enrico Coiera, Director,
Australian Institute of Health
Innovation, Macquarie University
• Mr Shane Solomon, Head of Health,
Telstra Health, Telstra Corporation
Limited
• Dr Andrew Singer, Principal Medical
Adviser, Acute Care and Health
Workforce Divisions, Department
of Health, Australian Government

• Dr Don Mackie, Chief Medical
Officer – Clinical Leadership,
Protection and Regulation,
Ministry of Health, Manatu Hauora
• Dr Max Alexander, Chief Executive,
Southern NSW Local Health District
• Professor Geraldine MacCarrick,
School of Medicine & Visiting
Professor University of Tasmania,
Training Program Fellow,
The Royal Australasian College
of Medical Administrators
• Mr Daniel Comerford, Director –
Acute Care, NSW Agency for
Clinical Innovation
• Kathy Oswin, Consumer
Representative, Austin Health
• Helen Robertson, Consumer
Representative, Austin Health

Preconference workshops
Three pre-conference Masterclasses were delivered on the first day one
with Professor Jeffrey Braithwaite, RACMA Board Member, Director,
Australian Institute of Health Innovation, Macquarie University,
Professor Martin Connor Executive Director Centre for Health Innovation,
Griffith University and the Gold Coast Hospital and Health Service and
Dr Mark O’Brien, Medical Director, Cognitive Institute presenting on:
• Resilient health care
• Using very high frequency, patient level information to transform
performance: a system demonstration, case studies and lessons for
transferability and
• Intervening with challenging clinician behaviour and non-technical
underperformance – Pearls and Pitfalls
RACMA December 2014
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RACMA Annual Conference 2014
Health Futures: Partnerships and Networks continued

RACMA Award Winners
New Fellow
Achievement Award
This award is made to an outstanding
new fellow within 5 years of election
to Fellowship. Congratulations to
Dr Peter Lowthian in receiving the
New Fellow Achievement Award.

Preceptor of the Year

Langford Oration

The inaugural Preceptor of the Year
award was won by Dr David Rankin.

Professor Mohamed Khadra
delivered an honest and humorous
presentation which incorporated
highlights of his career and a
wonderful story regarding Dr Sam
Langford, the College’s Foundation
President to whom this oration is
named in honour of.

Margaret Tobin
Challenge Award
Three Candidates competed for
the coveted Margaret Tobin
Challenge Award at the conference.
The presenters and their topics
are listed below:
Dr Grant Rogers VIC
Courage under fire –
Leading the cultural revolution
Dr Sergio diez Alvarez NSW
My first year as DMS –
Not unlike the weather
Dr Lorraine Westacott QLD
Partnering to improve
Hospital performance

Gala dinner
The social highlight of the conference
program was the Gala Dinner held in
the Sofitel’s Grand Ballroom. Guests
were served a wonderful dinner and
were entertained by a lively band
who got the crowd up on their feet
and dancing.

Professor Mohamed Khadra B Med,
Grad Dip Comp, M Ed, PhD, FAICD,
FRACS Chair, Medical Staff Council,
Nepean Hospital

Congratulations must be extended
to Dr Sergio diez Alvarez for taking
out the Margaret Tobin Challenge
Award and cash prize of $1500.

Supervisor of the Year
The inaugural Supervisor of the Year award was won by Dr Aresh Anwar.
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Conferment Ceremony

Dr Rosemary Aldrich

Dr Pankaj Banga

Dr Leah Barrett-Beck

Dr Zhong Qing (Jason) Goh

Dr Justine Harris

Dr Michael King

Dr Joseph Lui

Dr Nicola Murdock

Dr Vivek Nigam

Dr Greg Perry

Dr Anthony Robins

Dr Peter Sloan

Graduating Fellows
This year the College
conferred 16 new Fellows.
Dr Barbara Moritz
received her testamur in
absentia. Congratulations
to the following Fellows
who received their
Dr Iwona Stolarek

Dr Katherine Tindall

Dr Christina Wilkinson

testamur in Sydney.
RACMA December 2014
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Health Futures: Partnerships and Networks continued

Conferment Ceremony
Graduating
Associate Fellows
This year the College conferred
54 new Associate Fellows.
Congratulations to the following
Associate Fellows who received
their testamur in Sydney.

Dr Charles Chihumbiri

Dr Vivin Mathew

Dr Casey Nottage

Dr Peter Rudolph

Dr Pawan Singla

Congratulations to the following
Associate Fellows who received
their testamurs in absentia:

15. Dr Murray Sinclair
16. Dr Kashmira De Silva
17. Dr Fiona Leow
18. Dr Satya Singh
19. Dr Martin Duffy
20. Dr Timothy Lloyd-Morgan
21. Dr Mark Spearpoint
22. Dr Andrew Ewens
23. Dr Peter Loa
24. Dr Daniel Spernat
25. Dr Rick Fielke
26. Dr Natalie Marshall
27. Dr Samuel Stevens
28. Dr Paul Furst
29. Dr Margaret Mathers
30. Dr Jonathan Taitz
31. Dr Curtis Gray
32. Dr Colin McClintock

33. Dr Maria-Julia Ugarte-Romero

1. A/Prof Walter Abhayaratna
2. Dr Matthew Kehoe
3. A/Prof Remo Russo
4. Dr Steven Adair
5. Dr Joel King
6. Dr Sudeep Saraf
7. Dr Sunil Adusumilli
8. Dr Venugopal Kochiyil
9. Dr Neeraj Sareen
10. Dr Bryan Ashman
11. Dr Leonard Lambeth
12. Dr Vineet Sarode
13. Dr Suhanthini Baskaranathan
14. Dr Saretta Lee
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34. Dr Murali Guduguntla
35. Dr John McConaghy
36. Dr Mariane van der Veen
37. Dr Bradleigh Hayhow
38. Dr Timothy McDonald
39. Dr Stephen Walker
40. Dr Gaveen Jayarajan
41. Dr Diana Mckay
42. Dr Claudia Whyte
43. Dr Andrew Johnston
44. Dr Darren Moisey
45. Prof Matthew Jose
46. Dr Seikisi Mosenki
47. A/Prof Zsuzsoka Kecskes
48. Dr Hoa Khanh Nguyen
49. Prof Thomas Bruessel

RACMA
E-dgy Issues Program

pic required

Professor Gavin Frost
Chair E-dgy Issues Program
Steering Committee

During 2014 RACMA delivered the
E-dgy Issues Program (EIP), a series
of four, 1.5 hour e-debates and
discussions to doctors and health
professionals on contemporary
and ‘edgy issues’ current to health
services, medical and clinical
administration. The E-dgy Issues
Program was delivered with Rural
Health and Continuing Education
(RHCE) Program funding. The RHCE
program is a joint initiative of the
Committee of Presidents of Medical
Colleges and Department of Health
and is funded by the Australian
Government. EIP was targeted to
doctors and health professionals
in rural and remote areas providing
opportunities for professional
development ‘from the desk’. RACMA
has received positive responses to
the series which has made resources
available including web links to
articles, transcripts, and podcasts
detailing the EIP presentations and
presenter information.

The E-dgy Issues Program focussed
on the following issues:

• Rural work life balance
(30 Participants)

• Revalidation
(56 Participants)

The Rural Work Life Balance webinar
discussed issues facing rural doctors
– the importance of everyone having a
good GP that we trust and can talk to
and of taking generous holidays through
the terms of our life, and of the health
benefits of exercise, both physically and
mentally. It is much better to monitor
ourselves to ensure that we do not burn
out in the first place rather than trying to
address a much more difficult problem.
Enabling work delegation or the ability
to lessen ones workload is important.

This webinar looked at the
issues concerning the integrity
of maintaining a skilled workforce
whilst ensuring consistent decision
making and thresholds for
interventions. Although in Australia
Clinical Governance system exists,
other regions including the UK
experience of revalidation was
discussed. Issues included the
importance of aligning policies and
programs in place to integrate and
standardise remediation.
• End of life
(59 Participants)
The End of Life webinar discussed
complexities of diagnosing end
of life. When does death come?
When is death likely to come?
Public perception of death is really
quite inescapable now; through media
the medical profession have said
that we can now defeat death, by
evening television programs showing
the latest cure. Legal aspects were
discussed including arguments
concerning inappropriate treatment
and negligence.
• Health workforce
(51 Participants)
This webinar discussed the ongoing
shortage of doctors and medical
staff in rural and remote areas when
compared to cities like Melbourne.
Doctors in remote and rural area can
actually have a life and can get a break
by offering enhanced life choices not
just being on-call for 24 hour rotations,
but giving graduates a career path
that is meaningful, respected and
well remunerated.

The E-dgy Issues Program focused on
important and challenging questions.
It encouraged discussion about best
practice approaches to contemporary
challenges while enabling health
professionals across the sectors to
come together and share ideas and
question the status quo and harder
issues. Participants from multiple and
dispersed locations were able to link
through this education series and
overcome the vagaries of time and
professional isolation.
The program has also generated
significant resources which all College
members can access. These include
edited webinar transcripts, reading
and resources lists and podcasts.
To access this educational resources
visit the RACMA website at http://
racma.edu.au/index.php?option=com_
content&view=article&id=678
The EIP was developed and delivered
with the guidance of the RACMA EIP
Steering Committee comprised of
Professor Gavin Frost (Chair),
Dr Meredith Arcus, Dr Jean Collie
and Dr Robert Grogan to whom the
College extends its gratitude.
Ms Carmel O’Hea
Ms Valerie Ramsperger
RACMA National Office
RACMA December 2014
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World Federation
of Medical Managers
Special publication on
medical leadership
The World Federation of Medical
Managers (WFMM) undertook
a project in 2014 to published
papers about medical leadership
in a special issue by Emerald
on line publishing Special Issue
of the Leadership in Health
Services Journal.
Below is a list by title and authors
of the papers taken from the online
publication. The support editors for
this publication were Dr Karen Owen
(RACMA) and Professor Graham
Dickson (Royal Rhodes University).
The link to the web site is
mentioned below.

Jason Micallef, Brodene Straw, (2014)
“Developing junior doctors as leaders
of service improvement”, Leadership
in Health Services, Vol. 27 Iss: 4,
pp.316 – 329

Geraldine R. MacCarrick, (2014)
“Professional medical leadership:
a relational training model”, Leadership
in Health Services, Vol. 27 Iss: 4,
pp.343 - 354

Anita Joanne Snell , Chris Eagle,
John Emile Van Aerde, (2014)
“Embedding physician leadership
development within health
organizations”, Leadership in Health
Services, Vol. 27 Iss: 4, pp.330 - 342

Andi Sebastian, Liz Fulop, Ann Dadich,
Anneke Fitzgerald, Louise Kippist,
Anne Smyth, (2014) “Health LEADS
Australia and implications for medical
leadership”, Leadership in Health
Services, Vol. 27 Iss: 4, pp.355 - 370

Published papers:
Peter Angood, Diane Shannon,
(2014) “Unique benefits of
physician leadership – an American
perspective”, Leadership in Health
Services, Vol. 27 Iss: 4, pp.272 - 282
Ann L.N. Chapman, David Johnson,
Karen Kilner, (2014) “Leadership
styles used by senior medical
leaders: Patterns, influences
and implications for leadership
development”, Leadership in Health
Services, Vol. 27 Iss: 4, pp.283 - 298
Stanley J. Smits, Dawn Bowden,
Judith A. Falconer, Dale C. Strasser,
(2014) “Improving medical
leadership and teamwork: an
iterative process”, Leadership in
Health Services, Vol. 27 Iss: 4,
pp.299 – 315

Access this journal online at
www.emeraldinsight.com/Ihs.htm
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Research partnership between The Royal Australasian
College of Medical Administrators (RACMA) and the
Australian Institute of Health Innovation (AIHI):
RACMA Fellows and Associate Fellows

This is a great opportunity for RACMA
members to engage in research to
improve our understanding of
health care quality in Australia.
There are multiple potential benefits
for participation, including CPD
points for Fellows and UNSW Master
of Health Management credits for
Candidates. For RACMA Fellows
and Candidates who are interested
in a deeper level of involvement, there
are also opportunities to collaborate
on publications.
As “Local Principal Investigators ”,
Fellows’ main role will be to enrol
the hospital in DUQuA and facilitate
access to hospital data. All required
documents (for example: ethics
applications, letters of project
introduction for board members
and advertising material) will be
prepared by AIHI.
Other areas of participation may
include liaising with the hospital’s
quality manager and other senior

management, such as the nursing
chief and allied health coordinators,
in order to facilitate the completion
and return of self-report staff
questionnaires to the DUQuA team.
If there is a participating RACMA
Candidate in the study hospital
Fellows may be asked to supervise
their data collection, or an alternative
member of staff carrying out the
same duties.
While DUQuA is a low risk study, the
research will require approval by a
suitable Human Research Ethics
Committee (HREC), followed by Site
Specific Assessment (SSA) for each
participating hospital. All ethics and
governance paperwork (e.g. NEAF
ethics application, participant consent
forms, Site Specific Assessment
application) for the DUQuA project
will be prepared by the DUQuA team.
Ethical approval and governance
processes differ by state and
territory. Not all states will require
ethical approval at a hospital level.
In NSW, the ethical approval has
already been obtained for relevant
NSW hospitals. RACMA Fellows and
Associate Fellows will be named
as principal investigators on Site
Specific Assessments sought from
their hospital HREC committees or
governance bodies. Non-NSW Fellows
and Associate Fellows may also be

named on the ethics application,
this varies by state and territory. For
more information, please contact the
DUQuA team.
RACMA Candidates participating in
DUQuA as part of their training may
need to submit an additional ethical
application for their individual research
topics. Candidates will receive advice
and assistance in preparing this
application from the DUQuA team.

Why aren’t private hospitals
included in the sample?
Understanding what Emergency
Department factors are associated
with processes of care and patient
outcomes is a key part of the DUQuA
study. Unfortunately, as there are not
enough Australian private hospitals
with EDs to constitute a statistically
viable sample, they have been
excluded from the study.

How will results be
reported? Will my
hospital be identifiable?
It is intended to disseminate the
results in peer reviewed publications,
conference presentations and
workshops. In addition, summary level
results will be provided to participating
hospitals. Hospitals and individual
participants will not be identifiable.

‘‘

Other areas of participation may include
liaising with the hospital’s quality manager
and other senior management, such as the
nursing chief and allied health coordinators,
in order to facilitate the completion and
return of self-report staff questionnaires
to the DUQuA team.

‘‘

RACMA Fellows, Associate
Fellows and Candidates have
been invited to participate in
a nationwide research project,
‘Deepening our Understanding
of Quality in Australia’. This
large-scale study will replicate
a European study (DUQuE)
that sampled 188 hospitals
across seven countries. 69
Australian hospitals will be
invited to participate in DUQuA,
in which we will assess the
relationships between Quality
Management Systems and
processes and quality of care
delivered to patients.
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Research partnership between The Royal Australasian
College of Medical Administrators (RACMA) and the
Australian Institute of Health Innovation (AIHI):
RACMA Fellows and Associate Fellows continued
What benefits are there for me
to participate?
There are several benefits for RACMA Fellows and
Associate Fellows, including:
• Continuing Professional Development (CPD) points
• Participation in a major research project undertaken
in your hospital
• Insights into processes for conducting a large
healthcare research project
• Access to data collected about your hospital,
including national benchmarking results

• Inclusion as the Principal Investigator on the Site Specific
Assessment ethics application (the opportunity to be a
Principal Investigator on the main ethics application also
exists in some states and territories)
• The opportunity to network with a RACMA Candidate
• Involvement in potential spin-off research projects
undertaken in conjunction with the larger study,
including the possibility of collaboration on peer
reviewed publications.
• Joint publishing and/or present findings using the data
collected from their hospital, particularly for FRACMAs
who have a 2015 RACMA Candidate in their hospital

For further information you can visit duqua.org or contact Emily Hogden emily.hogden@mq.edu.au

RACMA Workforce Census 2013
Survey Question
In the 2013 workforce survey respondents were invited to choose from a selection
of words which best described how they ‘felt’ about the future of health services.
The top ten responses are shown below.
Table: When I consider the future of health services in my organisation I feel
Answer Options

32

Response %

Response Count

challenged

21.30%

53

enthusiastic

11.20%

28

hopeful

8.80%

22

passionate

6.40%

16

competent

2.80%

7

frustrated

7.20%

18

uncertain

4.40%

11

guarded

3.20%

8

discouraged

2.80%

7

overwhelmed

2.80%

7
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Finance and Audit Committee
Annual Report

Dr Draginja Kasap

I am pleased to table the Annual
Report for 2012-2013. With respect
to the 2012-13 Financial Report
consolidated audited accounts, I am
pleased to report that the College’s
Auditor, Morton, Watson and Young,
has provided an unqualified audit
report for the year which was received
by the Finance and Audit Committee
on 31st July, 2014 and subsequently
circulated to the Board and posted on
the College website. I trust that you
have had the chance to review the
report on the website.
The Finance and Audit Committee
has continued to meet on a quarterly
basis during the year, reporting to the
elected Board. The RACMA Financial
Statement for 2012-13 highlights are a
profit of $594,930 which is a little less
than that of $629,531 in the previous
financial year, with the Total Equity
increasing from $3.86m as at June
30, 2013 to $4.45m at June 30, 2014.
There were significant increases in
revenue in relation to Membership
Subscriptions and Training Fees based
on increased membership numbers
and increased enrolment in training
programs, from $1.235m to $1.577m
an increase of $341,571 which
represents an increase of 27.6%,

notably the Associate Fellowship
Training Program. Membership Fees
increases had been only 3%.

2018 time period, identifying the
potential impact on the College’s
financial bottom line.

Project revenue declined by $175,874
from $471,918 to $296,044. There
was no AMC Levy in 2012-13 which
had raised $55,250 in the previous
financial year. Total Operating
Expenses increased from $1.45m to
$1.55m representing an increase of
6.5%. Overall Income increased from
$2.082m to $2.143m resulting in a
profit for the year.

The total cost of implementing these
strategic initiatives is estimated at
$325,000 in 2014-15, and $431,800
in 2015-16 of which $200,000
might be invested as part of an
NHMRC Research Project. Without
that eventuation, the additional
expenditures would total $231,800 in
2015-16.

In my Annual Report at the 2013
AGM I provided a summary of the
achievements over the previous five
years which came from a Financial
Strategic Plan agreed in 2008. Since
then the Board has revisited the
College’s Strategic Plan based on the
several key themes to promote the
College, namely, Presence, Advocacy,
Courses, and Expansion (PACE).
Within each Strategic Objective there
were a number of actions to be taken
over the three year time horizon. Cost
estimates were prepared for those
Strategic Initiatives agreed by the
Board, which are over and above the
Operating Budget, and a Financial
Forecast was prepared for the 2014-

These were considered against
the potential revenue sources. The
potential revenue sources include
estimates of project recovery monies
based on current contracts with the
Commonwealth and an indicative
figure of other sources of revenue
that the College might pursue. Up
until 2014-15 the project recovery
monies were not included in the
Operating Budget, and essentially
added to the College’s Unrestricted
Reserves.
The Board has agreed to invest such
recoveries in 2014-15, and 2015-16
in the activities which support the
College’s Strategic Plan. RACMA
Equity as of June 30, 2014 would
remain as the reserve.
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Finance and Audit Committee
Annual Report continued

The following charts highlight key areas
impacting the financial position of the College:

Budget 2014-15
As regards the Operating Budget
(Core business of Education and
Training excluding Project Recoveries
and Management Fees) for 2014-15
it is based conservatively at $1.95M,
as a balanced budget with a profit
estimate of $480.

1. Australasian Membership Profile

The AMC Levy is discontinued.
Provision has been made for further
support for Faculty Education and
Training to meet accreditation,
curriculum, and robust assessment
of Candidate and Trainees training
outcomes.
The Board is committed to the
implementation of its Investment
Strategy for the 2014-2018 period.
Investments over the four year period
are estimated at $1.07M which
includes the potential transfer of
$0.5M to a College related Research
Foundation, and participation in a
major NHMRC Research Project of
$200,000 p.a. for three years. In 201415 the Strategic Initiatives include
maintaining the Research Training
Fellow, and the Dean of the Faculty
of Education, recruitment of external
Faculty, initiation of the Minimex
Trial, and Evaluation of the Training
Programs.

2. Operating Profit: 2008-2014

I wish to thank the Members of the
Finance and Audit Committee, Drs

‘‘

There were significant increases in revenue in relation to
Membership Subscriptions and Training Fees based on increased
membership numbers and increased enrolment in training programs,
from $1.235m to $1.577m an increase of $341,571 which represents an
increase of 27.6%, notably the Associate Fellowship Training Program.
Membership Fees increases had been only 3%.
The Quarterly RACMA
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Michael Walsh, Kevin Morris and Lee
Gruner. I also wish to thank the Chief
Executive Dr Karen Owen for her
ongoing commitment and efforts on
behalf of the College. It is largely due
to her efforts that the College is now
recognised as a project resource by
the Commonwealth.

3. Equity Position: 2008-2014

In addition I wish every success to Dr
Hamsha Naidoo as the incoming Chair
of the Finance and Audit Committee in
the Committee’s future endeavours. I
commend the Annual Financial Report
for 2013-14 to Fellows and Members
for endorsement.
Dr Draginja Kasap
Chair, Finance and
Audit Committee

4. Key Areas of Revenue: 2008-2014

Medical Leadership in
Practice Online Quizzes
RACMA has developed a series
of online modules comprised of
a short video followed by a quiz
of ten multiple choice questions.
These modules engage with
diverse topics within contemporary
medical management, presented
by influential leaders in medical
administration and health care,
leadership and governance,
and health services research.
Completion of a quiz results in
the automatic award of one point
towards CEP.

5. Membership Fees as a % of Revenue

College members can visit
www.racma.edu.au/MLiP to
login and self-enrol in the learning
modules currently available.
Enquiries regarding the
quizzes can be directed to
DinoDeFazio@racma.edu.au.
RACMA December 2014
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Education and Training Committee
Annual Report
programs. RACMA received
35 AFRACMA applications and
7 new Candidates commenced
their Fellowship training on 1 July.
4. The Commonwealth Department
of Health has funded three
specialist training posts in
Tasmania this year.
5. A most successful RACMA
Faculty Education program has
been delivered to support training
of RACMA Supervisors, Preceptors
and Jurisdictional Co-ordinators
of Training. This follows the
RACMA Board’s strategic priority
to deliver a suite of high-quality
training activities. External experts
have been invited to support
College faculty in discussions
about key issues such as
formative assessment.

Professor Gavin Frost

It has been a busy year and one of
change in the Education and Training
Committee. The highlights include:
1. In July 2014 the Board appointed
me as the College’s inaugural
Dean of Education to support and
guide the College faculty and
curriculum program. At the
request of the Board I will lead
a review of RACMA committees
and their reporting structures.
Changes will allow re-focusing
of the Education and Training
Committee on strategic issues.
Various other committees and
faculty panels will now focus on
designing and advising on College
training operations undertaken
in collaboration with the
National Office.
2. Establishment of a Progression
Panel in December 2013 to identify
Candidates’ progression and those
for whom additional support may
be required. The Progression
Committee comprises the
Jurisdictional Co-ordinators of
Training and is ably chaired by
Dr Donna O’Sullivan.

6. The Research Training Program
continues to be rolled out.
The 2012 Candidate cohort
who commenced the program
is nearing the end when oral
presentations and the written
paper assessments will be
undertaken. 6 Candidates who
commenced in 2012 and 2013
gave oral presentations on their
research-based case study at the
Communication Workshop held
6-8 June. A further 4 Candidates
gave oral presentations at the
Pre-Fellowship Workshop held
31 July - 3 August.

7. During the year new and
revised policies and regulations
were developed:
- Cultural Capability in Practice
- Processing Applications
		 for Candidacy
- Supervised Practice in
		 the RACMA Fellowship
		 Training Program
		
		
		

Regulation for Marking and
Requesting an Extension for
Written Work in the Fellowship
Training Program

8. The RACMA Pre-Fellowship Oral
Exams were held in Melbourne on
22-23 March 2014, 11 Candidates
via Standard Pathway and
12 Candidates via Accelerated
Pathway presented for the exams.
The overall pass rate was 61%,
as 14 of 23 Candidates passed
the exam and were elected to
Fellowship this year.
9. A second examination
was held in November.
The Board of Censors
conducted the November 2014
Pre-Fellowship Oral Examinations
on 22- 23 November 2014, with
32 Candidates having presented
for this exam (16 AP and 16 SP).
Overall pass-rate was 59.38%,
with 19 having passed the oral
examination. The Board of Censors
carries a significant work load and

‘‘
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3. In July 2014 the College piloted
a mid-year intake to the Fellowship
and Associate Fellowship training

Changes will allow re-focusing of the Education
and Training Committee on strategic issues.
Various other committees and faculty panels
will now focus on designing and advising on
College training operations undertaken in
collaboration with the National Office.

the contribution of examiners and
assessors of written work
throughout the year is significant.
The College thanks them for their
tireless contribution is grateful for
the support of the National office
staff for making these events as
smooth and so well organised for
the Candidates and Censors.
10. The successful INTERACT
webinar series continues to
demonstrate that webinars
covering contemporary and
engaging topics bring RACMA
Candidates and Fellows together.
The INTERACT webinars are
accessible on the RACMA website
and have been augmented with the

inclusion of quizzes associated
with each of the presentations.
11. Teaching and Learning Institute
(TLI) – the Board approved a
proposal to establish a Teaching
and Learning Institute within the
College to focus on the delivery
of professional development
programs for Fellows and
AFRACMA. A governance structure
will shortly be established to further
develop the TLI concept in time
for implementation from 2015.
12. RACMA Practical Leadership
Series – In July this year RACMA
launched a new professional
development program in Tasmania,

aimed at sustaining quality CPD
programs for practitioners. The
launch was attended by 36 clinicians,
medical leaders, CPD coordinators,
GPs and medical practitioners
from across Tasmania, and held
at the University of Tasmania’s
Medical Precinct.
13. RHCE Edgy Debates Webinars
– In 2014 RACMA delivered
a series of online webinars on
contemporary topics called the
E-dgy Issues Program, as part
of the Rural Health Continuing
Education (RHCE) Program.
Professor Gavin Frost
Dean of Education

360 Peer Review
RACMA offers a 360 peer review program designed to evaluate
interpersonal, management and leadership behaviours – not clinical skills.
The entirely confidential process is designed to enable easy
interpretation of results so as to:
• Identify capability strengths in relationships with managers,
staff and peers
• Identify areas of capabilities which may be further
developed and enhanced
Visit the CEP section of the RACMA website at www.racma.edu.au
to learn more or email info@racma.edu.au.
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Continuing Education Program
Committee Annual Report
Participation Rates for Associate
Fellows have increased to 69.8%
up from 45% in 2012. This reflects
the high level of engagement of
AFRACMAs with the College and is a
very pleasing increase. We encourage
all AFRACMAs to participate,
acknowledging that in many cases
they are participating in a number
of CEP programs.

Dr Bernard Street

Highlights
2014 has been another successful
year for the CEP Program. Our CEP
participation rates have continued
at high levels, the eCEP platform is
working well, the College is running
an increasing range of educational
activities, and this year’s Annual
Scientific meeting had a record
attendance.

Consumer Participation
in CEP
In line with AMC recommendations
for increased consumer participation
in all RACMA programs, the CEP
Committee welcomes Dr Rose Ellis
to its ranks. Dr Ellis is Director of
Workforce Education and Training
for the NSW Rural Doctors Network
and brings a valuable consumer
perspective.

Revalidation and
Recertification
The RACMA CEP Committee
works hard to ensure that RACMA’s
Continuing Education programs
comply with the requirements of its
key regulatory agencies – the Medical
Board of Australia and the New
Zealand Medical Council.
The revalidation/recertification
conversation is continuing and will
lead to changes in the CEP program
of the College. A revalidation working
party has been initiated. Requirement
for annual audit in NZ and the Revised
Standard 1 are two examples. Fellows
and Members are kept abreast of
developments through RACMA
newsletters.

Audit of Medical Practice
definition for NZ Fellows
The Medical Council of New Zealand
requires that all doctors participate in
one audit each year.

CEP participation

The definition of “audit of medical
practice” is:

The proportion of RACMA Fellows
logging CEP activities in 2013 was
92.4% in line with recent years. This
reflects the dedicated efforts of all
involved. However the goal remains
100% and we are striving towards
this goal.

A systematic, critical analysis of the
quality of the doctor’s own practice
that is used to Improve clinical care
and/or health outcomes, or to confirm
that current management is consistent
with the current available evidence or
accepted consensus guidelines.
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RACMA has updated Standard 1
of the CEP program to incorporate
this definition.

Revised Standard 1
Annual audit, peer review or
performance development standard
RACMA Fellows and MOPS participants
are expected to engage in reflective
performance improvement activities.
At least one annual audit, peer review
or performance development activity
must be completed each year. Below
is an indicative list of activities RACMA
Fellows and MOPS participants
may undertake:
• a 360-degree audit of effectiveness
in the practice of medical
management using the RACMA
360 degree tool or other recognised
multisource feedback tool.
(suggested frequency once
every 3 years). Documentation
of outcomes such as change to
medical management practice to be
logged on the RACMA website. OR
• (under development) audit
according to RACMA protocols
of the RACMA Fellow’s practice
in Medical Management
(ie a practice visit) OR
• presentation of a personal medical
management case at a peer
reviewed quality improvement
meeting or teleconference with
documentation of the outcome
eg changes to medical management
practice following this review to be
logged in the RACMA eCEP website
OR
• Participation in the employer’s
organisational annual performance
development review and completion
of the learning and development
requirements required by such

plans. Evidence of completion and
outcomes to be logged on the
RACMA eCEP website OR
• Inclusion of at least one reflective
performance development activity
in the RACMA Fellow’s eCEP
learning plan, with documentation
of outcomes e.g. changes to
medical management practice
on the Fellow’s learning plan.

Supporting resources
RACMA has developed a multi-source,
360 degree feedback tool to assist
members comply with Standard 1.
It is available through the College for
a modest fee of $90 for members
which includes confidential feedback.
Details are available from Christine
Cottrell at the College.

Review of the CEP manual
The current edition was completed
in October 2011 and includes the
CEP Standards and Activity tables.
The next stage of development is to
increase the alignment of activities
with the RACMA Curriculum.

AHPRA Audit Activities
AHPRA has commenced its audit
program. eCEP participants are
advised to log evidence of activities
into the eCEP program or keep
evidence themselves in case of audit.

RACMA eActivities
These include webinars and
learning activities:
• The major initiative for 2014 was the
E-dgy issues webinar series. Topics
included End of Life – Futility of
Care, Health Workforce – How can it
be maintained in rural areas in the
21st century? and Revalidation.
• RACMA Cultural Competence.
This incorporates access to an
e-learning portal focussed around
strengthening indigenous and
multicultural competence of all
RACMA members.

CEP Committee:
Strategic Goals for 2014-17
Apart from activities already outlined,
initiatives include:
- Revision and enhancement
of the RACMA activities table.
- Exploration of revalidation and
its implications for the College.
- Development of the
mentoring program.

National Scientific Program
Committee (NSPC)
This Committee was established in
2008 as part of a national approach

to convening the RACMA Annual
Scientific Meetings.
The 2014 Conference in Sydney
focused on the Future of Health
Care. We had a record attendance of
around 240 delegates and feedback
has been very positive.
Preparations are well underway for the
2015 Conference in Auckland NZ with
the theme of Inequality and Health.

Acknowledgements
I would like to thank the members
of the RACMA CEP Committee, the
National Scientific Program Committee
and our conference organisers
Leishman and Associates for their
energy and enthusiasm, wealth of
knowledge and contribution.
Thanks also to our President Dr Lee
Gruner, the Board, our tireless Chief
Executive, Dr Karen Owen, and the
brilliant team at the National Office,
especially Christine Cottrell, RACMA’s
Training Projects Coordinator and
Mr Dino DeFazio (Professional
Development and Technology
Manager) for their wonderful
support through the year.
Dr Bernard Street
Chair, Continuing Education
Program Committee

CEP Education Activities
RACMA continues to explore ways to
design and deliver training activities
which are high quality and value
for money. The conference and the
workshops are prime examples of
these activities. RACMA has also
launched the RACMA Practical
Leadership Program in Tasmania.

RACMA Langford Oration 2014
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Board of Censors
Annual Report
• provision of an additional
(5th and sequential) examination
station for Candidates with
‘borderline’ performance which
aims to collect more information
for censors to base their decision
on, hence providing higher reliability.

Exams
There were two exams in the 2014
academic year:
Associate Professor Alan Sandford

Improvement of
assessment methodology
Throughout 2013/2014 RACMA
and particularly the Board of
Censors has been working with
Professor Lambert Schuwirth
a renowned education and
assessment expert from Flinders
University on the standards setting
process used for our medical
management oral exam.
Professor Schuwirth observed the
RACMA oral examination in March
2014 and provided a number of
suggested recommendations for
improvement. He observed that
the RACMA oral exam process has
numerous strengths including:
• use of case scenarios derived
from real practice and therefore
of undisputed content validity
• a strong moderation process
wherein each decision about a
candidate’s performance is shared
and optimally informed through
expert judgement.
• an exam that is ‘fit for purpose’
using a selected Candidate
sample to decide suitability for
election to Fellowship
40
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March 2014 Exam
The Pre-Fellowship Oral exams were
held in Melbourne on the 22 & 23
March 2014. 23 Candidates presented
to the exams with an overall pass rate
of 61%.
November 2014 Exam
The second set of scheduled exams
was undertaken on 22 & 23 November
in Melbourne 32 Candidates presented
to the exams. 16 of these were from
the accelerated pathway and 16 were
standard pathway candidates. The
pass rate was 59%

Continuous
improvement process
The Board of Censors continues
to oversee a range of improvement
projects to make formative and
summative assessment process
valuable educational experiences.
These include:
• Annual progression: This process
is Chaired by Dr Donna O’Sullivan
with the Jurisdictional Co-ordinators
of training. It utilises the annual
training plans and In-training
assessments developed by
Candidates with their supervisors
and preceptors. There is now
stronger reinforcement of the role
of supervisors and preceptors in
the annual progression of

• Improvement in the
examination rubric
• Development and revision
of the following:
- RACMA Assessment Framework
		
		
		
		

Regulation for Conduct of Exams
to establish structure around
roles, responsibilities and
governance around BOC
activities (work in progress)

• Development and revision
of assessment rubrics in the
Research Training Program
• Continuing Censor
training programs
The Board of Censors carries
a significant work load and the
contribution of examiners and those
who mark papers and assignments
between examinations is significant. I
thank each of them for this contribution
which is indeed tireless. Thank you
also to Anna Lyubomirsky, Soundra
Subramanian, Dino DeFazio and Oliver
Myer without whose support the Board
just could not undertake its role.
Associate Professor Alan Sandford
Censor in Chief

Candidate Report
New Generation’ session aimed at
candidates and new fellows. The
Candidate Advisory Committee would
like to thank all our presenters and for
making this session a success. We
hope to be working closely with the
2015 RACMA Conference Committee
to plan similar sessions next year.

Dr Grant Rogers

National Candidate
Document Repository
(NCDR)
Dialogue continues with the RACMA
National Office to establish the
Candidate Document Repository.
We aim to develop a valuable and
comprehensive training resource
for RACMA Candidates as well as a
reference point for continuing learning.
In 2015, the Candidates Advisory
Committee plan to launch a RACMAadministered website to provide
access to tutorial materials, legislation
and medico-legal updates.

Young Doctors Program
(YDP)
Through the YDP Working Party, we
have embarked on a review of the
current YDP with an aim to increase
the value delivered to YDP members.
Recently, an electronic feedback
survey of YDP members returned
39 very constructive responses.
In addition, we are targeting the
handful of YDP members who
attended the 2014 conference.
With this information, we are hoping
to improve the structure of the
YDP to facilitate stronger
engagement between our College
and prospective candidates.
Dr Grant Rogers
Chair, Candidate
Advisory Committee
Dr Paul Eleftheriou
Candidate Director,
RACMA Board

Dr Paul Eleftheriou

RACMA Pre-Fellowship Examinations

The RACMA conference was the ideal
venue to present inaugural Annual
Awards for 2014 Most Outstanding
Supervisor and Preceptor. Both
award recipients, Dr Aresh Anwar
(2014 Supervisor Award) and Dr
David Rankin (2014 Preceptor Award)
were found to be deserving of this
recognition by being truly outstanding
in their supporting roles.

Candidate Sessions at
2014 RACMA Conference
We enjoyed very informative and
interactive presentations in the
very popular ‘Partnering with the

The College extends its congratulations to the following Candidates who
passed their oral examination held on 25-26 November 2014.
Michael Datyner

Campbell Miller

Yi Mien Koh

John Kerr

Grant Rogers

Karen Murphy

Anthony Kambourakis

Sara Thorn

Michael Clements

William Kingswell

Nicholas Yap

Andrew Simpson

Audrey Koay

Annette Turley

Anthony Bell

Robert Pegram

Wayne Hsueh

Clive Bensemann

Anne Duggan

‘‘

Recently, an electronic feedback survey
of YDP members returned 39 very
constructive responses.

‘‘

2014 Preceptor/
Supervisor Awards
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List of RACMA Members
as at November 2014
Fellows
ACT
Baker, Jennifer Lindsay
Boyd Turner, Mary
Brennan, Leonard Basil
Burnand, Josephine
Curtis, Nicole
Davis, Stephen Clive
De Souza AM, David
Donovan, John
Dumbrell, David Milton
Elvin, Norman Anthony
Klar, Danielle
Lambert, Rodney
Langsford OBE, William Andrew
MacCarrick, Geraldine
Navathe, Pooshan
O’Leary, Elizabeth Mary
Orchard, Barbara
Palmer AM, David Hugh
Proudfoot, Alexander
Rushbrook CSC, Elizabeth
Seidl, Isaac Alexander Gregory
Smart, Tracy
Walker, Robyn
Wells AM, Ronald Harry Cecil
White, Gordon Eustace E.
Wilkins MBE, Peter Sydney

HK
Chan, Wan Kin
Chan, Leo
Cheng, Beatrice
Cheng, Man-Yung
Cheung, Wai-lun
Ching, Wai Kuen
Chiu, Lily
Choi, Teresa Man-Yan
Chow, YorkYat Ngok
Choy, Khai Meng
Fong, Ben Yuk Fai
Fung, Hong
Ho, William Shiu Wei
Hung, Chi Tim
Lai, Lawrence Fook-ming
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Lam, Tat Yin David
Lam, Mei Yee
Lam JP, Ping-yan
Lee, Shuk Han
Leung, Ting-hung
Leung JP, Pak Yin
Lo, Su Vui
Lo, Chi-yuen Albert
Lui, Joseph
Ma, Hok Cheung
Mak, Sin-ping
Pang, Fei Chau
Sin, Jaime Tan
So, Pik-han Kathleen
Tinsley, Helen
Tung, Sau-ying
Yeoh, E K

NSW
Aldrich, Rosemary
Alexander, Jennifer Anne
Atkinson, Kathleen
Austin AM, Tony
Baker, Andrew
Banga, Pankaj
Bashir AC CVO, Marie
Batten, Tracey
Bearham (Jnr), George
Benjamin, Susanne Jane
Bennett, Andrew Gordon G.
Bennie, Alexander
Best AO, John Barton
Blizard, Claire Maree
Bolevich, Zoran
Boss, Heidi
Boyd, Roger Gregory David
Boyd, Susan
Bull, Robert Russell
Burrows, Donald Leslie
Cable RFD, Ronald Hughes
Campbell, John
Carless, Alan James
Chan, Steevie Siu Wei
Child AM, Donald Stewart
Collie, Jean Patricia
Collins, John Malcolm
Conley, Jeanette

Currow, Elwin George
Curteis, Owen Gregan
Curtis, Paul
De Carvalho, Vasco
Dewdney, John Colin Harris
Donnelly, Roy Douglas John
Doolan, David
Douglas, Paul
Duggan AM, John Malcolm
Duncan, Darrell
Ellis, Vivienne Margot
Finlayson, Peter
Forster, Susan Lesley
Frost, Gavin
Gardiner, Brett
Gobius, Risto Julianus
Godding, Robyn
Golding, Stephen John
Golding, Michael
Graves, Debra
Grunseit, Barbara Anne
Guanlao, Luisito Pangilinan
Harris, Justine
Hely, Joanna Kathryn
Hill, Kim
Ho, Leong Kit
Hockin OAM, Ralph Lionel
Holland, Howard John
Hooper, Roger Carrington
Hoyle, Philip
Jansen, Peter
Jones, Roslyn
Jump, Marie-Antoinette
Karnaghan, Jo-Anne
Kasap, Draginja
Killen, Alice Ruth
King, Michael
Kotze, Beth
Lander, Harvey
Latta, Alison
Laughlin, Allan
Lee, Lynette
Mackertich, Martin
McEwin AM, Roderick Gardner
McGirr, Joseph
Milross, Christopher
Miskell, Sharon
Mok, Anne

Montague, Andrew James
Moore, Carmel
Morey AM, Patricia Sue
Moritz, Barbara
Murugesan, Ganapathi Asiri
Narayan, Yogendra Prakash
Niall, Paul
Nigam, Vivek
O’Brien, Lisa
O’Connor, Nicholas
Oldham, James
Pantle, Annette
Parrish, Mark McKenzie
Parsons, Helen
Peters OAM, Harry
Pilowsky, Eva
Pisk, Dennis William
Price, Edward Daniel
Ramesh, Nadarajah
Reeve AC CBE, Thomas Smith
Repin AM, George Dimitri
Rewell, Ian Leslie
Ross, Bronwen Anne
Ruscoe, Warwick John
Sanderson, Russell Bruce
Sanger, Margaret Mary
Sara, Antony
Schedlich, Russ
Sesnan, Terence
Shea, Peter Barry
Shepherd, Webster Graeme
Smith, Denis
Spencer, Ronald Brian
Stewart, Gregory
Thomas, Dale
Tindall, Katherine
Tridgell, Paul
Vago, Leslie
Ward, Nicola
Wasti, Syed
Waterhouse, Tamsin
Webb, Freda Holland
Wills, James Thomas
Wilson, Roger
Woolard, Thomas John
Wooster, Arthur
Yoong, Helen
Yu AC, John

NT
Arya, Dinesh
Joyce, Brian
Katekar, Leonie
Perry, Greg
Sathianathan, Vinothini
Watson, Sara Elizabeth
Wilson AM, Pauline

NZ
Allen, Patricia (Pim)
Brenner, Bernard
Brown, Ian McLaughlan
Chamberlain, Nick
Clark, Kenneth
Davis, Alan
Gootjes, Peter Robert Findlay
Harpin, Roderick
Holmes, John
Hood, Dell Arlington
Hope, Virginia
Howard, Wayne
Jessamine, Stewart Sinclair
Johnson, Gloria
Kelly, Francesca
Mackie, Donald
Millar, Nigel
Morris, Kevin
Patel, Arvind Chhotu
Pike, Pieter
Rasiah, Rebecca
Sage, David
Stolarek, Iwona
Watson, Tom
Welch, Lorraine
Wilsher, Margaret
Young, Wilson Wai Sang

OSEAS
Coid, Donald
Davidson, Lindsay Alexander G.
Jacobalis, Samsi
Jones, Frederick Gordon
Parker, Ronald
Paul, Gershu Chandy
Rees, Neville Clark

Sills, Thomas d
Spence, Derek Wilson
Stokoe, Philip

QLD
Alcock, Annabelle
Alcorn, David
Alexander, Paul
Ashby AM, Richard Huish
Ayre, Stephen
Barrett-Beck, Leah
Bell, Brian
Beresford, Bill William
Brennan, Colin Kenneth
Bristow, Peter
Bromwich, Christine Emily
Campbell AM, Charles Bryan
Chern, Inglis Wayne
Chong, Hwee Sin
Cleary, Michael
Coffey, Gregory
Cooper, Barbara Marion
Costello, Gerard
Crawford, Rosalind
Daly, Michael
Dines, Amanda
Doherty AO, Ralph Leonard
Donald AO, Kenneth John
du Preez-Wilkinson, Gabrielle
Du Toit, Mauritius
Dulhunty, Joel
Edwards AC, Llewellyn Roy
Emmerson, William
Evans, David
Falconer, Anthony
Farmer, Jillann
Fitzgerald, Gerard
Fothergill, John Lewis
Gilhotra, Jagmohan Singh
Gillies, Peter
Ginsberg, Samuel Aaron
Golledge AM, John Gouldhawke
Good, Michael
Graham, Julieanne
Graves, Judith Ann
Herriott, Bruce Arthur
Hills, Michael William
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List of RACMA Members continued

Hodge, Jonathon Vere
Holloway, Alison
Hosegood, Ian
Houston, James Henry
Jaumees, Kay
Jellett, Leon Barry
Jensen, Graeme Roland
Johnson, Andrew
Jordan, Lizbeth
Kennedy OAM, Christopher
King, Jennifer Margaret
Kitchener, Scott James
Kuehnast, Barbara
Le Bacq, Frank
Le Ray, Lance
Margetts, Craig Charles
Martin, Donald
Mattiussi, Mark
McFarlane, Jean Fergus
Menzies, John
Miller, Peter Mclintock
Mistry, Yogesh
Murdock, Nicola
Myers, Colin
Naidoo, Humsha
Naidoo, Mellissa
O’Donnell, John James
O’Dwyer, Susan
O’Sullivan, Donna
Pakchung, David Norman
Palmer, George Rupert
Parmar, Nilesh
Pearn AM, John Hemsley
Pegg AM, Stuart Phillip
Polong, Jose
Porter, Robert
Powell, Jacinta
Prado, Luis
Robinson, Pamela
Rowan, Christian
Sandford, Alan
Scanlan, Brian John
Shaw, Alexis Eric
Shearer, Alexander Boardman
Smart, Timothy
Swierkowski, Piotr
Taylor, James Ross
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Thomas, David
Trujillo, Monica
Ulrich, Peter Edward Rodney
Wakefield, John
Waller AM RFD, John Powell
Waters, Mark
Waugh, John
Weinstein, Stephen
Young, Jeannette Rosita

SA
Allan, Barbara
Baggoley, Christopher James
Beal AM RFD, Robert William
Czechowicz, Andrew Stanislaus
Dowie, Donald Alexander
Farmer, Christopher John
Frewin AO, Derek
Fuller, Clarence Oliver
Hall, Robert
Jayakaran, Jayanthi
Jelly RFD, Michael Thomas James
Kearney AM, Brendon
Lian-Lloyd, Nes Bie Sian
McCoy AM, William Taylor
Merrett, Susan
O’Connor, Alan
Rozenbilds, Elizabeth Stuart
Satterthwaite, Peter
Scragg OBE, Roy Frederick Rhodes
Swanson, Bruce Albert
Tideman, Sally
Wagner, Christopher Arthur
Wareham, Conrad
Webb, Richenda

TAS
Grimes, Donald
McArdle, Helen
Renshaw, Peter John
Ross, Alasdair Diarmid
Sparrow AM, John

VIC
Ahern, Susannah
Appleton, William

Barker, Coralee
Bartlett, Jennifer
Bearham (Snr), George
Bessell, Christine Kaye
Blake, Douglas Harold
Bradford, Peter Stewart
Brand AM, Ian
Breheny, James Ernest
Brennan, Peter John
Campbell, David
Champness, Leonard Torr
Christie, John
Clarke, Caroline
Collopy AM, Brian
Damodaran, Saji Suseela
Davis, Alan Shaw
Devanesen, Sherene
Dhulia, Anjali
Dohrmann, Peter
Duncan, David
Dwyer, Alison
Elcock, John
Feekery, Colin
Ferguson, John
Flower, Clifford James
Flynn, Eleanor
Flynn, Joanna
Fraser, Simon
Funder, John Watson
Gallichio, John Louis
Garwood, Mark
Goh, Zhong Qing
Graham, Ian
Gray AO AM, Nigel John
Griffin, James John Joseph
Grogan, Robert
Gruner, Lee
Hamley, Lee
Hanning, Brian
Hillis, David
Jones, Michael Robert
Kelly, Catherine
Kelly, William
Kilpatrick, Christine
Kirwan, Jeffery
Leslie, Peter Leonard
Loh, Erwin

Lowthian, Peter
Lubliner, Mark
Mah, Alastair
Majoor, Jennifer
Malon, Robert Geoffrey
Mason, Elizabeth
Mathews, Colin Lindsay
McCleave, Peter John
McDonald, Wayne
Mohr, Malcolm
Mullins, Elizabeth
Nel, Andre
Ng, Bennie
O’Brien, Peter
Oliver, Brian Houston
Perrignon, Andrew Charles
Peyton, Thomas Matthew
Phelps, Grant
Pisasale, Nella Maria
Power, John
Ramsey, Wayne
Rankin, David
Ratnayeke, Valentine Joseph
Reasbeck, Philip
Sachdev, Simrat Pal Kaur
Scown, Paul
Sdrinis, Susan
Shaw, Rosalie Jean
Shepherd AM, Stuart John
Sloan, Peter
Stoelwinder, Johannes Uiltje
Street, Bernard
Sumithran, T Lakshmi
Sunderland, Ian Sydney
Trevaks AM, Gad
Trye, Peter
Tse, Vicki
Wake, Arlene Helen
Walsh, Michael
Warburton, David John
Warton RFD, Robert
Wellington, Clive
Wellington, Heather Louise
Westwood, Geoffrey
Wolff, Alan
Wooldridge MP, Michael
Yeatman, John
Zalcberg, John

WA
Bayliss, Colin Terry
Carruthers, Kenneth John
Dunjey, Malcolm Victor
Ellis, Archie Samuel
Flett, Penelope
Forgione, Nicholas Salvatore
Galton-Fenzi, Brian Lionel
Gill, Jagjeet Singh
Jana, Sayanta
Kelly, Shane
Lawrence, Robyn
Lee, Kwang Beng (Norman)
Lipton, George Lucien
Loh, Poh-Kooi
Maclean, Alison
Mahmood, Farhat
McNulty A.O., James Columba
Montgomery, Philip
Murphy, Kevin John
Nickel, Norma Rose
Oldham, David
Pelkowitz, Allan
Phillips, Suzanne
Platell, Mark
Quadros, Caetano Francisco D.
Roberts, William Daniel
Robertson, Andrew
Robins, Anthony
Russell-Weisz, David
Salmon, Mark
Smith, Darcy Peter
Wilkinson, Christina
Williams, Timothy

Associate Fellows
ACT
Abhayaratna, Walter
Adair, Steven
Angstmann, Tobias
Ashman, Bryan
Bruessel, Thomas
Dickson, Grahame
Gatenby AM, Paul
Griffin, Robert

Guduguntla, Murali
Hallam, Lavinia Ann
Kecskes, Zsuzsoka
Killer AO, Graeme Thomas
Loa, Peter
Looi, Jeffrey Chee Leong
Lum, Gary David
Mays, Lawrence John
McDonald, Timothy

NSW
Adusumilli, Sunil
Baskaranathan, Suhanthini
Brown, Katherine Margaret
Brydon, Michael Paul
Cheng, Nga Chong
Chihumbiri, Charles
Chung, Stephen
De Silva, Kashmira
Fiore-Chapman, Jeniffer
Gatt, Stephen Paul
Goh, Shyan Lii
Harrison, John Anthony
Ho, Vincent
Kossoff, Lana
Kremer OAM, Edward Phillip
Kwong, Wyman
Lee, Cheok Soon
Lee, Saretta
Li, Stephen Chiu Ho
Lim, Chi Eung
Malik, Mushtaq Ahmad
Mansoor, Manadath
Mathers, Margaret
Mathew, Vivin
McClintock, Colin
McEachen, Stuart
Mckay, Diana
McLean, Anthony Stuart
Moisey, Darren
Mulligan, Michelle
Oakeshott AM, Robert John
Olver, Ian
Pai, Nagesh
Reppas, Napoleon
Sinclair, Murray
Singh, Satya
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List of RACMA Members continued

Speechley, Ronald Alwyn
Spencer, Clayton
Stone, Bevan Hopetoun
Subbaiah, Shekar
Taitz, Jonathan
Trevillian, Leigh
Yuile, Phillip

NZ
Alexander, Dallas
Anand, Muthur
Bailey, Matthew
Bolotovski, Alexander
Ewens, Andrew
Keam, Susan
Kehoe, Matthew
Morreau, Johan
Shirley, Alan John
Thompson, Belinda
Wong, Deanne

OSEAS
Al Amri, Badria
Alkindi, Said
Giele, Henk Peter
Kukreja, Anil
Thomas, Adrian Powell
Tiernan, Paul Joseph

QLD
Abdi, Ehtesham Askari
Allison, Roger William Gordon
Baqir, Yasir Al-Lawati
Brophy, Conor
Buckland, Stephen
Chand, Dip
Chapman, Kenneth
Dascalu, Jack
Dhupelia, Dilip
Gabbett, Michael Terrence
Gray, Curtis
Humphrey, Andrew Reid
Johnston, Andrew
Joshi, Viney
Kumar, Jashnil
Lennox, Denis
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Lewin, Morris Walter
Likely, Michael John
Lloyd-Morgan, Timothy
Mallett, Andrew
McConaghy, John
McCrossin, Robert
Menon, Mahesh
Morgan, Clare
Mottarelly, Ian Wayne
Moyle, Robert
Newland, Jill
Nydam, Cornelius (Kees)
Oliver, Nicholas
Pennisi, Robert
Quigley, David Thomas
Rattenbury, Sandra
Reddan, Jill Georgina
Samy, Chinna
Saraf, Sudeep
Seet, Geoffrey Peng Soon
Stevens, Samuel
Stone, Michael
Ueno-Dewhirst, Yusuke
Unwin, Alston Melvyn
Walker, Stephen
Wang, John
Whiley, Michael
Wilson, John Gilmore
Withers, Stephen
Xabregas, Antonio
Yee, Kah

SA
Atkinson, Robert Neville
Fielke, Rick
Furst, Paul
Kochiyil, Venugopal
Lethlean, Margaret
Nath, Lakshmi
Nguyen, Hoa
Nottage, Casey
Penhall, Robert
Russo, Remo
Shroff, Behzad Daran
Spernat, Daniel
Visvanathan, Thavarajah

TAS
Hickman, John Arthur
Jose, Matthew
Lambeth, Leonard
Lamplugh, Ross
Spearpoint, Mark
White, Craig

VIC
Adesanya, Adesina
Allen, David
Barton, David
Bell, Richard
Bohra, Suresh
Brooks, Anne Marie Vickery
Bryan, Sheila
Burrows AO, Graham
Castle, Robert
Chan, Thomas
Chao, Michael Wan-tien
Chopra, Prem
Conyers, Robert Anthony James
Danvers, Linda
Davies, Glenn
Dewan, Patrick Arthur
Drummond, Roslyn
Duffy, Martin
Fawcett, Rodney Ian
Francis, Paul Howard
Hayhow, Bradleigh
Jayarajah, Samari
Jensen, Frederick Owen
Judson, Rodney Thomas
Kambourakis, Anthony
Kennelly, Eric
King, Joel
Lakra, Vinay
Lakshmana, Raju
Leow, Fiona
Lo, Emily
Longmore, Peter Graham
Lynch, Rod
Mosenki, Seikisi
Mudaliar, Selva Nathan
Newton, John
Oakley Browne, Mark

Omotoso, Jose
Pedagogos, Eugenie
Prince, Henry
Rambaldo, Salvatore
Robertson, Megan
Rosenfeld, Jeffrey Victor
Rozen, Leon
Sareen, Neeraj
Sarode, Vineet
Shearer, Bill Arthur Joseph
Singla, Pawan
Smith, Jacqueline Bernadett
Snell, Anthony Peter John
Sullivan, Danny
Toogood, Geoffrey
Vaughan, Stephen Lawrence
Ward, Michael
Waters, Mary Josephine
Waxman, Bruce
Williams, Richard
Williams, Daryl
Wong, Michael Tak Hing
Woodhouse, Paul Damian
Workman, Barbara

WA
Andrews, Reginald
Arcus, Meredith
Barratt, Peter Stewart
Graydon, Robert Harold
Joseph, David John
Keller, Anthony John
King, Benedict Pui-Yan
Langford, Stephen Alan
McLaughlin, Virginia
Rhodes, Helen Christine
Rosman, Johan
Rudolph, Peter
Sheridan, Carmel
Stokes AM RFD, Bryant Allan Rigbye
Williamson, Geoffrey Donald

Candidates
ACT
Benson, Jo-Anne
Norrie, Peter
Sharkey, Sarah Edith

HK
Lee, Albert

NSW
Ah Kit, Samuel
Alhabter, Ahmed
Ali, Osama
Baskaranathan, Suhanthini
Burke, David
Carroll, Logan
Chiu, Mary
Cronin, Jodi-Maree
Datyner, Michael
Dennington, Peta Michelle
Diez Alvarez, Sergio
Doshi, Deepak
Duggan, Anne
Farrow, Glendon
Ferreux, Maryann
Ghannam, Jamal
Giddings, Patrick
Greenberg, Randall
Harris, Anita Michelle
Hsueh, Wayne
Koh, Yi Mien
Mansoor, Manadath
Messara, Louise
Nair, Ajitha
Pegram, Robert
Savage, Paul
Sharma, Anita
Sinclair, Barbara
Tan, Chun Yee
Watters, Gregory
West, Elizabeth
White, Andrew

NT
Goodwin, Samuel
Harwood, Louise
Souvannavong, Deky
Tabart, Marcus

NZ
Bensemann, Clive
Holdsworth, Deborah
Knight, Christopher James
Mackersey, Susan
McPherson, Heather
Moodie, Peter
Nightingale, Susan
Olliver, Mary
Russell, Greig
Simmons, Gregory
Simpson, Andrew
Sturland, Shawn
Thomas, Martin
Thornton, Vanessa

QLD
Beck, Christopher
Bell, Anthony
Byrne, Martin
Carrahar, Eleri
Choudhary, Anand
Clements, Michael
Cooke, Georga
Cooper, David
Fisher, Andrew
Jensen, Felicity
Kingswell, William
Mackinnon, Angus
Mein, Jacqueline
Mosenki, Seikisi
Nunnink, Leo
O’Neill, Patrick
O’Sullivan, Maree
Paul, Ranjit
Rothwell, Sean
Seierup, Dale Peter
Shahzad, Asif
Steel, Graham
Thompson, Peter
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List of RACMA Members continued

Thorn, Sara
Turley, Annette
Uppal, Saniyya
Vonau, Marianne
Westacott, Lorraine
Zappala, Christopher

SA
Glading, Jodi

TAS
Fletcher, Scott
Harris, Helen
Scollard, Zachary

VIC
Alexander, Maxwell
Baetens, Dominika
Bibikov, Sergey
Callaly, Thomas
Chandrasiri, Singithi
D’Souza, Russell
Eleftheriou, Paul
Howlett, Glenn Robert
Kambourakis, Anthony
Kerr, John
Kirk, Michael
Konpa, Adam
Lakra, Vinay
McConnon, Katherine
McDougall, Peter
Miller, Campbell
Ng, Karen
Ponniraivan, Anand
Rahimi, Amir
Rogers, Grant
Sie, Boon Shih
Song, Wan Jun
Theda, Christiane
van Zyl, Nicolaas
Wainer, Zoe
Yap, Nicholas

WA
Billinghurst, Kelvin
Chanchlani, Sonia
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Cheng, Victor
Denholm, Eva
Frazer, Amanda
Hawkings, Philippa
Heble, Samir
Heredia, Daniel
Johns, Allison
Koay, Audrey
Kuzich, Emily
Morris, Enasio
Murphy, Karen

Affiliates
NSW
Chew, Gerald
Dalton, Sarah
Searle, Judy

NZ
Earnshaw, Steven
Kure, Wolfgang

QLD
Egan, Catherine
Morze, Conrad
Sinnya, Sudipta

VIC
Leong, Trishe

WA
Phang, Jay-Mien

AFRACMA Trainees
ACT
Bowden, Francis
Drane, Alan
Mohamed, Abdel-Latif

NSW
Al Khawaja, Darweesh
Bofkin, Kelly Ann
Bruce, Lenert

Carmody, Christopher
Cox, Wendy
New, Charles
Perumpanani, Abbey
Stanley, Timothy
Thieben, Mark
Varadhan, Hemalatha
Wood, Rebecca

NT
Powell, Nadia

NZ
Creighton, Jane
Jap, Donald
Nair, Anil Kumar
Watson, Peter

QLD
Aung, Thi
Beacom, Graham
Brown, Nigel
Bryant, Carl
Cook, Steven
Dick, Stephen
Gibson, Thomas
Govindaiah, Venkatesh
Grew, Jennifer
Harvey, Keren
Khanna, Neeraj
Kilian, Johannis
Liu, Chang-Han
Parthasarathy, Bhargavaraman
Purushothaman, Subramanian
Seddon, Mary
Wong, Bernadette
Wu, Min-Hua

SA
Ey, Chloe
Fergusson, Alistair
Fielke, Lauren
Giannakoureas, Angelos
Govindan, Thiru
Parthasarathy, Raghunandan
Van Wijk, Roelof
Wilson, Douglas

TAS

WA

Lee, Yok-Yin
Lloyd, Caroline
Lovett, Andrew
Plakiotis, Christos
Rotella, Joe-Anthony
Siotia, Rajiv
Sonawane, Roshni
Tang, Kenneth
Teo, Jon Paul
Trivedi, Amarendra
Tsanglis, Maria
Wan, Aston

Huckerby, Emma
Wilson, Deborah

VIC
Engelbrecht, Sunelle
Gleason, Andrew
Hannam, Jared
King, Scott
Kotler, Eli
Lai, Michelle

Baruah, Partha
Crampin, Emma
Donnelly, Jacqueline
Kling, Neil Kenneth
Nowrojee, Sharon
Reddy, Anju
Rogerson, Tania
Van der Veen, Christina
Warne, Roger

RACMA Membership by Jurisdiction as at November 2014

Jurisdiction

Affiliate

ACT

Associate
Fellow

Candidate
via
Accelerated
Pathway

Candidate
via
Standard
Pathway

17

1

2

HK
NSW

1
3

43

6

NT
NZ

2

OSEAS
QLD

11

8

47

Totals

26

3

49

32

33

26

124

11

213

4

7

1

12

6

27

4

58

6
3

Fellow

Associate
Fellow
Trainee

10
4

16

25

98

18

195

1

24

8

46

SA

13

TAS

6

1

2

5

2

16

VIC

1

61

7

19

97

18

203

WA

1

15

1

12

33

9

71

Totals

10

219

29

97

483

74

912

Thank You
A special thanks to all the Fellows, Associate Fellows, Candidates, Trainees,
Affiliates and Faculties that contributed to the College in 2014.
RACMA would also like to thank Leishman Associates and the following Conference Sponsors and Exhibitors:
CereNET

Cognitive Institute

Xacom

Mercury

Global Medics
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State/Territory, New Zealand
& Hong Kong Committees
Australian Capital Territory
Chair
Dr Mary Boyd Turner
Honorary Secretary
Dr David Dumbrell
Coordinator of Training
Dr Elizabeth Rushbrook
CEP Coordinator
Dr Mary Boyd Turner

Hong Kong
President
Prof Hong Fung
Vice-President
Dr Leung Ting Hung
Honorary Secretary
Dr Mandy Ho
Treasurer
Dr Nancy Tung
Chief Censor
Prof Fung Hong

Treasurer
Dr Peter Gootjes
Coordinator of Training
Dr Kevin Morris
CEP Coordinator
Dr Stewart Jessamine
Censor
Dr Dell Hood
Fellow
Dr Wilson Young
Candidate Representative
Dr Mary Oliver

Queensland & NT
Chair
Dr Luis Prado
Honorary Secretary
Dr Dale Seierup
Treasurer
Dr Melissa Naidoo

Tasmania
Chair
vacant
Honorary Secretary
Dr Peter Renshaw
Treasurer
vacant
Coordinator of Training
Dr Helen McArdle
CEP Coordinator
Dr Helen McArdle

Victoria
Chair
Dr Peter Dohrmann
Honorary Secretary
vacant
Treasurer
Dr Peter O’Brien
Coordinator of Training
A/Prof Erwin Loh

CEP Coordinator
Dr Helen Tinsley

Jurisdictional
Training Coordinator
Dr Stephen Ayre

New South Wales

CEP Coordinator
Dr Craig Margetts

Chair
Dr Tony Sara

Fellow assisting the JTC
Dr Donna O’Sullivan

Honorary Secretary
Dr Nick O’Connor

Candidate Representative
Dr Leah Barrett-Beck

Treasurer
Dr Tony Sara

Associate Fellow Representative
Dr Michael Gabbet

Western Australia

Coordinator of Training
Dr Heidi Boss

Coopted Candidate
Dr Michael Clements

Chair
Dr Mark Salmon

CEP Coordinator
Dr Eva Pilowsky

South Australia

Honorary Secretary
Dr Sayanta Jana

Candidate Representative
Drs June Song and Vivek Nigam

Chair
Dr Sally Tideman

Treasurer
Dr Terry Bayliss

New Zealand

Treasurer
Dr Michael Jelly

Coordinator of Training
Dr Alison Maclean

Chair
Dr David Sage

Coordinator of Training
Dr Susan Merrett

CEP Coordinator
vacant

Honorary Secretary
Dr Dilky Rasiah

CEP Coordinator
Dr Richenda Webb

Senior Advisor
Dr Andrew Robertson
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CEP Coordinator
Dr Peter Dohrmann
Candidate Representative
Dr Paul Eleftheriou
Associate Fellow
Representative
Dr Russel D’Souza

The Royal Australasian College of Medical Administrators
A.C.N. 004 688 215

10/1 Milton Parade, Malvern, Victoria 3144
Telephone 03 9824 4699
Facsimile 03 9824 6806
Email info@racma.edu.au
Web www.racma.edu.au

