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Editorial

Dr Andy Robertson

Data, Data, Data...Despite what it may
appear, I have not been overdosing on
reruns of Star Trek: Next Generation.
November is the time of year when
strategic plans are being updated and
the operational plans for the following
year are in their formative stages. In
the last week, I have been involved
in three strategic and operational
planning events in areas as diverse
as road safety, safety and quality,
and health services management.
The common theme across all these
areas is the need for good data and
robust data management systems to
inform the strategic planning. Without
the appropriate data, and the analytic
capability to review that data, we all
risk operating in areas of generalities
which prevents us from honing in on
the real areas that can be modified to
produce significant change.

This is especially important in complex
areas such as emergency demand
management, elective surgery and
road deaths and injuries, where
we need to be able to measure the
effectiveness of our initiatives. As
Bruce and Langdon note, we need
to “provide people with the right
information in the right format at the
right time”.1 All of these areas need
to be committed to enhancing their
data collection, management and use,
without which their long term planning
will continue to suffer.
As I write, we have just seen a change
in the Commonwealth Government
after 11 years. The dust hasn’t settled
– the exact number of seats, whether
John Howard will retain his seat and
who will become the new Opposition
Leader are still in the melting pot.
The new Labour Government has
given a firm commitment to be acting
quickly in a number of areas, including
Health, and with the Australian Health
Care Agreements and an avowed
strong desire to ‘sort out’ hospitals,
2008 should be an interesting year
for the entire health sector. It will be
interesting to do a report in December
2008 on how things have progressed
over the last 12 months.

All the articles are designed to
inform, educate and widen the
strategic viewpoint of our readers.
We welcome discussion on the more
controversial issues, including demand
management, negligence, mental
health services, elective surgery and
patient safety. We also welcome
our regular contributors and would
encourage others to write on their
areas of interest.
In this December issue we also include
our annual list of Fellows, Members
and Candidates, by jurisdiction. The
listing is current as at September 2007.
As we enter December (and the ‘silly
season’), I would like to wish all our
readers, contributors and the staff at
the RACMA Secretariat a very Happy
Christmas, a safe holiday period and
a rewarding and productive 2008.
Dr Andy Robertson
Honorary Editor

Our December 2007 issue continues
with a diverse range of topics, which
highlight the breadth of the specialty.
The original articles review aspects
of credentialing, quality systems,
leadership and rural practice.

1

Bruce A, Langdon K.
Strategic thinking. London;
Dorling Kindersley: 2000.
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From the President

Associate Professor Gavin Frost

Another year almost over!
May I start by wishing you all
the compliments of the season
– Ramadan is over, but Christmas
and Hanukkah are still to come, and
Diwali is upon us. And after all that,
we will still have Chinese New Year
to look forward to.
This has been a busy and exciting
year for the College.
By the time you read this edition
of The Quarterly our submission
to the Australian Medical Council
(AMC) will have been dispatched.
My appreciation to all those who
have contributed and especially
Dr Susannah Ahern who produced
the first draft of the submission and
to the Secretariat for editing and for
compiling the supporting materials.
The AMC accreditation team is being
chosen, and site visits will occur in
June 2008.
The Chief Executive and members
of Council Executive will endeavour
to attend each State/Territory/New
Zealand committee to discuss the
planned AMC visit program as soon
as it is finalised. Please be frank and
honest in your discussions with the
AMC team, as the process will
help us all.

On a cognate matter, as I discussed at
our excellent ASM in Queensland, we
are progressing the major discussion
paper on College Governance. Good
governance is increasingly a topical
issue in not-for-profit organizations
like RACMA. Good governance will
ensure we provide excellent education
and training services for our members
and help us to build a sustainable
organization. I see good governance
as a major objective for us all. I hope
soon to be able to begin the round
of discussions we need to have to
facilitate constitutional change.
A board of directors that is smaller
than our current Council, and that
brings expertise to create strategy and
harness opportunity will be important
for our future. Continuing input into
policy and planning from each State/
Territory/New Zealand is my aim; let’s
see what you think about the paper
when it is circulated in December.
Thanks to Lee Gruner and her
resolute band of censors for the
excellent conduct of the examinations,
and especially to those who were
successful. To those who weren’t,
stay with your preceptors, work in
study groups, and show us your
talents again soon.

We are working with our colleagues
in Hong Kong to integrate their CME
requirements. My special thanks to
the President of Hong Kong College of
Community Medicine, Dr Kathleen So,
for an excellent scientific day earlier
this year, and for a continuing and
genuine strong association with us.
I have just returned from a 2 day visit
to South Africa where I gave a talk
about RACMA to the meeting of the
South African Society of Healthcare
Managers in Cape Town.
I met enthusiastic managers from
provincial government and hospitals,
and was impressed with innovative
approaches that they are taking to
many challenges we have in common.
To my executive colleagues, and
Council members all, and our hard
working Secretariat, Karen Owen and
Kathy Griffiths, a sincere thank you for
another year of achievements.
But there is even more to do next year.
Best wishes until 2008.
Associate Professor Gavin Frost
President

Kim Hill and her team have done
a grand job with the continuing
education revamp-thanks to all.
Please remember that participation
in an approved CME/CPD program
is now required of all members and
fellows-talk with your State/Territory/
New Zealand coordinator if you
need help.

RACMA December 2007
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Accreditation Update
As often is the case, conversations
have helped to clarify understanding
about what happens and what needs
still to be done.

Dr Karen Owen

Over the recent months a number
of College people have contributed
enormously to help finalise the
submission that will be sent to the
Australian Medical Council.
The exercise of reviewing what we do
has been a very valuable one. As was
anticipated this process of reflection
has been an educative one. Certainly
it has led to a variety of statements,
papers and policies about College
operations and to the mapping of
our curriculum.

‘‘

The exercise of
reviewing what we
do has been a very
valuable one

The College’s submission will
be posted on the web site in late
December. I hope that you will all take
a chance to read the submission.
The AMC is currently forming the
6 person expert panel that will review
the College. The panel chairperson
is identified and AMC has sought
recommendations from the College
about possible international and local
panel members.
In March 2008, the College will identify
those groups and representatives who
AMC may wish to interview and survey.
This process will underpin AMC’s
collection of further information and
evidence from you to support what the
College has said in its submission. In
the second and third weeks of June
2008, AMC will conduct interviews
with representatives of the College
committees and those in specific
roles, such as Censors, Preceptors,
State and New Zealand Committees
and with Council. Current Candidates
will also be involved. Panel members
will travel to the various jurisdictions,
including New Zealand, to do this.

In the week of 16 June 2008 the
AMC panel will locate in Melbourne
for more meetings and to meet with
Council. Council has scheduled its
June meeting as a face-to-face one
in Melbourne to coincide with the
AMC visit.
I particularly want to thank Dr Ahern
and those on the Accreditation
Co-ordination Committee who have
responded with feedback when
asked. It has been most helpful
and appreciated.
Enjoy the festive season! Keep safe.
Dr Karen Owen
Chief Executive

We end 2008 with a
‘new look’ Quarterly
Thank you to all those who
have published in the College’s
journal through this year.
Cut off dates for 2008
are as follows:

‘‘

Issue 1 – 22 February
Issue 2 – 25 May
Issue 3 – 24 August
Issue 4 – 23 November
We are always pleased to receive
your articles and items of news.
Send them in to
kgriffiths@racma.edu.au
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Focus on Quality

Championing the cause
It is now many years since I came
across the word “champion” in relation
to quality and managing change.
The word “champion” can be applied
to someone who is a winner and this
is its common parlance. However, in
business it is more commonly used
to describe a supporter, campaigner
or advocate, someone who is
prepared to fight for a cause. The
word is now so often used that it has
become somewhat jargonistic so its
real meaning has become devalued.
Everyone talks about champions
without understanding what a real
champion is or how to recognise one.

‘‘

Champions may emerge (the innate
champion) or be developed. Those
that emerge are often the leaders
and innovators, the creative energy
of the organisation and like many
creative people are often not valued
by many staff. On the contrary, they
may be regarded as a nuisance and
distraction with their overt passion

Any improvement
is a change and
any change will be
perceived by some
as a threat to security

‘‘

Dr Lee Gruner

and enthusiasm for improvement.
Sometimes they may be regarded as
having a hidden agenda focussed on
furthering their own aims. However
my experience has been that such
true improvement champions are
much more focused on making a
difference to the organisation, to staff
or to patients. They are usually very
persistent and achieve their aims
despite barriers put in their way. If they
are leaders in their own departments,
they will enthuse their own staff to
make change. If they have the ear of
leadership in the organisation, they
will be able to achieve more significant
organisation wide improvement and
support. If they are not appointed
leaders, they will need to rely much
more on their influencing skills to be
able to build a support base that will
act as an impetus for change.

I recently met a true champion in a
hospital in Indonesia, a man who
singlehandedly was able to instigate
significant change by the force of his
personality and his conviction about
the need to provide a high standard
of care. He was a young orthopaedic
surgeon who returned to Indonesia
after 2 years training in Australia,
during which time he learnt not only
how to practice in his specialty, but

also about what factors comprised a
high standard of care. The enthusiasm
that he displayed for improving
quality and safety was truly infectious.
He had identified that the infection
control standards in the operating
theatres where he worked were
substandard and he was not prepared
to compromise his standards of
care. He insisted on the standards
that he was used to in Australia and
even sent a key nurse to Singapore
at his own expense to learn about
infection control. He stated that he
was now satisfied that the standards
were equivalent to those in Australia.
In addition, he was not satisfied with
the nursing care on the wards. He
made quite clear to nursing staff that
he expected them to know about his
patients in detail, so that he could
be given all the relevant information
about his patients on ward rounds. His
reputation for maintaining standards
became well known amongst nursing
staff and this resulted in a change
of behaviour that was unheard of
previously on this ward.
The true innate champion is a fairly
rare individual, one with the courage
of their convictions and prepared to
go it alone if necessary to achieve
an outcome. More commonly
organisations try to identify staff with
the potential to become champions
so that they can engage these people
in furthering improvement.
As Eliyahu Goldratt says in his
“Theory of Constraints”:
“Any improvement is a change and any
change will be perceived by some as a
threat to security”.

High standard of care
RACMA December 2007
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Focus on quality continued

This means that proposed champions
need to be carefully selected as they
will need to overcome the perception
of a threat to security. This is not easy.
Again quoting Goldratt:
“Any threat to security gives rise
to emotional resistance and you
cannot overcome emotional
resistance by logic alone”,
“Emotional resistance can only be
overcome by a stronger emotion –
not by logic”
What does this tell us about the
identification of champions to further
the cause? It tells us that they need
to be special sorts of people. They
need to be able to be nurtured to
become true believers, passionate
about the cause and therefore able to
overcome strong emotional resistance,
just like our innate champions. The
important factor is that our proposed
champions are in a less risky situation
than the innate champion as they are
supported and nurtured and part of
a team.
However, just like any other position
in an organisation, the recruitment
process needs to be robust so that
the right people are identified. There
need to be clear selection criteria and
assessment of applicants against the
selection criteria. This rarely occurs
in organisations, which mostly go
through a process of identification
without the next step of assessment.
Adopting the right process at the
outset can however deliver champions
who are just as effective as the innate
champion. Like any recruitment
process this requires time, effort and
attention to detail. However, like any
recruitment process that requires the

8
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right person for the job, this is the only
way to achieve an outcome and if an
organisation has a critical change
agenda to implement, then having
the right people to do this provides a
better guarantee of success.
Finding the right people to be
champions can require a number of
strategies including identification or
seeking applications. The key is the
personal qualities that are required,
not the position that the person
occupies or their previous education
and training. They need to be
genuine people with a track record
of motivation in their jobs, good
people skills, good analytical skills
and a willingness to perform over
and above their normal positions.
They also need to be committed to
the organisation and its goals and
willing to undertake the requisite
training. Applicants go through a
comprehensive selection process to
assess these skills and qualities.
Following selection, the new
champions receive comprehensive
training to develop new skills and then
are supported in their work by ongoing
team meetings and feedback. Most
organisations do not effectively train
their new champions, just as they do
not select them appropriately, so it is
not surprising that they never reach the
level of the innate champion and the
opportunity for breakthrough change
is lost.

Does this process work?
I have been involved in a number of
organisations that have been prepared
to invest resources in champion
recruitment and development and
have seen the outcomes in a number
of others. Without exception, these
organisations were able to deliver

significant change processes more
effectively and more successfully
than any others that I have seen. With
leadership only being responsible
for selling the vision, the day
to day ground work of ongoing
staff engagement and change
implementation was the role of the
champions, who carried out this task
in addition to their normal jobs. The
spin off was not only change, but the
ongoing development of talented
people, many of whom went on
to more responsible positions in
their organisations.
One very striking example was an
individual who applied for the position
and was regarded by management
as unsuitable as he was a stirrer,
always standing up for staff when he
saw that things were not working. This
individual however impressed at the
interview process and was taken on
as a champion. He turned out to be
the star of the group, able to influence
others with his enthusiasm for the
change. In addition, for the first time in
his career, he decided that he would
like a more senior position and was
promoted and performed successfully
in the role.
So like leaders, champions can be
taught their role. The key is to really
understand what a champion is, what
qualities and skills they require and to
select, educate and nurture the right
people for the positions. A team of
champions can create a buzz in your
organisation and provide a catalyst
and support for any significant
change process.
Dr Lee Gruner
Censor-in-Chief

RACMA responds to review of
National Accreditation Standards
The Australian Commission
on Safety and Quality in
Health Care (the Commission)
commenced has been
undertaking a review of
National Safety and Quality
Accreditation Standards.
A discussion paper was
released in November 2006
which was the basis for the
first phase of stakeholder
consultations and detailed
issues with the current safety
and quality accreditation
system and its standards.
The paper proposed a package
of reforms for accreditation
including a national set of
standards by which health
services would be assessed.

In July 2007 the Report on Initial
Stakeholder Consultation was
endorsed by Health Ministers. Based
on responses to the first consultation,
an alternative model of accreditation
was developed by the Commission
for a second phase of consultation
commenced in August 2007. This
included a call for comment on the
Consultation Paper: An Alternative
Model for Safety and Quality
Accreditation of Health Care –
August 2007.
In October 2007 The Royal
Australasian College of Medical
Administrators made the following
comments to the consultation paper.

Reform objectives

1

Generally, the College supports
the reform objectives put
forward in the paper, although we
suggest that it will never be possible
to “create a system that guarantees
minimum safety of health services”
(our emphasis). No safety and
quality system, and in particular
accreditation on its own, will never
guarantee safety of health services
- but we would expect that a sound
accreditation system would make
a significant contribution towards
improving the safety of, and reducing
the risk associated with, the delivery
of health services.
Matters excluded
from reform proposals

2

The College noted the
discussion about requirements
relating to state and territory licensing
and safety and quality reporting
mandated by health funds, indemnity
insurers and program funding not
being included in the review process.
Whilst understanding the complexity
of these issues, the Commission,
which has significant links to all
jurisdictions and, therefore, the
potential to influence, directly or
indirectly, licensing arrangements as
well as health insurer requirements,
should take a very broad view of the
opportunities for longer term reform.
The credibility and efficiency of
accreditation processes are contingent
on resolving duplication between
various regulatory and accreditation
systems, and the Commission should
be ideally placed to address this
difficult problem.

Separation of safety assurance
and quality improvement
assessment processes

3

RACMA expressed its concern
that this proposed approach
could result in further fragmentation
and potential duplication of both the
compliance and surveying aspects of
accreditation.
The separation of standards for ‘safety’
and standards for ‘quality’ is not
meaningfully because organisational
systems need to encompass all
domains of quality, of which safety
is only one. For example, an
infection control system needs to
be structured to achieve satisfactory
performance all of the domains
of quality which, as well as safety,
include effectiveness, efficiency,
appropriateness and acceptability.
In addition, broader organisational
factors such as culture and approach
to competency and training are
integral to the safety of infection
control systems. Accreditation should
assess both compliance with minimum
standards across all domains of
quality (including but not limited to
safety) and whether there is evidence
of a quality improvement approach
that ensures continuous improvement
across all domains of quality.
RACMA believes that simply focusing
on the safety aspects of say,
infection control systems, will result
in a partial and potentially misleading
understanding of the adequacy of
those systems. It will result in the
‘quality improvement’ aspects of
infection control systems (which we
presume are intended under this
model to address domains of quality
other than safety) requiring separate
surveying processes, leading to
considerable duplication and cost.

RACMA December 2007
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Review of
Accreditation Standards continued

An alternative approach would be
to conceptualise high risk areas of
hospital operations (e.g. infections,
falls, use of blood products,
medication errors etc) and develop
specialised accreditation modules to
assess compliance with standards
across all domains of quality including
but not limited to safety.
The Commission is encouraged to
‘revisit’ the presumption that safety
standards should be defined and
compliance with them assessed
separately from other aspects of
quality. It was suggested that the
Commission reviews the accreditation
approach to residential aged care
facilities, which is based on a
philosophy of quality improvement
but also requires compliance with
minimum standards. RACMA
understand that this system is
now viewed by many providers as
satisfactorily combining compliance
with quality improvement objectives
and we support consideration of this
approach in the acute sector.
RACMA also understand that child
care regulatory and accreditation
processes in Australia separate
regulatory compliance, which is the
responsibility of the states, from quality
improvement, which is overseen
by the Commonwealth and linked to
its funding program. The Commission
is encouraged to review this system,
which we understand remains subject
to criticism about duplication.
Finally, the Commission was asked
whether it can provide information
about a model of accreditation that
separates functions in the way which
is proposed, and that has been
demonstrated to be working effectively.

10
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Separation between safety
standards development and
assessment of health services

Development of national minimum
safety standards that apply across
all (similar) settings of care

4

6

This separation should be limited to
‘safety’ standards for the reasons
articulated in the previous section of
this submission. Rather, we consider
that there should be a common set
of standards covering all domains of
quality.

The College strongly supports the
development of standards that will
apply across all settings of care.

The College supports this
proposal. It does not have
significant concerns about conflict of
interest by accrediting bodies - we see
no evidence of this having occurred but the separation of these processes
will allow the development of a single
set of standards, which we strongly
support.

Accreditation of all settings of care
where services are provided by
registered health professionals

5

The College also supports this
proposal in principle, but
recommends that a feasibility study
should be undertaken because the
implications for cost are enormous
- there is a vast number of small
independent providers who currently
are not accredited.
It is reasonable to limit this initiative
in the first instance to health care
providers who are registered in
all jurisdictions. In addition, there
may be benefit in all jurisdictions
reviewing their Public Health Acts (or
equivalent) to assess the limitations on
practice that apply in various settings
and determine whether greater
commonality would assist to assure
quality.

Whilst the College believes that
the areas of practice that have
been identified for the development
of these standards are appropriate, it
considers that such standards should
cover all domains of quality within
those areas, including but not limited
to safety. The National Standard
already in place for credentialing and
scope of practice in fact provides a
good model that already has created
significant national momentum for
change.

Assessment of non-clinical and
technical competence

7

The College strongly supports
the proposal for mutual
recognition of existing regulatory
requirements and specific technical
accreditation processes.
Development of a national
framework for quality improvement

8

Subject to reservations about
the proposed conceptual
separation of safety from quality, the
College also supports this proposal.
There are several frameworks now
in place which may be extremely
useful in conceptualising quality and
assisting providers and regulators
to systematically plan, implement
and monitor the adequacy of quality
systems. The Victorian and NSW
frameworks are particularly helpful.

Establishment of a national body
to lead and co-ordinate changes

9

The establishment of a national
body to lead and co-ordinate
changes was proposed by the
previous Safety and Quality Council.
Although there were concerns about
cost and additional bureaucracy, the
College considers that establishment
of such a body is essential if change
is to be progressed. This body
needs to be independent of standard
setting and accreditation provider
organisations and should play a
key role in facilitating change and
coordinating and monitoring the
complex accreditation system.
Review of surveyor training

10

The College believes that
currently there is significant
variation in surveyor knowledge and
capability which undermines the
effectiveness of accreditation.
Associated reforms

11

RACMA supports
unannounced surveys;
endorsing or developing a best
practice guide to standards
development and review; mapping
standards; developing appropriate
mechanisms, timing and format for
public reporting of accreditation
outcomes; and developing a process
for mutual recognition of accreditation
processes and outcomes.

Doctors meet the media
What do five doctors do for a day with a media man,
a journalist, and a camera man?
Three media experts spent a day talking with five doctors about how to
manage the media. They heard it from the inside and they learnt some
of the tricks and the strategies. By the end of the day they had run
their own press conference, been interviewed live for TV and learned
how to deliver a ‘5 minute grab’ – their way.
These doctors were participants in RACMAs recently launched the
new “Specialised Media Training for Health Professionals” workshop
run by David Jones, Cheryl Taylor and Greg Kay . It ran for a full day in
Melbourne in October and everyone agreed they learnt a lot and had
fun at the same time.
“The up- skill between morning and afternoon was phenomenal,” said
David Jones, “and goes to show there’s nothing to be afraid of with
the media. Just a little bit of know-how goes a long way to help you
get your message out there.”
RACMA Chief Executive, Dr Karen Owen said she was pleased with
the way the workshop went and “we look forward to running it again
soon with another group. Having the small group focus is special.
It gives everybody a chance to try out and to see how they went in
replay. That’s why you could see the change from one session to the
next. This group was great … very polished.”

The Royal Australian College of
Medical Administrators, 2007. Details
about the consultation are available
on the Commission’s web site at www.
safetyandquality.gov.au/internet/safety/
publishing.nsf/Content/accreditation

RACMA December 2007
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College to sell
Drummond Street
The Carlton building was an insightful
purchase by the early College Council
after it raised money by donation
from early Fellows and which, in
time, formed the deposit for a loan.
This was paid off in 1980. The annual
reports of those early years, record
some of the story:

In 1978/79 the College
purchased the property at
35 Drummond Street to
become the national head
office for the College.
The Report records that
‘the building ... is old and will
require extensive renovation –
its potential however is
considerable and your Council
confidently anticipates that it
will in time become a building
of which you may be proud”
(p. 20).
A management committee, chaired
by Dr Sloan (VIC) was formed to
consider renovations and use of the
building, including ‘a small motel-type
bed sitting room suitable for use by
College fellows on overnight stay in
Melbourne”, drapes, a picture portrait
gallery of past presidents, a College
library and Council chamber. There
followed a series of “working bees” to
“get the ball rolling” until these ceased
in 1983 due to diminished enthusiasm.
12
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“Your Council was very conscious
of its heavy responsibility in making
the major decision to commit virtually
all our resources to the purchase of
a property but it was persuaded that
this was a sound investment which
should contribute materially to the
stability of our College by protecting
our hard won assets…”
(Dr H Kramer, 11th Annual Report
1978)
“During the last year we have moved
the College Headquarters to our own
home in Drummond Street, Carlton.
The building has been elegantly
refurbished thanks to the generosity
of Fellows and the sterling work of the
Property Sub-Committee …”
(12th Annual Report Dr W.T. McCoy,
1979)

“It is appropriate to acknowledge
the work of the Honorary Secretary,
Dr R Stettaford, who has devoted
many hours of his personal time to
the organisation and co-ordination of
this work (the renovation works) and
in the majority of instances to actually
carrying it out by himself.”
(12th Annual Report 1979, p. 29)
“The work completed to date
has enabled the premises to be
satisfactorily used as the office
headquarters, meeting venue and
recently as the venue for a Cocktail
Party hosted by the Victorian State
Committee at which some 60 persons
were in attendance”
(13th Annual Report 1980)
“The building is now adequately,
although not excessively nor
extravagantly, equipped … Modern
business practice is becoming
increasingly computer-oriented and
it is hoped that within the next twelve
months it will be possible to either
lease or buy a mini-computer system
which will be able to handle much of
the record keeping, mailing lists, etc.

which on the present manual system
are time consuming and inefficient.”
(14th Annual Report, 1981)
“Property values in the area
(Drummond Street) continue to rise
at a rapid rate and the College’s
real estate investment continues to
appreciate (some months ago an offer
of $135,000 was made for the building
without the buyer having entered the
premises!).” (14th Annual Report, 1981)
“The College now has a tenant
– the Royal Australasian College
of Radiologists”. “The Committee
arranged for an inspection by a
qualified Architect and the advice
given cast serious doubt about the
stability of the rear ground floor
rooms.” (15th Annual Report, 1982)
“During this year the use of the
working groups of Fellows has been

phased out largely because the same
few people were the ones who were
performing all the work.”
(16th Annual Report, 1983)

its continuing suitability to meet the

“ The Property Subcommittee of
Council brought to fruition the
rebuilding of the rear portion of the
College building.”
(17th Annual Report, 1984)

to sell the building. The market is good

“During the year a sum of $41,845
was expended on modifications
to the College building. In addition
to achieving urgent repairs this
expenditure has provided high
class accommodation for the
additional tenancies…’
(18th Annual Report, 1985)
Little has been mentioned about the
College building in narrative form
since 1985. The building today is in
need of significant maintenance and

College strategic vision has been
questioned. Now, after almost 30
years, the current Council has decided
and prices for comparable properties
in Drummond Street and surrounding
streets makes it likely that an excellent
sale price can be anticipated. Council
will take financial advice on how best
to reinvest the proceeds from the sale
of Drummond Street.
The Secretariat will relocate to rented
premises at 1 Milton Parade, Malvern
3144 by the end of January 2008.
The new location offers smart modern
office accommodation with good
space for meetings and training and
easily accessible for those who visit
from interstate via the airport and
south-eastern freeway.

President visits New Zealand

New Zealand RACMA members were met with the
College President Associate Professor Gavin Frost
when he made a brief visit to New Zealand in November.
In Auckland Dr Bernie Brenner hosted a function with
Fellows and Members.
At another RACMA meeting in Wellington opportunities
for training and increasing the influence of the College
were discussed with great enthusiasm.

There was time out to visit the highest point in Wellington
with Dr David Rankin and have dinner with a number
of Fellows and representatives from the Faculty of
Public Health.
A meeting was also held with the Medical Council of
New Zealand to discuss accreditation and other matters
including credentialling and training for New Zealand
clinical managers.
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From the Past Series:
Experiences of a Medical Administrator
and the important thing I did learn was
that, if a department was to function
efficiently, all officers, both medical
and lay, must work together as a team.
Therefore in addition to being able to
plan, an administrator in my thinking
must be a person able to achieve
this. Today, medical administration is
a specialty and the new College will
play an important part in the training
of doctors to be administrators in the
field of medicine.

The following is a copy of
an address by Sir Abraham
Fryberg, Kt., M.B.B.S., D.P.H.,
D.T.M. published in RACMA’s
First Annual Report, May 1968.
It is reprinted here for your
interest in the historical journey
of the College.

Mr. President, I would like to thank
you and the members of your Council
for your invitation to give the opening
address of the Australian College of
Medical Administrators. I appreciate
the honour, particularly as it comes
at the end of my career as DirectorGeneral of Health and Medical
Services for Queensland.

‘‘

The title of the address suggested
was “Experiences of a Medical
Administrator” but to this I have
added “in Administration of Medicine
in Queensland”. Although I have,
over the years, called myself an
administrator I had never defined in my
own mind just what the term meant.
I accepted it to mean a doctor in a
position, usually a government position
or a hospital superintendent, who did
not do clinical work. But obviously
it is something more than this. The
course leading to the Diploma in
Public Health, when I obtained this
qualification, gave no formal training
in finance, administration, or anything
else which would be of use to the
public officer whose work would
include administration, and the only
academic requirement for the position
of Director-General was the Diploma in
Public Health. I learnt as I went along
14
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A doctor, during
his medical course,
received no training
in business control
or any function of the
hospital other than
treating the sick

‘‘

Address to College of
Medical Administrators,
Melbourne, 29th May 1968

The next question was why doctors,
whose whole training is directed to the
practice of clinical medicine, should
turn to health administration as a
career. Even in the large hospitals,
medical superintendents do not wish
to restrict themselves to medical
administration. Reasons given
by applicants for positions in the
Health Department were ill-health or
insufficient money to buy a practice,
while some who had been in private
practice liked the idea of working
between 9 a.m. and 5 p.m. Few
sincerely stated they were interested in
administration.
My reason for joining the Health
Department and leaving clinical
medicine was either doing so or
starving. I chose the former. I had
been promised the first vacancy in the
Queensland Health Department if I
obtained a Diploma in Public Health.

There was no position in the
Department when I obtained this
qualification but an extra-mural
activity did occur which I accepted:
the Superintendentship of the Kenny
Clinic. I was appointed to the Health
Department three months later.
Sister Kenny first became interested
in re-education of muscles when
returning to Australia after the First
World War. There were a number of
soldiers on board the troopship who
had developed spastic paralysis
following an attack of encephalitis. For
want of something to do she occupied
herself by moving the affected limbs
of these patients daily. By so doing
she found the degree of spasticity was
reduced. In 1923 Sister Kenny stated
she was nursing a patient suffering
from paralysis of both legs following an
attack of acute poliomyelitis. The town
in which the patient lived was isolated
by floods and with the permission of a
doctor some miles away she carried
out active movements. The patient
recovered because of or in spite of
the treatment.
She was next heard of in Townsville
in 1935 where, with local support
she opened a clinic for the treatment
of poliomyelitis. Old poliomyelitis
patients as well as spastics of North
Queensland attended. Her treatment
consisted of hot packs to the limb
and daily movements. A number of
patients showed recovery of certain
muscles which had developed a
functional paralysis due to inadequate
rehabilitation following prolonged
immobilisation. These muscles were
usually the opposing muscles to those
paralysed and were in fact never
paralysed. Miss Kenny was hailed by
the people of North Queensland as
the discoverer of a new treatment of
rehabilitation for poliomyelitis.

Public opinion caused the Government
to open a clinic in Brisbane. She
refused to be associated with it
unless a doctor was appointed as
Superintendent. The Government
agreed and a doctor who resigned
in July 1936 was appointed. I
followed her. I did so to find a Royal
Commission investigating Sister
Kenny’s claims. The procedure
adopted by the Commission was to
allow her to select her own cases and
she selected many long-standing
badly paralysed patients. She was
asked to give a prognosis on each
case and in so doing made wild claims
for cures. She could not substantiate
her claims; the only improvement
shown in most of these patients was
an improvement in the nutrition of
the skin. The Commission’s report
was adverse but despite this, public
pressure caused the Clinic to continue
functioning. I was appointed to the
Health Department in November, 1936,
but continued my association with
the Clinic.

is cut down and treatment is started
at the end of three weeks when
movement is commenced. If there is
pain on movement, and this usually
occurs as a result of the immobilisation
and not from the inflammatory process
in the spinal cord as was thought,
movement is stopped for a few days
and then commenced again.
Jones and Lovett were of the opinion
that nothing was to be expected from
external applications of heat or cold.
In their opinion, the immobilisation did
not cause joints to become ankylosed
or muscles to atrophy hopelessly.
They emphasised “muscle stretching
is detrimental at all stages (and) the
prevention of deformity is of primary
importance at this and every stage of
the disease”.

‘‘

That given by the orthopaedic surgeon
at the Children’s Hospital was based
on the treatment recommended by
Jones and Lovett. I shall refer to this as
the traditional or orthodox treatment.
The first consideration of this method
is to protect the weak or paralysed
muscles. The child is placed on a
frame or in a full plaster. The plaster

‘‘

In 1937-38 there was a poliomyelitis
epidemic in Brisbane and many
parents demanded that their children
be treated by Miss Kenny. She was
given beds at the Brisbane General
Hospital. Patients on admission
were sent to the beds of the visiting
orthopaedic surgeon at the Children’s
Hospital or the General Hospital
unless they or their parents asked for
her treatment.

Why doctors,
whose whole
training is directed
to the practice of
clinical medicine,
should turn to
health administration
as a career
In the Kenny method the only
immobilisation carried out is with
sandbags while in the early stages
the patient is allowed to assume
any position of comfort. Hot packs
are applied hourly to more or less
continuously depending on the
degree of spasm or pain. The arms,
if paralysed, are placed by the sides
not in abduction as in the orthodox
method. A number of parents
requested transfer of their children
to the Kenny wards. Most of these

showed stiffness of the back and
limbs while those who had received
Kenny treatment from the beginning
had neither stiff legs nor backs even
though there was not recovery of
muscle power. Nor did the deformities
which the orthopaedic surgeons
anticipated eventuate and this
observation was admitted by even
her opponents overseas. The obvious
differences between the two methods
were lack of immobilisation application
of and early movement in that of
Kenny. The nursing staff expressed
the opinion that the patients were
more comfortable when treated by the
Kenny method.
An orthopaedic colleague and
myself were sent overseas in 1946
to find out the thoughts of overseas
doctors on her treatment. As a result
of our investigation we formed the
opinion that a form of treatment
should be adopted based on that
of Sister Kenny, consisting of active
treatment beginning on admission
to hospital, this to include hot packs
when indicated and early movements
within the limits of pain, and not rigid
splinting.
Although Sister Kenny did not have a
cure for poliomyelitis as she originally
claimed, she did have a method of
treatment which gave better results
than the Jones-Lovett method. This
has never been acknowledged even
though the method of treatment today
in regard to splinting and movement is
nearer Kenny than Jones and Lovett.
Fortunately the number of cases in
Australia are few and far between.
Sister Kenny herself was mainly to
blame for the attitude of the medical
profession towards her. She was
arrogant in their presence and
criticised them in front of patients.
RACMA December 2007
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Despite this, I, who knew her well, had
affection for her. She was most kindly
and possessed a sense of humour.
She did not at any time receive
payment for her services beyond
free board and accommodation.
The United States Congress passed
a special act allowing her unrestricted
entry to that country; she received a
number of honorary degrees; a
motion picture was made of her life
during her lifetime; but she received
no recognition of any kind in her
own country.
Many of her friends from other States
whom I meet at various conferences
have the impression that we in the
Queensland State Health Department
exercise black magic over the
Commonwealth Health Department
and thus become a favoured child
obtaining money which is not
available to their administration.
Favoured treatment is the only way
they see a free hospital system could
function. This is not so. In fact, we in
Queensland feel that we are badly
done by as there is no recognition
by the Commonwealth of the
Queensland geographical situation
with its scattered small communities
requiring hospital facilities which are
costly to administer.

the annual cost of maintaining that
hospital it decided to take over its
management and control. This meant
the hospital was being supported
by the whole of the people of
Queensland and it caused resentment
in the country districts of the State.
Because of this, the Hospitals Act was
amended in 1923 to provide that when
voluntary subscriptions did not meet
the expenditure incurred by a hospital,
the Local Authority in the area would
be responsible for 40 per cent of
the excess and the Government
60 per cent.
The purpose of this amendment was
to place the burden of the care of
the sick on the people of the area
to a greater extent than previously .
The Hospital Board now consisted
of members nominated by the
Government, the Local Authorities
of the district, and the subscribers.
Objections were made mainly on
behalf of country land-holders who
took the view that the Bill required
them to contribute twice – through
Local Authority taxation and income
tax taxation.

In the early years of this century
public hospitals in Queensland as
elsewhere obtained their funds by
hospital Sundays, button days and
the like, from contributors, and by
subsidies from the Government on
the money collected.

The new system had, as its main
objectives, the planning and control of
hospitals in a particular district, thus
preventing overlapping and multiplicity.
A budget was submitted and the
Local Authority representatives saw
the budget was kept to a minimum
and not overspent. Districting was by
request or by compulsion when the
Government aid was more than
60 per cent.

Under this method of finance the
Brisbane Hospital Committee was
constantly being embarrassed by not
being able to meet its commitments.
In 1917 when the Government was
contributing more than two-thirds of

The next event of interest to you as
administrators occurred in 1938 when
a part-time paid specialist service was
introduced at the Brisbane Hospital
which was now a teaching hospital. In
1936 in a second reading the opinion
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was that “A paid service, even though
a part-time paid service, would enable
us to demand that the doctors be
there on time”. In 1938 the Honorary
Medical Staff made a submission
to the Brisbane and South Coast
Hospitals Board in regard to payment
for their services. It was stated in the
introduction to their submission:
“It cannot fail to be recognised that
a definite change is taking place in
respect to hospital service generally;
whereas at one time the hospital
was an institution for the care and
treatment of the indigent sick it
has largely become an institution
functioning as a most important
section of the public health service and
the tempo of its development in that
direction is undoubtedly increasing.
This is markedly true in respect to
the hospital service controlled by the
Brisbane and South Coast Hospitals
Board since the establishment of the
Board System and the removal of the
financial responsibilities involved in
the upkeep of the hospitals from the
sphere of public and private charity
and the assumption of those financial
responsibilities by Government and
Local Government Authorities.”1
The submission then went on to say
that as the hospital service becomes
a public service, the honorary
system becomes an anachronism. A
committee was appointed to consider
the submission and later that year a
paid part-time specialist system was
introduced into the Brisbane Hospital.
I practised in a hospital in north
western Queensland in 1933 – 34
which was under the control of a
committee. The hospital was always
short of money and saved itself from
being districted by the deficit being
made up by the graziers of the district

at the end of the financial year. But
the budget was always pruned to a
minimum. We were always short of
equipment and hospital maintenance
was kept to a minimum.

Boards while in the teaching hospitals
a representative of the part-time
Visiting Medical Officers’ Association
of the hospital attends Board meetings
as an observer.

An amendment of the Hospitals Act
in 1944 was the biggest advance
in hospital administration made in
Queensland and paved the way for a
free hospital system. Under the new
legislation the Government accepted
full responsibility for capital and
maintenance expenditure of hospitals
and as a result all the members of the
Boards except one Local Authority
member were nominated by the
Government.

In 1946 the Commonwealth
Government introduced legislation
to provide for the payment of 6/- a
day per inpatient if the public hospital
service were given free; and so the
free hospital service for those who
wanted to avail themselves of it came
into being in Queensland. The idea of
a free hospital system was supported
over the years by both sides of the
House and this policy continued with
the change in Government in 1957.
Nor is the policy likely to change even
though this is not now a prerequisite to
receiving Commonwealth Government
subsidy.

The question of medical representation
on Hospitals Boards was raised during
the debate on the Bill and members
were informed it was not intended to
appoint a medical practitioner either
from the visiting medical staff or one
on the recommendation of the British
Medical Association. It was pointed
out that the Medical Superintendent
attended all meetings and acted as
adviser on medical matters to the
Board so there was no necessity
for anybody else. A visiting medical
officer could not become a member
the Board because he was a paid
officer of the Board. Another reason
advanced was that a doctor, during his
medical course, received no training in
business control or any function of the
hospital other than treating the sick.
Following the appointment of the late
Dr H.W. Noble as Minister for Health in
1957, medical practitioners have been
appointed as members of Hospital

And how can Queensland have a free
hospital system while hospitals in other
States must make a charge to remain
solvent or more accurately to keep
going. The only answer I can give, and
I speak as a medical administrator
not trained in accountancy, is by strict
control. At the beginning of each
financial year each Hospital Board
submits a budget to the Department.
This is checked by the officers of the
Under Secretary to see if it is inflated.
Any matters of a medical nature are
referred to the Director-General. An
allocation is then made to the hospital
within the financial resources of the
Department’s allocation by Parliament.
A system of central purchasing
of hospital supplies through the
State Stores Board was instituted.

Exceptions to this are supply from
local sources of food and the like and,
in emergencies, drugs and equipment.
As in any other business, prices are
more competitive because of the
large quantities supplied. A committee
has been constituted to control the
purchase of drugs and equipment.
The members include two professors
of surgery, the professor of medicines,
two specialist physicians and a
specialist surgeon who are medical
superintendents of hospitals, a
pharmacist, and the DirectorGeneral as chairman. A hospital
pharmacopoeia has been issued and
if a drug not in the pharmacopoeia is
required, the order with an explanation
as to why it is needed in preference
to approved drugs is referred to the
Committee who gives its decision.
This results in a great saving in drug
costs. When surgical instruments
are asked for, the same procedure is
carried out. In giving consideration to
surgical instruments, the Committee
takes into account, whether the
procedures for which the instruments
are required should be carried out in
a particular hospital. There are fifty
one-doctor towns in Queensland and
the experience of the doctor and the
nursing staff in these hospitals is so
limited that except in emergency it
is in the interests of the patient to be
transferred to a base hospital where
specialist attention is available. The
instruments are refused under these
conditions. The Government accepts
responsibility for the cost of transport
if the patient cannot afford this. Since
the establishment of this committee,

It might be good medicine
but not good health
RACMA December 2007
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I know of no occasion when its
recommendation has been refused.
There have been instances, for
example, when expensive equipment
such as used in neurosurgery or
cardiac surgery has been deferred
because funds have not been
available at the time but the equipment
is eventually supplied. The result of
this control is that neurosurgical units
and cardiac units are not established
in all the large metropolitan hospitals
as a status symbol.
Hospital boards have their own
architects but before plans can be
prepared for the construction of new
buildings or improvements to new
building, approval must be given by
the Department. Before the plans
go out for tender they are referred to
the Department for approval. There
is a committee of two doctors who
are hospital superintendents, an
architect, an engineer, a nurse and
departmental officers, to consider
these. After tenders have been called
and received they are referred to
the Works Department to see the
tender is not excessive. I do not know
the procedure in other States but I
do know, as a result of the control
exercised in Queensland, there is a
saving of large sums of money.
The amendment of the Hospitals Act
in 1946 was most important to the
doctors responsible for administration
in hospitals, that is, the Medical
Superintendents, because regulations
were gazetted, following its passage,
defining the responsibilities of the
Secretary or Manager who was a
permanent head of the Administration
Finance and Works Branch of the
Board, the Medical Superintendent
who was permanent head of the
Medical Services Branch, and the
Matrol who was permanent head of
the Nursing Services Branch.
18
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The regulations state the Medical and
Nursing Services Branches will be
responsible to the Board in regard to
the treatment of the sick. The reasons
I mention this is it is so often heard
that the Secretary runs the hospital.
This is not so in Queensland. Each
of the permanent heads has his
responsibilities defined by regulation
and they are require to co-operate with
each other. The onus is placed on the
Chairman of the Board by regulation
to see they do. A tactful chairman has
a happy hospital. I have found that
generally the three permanent heads
work as a team. If difficulties do arise
they are found in the smaller hospitals
where there is a young doctor who has
just completed his first hospital year
or two or a young secretary who has
been a secretary for the same period.
Matters are usually easily adjusted.

Medical Superintendent is the senior
officer and any lack of courtesy or
want of attention on the Secretary’s
part to the requirements of the Medical
Superintendent should be sternly
dealt with by the Chairman of the
Board. On the part of the Medical
Superintendent it should be his duty
carefully to avoid any action which
would tend to subordinate discipline
amongst the staff of the Hospital who
are under the control of the Manager
or Secretary directly or through some
head of a section. The first duty of a
Medical Superintendent is towards the
patients and a lack of attention to want
of knowledge of the patients’ needs
would not be compensated by a close
attention to the duties that should
be efficiently performed by an officer
under the control of the Manager or
Secretary.”

In order that the Chairman of the
Boards would understand the policy
of the Government in regard to the
relationship of the three Branches with
each other, the Minister of the day
wrote a personal letter to them
as follows:

At departmental level it has been my
experience that the Under secretary
who is responsible for hospital
administration referred matters of a
medical nature for my opinion and
recommendation.

“In relationships of the Manager or
Secretary, the Medical Superintendent
or the Matron, I think that the Medical
Superintendent should be recognised
as the head of the hospital and
the Manager or Secretary’s duty
is to provide him with as efficient
service as possible for the smooth
working of the Hospital. I would point
out, however, that the Manager or
Secretary is not under the control of
the Medical Superintendent and has
many other duties besides those
pertaining to the Hospital as such
and takes his instructions from you
as Chairman of the Board. It is the
Secretary’s duty, however, clearly
to recognise that in the Hospital the

I have found, where differences have
occurred in hospitals, most are due
to failure to understand that there is
only a limited amount of money and a
secretary cannot give what he hasn’t
got. In an emergency he can make
purchases to meet the emergency
and get departmental approval later,
otherwise he must stick to his budget.
I have advised new Medical
Superintendents to write to me if they
have any doubts. Usually these doubts
are the result of misunderstanding and
can easily be resolved.
Another amendment was in regard to
the appointment of medical officers.
This required Hospital Boards to
advertise all medical vacancies and

A re-organisation of the Health
Department took place in that year
and the position of Director-General
of Health and Medical Services
was created in the place of the
Commissioner of Public Health.
The Director-General was by law
responsible for the administration of
the Health Acts subject to the Minister
and following this amendment he was
given the right of direct access to
the Minister.

refer all applications to the DirectorGeneral for investigation and report
by him. The Board could then
accept this or not as it thought fit.
Where the hospital was a teaching
hospital, the Director-General was
to be assisted in his investigation by
two representatives of the University
and two of the Hospital Board. This
committee replaced the Hospital
Medical Advisory Committee of the
teaching hospitals.
I can remember only three occasions
where a hospital board did not want
to accept my recommendations. Two
were resolved after I gave further
reasons for these. The third was the
filling of a part-time visiting obstetrical
and gynaecological position. The
Board desired to appoint their Surgical
registrar, who had supervised the
midwifery while on the staff of the
hospital, as against a specialist. I
submitted my reasons as to why they
should not make the appointment they
desired but they would not alter their
decision. The specialist was finally
appointed following intervention of the
Minister. As a result of this episode,
I was surprised to learn on my return
from recreation leave in 1964 this
section of the Hospitals Act had
been altered making it obligatory for
a Hospital Board to appoint a doctor
approved by the Director-General.

responsibilities. I thought of the conflict
of interests between myself and the
Board members and the delay or
rejection or recommendations which
would follow majority decisions in
favour of a measure which I wanted to
be implemented, and I took no action.
I was supported in this by reading
at that time a statement of Edmund
Burke, and I quote:
“Those who carry on great public

‘‘

schemes must be proof against

It has largely
become an institution
functioning as
a most important
section of the public
health service

‘‘

The Queensland State Health
Department was created in 1900
with the passage of the first Health
Act. It provided for the appointment
of a Commissioner of Public Health
and a Board of Health of three
doctors and two laymen to advise the
Commissioner. It would appear from
the Annual Reports, the Board ceased
to be active after 1907 but the section
of the Act creating it was not repealed
until an amendment in 1934.

its members would share some of my

Previously the Commissioner of Public
Health had been responsible to the
Minister through the Under Secretary
who jealously guarded this.
I was appointed Director-General in
April, 1947. For the first six years in
this position I worked with an Under
Secretary who had been trained in
the old tradition. Conflict occurred
between us but our disagreements
were not serious. Since 1952 when an
Under Secretary was appointed who
had not trained in the Department,
the co-operation between us was
excellent and any differences were
easily adjusted. This continued until
retirement in 1967.
I gained little experience in medical
administration prior to being appointed
Director-General. It was because of my
inexperience I gave consideration to
recommending the re-establishment
of a Board of Health, my reason being

the most fatiguing delays, the most
mortifying disappointments, the most
shocking insults, and, what is worst of
all, the presumptuous judgments of
the ignorant.”
My decision resulted in my being
called a “bureaucrat” or a “little
dictator”; my only objection to the
latter term was the adjective “little”.
Should the permanent head of a
Health Department be a medical
practitioner or a lay administrator,
using this term in relation to medicine?
Until recently the Department of Health
was called the Department of Health
and Home Affairs and included at
different times the administration
of activities such as police and
prisons. The permanent head of the
Department is the Under Secretary. He
is directly responsible for the financial
control of the Department and for the
administration of hospitals and the
non-professional departments which
are under the direction of the Minister.
Policy decisions of the Government
are conveyed by him to the Health
and Medical Services and he is
responsible for budgets, expenditure,
and accounting of all sections of
the Department.
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The Director-General is responsible for
the Health and Medical Services. This
includes the Psychiatric Services in
addition to other sections of a health
department and the Directors of each
section report directly to the DirectorGeneral. I expected them to keep me
informed of any matter of importance
in their departments so that I could
advise the Minister and particularly of
any difficulties or complaints wich were
likely to receive publicity, otherwise I
gave them a free hand until something
went wrong.
It was in the field of estimating
the financial requirements for the
next financial year that differences
occurred between the administration
and health services. Treasury would
advise the total sum available to
the department and I would be
advised of the allocation to Health
and Medical Services. Any additional
money allotted has been in the form
of a percentage increase based on
the previous year’s expenditure and
was insufficient to cover rising costs
and expansion. This meant some
particular scheme dear to a director’s
heart had to be deferred, often for
more than one year. He would see
the large amount given to hospitals
which obviously had to be maintained
and would pass remarks such as “It
might be good medicine but not good
health”. The Under Secretary would be
criticised as he had the responsibility
of hospital administration and it was
thought that this was the reason why
hospitals appeared to receive more
than their fair share of the money
available. This criticism was unjustified
– Solomon himself would not satisfy
my medical colleagues at estimate
time. Apart from criticism at this time
relations between the two sides of the
department have been most cordial.
20
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The question as to whether a
medical man should be head of the
Department, using the Commonwealth
Health department as a example, has
been raised in the past. In my opinion,
under Queensland conditions, it is
better for the permanent head to be
a person who has had experience
in business methods. Until now this
experience has been gained in the
Public Service but it does not follow
this will always be so. He has started
at the bottom and worked through
various activities of the service. It
should be remembered that Schools
of Administration have only been
established in recent years. And with
the establishment of the Australian
College of Medical Administrators, my
opinion could change as a result of
the teaching which will be given by the
College but the course must be taken
early in the career of the prospective
administrator so he can apply it to his
everyday work.
There is only one proviso I make in
regard to my opinion and that is the
Director-General must have direct
access to the Minister. He must be
able to take any difference of opinion
to the Minister for determination.
I am grateful to the assistance given
to me by the Under Secretaries with
whom I have worked. I have had few
occasions where differences could not
be resolved by discussion. Whenever
I sought their advice on any problems
I have found them most helpful and
most co-operative.
Another departmental activity which I
am pleased to have been associated
with was the Flying Surgeon Service.
After the war, hospitals in one-doctor
towns could not obtain doctors.
Scholarships were given to students
who desired to do medicine on the

condition they undertook to serve in
these isolated situations for a period
of six years after the compulsory year.
They were obviously inexperienced but
they did give the people in these areas
some security. In 1958 I accompanied
the late Dr H.W. Noble, who was
then Minister for Health, on a tour of
inspection of these hospitals and the
opportunity was taken to learn of the
conditions under which these doctors
worked. They were doing a grand
job limited only by their inexperience.
Surgical help and lack of a doctor
with whom to discuss patients were
their main complaints. Dr Noble
was impressed and on his return to
Brisbane he recommended to Cabinet
that a surgical team consisting of a
specialist surgeon and an anaesthetist
with a Cessna aeroplane available
twenty-four hours a day be established
at Longreach to give clinical support
to these isolated practitioners. The
team is on call seven days a week
for emergencies, and routine monthly
visits are made to carry out cold
surgery and consultations on any
patient about whom the doctor is
worried. This service, which should
not be confused with the Flying Doctor
Service, has resulted in saving the
lives of many patients who would
otherwise have died.
It is my opinion that it will be in the
care of the aged that the biggest
advance in public health in the future
will be made. In the Royal Brisbane
Hospital and the Princess Alexandra
Hospital, approximately 40 percent
of the patients in the acute beds are
over 65 years of age. Many suffer from
diseases, the nature of which requires
a long stay in hospital. This means we
shall eventually have to divert more
hospital beds to this type of patient or
re-orientate our thinking to allow them
to remain in the community.

A scheme for the domiciliary care of
patients is practised elsewhere and
could function here if the necessary
financial assistance and staff were
available. It would not be unreasonable
to expect the Commonwealth
government to provide this as it would
be saved the bed subsidy it now pays
towards the care of inpatients.

physiotherapy and occupational
therapy are arranged by the hospital if
the patient cannot afford these.
This service from the hospital financial
point of view is considered worthwhile
because in 1958 it cost the hospital
$US 3.50 per day compared with
$US 27.00 per day for the care of
an inpatient.

‘‘

I saw such a home-care plan
functioning when I visited the
Montefiore Hospital in New York.
This institution has both acute and
chronic beds and a large percentage
of the patients are the sick aged.
Hospitalisation of a patient is avoided
if he can be cared for at home with
support from the hospital.
If hospitalisation is necessary the
patient is discharged when he has
reached a stage of recovery where
he can be cared for by the home care
programme.
The doctors attached to the home
care division care for inpatients,
outpatients, and home care patients
as part of each day’s work and each
follows his patient from the ward to the
home. The patient is visited by a social
worker, a hospital doctor is always on
call; consultants are available; and
medicine, hospital beds, wheelchairs,
and anything that helps the welfare
of the patient are supplied if the
patient cannot afford these. If he can
afford a private doctor, the hospital
co-operates with the doctor. Nursing
is carried out by one of the voluntary
nursing services and if necessary

The first duty
of a Medical
Superintendent is
towards the patients

‘‘

It has been the policy in Queensland
to admit to hospital, if recommended
by a doctor, any patient requiring
medical care which cannot be given
at home without some assistance. The
patients themselves would prefer not
to go to hospital.

The team at the Geriatric Unit of the
Princess Alexandra Hospital has
carried out a scheme somewhat
similar to this. A private doctor might
be concerned about his elderly patient.
He asks for a consultation and one of
the medical staff visits the home to see
the patient. If admission is necessary
he is kept in hospital until he is
rehabilitated to a degree that enables
him to attend to the activities of daily
living. The patient, on discharge, is
referred back to his private doctor. If
his condition deteriorates, a further
consultation in the home might be
requested followed by re-admission of
the patient to hospital.
During the first week after discharge
a public health nurse visits the home
to advise the family on the care of the
patient and to observe his progress.
She arranged for any nursing
necessary to be carried out by one
of the domiciliary nursing services.
She recommends the purchase of
supporting equipment such as a
wheelchair, and other assistance such
as “Meals on Wheels” or home help if
indicated. If necessary the patient can

attend the day hospital transport being
arranged by ambulance.
Long stay patients in the Geriatric Unit,
instead of being in hospital for months,
are discharged after an average stay
of six to eight weeks.
I have been very happy in my work
as a medical administrator. When
I joined the Department I thought,
in my ignorance, that preventative
medicine and curative medicine were
two different disciplines. I realise today
they cannot be separated.
Terris summed up the position when
he wrote:
“Today when public health is
concerned with all disease whether
communicable or not, the isolation of
preventative from therapeutic medicine
is no longer accepted. Prevention
is considered applicable not only to
disease occurrence but also to the
progress of disease and disability,
and it is recognised that therapeutic
services often fulfil preventative
functions. Public Health is now defined
as the community organisation of all
health services whether concerned
with prevention, therapy,
or rehabilitation.”2

1

Reorganisation of Medical Staff,
Brisbane Hospital, 1938.

2

Terris, M. (1963) “The Comprehensive
Health Centre”,
Public Health Reports U.S. Dept.
Education & Welfare, 78: 861
RACMA December 2007
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Victoria’s credentialling
and scope of practice policy
The policy has been developed with
considerable input and support from
clinicians and medical managers.
Credentialling and scope of practice
issues have received considerable
publicity in recent years, with concerns
over patient safety. A robust and
appropriate credentialling and scope
of practice process for senior doctors
is a central plank in the provision of
high quality patient care. The policy is
available at http://www.health.vic.gov.
au/credentialling/.

Dr Grant Phelps

The Victorian Department of Human
Services has developed a statewide
policy to assist hospitals and clinicians
to undertake credentialling and scope
of practice processes for senior
Doctors appointed to public health
services. All public hospitals in Victoria
will now need to utilise this policy. The
work builds on the Australian Council
for Safety and Quality in Health Care’s
National Standard for Credentialling
and Defining the Scope of Clinical
Practice 2004, and work done
previously in rural Victoria.

‘‘

All public hospitals in
Victoria will now need
to utilise this policy

What does this mean
for our patients?
Patients will be assured that patient
safety is being supported through
ensuring that:
• Senior Doctors appointed by
public hospitals have been through
a thorough process of ensuring that
their skills and experience match
the patient’s clinical need.
• Hospitals providing clinical services
are properly supporting their medical
staff in the provision of services.

What does this mean
for Medical Administrators?
The policy has been developed with
the assistance of an expert working
group containing a number of
experienced Medical Administrators
and Clinician Managers.

‘‘

• Medical Administrators can be
assured that the Department is
committed to this process being
medically led. This is strongly
built into the policy and the National
Standard which informed this work.
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• Medical Administrators in larger
organisations should consider
developing service level medical
management models to assist
in this process.
• The policy provides support to
Clinical Leadership at all levels,
and represents a significant
opportunity for Medical
Administrators to build on
existing relationships with their
clinical staff, through ensuring
a two-way dialogue around service
development and service delivery.
• Medical Directors will need to
ensure that their processes meet
the policy requirements.
An organisational readiness
check list is included on the
above website to assist with this.

What does this mean
for Senior Doctors?
The policy is strongly supportive
of Medical Practice, and indeed,
recognises that Doctors are central
to care delivery and the development
of clinical services. The policy does
this by:
• Ensuring that credentialling and
scope of practice processes are
medically led. The policy is strongly
supportive of doctors in Clinical
Leadership positions.
• Ensuring that, where doctors have
a scope of practice to undertake
a certain activity, the doctor is
properly and fully supported by
the organisation in the provision
of that activity.

Management
practices
that work
• Ensuring that doctors are actively
involved in service planning and
development, by ensuring
that clinical services match both
community demand and medical
skill sets.
• Ensuring that Doctors interests
are represented in credentialling
and scope of practice processes,
by ensuring appropriate
independent peer involvement in
committee and other organisational
processes. In addition, the policy
entrenches appropriate independent
appeals processes.
• The policy supports ongoing
professional and clinical
development in that jointly agreed
expansion of scope of practice
requires organisational support.
• Where doctors work across a range
of hospitals, the credentialling
element should be able to be
shared. Scope of practice issues
will however need to be clarified at
each organisation, as an individual’s
scope of practice may vary in
organisations of varying capability.
• Doctors who wish to introduce new
techniques will need to take those
techniques through organisational
credentialling and scope of
practice processes, to ensure that
the technique is appropriate for that
organisation, and to ensure that the
organisation has the staff and other
capabilities required to undertake
that technique.

What does this mean
for organisations?
Hospitals have a range of processes
for Credentialling and Scope of
Practice. This policy will provide a
baseline or standard for hospitals to
follow. The policy will provide benefits
to organisations through:
1. The active engagement of senior
medical staff in service planning
and service development.
2. Ensuring that service delivery is
a shared activity, supported by
both hospital and medical staff.
3. Reassurance that doctors
appointed to the hospital are
appropriately skilled for the task
4. Reassurance that doctors appointed
to the hospital undergo regular
review to ensure that their scope
of practice continues to match
organisational need and capability.

Further information
For further information, please contact
Jeannette Bell, Department of Human
Services, Quality and Safety Branch on
(03) 9096 9030 or jeannette.belll@dhs.
vic.gov.au.
Dr Grant Phelps MBA FRACP
MRACMA Gastroenterologist and
Clinical Leader: Department of
Human Services, Victoria.

What makes businesses
perform well?
A McKinsey team analysed
upward of 100,000 questionnaires
to uncover the practices of 400
business units in 230 companies
around the world. The team
eventually arrived at one winning
combination: clear roles for
employees (accountability), a
compelling vision of change
(direction), and an environment
that encourages openness, trust,
and challenge (culture). Nothing
else came close in improving
organizational performance.
If you are interested to read
more about this view it at http://
www.mckinseyquarterly.com/
newsletters/chartfocus/2007_
09.htm

The McKinsey Quarterly
Chart Focus Newsletter
September 2007
The November 2007 online
McKinsey Quarterly also an article
called, “Innovative Management:
A Conversation with Gary Hamel
and Lowell Bryan” that can be
viewed at
www.mckinseyquarterly.com/
Strategy/Innovation/Innovative_
management_A_conversation_
between_Gary_Hamel_and_
Lowell_Bryan_2065_abstract
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Coroners:
How well do they do their job?
Additionally, many people look to the
Coroner to assist in the prevention
of death and injury. This role is often
not made explicit. However, coronial
inquests are often the subject of
significant media attention. When
making their findings, coroners may
choose to take advantage of this
attention and highlight what they see
as the preventable aspects of a death
under investigation. This may include
public health and safety concerns. In
some States, the Coroner also sends
copies of findings to institutions and
professional bodies that the Coroner
considers might benefit from review
of the findings.

The Coroner’s roles

In many States, the Coroner’s office
also has resources to assist in
epidemiological reviews of death
records. These reviews investigate
whether underlying patterns of death
are occurring, for example due to
faulty products. A database of deaths
reported to the Coroner, known as the
National Coronial Information System
has been recently set up in order to
assist such investigations.

Formally, the Coroner’s role is to
assist in the recording of death by
determining:
• the identity of the deceased,
• how the death occurred and
any circumstances of death, and
• any other particulars needed
to register the death.
All deaths that are sudden or
unexpected, or where the deceased
is unidentified, or occur while the
deceased was under the care of
the government are to be reported
to the Coroner for investigation and
findings in relation to these issues.
Information may be obtained through
police investigation, through autopsy,
or through the evidence of witnesses
at a coronial inquest. Coroners provide
this information in the form of findings,
which may be formal (following an
inquest) or informal (following a
police investigation).
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When reviewing deaths associated
with the provision of health services,
many coroner’s offices are also
assisted by medical practitioners who
will comment on the care that the
deceased has received, and whether
any clinical failures are immediately
ascertainable. These practitioners
reinforce confidence in coronial
investigations by independently
overseeing and commenting on the
provision of health services.

Are these roles
being fulfilled?
Given these expectations and
resources, surprisingly little
research has been done into the
whether coroner’s inquests, or the
recommendations they generate, have
actually reduced death or injury rates.
In many ways, coronial findings involve
an ongoing discourse. Allegations that
institutions do not follow a coroner’s
recommendations are met with claims
that the recommendations are not
worth following.

‘‘

The Coroner’s Court
fulfils a vital role
in harm prevention
in Australia

‘‘

The role and value of the
Coroner has been the subject
of commentary in recent times.
Members whose institutions
have been party to a coronial
inquest will be aware that the
experience often requires
significant investment of time,
emotion and money over a
period of many months and
even years. Given the cost, it
is worth asking what is being
produced, and whether these
products are worthwhile.

Many people have expressed concern
about the lack of rigour in relation to
coronial findings recommendations.
Concerns include allegations
that the findings lack rigour, and
recommendations are not based
on empirical studies that prove
effectiveness or practicality. To some
extent this criticism is justified, but
the institution of the coroner can only
evolve if coroners have the opportunity
to learn about the applicability and
success of their recommendations.
This opportunity is lost if parties can
pick and choose whether or not to
comply with (or even respond to)
such recommendations.

Conclusion
The Coroner’s Court fulfils a vital role
in harm prevention in Australia. It is the
only institution can consistently draw
attention to ‘diffuse disasters’, which
occur when injury or death is spread
around the country and might
therefore fall under the radar. Diffuse
disasters might involve faulty
appliances (such as medical devices),
design defects (such as the building
and construction services) or risky
behaviour (drug taking eg. methadone).

More generally, one of the primary
concerns that many people
participating in an inquest have is
to ensure that similar deaths might
be prevented in the future. From this
perspective, an inquest is a waste of
time if the resulting recommendations
could be ignored by those to whom
they are directed. In Victoria, a
2006 Parliamentary inquiry has
recommended that government
departments and agencies, as well as
other groups specifically ordered to
do so, be required to respond to the
coroners’ recommendations within six
months of them being made.

A more general concern is that
coroners’ decisions are difficult to
obtain and analyse. At the time of
printing, only South Australia provides
a central reserve of decisions that
can be searched by subject matter.
As such, the only ways in which
a person might become aware
of relevant recommendations is
through the media or through a lucky
connection with any bodies to whom
the recommendations were sent (and
the abovementioned newsletter in
relation to deaths involving medical
care). From an institution that
frequently focuses on the systemic
causes of a death, this defect in
systems of disseminating information
is a considerable oversight.

As an institution, there are two ways in
which the coroner’s court can evolve
to better fulfil the harm prevention role.
The first is to increase the number
and scope of tools that the coroner
can use. For example, governments
could expand the circumstances in
which deaths must be reported to the
coroner, or provide more resources to
conduct investigations and statistical
analysis. The second is to refine
the process of investigation and
publication that occurs in relation to
deaths that are already reported.
If harm prevention is the most
important function of the coroner, the
answer is not more data. Arguably,
putting pressure on institutions to
respond to inquests in a constructive
(rather than defensive) way and
monitoring the applicability of
recommendations will do more to
prevent harm. Given the stress and
resources consumed by investigations,
it is hope that the institution is effective
at reducing harm, and not content with
merely than producing headlines.
David Ruschena, Consultant,
Health Legal
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Reflections on the 6th quality
colloquium at Harvard University
When attempting to evaluate
implementations of clinical governance
in the UK and the elements associated
with success a team of reviewers found
that a combination of Structure, Process,
Outcome, Culture and Knowledge
(Dr SPOCK) were more effective than
Structure and Process alone.

Structure

Harvard University.

September 2007
An Executive Education Course
on Patient Safety, Healthcare
Quality Enhancement and
Medical Errors Reduction
for Healthcare Executives,
Clinicians and Patient Care Staff
Organisers of quality-focussed events
hope for effective implementation
of something learned within a short
period of time : “What can we do next
week?” The chairs and presenters at
Boston hit the ground running and
maintained the momentum. A barrage
of stories around patient care sent a
powerful message about the need to
improve patient safety. It was all about
challenging the excellent and already
committed participants to do more.
Reflecting on this very special
experience, and mindful of the College
readership, the following analysis uses
an enhanced Donabedian framework
to help evaluate the approaches to
successful implementations based on
events at the Colloquium. Of course it
is hoped that the report will be of more
than passing interest.
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The use of the beautiful, historic
and prestigious Harvard University
Annenberg Hall and Saunders Theatre
in the City of Boston at the right time of
the year was a good start. So was the
gathering together of some of the best
American and International Quality
and Patient Safety activists. The
participants were lovely people and
the facilities excellent. The acoustics
were surprisingly very good.
The content was as expected,
combined sessions with the “big
names” and then alternative
concurrent programmes later in the
day. Unfortunately no breakout groups
or workshops were programmed so
there was little opportunity to tap into
the collective wisdom and experience
of which there was an abundance.
It was a pleasure to meet well known
medical writer Dr Paul Barach,
Associate Professor, College of
Medicine and Public Health, University
of South Florida and observe his skilful
management of the proceedings.

Process
For me, and I expect for many, the
unforgettable encounter with Arthur
Miller, Bruce Bromley Professor of
Law at Harvard Law School. would
be key to developing the Colloquium
Culture and enhancing the Colloquium
outcome. Walking around the
large auditorium at the start of the

Colloquium, with a microphone around
his neck and another in his hand (the
other hand holding a mug of coffee)
he stopped at random, handed the
microphone to participants and
interrogated them. Questions were
asked: who are you, where are you
from, what do you do, what are your
expectations and the like. The banter
provided plenty of laughs and food for
thought including shared context.
There were stimulating presentations
from such luminaries as Davis
Balestracci who visited Australia
recently and mixes good old fashioned
common sense with uncommonly
good sense – on this occasion
looking at the use and misuse of
data. From a variety of activists there
were harrowing stories which drew
participants – as stories do - into the
real world of adverse events. Videos,
data, photographs, readings and
survivors provided a kind of immersion
which was almost too much to bear
at times. A Urologist, Dr Sanjaya
Kumar, President and Chief Medical
Officer, Quantros, Milpitas, CA, and
an academic Karen Berntsen who
are interested in typography, visual
organization, and the relationship
between the spoken word and the
written word introduced their book
Fatal Care and The Patient’s Guide to
Preventing Medical Errors. They had
been encouraged by the significant
success of a recent book “How
Doctors Think”, by Jerome Groopman,
(2007 Houghton Mifflin Boston), and
hoped to emulate that success using
true patient stories. They analysed
the characteristics of some very
successful works of fiction and applied
their findings to what they hope to be
a best seller. A very sincere couple
and a very interesting project.

Of course many excellent
presentations on Leadership and
Systems were in evidence, they were
mostly interesting, well explained and
supported by success stories.
A supplementary process, the
Patient Safety Certificate program
started before, and ended after
the Colloquium. If enrolled on the
program, one worked through the
pre-reading, attended a training day
before the Colloquium, participated
in a combination of “compulsory”
presentations and hopefully passed
the online examination within 90 days
following the program.
Networking amongst participants is
always an important process during
conference type events. Visitors
included those from Holland, Australia,
South Africa, Israel, the UK, to name a
few and South America. (Who would
have thought a few years ago that the
Colloquium would be learning from
South American presentations?)

Outcome
I believe that a number of presenters
felt good about their contributions.
Participants developed heightened
awareness of the scope and tragedy
of adverse events, the need to do
more in the way of prevention and in
victim support (clinicians, patients and
families are all in this sense victims.)
Good vibrations will almost certainly
ensure an even larger attendance at
the Colloquium in 2008.
Just when everyone thought it was
safe to gather for the closing session
the “man with the mug” reappeared!
This time he wanted to know what
people had learned what they were
going to do by next week, what they
still wanted to learn. It was a wonderful

closing event: there was reflection,
there was more bonding it was more
than an output it was an outcome.

Culture
Although diverse in so many ways,
those present had common desires
if still a range of perspectives. So it
was easy to engage with each other
and everyone was keen to share
successes and failures. One cannot
think about leadership without also
thinking about culture. There were
many stories participants could take
away and integrate with their efforts to
change cultures in their workplaces.
If a sensitive and positive culture is
a success factor for implementation
then the future for patient safety looks
good. The fact that story telling was so
much a part of this year’s Colloquium
also speaks well of the local event
and the chance of successful distant
outcomes.

Knowledge
In its broadest sense, Knowledge
Management encompasses the
generation or discovery of knowledge,
sense-making, broadcasting,
application and evaluation. These
were all covered one way or another
along the way. There was a great deal
of data presented, not always easy to
make sense of, but, often supportive
of a position or a process. Some of the
stories encouraged reflection which
has a relationship to sense making.
Overall the stories were a major part
of the Colloquium and must have
increased knowledge.

Implementation
What can we do by next week?
How about establishing a culture
(“the way we do things here”) which
includes listening to patient’s stories
- or patients’ families’ stories? No we
cannot establish a culture by next
week; but we can start. Before you
next run a Root Cause Analysis get
one of the members to spend time
discussing the incident with the patient
and/or family and listen to their story.
You will almost certainly be amazed
at what you will discover and you will
bring knowledge to the RCA.
As at so many quality focussed
meetings “middle managers”, whether
medium rare or medium well done,
comprised a significant proportion of
participants. One might summarise
their response to the ideas and
enlightenment which they absorb
as “I wish my manager/supervisor/
director/boss etc could hear this”.
Sadly so many leave conferences full
of enthusiasm but having insufficient
leverage in the organisation to make
things happen. Indeed a speaker at a
previous Colloquium described how
he had asked numerous CEOs and
very senior managers and clinicians
if they were leading quality. Every one
gave reasons why it was not them.
“Quality is nobody’s baby” he said.
This is probably changing but middle
managers or their equivalents need to
be listened to and supported just as
much as patients.
I would recommend the 8th Quality
Colloquium August 24-27, 2008
http://www.qualitycolloquium.com/
Dr Gerald Moss MRACMA
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Increasing resilience
through productive reflection
The Royal Australasian College
of Medical Administrators
(RACMA) has been provided
with a grant under the auspice
of the Support Scheme for
Rural Specialists (SSRS),
Round 7.

1

Poor access to quality training
and professional isolation are
reported as major disincentives of rural
practice. Research has indicated that
specialists practising in rural areas
want to access a variety of training
activities but are restricted due to time,
financial and workload commitments.
Colleges have also reported concern
about the impact of this isolation
on maintenance of professional
standards.

2

The SSRS has been developed
to address these concerns and
aims to support cost-effective and
accessible approaches to training that
target the specific professional needs
or rural specialists.

3

The Support Scheme for Rural
Specialists (SSRS) is funded by
the Australian Government Department
of Health and Ageing and managed
by the Committee of Presidents of
Medical Colleges (CPMC.)

4

In this RACMA workshop
the approach is to explore and
communicate examples of resilience
by medical managers and specialists
who have made a lifestyle choice to
work in rural areas.

5

This evidence-based project
will commence with a phone
conversation lasting about 10 minutes.
The feedback will be documented
in a confidential database for overall
research analysis.

6

The team, headed up by Dr Alan
Sandford will visit rural sites for
a two hour exploration of the rural
experience. A strong supporter of the
project is Mohamed Khadra, a former
professor of Surgery with a varied
career in Education and Medicine here
and overseas, and will be involved in
some of the visits.

7

Vignettes from his recent
book ‘Making the Cut’
(Random House Australia) will be
provided and explored at these
sessions. Mohamed’s forthright
insights and comments are
provocative and interesting and are
sure to provoke debate.
The first workshop has been held
in Shepparton with very positive
participation by eight clinicians.
The program will resume in February
2008 with more workshops. These
will be promoted via the RACMA
and SSRS websites.
Contact officer for this project is
Glenda McLean 0400 338 132 and
glenda@members.oztralia.com
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The clinical ethics resource:
a free on-line text and educational program
encompass a wide range of issues,
incorporate a variety of perspectives,
provide access to a wide literature,
and be readily updatable, flexible
enough to allow individuals to navigate
different paths through it depending
on their interests, and able to be used
in a manner that could suit busy
time schedules.

Paul Komesaroff FRACP, Professor
of Medicine, Director, Centre for
Ethics in Medicine and Society,
Monash University, The Alfred Hospital,
Commercial Road, Prahran,
Victoria 3181.

The moral, legal and philosophical
issues associated with medicine
are widely discussed today in
relation to medical practice and
research and the formation of
social policy. New ethical questions
constantly appear which often attract
intense community interest. There
is a growing expectation that doctors
will possess detailed knowledge
about ethical issues and offer
reasoned responses. While teaching
in ethics is now a universal part of
undergraduate medical curricula,
there are relatively few resources for
clinicians who wish to pursue the study
of clinical ethics at a higher level.
In response to this need, a
collaboration was established in
2005 between various Colleges and
Monash University to establish a short
postgraduate clinical ethics course.
As the project developed it became
apparent that if the course were to
serve the needs of clinicians working
in many different settings a complex
and flexible approach would be
needed. The resource would have to

As a result, we have developed the
Clinical Ethics Resource: an expanding
on-line resource intended to assist
clinicians in their responses to the wide
range of moral, legal and philosophical
issues that arise in practice. The first
version of the resource is now on-line
and your comments, suggestions and
further contributions are sought. The
resource is offered as a service to the
medical and wider communities and
is presented as a series of modules
which aim to provide access to major
currents of thought, arguments and
resources. The material covers a range
of perspectives and is not committed
to any one particular point of view.
The ultimate scope of the resource
is not limited. At this stage, we have
developed modules that cover
issues of life and death, consent and
confidentiality, legal issues in clinical
medicine, ethics of clinical research,
relations with industry and conflicts
of interest, population health, and
organ donation and transplantation.
An additional module dealing with
ethical issues in genetics is nearly
complete and further modules are
being planned.
A key feature of the resource will be
the incorporation of an expanding
“archive” of case experiences
collected in video or text form
from clinicians and other health
professionals in all areas of practice.
This archive is under construction
and will added in the near future.

It is intended that specific learning
programs that meet the needs of
individual clinicians will be defined
within the on-line text. These may be
incorporated within advanced training
or continuing medical education
programs or completed as an
accredited course which we will be
happy to offer.
At this stage, contributions are sought
from interested people to assist
with the further development of the
resource. Such contributions could
take the form of:
• Short articles on particular
subjects relevant to any aspect
of clinical ethics
• References to the literature or
other resources, such as images,
short videos or web site addresses
• Descriptions of cases that illustrate
ethical issues arising in clinical
practice, preferably as 3-5 minute
video clips
• Descriptions of experiences of
patients or carers that illustrate
ethical issues in clinical practice
• Ideas for additional modules or
other suggestions about how to
develop the resource further
• Identification of error, deficiencies,
typos etc. within the existing text.
The Clinical Ethics Resource can be
found at http://www.cems.monash.
org/ or http://mnhs-teaching1b.
med.monash.edu.au/Public/
Clinical%20Ethics/. Contributions
can be sent by e-mail titled “Clinical
ethics resource material” to paul.
komesaroff@med.monash.edu.au.
We look forward to your comments
and suggestions!
RACMA December 2007
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Pathway to Fellowship
with RACMA
The College has reviewed its
pathway to Fellowship following
enquires and suggestions to
document the requirements
and selection criteria.
Fellows are expected
to be able to demonstrate:
• Contemporary knowledge
of medicine, health and
management issues
• Ability to link clinicians
especially medical clinicians,
with health management and
planning functions
• Recognised profile
in the health community
• Skills to lead various clinical
and administrative teams
• Ability to interact effectively
with people at all levels
• Ability to lead safety
and quality initiatives

Minimum Pre-requisites for
Admission to Candidature

• Effectiveness as resource managers

• Medical undergraduate education
in a recognised university

• Maintainers of strong professional
and ethical standards

• Current Medical registration
in Australia or New Zealand

• Breadth of experience

• Three years clinical experience
in Australia or New Zealand or a
comparable health system

• Ability to articulate a vision
and drive improvement
• Ability to encourage and assist
with the education and research
activities carried out in hospital
and health settings

• Access to supervised medical
management experience via a
recognised funded training program
or the holding of a substantive
medical management position for
the duration of training.

Requirements for Fellowship
Once accepted as a Candidate each
person must satisfactorily complete:
1 Approved supervised medical
administrative experience of a
minimum standard of three years
full time
2 Academic studies involving the
award of an approved masters
programme at a recognised
Australian or New Zealand
university or equivalent.
The masters programme should
cover the following subject areas:
a. Health Law
b. Health Economics
c. Health Care Systems
d. Financial Management in Health

Fellowship
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e. Epidemiology and Statistics
f. At least two appropriate
management subjects

3 The candidate must also complete
the RACMA training program.
This program includes:
a. Participation in two College
Workshops in years 1 and 3
b. Participation in the College
preceptorship program

Recognition of prior learning (RPL)
must be approved by Council through
the Censor-In-Chief. The maximum
RPL period given is 2 years.
Once RPL is granted and Council has
approved an application the person
must satisfactorily complete:

d. Oral presentation
at the workshop in Year 3

1 Approved supervised medical
management experience of a
minimum of one year full time
under the guidance of a college
appointed preceptor

e. Submission of three
annual Preceptor Reports

2 Academic studies, at a postgraduate
level, covering the following topics:

c. Submission of a Management
Practice Folio (from 2008)

f. Submission of three
annual Supervisor Reports
g. Successful completion of the
oral Fellowship examination

a. Health Law
b. Health Economics
c. Health Care Systems
d. Financial Management in Health

Recognition of
Prior Learning (RPL)
The College allows some flexibility
regarding duration of training. The
standard minimum duration of training
is three years full time supervised
medical management experience
under the guidance of a college
appointed preceptor.

e. Epidemiology and Statistics
f. At least two appropriate
management subjects

3 Participation in two College
Workshops prior to sitting the
oral Fellowship examination
4 Submission of a Management
Practice Folio (from 2008)
5 Oral presentation
at the second workshop
6 Submission of two
Preceptor Reports
7 Submission of two
Supervisor Reports
8 Successful completion of the
oral Fellowship examination

Recognised
Training Plan
All supervised medical management
experience will be undertaken in a
training organisation that is recognised
by RACMA. The College is reviewing
its processes to “recognise” health
services training organisations where
candidates study.

Further Information
www.racma.edu.au

Very senior medical managers who
have gained vocational registration/
Fellowship in another branch of
medicine and who have at least
5 years experience at a senior
management level may apply for
advanced standing by having this
experience recognised. A senior
medical manager with at least
10 years experience but with no other
vocational registration/fellowship may
also be considered for recognition.
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Membership Update

A warm welcome is extended to all new Members and
Candidates who have recently joined the College:

The College regrets passing
of the following Fellows:
Dr P. Livingstone AO (QLD)

Candidates

Members

Dr B. McCloskey (VIC)

Dr J. Jayakaran (SA)

Dr R. Andrews (WA)

Dr D.N. Fearon AM (VIC)

Dr A Ip (VIC)

Dr Y. Nagree (WA)

Dr J.P. Morris (VIC)

Dr L. Jordan (QLD)

Dr K. Chapman (QLD)

Dr G.C. Hughes (NSW)

Dr S Lumsdaine (NSW)

Dr J. Brophy (QLD)

Dr A. Stoller (VIC)

Dr Susan Lumsdaine

2007 admission of RACMA fellow

Susan graduated
from the first
cohort of the
Graduate Medical
Course at UQ
in 2000. After
completing intern and residency
years at Logan and Coffs Harbour
Hospitals, she commenced
working as a doctor with the Army.
Susan spent three and a half
years in Darwin and then moved
to Sydney 18 months ago. She
holds the rank of Major in the
Royal Australian Army Medical
Corps and will be spending 2008
as a full time student at UNSW
completing a Master of Health
Management. Her interests
include family, singing and
organic gardening.

New Fellow
Apologies are extended to Dr Jo-Anne Karnaghan for omitting her name
from the list of those who passed the 2007 oral examination and received
their testamurs at the 2007 ceremony and Langford Oration, held at the
Holiday Inn, Surfers Paradise.
Congratulations also to Dr Jo-Anne Karnaghan (QLD)

Fellowship testamurs
Since the 2007 oral examinations, the following candidates have also now
completed their medical training requirements. In November, Executive of
Council approved a recommendation from the Censor in Chief that these
candidates have met the requirements for Fellowships. They will be invited
to attend the 2008 Langford Oration to receive their Fellowship testamurs.
Dr Jillann Farmer (QLD)
Dr Stewart Jessamine (NZ)
Dr John Wakefield (QLD)

Please visit the college website at

www.racma.edu.au
or call Kathy Griffiths on 03 9663 4177
to get login and password
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In 2008 RACMA will hold its Annual Scientific Meeting
in conjunction with the Australian Council on
Healthcare Standards (ACHS).
The Meeting will be integrated with

The National Forum on Safety and Quality in Health Care
The theme for the meeting is ‘Safety and Quality is everyone’s Business’

29 – 31 October, 2008
Adelaide Convention Centre

The Call for Abstracts is out.

Please visit the web site at www.racma.edu.au
for further information.

Placements for DMS services
in rural Victorian health services
The call continues for RACMA Fellows, and experienced
clinician managers, who are interested to work on a full-time,
part-time, or locum basis in rural health services Victoria.
We have successfully facilitated a number of short and part-time placements of DMS in rural
Victorian health services. The Secretariat is now maintaining a DMS Work Register, and it is
growing slowly. In fact I would like to hear from more of you who may be interested in such work.
Please complete the form on the web site: www.racma.edu.au in the Rural Health Services section.
The contact officer at RACMA for this program is now Dr Karen Owen.
Please feel free to contact Dr Karen Owen on 9663 5347 or on kowen@racma.edu.au
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List of Fellows –
September 2007
Australian Capital Territory
Austin (AM), Tony K
Baker, Jennifer L
Cheah, David F
De Souza (AM), David
Donovan (ED), John W
Dumbrell, David M
Edmondson, Kenneth W
Elvin, Norman A
Lambert, Rodney P
Langsford (OBE), William A
O’Leary, Elizabeth M
Orchard, Barbara W
Proudfoot, Alexander
Refshauge (AC), Sir William D
Rushbrook (CSC), Elizabeth C
Wells (AM), Ronald H
White, Gordon E
Wilkins (MBE), Peter S

New South Wales
Alexander, Jennifer A
Appleton, Joanne
Baker, Andrew
Bashir (AC), Marie
Bearham (Jnr), George P
Benjamin, Susanne J
Bennett, Andrew G
Bennie, Alexander S
Best (AM), John B
Blizard, Claire M
Blok, Charles R
Boger, John R
Bolton, Patrick G
Boyd, Roger G
Boyd-Irvine, Susan
Brennan, Leonard B
Bull, Robert R
Burnand, Josephine T
Burrows, Donald L
Cable (RFD), Ronald H
Campbell, John D
Carless, Alan J
Catchlove, Barry R
Chan, Steevie S W
Child (AM), Donald S
Cleary (OAM), Maurice P
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Collie, Jean P
Collins, John M
Conley, Jeanette C
Currow, Elwin G
Curteis, Owen G
Curtis, Paul W
De Carvalho, Vasco E
Desgrand, Vincent G
Dewdney, John C
Donnelly, Roy D
Doolan, David
Douglas, Paul
Duggan (AM), John M
Duncan, Darrell J
Ellis, Vivienne M
Finlayson, Peter J
Forster, Susan L
Frost, Gavin W
Gardiner, Brett P
Gibbs, Cedric C
Gilhotra, Jagmohan S
Gillies, Peter S
Gobius, Risto J
Godding, Robyn M
Golding, Stephen J
Graves, Debra J
Greenwell, John B
Grunseit, Barbara A
Guanlao, Luisito P
Haski, Robert R
Hely, Joanna K
Hill, Kim N
Hills, Michael W
Ho, Leong Kit
Hockin (OAM), Ralph L
Holland, Howard J
Hooper, Roger C
Horvath (AO), Diana G
Hoyle, Philip M
Hughes, Geoffrey C
Jones, Roslyn E
Jump, Marie-Antoinette
Karnaghan, Jo-anne E
Kasap, Draginja
Killen, Alice R
Kotze, Beth L
Lander, Harvey
Latta, Alison L

Laughlin, Allan
Lee, Lynette A
Mackertich, Martin P
Mallarky, Stephen G
McDonald, Wayne L
McEwin (AM), Roderick G
Miskell, Sharon
Mok, Anne M
Morey, Patricia S
Murthy, Raghu
Murugesan, Ganapathi A
Niall, Paul D
O’Brien, Lisa J
O’Connor, Nicholas J
Palmer (AM), David H
Pantle, Annette C
Parrish, Mark M
Parsons, Helen
Peters (OAM), Harry
Pilowsky, Eva J
Pisk, Dennis W
Porter, Robert K
Price, Edward D
Reeve (CBE, AC), Thomas S
Repin, George D
Rewell, Ian L
Ross, Bronwen A
Ruscoe, Warwick J
Saave (OBE), Jan J
Sanderson, Russell B
Sanger, Margaret M
Sara, Antony
Scarf, Christopher G
Seidl, Isaac A
Sesnan, Kevin
Shea, Peter B
Shepherd, Webster G
Smith, Denis A
Spencer, Ronald B
Stewart, Gregory
Swierkowski, Piotr
Tindal, Mabel L
Tridgell, Paul K
Vago, Leslie
Vanderfield (OBE, AO), Ian R
Ward, Nicola M
Wasti, Syed F
Waterhouse, Tamsin R

Webb, Freda H
Westphalen, John B
Wills, James T
Woolard, Thomas J
Wooster, Arthur G
Yoong, Helen P
Yu (AM), John S

Northern Territory
Joyce, Brian B
Katekar, Leonie V
Sathianathan, Vinothini I
Wilson (AM), Pauline I

Queensland
Alcock, Annabelle
Alcorn, David
Ashby, Richard H
Baker, Christine A
Bell, Brian L
Brennan, Colin K
Brierley, Stephen A
Bromwich, Christine E
Campbell, Charles B
Catchpole, Michael J
Chick, Pamela H
Coid, Donald R
Cooper, Barbara M
Copeland, Geoffrey
Costello, Gerard J
Daly, Michael P
Devanesen (AM), Dayalan M
Doherty (AO), Ralph L
Donald (AO), Kenneth J
Du Preez-Wilkinson, Gabrielle E
Edwards, Sir Llewellyn R
Emmerson, William B
Evans, David K
Falconer, Anthony D
Fitzgerald, Gerard J
Fitzhardinge, Ruth
Fothergill, John L
Ginsberg, Samuel A
Golledge (AM), John G
Good, Michael
Graves, Judith A
Griffin, James V

Henderson, Alan
Herriott, Bruce A
Hodge, Jonathon V
Holloway, Alison M
Houston, James H
Hudson, Julie D
Jaumees, Kay
Jeffery, Robert J
Jellett, Leon B
Jensen, Graeme R
Johnson, Andrew J
Kennedy, Christopher J
King, Jennifer M
Kitchener, Scott J
Kuehnast, Barbara
Le Ray, Lance E
Margetts, Craig C
Martin, Donald J
Mattiussi, Mark P
McFarlane, Jean F
McGregor-Lowndes, Victor A
Menzies, John W
Miller, Peter M
Montague, Andrew J
Mowatt (OBE), Keith S
O’Donnell, John J
O’Dwyer, Susan M
O’Sullivan, Donna M
Pakchung, David N
Palmer, George R
Pearn (AM), John H
Pegg (AM), Stuart P
Porter, Robert
Powell (OAM), Owen W
Reilly, Robert Q
Russell, Douglas A
Scanlan, Brian J
Shapiro, Ralph A
Shaw, Alexis E
Shearer, Alexander B
Smart, Timothy F
Sparrow, John L
Stuart, Duncan J
Taylor, James R
Thomas, David A
Ulrich, Peter E
Waller (RFD, AM), John P
Waters, Mark F

Weinstein, Stephen
Wilkinson, David P
Wuth, Gregory K
Young, Jeannette R

South Australia
Allan, Barbara M
Barrington, Dianne L
Beal, Robert W
Buttfield, Ian H
Czechowicz, Andrew S
Dowie, Donald A
Farmer, Christopher J
Frewin (AO), Derek
Fuller, Clarence O
Germann, Peter S
Hackett, William E
Hoff (RFD), Lothar C
Jelly (RFD), Michael T
Kearney (AM), Brendon J
Lian-Lloyd, Nes B
McCoy (AM), William T
Morton, Peter G
Mylius, Raymond E
Rozenbilds, Elizabeth S
Scragg (OBE), Roy F
Sherbon, Anthony K
Svilans, Susan E
Swanson, Bruce A
Tideman, Sally
Van Deth, Arthur G
Wagner, Christopher A
Webb, Richenda M

Tasmania
Ayre, Stephen J
MacCarrick, Geraldine R
McArdle, Helen M
McCann, Paul E
Renshaw, Peter J
Ross, Alasdair D
Sparrow (AM), John M
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List of Fellows –
September 2007 continued

Victoria
Ahern, Susannah F
Appleton, William T
Barker, Coralee A
Bartlett, Jennifer R
Batten, Tracey L
Bearham (Snr), George
Bennett, Noel M
Bessell, Christine K
Blake, Douglas H
Boyd Turner, Mary J
Bradford, Peter S
Brand (AM), Ian A
Breheny, James E
Brennan, Peter J
Campbell, David H
Champness, Leonard T
Christie, John C
Cole, Brian E
Collopy (AM), Brian
Davis, Alan S
Devanesen, Sherene
Duncan, David R
Dwyer, Alison J
Egan, John B
Fearon (AM), David N
Flower, Clifford J
Flynn, Eleanor M
Funder, John W
Gallichio, John L
Graham, Ian S
Gray (AO), Nigel J
Griffin, James J
Grogan, Robert S
Gruner, Lee
Gurner, Colin M
Hall, Robert G
Hamley, Lee
Hanning, Brian W
Hillis, David J
Jones, Michael R
Krupinski, Jerzy
Leslie, Peter L
Lubliner, Mark
Maclean, Alison M
Majoor, Jennifer W
Malon, Robert G
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Mason, Elizabeth R
Mathews, Colin L
McCleave, Peter J
McCloskey, Bertram P
McNab, Kirsty
Mead (PSM), Catherine L
Morris (AO), Jack P
Naidoo, Humsha
O’Brien, Peter H
Oliver, Brian H
O’Rourke, Francis J
Osborne, Clifford B
Perrignon, Andrew C
Peyton, Thomas M
Pisasale, Nella M
Power, John M
Ramsey, Wayne P
Ratnayeke, Valentine J
Sachdev, Simrat P
Sandford, Alan S
Schofield (OBE), Graeme C
Scown, Paul W
Sdrinis, Susan
Shepherd (AM), Stuart J
Stoelwinder, Johannes U
Stoller, Alan
Street, Bernard J
Sumithran, T Lakshmi
Sunderland, Ian S
Trevaks (AM), Gad
Trye, Peter J
Tse, Vicki
Wake, Arlene H
Walsh, Laurence N
Warburton, David J
Warton, Robert B
Watson, Sara E
Wellington, Clive V
Wellington, Heather L
Westwood, Geoffrey
Wooldridge (MP), Michael
Yeatman, John S

Western Australia
Bayliss, Colin T
Beresford, Bill W
Carruthers, Kenneth J

Dunjey, Malcolm V
Ellis, Archie S
Flett, Penelope R
Forgione, Nicholas S
Fry, David F
Galton-Fenzi, Brian L
Gill, Jagjeet S
Keating, Darren W
Kelly, Shane P
King (AM), Alan J
Lawrence, Robyn A
Lee, Kwang B (Norman)
Lipton, George L
Loh, Poh-Kooi
Mahmood, Farhat
Masters, Geoffrey H
McNulty (AO), James C
Montgomery, Philip D
Mulligan, Jonathon B
Murphy, Kevin J
Nickel, Norma R
Oldham, David R
Platell, Mark S
Quadros, Caetano F
Roberts, William D
Robertson (CSC), Andrew G
Russell-Weisz, David
Salmon, Mark A
Smith, Darcy P

New Zealand
Allen, Pim (Patricia)
Arya, Dinesh K
Bolevich, Zoran
Boyd, George R
Brenner, Bernard
Chamberlain, Nicholas J
Feek, Colin
Gollop, Bruce R
Gootjes, Peter R
Holmes, John D
Hood, Dell A
Hope, Virginia T
Kelly, Francesca
Morris, Kevin A
Nel, Andre
Patel, Arvind C

Pike, Pieter W
Rankin, David B
Richards, Ruth
Robinson, Peter H
White, Janis M
Young, Wilson W

Overseas
Cheng, Beatrice – Hong Kong
Cheng, Man-Yung – Hong Kong
Cheung, Wai-lun – Hong Kong
Ching, Wai K – Hong Kong
Chiu, Lily – Hong Kong
Choi, Teresa M – Hong Kong
Chow, York Y – Hong Kong
Choy, Khai M – Hong Kong
Davidson, Lindsay A – UK
Fong, Ben Y – Hong Kong

Fung, Hong – Hong Kong
Grimes, Donald – Bahrain
Hedley, Anthony J – Hong Kong
Ho, William S – Hong Kong
Jacobalis, Samsi – Indonesia
Jones, Fredrick G – USA
Kukreja, Anil K – Malaysia
Lai, King-kwon – Hong Kong
Lai, Lawrence F – Hong Kong
Lam (JP), Ping-yan – Hong Kong
Lam Tat Yin, David – Hong Kong
Lee, Shiu Hung – Hong Kong
Leung, Ting-hung – Hong Kong
Leung (JP), Pak-yin – Hong Kong
Lo, Chi-yuen A – Hong Kong
Lo, Su V – Hong Kong
Ma, Hok C – Hong Kong
Mak, Sin-ping – Hong Kong
Marikar, Mahd A – Indonesia

Parker, Ronald – UK
Paul, Gershu C – Indonesia
Rajput, Abdul M – Pakistan
Rees, Neville C – United Arab Emirates
Sannasey, Gummadi – Malaysia
Sathiaseelan, Nagamoney K
– Malaysia
Shaw, Rosalie J – Singapore
Sills, Thomas D – USA
Sin, Jaime Tan – Hong Kong
Singh, Kartar – Malaysia
So, Kathleen – Hong Kong
Spence, Derek W – UK
Stokoe, Philip – Indonesia
Tinsley, Helen – Hong Kong
Tung, Sau-ying – Hong Kong
Walsh, Michael K – Qatar
Wong, Vivian C – Hong Kong
Yeoh, E K – China

Most requested downloads
on the Australian Commission on
Safety and Quality in Health Care website
at www.safetyandquality.gov.au
• National Inpatient Medication Chart
• National Patient Safety Education Framework
• National Guidelines for Credentials and Clinical Privileges
• National Report on Qualified Privilege
• Partnerships for Health in Action: Promoting Consumer and Community Involvement in Health Care Improvement
• Fall Prevention Guidelines (PDF 1715 KB)
• Falls Prevention – Additional Resources
• Better Practice Guidelines on Complaints Management for Health Care Services
• Credentialling and Defining the Scope of Clinical Practice – May 2005

Reference
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List of Candidates –
September 2007
Australian Capital Territory
Curtis, Nicole M
Pelkowitz, Allan R
Seah, Michael T

New South Wales
Ash, Nicole
Beswick, Theresa A
Choudhary, Sachin
Farrow, Glendon B
Fletcher, Nicholas J
Greenberg, Randall
Harris, Anita M
King, Michael R
Lakos, Marc P
Mackinnon, Angus M
McGirr, Joseph G
Moore, Carmel
Olsen, John R
Ramesh, Nadarajah
Robbins, Aphra G
Saker, Stuart B
Sharkey, Sarah E
Yeats, Heidi
Zwatrzka, Nelly

Northern Territory
Arcus, Meredith E
Madas, Eshwar

Queensland
Atkinson, Kathleen
Beck, Christopher J
Brandt, Matthew
Bristow, Peter
Chern, Inglis W
Crawford, Rosalind
Delaney, Darren J
Dines, Amanda J
Duke, Benjamin J
Farmer, Jillann
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Finniear, Karynne J
Golding, Michael
Gopalan, Vinod A
Le Bacq, Frank
Lee-Archer, Matthew
Mistry, Yogesh
Moss, Gerald A
Naidoo, Mellissa
Parmar, Nilesh
Polong, Jose A
Prado, Luis M
Rowan, Christian A
Smart, Tracy
Thomas, Dale L
Trujillo, Monica
Venkatesh Murthy, Shashidhar
Wakefield, John G
Ward, David I

Western Australia

South Australia

Overseas

Brayley, John Q
Lynch, Stuart
Wong, Anthony K

Murray, A Campbell – USA

Victoria
Blakley (CSC), Roslyn J
Cendana-Paiva, Maria E
Cudmore, Gerard P
Damodaran, Saji S
Davies, Glenn A
D’Souza, Russell
Garwood, Mark I
Howlett, Glenn R
Kaya, Yelda
Keetse, Nakedi
Kelly, Catherine B
Loh, Erwin C
Longmore, Peter G
Mohr, Malcolm L
Oakley Browne, Mark A
Reilly, Claire A
Saxena, Atima
Schmidt, Barry K
Sharma, Vishnu
Stafrace, Simon P
Taylor, Michael D

Adesanya, Adesina
Bentley, Peter J
Biyani, Mukti
Bydder, Sean A
Jeremijenko, Andrew M
Robins, Anthony M
Williamson, Geoffrey D
Wong, Kingsley S

New Zealand
Chew, Gerald S
Hulme, Richard I
Jessamine, Stewart S
Johnson, Gloria A
Kerruish, Timothy B
Wong, Deanne L

List of Members –
September 2007
Australian Capital Territory
Buckingham, John M
Dickson, Grahame J
Gatenby, Paul A
Griffin, Robert C
Hallam, Lavinia A
Killer (AO), Graeme T
Looi, Jeffrey C
Mays, Lawrence J
Ross, James A

New South Wales
Abdi, Ehtesham A
Alexander, Ion S
Arthurson, Robert M
Baylis, Martin S
Brown, Katherine M
Brydon, Michael P
Bull, Colin
Byth, Philip L
Challis, Daniel E
Chung, Stephen
Clark, Leon W
Dayan, Linda S
Dennington, Peta M
Ealing, Catherine A
Evans, Lynleigh
Gallagher, Siun
Gatt, Stephen P
Goh, Shyan L
Grace, Julienne
Hanson, Ralph M
Harrison, John A
Ho, Maria T
Ho, Vincent
Kossoff, Lana
Kremer (OAM), Edward P
Lee, Cheok S
Li, Stephen
Liew, Siew F
Mackie, James D
Malik, Mushtaq A
McGrath, Katherine
McInnes, Jennifer E
McLean, Anthony S
Milross, Christopher
Molloy (RFD, ED), William B

Naing, Thaw
Oakeshott AM, Robert J
Olver, Ian
Petersen, Rodney W
Rajkumar, Sadanand
Reppas, Napoleon P
Roberts, John C
Rumma, Pauline
Smith, Michael C
Spencer, Clayton
Stone, Bevan H
Thye, Hsu-Ming
Tiernan, Paul J
Vinen, John D
Way, Raymond T
Wells, John V
White(AM), Leslie
Win, Kyaw

Northern Territory
Delima, Jennifer F
Lum AM, Gary D

Queensland
Allison, Roger W G
Baqir, Yasir A
Buckland, Stephen M
Chinnasamy, Dhamodharan
Choo, Kelvin L
Cleary, Michael I
Colby, Anthony C
Costello, Stephen M
Dascalu, Jack
Davies, Keith L
Emonson, David L
Gabbett, Michael T
Groessler, Adrian J
Joshi, Viney
Killer, Douglas V
Kirubakaran, Meshach G
Lewin, Morris W
Likely, Michael J
Mahlo, Karen L
Mahoney, Mary D
Mansoor, Manadath
McCrossin, Robert B
McGaughran, Julie

Menon, Mahesh
Mottarelly, Ian W
Moyle, Robert J
Nydam, Kees
O’Connor, Clive B L
Oliver, Nicholas W
O’Shea, Barbara F
Quigley, David T
Reddan, Jill G
Rudd, Shaun T
Schedlich, Russell B
Seet, Geoffrey P
Staines, Donald R
Stone, Michael J
Ueno-Dewhirst, Yusuke
Unwin, Alston M
Vecchio, Phillip C
Whiley, Michael
Wilson, John G
Withers, Stephen J
Xabregas, Antonio A

South Australia
Atkinson, Robert N
Baggoley, Christopher J
Byrne (AM, RFD, ED), Peter D
Edwards (OAM), Robert M
Foreman, Mark J
Hale, Claire M
Langlois, Suzanne L
Lethlean, Margaret G
McGee, Roderick I
Misan, David, R L
Penhall, Robert K
Phillips, Patrick J
Roex, Alphonse J
Shroff, Behzad D
Singla, Amita A
Soo, Kenneth L F
Szekely, Suzanne M
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List of Members –
September 2007 continued

Tasmania
Flett, Peter J
Gupta, Bipin K
Hickman, John A
Lamplugh, Ross
Muller, Hans K
White, Craig A

Victoria
Allen, David G
Arumugam, Arumugam A
Barton, David A
Bell, Richard
Bohra, Suresh
Bolsin, Stephen N C
Boyce, Neil W
Brooks, Anne M V
Bryan, Sheila
Burrows (AO), Graham D
Callaly, Thomas
Castle, Robert N
Chan, Thomas
Chao, Michael W
Chau, Roger
Chopra, Prem K
Clarke, Caroline F
Conyers, Robert A J
Cordner, Stephen M
Damodaran, Saji S
Dewan, Patrick A
Dohrmann, Peter J
Drummond, Roslyn M
D’Souza, Russell
Fawcett, Rodney I
Fielding, John M
Fitzgerald, Mark C
Francis, Paul H
Fraser, Simon H
Goh, Eugene
Handley, Paul A
Haughton, Marianne W
Ibrahim, Joseph E
Janson, Adam R
Jefford, Michael H
Jensen, Frederick O
Judson, Rodney T
Kambourakis, Anthony G
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Kilpatrick, Christine J
Lakra, Vinay
Lowthian, Peter J
Lynch, Rodney M
Mudaliar, Selva N
Perera, Mahendra H
Phelps, Grant
Prince, Henry M
Rambaldo, Salvatore
Rodrigo, Rohith V
Rosenfeld, Jeffrey V
Schifter, Denis A F
Shearer, Bill A J
Singh, Ashok K
Smith, Jacqueline B
Snell, Anthony P J
Speechley, Ronald A
Spencer, John C
Steele, Brendan J
Stocky, Andrew J
Tan, Gim A
Van Der Veer, Meindert
Vaughan, Stephen L
Vijayakumar, Kandasamy
Wassertheil, Jeff
Waters, Mary J
Waxman, Bruce P
Weeks, Anthony M
Williams, Daryl L
Williams, Richard A
Wolff, Alan M
Wong, Michael T
Woodhouse, Paul D
Zalcberg, John R

Western Australia
Andrews, Reginald
Barratt, Peter S
Davidson, Rowan M
Davies, Diane M
Graydon, Robert H
Joseph, David J
Keller, Anthony J
King, Benedict P
Langford, Stephen A
Lenzo, Nat P
Mark, Paul D

McGrath, Gregory B
McLaughlin, Virgina A
Nagree, Yusuf
O’Connor, Alan
Raza, Farhana
Rhodes, Helen C
Stokes (RFD), Bryant A
Vaughan, Richard J

New Zealand
Bolotovski, Alexander
Brown, Ian M
Choi, Philip M C
Keam, Susan J
Mackie, Donald S
Rasiah, Rebecca D
Rosman, Johan
Sage, David J
Shirley, Alan J

Overseas
Giele, Henk P – UK
Hawkins, Robert C W – Malaysia
Kisely, Stephen R – Canada
Kishore, Kamal – Fiji Islands
Lam, Tai-Pong – Hong Kong
McEachen, Stuart C – South Africa
Menon, Suresh K – India
Rozen, Leon – UK
Thomas, Adrian P – USA
Waring, Paul M – USA
Yon, Rohaizat B – Malaysia
Zeng, Guang J – China

Support for practices choosing
electronic Medicare claiming
by Medicare Australia
The Medicare claiming method your practice chooses can make a big impact
on productivity, cash flow and patient service.
Recognising the different needs of medical practices, Medicare Australia is offering a choice of two
electronic Medicare claiming options – the internet-based Medicare Online, and the EFTPOS-based
Medicare Easyclaim. Both systems can process bulk bill and patient claims, but there are some
important differences between the two that practices should consider.
Whichever claiming channel you choose, Medicare Australia is offering a transitional support
package for both Medicare Online and Medicare Easyclaim. Key features of the package are:
> Open to GPs and specialists only (excluding pathology)
> Lump sum payment of $750 for metropolitan practices, $1000 for rural practices
> 18 cents for each bulk bill and patient claim transaction processed electronically between
September 2007 and December 2009 (paid quarterly to practices via EFT; first payment in March 2008)
> Access to 90 day ‘pay doctor cheque’ scheme for specialists on claims made electronically
> Separate support for software vendors to help practices connect to online
More than 7,000 practices already use a form of electronic Medicare claiming for bulk bill, patient claims
or both. In September 2007 alone, around 345,000 patients nationwide were saved a trip to a Medicare
office by practices offering on-the-spot claiming.
Visit www.medicareaustralia.gov.au for more information on electronic claiming choices and the
transitional support package. Practices can also call their local Medicare Australia representative on
1800 700 199 or talk to their EFTPOS or software provider.
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Conferences
2008
Australia 2008

Overseas 2008

22-25 January
“Australasian Workshop on Health Data and
Knowledge Management”, part of Australasian Computer
Science Week and addressing current research topics
in health data and knowledge management.
To be held at University of Wollongong, NSW.

17-19 January
2nd International Conference of the Asia Pacific Society
for Healthcare Quality 2008, “Redefining Quality in
Healthcare,” Grand Copthorne Waterfront Hotel,
Singapore.

See www.uow.edu.au/conferences/ACSW08/home.html

http://www.apshq08.com/

5-8 March
13th Ottawa International Conference on
Clinical Competence (Ozzawa), Melbourne, Australia

24-27 January
5th Asia Pacific Medical Education Conference,
“Medical Education in a Flat World,” National University
of Singapore

http://www.ozzawa13.com/

http://medicine.nus.edu.sg/meu/apmec5/

29-31 October
The 2008 RACMA Annual Scientific Meeting will be held in
conjunction with the ACHS National Forum on Safety and
Quality in Health Care, at the Adelaide Convention Centre,
South Australia. Please watch this space for details

11-13 June
BAMM Summer School 2007
30 Aug-3 Sept
Association for Medical Education in Europe (AMEE),
Prague, Czech Republic
http://www.amee.org/documents/AMEE%202008%20Upd
ate%20Flyer.pdf
25-27 September
Annual Conference, Ottawa, The Royal College
of Physicians and Surgeons of Canada
19-22 October
The International Society for Quality in Health Care
25th International Conference, Bella Centre,
Copenhagen, Denmark.
To register your interest email isqua@isqua.org
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