COMMISSION OF INQUIRY NO. 1 OF 2005
MEDICAL BOARD OF QUEENSILAND

This is the annexure marked “EMC-7” mentioned and referred to in the Statement of ERICA

MARY COHN dated this 17" day of May 2005.
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THE MEDICAL BOARD OF QUEENSLAND

Agenda Paper — Meeting - 11 February 2003

1. Action List *  Action list from previous Minutes will be circulated.

2. Confirmation of Confirmation of Minutes of 28 January 2003.
Minutes

4. Health Assessment and * [No. 1] DR M CORONEOS (804182)
Monitoring

» Letter from Minter Ellison Lawyers received 23/01/03
* Conditions — Medical Assessment Tribunal dated 15/08/00

For consideration — Board to consider the recommendation
from Minter Ellison that it accept the amount of $1,017.20 on
the condition that it is paid within 14 days of acceptance.

* [No.2] DRSFNEWTON (830228)

s Health Assessment Activity Sheet
* Extract from Minutes of the Health Assessment and
Monitoring Committee meeting of 3/12/02
* Additional Undertakings signed by Dr Newton on 20/01/03
-»  Dr Newton’s Schedule of Undertakings
e Draft letter to Dr Newton

e s T

For consideration — Recommendation that the draft

; correspondence, advising Dr Newton that the Board accepted

. the additional three (3) undertakings she agreed to, be endorsed
: and despatched.

fNo.3] MR H W CAUDLE (972398)
e Letter from Phillips Fox Lawyers dated 17/01/03

For noting.

e

s
v

5. Complaints [No.4] A S REECE (870332)

Attached is a facsimile received 31 Januvary 2003 from Minter
Ellison regarding mediation with Dr Reece. The Board’s
lawyers sought urgent instructions with respect to a Board
member to participate in the mediation process. Dr Tofi
nominated Dr Cohn to be the Board’s nominee.

For ratification.
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6. Registrations

Registration Advisory
Committee

13. Correspondence

15. Ordinary Business

*

*

[No. 5]

[No. 6]

[No. 7]

R BA PE (950562)

Attached is correspondence from Dr Ba Pe dated 3 December
2002 regarding Notice of Decision to Impose Conditions, and
Notice of Investigation.

For information.

J B DOUGLAS (704258)

The report of the Complaints Investigation Committee is to be
forwarded under separate cover.

The report of the Registration Advisory Committee meeting on
3 February 2003 will be circulated,

AUSTRALIAN MEDICAL COUNCIL (M191) / PGMEFQ —
ACCREDITATION OF INTERN TRAINING
PROGRAMMES (M74B)

Attached is correspondence dated 24 January 2003 from the
Australian Medical Council (AMC) regarding the new National
Training Guidelines for Junior Medical Officers. The AMC
request the Board to advise whether it endorses the revised
national guidelines.

For consideration.

RESTRICTED TITLES (M232)

Attached is a memorandum dated 29 January 2003 from the
Executive Officer regarding a referral from the Physiotherapists
Board relating to the use of the title “Dr” by Ms Tyack, a
registered chiropractor.

For consideration.
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[No. 8}

[No. 9]

[No.10]

INSPECTORS / INVESTIGATORS (A17) / DELEGATIONS
(M426)

Attached is 2 memorandum dated 29 January 2003 from the
Executive Officer seeking delegation to appoint inspectors and
investigators pursuant to the Medical Practitioners Registration
Act 2001 and the Health Practitioners (Professional Standards)
Act 1999.

On 29 January 2003, Dr Toft approved such delegation.

For ratification.

M H GOLDEN (703461)

Attached is the Notice of Decision of the Health Practitioners
Tribunal in relation to Dr Golden dated 23 December 2002 and

copy of judgment.

For information.

P JRICKARDS (935823)

Attached is the Notice of Decision of the Health Practioners
Tribunal in relation to Mr Rickards dated 18 November 2002

and copy of judgment,

For information.

A MAINI (971851)

The Board noted advice from the FOI Officer that an FOI
application has been received from Dr Maini seeking access to
documents on his HAM file since his previous FOI application
dated 16 October 2002,

For-information,
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13 December 2002 WATERFRONT PLACE 1 EAGLE STREET BRISBANE
- PO BOX 7844 WATERFRONT PLACE QLD 4001 AUSTRALIA
DX 102 BRISBANE www.minterellison.com
TELEPHONE 461 7 3119 6000 FACSIMILE +61 7 3119 1000

Jackie Cunningham Admw‘.:l 203 P FagEars
~ Medical Board of Queensland BAMC ,ib \wesaves i ‘.ii .&rj gﬁ 5
. Level 19 Forestry House
160 Mary Street MB st 23 JAN 1003
BRISBANE QLD 4000 -]
HAM Unit

Dear Jackie
Dr Michael Coroneos ~ High Cour costs

We refer to your telephone conversat;on with Erin Finn on 8 November 2002 and confirm your
jnstinctions to prepare an 'in-house' assessment of the Board's costs in relation-to the abandoned
Hi gh Court appeal and to try and reach agreement W1ﬂ1 Dr Coroneos for payment.

We pmwded our assessment to Dr Coroneos in-the sum of §1, 849 30. Mr di Carlo has adwsed
that he has considered our assessmmt and will strongly rccommend to his client accepung an
amount of $1,017.20. |

Given the additional time and cost involved in havmg the costs fonnally assessed, and the
remaining (and far more significant) costs that are cm'renﬂy bemg assessed, we recommend
agreemg to accept that amount, on the condition that it is paid within 14 days of acceptance

'. We look forward to ycur msb:uchcms

Yours fa:ﬂlfully

MINTER ELLISON '

Munder OO SZM\J
. Comnct. - . ErnFinn Direct phone: +61 73119 6495 Duectfax +6173119 1495
- Email; erin finn@mintercllison. com :

Senior Assocme responsible:  Shane Evans Direct phone: +61 713119 6450

* Partner responsible: Ron Ashron Dlmctphnnc. #6173119 6351
-Yonr refermce 304182

MINTER ELLISON GROUP AND ASSOCIATED OFFICES
SYDNEY MELBOURNE BRISBANE CANBERRA ADELAIDE PERTH GOLD COAST
’ : AUCKLAND WELLINGTON HONG KONG SHANGHAL JAKARTA BANGKOK
INE4_{5450_t (we7) _ NEW YORK LONDON o .
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Health Assessment Activity Surgmary Sheet | 2

ifact:ltmner T 830228 - Dr Newton, Susan Frances

; - Psychiatric - Depression

fmmplamt Numbers : {None Recorded)

teating Doctors : B N Psych : 981669 DR Calder-Potts, Kevin Robert, Ment/SVisor : 870092 DR Beall,

Trevor John, Treat GP : 890285 DR East, Joanna Mary, Treat Psych : 772582 DR
Kimbell, Brian John Livingstone

gte, N Folio Activity Type " Comments

10/2002 216 Minutes (Committes) Health Assessment Activity Sheet Running Sheet re Board

Expenses BNP Report from Dr Ruth Gough dated 11/2/02
Extract from Minutes of the Health Assessment and Monitoring
Committee meeting of 5/3/02 File Note from Ms Billie Ward dated
30/9/02 Letters (2) from Dr Susan Newton dated 30/9/02
Neuropsychological Report from Dr Jan A Ewing dated 16/7/02
Compliance Report Draft letter to Dr Newton, RESOLVED
that: 1) Dr Newton's return to work be approved with certain
provisos, one bemg that she work no more than 3 sessions per week,
where each session is 3 to 4 hours duration 2) Dr Newton be '
released from her undertaking to refrain from medical practice 3
Dr Newton next attend: for review with Dr Kevin Calder-Potts when
ber review is due in January 2003 3) the draft correspondence,
advising Dr Newton that her return to work (with certain provisos)
has been approved, bc endorsed and despatched.

201-2 13 Letter _ From Dr Ruth Gough. Re attach letter & Naumpsych. Report (Dr JA
. . Ewmg)—appomt for assessment. _
214 Letter : . , To DrN. Ack receipt of signed Authoxity re new treat GP.
215 Letter , To Dr Joanna East. Re authority - term treat and SIgmﬁcant change
: m health status plus future meds.
' 217-220 Letter . To DrNewton. Committee decision that she may RTW. Enc RTW

checldlist - to be returned to the Board. - Notification of Undertakings
form must also be returned. Committee nominated Dr Kevin
Calder-Potts as BN'P mlJ amuary 2003.

221 Lefter . To Laurie Monaghan HIC. qu that the PSR on Dr Newton be

_ removed.
222 Return to Work . FAXED from DrN. Re comments work—nursmg home VISItS
. _ Buderim,
223 Minutes (Committee)  The Committes considered: Health Assessment Activity Sheet

. Running Sheet re Board Expenses  Extract from Mimutes of the
Health Assessment and Monitoring Committee meeting of 1/10/02 _
Letter to Health Insurance CommiSsion dated 15/10/02  Compliance

" Report. RESOLVED that it be recommended to the Board that
undertaking (3) which states "I will refrain from the practice of

* medicine until released from this undertaking by the Board", be
deleted from Dr Newton's Schedule of Undertakings. -

224225 Letter R . ToDrN. Ack receipt corr for HAM Committee on 3/12/02. Matter
' ' of undertaking not to practice will be before the Board on 26/11/02.

?1 1/2002 226 _Notiﬁcatidn: forms o From DrN. Re signed Ndﬁﬁcat_ion to eﬁiployer~und¢rtakin'gs.




Psychiatric - Depression
(None Recorded)

Health Asse&sment Activity Su;hmmy Sheet

830228 - Dr Newton. Susan Frances

B N Psych : 981669 DR Calder-Potts, Kevin Robert, Ment/SVisor : 870092 DR Beall
Trevor John, Treat GP : 890285 DR East, Joanna Mary, Treat Psych : 7725 82 DR
Kimbell, Brian John Livingstone

‘Folio Activity Type
227 Minutes (Board)

228 Letter
229 Letter

| 235 Minutes (Committee)

" 230 File Note
231 Letter

232-234 Letter

236 File Note

237243 Review Questionnaire

244 Review (Boardﬁo’m) ;.

Comments

The Board considered the health assessment summary and various
information as outlined in the agenda summary, The Board noted Dr
Newton's concern in presenting the "Notification Form" with the list
of undertakings, especially undertaking 3, to any prospective
employer for signature. It was noted that at its meeting on 1 October
2002, the Health Assessment and Monitoring Committee resolved to
release Dr Newton from undertaking 3 to refrain from medical
practice RESOLVED that the Board ratify the decision of the Health
Assessment and Monitoring Committee on 1 October 2002 to delete
undertaking 3 from Dr Newton's registration, which states: "I will
refrain from the practice of medicine until released from this
undertaking by the Board",

To Dr Newton ack receipt of Noftification from Dr Trevor Beall,

To Dr Newton mecﬁng on 26 November récomenedation to remove
Undertaking 3 and lista current list of undertakings.

‘The Committee considered:  Health Assessment Activity Sheet

Running Sheet re Board Expenses Extract from Minutes of the
Health Assessment and Monitoring Committee meeting of 1/10/02

Letter from Dr Newton dated 4/11/02  Letter to Dr Newton
dated 12/11/02  Notification of Undertakings signed by Dr Trevor
Beall dated 14/11/02 Compliance ReportThe Committee noted that
Dr Newton has now commenced practice at the Eckersley medical
Centre. RESOLVED that:1) 'Dr Newton be requested to enter into
the following additional undertakings regarding her retum to work:a)

"T will work only in a position approved by the Board, and will
adhere to any work restrictions (including hours of work, nature of
clinical practise and number of patients treated per day) placed upon
me by the Board"b) "I will advise my

- employer/Supervisor/partner/Medical Superintendent or any

prospective employer/Supervisor/partner/Med Super of these
undertakings"c) - "I will provide the Board with the name of the
person I have advised and authorise the release of reports from that -
person to the Board as requested by the Board"2)approval be given
for Dr Newton to conduct nursing home visits, but not home visits

o Rc BNR with Caidcr-Potts on Thm‘sday 9 January

.To Dr Newton enclosing Review Questmnaxre

To Dr Kevin Calder-Potts re Dr Susan Newton. Dr Newton has
recently contacted me to advise that she ahs made an appomtment
WJ.th you for review on 9 Jan 2002 at Ipm. .

From HAAO(mW). Rang Dr Newton to request that the Review
Questionnaire which was forwarded at the beginning of December -
2002 be completed and retumed Dr Newton advised that she Wouid
post or fax it to us shortly,

FAXED from DrN. Re signed R!Questionnaire

To Dr Calder~Potts Enc copy Review Questionnaire for BNR
9/1/03. Report still reqd by 28/1/03. :



Health Assessment Activity Sitmﬁhary Sheet

actltxoner : 830228 - Dr Newton, Susan Frances
@0315 Psychiatric - Depression
mplaint Numbers : (None Recorded)
;gﬁng Doctors : - BN Psych : 981669 DR Calder—Potts, Kevin Robert, Ment/SVisor : 870092 DR Beall,
‘ o Trevor John, Treat GP : 890285 DR East, Joanna Mary, Treat Psych : 772582 DR
Kimbell, Brian John Livingstone
tg o Folio Activity Type " " Comments _
112003 245-247 Letter To Dr N. Re Committee resolved that she sign 3 additional
H : _ vndertakings re RTW. To be signed and returned by 20/1/03.
01/2003 . Bring-Up Dr Newton to see Dr Calder-Potts for BNR (see Minute 1/10/02)
61/2003 248-249 Undertakings FAXED from Dr N. Copy undertakings and note that copy signed
L : by JP/CD will be faxed tomorrow.
- .250-251 Undertak.ings' _ FAXED from DrN. Signed and witnessed undertakings.
252 Letter o _ ToDrN. Ack receipt Si‘gned undertakings.
254-263 Report ) : From Dr Calder Potts. Re BN Review Report—revxew 9 January
. 2003
253 Letter o * ToDrN. Enc copy BNR report and req any comments by 31/1/03. .

* End ofRéport *




"

. EXTRACT OF MINUTES FROM THE HEALTH ASSESSMENT AND MONITORING COMMITTEE

MEETING OF THE MEDICAL BOARD OF QUEENSLAND ON TUESDAY, 3 DECEMBER 2002

" Newton, Dr S F (830228)

The Committee considered:

Health Assessment Activity Sheet

Running Sheet re Board Expenses

Extract from Minutes of the Health Assessment and
Monitoring Committee meeting of 1/10/02

Letter from Dr Newton dated 4/11/02

Letter to Dr Newton dated 12/11/02

Notification of Undertakings signed by Dr Trevor Beall
dated 14/11/02

Compliance Report

The Committee noted that Dr Newton has now commenced

practice at the Eckersley medacal Centre.

RESOLVED that:

2)

1) Dr Newlton be requested to enter info the fo!!owmg

additional undertakings regarding her return to work:

a)

by

“I will work only in a position approved by the Board,
and will adhere to any work restrictions (including

hours of work, nature of clinical practise and number

of patients treated per dey) placed upon me by the
Board”
“I will advise my

employer/Supervisor/pariner/Medical Supenntendent'

or any prospective employer/Supervisor/partner/Med
Super of these undertakings”

“I will provide the Board with the name of the person
I have advised and authorise the release of reports
from that person to the Board as requested by the

" Board”

approval be given for Dr Newton to conduct nursmg
home visits, but not home visils
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HAM Unit

. Dr Susén Newton, a registered Medical Practitioner in the State of Queensland, agree to enter
[ to' the following undertakings with the Medical Bo#rd of Queensland:

1 You will work only in a position approved by the Board, apd will adhere to any work
restrictions (including hours of work, nature of clinical p?actlce and number of panents
treated per day) placed upon you by the Board.

. You wm advise your empioyer!Supemsor/partnerlMedlcal Superintendent or any
' prOSpectwe empioyerlSupewlsorlpadner/Medlcal Superintendent of these undertaklngs .

3. You will provide the Board with the name of the person you have advised and authorise
o the release of reports from that parson to the Board as requested by t_he Board.
-nderstand that the undertakmgs listed above are in addltlon {o the undertakings prewously'

en to the Board and will rermnain in force for until the previous undertakmgs expire.

,nderstand that fallure to comply WIth ahy of thase undertaktngs is 2 gmund for d:sc:plmary B
ton, o - ,

L LR




" SCHEDULE OF UNDERTAKINGS |~
oot ot i DrSusan Newton 't o i

1. Ctreating GP.

. T will submit to the medical supevision of an experienced general practitioner who should
prescribe and supervise all medications other than those prescribed by treating specialists. |
- will keep the Board informed of the name of my current treating GP and authorise him/her to
notify the Board if | fail to attend for treatment or review or if there is a significant change in
my health status. _

. | will attend for freatment by a psychiatrist of choice, at a freqUency to be determined by the -
treating psychiafrist, at my own expense. | will authorise the treating psychiatrist to inform
the Board of termination of treatment or if there is a significant change in my health status.

1 wiil attend for review by a doctor or doctors nominated by the Board, as requested by the
Board. | will agree to meet the cost of these rviews. _

.- 1 will not prescribe for self-medication, nor self-refer for investigative procedures. __ |

. will authorise the Medical Board of Queenéland to release information regarding my"
progress on the Health Assessment and Monitoiing Program to my employer.

| will authorise the Medical Board of Queensland to release information regarding my
. progress on the Health Assessment and Monitoring Program to my treating psychiatrist and

7. 1 will work only in a position approvéd by the Board, and will adhere to any work
. restrictions (including hours of work, nature of clinical practice and number of patients
- treated per day) placed upon me by the Boarc_!. L . N S ;

. I will advise my employer/Supervisor/partner/Medical Superintendent or any prospective
B e,mp!oyer/Supe_rvisor[partner/Medical Superintendent of these undertakings.

o, 1 will 'pfoVidé the Board with the name of the "peilson' I have advised and authotise the

K release of reports from that person to the Board as requested by the Board. L

' '_Page lofl B




 830228jc
DRAFT MBQ 11 FEBRUARY 2003
Date |
' Dr.Susan Newton
18 Kent Court
BUDERIM QLD 4556
Dear Dr Néwton

At i't.s'rm'eeting on 11 February 2003, the Medical Board of Queensiand accepted fhe folloiﬁiing'
-three undertakings that you have agreed to provide: . S

. ;-"n’ou will work only in a position épproved by the Board, and will adhere to any work :
restrictions (including hours of work, nature of clinical practice and number of patients
- treated per day) placed upon you by the Boar_d. :

'. - 2, You will advise your employer/Supervisorlhartner/MedicaI Supérintendent or any o
- prospective employgrfsUpervisorlpartnerfMedical_ Superintendent of these undertakings.

3 You- wi_l'l provide the Board with the name of the person you have advised and authorise
. the re!eas_e of reports from that person to the Board as requested by the Board. '

The' undertakings listed above are in addition to the undertakings you'previoqu gave to the
- Board and will remain in force until 15 November 2004. : S -

“I'have enclosed a 'cd.mplete schedule of your current 'a.indértaki’ngs w;th the Board for your .
_ information and 2 standard forms (Notification of Undertakings for Employer and Return to Work
- Checklist). The Return to Work Checklist must be completed and returned to the Board when
You are negotiating a new position. The Notification of Undertakings for Employer form is to be
-signed by the person you have advised of your. undertakings and returned by date. - '

1 Ple'a'se' do not hesttate to contact me on 3234. 0199 # you have any q.uesﬁons regardiﬁg the
._'BF’ard's decision, L R o T f T

Yours sincerely.

Jackie Cunningham .
A;:ting C_oéordinatqr HAM

- Enc: Schedule of Undertakings
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Our ref: LMN:AR.F:0207683 RECEIVED WET E':“}“tsmac”
Your ref: 972358.jc Erisbane 2’5’6'8
_ PO Box 7804
Waterfront Flace QLD 4001
Australia
. DX 288 Brisbane
: Tel +617 3246 4000
. 17 January 2003 Fiot 101 93995 4075
www.phillipsfox.com
. : Adelaide
Jackie Cunningham 1(3322222%
‘Medical Board of Queensland 3 _ !;Aee:ihbouma
~ GPO Box 2438 | _ | Syiney
BRISBANE QLD 4001 _ ' _ g};m&m

‘Dear Jackie |
_ '.Henry erlram Caudle

| refer o my letter of 28 November 2002 and provide yau with an update regarding the
conduct of this matter.

You may recall from my previous letter that Mr Caudle was to be sentenced in relation to

charges of writing fraudulent prescriptions on 6 December 2002. '| have been informed by a
solicitor in the office of the Director of Public Prosecutions that Mr Caudle recelved anon-

o custodial sentence of 2 years, that has been suspended for 3 years.

-.However Mr Caudie currently remains in custody in relatron to other matters zncludlng hrs

breach of bail conditions.

| The sclicitor with the conduct of this matter on behaif of the DPP informed me that he had
- asked the District Court judge for a period of imprisonment. In his opinion, Mr Caudie's

conduct amounted to a gross breach of trust which needed to be deterred. He was

- disappointed with the sentence and intends to retain conduct of the matter so that the

~Magistrate hearing the further charges (in relation to possessing and manufacturing
" dangerous drugs) is fully informed of Mr Caudle's recent conduct '

The charges in relatlon to possessing and manufacturrng drugs have been set down for an ex-

- officio mention in the Magistrates Courl; on 30 January 2003. | have asked that we be kept
- informed of the outcome of that heanng :

‘l am in the process of obtarnlng a certificate of convrctlon in relatron to the fraud charges

- Following a conviction and sentencing in relation to the dangerous drugs charges 1 will obtain
 acertificate of conviction and seek your instructions to amend the referral notice. Dependrng
_on whether Mr Caudle agrees to enter a plea in relation to the dangerous drugs charges he
‘may be convucted and sentenced in those matters as early as March.

- l will provide you with a further update following the ex-officio mentroned.

" 418685370\ 02075883\ LMN
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: If in the meantimé you have any queries, please do not hesitate to contact me.

" Yours sincerely

' Eouise NQ; -
- Solicitor
 Direct +61 7 3246 4081
- Email louise.nixon@phillipsfox.com

- Andrew Forhes
yenior Associate

4
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MinterEllison ! |
) 7- | | | . | WATER’F.RWT .l:"U’lCE. 1 EAGLE mET. BRISBANE Q{;D 4000, bX 102 BRISBANE

: J ini O'Dempsey :

: ) Facsimile 3225 2527
* Medical Board of Queensland | '

Erin Finn Facsimile  +61 73119 1495

Enail erin. finn@minterellison.com =~ Directline  +6173119 6495
. Our Ref ELF SGE RSA 40-
1429039
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Attention: Jim O'Dempsey/Victoria O'Brien

Board Members
- Medical Board of Queensland
'GPO Box 2438 .
'BRISBANE QLD 4001

-  Dear Board Members
 Dr Stuart Reece

T am pleased to advise tht Dr Reece has finally agreed to participate in & mediation with Jan

~ Hanger QC. Dr Reece will also now be represented at the mediation by a barrister, Stephen

. Durley. : o ; a
In terms of the prdcess, we plan to hold a preliminary conference of all parties to allow the
-preliminary conference is important in this case to ensure that time allocated for the mediation -
itself is not wasted debating procedural issues. Following that meeting, and in accordance with
our previous agreement with Dr Reece, we will allow two days for the mediation, .

We have made prclimiﬁary inquiries as to the availability of Mr Hanger QC, Mr Devlin and Mr

Fcbruary

. It is important that a Board member participates in the mediation as a representative of the
-~ Board. This will involve attendance at both the preliminary conference and the mediation. We
- expect it will also be necessary to have a conference with the Board's nominee and Mr Devlin in-
- the week prior to the mediation to canvass the issues involved in the case and to diseuss a

o about the particular issues involved and be in a position to make decisions on behalf of the Board
- onthe day. In this regard, I wonder if it woyld not carry more weight with Dr Reece for the
Board's representative to be a general practitioner. . ' |

0 Would you please advise us of the Board's nominee as soon as possible and we will make the
-becessary arrangements directly with that person. ' ‘

. In terms of costs of the mediation, Mr Hanger QC's fees for coﬁ_ducﬁng mediations are $4,950
- brief. |

MINTERELLISON GROUP AND ASSOCIATED OFFICES = .
SYONEY MELBOURNE BRISBANE CANBERRA ADELAIDE PERTH GOLD COAST

N S - [AUCKLAND WELLINGTON HONG KONG SHANGHAI JAKARTA BANGKOK
- BMES 458060_t (wor : oo NEW YORK LONDON _ I

- tediator to set some ground rules and to settle any procedural issues at an early stage. 1thinka -

Durley and propose to schednle the mediation on 5 - 6 March with a prefiminary meeting on 12 -

 strategy for the mediation. The Board member must be able to express the views of the Board .. :

273

.. . - per day (inclusive of preparation). Prior to finalising the arrangements we will seek confirmation o
- that Dr Reece will pay half of Mr Hanger QC's fees and half the cost of preparing the mediator's
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Board Members _ 2
31 January 2003 : : - :
~ Although I am encouraged to see the involvernent of advisers on Dr Reece's side, T would stil]
~not be confident in saying at this stage that the entire matter can be resolved at a mediation.
However, the prospect of at least narrowing the issues in dispute, and therefore reducing the time
and cost of the adjourned Tribunal hearing, remain significant incentives for the Board to '
participate in the proposed mediation,

I look forward to receiving your instructiong shortly. Please do not hesitate to cal] us if you wish
- to discuss this matter further, o L _

' Yours faithfully
TER ELLISON

ke G QA g

Ron Ashton

.
% .
.
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Contact: Erin Fint +61 7 3119 6495 erin. finn@minterellison.com
~. Senior Associate responsible: Shane Evans +61 7 3119 6450

Partner responsible: Ron Ashton + 61 7 3119 351

Our reference: ELF SGE RSA 40-1429039
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g - Dr R Ba Pe _ _
: Grand Plaza Family Medical
= Centre
1 Grand Plaza Drive
. Browns Plains Q 4118
3 December 2002 '
| Y [ia / o2
~ Mr Jim O’Dempsey V""'p@-"'& 0 Brugan
- Executive Officer .
-~ Medical Board of Queensland . | Plicse aneh cunef
GPO Box 2438 _ -3 %
.. Brisbane Q 4001 : : Boco A
. Re: Notice of Decision to Impose Conditions
Notice of Investigation
J 1-refer to your Iettér of 29 November 2002.
1 shall abide the conditions imposed by the Board.
'fl-'ﬁ'éve'retained Andrew Bee from Boe Callaghan Lawyérs to act on my behalf. His contact
etails are 143 Melbourne Street, South Brisbane Q 4101, Ph. 3844 7575, Fax 3844 8821
nd email aboe@boecallaghan.com.aul. ' e T
will have Mr Boe contact you when the criminal charges are resolved. Please do not
" hesitate to contact me or my lawyers cpncerning any aspect of the matter,
Yours faithfully . : S (\J o
eggie Ba Pe - P’
x - | S
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Executive Officer , :
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- Pear Jim

NATIONAL TRAINING AND ASSESSMENT GUIDELIENS
- FOR JUNIOR MEDICAL OFFICERS (PGY1 / 2)

The Pre5|dent of the Australian Medical Council (AMC) has been provided with a copy of the new
‘National Training Guidelines for Junior Medical Officers that has been developed by the
‘Confederation of Postgraduate Medical Education Councils (CPMEC) and the (Commonwealth)
Medical Training Rewew Panel (MTRP) _

The new natronal gurdelmes are intended to replace the “National Guidelines for Intern Training
and Assessment” that were produced by the AMC in 1998, following the implementation of mutual
recognrtion The new national guidelines incorporate the experiences of the States and Territories
in intern training and assessment and reflects current best practice. In addition the revised
_gmdelmes have been extended to include the PGY 2 component of post-basic medloal training.

The new gmdelmes were deve!oped by an Adwsory Committee of CPMEC with fundrng from the
- MTRP. The AMC was invited to nominate a representative to the Advisory Committee and Dr
Joanna Flynn, President of the Medical Practitioners Board of Victoria, was appointed. Dr Flynn

_h:-n:i been a member of the AMC worklng group that had developed the ongtnal 1996 intern training
gui ellnes

The Commonwealth Department of Health and Agerng is proposmg to re[ease the new natronal
guidelines as a joint CPMEC ~ AMC document. However, the document has not yet been seen by
the AMC or by the State and Territory Medical Boards and | enclose a copy of the new national '
guidelines for consrderatron by your Board.

| would be grateful if you could let me know in due course, whether your Board endoyses the
Tevised national guidelines. o o B 0“5/ Lo
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Overview

Junior doctors work in supervised training positions and have a key role in Australian hospital-
based healtheare delivery. The first National Guidelines for Intern Training and Assessment
were published by the Anstralian Medical Council in November 1996, Since then there have
been considerable changes in both the processes and expectations- for prevocational medical
education, hospital training and professional development of junior doctors. There have also
~ been changes in rates of movement of medical undergraduates and junior doctors between States
" within Auvstralia. In response to recommendations by the Medical Training Retview Panel
* (MTRP), there are now Postgraduate Medical Councils (PMCs) in each State and a national
body, the Confederation of Postgraduate Medical Education Councils (CPMEC) that play a key
-_rolc in coordmatmg, planmng. resourcing and accredltma the trammg of i intern and PGY2.

= ‘In 2001 an adwsory committee with broad representation was set up under the auspices of

CPMEC to review and update the national guidelines for the training and assessment of junior
. _doctors in their intern year (PGY1) and to develop general principles in relation to the second
postgraduate year (PGYZ) ,

: 'Each State and Tertitory medical board has cstabhshed intern treining and assessment procedures
and are guided by their respective legislation. These national guidelines are not intended to
 replace state-based programs or standards. Rather they are intended to provide generalprinciples

- which may be considered to achieve the broad aims and objectives of the prevocational years.
Each state and territory should use the guidelines-as a framework for mformmg their processes
" and for identifying gaps in speclﬂc goals and objectives. The guldelmes are mformed by

examples of best pracnce and expcnences n each state,

. -It is mtended ﬂzat these natxon.al guldelmes will bc avaﬂable electmmcally thh related webmtcs
_ and key resource documents for use by junior doctors, their snpermors medical educators,

- hospital administrators and professional bodies concerned with overseeing standards of junior

" medical officer education. These revised guidelines can be downloaded as a pdf file using

- - Adobe Acrobat (www.adobe.com) or you can simply browse a relevant section: Accreditation of

- fraining programs; Roles and responsibilities -of parties involved in medical education;

" . Education and professional - development; Skills acquisition, proficiency and rotations;

“Supervision, assessment and feedback; Welfare of junior medical staff: Selection and retention;
~ Ethical and legal issues; Overseas trained doctors and Monitoring and Evaluation.

b=
o



Nomeneclature relating to prevocational trainees differs across states and territories and in these
guidelines we interchangeably use the terms PGY1, PGY2 and Junior Medical Officer (IMO) to
refer to prevocational trainees. CLICK HERE to view a table developed by the MTRP
exp]ammg the nomenclatnre used in each state.[insert link to resource 1]. :

The development of these national guidelines comes from a commxtment from CPMEC,PMCs, .
MTRP and the AMC to promote national standards, to share information on education, training
and workforce issues of relevance to prevocational trainees, their supervisors and hospital
managers and to facilitate interstate movements of trainees. There were many organisations and
 individuals consulted in the review of the guidelines. CLICK HERE to view a list of
" stakeholders consulted. [insert link to resource 2]

 National Advisory Committee - :
“ Professor Barry McGrath, Chair of Commttee Postgraduate Medical Council of Victoria
- Dr Haida Luke, Research Fellow, Monash University & Project Officer, CPMEC
Dr Jo Hely, Postgraduate Medical Council of New South Wales
~ Dr Joanna Flymn, Representing the Australian Medical Council
~ Ms Faye Stephens, Commonwealth Department of Health and Ageing
Dr Linda Sheahan, Representing the Australian Medical Association
. Dr Melissa Tanner, Junior Medical Officer, Western Australia '
. Dr Peter Roeser and Ms Jenmfer Willett, Postgraduata Medical Educatmn Foundahon of

o _'ﬁ : Queensland

- "Some pat:ents though conscious that their condztzan is perilous, recaver theu heafth .mnply
through their contentment with the gaodness of the physzczan
Hlppocratcs 460-400 B. C. .



1. Orgamsatlons involved in prevocatlonal medical
education and training

1.1 National and Siate bacfie.s‘

There are a number of national and state-based bodies concerned with the setting of standards for
accreditation, education and training, professional development and workforce plamming in
Telation to prevocational medical graduates in Australia; The Australian Medical Council -
'(AMC) is a national standards body for basic medical education and training. It accredits the-

" Avstralian and New Zealand medical schools and courses and specialist medical training-

. programs, assesses overseas trained medical practitioners seeking to practice in Australia, =
. advises State and Territory medical boards an uniform approaches to the registration of medical -
pracﬁﬁbncrs, and advises the Health Ministers’ Advisory Councll (AHMAQ) on registration
issues and on the recognition of medical speciaities. For more mformatmn on the Austalian

© Medical Counc!l CLICKHERE ht_tg_[;’;__wv._r\_g_a_xgg_ggg_gy ,

: The -Medical Tra.mmg Review Pane] (M'IRP) was established by the Commonwealth .
Government in December 1996 and first met in March 1997. Its primary function is to compile
information on training opportunities for hospital medical officers and to monitor the impact of
© - the provider number legislation. The main focus of the work of MTRP is to monitor the supply

- . and demand for vocational training places. It is also charged with identifying and addressing the
- training needs of young Australian doctors affected by the provider number restrictions, namely -
those in their first two postgraduate years (PGY]1 and PGY2), as well as non-vocationally trained

. Hospital Medical Officers in postgraduate year three (PGY3) and beyond. For more mfonnauon
- on the Medical Training Review Panel CLICK. HERE: : :

' ht_tp_ Jhwrwrw health. gov. au!workfgrce!meducatr/mgglmt_rg htm

The Postgraduate Mechcal Counci]s (PMCs) cach State and Terntory are responsible for

_ supporting and developing the training requirements of practitioners in their early postgraduate
- years and hospital medical officers who are not in vocational training programs. ThePMCs have
& range of responsibilities, which vary between states and may include acereditation of PGY1
and PGY2 positions, allocation of junior medical staff to hospital positions, w workforce planning,
dcvelopment of curriculum frameworks, evaluation of terms/rotations, provision of educational
“resources and promotion of educational and training programs. CLICK HERE to find out more
© about’ the role of each State and Terrll:ory po:stgraduate medical council:

Pot‘.tg'raduata Medlca] C nuncll of Vn.tona : ﬂp Hwww pmcv comap - .

_ Postgraduate Medical Institute of Tasmania http:#/www healthscintag.edn.an/pemit/pgmit.htm
‘Northern Territory Postgraduate Medical Council .- http://ntpme.org.an S
' 'Pmtaraduate Medmal Councli of New South Wales 'hltp awnww, medeserv com.au/pme/




Postgraduate Medical Education Foundation of Queensland - 11ttn:/iwww.nméfq.com.au'

Council for Early Postgraduate Training in South Australia -+ hitp:/fwww.ceptsa.org.an
Prevocational Training and Accreditation Commitiee, 'Western Australia

http:/iwww . ptac.org.au

The Confederation of Postgraduate Medica! Education Couneils (CPMEC) established in 19_98,
is a national body representing the State and Territory Postgraduate Medical Councils. It
develops, monitors and evalnares postgraduate medical education and training from a national

perspective, The CPMEC through its membership interacts with the Medical Training Review

Panel, the Australian Medical Council, AMA (Doctors in Training), Australian Medical Students
Association (AMSA), Committee of Presuientq of the Medlcal Collegcs (CPMC) and the Dcans
' of‘ the Medxcal Schools. . Do

. All State and Temtory medical boards reqmra medical graduatas to undcrtakc a year of N
supervised clinical training before they are registered unconditiopally for practice. Each Council
has a responsibility to their respmnve Medica} Board, reporting to the Board on the adequacy of .
- intern programs in training hospitals CLICK HERE to access contact details for medical boalds o
~ in Australia, [mqert link 1o resoprce 3] ' '

2. Accredltatlon of Trainlng Programs ‘

-‘ Each. State and Tcmtory that provxde:s intern irammg has in place an accredxtatlon process for
‘monitoring programs and training standards across its health services or networks. The aim of

R " the accreditation - process should be to ensure that all hospitals employing hmior Medical .~ -

‘Officers (IMOs) offer sufficient experience, education, trammg and supemsmn to enable the -

E IMOS o mect the objecuves of their trammg program

L In each State or Temtory that prowd&s trammsz for prevocatmnal trainees therc should be a- )
designated authority for monitoring the standards of intern and PGY? training this may be the -
medical board or another body delegated with the responsibility such as a Postgraduate Medical
Council. The accreditation process should involve periodic on-site assessment by professional
and trained peer review teams. There should be provision for mamtonng standards between the
... formal site wslls . : :

UThe follmmng section has bell adapted from the “Natmnal Gmdelmes for Intem Tralmng and -
Assassment“ AMC November 1996, pp 14-15. _ :



" State guidelines for prevocational training should be published and updated rcéxﬂarly to reflect
changes in other phases of medical education and in medical practice. They shonld be consistent
" with these national guidelines. :
- '__'State accreditaﬁnn guidelinés shouid incll;de standax-'ds and criteria for the following:
| . organisation and _adrpinisnatioﬁ of the trammg and education program; '
«  structure and content of the _trajm'ng and education i)rogram;
. supervision of IMOs;
. as.scssinent of JMOs; 7
' - - feedback ﬁ'om JMOs about their programs aﬁd supérvisors; elmd
. . proceduresfor ongding evalugtion of the trammg 'prog_raﬁ. |

“Thé accreditation criteria must be sufﬁciénﬂy explicit. for there to be a possibility of non-

" accreditation or Hmited accreditation. As failure to satisfy the accreditation standards and 2

*  result of hon-accreditation could lead to no junior staff being allocated and to workforce issues
for the institution, there should be opportunities for a hospxtal to address 1ts deﬁcmncles and to

) be re-evaluated for accreditation.

2, ] The Im‘em Year

'I'.he medlcai mtcrnsh1p is pnmanly one of chmcal apprentlcesh:lp and is prmczpally bascd on
_inservice training across a range of supervised hospital posts that provide a broad base of
.experience and training. While it is a necessary condition for registration, complenon of the
W mtem year is msufﬁcmnt preparation for mdepcndent practlce of medlcmc '

" Given the pwotal role of mtcmshlp in the transition from basic medlcal educatlon to vocational 7
' t'auung, it is demrablc that the intern year prowdes :

«- @ leammg environment in which the intern is supportcd and superv:sed in the' :
development of their pmfess:onal values and Idenhty, _

2 The following section has been adaptcd from the “Natmnal Gmdehnes for Intcm Trmmng and
Assessment“ AMC November 1996 pp 8-12 _



. op;eortunities for an intern to consolidate and develop further the knowledge, /
clinical skills and professional attitudes acquired during their undergraduate years;

. experience of a range of medical pmctices and advice in choosing career options;
. asmstance to the intern to deveiop a sound baszs for hfe-long e&ucatmn

. atleeatmn to units where registrars and consultants have a demonstrated_
. commitment to MO trammg,

. supestmn by an expenenced medlcal practluoner responsxble for momtormg the
L progress of the mtern . .

. . appropnate rostermg and after hours superwsmn,

e sufﬁclent contact between supervisors and interns to permlt an adequate assessment _
o of performance and to ensure early warmng of the need fozremedlatxon, and

T _ supewmors w:th an outline of theu' responsibﬂmes and reguiar feedbaelc about the:r
T performance as supemsors . .

: - CLICK HER_E for mformanon on .TMO Survwal t1ps [msert hnk 10 Tesource 4]

22 me PGI’2 vear

oo “The second postgraduate year (PGYZ) should not be wewed in 1solat10n from the PGYI year
© PGY1 and PGY2 should provide continons leaming opportunities with PGY2 allowing for -

-greater independence, ﬂexiblllty in terms, encouragement to accept greater responsibility and to

" be m active participant in the learning process. The MTRP has hightighted the need for medical - -

. practitioners to have a balanced and generalist orientation in their first rwo postgndmte yea:s
. wlnch will alllew them access to vocanonal trammcr offered by medmal ee]ieges

_ ' 7 It is essentlal that the mtemshlp and ether prevoeahonal training in the succeedmg year provxde a
“sound general basis from which specific vocational training may proceed. It is expected that
a those tramees who have made a choice regardmg the1r ult:mate vocatmnal trammg pregram will

E 3. Mediea_l Ttajning Review Panel, V'Secend Report, Nbvember 1998, p.38 : .'



-+ ‘programmed educational activities

P

'Vh:avck the oppértunity during their PGY2 year to acquire limited experience in their chosen field,
without compromising their own opportunity to consolidate their general clinical training or to.
" change their vocational career choice. (See also Section 4.1 — The Aims and Objectives of the
- first two postgraduate years). . - _
'3. Roles and responsibilities of parties involved in
medical education . . o

3.} The Junior Doctor _ o
" The junior doctor is a fundamental team member involved in: initial assessment of the patient, .
- commurication with the patient {or their legal goardian or ‘person responsible”), communication
with senior medical staff and other members of the team providing care to the patient and .
. .coordination and facilitation of diagnosis, management and discharge planning for the patient.
. Research skills and training are also a fundamental aspect to any professional career and should -
' be a component of the TMOs’ professional development. CLICK HERE for the sample position
-+ . descriptions [inserl Yink to resources 5 & 6] which may assist junior medical staff and their
- . supervisors in clarifying the roles and duties of a IMO. e T o

“There is an expectation that IMOs must conscientiousty make time for educational activities, |
This may involve attending educational activities, or making a particular effort to attend all =~
.~ clinical teaching opportunities; these activities may be offered within working hours or outside
" of rostered working hours. A commitment {0 life-long education and self-assessment sbould be.
_-developed through involvement in audit and peer review, journal ‘clubg attendance at -
and use of the lbrary, computers -and other resources.

R Postgraduate Medical Councils in each State mandate the levels of support.

L The"succeés of pfe#dcatidnal u'ammgandany subscqﬁeﬁt vbdéﬁoﬁal t:ammg will depend onthe 7

jundor doctors capacity for self-assessment and self-learning. There are a mumber of areas of -
educational opportunity which junior doctors should utilise to their bepefit:* - ' :
, knowledge, skills .and_proficiency in atient manogement through: taking case

histories; making _physical examinations and establishing the diagnoses; planning patient ’

“management; managing patients’ with specific conditions; seeking feedback from patients;

" developing discharge plans for patients; comparing their patient management with those of their
peess; accepting increasing responsibility during each ‘term; reviewing relevant published
literature; and informatics and computér literacy. o :

* . 4 The following section has been adapted from the ‘_’Néﬁénal Guidelines fé; Tntern Training and

- Assessment”, AMC, November 1996, pp 12-13 -




g

Addressing “deficiencies_in_Imowledge by: seeking assistance from registrars, consultants,
colleagues, nursing staff-and other health professionals; using other resources such as the library '
and critically evaluating the information received. : .

Monitoring own progress by: maintaining a self-assessment checklist or portfolio; énd selft
appraisal of level of empathy and tolerance, and of professional attitudes and philosophy.

* Participating in educational gctivities by: attending éducational sessions; giving presentations;
.and teaching others. g . ' R

Participating in the assessment process by: meeting weekly with the supervisor to discuss
progress and to receive constructive feedback on performance’ discussing with the supervisor at
" half-tenn and end-of-term meetings; assessment of own progress; discussing the completed

assessment form at end-of-term meetings, and participating in the evaluation of each completed
N [ . . .

Learning to be an effective member of the health care team by: becoming familiar with hospital
and ward procedures; developing communication skills; availing themselves of mentors ‘when
necessary; and utilising effective time management. ' ' ' '

" 3.2 The sz"m'_cal T ea;'her;

' Clinical teachers play an iﬁtegra_l ole in the training and cducational development of junior
doctors, Clinical teachers should be expected to, among other things:® P

. discuss the learning objectives of the term with the junior doctor at the start of .

<. supervise junior doctors; -

. pai'ﬁcipate in the _Postgraduaté Clinical Education Program by prowdmg on the job
teaching appropriate to their clinical caseload in the: hospital/community facility;

Te assist juniof' doctors to, develop study and research skills ._rélating to particular
. patient presentations; an ' S ' o

~* The following _sccﬁoﬁ_haé been adapted from the “Accreditation Standards for Junior Doctor
' Education (PGY 1&2)", Postgraduate Medical Education Committee, Queensland, 2001, pp 14 -



. provide regular feedback on the junior doctor's performance duting the term. This
‘may include a mid-term formative appraisal and should include formal written
asscssment at the completion of each term. :

- Clinical teachers can assist to develop the clmxcal and good doctoring skjlls of Jumor Mcdmal
~ Officers throngh: :

» modelling good clinical practice, mcludmg the. building and mamtenance of
- professional relationships with patients and staﬂ‘ _

o . promotxon of mdmduai reSponsi'blhty for sclf evaluation and development among =
_ ]1.11110!‘ doctors; . _ :

. .,assxstmg in the. development and raﬁnemcnt of chmcal skﬂls and pracnce i

accordance with the PGY1 and PGY2 cumculum and provide. gmdance in the day- '

. to-day managcment of patients;

. prnwsmn of career gmdance to _rumor doctors based on a cntlcal assessment of _
o _-thclr abilmes potential and professional goals; and '

. cnconragcmznt of the deveiopment of critical abilities in the provmzon of health
. care m ordex to facilitate the cost—eﬁ'ecmre use of mcdlcal resources. :

. In con}unctlon with other members of the hosp1ta] staﬁ" (eg EMO Superwsors Medical -

*:Education Officers); they may also facilitate the orientation of the junior doctor into' the new

" . . working environment upon commencement of a new term by prov;dmg an onentatxon to thc
facihty, and access to relevant mforma'aon. : :

33 TheRemstmr

- Reglsu'ars usually have a respons:blhty for facxhtanng the teachmg and leammg experience of

© " junior staff in hospitals. The registrar has a central role in this process, being the key -team

: member with whom the JMO interacts, Hospitals should support and ensure appropriate training
: .' of reglstrars in order to fulfil tlus mle It is expected that reg:strars o

: : " The followmg section has been adapted from “Educatmn, Trammg and Supcrvxswn for New :
o Dnctors" Medma] Council of New Zealand, November 2001, p 47.




f prowde the JMOs with a comprehensive oncntatmn at the begmmng of the'
tmmfrotatmn.

be cnthusmstlc in their role as teachers and instructors;
' gfve infonnal teaching on ward rounds and dﬁring aclite admitting days;
provide appropr;ate feedback verba]ly throughout the termfrotatmn

understand their responsibilities for supervision of IMOs clinical work, procedm'al S
skills developmcnt, test ordenng and mterpretaﬁon reports and d:scharge .
summanes _ .

identify asPects of poor pcrformance e.arly to the appropnate suparvmor' .

encourage and actively assist Jumnr doctors to attend aducanon sr:ssmns regardless '
of other commitments; : :

encourage active pamcxpanon of JMOs in ward rounds connnumg medical
education activities, departmentai mce’rmgs, X—-ray sessions and the hke,

encourage ]MOS 1o attend uutpatlent clmics lahoratcncs and thean'es, and he.lp
make these good lemnmg opporhzmtles and - - .

encourage TMOs to share duties 5o that they can lcave the ward at desxgnated t:mes S
' for educat:onal experience. _ _ S



34 The Employer Hosgital‘ 7

Tt is expected that each hospital employmgprcvocahonai doctors demonstrates a comxmtment to
their development through the provision of appropriateadministrative and organisational support
and infrastructure. This should include providing an orientation program in pmd time for j Jumor
doctors at the commencement of their employment _

: ”The orientation program should be organised by the pnmary allocation or parent hospxlals In
- the case of interns, this orientation program will be conducted at the beginning of each year or as

. part of the trainee internship. In the case of PGY2 doctors, an orientation  program will be- .
~ conducted at the commencement of then' employment.

o Itis expectod that secondment or rotation hospltals will provide a genoral hospital onentatlon n
" conjunction with the speclfic term orientation to Jumor doctors at the commoncoment of their

. secondment.

'Hospltals shouId provide documentatmn that wﬂl mclude at least the foIlowmg components

. an outline of the Postgraduate Clinical Educatlon Program (see also Section 4. 5) _
-+ relevant to their level mcludmg the role of the koy edncatlonal s‘ta;t'f;

. mformatzon on the hosp1tal‘s orgamsat:onal structure and lme.s of commumcatlon,

i - " a statement of the goncral chmcal dut1es of j Jumor doctors and the standard of
S chmcal dutles requu'cd : ,

< a statemont of the learning responmblhhos ‘of junior doctors eg to attend ,
" ‘educational programs on a regular basis and to partxczpate aotlvoly in seeking
_leammg opportunities;

. B 7 The foHowmg section has been adapted ﬁ-om the “Accreditation Standards for Iumor Doctor -
3 Eclucatlon (PGYI&ZB)“ Postgraduato Modxcal Educanon Commmoo Queens]and, 2001 pp 16-
17. -
¥ The following. sccuon has been adapted from the “Acoredxtatxon Standards for Funior Doctor '
Education (PGY1&2)", Postgraduate Medical Education Comm1ttoe Queonsland 2001and the -

o WA Acereditation Guide, PTAC, Draft 6, June 2001




. a statement of the assessment procedures to be used in the Postgraduate Clinical
Educatmn Program

. _pcrsonncl issues, including information about employmcnt and award condmons
: Ieave procedures, salaries, medical indemnity; professional associations; :

. personal support procedm‘es or mecharisms; and
. other pohcles and procedures of . relevance -to. the. junior doctors. -

_ CLICK I-IERE to view a recommended hst of topwb fm mclusmn in theJMO handbook, [msert
: ]mL to resource 7] :

: CLICK I—IE.RE to view guxdelmcs for effective pat:enthandover'
http./lwww.rcplcmdon ag. uldpubs!handbaoldgpt/gpt handbook . app4. htm

3.5 ﬁe Pbstzraduate Clinical Ty faininz Committee .

: It is expected that abody snch asa Postg:raduate Clinical Trammg Cummntee wﬂl be established

" in each hospital with JMOs to organise, develop and meonitor the postgraduatc education and
‘training program. Membership of this body shonld include representauves of junior medical staff,
administration ‘and clinical teachers. CLICK HERE to view a copy-of the g]_ndelmes for a

Pos g;gduate Cl:mcal Trammg Comm:ttee [msert l.mk 10 resource 8]

3. 6 Dzrector m" Chmcal It"n:zmzmr : .
Each institution should have a director or supervisor of clinical t;'ammg Who has both a chmcalr' '
. and educational role. A Director of Clinical Training (DCT), appointed and supported by -
adequate Tesourcing by.a hospital, is responsible for developing, coordinating and promoting the

‘Training Committee. © The DCT should have clear authority to fulfil the educational and °

" administrative responsibilitics for the prevocational training program. The DCTplays a major role

' -in the planning, delivery and evaluation of MO education, and should provide counsélling on”
- career options and professional development They can also facilitate feedback to JMOs about their -
performance; and liaison thh 'I‘erm Superwsors regardmg MO issues, They also have an -

* The fo]lowing- section has been adap'ted from the “Staﬁdards fdr Ju'niqr Médical Qfﬁce'r L
Education and Supervision”, Postgradua;e_ Medical Council of NSW, Fourth Edition, 2002.

clinical training of IMOs in association with TMO staff management and the Postgraduate Clinical = -



important role as an advocate for IMOs by interacting with hospital management apd administration
and as such should not participate in the assessment of the]IMOs. CLICK HERE to view 2 copy of
a Position Description for the Director of Clinical Training [insert link to resource 9]. The DCT
has a pastoral tole and helps identify junior doctors with special needs and ensures that effective

" systems of support are implemented. -

3.7 Term Supervisor m._

JMOs are expecied to be under the supervision of a Term Supervisor who is responsible for
ensuring the adequacy and effectiveness of supervision and support in order for the JMO to -
function safely within the term. Term or unit supervisors have & responsibility for ensuring that

junior. medical staff are provided with an orientation to the unit or term, discuss with the IMO

" the skills, knowledge and experience to be gained during the term, ensure there is appropriate
supervision and support, and to provide formal and informal assessment and feedback during the
term. . CLICK HERE to view a copy of a Position Description for a Term Supervisor [insert link -
to resource 10]. (See also Section 6 — Supervision, Assessment and Feedback) o

) 3.8 Medical Fducation Officer -. _

In those States that employ Medical Education Officers (MEOs) their role is to facilitate the
~ continuing education of prevocational doctors. They work with Senior Medical Staff responsible

_ for the supervision and education of prevocational medical staff to maximise and promote
* teaching and learning for this group. The role of the MEO is unique to each setting and -
responsive to the needs of that setting. CLICK HERE to view & copy of a Position Description N
for a MEO (hospital based) [insért link to resources 11 and 12]. In Victoria, 2 MEQ works in the:
office of the PMC. CLICK. HERE to view a copy of the Position Description for a central MEO
{non-hospital based) {insert link to resource 13}. L R A

10 The folldwing section has been adapted from the “Standards for Junior Medical Officer
Education and Supervision”, Postgraduate Medical Council of NSW, Fourth Edition, 2002. -



" The foliowing section has been adapted from. “A Guide for

3.9 Other doctors, health_care professionals and the Government *!

All ‘doctors on a team to which IMOs are attached, should provide a good example of the
professional attimdes expected of a doctor. The interest and commitment of consultants and
members of the medical team are critical to the creation of high quality JMO posts. Every
consultant and registrar in the team shares educational responsibility for: teaching and guniding

'JMOs, providing feedback on clinical progress and the welfare of IMOs. Other doctors in the
team may also share these responsibilities and should take an interest in the progress ofIMOs.
All members of the medical team should discuss areas of concern with]JMOs and, if problems '

. persist, should alert educational supervisors to any deficiencies in performance. The views of ~
nurses and other health care professionals about the clinical progress being made byIMOs will
be particularly valuable to trainees and their educational supervisors. Other health care
professionals may also have particular skills to impart to JMOs, and such inter-professional
educational and learning opportunities should be encouraged. - Constructive feedback should be
discussed with trainees and educational supervisors should be alerted whenever there are -

- significant deficiencies or problem areas identified (see also Section 7.3 on Personal Health).

 Health anthorities are responsible for identifying the health needs of the local population and for
developing a strategy to meet these needs. Health authorities should bear in mind the pivotal-
contribution which medical staff, particularly JMOs, make to the attainment of their health care
goals. ‘In relation to JMO training, high standards of clinical service, educational facilities and -
_organisational support are required to form the basis of high quality training. Trainees are
* recognised as a vatued resource and should have access to good support systems and facilities. "

4. Education and Professional Development
4] Azm.s' and ob’écﬁvé&o the first twﬁ oSt cidi)qté e?zrs_* o

'Manjf of thé-challcnges- for MO trammg lie in the clafiﬁr:;atidn of the.key skills, knnwledgc and :
procedures required for the first two years of clinical training. It is imperative that all hospitals
and medical educators demonstrate a commitment to the develepment of IMOs. This can be

- demonstrated by ensuring that: 2o

M The following section has been adapted from the publication by the General Medical Council,

UK, “The New Doctor”, April 1997, pp 35-36.- SRR o : -

- Interns in Victoria”, a joint =

~ publication of the Postgraduate Medical Council of Victoria and Medical Practitioners Board of -
' Victoria, Décember 2001, p.5. . ' R



I L

- there are policies and programs in place that demonstrate a commttment to
‘ lcarnmg,

. the hospital bas a suitably trained and suppoxtad Director of Clinical Training; o

«  IMOsare '1ctwely cncoumged to assume responsibility commensnrate wtth thelr
~own personal skills and experience; :

. TMOs are actively encom'age.d to develop their own personal and proféssional
education and to develop 2 sound basis for Iife'-long conﬁnuing medical education;' '

. JMOs have access 1o conﬁdcntxal counseﬂmg and carﬂer advxce and

e 'educahonal programs are coordinated betweeu thc allocatton or parent hospltal and
_ scccmdmcnt or rotatmn hospital .

The ﬁrst two postgraduate ycars should be viewed at a national level as a period in Whmh a]l
medical graduates gain appropriate knowledge, attitudes and skills, which will equip them to
proceed to general, or spemahst vocational training. .Emphasis should be placed on practical
experience so that competence is attained through caring for patients who have a broad range of
‘medical and surgical conditions. In particular, therapeutic and procedural skills need to be -
developed under appropnate supervision. - Teaching needs to be linked to, but not totally .
dependent upon, the service requirements of internship and residency. Much of the TMOs’
learning will occur at the bedsuie hence they need to fecl comfortablc in seclang gmdance from
then' senior colleagues . : _ S

By the cnd of the ﬁrst two yeam of postgraduate trammg, the JMO shouId he able to: )
- demonstrate:? - ) . :

e honesty, mtegnty and rehablhty in dealmgs w1th patients and colleagues ahkc

- adequate lcnuwiedgc of basxc and clinical scwnces and apphcatlon of this-
" knowledge to the care of patients with a broad Tange of common and 1mpo:tant
medlcal and surglcal condmons : ,

3 'I'he fonowmg section has been adapted from the WA Accredttanon Guxde PTAC Appenchx
' B Draft 6, JuneZOOl ' L . , _



appropnate clinical skills, mc}udmg hxstory takmg and physical examination, to
permit sufficient definition of the patient’s problems in order to make a provisional
diagnosis and formulate an appropriate plan of investigation and the ablhty to
interpret commonly nsed mvesngatmns and tests; - :

the sbility to organise, synthesme and act on mformatxon gamcd from the pancnt
and other sources so as to exhibit sound clinjcal Judgement and demsmn—makm ;

the ability to use information technology to access kcy mformatxon, chmcal
. practice gmdeh:ues and ev1dence based medicine; ,

_' the abﬂlty to act eﬁectxvely in emergency 31tuatxons

an understandmg of prevent:ve care and the importance of mo&ﬁcanon of nsk' B
factors and life style n plans of management for pahents and theu- farmhes, : '

the ability to perform simple procedures competenﬂy, understandmg the mchcahons

- _for, and risks of the procedures undertaken,

 the ability to work eﬁectwely w1thm a tsam of health care personnel, mcludmg'
oﬂler doctors nurses, alhed health professmnals and undergradnate students;

effectwe t:me maxms.emem

a cummmnent to self assessment and connnumg medlcal edncanon and an ability -
to locate and critically appfmse bmmedacal literature relevant to everyday clzmcal
pmcnce and 7 - _ _ :

" a wﬂhngness to be invalved in teachmg of others mcludmg undergraduate medmal
smdents nurses and a]hed health professxonals -



4.2 Consolidation of communication and coumselling skills *

Communication and counselling are best practiced and consolidated after graduation when fhf;
- IMO assumes responsibility for patient care. Issues such as bereavement, modification of life
" style, and care. of the elderly require effective communication with patients, their families and

other health care personnel. By the end of the first two years of pustgraduate trammg, the JMO L

should be able to damonstats

- an ability to communicate effectively with patiants and their familias using .
" techniques that have been shown to affect outcome in terms of reduction of patient '
anxiety -and appmhensmn, nsk factor mochﬁcatlon and comphance Wlth '
.med:canon ' ,

. an abxhty to counsel patlents and theu' fam;hes partzcularly wzth rcspect to -
prognoses of death, dymg and dlsablhty, and :

I abﬂlty to work cffectlvely within a team of hcalth care pe.rsonnel, o contribute. _
' appropriate knowledge and expertlse and to value the contributions. of other team. .. -
'members . : o

. 43Useo dia' 1ostic and consultant services with increasing discrimination ™

Clinical pmcticc is ‘becoming incréasingly dbxﬁplei. TechnologiCal development has led to a

widening array of options for investigation and effective therapy of patients yet increasing .
pressure is being brought to bear on health care parscmnel to take responsibility for the provision .-

" of cost-effective services. Issues of resource allocation and utilisation are likely te have an even
greater impact on clinical practice in the future.: By the end of the first two years of postgraduate .
trammg the .TMO should be able 1o demonstrate . '

e commitment to crmcal apprmsal, quahty assurance and peer review;
o - an understandmg of the use of common mvest:gatlons mcludmg knowledge of

. how diagnostic fest characteristics mﬂuence the selection of investigations and :
'mterprctanon of their results : ' :

. ®The foilowxng section has been adapted ﬁ'om the WA Accred1tat10n Gulde PTAC Append:x '
* B, Draft 6, June 2001. : o
|1 ' The following section has been adapted ﬁ'om the WA Accredxtatxon Gulde P'I‘AC A.ppEndl.X
B, Draft 6, Juue 2001. ' } _ -



« the ab111ty to seek expert consultation thoughtfully, having first, under apprdpﬂate'
supervision, appraised the clinical situation and initiated appmpnate mvestxgatlon
.and management; and :

. responsibility for their actions in human and economic terms 50 as o achieve the
desired clinical outcome for the patient to the lowest cost to the community. .

4.4 Form.a! education 1%

_Junior medmal staff must be prowded thh appropnate formal eﬂucahonoppommtxes whmh are’ ‘
relevant to JMOs needs, and to chmcal needs and based on adult Iearmng principles. Each
hospnal should: * . = 7
. pr(mde structured cdncatmn programs speclﬁcally for PGY1/72;

. prowde education progranis that are acccssible 10 junior medlcal staﬂ' and are .
- protected‘ from excessive intrusions from chmcal responsihﬂmes .

-+ ensurethat educatlon pmgrams have a focus on cIn:ucal skxlls acqmsmon

+:  enswre fhat educab.on programs are evaluated to meet thc nezds of Jumor madlcal e

smﬁ and

. ensure that IMOs have access to-approprihte facilities and educational resources to
: suppoxt an'd maintain self—leaming activiﬁes (SuCh as intemnet access at work).

It is also necessary within a best leammg envxronment a.nd educational framcwork that '
. educatmn sessmns are mterachve and not unduly dldactm,

.« immediate written evaluatlon forms are completed at the, complenon of the teachmg' )

session (these should be consohdated by a tlurd person. and fed "back to the — _7

pressntcr),

1 The followmg sectlon has been adapted from the thonan Intam Accrcdltauon Standards '
: 2001 ' : } .



specific sessions for PGY |s emphasise clinical problems of ditéat relevance to their
daily work and seek to consolidate and expand their student learning; and

. education sessions for PGY2s provide exposufc to different disciplines which
reflect their long term career goals. : ;

Wherever possible, educational sessions should take place within rostered hours, with formal .
teaching sessions of about 3 hours per week for PGY1s and, for PGY2s, at least 1-2 hours per
week. These sessions should be _speciﬁcally designed to meet the needs for PGYls and, to a

lesser extent, for PGY2s. It is important that there is a clear expectation that the PGY1/2 will
atiepd and arrangements art made to minimise interruptions eg formal ward rounds are not

" scheduled and wards \mow that trainees should be paged only for urgent problems. During the

specific teaching gessions it is desirable that arrangements be made for someone else 10 hold the .

' trainee's beeper and the trainee is disturbed only for emergencies and not for routine calls

initiated by relatively junior staff.

Valueble learning opportunities exist outside tli'c structured training sessions. These teaching

sessions for PGY1 and 2 may include: "

. discussion of 'parﬁchlar c]ini_cﬁl problems ciamonstrated by'paﬁeﬁts on th_cr‘v&ar_d

~with active participation by the PGY 1 or PGY?2 either before or aftera ward round;

- Depamnant or umt meetings where thé PGY1/2 _preseﬁts patients an'd Grand
Rounds or other division or hospital-wide educational activity; o

. Radiology andfgjr pathology demonsuaticn#;
.  Xemay -n_:xet_:ﬁ;lgs;', ' -
. Mortality aad morbidity audits;and

. clinical skills sessions.

g

17 The following section has been adapted froi:n the pubﬁcaﬁnn by the General Medical Council,

UK, “The New Doctor”, Apﬂ 1997, p. 40.

9



4.5 Posteraduate Clinical Education Program

It is expected that & hospital will provide and maintain a satisfactory Postgraduate Clinical
Education Program. The principles of a Clinical Education Program inc_lude:‘ : '

. an integrated approach to training in the first two years, encompassing clinical
experience, on—'the-job training and format education; o _

. afocuson é}ieciﬁc term objectives for the relévsmt level of Itxaining;'

. provision of junior doctors with terms of appropriate tength, quality and _’cénteﬁt, as
well as adequate levels of supervision and educaﬁon_scs_sinns; BT

. core terms of surgery, medicine and emergency medicine during ?GYI;

. offer further experience in the PGY?2 year, for example in adult or pasdiﬁtric
medicine, emergency/critical care medicine, swrgery and roral/community.
, medicine; o ' S :

. development of a collaborative approach between the primary allocation and -
- secondment hospitals to ensure that the learning opporiumities available for junior
doctors are accessk e and cffe_ctively integrated; and S o
. pféjﬁarﬁﬁoh for junior doctors for pfacﬁqé ina wide vaﬁety of settings, for example,
* "both urban and rural settings. ' - L ' e

5 _S‘kills Acquisition, ’P'rof:iﬂde'ncy énd Rbtatidh__s— -

“The skills and knowledge that JMOs could be expected to learn during their fist two
postgraduate years vary according to hospital, supervisors and training terms. Curriculum
frameworks and a Clinical Training Portfolio have been developed which can assist Directors of .

~ Postgraduate Medical Education, Unit Heads and DCTs to identify clinical and procedural skills
and thus discuss with IMOs leaming objectives to be achieved during a term or rotation. The
learning objectives within the curriculun framework covers areas including: ‘procedural skills,
‘emergency care, first fine management of common primary presentations, patient assessment

. gkills, professional knowledge and skills,” preventive, care gkills, communication skills and

- 5The following section has been ad_apted from the « A cereditation Standards for Junior Doctor
- Education (PGYI&Z)", Postgraduate Medical Education Committee, Queensland, 2001 :

20



professional  development.  The curriculum  framework can  be viewed  at
Lttp:/fwww, Dmefa com.au ' : : ' :

It is important that educators regularly evaluate chmcal skllls to takc into account emergmg
themes in med:cmc This may mciude ' .

« genetics (such as genetics as 2 screening tool vs genctms m seiected famﬂzes or
' etl:ucal implications and insurance implications);

«  patient safety (computcr assisted prescribing, correct manzgement of dnig '
‘reactions);ethics and privacy (attention to the ethlcs and pnvacy of computer
rccords/ databases); and _
. antxbmnc resxstant bactcna (hand washmg skzlls)

CLICK HERE to view a list of skitls and l\nowleduc whjch could be acqun‘ed during the JMO
years. [mbert link to resource 14) ' .

5.] Term Rbrations

'. Each term should have clearly artlculated educational ob_}echves w1th the opportumty for any
additional objectives to be negotiated between the IMO and the supervisor. A mix of terms, both

core and non-core, should reflect the educational objectives of the PGY1 or PGY2 program, . '

should provide for ‘meeting the appropriate medical registration requirements and ‘meet the
miterests of the prevocatxonal trainee. CLICK HERE for a term desmptmn template [insert link

to resource 13

The mtcmsh.tp and early years of res:dency shauld prowde the IMO with suiﬁment opportunities

in clinical practice to enable meaningful decisions to be made regarding career choice and . -

vocational training. Exposure to paediatrics, obstetrics, Kaison psych:atry, general practice and
. other community based expanencc and anaesthesia and intensive care is highly desirable to E
supplement the core experience in general medicine, surgery and emergency medicine.
“Hospitals and other training orpanisations should endeavour to improve JMO. education and
‘training by encouraging active participation of attending medical officers in- educational
programs, including bedside ‘teaching. Career counselling regarding career choice and other
matters should be available through term siipervisors and the Director of Clinical Training.

A
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Although registration is conferred at the end of the intern year, most medical graduates in their
second postgraduate year remain within the network of hospitals to which they have been
allocated as interns. This potentially allows a hospital sufficient time to develop comprehensive
term rotations and broad educational programs. '

5.2 Community and rural rotations

The MTRP recommended that JMOs be exposed to at least one rural and/or coi:umunity.hésed |

term. 7 Such terms enable junior doctors to broaden their experience and gain a greater -

understanding of how the health system operates outside large metropohtan teaching hospitals.
Some of the 1dent1ﬁed alms of rural and commumty terms mclude . -

« @ appreclatmn of the resoumes avallable in mral, dlstnct and referra.l healthl
- services, to. maximise theu" efficient nse of Tesources; .

oppommlty to care for patients pnmanly in ouipahant, ambulatory care oOf
commumty settings, many of Whom live' thh chromc illness;

. _attamme:nt of skills in the assessment of patlents’ health status and care needs and '
_ the;r unplementahon ina commumty context; - . :

. ‘developmcnt of an nnderstandmg of the responsibﬂ:ty of pmmdmg contmumg care o
through practlcal expenence _ -

. asscssment and treatment of the acutely 111 pauent in the home _

. managemcnt of :IHILCSS w1thm a network of commumty—based health care
profcssmnals and sermccs - :

. 'I'he ‘wider clmmal and health service cxpenence offcrcd by rural and. community terms pmvxdes
the necessary patient focus to contribute to the well—rounded, generahst onentauon that o
charactenses the ﬁmt two years of postgrdduate trammg o . e

¥ Medical 'I'rammg Review Panel Third chort, August 1999 p.36. ‘ E B
. x Community and Rural Terms for Junior Doctors in Australia”, March 2002 Produccd hy the
Postgraduate Medical Councﬂ of NSW, Funded by the Commonwealth Departmcnt of Health
- and Agclng ' S o _ L



" CLICK. HERE to view a copy of a repoﬁ, Rural and Community Terms for Junior Doctors in

Australia —~ A Natiom_:f Review: hitp://wrww.health, gov.au/woikforce/pdffreport.pdf
6. Supervision, Assessment and Feedback
6.1 Supervision |

Supervision in the prevocational years should allow. for graded opportunities for independent
decision-making, The proximity of supervision required in each work situation is predetermined
by: the hospital setting, type of term, and experience and skill level of the JMO. It is important
that the hospitals provide IMOs with adequate and appropriate supervision and encourages

IMOs to ensure that they are adequately supervised according to the limitations of their.
kmowledge and experience. Providing opportunities and supporting the training of supervmors s

also very important to the educational and professmnal development process o

: IMOs are expected to be under the superwsmn of the Term Supervxsor who is responsible for -
" ensuring the adequacy and effectiveness of supervision within normal term. operations. All -
doctors providing superv:smn to JMOs ‘should be made known to them. The process for
contacting these supervisors must be clear to all involved. Greater supervision is required in -
PGY1. There should be relatively less direct supervision and more ch.mcal responsibxhty m'
' PGY2 preferably w1th g'rcater exposure to sub specaalty tﬁrms _

Superw.sxon should be prowdcd as follows

Ce Dunng the first week of the j J‘lllllOI‘ doctor 8 attachment the chmcal teacherlmentor |
-~ will discuss with the junior doctor their role and responsibllmes in the Umt(s) or -
facility, and highhght the responsibﬂity of the _]umor doctor to be pr0~actrve in their -

. -leammg,. ,

S Hospxtals should prowde dlrect supervmmn of PGYI doctors by a registrar or othcr '
suitably experienced medical practitioner at all times. In hospitals where a registrar '
- or equivalent is not employed, attending medical oﬁccrs must be avaﬂable at short

_ uoucc for the superwsmn of IMOs; T - :

L. D1rect supemsmn may not be requlred for PGY?. doctors but theu' superw.surs
- must be readxly avallable

‘7 U The fdllowing section has been adépfed_ from the V“Accrédit.:ati'on Standai'&s for Tunior Doctor
~ Education (PGY1&:2)", Postgraduate Medical Education Committee, Queensland, 2001. . -
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The position descnptlon for all staff responsible for supenrlsmg Fonior Medical
Officers clarifies their role and responsfbxhtles for supervising Junior Medical

: Officers,

'Each clinical teacher/mentor should ensure that their contact with each junior

doctor is sufficient to permit a valid assessment of the junior doctor’s performance
by direct observation; .

Supervision of jumior doctors should allow for mcreasmg opportumtles for
mdepcndent deexslon-makmg, and : . :

_The adequacy and effectiveness of Jumor Medlcal Oﬁicer supemsmn is evaluated_

£ 7 6. ZAssessment
5 .

.-Hosp1tals are requn-ed to facmtate regular assessments of junior doctors. A range of mdlwduals
_ should contribute to the assessment and feedback process including consultants, reglstrars
" o _-nursing staff and other health professionals. Assessment in each term/rotahon should be:*

the responsibihty of the agsigned chmca} superwsor in conjunctlon with other umit

3 staff (mechcal nursmg and allied health)

a vahd, rehable process explamed to Jumor doctors at the commencement of each
- term as reqmred, : . :

~ based on observahons of the junior doctor s performance include a mid-term

formatxve assessment process for all terms greater than 5 weeks

" continuous, both on a formal and mfoxmal basw, leading to'a written report from '

the clinical teacher to the Medmal Supenntendeut via the SIT or DCT at the end of

S each termy;

a tran5pa1'ent process whlch mcludes cpportumty for both self- assessment and

- access to the superwsor s report byj Jumor doctors and

P oy v - . U ATOE _
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2 The follovwng sectmn has been adapted from the “Accredxtauon Standards for Junior Doctor
_ Educatmn (PGYI&.Z)“ Postgraduate Medlcal Education Comm1ttee Queensland, 2001 '
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. accompanied by ongoing feedback and guidance from the supervisor.

Each hospital should have a mechanism in place that c}early.cxplains the criteria, process and
timing 6f assessment and feedback to jumior ; mcdmal staff, Wthh must be known to the jumior’
doctor. - . . :

6. 3 Feedback

Provision of continuous feedback to JMOs is fundamental. Hospitals should clearly explam the
criteria, process and timing of assessment and feedback to TMOs at the commencement of each
term. There should be opportunity for both formal and informal assessment and both mid-term

and end-of-term feedback. CLICK HERE to view a copy of the MO Attachment: Feedback and
Appraisal Form (JAFA) and JMO Progress Review Form devclopecl by the Postg:aduatc_

' Medical Councﬂ of NSW [msert hnk to resources 16 &17} - :

Tunior Medlcal Ofﬁcers are cncouraged to take responsibﬂity for their own pcrformance and to
seek feedback from their supervisors in relation to improving their performance. It is very
‘important that the progress of IMOs is monitored, and that Supervisors and Directors of Clinical -
‘Training and IMOs themselves consult with Term Superv;sors regarding individual performance
~ where appropnatc .

6.4 Unsatz acto o'rmance i

. The routine momtormg and evaluatlon of the progress of j Jumur medical staﬁ' by each hospml '
and across its network is critical. . Where problems are identified, or there is unsatlsfactory
i performance including remedlauon and reassessment, the procedure for supervision and.
counselling must be explicit and must be known to the IMQ The hospital needs to maintain the
_ confidentiality of the MO receiving personal support. The hospital needs to balance the privacy
~ of the MO with the need to engage additional support to ensure patient care and safety. :

2 The following section hasbeen adaﬁted. from the.‘_‘S'tandards for Tunior Medical Officer
Education and Supervision™, Postgraduate Medical Council of NSW, Fourth Edition, 2002,
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7.0 Welfare of junior medical staff

| 7.] Sa'te Warkz‘rig Hours a

Safe working hours influence the way doctors practice. Traditionally, non-sbecmhst doctors,
including residents and interns, registrars dnd career medical officers, employed in a hOprtal :

environment have worked long hours usually in shifts. The resulting fatigue restricts

performance, and its effects are well documented. . Concentration, data processing and short-term -
memory are impaired, varisbility of performance increases and decision-making is ematic.

Inevitably, tired doctors make errors, fail to spend adequate time with patients, fail to 3

communicate eﬂ'ectlvely with them and neglect to complete’ appropnate case notes. Of note,

fatigue is not available in law as a defence for neghgcncc by a doctor in a legal action by a*
- patient (Nocera and Strange Khursandi, 1998).% - There are therefore safety and quality,

humanitarian ‘and legal reasons to lmit excessive hours, which in recent times have been

" recognised in other nations and other industries in Aush'aha. .CLICK HERE to view details of
“the AMA’s Safe Hours Project. which seeks to raise an awareness of the probiems and rigks

associated with the hours of work of jumior hospital doctors:

‘ -httn /[www ama.com. au/web nsﬂdoc," SHED-5G3D4Y B

7.2 JMO Management g

Hosp:tals need to prowde eﬁ'ectlve orgamsat:onal structures for the management of IMOs

e ‘Policies and procedures for the management of grievances need to be documented and freely _
< available to Junior medical staff. = Hospitals and the relevant staff need to comply with -
" octupational health and safety obligations. In supporting JMOs, hospitals should encourage

JIMOs to take responsibility for their self-care and provide access to perscnai support -

" mechanisms to ensure the well being of IMOs. For IMOs with special needs, if is essential that -
‘hospitals identify and support JMOs with special needs. Having the hospital provide an
- accessible, safe,” comfortable recreational area with 2 range ‘of amenities (such as residents

. ® The following section has been taken from The Australiari Medical Workforce, Department of
. Health and Aged Care, Occasional Papers, Series No. 12, August 2001, pp 93-95. This paper
"was prepared by Monica Pflaum with input and assistance from Catherine Wall, BethStatyer, -

Clare Boutchard, Rhonda Jolly and Kathennc Hams Commonwealth Department of Health and :
Aged Care. ,

-+ *Nocera A and Khursandi DS, 1998 Doctor’s Workmg hours ‘can the professmn afford to let
~ the conrts decide what is reasonable?, Medical Journal of Australia, 1998, Vol.168, pp 616-618. S

* The following has been adapted from the “Standards for Junior Medical Officer Education and .

- Superv1s1on Postgraduate Med:cai Council of NSW Fourth de‘aon 2002 S
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- . The process for s

* lounge for on call shifts, study area and computer resource rbom) supports the well being of all

JMOs.

7.3 Personal health

Medicine can be a stressful experience and counselling and support services should be readily
available. Peer support and opportunities for junior doctors to share their experiences are of

_ fundamental importance. Junior doctors should have their own general practitioner to help them

stay healthy. JMOs with 2 health problem should consult their general practitioner first JMOs . '
with professional and personal problems should consult their Supervisor or Director of Clinical .

* Training for advice.
) Médical boards bave established processes for the as_éesszﬁcnt, repurtmg aﬁdrréhabilitatidn'c;f 7
doqtors whose health has impaired, or may irnpair, their ability tofpractice I_nedici_ne. AR

The CPMEC conducted a Symposium in July 2001, “The Student and Junior Doctor in Distress”.

“The proceedings of this Symposium have been published as a supplement to theMedical Journal

of Australia, Vol.177, 1 July, 2002, CLICK HERE to view a copy: .

hgg:/hwww.mja.com.au/gublicfiufonnationisugg_lements.html

8. S,éle_ctio:-i‘ and retention of _j_uhio_r'.med;"cal ;staff:-' |

electing and appointing JMOs, to training programs and posts should be open
and systematic. It must be free from discrimination and comply with equal -opportunity

- legislation. This can be facilitated by providing selectors with advice on anti-discrimination and
" equal opportunity legislation. s o Rt N
‘Wherever possible: .

e Training 0pportunit_igs,\should bc..adyerﬁsed'énd appbin'fnients.'niadé on the basis of
. Job descriptions, inchiiding person specifications and selection criteria, should be
available when training programs or posts are advertised; © o o

. % The following section has been adépicd from the ﬁﬁblication by th-é,Géncrai,MediéaI Council,
. UK “The Early Years Recommendations on SHO Training”. ~ - SR neL,
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. - The service commitments and educatmnal opportunities of training programs and
" posts should be made exphmt in job descriptions; :

. _Standardised open references should be used;

i R : . Those involved in selection and appomtmcnt should receive trammg in
: interviewing techniques;

. Selection should include 2 process of short-hstmg that involves ail who cxpect to
S mtervmw caudldates

W o B .. Interviews should follow a cons:stent structured pattem using standardmed -
S S gquestions that give all cand:dates the oppommlty to demonstrate their smtabﬂity for
L thc program or post .

- A rccord shonld be kept of each mterwew

. Canchdates shouid bc told at interview how and when they will be mformed of the
selection panel’s dec1s1on '

. :And unsuccessful cand.tdafes should be given the opportumty to receive
' professmnal feedback following interviews. .

o 8.2 Flexxble tramm o] tzons

T Flﬂxibmty at woﬂc is becommg mcreasmgly a factor to be comldercd in the mcdlcal workforce -

- dueto technology, globalisation, social changes and expectations. There is increasing recognition
4 . of the importance of balancing life and work, of balancing the needs of both the employers and
| , - employees. Hospitals are encovraged fo think about ways of developing more flexible family-
74 .. friendly work arrangements, which could be achieved through rostering, job-share, part-time
AR T work or ﬂexable work hours: (Sce also section 8.3 - Retention of Jumor Medical Staff) '

GieiaFE

Boards and State PMCs recognise the desire of some graduates to complete their intern year on &
. part-time basis. Such placements can only be achieved after careful negotiation between
individual interns and the relevant hospital. The CPMEC has developed broad principles to .
guide employing institutions at the State and Territory level in consideration of mdlwdual
reqnests for the completmn cf mtcmshxp ona paﬁ—tunc basis. These pnnc1plf5 are: :

Lo

Frds

— ;!:-v_;'r:j.?*m
(Rt

} 'Until recentiy internship has generally bccn rcgarded as & full-time experience but Medical |
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workdlife flexibility; .~ . L T
: hjc_tp:[ld_omino.ama.com.aquMAWe‘t_r/IRRemun.nsf/Wcrk+Life—FHexibiHU o
' 8.3 Retention of Juni;ar Medical Staff 7' o |
- IMO training places great demands upon junior doctors znd can be a very challenging period.
‘The Federal and State Health departments, the Postgraduate Medical Councils, colleges,
 universities and hospitals need to explore ways of retaining the commitment of trainees o

. Each instance must be documented and apprdved by the relevant hospital and
reported to the appropriate State/Territory Medical Board; -

. Requirements for internship must be completed within two years from the date of
- commencement with the equivalent of 48 weeks intern experience; : '

_« The jntern must be able to participate in training activities for at least 50% ofa full-
* . time trainee (ie a minimum of 20 hours per week) : DR I

"« The intern must participate in pro-rata educational activities; o '
» .. The intern n_nist participate in pro-rata c_hit of hours work;

. In geng;al;' pari-time internship’should be conducted in paﬁnarship_.with another
. intern and share rosters T . S '
There are some specific requirements established by Medical Boards in some states and | '

prospective interns seeking part-time intemnship shouid be.advised to check these requirements.

- Inall cases, part-time training must be of the same Quality and equivalent duration as full-time’

training and normally requires negotiation with the employing hospital. = -

CLICK: HERE for access to the Austratian Medical 'Associai_:ion’s publiczitioﬁs and fessa'rch on

medicine. Wherever possible, training programs should be tailored to meet the needs of - -
individual trainees, Trainees should be provided with career guidance, which will assist their -
personal and professional development. . Such guidance is particularly important for trainees who

.bave fulfilled the aims of IMO training and are waiting in anticipation to begin higher specialist
training. Practical stepg,,whicl_; could be taken to-make training less rigid, include: o

UK “The Early Years Recommendations on SHO Training™.

% The following section has been adapted from the'publiéaﬁoﬁ by the General Medibal C@unci_};_ _ I
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Introducing working patterns, which are compatible with outside commitments, for
example flexible training and opportunities for career breaks .g. Parental leave for
men and women) or when training on a full time basis is not practical {eg famﬂy or
personal responsibilities};

' Encouragmg Junior doctors to gain a breadth of experience beneficial to their

professional and personal development, for example by working in a co guate
specialty that complemems their mtendod carecr; S

_ Establishing systems that allowJMOs to gain oxpenouce overseas as part of their

u'mmng,

: Dovolopmg training sohomes that holp JMOs to ke,ep their lmowledge and skills up ‘

to date during career breaks, or help them to return to work following acareer ~ =~
break {(including part time training, appropnate clnld care, breastfeedmg faoﬂmes, R

“career/ Collcge tmmmg support)

9, Eth:cal and Iegal |ssues relatlng to medlcal practice o

-' 'JMOs are acoountable for their actmns and have legal respo.usxbxhnes in areas such as medmal
. _record keeping and the issuing of medical certificates. Informed consent and confidentiality,
issues discussed in medical school, must now be dealt with in daily practice. Administrative

competonce must also be gained and time must be managed effectively and efficiently. Critical
review of medical records by sentor staff is essential and should be sought by the IMO. By the -

N _' end of t’nc first two years of postgraduate tmmmg the JMO should be able to demonstrate

' an awareness of the n:uportant ethical prmczples (snch as pauent conﬁdentiahty}

that govem clmlcal practice and an ability to work Withm that framework;

competence in medical record keepmg by mamtammg clcar, oomplete oonc:se and

N accurate rocords on each paoont undor l'us or her care;

knowledge of porunout areas of law relatmg to the practlce of medlcme cg the' k

relevant State Medxcal Board Act(s) as amoudod

thc abihty to manago tlme oﬁ'ochvoly and efﬁclenﬂy, and -

n The following section has been adapted ﬁom the WA Acoredﬂanon Gulde PTAC Appondlx

~ B,Draft 6, June 2001

30



«  the abihty to follow correctly the admlmstranve pohcles and proceduras of the
institution in whu:h he ar she works

10 Overseas tramed doctors

This sectzcn deals pn.nczpally w1ti1 doctors who tramed and quahﬁed outsxde Austraha. Overseas
trained doctors seeking to practice medicine in Australia should contact the Australian Medical
Council or their relevant state medical board. CLICK HERE to access the AMC website
http:/fwww.amec.org.auw. CLICK HERE to access contact details for medical boards in Ausuaha
[lu%ext lmk lo resource 3] : L

- 10.]1 The Australian Medical Cpﬁncﬂ process.

Thé 'Ans-tm_lian:.Médical Cousicil administers the national examinations of overseas trained _
medical practitioners seeking to practise medicine in Australia. The AMC examinations are .
designed to assess, for registration purposes, the medical knowledge and clinical skills of

-overseas trained doctors whose basic medical qualifications are not recognised by State and ,
_Territory Medical Boards; that is, doctors tramed n mcdlcal schools that have not been formaﬂy o

rewewed and accredlted by the AMC

' .The smndard of thc AMC exammatlons is deﬁnad as the level of attamment of ‘medical

knowledge, clinical skills and attitudes required of newly qualified graduates of Austrahau R
medlcal schools who are about to commence mtem trammg o , _ R

z 0 2 Gu:dance tor overseas trazned doctor.s' wha wzsh fo train in Au.s'traha

0verseas tramed doctors make a valuable contﬁbuuon to the health wurlcforce in Austraha.
_ Those seekmg to unde.rtakc part of their trammg in Austmha should be: '

T pruvxdcd w:th clear, up to date and comprehcnszve mformatmn about worklng and o -

traxmng opportumtxes in Austraha,

. 2% The followmg section has been. adapted from the pubhcanon by thc General Mcdlcal Councll
UK “'I]:le Early Years Recommendatlons on SHO Tralmng : L A

3
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. prowded with comprebensive mformatmn about the types of rsglstratmn avaxiable
to them in Austraha :

. encouraged to develop their educational ob_]ectlves before appiymg to tra.m in.
Austraha and : '

+ . able to easily access contact detalls for those individuals and orgamsatmns both
locally and nationally, who arein 4 posmon to help and advise them .

Overseas trained doctors will also require additional careers and trammg advice mllored to their
particular needs, together with support while working in an envlmnment, which may be quite

different to what they have previously encountered. Hospitals, in coIlaboratmn with the AMC, =~
_ shou]d ensure that the induction programs foroverseas trained doctors new to Austraha prowde

) ‘_.' an onentanon to the system they are to work i m, '

7 oppormmues to develop their- commumcatmn skills, mcludmg Enghsh language '

" skills needed to work with peers and superwscrs and to commumcate w1th patlents
' and other staﬁ'; and : . o

. &n mtmductlon to the prmcxples of professmnal practice set out by the Austrahan -
Medlcal Assoclation, Australian Medical Council and CPMEC s

11 Monltormg and evaluatlon

- The momtonng and evaluation of trammg and assessment processes for TMOs can 'be best :

achieved in'an infegrated way through cooperative endeavours between JMOs, their hospitals,
and the various state and national organisations involved in prevocatmnal education and training.
Each State PMC has a key role in accreditation of training positions, surveillance and promohon :

of educational prograrms, workforce planning and research, Each PMC needs to ensure equity of - o
“access to quality training programs, cuntmual development of pmg'rams, evaluation and research '
" into thezr efﬁcacy e , C

2 The followm B sectlon has been adapted ﬁ‘om the “Nahona.l Guidelmes for Intern Trammg and o

Assessment,” AMC Novembet 1996 pp 15- 17 E
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Personnel involved in development and delivery of education and training prograxos including
TMOs themselves, are encouraged to be active participants in committees, plannmg groups and
to attend workshops and confemncos at the Stato and national level.

- State and Federal Deparimonfs of Health are expected to provide adequate ﬁ.mdmg to support the
aducahon and training needs of junior doctors.

J 1 Momrormg 30

These gmdelmes provide an outline of the general prmcxples which may be considered to achxevo
- the broad aims and objectives of the prevocational years. Each State or Territory PMC and/or
individual hospital can use these general principles as a framework for 1de.nﬁfy1ng more 5pec1ﬁo
goals and standards 1o sult their Iocal circumstances. © -

There may be vanaoon in the importance Wh1ch oach stateor temtory PMC and hospmil attach&c
“to the different elements of training, and many of the gaols and standards selected may be
" contéxt-specific. For example, future opportunities for junior doctors to gain experience in a
'commumty or mral. settmg will lead to changes in their clinical experience. Reform of work
_practices may. lead j junior medical doctors to gam more of less experience in carrying out certain
procedures. The monitoring focus may concentrate on some of thee chanpes in order to gnsure
- that they are practical, useful and acceptable. Where there is evidence that such changes are
) _valued, careﬁll momtonng can help to mamtam them B ,

" Once the Spoclﬂc goa]s and standards have been dec:1ded upom, 8 vanety of approaohf:s can be
“taken to the collechon of mformatxon concemmg the success of txammg programs .

S Ev1dence from accredltauon survoys that trammg hospﬁ:als are prcmdmg I:ugh
e _quahty programs .

+  Evidence that _;umor doctors are achmvmg a.grced levels of compctf:nce as
measurcd by supervmor 8 structured feodback; :

' . Feedback ﬁ‘om junior doctors about the quahty of their expenence (The collectlon |
- of such feedback prow.des an excelle:nt opportumty for momtonng across the
_states) : .

3% The following sectmn has been adaptcd ﬁ'om the “Nauonal Gu:dclmes for Intern Trammg and
Assessmont,“ AMC November 1996, p 17 . _ : i

B



. Feedback from directors!eupewisors' of clinical training;

. Feedback from medical admwstrators concerning the trammg~serv1oe balance and
workforce issues; and

- Evadence that Jumor doctors expenenomg d:ﬂiculnes are bemg recogmsed and' :
assisted in a timely and effeetlve way. .

Each State and Terntory is encouraged to prepare an annnal report on their trammg program as a" :
means of reviewing the program and ensurmg continuous nnprovement B

States are strongly enoouraged to develop and nse msu'uments which have esmblﬁhed validity

and reliability to assist in evaluating the success of the training programs. Examples are junior -
doctor assessment forms and surveys on the guality of the edncation programs, and on the . -

term/rotation. expenenoe There has been developmem:al Work in many of these areas in several

States

At the nattonal level the CPMEC has 2 role to ensure monitoring of the quahty of the
prevocational training programs, to 1d-tzfy key natmnai issues and foster mformatlon shating

and educatlon research.

4 12 Evaluatzon

R A.nnual reportlng by each State and Terntory PMC as recommended above would allow the
Statesto document their success and to leam fom the expenences of others :

" A reasonable match between graduatmg numbers and appropnate trammg opportumues m'-'
clinical service positions at a national level is a worthwhile goal. While individual States or .

Territories may be faced with a mismatch between graduate pumbers and available positions, a

- natlonal goal must be to prowde the best avaﬂab]e tmmmg in the right number of positions.

- The: requlrement for each- lrammg term to have clear, identifiable :md acluevable Iearmng

objectives is likely to improve the quality of each term and scts as 2 measurable indicator of

o 'comphanee At the hospital level there needs to be an aceeptabie balance between balancing the

service needs and the trammg and professaonal development needs of the j Jumor medical staﬁ'.

31 The following section has been adapted from the “Nat:onal Gmdeimes for Intern Trammg and
'Assessment,” AMC, November 1996 p 17 -+ . . :
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Another matter of special interest is the retention rates for junior doctors during the first two
years after graduation and each State and Territory should ensure appropriate systems exist to.
monitor and report to relevant State and Commonwealth agencies on the reasons why _]l.lI!.ICII'-—

medical staff are Temaining 'mthln movmg between or ]eavmg the healthcarc system

Flexible trammg and opportumty for part -time completion of prcvocauonal tmmmg or _]Ob
sharing is an emerging issue to which States and Territories are encouraged to respond :
Monitoring changes to work practices is also i 1mp0rtant in thls regard :

¥ach State and Temtory, through the CPMEC and the Austrahan Me.dma! Cmmcll could -

~ collaborate to develop instuments, to collect, at regular intervals, feedback from junior doctors,

- directors/supervisors of chmcal trammg, chmcal supervxsors n'a.mmg co]]cges and medlcal
_admxmstrators — _ . .

~This form of cvaluauon could pmwde usefil mformatan to be uscd by each Statc in settmg its
‘own poals and standards. Tt has been suggested that patient outcomes could be included in such o
a list (for example pat:ent sahsfacuon w1t]1 }umor ductors workmg in ncw u'ammg setnngs)

.Occasmnal surveys of j JIJJJIOI doctors satlsfactmn mth than' trau:ung could be undertaken some -
"~ time after gmduanon (say five years)-and Would help to 1denufy the components of traxmng_- .
cons:dered by thl:m to be the grcatcst value o L

An approach to 1dent1fymg and asmstmg Jumor colieagues in d:fﬁculty, w1thout threatenmg theu‘_

professional development and career choice is an important cutcome measure. - This is a complex
area, where interstate communication on successful initiatives would be invaluable. - '

The Adv:sory Commzrtee for the Natwnal Gu:delmes for szzar Medzcal Oﬁ' icer B
TrammgandAssessment T ,

Sy

S35



References _ - o
! The following section has been adapted from the “National Guidelines for Intern Training and
Assessment”, AMC, November 1996, pp 14-15,
2 The following section has been adapted from the “National Guidelines for Intern Trammg and
Assessment”, AMC, November 1996, pp 8-12
3 Medical Training Review Panel, Second Report, November 1998, p. 38
- *The following section has been adapted from the “National Gulde]mes for Intern Trammg and

. Assessment”, AMC, November 1996, pp 12-13

5 The followmg section bas been adapted from the “Accreditation Standards for' Junior. Doctor
~ Education (PGY1&2)", Postgraduate Medical Educanon Commmee Queensland, 2001
- pp 1415, . ., . -
o ?The following section has been adapted from “Education, Trammg and Snpervzmon for New '

" Doctors”, Medical Council of New Zealand, November 2001, p.47. :
. 7 The following section has been adapted from the “Acereddatwn Standards for Junior Doctor E

: ﬁEducanon (PGY1&2)", Postgraduate Medical Educauon Committee, Queensla.nd, 2001 P 16-
YA '
-8 The following section has been adapted from the “Aceredﬂatton Standards for Junmr Doctor .
Education (PGY1&2)”, Postgraduate Medical Educatxon Commlttee Queensland, 2001and the
WA Accreditation Guide, PTAC, Draft 6, June 2001. :
- ? The following section has been adapted from the “Standards for Fumior Medlcal Officer

. Education and Supervision”, Postgraduate Medical Council of NSW, Fourth Edition, 2002.
10 The following section has been adapted from the “Standards for Junior Medical Officer. -
- Education and Supervision™, Postgraduate Medical Council of NSW, Fourth Edition, 2002, :

M The following section has been adapted from the publicanou by the’ General Medlcal Cnunml, A

" UK, “The New Doctor”, April 1997, pp 35-36.
SR The following section has been adapted i'rom “A Guide for Intems in Vlctona” a jomt
publication of the Postgraduate Medical Councﬂ of Victoria and Mechcal Practmonem Board of
Victoria, December 2001, p.5. .
13 The following section has been adapted from the WA Accred:tatton Gulde PTAC Appendlx ,
B, Draft 6, Jane 200L. =~ - . -

W The following secnon has been adapted from the WA Accred1tat10n Gmde PTAC Appendtx '

- B, Draft 6, June 2001

s 15' The followmg section has been adapted ﬁom the WA Accredltatmn Gmde PTAC Appendtx
. B, Draft 6, June 2001. :
. i6’ The following section has been adapted ﬁ-om the Victorian Intem Accred1tat10n Standards, B
2001 and 2002. - o
- "The following sectlon has been adapted from the pubhcatton by the General Medacal Councxl, N
* UK, “The New Docto , April 1997, p. 40, n
- '8 The following section has been adapted from the “Accredltanen Standards for Junior Doctor
' Education (PGY1&2)", Postgraduate Medical Education Committee, Queensland, 2001 =



¢

19 Medical Training Review Panel, Third Report, August 1999, p.36. '

0 Community and Rural Terms for unior Doctors in Australia”, Produced by the Postgraduate -

Medical Council of NSW, Funded by the Cornmcnwcalth Department of Health and Agemg,

. ‘March 2002,

- *! The following section has bccn adaptcd from the "Accradltanon Standards for Junior Doctor
Education (PGY1&2)", Postgraduate Medical Education Committee, Queensland, 2001. -
2 The following section has been adapted from the “Accreditation Standards for Junior Doctor .
Education (PGY1&2)", Postgraduate Medical Education Committee, Queensland, 2001.

-2 The following section bas been adapted from the “Standards for Junior Medical Officer
Education and Supervision”, Postgraduate Medical Council of NSW, Fourth Edition, 2002. i

3 The following section has been taken from The Australian Medical Workforce, Departmentof .

‘Health and Aged Care, Occasional Papers, Series No. 12, Avgust 2001, pp 93-95. This paper = .
was prepared by Monica Pflaum with input and assistance from Catherine Wall, BethSlatyer, . .

* . Clare Boutchard, Rhonda Jolly and Kathenne I-Iams Commonwealth Depa.runent of Health and _

" Aged Care, '
2 Nocera A and Khursandi DS 1998, Doctor’s workmg hours: can the profess:on afford to Iet
the courts decide what is reasonable?, Medical Journal of Australia, 1998, Vol.168, pp 616-618. -

- % The following section has been adapted from the “Standards for Tunior Medical Officer

.Education and Supervision”, Postgraduate Medical Council of NSW, Fourth Edition, 2002..
* “The following section has been adapted from the publication by the General Medical Councnl

s UK “The Barly Years Recommendations on SHO Trammg hltp llwww gmc- :

- ukorg/med _ed/sho.htm B

" % The following section has been adapted ﬁ'om the pubhcatlon by the General Medlcal Councﬂ

UK *“The Early Years Recommendations on SHO Trammg http !lwww gmc- - .
uk.org/med_ed/sho.htm - '

- " The following section has been adapted from the WA Accred1tatmn Guxde, PTAC Appeud.lx .

"B, Draft 6, June 2001.

=’ The following section has been adapted ﬁom the pubhcatlon by the General Medical Counml L

UK “The Early Years. Recommcndanuns on SHO Training”, http I/WWW gme- - -
uk.org/med ed/sho.htm - - .
* The following section has been adapted from the “Natxonal Gmdehnes for Intem Trammg and
Assessmcnt, AMC, November 1996, pp 15-17.
3 The following section has been adapted from the “Natmnal Gmdelmes for Intem Tralmng and
Assessment,” AMC, November 1996,p. 17." o
. 3 The following section has been adapted from the “Nanona.i Guldelmas for Intern Trammg and
-Asscssmcnt," AMC November 1996, p-17. :
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L Resource 2: Key Stakeholders Contacted -

- -} Committee of Medical School Deans

" | Committee of Presidents of Medical Colleges
| American Medical Association .
Medical Council of Canada
- -{General Medical Council (UK) -

- | Irish Medical Council
Swedish Medical Council

.| VIC

"{Dr Eleanor Fiynn
" | Carol Jordon

"+ [Prof Barry McGrath

NSW
. |Margaret Banks
- |Dr Simon Willcock

Clwa
-KayeHamwell

: DrAdnanAnthony
| Dr Wilton Braund e
< * |Prof Geoffrey Dahlenburg
- | DrMitra Guba. '
.. {Karen Grace
. |KenHand

... |Michael Jelly - -

- |David Morris

- |vicMEos
.+~ {Joan Benjamin
- | Amy Fraser. .
. |Jenny Gough -
- iMs Geraldine Marsh
" |Greg Jernsek
. | Sarah Hawkins
1| Megan Morse -
.. |Dr Heather Smith
/| Debbie Paltridge
Desley Reid-Orr
_ .| Susie Sangas - _
- |Bronwen Upston -

{INSWDCTS . .
- |DrStephéenMyers . .
| Dr Dennis Cordato .
. |DrElli Michaelides -+~ .~
-, |{DrNarelle Shadbolt
77 |Dr Tim Spicer . =~
DrAndrechDonald
-|Dr Susan Paul .
P AshleyWatson
.~ |DrPeter Bortz -
" {Dr Paul Thomas -

Dr Andrew Biankin -
Dr Lynne Mann

Dr Debbie Hawkins
Dr David Brown

Dr John Napoli

Dr Theresa Beswick
Dr Carolyn Cooper
Dr David Curran

Dr Geoff Eather

Dr Peter Love

Dr Simon Abel

1 Dr Peter Grant

Dr Tomiko Barrett
Dr Mark McLean
Dr Cameron Dart -
Dr Deborah Lewis

" . |Dr Louis Christie

Dr David Jankelson
Dr Tony Bonaventura®
Dr Catherine Stewart.
Dr Georgina Gibson
Dr Scott Murray .
Dr Brian Nankivell
Dr Jan Maree Davis

. {Dr Sally Somi - :
- {Pr llona Conningham

DrPeter Reed

" | Dr John Glass

Dr Diana Learoyd

. 1Dr Steve Fleclmoe—Brbwn

Dr Tom Heaney

DrNick Ryan.

Dr Dariy Mackender =
Dr Andrew McDonald
Dr Joseph Lizzio .~

Dr Scott Fortey -

| DrEddy Fischer -

Dr Annette Britton

" |Dr John Burrell”

DrPeter Landau -

- |Drlan. .. - Macdonald

QLDDCIS - '
1Dr Annabel Alcock
{Dr Nick Buckmaster -
-.{DrPeter Cleary . -

| Dr Geoff Copeland

A/Professor Steven Coverdale
DrBas Gouweloas .
Dr John Hadok

Dy Julie Joyner

Dr Don Kane

1Dr Gerard Meijer =

Dr Kees Nydham

* |Dr Sharon ORourke -~ .
- 1Dr Elizabeth Powell '

. |DrDavid Salter

- | Dr Sue Shiels

Dr Peter Stride

" |Dr Graham Steel




‘[Professor Bill Egerton
Dr Robert McCrossin -
. |Dr Mark Erian '
- |Dr Natacha Sorour
A Dr Peter Keary

QLD MEOS
Libby Black
Brian Fowler
Angela Ham
- |Julie Harris
| Gemeah Howarth-Hockey
" |Rebecca Licastro
Kirsten Mayne
Dr Chris Murray
Dr Angela O'Connor -
Brigitte Prince
- |Penne Purslow
- ; "|Lynne Raw -
|Barbara Swadling .
| |Elizabeth Ware

|wAa DCTS
Dr Antonia Bagshawe
-+ |Dr:Andrew Gardner
_. " |Dr Stephen Richards
| Dr Matgaret Sturdy
.- |Dr Richard Tarala ,
.| Dr Alistair Vickery -
- |DrBarxy Vieira '




o Resource 3: State & Territory Medical Boards

" Australian Capital Territory
y Medical Board of the Australian Capital Territory
- ...~ 6" Floor
.~ FAI House
" 197 London Circuit
- Civic ACT

POBox 976
" Civic Square ACT 2608
Registrar: - ‘
Mr R Bradford
".. Phone: (02)6205 1600
o Fax: o (02) 6205 1602 .
-~ Email: bob.bradford@act. gov.au -

New South Wales
New South Wales Medical Board
Off Punt Road (grounds Of Gladesville Hospita)
- GLADESVILLE Nsw 2111

- 7. POBox 104
* ' Gladesville NSW 2111
" Registrar: '

. MrAEDix .

L+ " Phone: (02)9879 6799

. Faxe o (02) 9816 5307

S 'Email nswmb(@wmb org an
~Web site: -

S @llwwwnswmbo:gau

o Northern Terntory
'~ Medical Board of the Northern Temtory
“2"Floor
Harbour View Plaza P
., . Comer Benmett & McMinn Strcet
. " DARWIN NT 0800 '
. AUSTRALIA

S POBox 4221
. Darwin NT 0801 -
o Registrar: |~
o Ms'S'Williams _
T Phone {08) 8999 4157 °
S -~ {08)'8999 4196 e
AR Emall healthprofessmns ths@nt gov an
.. Web site: _ :
o http: i/www nt.gov. au’healthforz qum)lpmf boardslnrof hcensmtr auth shlml




Queensland '

. The Medical Board of Qucensland
19" Floor, Forestry House

© -~ 160 Mary Street :
' - BRISBANE QLD 4000

' GPO Box 2438
Brisbane QLD 4001 .

* Registrar: '
“ Mr I Greenaway
.-, Phone: (07)3234 0176 (general enqun'les)

© ot Faxo - (07)3225 2527
- Email (general):
medaca!(tghealthregboards qld. gov au (raglstrar)

" Web site: : ,

- http:/fwww.medicalboard.qld. gov.an

~ . South Australia -
" Medical Board of South Australia
© - 91 Payneham Road
 STPETERS SA 5069

. POBox 359

‘" - Stepney SA 5069

" Registrar =

U MrDHWilde .

.- -Phome: -(08) - 83627811 - _

0 Fax: . (08) 8362 7906 '

. Ematl: admm@g_xedxcalboardsa.asn an ..
- Website: . :

' MAM@Q@&J

o Tasmanm . o
1" The Medical COIm.Cll ofTasmama
" AMA House _
=2 Gore Strest
v Sollth Hobaxt TAS 7004

=--.--""POBox8 N : :
L . SOUTH HOBART TAS 7004 ’
.~ Registrar: =~ - '
PR MsAMcLean—Ahmne -
B ;Phone_- (03) 6233 5499
- Fax: - '(03) 6233 7936
mct@ournetau

' Vlctnrm §
0 Medical Pmctltmners Board of Vlctona ¢
- " Level 16, 150 Lonsdale Street -

il Melboume VIC 3000

. .GPOBox773H
- 'Melboume VIC 3001

ChzefExecunve Oﬂ'icer S
¢ MriStoney
SN ',Phone (03) 9655 0500 :
Ll - (03)96550580 -
' ?'f',-,EmaIL




- Web site: :
- http: //www medu:alboardwc ore.au

. Western Australia :
" ‘Medical Board of Western Ausiraha .
g® Floor, London House N
216 St George Terrace

PERTH WA 6000 '

 GPO Box 2754
" Perth WA 6001

‘Registrar:
Mr S Hood

" Phome: (08) 94811011

Fax: (08) 0321 1744

Email: egxstrahons@wa.medﬁalboafd com.au
Infé@wa.medicalboard.com.an

.. Website:

) t_tp.[iwww.\va;mcdicalboard.com.au



' Resource 4: Sumval Tips for JMOs

(Adapted from "' A Hendbook for Medical Residents”, Queensland Medical Education Cenire 1997
‘and “An Information Package for Junior Medzcal Oﬁ‘ cers”, Council for Early Pastgraduare Training

- in Soutb Australza 200})

FEAR IS NORMAL. There are probably a few of you who won't admit it, but everyone's scared on

their first day. Internship is about transition, taking that first step onto the hierarchical ladder of the

medical professions. By virtue of the arduons years at medical school, you are now equipped with

- sound medical knowledge and skills that should stand you in good stead during your intern year. IF IN
. DOUBT, CALL. Registrars and Consultants can seem pretty distant and uninterested at times, but I can
. guarantee any abruptness or condescension you may experience in response to a question will in no
way compare to the disaster of not seeking help in time. If you are faced with a medical problem you
- cannot deal with, remember that those on the rungs of the ladder above you are there to lend a hand,
" gven though at times they may appear a little intimidating. There to offer assistance and guidance is a

" host of other staff members within the hospital environment with whom you must endeavour to get

" onside as early as possible. These are nurses, clerical staff, radiographers, physiotherapists, dieticians,

. security guards and so'on. During our years as interns, we were able to learn from and were aided by,

- “all of these people. Remember good manners make the doctor and respect others. Be both gracious and 4
-+ humble when it's time for you to accept gnidance and help. No mtem oouId ever be cntunsed for trymg i
to get along with everyone else. - : . '

ORGANISATION For those of you who are naturally well organised, you will never succeed i.u
. organising you day exactly how you want- it's not you fault, it's the job. For those of you who are not _
: natura]ly well organised, write it all down, and tick it or cross it when it's done/checked etc. Although g
as interns you will start off at the “bottom of the ladder’, your role is an important one. You are there
to hold the ladder firm and stable. Junior medical oﬁioers are vital players in the everyday running of.

... the hospital system. You have more contact with patients and their families than any of the other - - -
o mcdlcal staff bccause yuu are thc interface between med;cal, nursmg and paramcdlcal care. :

A good intern will ooordmate the d1ffercnt facets of patlent management to ensuie a truly hohstlc' '

.- approach to treatment. No longer will yon bring up the tail of ward rounds; rather yours will be an vp-.

- - front, hands-on role in pauent care and you will be sm-pnsed at how quickly you wﬂl learn from your
expcnenoes _

o "_‘DON"I‘ LET IT FESTER_ If you are havmg troubles with your Rog;strar or Consultant don’t just let it

s g0. People do fail intern years. Personality clashes or simple differences in management can be cnough

" to canse very negative end of term assessments, by which time it's too late, If you want to learn and

- enjoy the field you're working in, get along with your Registrar and Consultant. If you want to enjoy - -

“your job, and feel good about getting up in the morning, get along with the nursing staff. If you want to
get things done, get along with the clerical and technical staff. JUST DONT DO IT. If you don't feel

. comfortable doing something, don't do it. This includes consenting for a procedure you're not familiar
* with, This also includes being asked to do procedures, or finction in a role you are not prepared for .~

-~ such as a Relieving Surgical Registrar. If you feel your Hospital is not standing up for you, contact -

e ‘your State medical council or AMA. IF YOU'RE SICK, TAKE SICK. LEAVE. If you come to work. _

- you will be expected to perform at 100%. If you can't you w111 only cause you:self and your pahents B
gnef. You will also mfect the rest of your peers. : _ : '

GO HOME The cover is there for a reason. Ifyou e paged to do 3 Jelcos at 1655 you can hand them
.- over. It may seem it would only take you 15mins to do them all, but there's always somethmg that

27+ means you'll still be there at 6pm. Your peers can be an amazmg suppert. FOOD 1S ESSENTIAL. -

" Half an hour taken for hunch will make you an hour faster in the afternoon. YOU ARE NOT -

* PERFECT. As an intem you have by definition less than 1 years experience at being a doctor, so you

. should not compare yourself to your Consultant or senior Registrar. You are not-the Medical . -
“Corisultant for your surgical unit. If you are out of your depth there is always sameone who can help. -

-+ .. During this time, you should be familiar and comfortable with your limitations as a junior doctor.. '

.~ There will always be supervision and guidance on hand, but there will be times when you will need to - -

- 'spec1ﬁca11y seck it out. You should never feel isolated in a medical situation, irrespective of the time be -

it day ar night. SPILL. If you don't tell someone when you're in ‘trouble no one will be able to help. R

. }A;Almost cvery mtern has. moments of exu'cmc self- doubt and w111 quesuon thelr careor path. Usually



. th15 is becanse of problems in the system eg Iong hours, or lack of support from your seniors. It may
. seem hard to believe, but things can actually change if you speak to the right peoplc

" For most of you the intern year should be a posuwe and exciting experience. But don’t be snrpnsed ifI
tell you that you will all fall on times of disenchantment, frustration and great fatigne. Don’t take

" criticism from consultants or registrars too personally, but learn from whatever advice you are given.
Noone is infallible, We have all made mistakes at some stage, but the key is to better oneself by

- learning from our experiences and not repeating the mistakes. Doétors mmust be gensitive. Reach out
-~ and impact positively on your patients and their loved ones. Recognise your limitations in trying to

- battle the inevitable cutcome that befalls everyone. Talk about your sad experiences with your peets,
friends and families, this can be extremely therapeutic. In retrospect we now look back upon our junior
medical officer years as a year of self-discovery. It is about working to live, not living to work: This is
the year that you have been waiting for. No more end-of-year exams to contend with. Set yourself new
personal goals. Embark on a life that is not solely centred around medicine. Take up extracurricular
activities for enjoyment and relaxation. Remember that old familiar saying that embodies 8 commonty

~ accepted observation, 2 healthy body makes for a healthy mind, do something about it before it's too
late and you need doctonng yourselves. - _ o .

*



g taic R i

i
3

1.
h

i

o

Resource 5: Sample Position Description PGY2/3 — Cardiology Unit

pjdapﬁed ﬁ‘orﬁ a positibﬁ a'éscription provided by the Director of Clinical Training, Box Hill Hospital,

Victoria, 2001) . _
' POSITION DESCRIPTION - HMO02/3 CCU

~ Reports ta: " Head of Unit Director/Director-of Clinical Services {Medical)
" Qualifications: MB BS (or equivalent) :

" Position Summary:

“The HMO is responsible for coordinating and documenting the admission, management and discharge
planning of patients admitted to his/her unit. All decisions concerning the patients should be executed

7 through the HMO.
' Learnjng Objéctives for this Rotation:

o Tﬁe HMO is expécted to take an active part in defining hisfher education needs and to obtain help in
- meeting them. S : S

'_ Pﬁfﬁéular oﬁjectivcs for Cardiology are:

L Develop your skills in the assessment of paticnfs with chest pain and other cardiac presentations

3. Gain skills in the management of common cardiac conditions

"~ .3, Further develop your commumication skills with patients and families '
o 3'4.Gains]d115inresuscitatibnpmcedures' S e Lo _
S Develop and understanding of risk factors and the ability to discuss these with patients and families

’ "-]_Juﬁes ahdResp_bhsibi_]ities:

_ PatientCare . - R e o
6. Complete a comprehensive patient history by obtaining a history from the patient and from other N
- - relevant sources (eg family, medical record, general practitioner, ambulance transfer sheet). It is _
' important to distinguish between factual and presumed information, and to verify presumed past
. diagnoses. - L T -
-~ 7. Document the full history, physical examination and progress notes for all patients you admit. :
*"Legible, accurate and signed progress notes must be wtitten every day and particularly after every ward - -
vound - 0 o o -

‘8. Formulate a management plan for each fﬁtient.' L

"9, Ensure that appropriate investigations are ordered and checked gﬁd that the nﬁéﬁégam:nt plan is

altered as necessary.-

7. 10. Design a discharge plan containing clearly identified and attainable goals.

. Organisation S — : . R : _
- ’11. Prioritise your work, ensuring that the sickest patients are seen first. Check results of important
" ‘tests of the day and that decisions made earlier in the day have been carried out. Hand over information -
- about very sick patients fo the covering HMO. R I L R P
.. 12. Do a daily ward round of all patients with the registrar. The registrar is the first contact for any
*patient issue you have. Notify the Registrar and ‘appropriate consultant of any serious change ina -
. ‘patient's condition or a patient's death. =~ ' ' e : S

13, Develop and maintain good communication with’nufé_iné and allied health staff. SR
. 14. Be especially aware of the need for culturally sensitive communication with patients, families and
other care providers. Ensure that the patient’s relatives are aware of the patient's condition.

_1§§ Communicate with each patient’s General Practitioner; especially about discharge plax;s,ﬁnd post g
discharge follow up.- ' " LT S IR AT

B -16. Ensure that dischargé medication is wﬁttch.iip the day before discharge and the dischérge-'sﬁm_niafy__
. on the day of discharge. Ensure that the discharge shmmmary is sent to the patient’s' GP and any other -
. doctors/hospitals involved in the patient’s previous or subsequent care, - L




. Education :
17. Attend appropriate education meetings and mit educanon sessions.
18. Develop a learning plan for the rotation, covering technical skills dsvelapment and management of

- specific conditions.
-19. Be able to describe the management of common conditions seen on this rotation.

' '_omer Duties

. 20. Take part in the after-hours and weekend rosters
21, Inform Clinical ‘Services (Medical) and your consultant of any issues related to patlent care or

‘general hospital organisation about which you have concerns.
22. Other duties, including covering iil or absent colleagues, as du-ected by tha Dlrcctor of Chmcal

Servmas (Medical).




| Resource 6: Sample Position Description — Intern Medicine
(Adapted from a position description provzded by the Director of Clinical Training,

- Box Hill Haspztal Vrctona 2001)

POSI‘I‘ION DESCRIPTION - Intern Medicine

| Reports to: Head of Unit DlmctorfDlrector of Clinical Services (Medical)
Quahficatmns MB BS (or eqmvalcnt)

" Position Summary ,
The intern is responsible for coordinating and documentmg the adnussmn management and discharge

. planning of patients admitted to his/her unit. The intern is responsible for the day-to-day assessment
and management of the patients m his/her unit. All decisions concerning the patlents should be

- executed thmugh the intern,

' Learmng Objectwes for thts Rotatmn., : '
-~ The intern is expected to take an active part in deﬁnmg hm/her educatmn needs and to obtain help in

R meeting them.

Particular obiectives for Medicine arg: '

« Develop good time management and be able toprioritise tasks :

« Develop your ability to perform and document aproblem oriented history and exanunatlon
. Improve your ability to provide a concise summary of a pattent’s ﬂ]ness and management for thc .

“consultant ward rounds o

.-+ = Increase your clinical pers-,pectwe develop an understandmg of whmh condmons or symptoms' U
~- require urgent management and which are less nrgent. '

» Develop good communication skills with patients, families,nursing and alhe.d health sta.ﬁ'.
. Improve your basm Procedural skills, e.g. IVs, cathetensanon

o 'Dutles and Responsxblhtles-

' ':Eatlent Car

. 1.Complete a comprehcnswc pauent lnstory by obunnmg a lnstory from the patlent and from other
" relevant sources (e.g. medical record, family, nursing home, general practitioner,ambulance transfer

L sheet). It is important to distinguish between factual and presnmed information, and to verify.

a - presumed past diagrioses. Many patients have chronic illnesses or functionalproblems which mpact

""" on their social situation, so it is important to gain a full social and psychologmal }:ustory

" 2. Document the full history, physical examination and progress notes even if a covering HMO admits _'

. the patient. Legible, acourate and mgned progress notes must be written every day and partlcularly after .

S * . every ward round

3. Formulate a managcmént plan for each pat:ent. : :
~ 4. Ensure that appropriate mvestzgatmns are ordered and checkcd and that ﬂme management plan is

" altered as necessary.

5 Deszgn a dlscharge plnn contammg clearly 1dent1ﬁad and attamable goals

o Oggamsatlo '

6. Prioritise your work ensunng that the smkest patlents are seen first, Check results of nnportant tests C

. of the day and that decisions made earfier in the day have been camed out. Hand over mformahon
- about very sick patients to the covering intern/HMO. © -+ -

7. Do a daily ward round of all patients with the registrar. The registrar is the ﬁmt contact for any

 patient issue you have Nottfy the Reglsirar of any | sanous change ina panent’s condition or 2 paueut's

' death,

8. Develop and mamtam good commumcauon w1th nursmg and allied health staff. Be especlally aware |
of the need for culturally sensitive communication with patients, families and other care prowders '

- " Ensure that the patient’s relatives are aware of the patient’s condition. '
* 9. Communicate with each patient’s General Practitioner; especially about dlSChﬂfge plans and p ost

‘ -dmcharge follow up T]:us mcludes patxents seen in outpatlents f



- .10. Ensure that discharge medication is written up the day before discharge and the discharge summary
o the day of discharge. Ensure that the discharge summary is sent to the patlent’s GP and any other
- doctors/hospitals involved in the patient’s previous or subsequent care.
11, Ensure that death and cremation certificates and dlscharge summaries are completed A5 500m a8
- poss1b1e for patients who die. .

R Educatlon
© 12 Attend weekly intern educatlon meetings aud umt education sessions.
. 13.Developa learning plan for the rotation, covering technical skﬂls development and managcment of
" specific conditions.
.. 14. Be able to describe the management of common conditions seen on this rotatmn
' 15. Be involved in teaching and supervising medical students on the unit,

- Other Duties
. 16. Take part in the after-hours and weekend rosters.
.17 Tuform Clinical Services (Medical) and your consultant of arry issues related to patmnt care or
* general hospital organisation about which you have concemns.
- 18. Other duties, including covering ill or absent colleagues as directed by thc Dlre.ctor of Chmcal
- Services (Medical). :
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' Resource 7: Recommended JMO Handbook Contents
- (Adapted from the Postgraduate Medical Council of New South Wales publication, Standards for
Junior Medical Officer Education and Supervision, Fi ourth Edzt:on, 2002 Append:.x I

7 The following list is not comprehensive and should be used by a hospnal to develop a Handbook to
meet the needs of the YMOs and the hospital. '

'SUGGES'I‘ED CONTENTS FOR JMO HANDBOOK

‘Hospital Organisation incinding:
+ The role of the hospital and its relationship with other health services

+ Key hospital staff and relevant contacts

| MO Management
. ¢ Overview of the MO management unit

¢ Roe of Director or Supervisor of Trammg, General Clinical Training Commntee!Postgmduate -
Education Commitiee
Role of Term Supervisors and term desenptmns '
Awards and conditions of employment — duty, rosters, leave and hohdays ;
. Performance review and assessment :
Grievance procedures :
Employee assistance programs and staff health and caunsel]mg services

‘_Dress code

0.30'_-5 >

‘IMO and staff facﬂmes
. Library and other educational resources
" Quarters, lounge and dining ﬁczhhes
Car parkmg _
Mail and eommumcatmn
‘Child care
_ Professmnal Associations

LR R

' Betiioation Program
4 .. Outline of Clinical Edcation program

L 10 Educauoual resources

- Genera.l infonnation _
. - % Accessing specxahst services
-4 - Clinical records - : .
+ Clinical review and quality assurance
+ Medico-legal issues and medlcal mdemmty _

) Patlent care issues; )

. Contacting supervisors S
Admission, transfer and dxscharge pehcies
Informed consent

, '_Conﬁdennahty _

- Unit protocols .

. Management of aggressive patients _
Procedures following death of a pahtmt

" “Infection control procedures Co
OH&S issues -

= Alhed health servxces

.. _0' . 4'-“4”. R R ¢

- Dlsaster and emergency procedures B
"¢ Management of cardiac arrest and other chmcal emergenmes

4 Disaster plans -
% Bombthreats

Y




4 Fire emergencies .
R Other common acute conditions




: Resource 8: General Chmcal Training Commxttee Terms of Reference -

. pqdapted from the Postgraduate Medical Council of NSW publication, Standards Jfor Junior Medical
o Oﬁ"cer Educatxon and Supervision, Fi aurtb Edition, 2002, Appendix E)

MODEL TERMS OF REFERENCE

Role - '
- To support the mission of the Postgmduaie Medical Council to ensure thatJMOs are clinically

competent for safe practice and quahty patient care in their first two years of postgraduate employment.
The Commlttee will achmvc this aim through working towards the following Accreditation Goals:

; a) Thc hospital ensures IMOs have the appropriate k:nowledge experience and skills for quahty_
patient care. .
'b) The hospital prowdes a wxdc range of educational and trammg opportmntles for}MOs {0 ensure

. that they are competent and safe.
. ¢) The hospital promotes the walfare and interests ofJMOs.

o Operatmn ' ' ’ ' ' .
.- A General Clinical 'I'ralmng Committee i established and appropriately constituted with dcicgated

'authonty The Committee meets regularly and complies with its terms of rcference There is 2
o demgnated Secretary to ensure accurate records of meetings and follow-up '

- _- Funcf.lun '
- The General Ch.nxcal Training Committes: ' :
a) determines the specific training and educational needs nf]MOs

i b) develops, implements, monitors and evaluatés the clinical trmmng'programs for theJMOs

) advises on educational resources needed to support education programs;

AR ). momtors the progress of the JMO;

f:‘- . 8) rmcws and evaluates the role and function of the Director of Clinical Trammg and
) reviews the hospltals comphance with the relevant IMO accred;tatmn standards

s Membersmp

- .The membemhxp shaIl mclude a broad range of experhsc and backgrounds 'Ihe \mde membcrshlp and

w :.:,_ effective functioning of the committee will ensure that all relevant departments of the hospital develop- .
.. “a sense of responsibility for the education, trannng and development of thcu'JMOS N

. -The Comxmttce wﬂl mclude representatwes of.

Ve IMOs;

4 Hospital managcm-t
© . # IMO management; -
AT 4 :tthedlcaIStaﬁ'councﬂ R : '
L repmtanvcs ﬁ:om assocmted umversmfm colleges and other training programs (as appropnate), o
and - o :

4 e Direstor of Clnncai Trammg

[ The Commutae may co—opt membcrs 1o the comnnttee and/or estabhsh workmg partles as may be
-q_-neccssary : - L

Lt

i
o

' 'L:nes of Responmb:lxty

0 The Comrmttec is rcsponsihle to senior hosp1ta1 ma.uagement, . ' .
R 'j:-'Ihe senior hospital managemant wﬂl ensure that the committee has authonty for a range of S
o relevant activities; | S

e - “The GCTC will be pmwded w1th adequate secretarial and admmxstratwe support‘ |

/4. person is noininated and held accountable. for the Pfepmnf’“ of agendas zad the distribution Of 2
: TMinttes and comnnttee papers; : »
- “Minutes of meetings are to be kept and clrculatcd to members of the Ccurm:ﬂﬂﬁe and the senior -
'.hospltal management after each meeting. o ' : R
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Resource 9: Sample ?osmon Descrlptmn Dlrector of Cllmcal Training
.(Adapted from the Postgraduate Medical Council of NSW publication, "Standards for Junior, Medxcal
Officer Education and Supervision”, Appendix D, Fourth Edition, 2002; Adapted from the Postgrdaute

Medical education Foundation “of Queensland pubhcatzon, _"Accredztatxon of Jumor Doctor .

Education™, 2002}) .

POSITION DESCRIPTION —~DIRECTOR OF CLINICAL TRAINING

Position title:  Direstor of Chmcal Trammg
Responsnble ta: General Manager (thIough the General Chmcal Trammg Comnnttec)

Background:

fingert - Name of Hospltal] ,

[insert - Mission of hospital (2-3 sentenccs)]

finsert brief role of DCT in achieving the mission (2—3 sentences)]

Key Functional Relahonshlps.
Regular liaison with IMOs and Term Supervisors aud Attcndmg Mcdu:al Officers, the Gencral

Managcr and admmistranve staff as required.

Summary of Competencles and skills:

An understanding of the concepts of adult education, parformance manitoring and quality
improvement; an ability to analyse and distil information; superior interpersonal skills, ability to work
in a team and work towards improving the quality of education and training offered by the hospital; a
cnmnutment to the mission and goals of the State PMC. .

Position Summary

' The Director of Clinical Trammg is expected to:

1. Develop, coordinate and promote the clinical training of JMOs n assoc:atmn with IMO staff 7 |
management and the General Clinical Training Committeg - . '

- 2. Promote a sense of professional responsibmty and ethics amongJMOs
© . 3, Actas an advocate for TMOs;

4. Offer career advice and counselling to JMOS

5. Facilitate feedback to IMOs about their performance;

6. Liaise with Term Supervisors regarding JMO issues -

7. Liaise with those involved in the admlmstratxon of j Ju.mor doctors in matters relating to IMO
education and training; : :
8. Liaise with other DCTs in the network;

9. Act as a resource and mentor for clinical teachers

10. Assist the General Clinical Training Committee evaluate training prograns, chmcal teachers and
educational resources;

11. Identify junior doctors with speclal needs and ensure systems of support are J.mplementcd and |

‘effective; and

12.Be mvolved in a DCT succession plan;

13. Participate in accreditation visits to other hosp1tals

14. Assist the hospital maintain its accreditation status with the PMC;

15. Attend relevant State-wide DCT meetings/conferences, and support initiatives generated through
such meetings and conferences; provide a relevant report of these meetings to the GCTC;

- 16. Ensure that individual contact occurs with every IMO at regular intervalg

17. Play a major roie in the planning, dehvery and evaluation of MO orientation programs.

Performance Evaluation:

" Performance evaluation will occur annually. The performance of the Director of Clinical Training Wﬂl -
be undertaken by the General Clinical 'I‘rammg Committee and evaluated by: ‘

IMO feedback

Term Supervisor feedback
 Medical management feedback

Efficiency of activities



+ Péffofﬁxanpe.iﬁdicétofé-(to be .defvslopgd)_ o
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Core competencles, skills and bahavmurs

1. Confidence in ability to influence the quahty of educatlon and training oﬁ'ercd by the hosp1ta1

C2.A genuine interest in postgraduate medical education, a willingness to develop expertise in this area, o
"and a demonstrated understanding of the nnportance of thc continuum of medlcal education as a.'r i

lifelong professional commitment -

.3 A commnmcnt to the nussmn of the PMC and the ab111ty to presznt and explam PMC goals

Quahﬁcatmns and experlence _

1. Medical graduate with postgraduate quahﬁcanons and an afﬁhatlon with the hosp1ta1
2. An understanding of adult education and the concepts of quahty 1mproveme.nt and performance

momtonng

Appomtment process: . 7
The DCT is recommended for appointment by’ the executive of the h05p1ta1 w:th spec1ﬁc mput ﬁom the

General Chmcal Training Commlttae (GC'I‘C)

. ‘The appointment is for three years with subsequent extension for a ﬁ:rthcr three years with approva.'t of

the appropnate body, if apphcablc (eg State Pustgraduate Medical Counc.xl)



-Resource 10 Sample Pnsxtmn Desenptmn Term Superv:sors

. (Adapted firom the Postgraduate Medical Council of. NSWStandards far JumarMedxcal Oﬁ'z‘cer. o
- Educanon and Supervzston, Fourth Ed:tzon 2002 Appendix F) R :

POSITION DESCRIPTION Term Supervrsers

' Background .
[Insert name of hospltal] :
[Insert Mission of hospital (2—3 sentences)]
Insert Role of Term Supervisor in achxevmg the hospital mission (2 3 sentences)]

. Position tlﬂe o Term Supervisor :
Responsmle to: ~ The Dzrector of Chmcal Tralmng

" Key Functmnal Relatmns]ups. ' ' ' '
With the IMOs on a daily basis and with Attending Medical ofﬁcers, the Director ef Chmcal Trammg,
Chairman of the General Clinical Trammg Commxttee the General Manager and adm1mst1at1ve staff as

reqmred.

Summary of Competencies:
" An onderstanding of the concepts of adult educatlon, performanne momtonng and quahty m::provement ,
~ and superior mterpersonal gkilts, and an understandmg of the mission and goals of the Postgraduate .~

Mechcal Councﬂ

Position Summary : ' '
The Term Supervisor will assist the hosp;tal to achieve its goals by ' ' ' )
1. Preparing and reviewing a term description in consultation with other Attendmg Medxcal Officers in the
~ team, the Director of Clinical Training, JMO Management and JMOs, to describe the responsibilities
and accountabilities of the JMO This will mc]ude the skills required by a JMO to functmn safely
within the term. =~
‘2. Defining, docnmenting andexplammg specxﬁe knowledge and skilis to be gamed and/or enhanced
‘during the term.
"3, Determining the level and proximity of supervision required for eaeh .'IMO in each work sxtuatxon
_ based on knowledge and observation of the skills of the IMO. :
4, Supporting attendance at forma.i education Programs and .providing effectwe practxee~based
' teaching.
5. Monitoring the progress and pmwdmg eontmuous eunstructwe feedback to gmde JMO pmfessmnal
development. -
6. Providing formal documented assessment and feedback md-term and at the end of the term.
‘7. Ensuring the systems of work and training minimise risks and support the safety of thelMOs..
- 8. Being available to discuss issues such as grievances and career guidance with]MOs.
9. . Encouraging JMOs to develop progressively increasing independence.
10. Encouraging mdlwdual Attendmg Medical Officers to prov:de continuous construcnve feedback to
.TMOS o

Perform ance Evaluation: _
_ Performance evaluation will occur annually,

The performanee of the Term Supervisor wxll be undertaken by the General Chnmal Trammg o
Committee and will be evaluated by
=  DCT feedback
»  IMO feedback
“®  efficiency of activities
" perfonnance indicators (to be developed by the GCTC)

Specxﬁc Responsibilities: -

The Term Supervisor will:

1. determine and document the skills requu-ed by a MO to functmn safely w1thm the term;
2.  assess the sktlls of each JMO at the commencement of the term,;
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3. employ st:-ateg_iés'to'e.xlsure the safety of care inclﬁdii:g combinations of graded B
' ~ supervision, training and personal support for the IMO(s) assigned to the term;
4. -provide formal documented assessment and feedback mid-term and at the end

of the term. These two formal assessments are a consensus developed by consultation with

the team attending medical officers, registrars, nurses and other professional staff.

Core competencies, skills and behaviours: . -

A commitment to the mission of the Postgraduate 'Medical‘-CoﬁnciI and the ability to present and
explain the PMC goals. I S e

Qualifications and experience

Medical graduate '

A clinical appointment : ' . ' : . -

An understanding of the principles of adult edncation and the concepts of quality improvement and
performance monitoring. - ' ; ' LT




Resource 11: Samplé Position Description - Medical Education Officer
{ddapted ﬁ om the Queensland Health PD for MEOs, October 2001)

POSITION DESCRIPTION MEDICAL EDUCATION OFFICER

Location: . {insert name of hospltal]

Classification level: , {insert classification eg PO3]} ' ,
Reporting relationship: [insert reporting relationship eg Reports to the Director of Clinical -
' _ Tratiing]

Date of review: - [insert date]

Purpose of the Posmon
To collaborate with the Director Clinical Trammg to manage the junior doctor fraining program and
provide organisational direction and leadership in the provision of education for junior doctors. To
prowde educational expertise and agsistance to develop initiatives to;:
- assess and evaluate teaching and learing .s'trategrar Jor the junior doctor training program and
improve teaching and learning strategies;
- conduct educational activities for the development of an xmegrated two-year clzmcal trazmng
‘program for Pastgraduate Years I and 2 (PGY! and PGY2);
- promote quality learning and teaching with pamcular apphcm‘mn to the professzanal
development needs of junior doctors. .

Organisational Ermranment .
[insert a description of the orgamsauonal environment — an example follows
The structure of Queensland Health is designed such that the accountability for policy development,

* funds distribution and program evaluation lies within the branches of Corporate Office. This structure
“enables the provision of corporate level strategic policy planning, direction, coordination and

monitoring of health service delivery, against identified health ontcomes.
Direct health sefvice delivery is thé responsibility of the Health Services Program, and managed by '
District Health Services under individual Service Agreements. District Health Services have been
formed to manage hospital and community health services within defined geopraphical areas.

The Medical Education Officer is located in District Health Service and is closely aligned with other

staff providing an education role and may share resources. The MEO consults and liaises with senior

clinicians having supervisory responsibility forJMOs and networks with other MEOs.

Primary Duties and Responsibilities:

The Medical Education Officer is expected to:
1. Identify the educational needs of medical staff in PGY1 and PGY2 in accordance W1thprevocat10na1 -
accreditation standards. :
2. Develop, implement and evaluate continuing medical education programs within the District.

* 3. Trial and evaluate educational resource material including curriculum frameworks and clinical
- ‘training portfolios.

4. Develop and facilitate the application of an assessment framework that ensures valid methods of
effective formative and summative performance assessment.
5. Maintain appropriate networks with other stakeholders.

- 6. Assist and direct junior doctors in career paths and planning through various consultative processes

such as vocational expositions.
7. Take a leadership role on the General Clinical Training Committee (or equivalent conimittee) and

- provide high-level professional advice on matters relating to the juniordoctor training program.

‘8. Consult and liaise closely with senior clinicians supervising the junior doctors.

. 9. Participates in networking activities with other Medical Education Officers and the Manager of the

Postgraduate Medical Education Foundation.

10. Prepare program reports for the District and the Postgraduate Medical Education Foundation, and
contribute to curriculum development. .

11. Consult and negotiate with the Director of Clinical Training to expand the role to address program
deficiencies as and when they are identified.

= 12, Monitor the standard of the program to ensure that it is consistent with other Districts and meets
MBBS requirements,
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13. Undertaks other related rcépqnsibiﬁties_as directed by thé Director of Clinical Training. -

one facility within the District. The Medical Education Officer may be required to supervise L
administration officers and other support staff, such as technical officers, ‘who support them to prepare, .

14, The MEO may be required to manage the program across the District Health Service at-more than o '

coordinate and deliver educationa_l activities. .
SELECTION CRITERIA _ SR L -
Possession of tertiary qualifications in an education, health or related discipline is essential -

Experienée in education and training program déveioﬁmeﬁt, ﬁnplementaﬁbn and evaluation inthe
fields of health, education and/or research is required. Lo s : -

" Demonstrated hig}i level 'intexpefsonal-skills iﬁcluding the ability to consult and negotiate with senior

health professionals and other stakeholders to ensure the objectives of the program are met.

" Demonstrated high Jevel written and oral communication skills including the ability to research and . _

write technical reports and submissions utilising appropriate technical computer applications. -

Ability to work effectively both indcpéudénﬂy and as 2 member of a mul,ti-ﬁisciplinaijr team. - .

Dermonstrated commitment to working in an environment that supports qualityhuman resource

- management practices, including workplace health and _s’afaty,_e_nmployment equity, anti—discﬁminatiéh,_

ethical bebaviour and best practice.

ADDITIONAL INFORMATION:

' The MEO may be required to supervise adriinistrative/technical staff who support them in their role. |

The MEO may be required to coordinate and manage thetraining the program across more thant one -
health sa;viqefaci]ityin'thehealthdistxict_ e R



Resource 12 - Medical Education Officer Role : _ : .
(First compiled in collaboration by the MEOs at St Vincent's Hospital Melbourne, the Royal Children's
Hospital, North West Health Care Network, and the Austin and Repatriation Medical Centre.

Revised October 2002, Debbie Paltridge & Carol Jordon) :

MEDICAL EDUCATION OFFICER ROLE

Background:

A Medical Education Officer is genemally responsible for facilitating the continuing education of
prevocational doctors (specifically PGY1, PGY2 and those PGY3 not in vocational studies). They will
work with those Senior Medical Staff responsible for the supervision and education of prevocational
medical staff (eg DCT, Supervisors of Intern Training, physician and surgical training), to maximise and
promote teaching and Ieamning for this group. - - ' : :

~ A proportion of the work of the MEO role may be seen to be maintenance; that is, working towards the _
achievement of and continuos improvement of aspests of the hospital’s performance in relation to the
accreditation standards for junior doctor education and training. '

A proportion of the work of the MEO may be seen to develop programs and improvcrhents in junior doctor
education related to the hospitals’ identified priorities and/or the interests and expertise of indjvidual
MEOQs. : .

1. Role of the MEQ in relation to supporting the development of a junior doctor education and
training program consistent with the accreditation standards.

. The role of the MEQ is multifaceted and will include activities related to the following accreditation
~ standards: S

1. Hospital environynent and culture: . :

The MEO will contribute education expertise in the processes of teaching and leaming to individuals and

~ committees involved in Hospital postgraduate education and training. The MEO will work with appropriate
staff in the units to develop, monitor and evaluate the teaching and learning that occurs in each unit. The
focus is on setting objectives, appropriate teaching and learning strategies including ‘teaching' ward rounds,
provision of ongoing feedback and assessment of outcomes. The MEO may also be involved in planning
activities regarding future rotations in terms of education opportunities for junior medical staff. Where

- parent hospitals second junior medical staff to external hospitals for rotations, the MEO will facilitate
communication and collabaration on educational issues.

2. | Orientation: .
The MEO, in partnership with appropriate Hospital personnel, will develop, implement and evaluate
programs for hospital-wide and unit -based orientation. '

3. Education Programs:
: In.parmgrsh_ip with appropriate personnel, the MEO will develop suitable programs for the development of
_ dmif:al and broader based professional skills. A range of evaluation strategies will be uvsed in the
¢ continuous improvement of both formal and informal education programs.
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4. Supervisiom: . ‘

In partnership with aj:propriate .p'f'-:xsonﬁel, the MEO will contribute to the ménitdring and iﬁpfovement of - .

 the quality of supervision of trainees. Supervision includes teaching, giving feedback, facilitating leaming, -

fanaging perforinance and making and communicating assessments. The MEO will develop in-service
programs to support registrar and consultantstaff improve the quality of supervision, feedback and teaching

‘of junior doctors. These programs will draw on results of local evaluations and other sources of educaﬁonal_

tesearch.

5. Feedback and Assessment o o : ' T ‘ :

In partership with appropriate personnel, the MEO will contribute to developing a process to ensure there
are appropriate learning objectives for rotations, The MEO will facilitate a process for trainees to be
provided with feedback on their performance both mid term and at the end of a rotation In addition, the -
MEO will ensure that there are appropriate processes developed to ensure adequate monitoring of HMO
performance and mechanisms to identify and assistHMOs who might be experiencing difficulties. o

- 6. Evaluation - 1

In partnership with appropriate personnel, the MEO will contribute to the development of appropriate
evahiation instruments to ensure written feedback from trainees and supervisors about the Education
Program and HMO rotations, review the evaluation and propose strategies to for improve the HMOs
leaming experiences in the following year. ' , o ‘ S

2. Other postgradnate medical education initiatives

MEQs arc'endomged to develop programs which may be gencralisable to pther hospital sites based on
their area of interest and expertise. MEOs may also be asked to support and develop programs which met
the strategic initiatives identified at their local hospital level in relation to PGY1, PGY2 and prevocational

. PGY3 doctors. (eg Clinical Training Partfolio, learning objectives for units/rotations, on-line skills leaming

programs/manual, a HMO website). These can be documented as activities to be completed during the '
funding period. ' . - : ' . .
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Resonrce 13 Central Cmmcxl MEO Role :
{Based an the rale of the Central MEO position descnptmn Posrgraduate Medzcal C‘mmczl of Victoria,

2001
POSITION DESCRIPTION -~ CENTRAL MZEDICAL EDUCATION OFFICER

'Rgports to: - Executwe Ofﬁccr PMCV on aday to daybasm works closely w1th the Chair of .

Edueation subcommlttcc

Salary: - ~ [insert salary and condmons]
- Fraction: Part-time
Duration: Initiaily for 12 months; Sub_]cct to review and fundmg

Yocationi: ~ . - Offices of the Postgraduate Medical Council, There will be some traveI involved to
- metropohtan and regional hospitals and approved costs will be met by the Council.

Orgamsatlouai Overview: : ' '

The Postgraduate Medical Council of Victoria was cstabhshcd as an Incorporated Association in
Angust 1999. The Council has a Board, responsible for managing the business and affairs of Council = -
and a Committee, which has day-to-day responsibility for developing and implementing policies and - .
programs which support junior doctor training and education. Representatives are drawn from the
Anstralian Medical Association, the specialist Colleges, the Medical Practitioners Board, public__"._
hospitals, the two medical faculties, medical practitioners, the Department of Human Services, junior
doctors and the Health Servxces Commissioner. .

The work of the Counc11 is carmried out by its subcommittecs. Four key sub-cdmmittees have been
established, namely Accreditation, Workforce Planning, Education and Overseas Trained Doctors.

This position will normally interact with the Education subcommittee but as thcre is some ovcrlap in- o
'the work of the committees, other interaction may be necessary. . :

'I'he Council currently employs two full-time staff — an Executive Ofﬁcer responmble the_ :

. " administrative activity of the Council and an administrative assistant who has responsibility for the
" Computer Match functions (unrses, intems, HMOs and medlcal radaatmn) and provides day—to-day

admmlshatwe and secretarial support.

This is a newly created position and the appointee will work from the offices of ﬂJe Councﬂ The >

- appointee will establish links with the hospital - based MEQs, facilitate an exchange of ideas and

information about issues impacting on the quality of cducat]on and trammg and 1dcnnfy and research .

-projects of joint concern to Council and hospI'raIs

Currently MEOs are employed in 5 Vlctonan metropohtan hosplta.ls ('Ihe Alfred, St Vmcent 5, 'I'hc _
Royal Children's, The Royal Melbourne, and Western Hospital) and funding has been approved for

" - other MEO appointments to occur at Box Hill and Geelong Hospital and in regional areas at Gippsland,

Shepparton and Mildura. MEOs support the work of hospitals in ensuring that their educational
programs are sound and those mechanisms are in placc to aclneve the reqmred educational and trammg
standards. -

Role

The PMC MEO will:

Dcvalop, under direction of the Educauon subcommittee, a needs analysis to identify the priority issues
in relation to postgraduate education and trammg for hospital medical officers and overseas trained
doctors in training positions (mcludmg semor staff in hospztals MEQs, junior doctors, O'I'Ds), :

Develop, under direction of the Education subcommttec a needs analysis to 1de.nt1fy the possible ways

in which the Council can support the activities of the hospitals and theMEOs;

Develop and facilitate the setting up of a network of MEOs to exchange ideas on matters i:értainiﬁg to
postgraduate ‘and education (for example, how trainees can best provide feedback on each Rotanon '
devclopment of clinical and broac}er based professmna] skills, supervision) '



o

In corjunction thh stakeholders xdenhi'y research and develop pzlots/pmJects Whlch aregenerahsablc o

" and w111 lead to 1mprovamants m the dohvery a.nd outcomes of educatlou and trammg pro grams

Faolhtate lmplcmentatlon of Counozl’s objectwes mcludmg data collcctlon and revmw of performance'
mchcators and educanonal outcomes

Identify and estabhsh a catalogue of ex:stmg educanonal Tesources for use byMEOs/Suparwsors of
Intern Trammg/ Directors of Clinical 'I'rammg in their roic, and - C :

' -In oonsultatlon w1th stakeho]ders develop and organise relevant trammg/cducatlon Workshops

Selectlon Cntena :

The selection criteria for MEO appointment 2 are:

a} A genuine interest in and commitment to postgraduate mcdacal education.

b) A willingness to develop expertise in this area.

¢} Excellent communication, interpersonal and problem solving skills.

d) Ability to work coIiaboratIveiy ina team onvnonment and with a broad rangc of profcss:onals and
organisations. )

e) Ability and wﬂhngness to' work ﬂcxible hours (eg to attend mootmgs aﬂor normal workmg houm

f) Experience in policy development and research writing desirable. -
g) Health baokground not essential although quahﬁcanons or experience in educatmn gnd fraining -
desirable. : . . .

Employment conditions
This position is the aqmvalent of one day a week (ie:7.5 bours). The hours workcd per day can range

from 8.00am — 6.00pm. Any additional hours will be paid at the normal hourly rate orcan be

negotiated to be taken as time off in lieu but any overtime must be approved in advance with the
Executive Oﬁo&r S : : :

. The appomtee shall be entitled to four (4) Weeks annual lcave {or pro rata equwalent) and dunng such
" jeave shall be entitled to the normal remuneration. Leave shall be takcn at such time or nmes as agreed E

between tho Execuﬁve Ofﬁoer of PMCV and the Ofﬁcer




© Resource 14: An example of a list of Key Skills and Knovﬂedge for JMOI‘yearS

(Based on a CEPTSA pub!:catian An Injbmatzon Pac]cage far Jumor Medzcal Oﬁcers 200]
Appendix '] )

Ttis lmportant to leam to perfmm almost all thcse skills throughout the first two postg:raduate ycars
- Those marked with an asterisk (*) are optmnal dcpcndmg on the particular terms in which the medical

officer works, The list emphasises important skills junior doctors should acqmrc but they should also
be cncouraged to see and learn all common clinical slﬂlls . : _

Procedural Slcills :

‘Cardiovascular
- -cardiopulmonary resuscxtatlon (CPR)
- use of a defibrillator
- ECG recording and interpretation
- arterial pumcture
-~ insertion of long and central lmes
- venapuncture v cammlatmn and administration of v ﬂmds

- Respxratory
establishment and maintenance of oropharyngeal airway
. - . endotracheal intubation - :
- ventilation : :
_ - . ¥*insertion, removal and manage:ment of mtercostal dramS/caﬂxeters .
- . *administration of a general anaesthchc

.- spirometry o
Too- indirect laryngoscopy

- insertion of ax_xﬁéogast_r_ic tube
- - proctoscopy '

.- =  packing anasal cavity
- aural toilet and packaging
- 'syringing wax from the ears
- removal ofa formgn body fmm ear, nose or throat :

Ophtha]mology :
- removal of ocular foreign body :
- vxsual testmg

Orthopaedlc

- reduction of a simple fracmre

- application of plaster to a closed ﬁ'acture
- application of traction

- reduction of dislocation

‘= bandaging

- joint aspiration

- O&G/Genitourinary tract -
- *resuscitation of a newborn
- ‘vaginal speculum examination
- bladder catheterisation =

General _ .
- basic x-ray interpretation
.. - - abscess drainage



 intramuscular injections- -
- subcutaneous and intradermal m_}ccnon )

Jumbar puncture

_ suturing and wound care .

collection and preparation of pathology specnnens

infiltration with local anassthetic

Emé;gengy care-

Fn'st Lme Management under supervision, of:

Basic Life Support-

pneumothorax
incorporated in Basic Life Support
-common cardiac anhythmms '

acute pulmonary oedema
coma '

the acute abdomen .
strangulated herniae
acute appendicitis

bowel obstruction

acute poisoning

acute urinary retention

* renal colic -

acute blood Ibss

© shock

stroke 0
status epilepticus
acute asthma

head injury
acute renal failure/ electrolyte d:smrbauce

. acute psychiatric emergencies

alcohol and dreg intoxication .
the aggressive, non-cooperative pa.ttent '
the acutely confused patlent, partmﬂarly thc eldcrly

F irst Line Manag ement oi common gnmang gre.s'entanons

deleted as diagnosis of psychosomatic disorders and symptoms mthout orgamc cause

require an experienced chmman.

social problems
abdominal pain
peritonitis -+

chest pain

ischaemic heart disease

" heart failure

acute respiratory distress o
respiratory tract infection, upper & Iower

" dehydration

diabetes

_ vomiting/diarthoea

drug overdose

foreign body in eye/ear/nose
rectal bleeding -

common skin rashes

oral contraception

- arthritis and athermusculoskeletal problems

hypertensmn
urinary tract infection



IMOs should be ab]e to assess the followmg condmons and be aware of appropnate treatments and
management. 'I'hey should also know when to refer. - - .

_ Cardmvascuiar-
- - cardiac arthythmia
- ischaemic heart disease
- - -chestpain
- heart failure e
- shock cardiac, septic, anaphylac‘nc hypovolacmm
" Respiratory
- preumothorax
.= . acute asthma
.= respiratory failure

~ | . acute respiratory distress . _
- upper and lower respiratory tract infection

-~ the'acute abdomen

- .peptic ulcer perforation
- strangulated hemia

- acute appendicitis -

- bowel obstruction

- perifonitis

- rectal bleeding

'~ abdominal pain

ST vomiting and/or diarthoea

Neurologyf.l’sych;any
the comatose patient _

- alcohol and drug mtoxmatlon o

- headm_]uxy - ) o
- meningitis : o ' '
- the acutely confused patient -

- . cerebrovascular accident

- status epilepticus

- - psychiatric emergencies

- agpressive patients

- - depression and anxiety

-.  social problems -

- acute urinary retention
- renal colic

- acute renal failure

< urinary tract infections

General
) - burns
3 : .- drug overdose -
- . skinrashes. = =
- rheumatological and musculoskeletal conditions
- - community acquired infections
- sexually transmitted diseases
- ‘diabetes -
- fluid and electrolyte disturbances




ST
SN Zcrva B

ez

SRR

?”’: AT TS

B

Paediatrics

- sepsis’

- fluid status (dehydration)

- respiratory and an'ways disease
.- trauma

' Preventive Care Skills

With current trends towards ccmmuﬁityibased care, thefe is a growing emphasis on doctors becoming -
more conscious of preventive measures. When patients are admitted to hospital, JIMOs should consider
the following issues and discuss with the patient the impact they may have on their health: '

smolking
alcohol abuse
drug abuse _ :
diet-related illness such as obesity, hypf:rhpldaemla and dlabctf:s
“hypertension risk factors
preventable cancers such as skin cancer
sexually transmitied diseases
" health risk recognition
mtegration of primary, sccondary and tertlary health care. ?
counselling and communication skills
facilitation of behaviour change
smoking cessation ?include drugs mcludmg aIcohoI
dlctary advice (obesity, hyperhp1daem1a, dlabctes)

Commumcatmn Skiils

Good communication skills are v:tal to the doctor/patlent reIatlonshIP
Panentr and relatives .
' - information transfer
- .. reassurance
- explanation of tests and procedures

The followmg points should be considered Wht:n interacting with patxents

" preparation for tests and pmcedurcs
. _providing complete information about illness or treatment
- providing appropriate reassurance - o
. explaining tests and procedures
= preparation for tests and procedures
» providing support for bereaved relatives
- - being available to speak to close relatives
. bereavement counselling

. counselling skills including effective listening skills

Peers and superwsors

. you need to be able to communicate effectively. with your peers, supervisors, nurses and
para-medical staff. Effective cormmunication wﬂI reduce your workload and encourage
harmonious working relationships.

= Teamwork skills _
. # use of relevant resources in hospitals and the community

Professional Development

- JMOs should demonstrate increasing proficiency in:

~«  time-management skills
e research and teaching skills
o the rational use of investigations and technical resources



o 3

. mmntammg up to clatf: med1ca1 mcords _ o
~ » " the critical appraisal of bm—medmal mformanon -
e medical andit and peer review - - o
«  health economics and cost-benefit rclanonshlps o
e medical ethics and medmo-lega] issues R
~» . the ability to make a competent differential dlagnosm
» ' patient management and planning skills, mcludmg the preparatzon and follow-up of
- patients and liaison with other d1sclp1mcs T :
s Effective patienthandover -

. Become familiar with the concepts of
.= Basic clinical teaching skills
e evidence based practice and critical appraisal -
¢ health economics, cost-benefit analysis '
e ethics and law in clinical medicine ~
+  medical record skills for clinicians

" rational use of investigations and referral”
admmlsn'anve procedurss for patmni care and health service manageme.nt
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' Resource 15: Term Descrlptmn Template

. ' (Based on the Postgraduate Medical Council af. NSWStanda: ds for Junior Medical Q‘ﬁ" icer Educatzon and
3 . Supervzs;on Fourth Edztxon 2002 Appendix H)

TERM DESCRIPTION

Hospital: -
Term Name: :
Term Supervisor: - e ' : Signature:
Date: )
Clinical Team:
(please include contact
details) '

Term Duration (weeks):
Is the term a PGY1 or a PGY2 term (or both)? (please tick)
PGY I M| PGY 2 [:I

‘-;-.
A

72

A: Overview of unit or service; . -
Please prowde detaﬂs of the rolc of the unit, the range of care- serwce etc:

| B: Term Objectives:
By the completmn of this termi the JMO may expect to acqlure the fo]lowmg ]mowledge

By the completton of this term the 'IMO may expect to gam competency in the followmg skills:

. C: Reqmrements for commencing the term: (please identify the knuwledge or skills requlred by
’gg _ the MO before undertaking the term and how they wzll be assessed. (Eg Paediatric resuscltatmn,
:é assessed hy demonstratmn)

I JMO responsibilities and daily tasks: Please list:

Please attach a term/unit timetable -
Patient load: (average)

Overtime: - Rostered: (average hours/wk) Unrostered: (average
: hours/week) : 5

2 S

o

E: Education and Supervision:

1. Education sessions {please outhnc content and timing of unit bascd sessions and thc
' arrangements for IMOs to attend hospital wide education sessions throughout the term):

i M
BRI -

2._Educational resources (please outline the information resources available to JMOs during this




e
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‘term and how to ACCESS them)

3. AMO Teachmg (please hst the AMOs who w111 prcmde workface/beds1de tcachmg to.TMOs):

s
&

. 4. Regxsn'ar Teaching (please list the Reglstrars who wﬂl provzde
wurkfaccfbcdmdc tcachmg to JMOs)

5. Supervision: Please identify staff members with rGSpunmblhty for JMO supcrvmmn and thc
mechamsms for contactmg them, parhcularly after hours;

6. Superwsmn Does this term incinde parhc;pal:mn in an after hours roster and ifso please
advise of supervigion available aﬂcr hours:

Rounds / Surgerjr:

“[No of AMO Rounds per week

No of AMO Rounds attended by IMOs

No of out of Hours Rounds attended by TMOs

No of operating sessions per week

No of opcranng sessions attanded by JMOs

A

Assessment and feedback

| The Term Supervisor will provide formal assessment and feedback using the Postgraduate Medical

Council’s Progress Review Form at mid-term and at the end of term. In completing the Progress
Review Form, the Term Supervisor may consult with other membe:rs of the te-.am MOS reglstrars,

"I murses and other professional staff).

| Additional Information: (Optional)




LR

VRe'sourc.:elG: Junior Medicai Officers Attachinént: Feedﬁhcl{_'and Appr:'li_sét (JAFA)' T
.(Postgraduate Medical Council of New South Wales, Standards for Medical Officer Eduqation and =
: 'Supc_rv;f’s_inh, Fourth Edition, 2002, Appendix 1) - . ' SR I
:"? Note: Original copy in the file. This will need to be scanned.




Natzanal Gmdel ines jor Jumor ﬂfcdzc'al Oﬁzcer Tr azmng ar:a' As'sess menf
: ‘1uszu.st 2 002 :

INSTRUCTIONS: I, _  mmpe L Rt
L R e Peosewritginbargsherg, — 1111 [2
+ Useablustibiek hire or 9 pench ’ R : then:mak ol comeondng v MR
. Domtus:nx]pengrletthpm ' '_ PESEMAKUKETHS ONY: WO O wﬁnun’bemmhcnlm-
Hleese il in your D Number, PAC Code and Haspltal Code. R -
..ﬁ,,,,am..m.ﬁ.__... e ‘...,_,_.. e s, PR TN [P

You are vited 1o provide your
haspitsl imd thie Pestdraciste Medical
Eouncll of NSW with feackisck en how
your teri has ersbled you 1o improve
- the quallty of waur medical care.

The laformation you provide wilt be
de-ldlentifled and agqregated
- | bifore refease. .

TsmMuberlaﬂcONwoNEmm) _ :
Sk i T SRR T GrEs

Csuaemerch)  (Marchne) | CneAugs) | (August Ocicben) (Omberlamm
!’asiﬂmra:(MaszNDfomiwsm} B o
o e ORGYR  i ANC Graduste

(Inkerys) MO - (Oversees Trained Doctor)

2R Was this asplik term? (Mark ONLY ONE response)
o Yes & No

4

If “Yes', pleask complewe the following quesﬂnns with respect to ONLY ONE pant of your' spilt term.
A Separaty ﬁm'm sholld be campiazﬁ for the other part of yoor spiit teon.

43



L o : Narzanal Gmddmes for anor-MecImal Oﬁu or Tramzmz amr’ A;s.s-ammenl
oo 4uvu.st‘ 20()2 '

Mark SNLY OMNE responise

Term undertaken: {Mark ONLY OMNE response)
Plesee contact Medieal Acimiinistration # you sre urstee which
Team cr Unicyouwsere in. Ifﬂmwasonlyonz Team or Lnit -
for that specialty, mark “A”. -

Mh:‘smz‘hcs

Commumhf‘re:m (plea,‘e eufy)

Enersency Med':clne
Getrwrtl Praclice
Imemhae Care

000 QD=

Mzzﬁclne- (p,ezzse 2pecify)

o
SINREQEINIRINY

000000

Radiation Crcology

Rehabifitation Medicine

. Rerul

_ Respirabory
' theumatolosy

Cther Mecical Term (plense qpe:mfv)

Taas—

0O0DGOCOBU00 0CDD00
00000000000 DNA000

SooQpCoOoGa

Nights
06

=0

0o0CQ0
0a01

Sumery- (piesz spec nly)
- Cardlictharazic
thwal Surgary |
" Netrosurgery ;
Ophthalaciogy
Qrthopaedics
Plastics
Urology &
Vaseular
ouw Surslcal Tesm (olease specify}

;'lalllllsillilllllli:lrsnln:ili;
3
g

Other Specilty Term toicase spacii) |

How many weeks were spent with this tesm or winit? ¢hark ONLY ONE resperise)

0 -2 weels : O S-fweeks ' 2 910 weeks
0 SHweels 0 T-B8weeks - o 1M-13wesks




o @ . Qgpcw.mityblm prxcedures (eg, Jombar puncnms,

]\f.':mmml Guidelines for fumor Medzcal Oﬁmer Training und Amcssmem
Iugu.s t 2002

b

Plense rate the following aspects of itﬂs term. (Pleasi mark ONLY ONE recponse for each ouestion.) -

LE SR

U D SR U P e LT

[ Office Use Only (0 @ rﬂ'::v:)c@

ﬂ_'SupaNEsicn inremal wmiing hets fromreglstar. .. e e
Supenision in nommal woding hews from mnsuﬁmt(s)

Supemslonam hous{reglsu'armd#ounmltenm} et et e imeraee repeen

Time spent with corsultani(e} ... ...

rees —ifn v 4 e s

Comments:

. - VAV T e T N T T v TG e

ofﬁ::Useonly ’mﬁ e

On the Job, potient beserd eaching es. bedisid, clnics, OT et ...

.,,,.._.- - pg—r—

paf B, m‘ﬁé‘%&, drierial DISG G358 LT or oot

Usefuingss of regular teamvunit based meetings (2g. waaklycase
conferences, mur'tit:l_is:iplir'my meoetings ele) . o e

 Abiillty 56 sttersf formal JMQ eucation PO ... cee e

Uw_iulnsss of formal, hospital MO eckIcation PIOGIENN <. vvorne-s

Accessio zducahcnal rESOUTCES (es. Hosaryfintranetintemet). .

Comenents-

A ———— bt by

45
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Nafmnal Gmdelmes Jor Junior Medzcal Officer Ty, - -
'iu gu.s ‘2 0 2 7 fﬂnmg amd A.sa'e.s‘&me,‘., 1

i Piesse rate the jollowing sspects of this tem, (Meze g .

ONLV om: respense "o Foh QuEstoy) - -

mstshar -

Infcrsal day»m-dayfaedbedcabottpmfammdunm tesen by

-
- Smpmimn mw"maledmlmstm:arslfmqmm
- ﬁ——pe—;d_;mtoféms}mmhns ' -
il

Ammpnuhe leve!afdeﬂﬁlfpamwk.

— Fam-:::sséfwms e e e s oo e o o
,g - o
-_—
{ el Crly G O@O T OCs

Overal Ratli

dm ol ey e

Hawwwldywmt:ﬁﬁst:mmr? ...... favenmecars snruentes e e

- Hikey,
s Would you recommend this term to your oolleagues? O Yes 3 Mo 7 :
E Cornmenks and suggestions: , - _H""““"*—-—-—-—M - '

-
= -
- A e e
- -
) THANK YOU FOR YOUR CO"OPERAT ON |
ﬂa\re vou cmm"gmd vour ID Number, PAC Code and Hospitg ¢y st the start of this form?
i~
. o ' . : -
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Resource 17 J unior Medlcal Ofﬁcers Progress Revxew
(Postgraduate Medical Council of New South Wales, Standards for Medzca! Oﬂ" icer Educatzan and :
Supervzs:on Faurtl: Edmon 2002, Appendzx L ;

‘E% Note: Original copy m the file. This will need to be scanned.




The information on this form contributes to decisions on registration and fs a mechanism for
- . providing JMOs with feedback each term for their professional development.

T ‘ o PAC  Hospital

S Example:
iNSTRUCT[ONS' : Please write in boxes here, — EEEEII 1D Number Code Code
« Use a biug/hlack biro or 2B perncil then mark oval corresponding
» Do net use red pen or felt tip pen to the number in each cofumn. _
Please MARK LIKE THIS ONLY: O RO O -
- (o)

i

i

3%,
=3
)

3

_Térm Number: {Piease fill in appropriate oval) O @@ O G®

ik

el

'ge@@g@@@@

Posiion: O PGY1 O PGY2 O AMC Graduate
' "~ {intern) (RMG1) (Overseas Trained Doctor)

Section A: Term Objectives:

Were term objectives and training goals discussed during odentation to the term? O Yes O No

If “no”, please comment;

‘Section B: Mid Term Assessment:

Please assess your JMO's progress towards the satisfactory compietion of this term in the following areas.

It is expected that most JMOs will fall into the category "Consistent with level of experience”.
Renuires Requires  Consistert  Performance

. Not
' ) substantial forther . with level of  betterthan  applicable/
CU N ’ CAL assistance  development  experience  expectsg Mot observed

Knowledge base Adequate knowledge of basic and clinical sciences and application

of this knowlegge
N e e en e e T e ARSI et an
Clinical judgement/decision making skills Abmty to m‘gamse synthesise and

act on 1nformat|on

" Procedural skilis Abiiity tD perform simp!e prccedures competently

COMMUNICATION _
Caommunication Ability to communicate effectively and sensttively with pattents and
= their farn]hes

PERSONAL AND PROFESSIONAL
- Professional responsibility Demonstrates professional responsibility through
punctuarlty, reilablllty and honesty

R

--r« mp.- S wHieel "we: E.-p ipgidead

Time management skills Qrganises and prioritises tasks to be undertaken
.Medica[ recordsy alnf%’[ﬁga riaive Hnd o cenrdtSitesords < s - g

SR T )

PRAAL b e eyt b




. Please assess the perforrhance of your JMO throughout the Term in the following areas.
It is expected that most JMOs will fall into the category “Consistent with level of experience".

:!;;;::uiresaJ Requires (:giwlsisleimf F:rfarmanm . Not
substanti further - with levelof  betterthan  applicabls/
CLI N I GAL assistance  development experence  expected  Nat observed

Knowledge base Adequate knowledge of basic and clinicat sclences and application
of th[s know!edge

AlYsKINS Appropat sl SRS G R e A B e Sarmai
(:limcal judgement/demsion makmg skills Abllity to-organise, synthe5|se and
act on Information

o %W‘—- O H};ﬁ&ﬂ&ﬁw&g

‘gyg,s Killesai ? e !

iy

oW TQ&‘“‘M “%ﬁpm}@g}t&ha%ﬁ%ﬁlﬁ ,__d..td 5331‘—@5.’.8.‘5“1%&

‘Procedurai skllls Ability to perform simple procedures competently

COMMUNICATION
Communication Abliity to communicate effectively and sensttively with patients and
¢ thair famllies

PERSONAL AND PROFESSIONAL
Professional responsibility Demonstrates professional responsibliity through
punctl,lality. rellab]lrty and thesty

i e

Time management Sklfls Organises and prior!tlses tasks to be undertaken
i

OVERALL ASSESSMENT |

Overall rating Overall performance during term O - O - O

Please provide a written comment on the JMO's performance throughout the term:

Did you consult with other medical /nursing/allied health professionals in completing this assessment?

O Yes O No

To be signed at end of term assessment:

Name (please print} ) Slgnature T Date

Thank you for your coopera'tibn




 OFFICE OF HEALTH PRACTITIONER

' REGISTRATION BOARDS

‘Submission To: o Medical Board of Queensland
Preparéd and Submitted by:_ Jim O'Dempsey, Executive Officer
'Subject:\ " Referral from Physiotherapi_sts Board_ :
Rec'o-mmendation

It is recommended that the Board:

(a) Defer in_i_tiati-on of summ'ary proceedings against Ms Tyack unfil sﬁch time as
~ the Chiropractors Board and Osteopaths Board have advised the Board on"
their strategy to address use of the title “Dr” by their registrants. '

(b) Advise the Chiropractors Board and Osteopaths 'Bba'rd of its decision in this
regard. _ o .

~ (c) Advise the Phjsiotherapists Board of its decision..
| Purpose

1. To brief the Board on the attached (1) referral from the'Phyé,iotherapists Board of
Queensland.- L , .

Background

2. The. Physiotherapists Board has recently investigated a matter conceming
- advertising by Bayside Physical Health Centre and Julie Tyack. The Board found
that Ms Tyack was: ' S ' -

(8)  in breach of the title restriction provisions of the Physiotherapists
Registration Act 2001; and

(b)  potentially in breach of the tit!e-res'trictic'm provisions in the Medical
Practitioners Registration Act 2001 through her use of the title “Dr”.

3. MsTyack s currently registered as a chiropractor. Prior to the establishment of the
' Current Chiropractors Board, the previous Chiropractors and Osteopaths Board
. hotified all their registrants that the use of the title “Dr” was permissible but only in
~ Conjunction with the descriptor “chiropractor” or “osteopath”. For example, Dr J
Smith (Chiropractor). In addition, the Boards included the title “Dr” on the register.




R

2

4. The. previous Board apparently made this decision on the basis that those

~ registrants qualified in the United States of America were awarded a qualification

- entitled “Doctor of Chiropractic” and it would be uncompetstive if Australian qualn‘“ ed
regtstrants could not also use the title “Dr"

5. Prior to this issue being ralsed by the Physrotheraplsts Board | had advised both
the Chiropractors Board and the Osteopaths Board that use of the title “Dr” in the
absence of a provision SImllarto s.160 Medrcal Pract:t:oners Regrstratlon Act 2001
rmay mean that : : .

(a) . both Boards, by including the title “Dr” on their registérs, are in breach of
the Medical Practitioners Registration Act 2001, the Dental Practitioners
‘Registration Act 2001 and the Higher Education (General Prows:ons) Act
1993; and ' o

(b) any lndlwdual registered by elther Board by usrng the title “Dl" are in
breach of the Acts detailed under paragraph 5(a). ' '

6. lam currently, on behalf of the Chlropractors_Board, seeking advice from Crown
L.aw to inform a strategy to rectify the previous Boards’ decision. In this regard, it
may be premature for the Board to initiate summary proceedings against Ms Tyack
given that all current registrants of both the Chiropractors Board and the

- Osteopaths Board may similarly be in breach of the title rastnction provisions of the
E Acts detailed in paragraph 5(a) ' :

29 January 2003 .
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 Pleass Address all correspondence to: - . ' ' . 19TH FLOOR

REGISTRAR . : . ] . : - 'FORESTRY HOUSE
PHYSIOTHERAPISTS BOARD OF QUEENSLAND _ 160 MARY STREET
GPO BOX 2438 oo - - .  BRISBANE Q 4000
BRISBANE QLD 4001 ‘ S Ph: -+ 617 3234 1164
E-Mail: physiotherapy@healthregboards.gld.gov.ay Fax:+ 617 3225 2527

Webslte Address: www.physioboard. gld.qov.au

~ ABN: 37 853 703 315
_ _ _ - INREPLY. PLEASEQUOTE

- _ , o o NO. T17.22 '

24 January 2003

: MrJ O'Dempsey -
= . Executive Officer . -
i Medical Board of Queensland
- GPO Box 2438
"BRISBANE QLD 4001

Dear Mr O'Dempsey
'~ Holding out as a “Doctor”

| The Physiotherapists Board of Queensiand has investigated a matter concerming advertising
i by Bayside Physical Health Centre and Julie Tyack (refer attached advertisement).

~ At the Board's recent meeting, the Board resolved that the matter of Julie Tyack holding
- herself out as a "Dr” be referred to the Medical Board for attention. ' :

: Fbr your inforrhaﬁon. although Julia Tyéck is advertising in the Yellow Pages under the-
~ heading “Physiotherapists”, Julia Tyack is not registered as a Physiotherapist.

.2 /l{%rs sincerely

Pauline Portier
Assistant Registrar

Enc
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Kallangur

MARK TURNER
Neck & Back Pain
Sports & Dance Injuries
Pilates Studio

1420 Anzac Ave :
Kallangur 3204 6388

Kangaroa Point

Acuphysio West End Physmtherapy
Centre 109 Vulwre West K., 3804 0635

DOCKSIDE PHYSIOTHERAPY

Sparts & Spinal injuries
Manual Therapy, Video Gait Analysis

Town Square, Dockside
Kangaron Peirit

3391 3780

Karalee

lpswwh Physiotherapy Centre
Karaler shopping Viilage Junction Rd
Karalee ... 381

23024

Karana Downs

Chong Anna
10 College Rd Krma Dwns......... 3201 1022
MT CROSHY ROAD
PHYSIOTHERAPY &
SPORTS INJURY CENTRE
Fran Pennay
1075 Mt Crosby Rd
Karana Downs. 32021131
TFARuerssrrenrresmsreennee e 3201 1791

Kedron

Bourke Cindy y
3 Rormar D Eherm e 3350 5455
DAY SANDRA

205 Stalford Rd Stfid ... 3857 5815

" DPTIMA GROUP THE

Cnr Bronkﬂe-d Rd & Gympie
¥ 3 857 5344

Kelvin Gm ve

Bedy Mechanics
15 Bawen Bridge Rd Herst....... 3252 4000

LIFECARE PHYSIDTHERAPY
See Gur Maln Display Advert Under
. “Phystatherapists”
QUT Fitness Cenire, Kelvin Grove
. Campus Kek Gr g4 3711

" RED HILL PHYSIOTHERAPY &

.SPORTS INJURY CENTRE
© See Dur Maln Advert under Red Hitl
this Classification
AMA Place BB L'Esirange Tee
217 . 1 1.3 111

. PHYSIDTHERAPY CENTRE

| REHABILITATION AUST.

‘Long after
the shops
have closed, the
~ Yellow Pages® directory
offers a convenient
~ Source of information
about business,
services and
location.

Lawnton "

B.Phty. M.A.P.A
MELINDA COBURN
B.Sc.B.Phiy. MA.P.A.

IN PAIN? - SEE US
—~ Back / Neck [ Sciatica
- Shoulder [ Hip / Knee
- Headaches / Arthritis
-~ Waork / Motor Vehicle
Injuries
~ Veterans Affairs
SATURDAYS &
‘EXTENDED HOURS
EASY PARKING

Suite 4, Kenmore Medical Centr

2081 Mongill Rd
Kenmore 3378 5712

METRD PHYSIOTHERAPY

900 Mogglll R, KERmOKe e 38788911

FAX 3878 4555

RONALD MOO
B. Phty., BH.M.5., M.AP.A
- Back Pain )

. = Neck Pain
‘- Sports Injuries .

GOLF INJURY &

< @olf injurles

3378 2672

& Marshall La Kenmore 3378 2672

Keperra
ALLSPORTS Fﬂvs:nrHEﬁAw )
Ciir Waterworks & Payne R
The B8 s * 3300 6011

IN-LINE PHYSIO -

Greal Western Super Ceatre Kpra

Phone/F; ... 1351 8808

‘KEPERRA PHYSIOTHERAPY &

SPORTS IKJURY CLINIC

Chris Cameron -

18 Daflas Pde Kprdo.......... 355 1367
LifeCare Physiotherapy

See Our Main I}Lsplay Advert Under

Y Physiotherapists™

- & Patricks Rd Arana His.....- 3351 5639

- i S———

Kingston
KINGSTON PHYSIOTHERAPY .
CENTRE = -

Ron Jansen MLAP.A.

170 Jacaranda Ave Kngstn...3208 2163

LOGAN CENTRAL

PHYSIOTHERAPY CLINIC
Cnr Wembley Rd & Margarette 5L
Wardge. 3808 3070

Kippa-Ring

PENINSULA PHYSIOTHERAPY
Member Falconer Physio Group
‘Refer Adverl Under “Physiotherapists”

Mext to Peninsula Private Hnspztal
Cnr Genrge & Florence 5t5
Kippa-Ring 3284 6383

Kenmore _
ALLSPORTS PHYSIOTHERAPY —]  ARROW LEANNE
Maedical Centre Sparkes Rl -
Car Moggifl & Station Res B PR e 3339 5233
Fndoaroopilly 3878 9011 i RS
S O 579 3752 Laganhalme
KENMORE PHYSIOTHERAPY | p1 [TEGARE PHYSIOTHERAPY —1
SERVICE : )
: AFTER HOURS &
Gereral WEEKENDS
POySoersey | | i
P J Call Brendan
DAMIAN A. GRIFFIN Shaller Park 3200 8614

HYPERDOME PHYSIOTHERAPY —]
CENTRE

Deborah Hogg

~ Neck & Back Pain
— Work/Sporis Injuries
— Headaches
—Womens Health
Higaps ~ H/Fund Claims

3209 8444

Hyperdome Medicak C
42 Bryants Rd Lgnhlme : 3209 8444

| DGANHOLME PHYSIOTHERAPY ]
CENTRE PHYSIOWORKS

David Rieck — Sports Physiotheraplst
Stowart Rieck - Physiotherapist

Sandi Huphes - Physiotherapist
Haather Fletcher ~ Physiotheraplst

"NEGK & BACK CARE
SPORTS & WORK INJURIES -
WOMEN'S HEALTH & PAEDIATRICS
70 Bryants RiLoganholme” 3801 3'317

SYNERGY MEADUWBRUDK
PHYSIOTHERAPY.
Cnr Loganlea Rd & Eﬂanlea be
Mdnbrk_________“:iliﬂﬁ 5311

Lutwyt:he

Junction Rd Physiotherapy

312 Junction Rd Clay —...... 3857 4810
OPTIMA GROUP THE

461-473 Lutiyche Rd Lu.. 3857 0727

MacGregar

.. MAXIMIZE PHYSID .
568 Kessels fd McGror ... 3343 5494
Sportscare Phys:otherapy .

Seniyhan
Suite 1230‘! Mains Rd ... 3344 7260
Calanwvale
. Shnp 5h Cn;l(ameruka 51&
1 Rd

Manly West
_BAYSIDE PHYSICAL HEALTH ™}
CENTRE = ’ :
Dr Julia Tyack's
Physiotherapy Rehab Team

Personal Injuries, Sporting
Accidents, Stability, Work

148 Radford Rd
[_Manty West 3249 5333
My Physio Is at Bayside Physical

Therapies

180 Hargreaves Rd Miy W ... 3396 3761
Mansfield

Mansfield Physio Works
John Perrier & Associates
Cnr Newnham & Wishart Rds
L EC 11 - 3849 3093

MIDDLE PARK'PHYSIDTHEBAPY'T :

32725230
Bulimba Sufle 2 204 Oxford .. 3899 B177

Mansﬂeld {L—‘ant’d)

FHYSIU PLUS =
Ogm'IDays& After Hours ol :
5, Metropef, Cor Pine Min & )

mk RE CrGIE s 321 Cr[c

McDowall

_ AGTWVE CARE

PHYSIOTHERAPY
Ditk Harm & Stuart Cox
Cnr Beckett & Hamilton Rds
MEDW e rimeeens 3872 5084
Bowreke Gindy
3 Horman Dre CHEn iiener 3350 5455

NORTH WEST PHYSIOTHERAPY &
SPORTS INJURY CLINIC -

"HOGER McINTOSH
North West Medical Crmre

125 Flackton 5t
Everton Park 33534111

- Meadowbrook

SYNERGY MEADBWBHI]BK

PHYSIOTHERAPY .
Cnr Logantea Rd & Edenlea Dy
Mdnhrk-,....___._......__._ 3865 8811

Middle Park

+MiIDDLE'PARK
LAl PENG CHAN

'GENghAL P%\S:SIOTHERAPYYwith a
SPECIAL INTERESTS: -

- Neck & Back Problems’
~Sports & Work Injuries

- Headaches; Arthiltis

- Therapeutic Massage
HICAPS Available .

Park Vilkage Shnﬂ:
Cnr Horizgn Drv & R verhi!ls Rd i
Middle Park 32793839

" Milton

A PARK ROAD PHYSIUTHEBAPY &
MASSAGE CENTRE

Personahzed Aﬂentmn
.Extended Consul_tauc_m
Marie White
Miltan

BAROONA HOAD PHYSIOTHERAPY
& SPORTS INJURY CLINIC

3368 1105

= Tracey O'Brien - B. Phiy, M. Pty (Sports)
= Annie M 8. Phty Sports)
mihaﬁjﬁ"m e . W By

Milton Skopping Village
Baroosa Rd Miltan

LOWISE SWANSON
PHYSIOTHERAPY

General Physictherapy
Practice
Hospital & Rooms,
Sports Injuries,
Meck & Back Care. -

L3 Sandford Jackson Bulidin
72/30 Chasely $1 Auch

3368 4029

3871 0716

This Guide Continued
Hext Page -




 Office of | L |
Health Practitioner Registration Boards

Queensland Government

MEMORANDUM

TO: Dr Toft

FROM: Jim O’Dempsey

DATE: 29 January 2003

SUBJECT: Delegation to a.ppoint inspectors and investigators
o Background

Mr Phil Watts was previously appointed by the Board as Inspector and InVestigafor on 28 May 2002. Mr.
~ Walts was appointed to investigate a number of complaints concerning the use of restricted titles in
- reliance upon the inspectorial powers under the Medical Practitioners Registration Act 2001.

! © MrWatts has subsequently ceased employment with the Office of Health Practitioner Registration Boards
and Ms Todd has been temporarily appointed to act in Mr Watts’ position. Ms Todd has not been
appointed as an inspector for the purposes of the Medical Practitioners Registration Act 2001 or the
Heaith Practitioners (Professional Standards) Act 1999. Ms Todd has however been appointed as an
investigator for the purpose of the Health Practitioners (Professional Standards) Act 1999. -

. Issues =
;o In order to conduct investigations planned for tomorrow in relation to the complaints conceming the use of

.. - restricted titles, Ms Todd must be urgently appointed as an inspector under the Medical Practitioners
' Registration Act 2001. R |

In order to prevent the need to seek such urgent Board appointments in the future, a delegation of the
Board's power to appoint inspectors and investigators under the Health Practitioners (Professional’
Standards) Act 1999 and the Medical Practitioners Registration Act 2001, to the positioni of Executive
- Officer will allow the person in that position to make the appropriate appointments and minimise the
_ administrative tasks of the Board. ' : -

Recommendation

N light of the urgent need to appoint Ms Todd as an inspector prior to tomorrows planned investigative
ps, | recommend that you delegate to the position of Executive Officer the power to appoint
estigators and inspectors for the purpose of the Health Practitioners (Professional Standards) Act 1999
e Medica! Practitioners Registration Act 2001. Such delegation to be later ratified by the full Board.

24103 (D, 3?.‘,\,‘



936272683 42:88 - DISTRICT COURT » @3zpsaw2 . F - SR 19t b
o < . 61732475387 o FoZeo S qQ

" DISTRICT COURT

OF AUIEERSL 70 Health Frabtitionars (Professional Standards) Act 1999
23DEC2002 ST i 1999,

Health Practitioners Tribunal

! Frou o | ~ REGISTRY: Brisbane District Court
BRISBANE - . NumBER: 2332002 .
Registrant: .  MICHAEL HARVEY GOLDEN

- Registrant's Board:  THE MEDICAL BOARD OF QUEENSLAND

_ DEGlSION OF THE TRiBUNAL
 Before: Judge O'Brien DCJ
Date: - 20 December 2002

: inttiating document Referral Notlce from the Medlca! Board of Queensland f led
L ) on 12 June 2002

e I _IT IS THE DECISION OF THE TRIBUNAL THAT‘

_ The Reglstrant is requwed to give the Trrbunal an undertakmg in terms Whlch are
set out in reasons which are pub!:shed

" THE TRIBUNAL DIRECTS THAT:

" Details of the undertaking must ba recorded in the Board S Reglster fora penod for
, .__WhICh the undertaking is in farce.

_ IT IS ORDERED THAT:

. The parties will be at liberty to apply to vary certain terms of the undertaking after

the expiration of 14 days following receipt by the Board of any of Dr New's 12
monthly reports referred to in the undertakmg on the giving of 21 days written
notlce to the ather party.

IT IS ORDERED THAT:

W\ The Registrant should pay the Board's costs of and Incidental to these
| =]} proceedings fixed, in accordance with the Act according to the District Court scale
/ in such amount as may be agreed or in the absence of agreement fo be assessed

REASONS FOR THE DECISION are contained in the attached Judgment

——

Decision of the Tribunal S Gilshenan & Luton Lawyers
~ -Form HPT-5 ' PO Box 295
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the desision. = _ _ - . :
' HOW TO APPEAL

A party may appeal only on a question of iaw to the Co'u.rt of Appeal about_

“How fo start an appeal
5.348.(1) An appeal is started by- o : ' :
(a) filing a notice in the approved form (a *notice of appeal”) with the registrar of the
. Court of Appesi: and =~ S | ' :

(b) complying with the rutes of court applicable to the appeal, - :

(2} The notice of appeal must require the appeliant to state fully the grounds forthe
appeal and the facts relied on. - _ : _ o :
(3) The notice of appeal must bs filed within 28 days after the day the appellant receives
notice of the appealable decision. C R '

(4} The court may, af any time, extend the period for filing a notice of appsoal.

Appeliant to give notica of appeal to particular persons

5.350.(1) Within 14 days after filing the notice of appeal, the appelfant must give a copy of .

the nofice- . L _
(8) ifthe appetlant is the registrant - to the ragistrant's boart and commissioner: or
{b) if the appeilant is the registrant's board - to the registrant and the commissioner.

(3) if the regisirant or a board is given a copy of the notice of appeal under subsection( 1),- '

the registrant or board is the respondent for the appeal.”

- Deputy Registrar :
Health Practitioners Tribunal
District Court '

Ph: 3247 44186
Fax: 3247 5387

e
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.ADDRESSES FOR SERVICE
i Reglstrant. _ o ~ DrMichael Harvey Golden

62 Habitat Place
BRIDGEMAN DOWNS QLD 4035

Board: ~ Medical Board of Queensland
3 ' - C/- Gilshenan & Luton
Lawyers o
85 North Quay _
BRISBANE QLD 4002

~ Commissioner: - Health Rights Commissioner
. ~ Level 19 Jetset Centre
288 Edward Street
GPO Box 3088 -
BRISBANE Q 4001




_ CITATIC)N: _ Med:cal Board of Queensland 12 Golden :

PARTIES: = MEDICAL BOARD OF QUEENSLAND (REGISTERS
= BOARD)
2
_ MICHAEL HARVEY GOLDEN (REGISTRANT) '
FILENO/S: D232
DIVISION: ~ Health Practltloners Tribunzl
P.R.O'_C‘EED]NG‘:'. _Dlsclplmary Acthn |
ORIGINATING R
COURT: - Brisbane

o 'DELIVEREDON: 20 Decermber 2002
o DELIVERED AT:  Brishane N
' HEARINGDATE: O December 2002

, - JUDGE: . O’Brien DCJ
P : Assisted By e
o Dr. John Comerford
: Dr. Ben Steinberg
o . Ms. Susan Johnson
~ _ORDER:; i
 CATCHWORDS: S
P R COUNSEL: . Mr. D. Tait instructed by Flower &Hart for the Registrant
O : .+ Mr. DX Boddice instructed by leshenan & Luton for the
I _. ' Regxstrants Board
SQLICITORS:

-

o m _'Thls is a hearmg of a referral of a dlsmphnary matter by the Mechcal Board of
N Queensland pursuant to s.26(1)(b) of the Health Practmoners (Professzonal
| .'Stczndanis) Act 1999 The ground for disciplinary actlon is founded in s, 124(1)(1) of
: - the Act in that the regmtrant has been convicted of an mdlctable offence. There is |
_110 issue that the registrant has been so conv:tcted and the only matter of concern to |

__thls Tribunal relates to the penalty that should now be lmposed
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-On 2 Anril'2002in the District Court at BeenIcigh, the reglstrant Wwas conv1cted of

‘two offences of indecently deahng w1th a girl under the age of 14 years. He was

sentenced to a te:m of 12 months lmpnsonment such lmpnscnment being
suspended after a penod of two months for an operatlonal period of three years.
The offences the sub_]ect of the charges were committed dunng 1984 and the very

early part of 1985 At the relevant time the complaxnant was four years of age.

‘The aggravating features of the registrant’s conduct are sct out in the remarks of the

learned sentencmg Judge One such feature was the fact that the reg13trant was a

close ﬁiend of the compiamant’s famﬂy, although it is not suggested that the .i

: _offcnces occurred in a clinical settmg or in the context of a doctor/patlent

consultatlon

-~

As indicated above the conwcuons were. recorded in April 2002, some 17 yearsr

after the offences and in the mtecrvemng period the registrant has contmued his work

g as a doctor in general practlce There 18 no evidence whatever to suggest that he has

engaged m any snmlar conduct during that pericd. On the occasion of sentence in |

the Beenlelgh D1sn1ct Court, the leamed sentencmg judge make the followmg

: comments

o “On the evidence before the court, you are otherwise a person of

-~ good character, The references speak of your willingness to help

others and of your participation in the life of community at Redcliffe

- where for most of your life you have been in practice as a general
practitioner.

" You have also become involved in the church You have been active
in the Casilo movement and in the Teams of Our Lady groups
holding positions in both movements,

You also enjoy a good professional reputetion within the coinmunity
and with your peers. :
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- The offences on the complamant have not been repeated on any other
child. The time since the offences allows us to see the offence as
isolated and that you have led an exemplary life over the penod of 17
years since the offences were committed.”

These observatlons are supported by the numerous references that have been placed

before this Tribunal in support of the registrant, These references some of whlch :

are unsohcnted, come from members of the medical pr_ofession as well as the public

and include testimonials from patients of the registrant. |

'On 8 July 2002 fhis Tribunal ordered, with the registrant’s consent, that Vhe should

undertake a health assessment b}r a specialist medieal practitioner nominated by the |

Board. Such an assessment was subsequently nndertaken by Dr. Andrew Leggett, a

'.eonsultant psyehlamst In his report, Dr Leggett has expressed the view that the

| reg13trant is nnllkely to re-offend, and that he s fit to practice medicine sub_]ect of

course, to any conditions thai Imght be cons:dered appropnate

'Couns_el fof the Board has submitted thaf befancing all of the relevant factors, the

appropriate course in thls case is not to suspend the registrant’s reglstratlon but to

' alIow 111m to continue in practice subject to certam strict condmons The reglsu-ant )

through h15 counsel has indicated 2 preparedness to accept and ab1de by those"

eondmons

-

_ Although matters such as general deterrence can often be of importance in

appmpnate cases, the Junschctlon exercised by this Tribunal is essentially protective

, rather than pumt_we The offences of which the reg1strant was convicted were
. undoubtedly setious, but the essential purpose of these proceedings is not to punish

__ Vhlm for that conduct. That task fell to the court at Beenleigh following the




[91

- _'[1.1]

oy

reglstrant s conv1ct10n It is instructive to-keep in ﬁmd the. puxposes of dlsc1phnary
proceedings under the Act as set out in s. 123 as follows: |

(8  to protect the public; | |

) to u;?;hold sfandards of practice within the héa]ﬂl_professioﬁ;

{¢) o maintain public confidence in the health profession.
These matters are also reflected in the objects of the Act as set out in s.6.

The ovcrwhelmmg evidence before this Tribunal is that the reglstrant is unhkely to
re-offend It is now almost 18 years since the offences _were committed and '

although his offending did not occur in the course of the registrant’s practice of

- medicine, the Tribunal should nevertheless be satisfied that a regime exists which 7

will not only pfovide safeguards to the public but Which will also allow the Board
and even this Tribunal, to assess his contmued smtabxhty for practice. 1 have taken

the adv1ce of Iy assessors, and in the mrcumstances of the present case I am.

' sattsﬁed that the undertakmgs proposed by the Board are sufﬁcwnﬂy ngorous to

achleve those ends,

. The condmons involve counselling and supervision from an expenenced

' :psychlamst and the orders will mclude liberty for elther party to reapply. Such a

prowsmn will not only protect the rights of the regmtrant but Jmportantly, if Dr.

New’s reports indicate any particular cause for concern then the public is further

protected through the Board’s entitlement to bring the matter back beforé this -

* Tribunal,

- In the result, the order of the Tribunal is that, pursuant to s.241(2j(d), the registrant

. is required to give the Tribunal an undertaking in the following terms:



For a penod of 36 months from today

@

® -

7(0)'

(d)

the regrstrant -
(i) . --w111 not eonsult/exatmne/treat any patlent under the age of 14 -
years without a ehaperone over the age of 1 8 years or an: adult -

guardlan pres ent

(ii) will in respect of patxents referred to in (1) hereof ‘maintaina. -

' 'regrster for exammatton at any time upon demand by the-

. Board or its authonsed agent recordmg the date of

consultatlon, name of patient and name of chaperone or adult

guardran present.

:_the reglstrant w111 prowde the Board wrth authonty to access hlS_ :

: 'patrent records and h.IS prescnbmg records through the Health :

Insurance Comrmssron,

-' the regrstrant will provide' a eopy of the conditions of this

undertakmg forthmth to all practmoners Wlth whom he. praehces

. erther in partnershlp, or in assocratron, or as an employer or as an_

emponee and to all staff mcludmg any Health Professional_

* Registrants emponed by any practice wherem the regrstrant |

 practices;

the registrant will seck and reeeive counselling‘ and supervision from

Dr. Frank New at his own expense Sueh eounsellmg

D is to be at such times as Dr. New may dlreot provrded that the
| frequency by no less tha.n monthly for the first six ‘months

and thereaﬂer not Iess than three monthly,
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. in force

@

e

is to address the regrstrant 5 relat:onshlps WIth patzents his

bomrdary management and his mmght level and is to mclude-

his presentmg cases and drscussmg matenal with Dr. New |

the regzstrant -

@)

@)

(ifi)

(v)

authorises and dlrects Dr. New to provrde the Board wnh a

., report of the progress of the counselling and supervrslon at -
' the exprratlon of each 12 month period for the duratmn of this

: undertakmg, '

consents to Dr. New reportmg any matter of concern to the
Board, and prowdmg any written Teport of that matter of ,

concern; -

: reglstrant

authonses the Board to mqmre of Dr. New at any trme to

'ascertmn thc regrstrant s comphance with counsellmg and

supervision.

The regisirant’s ﬁtness to 'practice médicine be addressed by the

Board on an annual basis upon recerpt of Dr, New s 12 monthly-

reports,

Pursuant to 5.242(1)(b) of the Act it is further ordered that detarls of the undertakmg :

a must be recorded in the Board’s regrster for the period for whrch the undertakmg 13
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(14 The pames wﬂl be at hberty to apply to vary the terms of I paras 1(d) and l(e)'
_rcferred to above aﬁcr the exp1rat10n of 14 days followmg recelpt by the Board of |
any of Dr. New s 12 monthly reports on the giving of 21 days wntten no‘uce to the

other party

1
:
.
:
|
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18 November 2002

Medical Board of Queensland
Level 19 Forestry House

160 Mary Street =

GPO Box 2438

BRISBANE QLD 4001

Dear Sirs - »

RE: MEDICAL BOARD OF QUEENSLAND —V- RICKARDS
FILE NO. D3028/02 - | |

| refer to the above matters and give you written notice pursuant to Section 245(1) and (2)
‘Health Practitioners (Professional Standards) Act 1899 of the decision of the Healith
Practitioners Tribunal made on 31 October 2002 which is contained in the enclosed copy
of the decision. ' o ' |

Yours faithfully

R.A. Wegner
‘Deputy Registrar




Health Practitioners Tribunal

Health Practitioners (Professional Standards) Act 1999

REGISTRY: Brisbane District Court
NUMBER: 3028/02

Registrant: PAUL JOSEPH RICKARDS
Registrant's Board: MEDICAL BOARD OF QUEENSLAND

|  DECISION OF THE TRIBUNAL
Before  McGill SCDCJ

‘Date: 30 October 2002

Initiating docurﬁen_t:.'Referra'I Notice from the Medical Board of Queensland filed on
: 16 July 2002. : : '

T IS THE DECISION OF THE TRIBUNAL THAT:

1. The Registrant is impaired within the meaning of s.124(2) of the Health . -
AR Practitioners (Professional Standards) Act 1999 “The Act).
. 2. The Registrants registration be suspended until 31 July 2003,
- 3. In the period from the date of this order until 31 July 2003 the following
~°. . conditions shall apply=- S o S
(a) The Registrant will submit to the medical supervision of an
experienced general practitioner who shall prescribe and supervise
all medications other than those prescribed by his treating '
psychiatrist or any other specialist to whom he is referred by his
general practitioner. The Registrant is to keep the Board informed of
- the name of his treating general practitioner and will authorise that
practitioner to notify the Board if there is a significant change in his
health status. S : '
(b) The Registrant, at his own expense, will attend for treatrent by a
psychiatrist of his own choice, experienced in the treatment of drug
- and alcohol abuse, at a frequency to be determined by the treating
* psychiatrist. The Registrant must authorise the treating psychiatrist
to inform the Board of the termination of treatment of if there isa.
significant change to his health status, such as non-compliance with
medication or treatment, or relapse of his depressive illness, or |
- Telapse of drug or alcohol abuse. _ ,
(c) The Registrant will attend for random urine drug screening in Group
- linaccordance with the Board's UDS protocol. '
- (d) The Registrant shall attend for review by a medical practitioner
_and/or psychiatrist nominate by the Board on an occasion or
Si}c;'n of the Tribunal L
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occasions reasonably nominated by the Board and at the Board'’s
.- expense. T S
4, From 1 August 2003 and 31 July 2004 the following conditions shall
apply to the Registrant’s registration.” 7 - . :

(a) The conditions referred to in paragraphs 3 (a), 3 (b) and 3 (d) above,

(b) The Registrant will attend for random urine drug screening. :
Commencing in Group 1, in accordance with the Board’'s UDS

~Protocol. - R o }

(c) The Registrant will, within 24 hours of his suspension being lifted,

- surrender his authority to prescribed controlled drugs. )

(d) The Registrant will not, within the 12 month period to 31 July 2004

R apply for reinstatement (either full or partial) of his authority to
prescribe controlled drugs. | , _
~ (e) The Registrant will work only in a supervised position. - _
~ (f) The Registrant will advise his immediate practice supervisor of these
conditions and shall advise the Board of the identity of that person
and shall consent to that person providing reports to the Board
regarding his clinical and overall work performance. _ :

(g) The Registrant shall authorise the Board to release information
regarding his progress on the health assessment and monitoring
program to his treating psychiatrist and treating general practitioner,

- should those circumstances be of a concern for the Board.
(h) The Registrant shall authorise Queensland Health and the Health
- Insurance Commission to release to the Board information relating to
his own health care (e.g. the prescribing and obtaining of controlled -
drugs and referral history). ' L
(i) Pursuant to section 242 (1) (a) of the Act, these conditions must be -
- recorded in the Board’s register for a period of 1 year. . -
5. On a permanent basis the Registrant shall not, and shall undertake not
- to, prescribe for himself any medication and this condition shall be =
recorded in the Board’s register pursuant to section 242 (1)(a) of the
, Act. - -
6. The Board shall be at liberty to re-list this matter before the tribunal in
the event that it has any concerns regarding the Registrant's '
impairment, the random urine drug screening, and his compliance with
these conditions and each party shall be at liberty to re-list this matter
before the Tribunal in the event that there is any other difficulty with the
implementation of these orders. '

- REASONS FOR THE DECISION are contained in the attached Judgment

Decision of the Tribunal
Form HPT-5
ection 245 .



- A party may appeal only on a question of law fo the Court of Appeal about
the decision.’ S - o :

_ , HOW TO APPEAL
 “How fo start an appeal AR B '
- 8.349.(1) An appeal is started by- . : : -
~ (a) filing a notice in the approved form (a “notice of appeal”) with the registrar of the
Court of Appeal; and S S
(b) complying with the rules of court applicable to the appeal. Co
(2) The notice of appeal must require the appellant to state fully the grounds for the .
- appeal and the facts relied on. R _ S _
(3) The notice of appeal must be filed within 28 days affer the day the appellant receives
‘notice of the appealable decision, S
(4) The court may, at any time, extend the period for filing a notice of appeal.
Appellant to give notice of appeal to particular persons : -
5.350.(1) Within 14 days after filing the notice of appeal, the appellant must give a copy of
the notice-_ - C ‘ . : S
(a) if the appeliant is the registrant - to the registrant’s board and commissioner; or
(b) if the appellant is the registrant’s board ~ to the registfant and the commissioner,
(2) If the registrant or a board s given a copy of the notice of appeal under subsection(1),
the registrant or board is the respondent for the appeal.” : o

| Place: Brisbane - Pl
Date: 18 November2002

Deputy Registrar B
. Health Practitioners Tribunal

District Court o

Ph: 3247 4416

Fax: 32475387

o " Decision of the Tribunal

Form HPT-5
Section 245




- ‘A party may appeal only on a guestion of law to the Court of Appeal about. )
the decision. . S S ) S '
o ' : . HOWTO APPEAL .
‘How to start an appeal = = S
' | 5.349.(1) An appeal is started by~ . -~ -~ R T
(&) filing a notice in the approved form (a “notice of appeal”) with the registrar of the. -
 Court of Appeal: and o o _ ' '
(b) complying with the rules of court applicable to the appeal.
(2) The notice of appeal must require the appellant to state fully the grounds for the
appeal and the facts relfied on. —_— ' _ :
(3) The notice of appeal must be filed within 28 days after the day the appellant receives |
‘notice of the appealable decision, o ' S
(4) The court may, at any time, extend the period for filing a notice of appeal.
Appellant to give notice of appeal fo particular persons - :
§.350.(1) Within 14 days after filing the notice of appeal, the appellant must give a copy of
the notice- - : - T SR ST
(a) if the appellant is the registrant - to the regisirant’s board and commissioner; or .
(b) if the appelfant is the registrant’s board - to the registrant and the commissioner.

(2).Ifthe registrant or a board is given a copy of the notice of appeal under subsection(1), -

the registrant or board is the respondent for the appeal.”

Place: Brisbanie = | |
Date: 18 November 2002 ;.

Deputy Registrar o
Health Practitioners Tribunal -
District Court : :
Ph: 32474416

‘Fax: 3247 5387
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7 ADDRESSES FOR SERVICE

Reg:strant - o Peter Joseph chkards
R C/- Tress Cocks & Maddox '

PO Box 7909 :

- Waterfront Place

.Brisbane QlId 4001

Board: | . Medacai Board of Queensiand -

- Level 19 Farestry House
160 Mary Street
GPO Box 2438
BRISBANE' Q 4001

. Medical Board of Queensland
- C/- Phillips Fox Lawyers
level29 -
1 Eagle Street
. Brisbane Qld 4000
‘DX 289

Commissioner: Health Rights Commissioner
' © . Level 19.Jetset Centre
288 Edward Street
- GPO Box 3089 .
- BRISBANE Q 4001
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Transcript of Proceedings
Copyright in this transcript is vested in the Crown. Copies thereof must not be made or soid without thie written authority
of the Director, State Reporting Bureau. o _ S . i

‘issuad subject to correction upon revision.

{

HEALTH PRACTITIONERS TRIBUNAL |

JUDGE McGILL SC

DR J COMERFORD
. DR B STEINBERG
| MS K BROWN

No D3028 of 2002

MEDICAL BOARRD OF QUEENSLAND . = Applicant
'PAUL JOSEPH RICKARDS | P T Registrant

BRISBANE

2y wish to ;e Protection Act 1999, and complainants in criminal sexual offences, but is not limited to those

1

/ Court \ ' ) L - ' o
S George Street, Brisbane, Q. 4000 .~ Telephone: (07) 3247 4360 Fax: (07) 3247 5532
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30102002 T12/FLC4 M/T 2/2002 (McGiil pCd).

ek

HIS HONOUR: This is a reference to the Trwbuna1 pursuant to
section 124/ 2) of the Health Practltloners Pro;essronal
standards Act 19399 on the ground that_the regrstrant lS_h
impaired. _The'particular_matters'relied oh'are that he
suffers from substance abuse and deﬁendenee_together with
major depression since approximately 1997.and'that-he.hae éi

history of relapsing into substance abuse since October 1999,

The registration of the registrant has been Sdspended:for a

about two and a-half years and'the'Medical Board is'hoW'
5Tseek1ng the reglstratlon be cancelled and that condltlone.be_ 20,
Hﬁlmposed on the circumstances under which the regrstrant ‘may |
're ~apply for reglstratlon under the Medlcal Practltloners and
-Reglstratlon Act 2001. The reglstrant quallfled in October

1992 and has practised prrncrpally in hospltals in Australla

‘and New Zealand since then. S : , - f' . ' 30

'There has been a history of depression dating from-ndt—all:

ﬁfhthat'long after he commenced'ih praetice aﬁd there were

l,significant aspects to that depression in 1997 and

subsequently he did not receive'psychiatric treatment for that 46 .
-h:condition for a time. He was instead self prescrlblng and

_this led to the abuse initially of sleeping tablets and

'*Subsequently various benzodlazeplnes. There is also abuse of

”.VeCOdEine from about 1998. There were - that extended to the

fhabuqe of pethrdlne in May 1999. There were on occasions | - 50

lnStances of his appearing 1ntox1cQted at work and apparent

'1nterference with his ablllty to perform work dutres although

t dOES not appear that anything very srgnlfrcant happened or

2 ' JUDGMENT. . &5




30102002 T12/FLC4 M/T 2/2002 {Mcelll DCJ)‘

SRS

that thls was w1de spread _ He does appear to have been qulte

oncerned about the 51tuatlon and leLt some p051tlons because

of ths - o . S E : . S e |

In late 1999 he began to receive ps ychlatrlc care and was for

1D
a time hospitalised in Brlsbane There have been subsequent '
periods of hospltallsatlon in 2000 There were also_other
consequences of his depre551on and a3 a result of that
condition he was regulated3on, I think, two_occasions in 2000 .
and 2001. | o
20
. He has subsequently'undergone early extensive periods of
'psychotherapy and reports that there have been no- symptoms of
depression for the last three months although he remalns on a.
. fairly mild dosage of an antl depressant. o
: _ 30
40
56 =
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30102002.D.1 T13/JLP15 M/T 1/2002 (Mccfll DCJ} :

It appears fﬁét therlast instanée of*abﬁse;df:a‘dfug othera
than alcochol was.in March 2001, although théfe.héﬁeﬂbEeﬁ'
examples of abuse of alcchol since then ; sorry -~ iniMarch
2002 there'wés_some furthef - what waé desdribed]as'é cocktail

of medications and it is not'quite clear what that involved.

There was abuse of alcohbl in June 2002 at a time when he was.
becoming depressed about the prospédté 6f not beihg_re_

r registered or not being able to get his suSpensioﬁ-lifted and
being able to practise medicine again; There have béen in
&flk place for some time now a regime requiring_teétiﬁg_fér drug

and alcchol - of alcchol and other drugs and that regiﬁe has,

_on two occasions since June 2002, detected some significant

alcohol in the blood on the 25th of.August and on. the 7th of

Octoker. Both of those were explained bylthe registrant on
'.-_the basis that there was some significant social occasion at
- which he was drinking alcchol gociaily But npt:On an 6ccasidn

_when_he would be wérking or driving a motor vehiclé, and that
" he did not appreciate that during.this period he was expected

‘to abstain totally from consuming alcohol.

- -He has been seeing, apart from the treating psychiatrist, two

?Psychiatrists at the instance of the Medical Board. One of

;éport in July, she indicated that there_ought to be a
Significant period of abstinence in order to demonstrate that .
Fhés bProblem was in remission. It is discbncerting that the
fgiStrant might have thought that that was COnsisteht with

°cial drinking and one would hope that he has now clearly

4 o ' ~ JUDGMENT
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30102002 D.1 T13/JLP15 M/T 1/2002 (Mééill'DCJ)
understood that abstlnence means total abstlnence, there 15 & "?

net to be any drlnklng at all.

The problem in his case.is.hot seciai drinhing but. what it may".
lead to when'therelhas been_aﬂhistory of aleohol'ahuSe. Then,

in order to demonstrate that that condition'has been |
adequately'controlled, it is necessaryrfor'there to be an

extended period'of total abstinence.

Dr Reddan, in her report, expreSSed the View'that the

,Eﬁpsychiatric state of the registrantewas suchethat there were

prospects of his being able to be returned to practlce

provided that he could demonstrate a significant perlod of at

least six months when there was an absence of further abuse of
alcohol or other drugs.
7 30
“ That ‘time has not yvet arisen given the abuse of alcohol in the'
latter part of June 2002 which seems to be the last clear -

-Occasion when there_was abuse of alcohol or drugs On that

 occas1on, lt is quite clear that there was 31gn1flcant abuse ,
. 40

*The Tegistrant, on the 25th of May, presented at the Wesley

'7fEmeIgency Centre complaining of a five-day alcoholic binge.

'f.j_He subsequentiy tested to a significant extent on the

"_Screenlng program on the 4th of June, the 29th of June and

30th of June 2002. He has explained that relapse essentially

.
[}

as a consequence of his becoming depressed about the prospects:

of hls regaining his registration as a medical practitioner.

5 JUDGMENT &g
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30102062 D.1 T13/JLP15 M/T 1/2002 (McGlll DCJ)

He has, since July 2002, commenced full tlme work w1th a;'
pathology practice.but in a non—medlcal capaczty He-has
deliberately kept quiet about his medlcal qua11f1catlons and

experience and he is performwng a strchly non- medlcal

function. HlS employer is aware, aL least in terms of tﬁ§3 L .

immediate supervisofs and peoplerrespOnsible for'him,_ofihis
history and background but has provided a reférence which.

speaks highly df‘him‘and of his work.

It certainly appears that during that period oOFf employmeht_ :

?;Which involves working a 38—hourIWéek' although on a caSﬁal’ -

basis doing shift work on a rotatlng 24-hour roster 1nclud1ng_

:some weekend work, that hlS work has been entlrely
.satisfactory énd there has been no 1ndlcat;on that thefé ﬁas
:_been any relapse into_alCohol abuse or dther'substaﬁéé'abuser'
- wﬁiéh has impinged on his abiiity tb perform the functions of
: :thét poéition. And that is of.ste sfgnificance begaﬁse, if .:

there had.been any significant relapée during thatzpériod}.it

. 'is'unlikely that it would have escaped the notice of that

3§mployer. It may well be that obtaining that employmentfhas _

'.Provided him with helpful support in resisting ahy propénsity

. to relapse.

Uﬁé.has provided a number of other references which indicate

that, apart from the problem of substance abuse and .

thoroughly satisfactory medical practitioner.

6 R . JUDGMENT

,quIESSion, he is a useful and competent and compassionate and
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30102002 D.1 T14/AT25_M/T_1/2002 (MCGlll DCJ)
It is not disputéd that the_regierantgls 1mpa1red_inlthe o

relevant sense and that he has a history of substance abuse -

and depression. That is a factor which makes it possible for

the Tribunal to exercise the various powers under section 241

of the'Act.

The issue facing the Tribunal has been essentially whether it
- the appropriate way to deal with this situatioﬁ'in.the ligﬁt

of the history of the lapses that have occurred over the yearé

" and such improvement as has been demonstrated'in the.hiétory'f”_ 

and I should say that, given the constraints, I have put'

forward a very concise summary of a factual'matter_Which

oécupies many pages of chronology - the approp:iate course is -

to cancel the registration and impose conditions restricting

any re-application.

wh _In effect, the registrant should have his registration -

~cancelled and it should be nécessary for him_to_demonstrate
;if?hat there has been a significant period of complete remission

.ﬂ;PriQr to any further registration.
The alternative position is that the suspension should be
llowed to continue to. a particular date which would be

ufficient - or which would give the registrant_the

Ilod of remission to justify the llftlng of the suspension

POrtunltv of demonstratlng that there has been a suff1c1ent _

7 ~ JUDGMENT
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30102062 D.1 T14/AT25 M/T 1/2002 (McGill'DCJ)
and to enable him to practice medicineiagain althoﬁgh it is 3 P
ﬁecognised that_that couid well be'subﬁect_to fﬁrther_

conditions; The Tribunal has power under section.24l tb

impose conditions on the préctice of medicine aftef a

suspension has been lifted or has expired. - BRI £

There are a number of features of the matter of this case
which are disconcerting but there are also a number of

positive features in the registrant's favour and it does

e
Evn)

appear that he has been now making significant efforts to

overcome these difficulties.

Oon the whole, the Tribunal considers that it would be

30

appropriate as a means of protection of the ?uﬁlic intexrest -

and also appropriate in terﬁs of, hopefully, the ultimate cuxe

of the registrant to put in place a regime where thé'

:Suspénsion continués for a fixed but signifidant period during
which it will be necessary for the registrant to_demoﬁstrate : 4@

- that his remission is contihuing but that the suspension then
"r:be lifted and that the registrant be permitted to practice

subject to a number of conditions which would operate in most , i*

Cases for a fixed period.

In formulating this regime the Tribunal is conscious of the
fact that if there are further breaches of the conditions or

the ‘requirements durihg the period cf the suspension further

8 : JUDGMENT &4




30102002 D.1 T14/AT25 M/T 1/2002 (McGfll PCJ)
steps would be taken by the Medical Boatd-and in those . |
circumstances the Tribunal may well take the view that there -

‘will be no alternative to-canceliation of registratioh;  :

Fufther that in impoéing conditions on the practice aftérthe
suspengion is lifted would prdvide.somé cdntinuiﬁg_profécti5n -
to the public interest and also permit some continuing
supervision by the Medical Board solthat, again, 1f ﬁécéssafy;_'
further proceedings could be taken. Mechanisms are'in'piace.
' under the'legiélation whereby regiStratidn:caﬁ be suspeﬁded.ain
:quiﬁe short ﬁotice if the situation deteriprates-eﬁen affef
the current suspension comes to an end So that_iffthére ié_
‘some significant'relapse in the fﬁtﬁre the public intereét can o
. 'be protected. 73?
iilﬁris not nécessary, at thié stage;.fdr the Tribunal'td

 ;fbrmulate an order which will do all the work which might ever

:ét“the moment is formulate an ordet which provides appropriate
jPrDtection of the public interest in the light of the

Particula: history of this’particular registrant up until now.

The Tribunal is of the opinicn that that can adequately be
Qne'by cbntinuing the suspension to a point where, in effect,
is been clearly demonstrated there has been an_absénte of

laPSE for a period of 12 months and, in the ‘circumstances,

f]

20

need to be done to achieve an end, All the Tribunal has to do. - 4g

9 .~ JUDGMENT  &f
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30102002 Dﬂl qu/AT25 M/T 1/2002 (Mcc-;ifli DC'J')'

the date OL the Blst of" July 2003 ls'appromrlate That wou1d R

give a clear perlod of 12 months arter the last 51gnlf1cant

instance of.substance abusegln June this year.

20
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25102002 D.1 T15/IRKL3 M/T 1/2062 iMcBill DcJ)

During that perlod the reglerant qhou?d be subject to some

S

' continuing screenlng at tha‘most 1ntensxve level for alcohol

and other drugs and he Should_be requmred to continue an
appropriate regime of psychiatric t:eatmént{ |
- : _ | | 10
. Once the suspension has expired his practice should be subjecp-
to further conditions during the first i2'ﬁonths. Thét'he
should practice only under ﬁhe supervision of another medical
practitioner or'praétitioners. That there should be some

continuing regime for testing or Screening for the taking.of
24

alcohol and other drugs and that he contlnue an approprlate

regime of psychiatric treatment

Hé should also bé Suﬁjecﬁ tb the permanent condition that hé
notrself prescribe in, i_do not knbw that I mentioned it | 3
earlier, but one of the_manifestatigns of the drug abuse : O-M
eaflier involved self prescribing. It was accepted_by the
~registrant, on behalf of the registrant;.that that shoﬁld b@ a
-Perﬁanent.restriction. | |
AT _ C 48
That wopld mean that at the end of the other conditions there
~would have been a period of two yeafs during which there had
been a demonstrated abstinence of relapse and the appropriate
.n@chanism in place to cure the registrant's psyéhiatric |
 Problems in so far as they are said to have been cured. IFf,
iby that stage, he is still in remission, it would be |
Ieasonable to expect that that would continue. If there is a
;glapse pPrior to that time then some further appropriate steps

uld be taken by the Medical Board.

£

11 o JUDGMENT &7
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25102002 D.1 T15/IRKL3 M/T 1/2002 (McGill DCJ)

_It has been suggested by counsel that the detarls of an order

of a decision of the Trlbunal to reflect what I have 3ust'

formulated oould be left to counsel to work ot and I 1ntend

to agree wrth that course. S0 that the approprlate course,r

therefore, is srmply to dlrect that an agreed form of decrslon

to reflect what I have just outllned be settled by counsel

If counsel are unable to agree on any detall then the matter

can be mentioned again before me and I will resolve that’

matter.

I think that is probably everything that I needato deal with-

HIS HONOUR: I thlnk, in the 01rcumstances, glven the llmlted

: matter that was aotually in dlspute today and the nature of

”'rthe partlcular problem that it is approprlate that there be no,

‘order as to oosts of these proceedlngs

iz
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3. Business Arising From

Minutes

4. Health Assessment

and Monitoring

5.  Complaints

11. Removal through
Death

12, Finance

*

*

*

THE MEDICAL BOARD OF QUEENSLAND

Additional Agenda Paper — Meeting — 11 February 2003

[No10A]

[No.11]

[No.12]

[No.13]

FINANCE

Attached is a memorandum dated 7 February 2003 from the Executive
Officer responding to the Board’s questions relating to the Collection
Account.

For information.

DR L WARE (1030292)

Attached is a memorandum dated 5 February 2003 from the Acting
Coordinator HAM regarding conditions of registration which the Health
Assessment and Monitoring Committee recommended should be imposed
should Dr Ware be granted registration.

For consideration.

DR J DOUGLAS (704258)

Attached is report of the Complaints Investigation Committee regarding
complaints made by Ms D Jones, Ds D Little, Mr A Ryder and Ms T Heal
(nee Laverack).

For consideration.

DR D GILLMAN (780326)

Attached is a briefing note from Investigator Elisa Petranich dated 7
February 2003 regarding Dr Gillman.

For consideration

981797 BURMAN, Nicole Mary — MB BS QLD 1999

25 January 2003
(6] Accounts for Payment
Powell Jacinta 298.30
M2 Messagemate WA 220.00
Saud Ahsan 282.00
Dr Richard Astill 75.00

Bar Merlo 55.60
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Medical Board of Queensland .

Additional Agenda
14.61.03

Blue Lemon 38.50

Alister Bevan McKinnon Cant 138.00

Gilshenan & Luton 1692.90

MD Mas-U-Dul Haque 282.00

Wendy Elizabeth Hoy 120.00

Dr Scoit M Jenkins 495.00

Kingsley Ragnunathan Joseph 50.00

Tina Marie Mason 282.00

Dr Brad Matthews 495.00

Minter Ellison 8251.23

Michael John O’Keeffe 276.00

Danielle Emily Patterson 191.00

Prior Nigel 660.00

Neena Raizada 282.00

Reddan JG 2273.70

Dr Katrina Samios 440.00

Dr R P Taylor 1281.50

Lisa Anne Todd 71.83

l Murray Tebbutt Webber 211.00
Christopher Hayden Wong 211.00
Australia Post 1072.73

Cabcharge 1445.80

Gilshenan & Luton 7670.71

Howard’s Conference Catering 211.53

Toll Fast 59.13

Yanna’s Gourmet Kiichen 199.70

International Detection Service 23.00

Johan Daniel Bence 25.00

Elsabe Dekker 25.00

Thomas Michael Alexander O’Rou 25.00

Oran Michael Rigby 282.00

% Leanne Lei Du 120.00
L Patrick Conner L. Weinrauch 402.00
Matthew Robert Davies 138.00
Chidi Alisigwe Ejim 138.00

Toll Fast 256.28

TOTAL 31032.44

3. Correspondence [No.14] AUSTRALIAN COMPETITION & CONSUMER COMMISSION (M324)

{ ROYAL AUSTRALASIAN COLLEGE OF SURGEONS (M95)

Attached is correspondence dated 7 February 2003 from the Australian
Competition & Consumer Commission (ACCC) regarding Application for
Authorisation A90665 lodged by the Royal Australasian College of
Surgeons.

The Board is required to advise the ACCC by 24 February 2003 if it wishes
the Commission to hold a pre-determination conference in relation to the
draft determination. A written submission to the Commission in response



-

3
Medical Board of Queensland *
Additional Agenda
14.01.03

14. Advertising

15. Ordinary Business

to the draft determination can be made up to 7 March 2003.
Board members are requested to advise the Assistant Registrar by 17
February 2003 if they consider the Board should request a pre-

determination conference to be held or that a submission to the commission
should be made.

The report of the Advertising Sub-Committee has been circulated.

M CORONEAS (804182)

The Registrar of the Health Practitioners Tribunal has advised verbally that
the appeal lodged by Dr Coroneos is scheduled to be heard in the Appeals
Court in June 2003.

For information.
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- 8. The ‘Bafance as perBank Statement; refers to the b'alance-' of the Collection

Account for individual Boards. Such individual Collection Accounts are not utilized
given the service relationship between the Office and the Boards. '

7. The _Queénsland Audit Office, when auditing the Collection Account, focuses its
attention on the reconciliation made between the individual Boards’ cheque
accounts and the Office Collection Account. :

8. The use of a single Collection Account in the Office Chart of Accounts is being
reviewed and the outcomes of this review will be included in the proposal being

- developed for the new financial management infrastructure. | expect this proposal
to be referred to each Board for consideration in March/April 2003, :

" Collection Ai:courit Cosfs

9. The ‘Collection Account Costs’ is the line item where the costs associated with
payments by EFTPOS and credit card are recorded. -When an applicant or
registrant pays their fees by EFTPOS or credit card, the Commonwealth Bank of

- Australia charges a merchant fee of 1.5% (plus GST) of the total payment made.
- Therefore for every $100 payment received, a $1.50 (plus GST) service fee is
incurred. - ' .

10. The Collection Account Costs were high for the month of December as this is a
‘peak revenue period when medical graduates are paying their application and
registration fees. .| am advised that a high percentage of these applicants paid

their fees either by EFTPOS or by credit card.
Change in Bank Rules |

11. In December 2002, the Reserve Bank modified the rules associated with the
_service fee charged by all financial institutions for payments made by EFTPOS
and credit card. This rule change enables the retailer to recoup the service fee
from the consumer. In the case of the Boards, it may enable the Boards to levy a
1.5% (plus GST) service fee in addition to the fees detailed in the Regulation. In
this way, it would be the applicant/registrant paying the fee, thus reducing the
Board’s expenses. - IR - o -

12. To date, there have been no reports of any retailer introducing this new service
fee. I am currently seeking advice from Treasury as to the Government’s position
in relation to introducing this service fee. In this regard, it would be an
inappropriate risk to introduce the service fee in the absence of Government

support.

- 13. Further advice in regard to the Govemnment's position will be used to inform the -
' budget development process for 2003-2004. In addition, should the advice from

Treasury be positive, a proposal for introduction of the service fee will be prepared
, for gonsideration by each Board. .

* 7 February 2003

_Mimedicalcollectionaccountsub.doc



MEDICAL BOARD OF QUEENSLAND
MEMORANDUM o

To:  Robyn Scholl, Assistant Registrar
- From: _ Jack_ie_VCunningham;Acting Co-ordinator HAM
Subject: - Dr L'eo_nard WARE |

- Date: _' 5F_ebruary 2003

| refer to your memorandum dated 22 January 2003 from Cecillia Conway requesting that the
Health Assessment and Monitoring Committee consider reports and information from the
‘Medical Board of NSW (including conditions imposed) pertaining to DrWare and make a
recommendation to the Reglstrat[on Advnsory Commlttee

The HAM Committee considered the matter at its meeting on 4 February 2003 and decided to
recommend the following conditions be placed on DrWare s registration. _

1) Dr Ware must only wo:k ina superv:sed po_sn_tlon approved by the Board, -

2) Dr Ware must advise the Medical Superintendent (er equivalent) where he is employed
or where he has been offered a position, of the conditions |mposed on hlS reglstrat:on by
the Medical Board of Queensland. ' _

3) DrWare must engage a senlorworkplace colleague who is approved by the Board to act
asa super\nsor Dr Ware must meet with the supervisor initially on a fortnlght!y basis, to
be reduced in frequency when determmed by the Board.

4) DrWare must consent to the elease of mformatlon from the supervisor to the Board,
including the release of workplace perfon'nance reports at a frequency and in a format to
be determined by the Board.’

5) Dr Ware must submit to the medical supewision of an experienced general practitioner
who should prescribe and supervise all medications other than those prescribed by
treating specialists. Dr Ware must keep the Board mformed of the name of his curent
treatmg GP.
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COMF_’LA_INTS INVESTIGATION COMMITTEE

REPORT TO THE MEDICAL BOARD OF
| QUEENSLAND |

Practitioner Name: 'Dr Jonathon Douglas
MBQ File No:

Date of Appomtment of ' _ -
Commlttee _ - 10 October 2000

Terms of Reference:  The Complaints* Investigation . Committee was
- constituted pursuant to section 37(3)(c) of the Medical
b : . Act 1939 to investigate the complaints by Deborah

Jones, Deborah Little, Anthony Ryder and Teresa
Lavarack against Dr Jonathan Douglas and report to
the Board : :

Members of Commiftee: Ms Rhonda Penny, (Chairperson)
o o Dr John Waller
Ms Peta Frampton
The Committee was: assisted by Mr Andrew Forbes
from Phllhps Fox .

Dates i_nqt_liry convened: 16.03.01'and 26_.10.01-

:Appearances: 7 Dr Douglas ocoompauied by Dr David Pakchung of
o : United Medical Protection, on 16.03.01 '

‘Witnesses: , _ Ms_Deborah-.Jones; ,
o Ms Deborah Little; and
Mr Anthony Ryder on 16.03.01; and

A '_Ms Teresa Heal (formerly Laverack) on 26.10. 01

Secretary:

.Reporter/s: . Jessica .Knight from _Auscript on 16.03.01 and
- Lorraine Harton from Auscript on 26.10.01"

FINDINGS OF COMMITTEE
On the balance. of the evidence presented, including the pre~heéring material,

the Committes does consider that the available evidence establishes a prima facie
“case of misconduct in a professional respect.




i
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- RECOMMENDATIONS

In view of its findings, the Committee recommends to the Board that the Board -

1 finds Dr Douglas guilfy'of ‘misconduct in a professional respect - with regard to
the complaint that” his manner with his patients was inappropriate; and B
2. finds Dr Douglas not guilty of misconduct in a professional respect - with regard

to the complaint that he was biased. -

Further, the Comuittee recommends the Board

I. counsels Dr Douglas regarding his ma'nn'er with patients during me'dico-.legal
~consultations; and SRR _ . ' R
2. seeks an undertaking from Dr Douglas to attend onme of the courses in medical

professional communication, such as the one conducted by Dr Mark O’Brien.:

1. = Introduction

On 3 SéptémBef 1999 the Health Rights_Commission referred a complafnt By'Di'ane Little,
Teresa Laverack ( as she then was) and Deborah Jones regarding Dr Jonathan Douglas
to the Medical Board for investigation. : ' S

On 10 October 2000 the Board resolved to refer the complaiﬂt_ to the -Cbmplakixllts'
Investigation Cemmittee. ' : . : :

2. Legislative- Provisions
2.1  The Complaints Investigation Committee was appointed by the Medical Board of
-~ Queensland pursuant to section 37(3)Xc) of the Medical Act 1939.

37.(3) . Upon a complaint made to it under subsection {(2) the board shall
S - investigate such complaint and, without limiting its powers to so
investigate, = may: . . ' S _
(¢) in respect of the complaint, appoint 2 or more of its members
* fo constitute a complaints investigation Committee, 1 of
whom shall be appointed by the board to be chairperson,
and refer the complaint to it for investigation. h

2.2 Dr Douglas, Ms Jones, Ms Liitle, Mr Ryder and Ms Heal (formerly Laverack) were
sumrioned to attend and give evidence before the Committee pursuant to its
powers under section 37(3A)(b),(c). : ‘

37.(3A)  Where the board appoints a complaints investigation Committee
and refers a complaint to it under subsection (3)(c), the
following provisions shall apply: : , _

{(b) the complaints investigation Committee shall have the same
powers as the board has to investigate  the complaint as
provided - for in subsection (3)(a) and (b), and sections 12,
13(1), 13B, 13C, 37B and 40 shall apply as if references
therein to the board were references to the complaints
investigation Committee; : .

(c) for the purpose of applying the provisions of the
Commissions of Inquiry Act 1950, each member of the
complaints investigation Commitiee shall be deemed to be a

. commissioner, and the chairperson of the complaints

. investigation  Committee shall be deemed to be the



3
chaifperson, within the meaning of that Act;

2.3 The' Committee was required to address its investigation . and deliberations to
section  35(1) : : ' . -

s 35(1) Without limiting the ‘meaning ;-af the expi‘e,sson”mi&canduct in a
profesional respect” a medical practitioner( - including a specialist)
shall be guilty of such misconduct who... .- s

(c) is guilty of infamous conduct in a professional respect,
. malpractice, or unprofessional conduct or practice; OR

(d) signs or gives under his or her name and authority any ... report

. signed or given by him or her in his or her professional capacity
- for subsequent  use in any court of law, or for administrative or
governmental purposes, or for the pecuniary interest of -himself .
“where such repart- .. IS untrue,. mzsleadmg, or improper.

{23 . The Comrmttee delivers this report of its ﬁndlngs and recommendatmns to the
Board pursuant to - section 37(3A)(d) :

.w,_




© 37.(3A)  (d) without limiting the effect of paragraph (a), the complaints
c inestigation - Committee shall investigate . the complaint and shall
- deliver its findings and recommendations to the board, which. may act
on the findings as if they were its own; o

3. Material Before the Committee -
The fdllowing written material was available to the Committee':

1. Summary of complaints about Dr Douglas prepar'ed by Compléiﬁts Co-ordinator 5
' April 2000 ' L - CEEE

Dianne Little - _ _ .
'53;}:-?51; 2. Letter from Ms Litﬂc, Ms Laver'ack.iand' ‘Ms Jones dated 8 Augﬁst 1999 -_eﬁclqsing:

« Letter of complaint from M's Jones dated 20 July 1999; and
e Articlg “CFS the new. negligence. target”

3. Dr Douglas’ response to the complaints = of Little, Laverack ' and " Jones -dated 29
November 1999 enclosing Diagnosis and Management of Chronic Fatique Syndrome
Discussion -Paper (Fellowship - Affairs -Aug/Sept 1994) and RACP Draft Clinical
Practice Guidglines o _ S .

4. Letter from ACLendosing their letter of instructions to DrDouglas dated.7 April’ 1997

5. Letter from ACL enclosing Dr Dou_glaS’I mé.dico~legal‘feports dated 22 May 1997 and
13 November 1996 T e -

6. Dr :Dou—glas’ medical _-records for _Ms Little

7. Letter from Ms Little, Ms Laverack and Ms Jones dated 6 September 1999 enclosing:
~ - * Front page of draft clinical practice guidelines by RACP Working Group

* Letter Senator:Grant Tambling to Mrs May MP dated 29 July 1999

* Speech to Parliament by Jim Pearce on 17 August 1999 '

‘8. Letter from Ms Little dated 15 October 1999 enclosing:

List ofcurrent symptoms as at 13 May 1997 . o -
Report’*br W Wilkie to Australian Casualty & Life (ACL) dated 25 March 1999
Report Dr J O’Regan to Maurice Blackburn & Co dated 26 May 1999 :
Report Dr S Moore to Maurice Blackburn & Co dated 20 April 1999

Report Dr J Ryan dated 25 November 1998 ' '

Report Dr J Ryan dated 8 June 1999 E _

Report Dr J Ryan “To Whom It May Concern” dated 11 November 1998
Report Dr G Whiting to Dr J Ryan dated 20 February 1997

Report Dr G Deed dated 9 October 1999 = . '

Letter Senator Grant Tambling to Mrs May MP dated 29 July 1999

" & & & 2 & % -0 0

9. lLetter from Ms Little to 'MBQ'dated 14 'February 2000
0. Letter from Ms Little to MBQ dated 3 July 2000
© 110 Letter Ms Little to MBQ dated 17 August 2000

12, Ms Little’s submissions to CIC datéd 14 Ianﬁary 2000 .'



o g

13. Speech by Mr Jim Pearée_re Chronic Fatiqﬁe_ Syndrome 30 November .1.9'99-

14. Letter Larry Anthony MP to ACL dated 18 January 2000

Teresa Heal (formerl& Lavera'ck)'

o Letter from Teresa Heal '(fdrmc_rly Laverack) to MBQ dated 27 October 1999
enclosing:- : : : - ' '

16.
17
18.

19.

20.

21

(
8

d) letter ACL to Mrs Laverack dated 12 May 1998

Letter “To Whom It May Concern” from Deborah Jones dated 20 July 1998
Letter ACL to Ms Laverack dated 9 July 1998 : -
- Front page of draft clinical practice guidelines by RACP Working Group
Membership. of RACP Working Group o o
Definition "of “Total Disability” from ACL Income Protection Policy = =
Report “To Whom It May Concern” from Dr D Helliwell dated 25 August 1998 -
Report Dr S Moore to ACL dated 22 April 1997 = : -
Referral letier Dr D Helliwell to Dr S Moore dated 16 July 1998
Regport Dr § Moore to Dr D Helliwell dated 22 July 1998 '
Referral letter Dr D Helliwell to Dr S Moore dated 22 October 1998
Report Dr S Moore to Dr D Helliwell dated 2 November 1998
Report Dr S Moore to Dr D Helliwell dated 11 June 1999
Report Dr S more to.Dr D Helliwell dated 23 September 1999
Report Dr R Loblay to Stone and Partners dated 15 September 1999
Report™Di C Danesi to Stone' & Partners dated 26 July 1999 '
Speech to Parliament by Jim Pearce on 17 Aungust 1999

ACL’s letter of instructions to DrDoﬁglas dated 12 May 1998

Dr Douglas’ medico-legal report to ACL dated 6 Tuly 1998

Dr Douglas’ further medico-legal to ACL dated 6 July 1998

Dr Donglas’ medical records for Ms Laverack

Letter from -_MS"Lave'rack to MBQ dated 23 March 2000

Letter from Ms Laverack to MBQ dated 18 April 2000 enclosing:

s 8 5 8 8 8 ». @

Dr Douglas’ report to ACL dated 6 July 1998 - ' _

Ms \Laverack’s respone to Dr Douglas’ report (completed 18 April 2000)

Doc 1 — letter ACL to Ms Laverack dated 9 July 1998 . '

Doc 2 ~ letter “To Whom It May Concern” from Deborah Jones dated 20 July. 1999

Doc 3.— two letters from Mr Ryder to MBQ dated 3 March 2000 '

Doc 4 — letter Ms Laverack to ACL dated 16 June 1998

Doc 5 — report Dr S Moore to Dr D Helliwell dated 22 July 1998 _

Doc 6 — front cover and p.17 from Dr Charles Shepherd, Myalgic
Encephalomyelitis: ' A : : . o

Post-Viral Fatigue Syndrome - Guidelines for the Care of Patients (2™ ed)

Doc 7 — letter Ms Laverack to ACL dated 12 July 1998

Doc 9 front page of draft clinical practice guidelines by RACP ‘Working Group -
and membership of RACP Working Group '



Deborah Jones |

22

23

24

25.

. 26,

o -

34

3s.

Letter Ms Iones to MBQ dated 8 November 1999 enclosmg Ietter Hal Johnson to,- i
Royal Sun Alliance dated 100 September 1998

Letter from Royal & Sun Alliance datod 3 July 2000 enclosing'-copy' of their lefte;r i |

of instructions to Dr Douglas dated 18 June 1998
_Dr DougIas medico- -legal report to Royal & Sun Alhance dated 21 July 1998
Dr Douglas medical records for Ms Jones

Letter Ms Jones to MBQ dated 30 Augu_st 2000

<> Anthony Ryder

Complaint by VMI Ryder dated 4 Februa.ry 2000

28. Dr Douglas response to Mr Ryder § complamt dated 16 May 1998
29, ACL’s letter of mstructlons to Dr Douglas dated 29 may 1998
30. ACL's lettex_; of instructions to Dr Douglas dated 16 Iune 1999
31. Dr Douglas’ medlco-legal report to ACL dated 19_ J__uly_ 1999 |
.,32. Letter Mr Ryder to MBQ dated 8 August-ZOOO |
33. Mr Ryder:’s'.so_b'mission to CIC dated 16 January 2001
Mi.nutes o |

Medical Board minutesﬁ

. 14 September 1999

s 22 February 2000

. 10 October 2000
Complamts Committee mmutes
o 21 September 1999

21 December 1999

15 February 2000

15 August 2000-

19 September 2000

. o & »

Legislation :

36.

37,

3.

Medfcal_Act 1939 e.xtract_s

Commission of quu'i'r.y Act 1950

This matenal was forwarded to Dr Douglas pnor to the hearmg

After consultation  with its legal advisor the Commlttee demded to seek from Dr
Douglas some examples of medico-legal reports wherein he had diagnosed a patient.

with Chronic Fatigue Syndrome. Dr Douglas prov1ded the followmg medico-legal
reports in response to a Summons. '



- INFORMATION FROM DR DOUGLAS 1IN RESPQNSE'TO-SUWON,S |
' Mediéo-legal _Beﬁoi’té as _..f_'plioﬁr's':- - o ST '
* Colin Harold :Robertéon ' R E
+ Michelle Steinback
*  Michael Da‘:.ridr Farrell
. Efleen’ Mari;a Nolan |
« Thor Lambeft
. Noel Charles Rul;eck |
.4- Caroﬁ- Frappeﬂ |
. Gr'aenie langsford
. Wayne_ Uémér
- Susan Dawé:s B
. %
* Sandra Orton
. Rbseméry .Hénsen'
. Anihbny Law
. Shéryli Amje Martin

e . Kenneth Burnes

« Angela Grant

. Janetté_ . Evans _

* Darran _;wons |

* Gordon Evans

* Jupe Berry

- Miriam. Batte;sby

* Gregory Painter |

. Réymond - Meusburger
* Glenda _Stcrling

* Michael Solomon

* Dr Julia Leeds



4. The Complaints

~ There ‘were a number of 'mcomplaints made by the witnesses against Dr Douglas. Of these

the Committee chose to investigate the complaints under two (2} broad headings

namely:- _

4.1 Dr Douglas does not believe in Chronic Fatigue Syndrome (CFS) and
therefore is biased and ot in a position to form an objective opinion as to
either the existence in a patient of CFS or any disability suffered by the
patient, whole or partial, permanent or temporary consequent upon the
‘CFS; and ' a .

4.2 Dr Douglas' inappropriate behaviour during medico-legal exa’mination_';

controversy existing within the Medical profession regarding the existence of Chronic
Fatigue Syndrome, other than to comment that the syndrome describes a cluster of
symptoms for which there appears to be no organic basis. The Complaints Investi gation

Committee (CIC) needed to determine . only the issue as to whether on the evidence :
presented to it the Committee was reasonably satisfied that Dy Douglas was biased in the"

legal sense. Two of the complainants complained that Dr Douglas had verbally advised
each of them at the beginning of their medico-legd examination that he did not believe

in C.F.S. A third “tomplainant had concluded, on the basis of discussions during her

consultation that Dr Douglas did not believe in CF.S. These ‘complainants reasoned that,
as he expressed no belief in the syndrome, he would not be in -3 position to'diagnose its
existence mnor, indeed, any disability suffered by the Complainants comsequent upon
their suffering Chronic Fatigue Syndrome. There being no proper ‘medical or
psychiatric aetiology the patients disabilities could then properly be described as
- fabricated or fictitious and the patient could properly be described as “malingering”.

This being so an Insurance Company wishing to cease bayment pursuant to an income’

Protection policy might sever its payment obligation as the complainants incapacity to
~Work would no longer fit within the relevant definition of incapacity.

Indeed, this exact se§uence of events was manifest in the complaint histories of all the
witnesses. :

Regarding 4.2 the Committee viewed this complaint as somewhat more tangible
consisting of \the following allegations of Dr Douglas’ inappropriate behaviour during
medico-legal  examinations:

* he was rude and /or brusque

* he appeared intentionally intimidating

* in.afew instances he required patients to Strip to their underpants, but did not offer
either of them a gown’ _ : _ '

* in another instance Dr Douglas dwelt inappropriately on sexual matters,

7]

EVIDENCE

- On 16 March 2001, the Complaints Investigation Committee (C.LC.)heard sworn evidence
from Ms Deborah Jones, Ms Dianne Little, Mr Anthony Ryder and Dr Jonathan Douglas.
At this time the witness the Commitiee believed would eventually constitute its principal
Witness, Ms Teresa Laverack was travelling overseas. The C.I.C. was reconvened on 10
- October 2001 when it heard sworn evidence from Ms Teresa Laverack who then
Presented as Ms Teresa Heal.



: -On each occasion the CIC was assisted by Mr Andrew Forbes of Phrlhps Fox On 16,
* March 2001 Mr Forbes .was accompanied by .a student, Ms Christianne Kohler.
The Chair of the Committee directed that the proceedmgs be recorded. Each ‘witness was -
introduced to the Committee and to the legal representatives a351st1ng the Comrmttee and
g perlmssmn was sought for the student -to observe :

5.1

5.2

Deborah L1111an Iones

5.1.1

Ms Iones was accompamed by Mr Hal Johnson in a support tole. Mr -
Johnson had accompanied Ms]ones to her medlco legal consultatlon with
Dr Douglas. : - '

Ms Jones stated”_"the first thing he (Dr Dougias) said when we sat down was. -

- that Chironic Fatigue Syndrome did not exist. They were his first words”".

- Mr Johnson cotlfirmed"MsLi'ttles recollection as above but indicated that

Dr Douglas, in addition, said that what Ms Little suffered from was more

: hke a depressmn

-Ms Jones went on to state DrDouglas contmually referred to her problems'
“as" being related to “bumn -out” and 1nt1mated that if she were to have -a

: hohday she would be okay

5.1.3

The witness stated she was 1mt1a11y asked to strip down to her sports. bra
and underpants and then Dr Douglas asked her to remove her sports bra. -
When she had removed her bra she lay on the examination couch as -
requested by Dr Douglas. She was not offered éither a sheet or a gown to

- put over her now bare chest.

¢

She stated at one pomt Dr Douglas -bent over her and then moved - towards
her nipples with lips pursed as if he were about to kiss her nipple. She
looked sternly at him and he unpursed his lips and moved away. After
some questioning from the Committee MsJones asserted, supported by Mr

Johnson that she remained bare.chested and braless for 10 minutes. Atone )

point she asked Dr Douglas’ medical opinion as to her chmeal condition,
She was advised to go on a dlet and for a hohday

Diangé_Little

5.2.1

522

_5.2.3'

Ms thtle was accompamed by Greg Rostron of Morgan Connelly, Sohcrtors..

The Committee specifically asked Ms thtle why she thought Dr Douglas did
not believe in C.F.S. She stated her basis was the Statutory Declaration
provided by Deborah Jones. Ms Jones had shown Ms Little the Statutory
Declaration which Ms Little had read. When asked if Dr Douglas had told
her during her consultation with him that he did not believe in C.F.S. Ms

- Little replied "No". She therefore had no direct evidence- to support her

complamt that Dr Douglas did not believe in CFS

The substance of Ms thtles complaint referred to Dr Douglas manner. In

- her letter to the Board of 14 February 2000, Ms Little had stated:-

"Dr Douglas was rude, firing questions at me and not letting me
finish my answers. I gave him a written list of my symptoms at the
end of the consultation but he had not covered or allowed me io
‘cover most. of these . 1tems o :
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5.2.6

;.f ,*_..q

When asked to elaborate she stated:- :
"Well he would ask a gquestion and I'd start to gtve an answer and'_..
he's cut me off halfway - well not even half—way through. I'd make
a summary and then explain ‘more and he just wouldn't et me
'answer it, hed go on w1th another questlon"

Further ' ' I '

"He was an exceptmnally rude man. I didn't get to speak to him

- especially when I came up to Brisbane. .I'm under ‘stress. My
speech gets affected and he doesn't -~ didn't let me finish"

She indicated she found him "intimidating" and the cousultatlon was a
"very traumatlc and humihatmg experlence“

Ms thtle liké Ms Jones mdicated Dr Douglas did not prov1de 2 gown or. -

sheet for her and she "was forced to parade in "my underpants... Ifelt like

‘ka victim not a patient. I believe this was intentional so that as a victim .of
his examination I would be so demorallsed that I did not want to fight the -

,msurance company any IIIDI'S

 Ms Little was required to subnnt to a physzcal exammatlon solely- in her

_underpants under the following circumstances-:

Wwhilst lying on a couch without a sheet to cover her,

e - whilst walking up and down on tippy toes and then flat footed

. whllst sitting on a chan' and domg reﬂexes

As to why- he needed to examine her chest Dr Douglas’ only explanation

to the Committee was that he needed to examine Ms Little's heart in

~ particular as she had a small hole in the heart, and. hence he needed to

listen carefully to her chest.

5.2.8

She stated she had been examined by a number of doctors many times
" without the need to remove her bra. She stated he leant very close with
his facé aud was almost ’oreathlng on her nipples.

» Ms Little stressed that, in both positions, that 1s, while lymg and while
,sitting Dr Douglas tock a long time to perform the examination. He leant
_physically closer to her than any other doctors had previously, the result

_ bemg she perceived his mode of exammatmn to be more intrusive of her -

- privacy than any other previous exammatlon

Ms Little was asked whether there was anythmg in Dr'D'ouglas ’ report

" inconsistent with the history she had given him. As it was sometime since
_ she had read the two reports the CI.C. was adjourned for a short time to

enable she and her legal adviser to read the report and consult in private.

When the enquiry resumed Ms Little advised that, in his report, Dr Douglas
had stated she had a general lack of enthusiasm for continuing at work..
She says he made no enquiries of her as to her enjoyment of her work as
a Computer Systems Analyst. If asked, she would have advised him *“she
loved her job and found it fascmatmg Further that, the loss of my career
is quite devastatmg o

The second inconsistency related to Dr Douglas reportlng "she tells me she
1s trymg to have a walk every mormng and she is now walking 40 - 45



o MR -

: minutes each mormng Sh'e',"can_ manage - the walk without  too mauy

problems

a : 'I‘hls is not so. She has a lot of prob]ems managing that walk some days :

"some days its a terrific struggle. Some days I can go along the flat okay

and 1 have difficulty with the hills. All the time Irhave dlfflculty w1th the

hills. Just some days are less bad than others".

The third instance was that in his report Dr Douglas says "she d'id'uot ha\i.e
any symptoms or clinical 'evidenee '_ to 'suggest_ she _,was significantly
depressed” : S - ' '

On the coutrary Ms L:ttle like Ms Jones asked Dr Douglas oplmou as tohow
she mlght xmprove her health She states: :

"He said T dont thmk you ve got Chromc Fatlgue Syndrome You
© -1 think youre depressed and you should get a referral to a
. psychzatrlst : : oo

. Fufther Dr Douglas states:-

"She stayed with other friends in the month or so she had at Byron.
Bay. She felt generally well and was able to swim regularly

Ms Little states there wasn't much swimming, It was more hke salt water'

' bat,hgng and just sitting on the beach for awhﬂe She states she was trying
to 1mprove her health : : : _ _

529

In Ms thtles view Dr Douglas was Iookmg only for physmal ‘disability. He
‘did not -enquire . into -the memory - or concentration problems she .

. experienced which impacted upon her work as a computer analyst. She.

5210

-

states ‘Dr Douglas failed’ to enqmre into how she coped with doing complex‘ o

‘mental . tasks  like programming, budgets or project management. He did
~not ask how she felt after two {2) hours of ‘concentration. : T

She says "there was no - no questlous ‘about that kmd of d1sab11ng
'symptoms" ' : '

_The Committee” enqulred whether Ms thtle had taIked to Ms Jones about

\theu' consultations. with Dr Douglas. The witness replied that she had

-“talked to many people. In particular she had talked to Teresa Laverack

because she was a Nurse. Ms Laverack told Ms Little what had occurred.
during the consultation should not have happened. She stated that that
was when she decided to get a joint complaint together. She then stated she
had talked to Tony (Ryder) and Deborah (Jones).

"The Committee asked how Ms Little had found these complainants. She
stated she found them through the New South Wales and Queensland
societies and also in replies she had to an advertisement placed in a
‘Queensland magazine. She was putting together a data base. She now had

16 people of which 8 were medico-legal patients of Dr Douglas. She claimed

" that in all these cases the patient had been on income ‘protection benefits

- for between 6-24 months with a varlety of insurance companies - Lumley
Life, ACL, Royal & Sun Alliance. In all instances after consultation with Dr
Douglas their benefits had been stopped.
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53 Anthony Alan Ryder
' 5.3'._.1' ,Up'on e}iamil}atioﬁ by the Committee Mr Ryder 'SiatEd_ Dr Doﬁgl_as -‘hard' "

' advised him right at the start of the ‘consultation he did not believe in

CF.S. Mr Ryder stated: i o N

"..he was running late at the time and looked a bit flustered - he
introduced himself and picked ‘up the file and. his- opening
comment to me was ' don't believe in Chronic Fatigne. Now what's
wrong with you?" B : ' ' s '

. 532 Mr Rydgr reported he found Dr Douglas’ manner 7"r-at'he.r ‘gruff" during"his '

manner. "off- putting".

5.3.3 "Mr Ryder had stated in his complaint that Dr Douglas had questidnéd hini.
- extensively - with respect to his sexual activities. Asked to elaborate he

stated Dr Douglas seemed interested in_ "the amount of times I was haVing'_ PR

sex and with how many different partners",

- He gtated his libido was not what it was once. In the past he had had no
trouble . with girls. He stated Dr Douglas- dwelt on the comparative
frequency’ of his having sex “more than any other doctor I had visited in

_ the. past.” o e o

' He stated:-

_"I detectéd_ his eyes almost lig'ht -'up at’ - he just seemed overly =
interested. 1 just thought it was over and above the call." T

5.3.4 Mr Ryder had stated that he thought Dr Douglas’ physical examination was
.- "pedestrian” in nature. He stated Dr Douglas - performed almost a cursory
examination. of basic stretching, balance .co-ordination whereas his
. complaints stemmed from joint soreness, swelling under the arms and in

,the jaws. He didn't recall him spending a lot of time on those areas.

'{{e s'tat.ed:-
"i thought afterwards he didn't pay much attention - to what I .
thought were ,th_e unusual  aspects of my health". '

- And "yes just a straight forward examination, with no focus or additional
attention to the areas where I said these are symptoms that seem to have
appeared since my illness.” ‘ ' : =

5.3.5 Upon further enquiry from the Committee Mr Ryder again confirmed his
‘previous memory of Dr Douglas' opening - remarks to him. Immediately.. -
after he had said "how are you?" Dr Douglas had said “Right, T don't believe
“in Chronic Fatigue. Now what is wrong with you?" . .

- Further, despite  Dr Douglas reporting Mr Ryder showed o signs of
lethargy Mr Ryder stated he lacked concentration during the consultation

- and later. He went home and ‘went to bed for the next 2 days.
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eresa’ Heal. formeri 'Lavaraok

“5.4.1 The eomrmttee noted that in Ms HeaIs case her 1nsurance benefxts ‘were-

reinstated on 29 February 2000. Ms Heal adv1sed this was as a result of a

civil action’ which she began. The insurance company re-instated heTr
- benefits' and she .continues to receive a monthly benefit. The payment of

this benefit is conditiona! upon her being examined on a monthly basis

by her General Practltloner Dr David Helliwell and wpon him signing . the
clalm form : :

' -'5.4}2' -Ms Heal agreed there were_ three aspects to her complaint _abou't Dr

Douglas - _' '

- that he does not beheve in Chronic. Fatzgue Syndrome - and as a
~ consequence -he is not able to diagnose her as ‘having the dxsease

o 'that when she attended for examination he behaved in a rude and

" brusque manner towards her;

~ e . there - are. 51gn1f1cant inconsistencies between the hiStOI‘y “as

- provided by Dr Douglas and the facts as known by her

5.4. 3 The‘-‘cChair explamed to Ms Heal that “the lnqulry would concentrate on. the

followmg documents:

o her letter to the Board of 27 October

e two ,reports of .Dr Douglas both ,dated 6 Iuly, 1998 |
. her response to Dr Douglas of 30 March 2000

" 5.4.4

5.4.5

The Com_mlttee dealt first with Dr Douglas' _manner. Ms Heal w1shed to

- stress the fact that as a Registered Nurse and as a patient she had never

before * made a complaint about a doctor. This included another

independent medical examination which she had experienced. - She stated -
., on examination by Dr Douglas she felt hostile and intimidated. She is
: usually not s0 easily intimidated. During the consultation she felt like

\giving up™ as he was not listening to her. He would not let her finish a
sentence and he chd not appear to be 1nterested in what she had to say.

She stated he did not listen to her descnptmn of her symptomatology as -
other eminent .specialists had. In her view, his obligation to listen to her

went beyond simply affording her the courtesy of listening, it was closer
to a professional responsibility. Further, she felt not only did he not listen
‘to her but he went off on a tangent. He was insisting she quantify things.
For example, he asked her how many shirts she could hang on a line
before she became too tired to continue. Despite the fact that neither she
nor her partner wear shirts she felt compelled to imagine how many
shirts, she might be able to hang. He used the word “shirt” in the report
despite the fact she had told him that she did not hang up shirts. It would
have been more appropriate for him to ask her how she was able to look
at dresses in a dress shop. She stated her arms ached as she tried to look at
the dresses and move them around onm their hangers.’

. When asked if this was similar to Dr Douglas' insistence that she state how
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far she could walk on a good day and how far she could walk on a bad day
she stated - : _ : B

What I thmk they don't’ understand is, with that is that its not to say I
can't walk. Its that after that period of time I start to feel unwell I start

to feel weak. I start ‘to feél ‘T better - not go any further, I start to feel -

insecure. I start to look for a seat. I start to look ...whether I ‘can go back.

It's not about that I can't do it. It's that I feel unwell and I know "when 1.

start to feel those symptoms that if I do push myself further I will only get

worse -and pay for it later on. But he - I don't believe, in his ‘writing
| : ~ expresses that and understands it, whereas- Dr' Stephen Moore, my other
? physician does

_Dr Moore in his report states:-

" She can functmn well for penods of time some days but normally at a_
cost".

The ‘witness stated the d1fflculty with Dr Douglas was that he was so
_ . insistent. He kept up a line of questioning designed to extract from her
, ~ what it was that shé did when she felt unwell as if he needed to have more-
P e and better evidence of her incapacity. Merely needing to take a seat when

. : - Douglas could not accept this alone as evidence of her incapacity when
- o others- did. He appeared to - be searching’ for more detail than that.
..& -

she was so flustered "I'm thinking ‘what do I do? T actually was going.
~ numb in my brain and not being able to think.and ‘I think the point too -
was - 1 - that I couldn't extrapolate to think it because I don't do it.”

Ms Heal then gave the example of a day when she drove ‘to the post office
to post a letter, ‘only two blocks from home. She drove the car, parked in.
the disabled car park out the front and got out of the car and just could not
walk and it would be from. here to here (The witness indicated a short
dlstance by foot) ' .
“There was so'metlnng in me that was like a wobbly jelly thing and a guy
. went past and I said ‘Excuse me, this may seem very strange to you but
would you mind just popping this letter in that box for me’ and thats the
_sort of thmg on a bad day I can’t .walk, you know". :

P 5.4.8 Ms Heal stated she was not glven the opportunity to inform Dr Douglas she
did not ‘enjoy being unwell. She said she doesnt "wear a neck brace or
: fluffy slippers and look like a disabled person". She had bought, at some
P L cost, a wheelchair, a walking frame and a scooter to try to keep mobile.
She didn't find using them fun. In fact she felt humiliated sometimes
when in the wheelchair or on the scooter, because people have a way of
treatmg ‘you - they talk loudly and pat you on the head.” '

54.9 Ms Heal stated she had not used her scooter for 12 months. ‘Despite, in the
past two weeks, feeling a slide in her physical health, she did not want to

~use it for the reasons stated. The main strength of the scooter was that it

gave her a sense of security. It took minimum effort to get down from the

- back of the van and then up from the road as she had made aluminium
ramps. to guide it down. It motored itself up. It gave ber a sense of security
having it ‘and-the van with her. She used it mostly for going to big -

out for a walk was not enough.. The witness seemed to be saying that- Dr

She 1nd1cated she felt badgered by this line of questmnmg At ome pomt
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“would not be able to. go unless she had the scooter. She would not be able '

" to walk the distance from the car park to the shopping. centre leave alone
through the aisles as just reaching for things in the supermarket aisles
would exhaust her! She states” but(with the scooter) I could do the tasks

_whereas without it, I couldn't". = . SRR '

" Initially when she got her wheel chair she was the happiest person in the
“world as until she bought the wheel chair she had not been out for 3-4
years. She went from the chair to the scoater as she didn't have the
strength to wheel it and so needed someone to push it. R o

"Shér couldn't withstand the attention and questioning she received from
passers by who would not have even noticed her if she were walking - if
she were "normal" as she put it. L . '

. People would say things like:-

"I notice ‘you're moving your legs. ‘Wﬁy are you in that wh’eélchair -in
Jthe scooter”? ) ' ' o

Initially she had been gracious with the comments - but the constant
. attention wore her down. She became annoyed and frustrated with people
. intruding into her private life. She did continue to use it when going to
‘large shopping centres. Otherwise she would drive her car to the shops
.andsfry to park just outside the shop. ' —_— L

' 5.4.10 Heal stated her decreased use of the scooter 12 months ago coincided with
three significant events in her life:- - : A

e she met. her new partner who was patient with her and did not mind
© helping her walk. She gained in- strength and confidence -

"« her unpleasant divorce finished

o her two year"ﬁattlé ‘with the insurance company was Over. .

~ The witness indicated she ‘suffered balance pfoblems, S0 much so she -
*~ sometimes entwined her legs around the four feet of her chair. Ontwo
occasions in 1992 and 1993 she suffered "tru¢ vertigo”. Onme time the world
Spun “around, the other time the world stood still and she felt her body was -

- spinning around. It's not that 1 ~fell over - I've mever fallen over - that™ o

was another inaccurate’ thing Dr Douglas wrote.

~ Ms Heal stated she understood it was part of the insurance company's
- policy "to undertake a re-assessment of her illuess and its disabling
‘consequences from time to time. For this reason in 1997 she was sent to Dr
" Stephen  Moore. ' ' :

' As she was being bombarded by questions from Dr Douglas, she felt like a

" yictim. He did not facilitate 'conversation - until towards the end of the
‘consultation, when she asked him if he knew of any developments in the
area of CF.S. He gave a dismissive answer. to that - there were a lot of

. illnesses which cause fatigue. - - '

She states:- "As soon as he said that 1 knew because I have heard other
. doctors who don't believe in C.F.S. go along those lines of 'if we can't find.
. a _cause, therefore it does not exist". ; _
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5 4, 14 Ms Heal sa1d Dr Douglas did not at- any tlme state that he did not beheve in
. ,  Chronic - Fatigue Syndrome as he had with’ -the other two people.. His
: o manner, his -intimidation’ and hostile questioning, together .with his.

failure to answer her questions about recent developments in - her view -

“all pointed to the proposmon that he - doesnt belleve in Chromc Fatlgue
‘ Syndrome : : '

i _ . 5.4.15 Ms HeaI was devastated when the insurance company ceased paymg her. ‘
o : _ benefits because she knew she could not work and she would not be able.
! _ - to support herself ﬁnancmlly The fact she couldn't and can't work as a -

Director of Nursing is very important to her. She is well aware the .

definition of incapacity’ in her, insurance policy is central to her

. R ‘maintaining her benefits. Asthe obligation to pay arises if she can't work
“as a Du'ector of Nursing, the insurance company cannot make her lick

- stamps.. The policy specifically says she must be able to perform each and
every duty. "I have to be able to manage the budget, to evacuate ‘the
- facﬂrty if there is a fire, I have to be fully competent at all my _]obs '

3. 4 16 Ms Heal stated she would not be able to take on' "lighter” dutres as even-
“then she could not guarantee she would be able to go to work on aregular

_ daily basis at the same time say, each day She has -"fluctuatlons Wthh are
beyond her control”. : S '

5.4.17 The W1tness stated she regretted deeply -the loss of her career. She had -not

beens, able to have children and had decided having .a career would give her

a ‘feeling ~ of worth ‘Without her career she finds it quite hard and . is -

presently seeing a psycholog1st Dr Douglas' report was like .calling her- a

 bludger. She felt this was more msultmg than calling her fat and ugly. She -
~has ‘always worked and workmg is how she 1dent1f1ed myself :

'5.4.18 The Comlmttee rnqmred whether MsHeal would take up employment other_
than nursmg if she improved substantially over the next 6-9 months. She
said she is one of those silly girls who loves nursmg For example, she
often worked another 20 hours a week extra to insure the same quality she

- would expect for her mother in. a nursing .home. She is contemplating
~different employment. Self—employment at home is preferable and she may
be able to do some sewing which she is good at. Workmg for someone else
_is difficult as she could not always be dependable and reliable to turn up
-'.every day.

5 4.19~ \There is no support for rehabllltatlon from the insurance company They
simply pay her a cheque: each month. They will offer something when her
doctors feel she is able to return  to work, but to date none of her doctors

. have indicated she is ready. :

The Committee took a short adjournment to consider whether it had any '
further questions -before closing the hearing On- resuming:-

5 4.20 The Comnnttee 1nqu1red as to what aspect of Dr Douglas consultatron and
report Ms Heal found most d1fficu1t The options were elther

. Dr Douglas found ‘shie was ot totally disabled; or . :
. Dr Douglas did not belleve in Chromc Fatigue Syndrome or

) his manner.

 Ms Heal stated the issue of most concern to her was that she experzenced
'the profoundest of symptoms but nobody beheved her. symptoms were due
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to Chromc Fatlgue Syndrome Further it was a very "dis'abli_ng dis'éals;e. She -

"-stal:es S Ll o
"at times I have wxshed I was a parapleglc ‘because they play -

' basketball and tennis and still get around in their wheelchairs and -
. are fit and hcalthy My lawyer isa paraplegm They still have lives, .
" they're . still able to work. The most important thing with - thlS
homble illness is that-- is bemg believed, first of - all h

She indicated that Dr Douglas’ pre_]udxce was “hornble- because that ni.eans.r.

 that no one is going to be believed. But at least if he had given me the

~ opportunity '_to_'-listf_:n (exp_la_in). That is, maybe he would have learnt.

' 5.4.21 The thness 1ndlcated tbat she. felt one of. the things underlylng her

credibility was she wrote and complained. about his behaviour before. her
- insurance . benefits were ceased. I complained tothem about his. behaviour
and about ‘having to go to Brisbane which' was exhausting and costly. She .-

stated the reason she was here was that his- behaviour was umprofessional.

‘She stated that after her benefits were re-instated -she could have -

withdrawn her complaint, but she chose not to and the reason was that Dr* -
"Douglas had not made only -one mistake. His mistake was not only a single
error. She says "everyone in the world makes- errors of judgment, but .
when you start to make a series of errors, then its serious..... This th1ng
about not bemg beheved 1s s undormmmg of your 1ntegnty

5.4, 22 The&wuness then gave a series of examples whare she could have used her

knowledge as a Nurse to exaggerate the amount of medication she was =

taking to control her symptoms and ‘amongst other things she could havei
faked her balance problems She did none of them : :

5.4.23 The witness indicated fo the Commlttec that she was ser:ously chstresscd b y' Lo

' the _Vidco Survelllance undertaken by the - msurancc company

 EVIDENCE (CONT)

5.5

552

5.5.1

5.5.3

'
DR JONATHAN DOUGLAS

" The Chaxr welcomed Dr Douglas and noted he had prowded full and frank' '

- disclosure. It was made clear to Dr Douglas that his competence was not in - -

- question. Dr Douglas was advised the reason the Committee had been
appointed 'was the Board had received a total of 8 complaints over a period
of 15 months from November, 1998 until February, 2000 Ofthese the
Commlttee would be mvestxgatmg four. :

Dr Douglas was advised that on 16 March 2001 when he attended for

 examination, the C.I.C. was examining  Dianne Little, Deborah Jones and
Anthony Ryder. Another complainant Ms Teresa Laverack, now known as
Teresa - Heal, was not avaﬂable for examination on 16 March 2001

The Chalr canvassed the nature of the complamts against Dr Douglas.
There were two (2) distinct and separate complaints. The first concerned
Dr Douglas manner with his patients which the complamants had
described as brusque, ' '

Secondly there was concern that Dr Douglas does mnot believe in Chronic
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| . ' Fatigué._Syndfome, and as a consequence of this disbe.lief,“would not be o

- _ -~ able to diagnose the ‘clinical entity or the consequent disability, =

P 5.5.4. The Chair put to the witness that he had stated at thé'beginnin’g of his

- examination with at least one of the ' complainants interviewed that day,

_ . by the CIC, that he did not believe in Chronic Fatigue Syndrome.
P : ‘ ‘Specifically Dr Douglas had started “his consultation by indicating he did
‘ not believe in Chronic Fatigue Syndrome and had  then said to the
complainant  "so what's wrong ‘with you"? - : IR

5.5.5 Dr Douglas denied he had ever said anything like th.at. He iﬁdicatéd he

usually starts by ‘advising the claimants. that they have been sent to him
- by an imsurance company for an independent report. - S :

*What the insurance company is asking me is what is your’
diagnosis, are there any -other factors in the case that impact on
that diagnosis, and - what is your degree of .disability"? s

"Further I say well this is what I'm setting out to do; we're going to
take a history along those sort of lines, then we're going to do a
physical examination and then 1 shall write a ‘report” a

5.5.6 = Dr Douglas indicated that he tried to avoid discussing in detail the nature

' of their complaints with the patients. He said the patients often questioned
himx and he understood the reason was they were secking answers in a: -
controversial medical area’ wherein they may have had multiple different
opinions." : . . . L e

He stressed he tried not to get involved in debates with. his claimants. . He
denied strongly he would say to them that he did not believe  in Chronic
Fatigue Syndrome because he stressed that he did believe in Chronic
Fatigue Syndrome. - o o o . S

P : 5.5.7 The Chair then referred Dr Douglas to the sample of medico-legal reports

S provided by him to the C.I.C.She stated after perusing -the reports’ the C.I.C.
FR : had begun to query whether it was indeed difficult for Dr Douglas to

B - make a diagnosis of Chronic Fatigne Syndrome. , . o

'.:For exarhple in the first 12 repo.fts on the list in which Dr Douglas had
\diagnosed a disability the disability was never made consequent on the
™ patient having Chronic Fatigue Syndrome. '

* In case one - the disability was related to multiple factors;

- _ e In case two - there was some chronic fatigue syndrome, but in the-
o s presence of ‘a significant element of depression; '

* In cases three; four and five - the patient was depressed:

e _ « In case seven - there was total disability, but this disability may have
e been the aftermath’ of infection; ' S ' '

o In case eight - it was a depression;

e In case nine - obesity, diabetes and hypertension;




19
» In case ten - faligue foIl_owiﬁg upper respiratory infection; -
. In case _eiéVén - psychological factors With_ an adjustment _disor_der'; .and

» In case 12 total disability ‘with @ long list of diagnoses and Chronic
' Fatigue Syndrome was number 3. S .

5.5.8 The Chair indicated to Dr Douglas that . the Committee believed that Dr

- Douglas could link the fatigne -state with Ross River Fever. ‘However,

although Dr Douglas had stated he believed in Chronic Fatigne Syndrome,

from reading his reports, it appeared where possible, Dr Douglas had
preferred to "hang his hat on something else”. ' ' '

5.5.9 Dr Douglas replied "it's hard because it's very rare to get somebody who
is, if you like, pure Chronic Fatigue. Just about all these patients have got

: an element of another condition. present.  Often it's either primary
o R ' depression, pre-existing ' their Chronic' Fatigue state, or -it's depression
. ' which has arisen as a secondary component of a Chronic Fatigue state.
Because after all, if you get fatigued and you lose your job and you're out
“of work and you lose your social supports, * it's nmot uncommon to get
secondarily depressed, and so it's sometimes very difficult to tease out
which is the dominant factor in these multiplé -causation sitnations. And
so that's, I guess, part of the reason why sometimes there is this sort of
mixed message at the end of the report, that there's a mixture of fatigue
‘amdgthere's a mixture of :something else”. o - S '

“I must say, I tend to regard post’ viral fatigué'_and.- Chronic’ Fatigue
Syndrome as being essentially the same:diagnosis. Ithink one is a variant,
if you like, of the other. Sothese are Chronic Fatigue states, some of which

illness like Ross River Virus or Glandular Fever who's then got fatigued -
and stayed fatigued out of all proportion to what the average, if you like,
patient does.. So that's how I conceptualise what is a very difficult area".

"I think it's fair to say these are among the most complex and difficult
patients, one ever sees in medicine' because there's such a lot of mixed
messages coming through. They themselves have often had all sorts of
advice from all sorts of different people, and I see only the difficult ones.
"1 only see the ones that are - that have been usually long-standing and are
\ problems to themselves and perhaps the insurers".” o

-

P - 5.5.10 -Questioned further by Dr Waller, Dr Douglas confirmed he would not have
B ' ' . said he didn't believe in Chronic Fatigue Syndrome. He then provided a _
' - history of the disease to illustrate ‘his knowledge :- T

M I'm aware of the history of Chronic Fatigue. It was first described in

1869 when it used to be called neurasthenia. It's been in the literature

literally for that length of time, and of course, in 1980 - in the early 1980s
I was -a member of a working party for the College of Physicians on the

‘Chronic Fatigne Syndrome, and I think in eighteen - in 19891 put together

a document = on our. deliberations of that working party. It was

: subsequently published in Fellowship Affairs in 1990, and started the ball

S . rolling, if you like, on the working party that was - then produced the.
o ' other document in 1993 - no, 1994”. e S

have got an obvious antecedent basis as in someone who's had a viral -
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Dr Douglas also indicated he was invited to speak at the College of General
~ Practitioners ‘Annual Scientific - Meeting at the Gold Coast in 1997 to run a
workshop on Chronic Fatigue. . . ' BT

5.5.11 Ms '_Ffampton put to Dr Douglas that Mr Rydér said that Whei__; he went f'or,l
his appointment Dr Douglas was running late, didn't ‘explain to Mr Ryder
basically, he was not to be considered as a treating doctor but was there to.

‘do an independent report. Mr Ryder had said Dr Douglas' < opening’ .

comments were "... that he (Dr Douglas)was running late, he was irritated,
he looked at my file and it had me on the front, and Dr Douglas said "well
1 don't believe in Chronic Fatigue Syndrome . Now what's the matter with .
you." . . ) . . . : ) . .

5.5.12 Dr Douglas indicated he had been in practice for 30 years and he always -
used the same strict’ appointment. system - one hour for a new patient,
half an hour for follow-up and one and one half hours for all medico-legal
consultations. If he was late to an appointment he always apologized to the
patient. He was late usually because he was coming from the hospital.
Sometimes he was late because he was reading the voluminous material .
which . accompanied the file. In any event it was not his ‘wsual style and he
could not recall saying those types of things. -~ o S

55.13Dr _Douglas' noted the 'niedico-legal . examinations conducted on behalf o'f"
an <nsurance company were difficult. The patients were often defensive

 and also antagomnistic towards what they perceived to be mainstream °

doctors. He indicated he did try to modify the conduct of the examination
to overcome these inherent difficulties. . E E

,_5.'5._1'4 The witness stated of all -the ine_dico-légal examinations he undertook, oniy
: " a small percemtage were of patients  diagnosed by other doctors as

suffering from Chronic Fatigue Syndrome. He indicated that in the past 30

years he had conducted 1,229 medico-legal examinations. Of the medico-

- legal examinations he had ‘conducted since 1995, he thought about 10
percent (10%) would have been cases of Chronic Fatigue Syndrome, but he
. would meed to confirm this- assessment. B ’ S

5.5.15 Ms Frampton, as the non-medical member of the Board advised Dr Douglas,
after having read the sample of 26 reports provided to ‘the Coromittee, in

. \her view, when Dr Douglas could identify an underlying illness in a
~patient then it was relatively simple for him to find a disability for them.

" However,. where Dr Douglas could not identify underlying illness but
thought there was depression he advised the patient to go toa psychiatrist
or to have further assessment.. ' : S

"The proBlem _seeuied to lie with cases where Dr Douglas could not find an
underlying illness and could not diagnose depression. In these cases he did
not diagnose Chronic Fatipue Syndrome, nor did he come to the conclusion

there was a disability. Thus, if there was no underlying illness and in the
absence of -depression, there was no disability.

'5.5.16 When asked directly to indicate which of the reports Dr Douglas could
point ‘to which demonstrates the basic belief  that -Chronic Fatigue
Syndrome can, by itself, lead to disability he cited case 26 - Dr Julia Leeds.
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In thlS case, he stated he ‘was prepared. to cernfy for 4 years' that the' s
patient was disabled on the basis of her post Ross RIVEI V1ra1 mfect:on He 3
~also cited case ‘number two - Ms Mrchelle Stemback ' ~ :

; RS  Dr Douglas went on- to explam 1ts very uncommon to get these pat1ents as .
S a pure Chronic Fatigue Syndrome. Often they have mixtures’ of depression,

anxiety and sometimes some other form of disorder, sometimes de- - -

conditioning from prolonged "rest. In addition, some of them have been-
subjected to unusual forms of treatment and abnormal illness behavmur'
promotmg activities ~which have caused added confnsmn

5.5. 17 Ms Frampton asked Dr Douglas how much welght he gave to the patient's

history compared with his clinical examination- which she indicated, from .

: _ ' the perspective of a member of the public, seemed limited. Dr Douglas
P .~ indicated he gave virtually. all “the weight to the history, which usually

occupied about one and one-quarter hours of a one and one-half hour .

examination. He stated he saw the history as paramount to solving most
people's problems. TIn. addition, - histories needed to be weighted.
appropnately according to how it was presented.. E

5.5.18"The Cha1r put Ms Heal's circumstances ‘to Dr Douglas. In partlcular that she
| _ was a Director of Nursing. She had no children and loved her job. She -had

tried every medical avenue to find a cure or ‘a rehabilitation process. . The .

Committee questioned whether it would be in her best interest to just .-
. "lounge, about and do nothing. Dr Douglas was advised that, following legal
1ntas_vent10n, Ms Heal had her dlsablhty beneflts re- mstated

Lo - 5.519 Dr Douglas stated he was not aware this had occurred but that she had a lot L
. . of symptoms some of which he was not able to reconcile with the physical

examination. For example, Ms Heal complained of a lot of balance problems
.. and vertigo. = She showered only every second or third day because "her -

‘balance was so terrible”. On physical examination there was absolutely no
. evidence - of any balance disturbance. The surveillance video had
;o L - influenced his diagnosis.' Dr Douglas stated on the surveillance video she
. - was doing all sorts of things she claimed she couldn't do when he saw her.
: o and when; on examination she had told h1m she had not - been able to do.
these things for a very long time. -

HIS conclusion was that he had come to the view she was not drsabled f axrly _
"on the evidence prov1ded to hlm However,” I make no pretence that I -
{:an t get thmgs wrong : , ‘ S

" Dr Douglas then ra1sed the  importance of the particular definition of

- disability. in' the insurance policy noting often he was asked "do you’
* consider this person totally disabled” and also "do you consider them to be
permanently disabled”. : :

5.5.20 Ms Frampton adv'lsed Dr Douglas that both MsLittle and Ms Jones had been
unhappy with the consultation and the examinations. Ms Little, for
example, had said "Dr Douglas was rude firing questions at me and not.

~letting me finish answers, He appears to be intentionally intimidating.

: : - I gave him a written list of my symptoms at thé end of the consultation
b ' : -~ and he hadn't covered or allowed me to cover most of those items". Further
Ms Little stated Dr Douglas was cutting her off, not letting her reply sothat
e _ "she found it [the consultation] very -intimidating". Ms Frampton' asked Dr .
ST -~ Douglas what was. his normal manner and ster of quesnonmg was when

RO " taking a history from the patients. : S




5.5.21 Dr Douglas replied by re- emphasizing the amount of time he allocates his "
. patients - .one hour for a normal appointment -and a half ap hour for a
follow up. By usual doctors standards, Dr Douglas advised, this allocation of-
time was generous. Medico-legals were allotted one and one-half hours
and they often went for two hours. In his defence he noted in his career

he had had 102,900 patient contacts and that these people -.the ones who

had ‘complained to the Board were the only complaints ‘made -against him..

He -explained he was an examiner and "I'm used to listening to people's
answers before the next question. So this is something I'm not unfamiliar
with". ~Dr Douglas stated he could not recall his consultation with Ms Little.

He could not say whether she was correct or otherwise in what she said.

He was sorry if she thought he was brusque and indicated he certainly -
didn't ‘try to be. Again he stated he was well aware that often at these
examinations people were very unhappy and didn't want to be -there. He

- believed. that as often these patients had seen many - doctors before they

got ‘to me, the patients while not cexactly hostile about the situation - "1
suppose they are looking for - for any nuance of disapproval - they might
receive”. o ' . : R

5.5.22 He i_ndicated this was why he tried to give them as much time as possible
to ... "let them ventilate all the things that they wish to ventilate... and ...
- if they bring along  their list of symptoms, I'keep them and look at them"”.

5.5.23 Ms Frampton then. asked the witness to comment on Ms Little's assertion
: sheshad to strip to her underpants and neither a gown nor a robe was
~offered to her. Dr Douglas advised he has a separate examination room
where there is a couch and a sheet, at least the width of the examination

couch which can. cover patients completely. He begins the examination -

with the non touching things first and gradually ‘tries to move onto the
more embarrassing. things. He advised he could not alter what he does for
medico-legal examinations from what he would do when. examining a’
patient. ordinarily. o S - :

5.5.24 Dr Douglas advised he needed to have Ms Little remove her - bra as he
- wanted to examine her heart. He explained this " was essential . to a
‘thorough examination of the heart. - ' : '

5.5.25 Ms Frampton noted Ms Little's evidence was. that having examined her, Dr.
‘ Douglas then required her to walk up and down the room -for 10-12-
Jninutes without her "bra”. Dr Douglas advised "this was again part of a’
“general review of the bodily systems looking for, particularly, muscle
wasting or weakness, so that if - in terms of trying to assess someone's.
fatigue and how it may have affected them, to. look at -their musculature as -
part of that examination, and to look "at all their musculature is part of a

proper  examination”. . o ' :

5.5.26 When pressed Dr Douglas did advise that at this stage of the examination,
Ms Little could have put her bra on if she had wanted to but that "he does
not routinely ask patients "would you like to put your bra on", because
most people adapt and move on. He added "sometimes they get up and hold
" a sheet if they wish to". ' S E

5.5.27 If Dr Douglas perceived the patient was finding the examination an ordeal -

“he would have suggested the patient put their bra back on. '

5.5.28:Whé1.1_.as_ked if he had advised Ms Little ‘why she was"'required. to undress
' - he advised he always informs his patients of the need for a thorough
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examination. The reason is that he often sees patients "who are sent along:
with a partlcular diagnosis but turn out to have something else". The only
way this can’ be resolved is by a thorough exammatmn :

5.5.29 Ms -Frampton then asked the witness ."Now Ms Little and also Ms Jones were
" concerned about the way that you examined their chest and they felt sort
of that you came too close to them, right, and leant across their breasts in
a manner that other doctors who had examined them for sumlar thlIl gs
" had not done".

5.5.30 Dr Douglas replied " One can't speculate on why those comments were

"~ made, but all one can say is that in a lifetime I've had probably as I said

over 100,000 pat1ent contacts and in virtually all of those situatbns I would

have examined. in that sort of way This I would regard ‘as standard
practice”. '

5.5.31 Dr Douglas' then '-outl_ined his examination procedure -s't'a_ndard for all -
- consull:atlons including medico-legal exammatlons ' '

5.5.32 Ms Frampton then mqmred as to whether Dr Douglas felt he was able to
" gauge a patient's reaction to the way he was examining them. "Do you feel
you ple up on if they're havmg any problems"" :

Dr Douglas rephed “ Yes, either they don't remove the clothmg they ve
been asked "to remove or they are constantly holdang the sheet up and
maleing it difficult to” get at them". :

Ms Frampton ~noted that in her evxdence, Ms Jones had stated she asked

Dr Douglas three times "DoIhave to remove my bra”. Dr Douglas indicated "

in this sitvation he "would normally have explained to her that this is part =
~of the full and proper examination of your chest". Further, he couldn't
guarantee someone's heart sounds if he hadn't. listened in all the areas of
“the heart Wthh is - difficult to do Wlth a bra on. S

5. .5.33 Ms Frampton agam pressed the witness regardmg the robe and the gown.
Dr Douglas was clear and adamant in his reply that he has always had a
separate examination room with a table with a sheet and another sheet
~ folded at the end of the bed. : o

5.5.34 Ms Frampton adv1sed Dr Douglas that two compiamants had gwen ev1dence
\that Dr Douglas was present when they were undressmg '

5.5.35 Dr Douglas v1gorously denled this indicating th1s is the reason for his
maintaining a separate examination room which he has done in all four
locations” in which he has practised. He noted this contrasted with the
situation where some doctors simply have a curtain around _the table
- where they sit whilst the patient undresses. :

" Dr 'D_ouglas'stated he could not recall the ‘consultation with Ms Heal in June
1998. There was nothing out of the ordinary that he could remember. Ms
Frampton then put to the witness the contents of a written statementmade
by Ms Heal to the insurance company four days after her consultat:on
with Dr Douglas. :

“I did not like Dr Douglas. His manner was brusque; his questions
were curt; and his listening skills poor as he repeatedly almost
continuously interrupted me and asked another 'question while I
was still answering = his previous question. He seemed rushed,
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- disinterested, and impatient. I consider his ‘manner intimidating."

Dr Douglas could not comment. ‘He re- 1terate.d he allows his ‘medico- lcgal
patients plenty of time. He said “if that's how she found me I guess I can't
dispute that, but that was her opinion. - It is not uncommon, though, for

- . people who are sent by insurance companies to complain about the ...the

messenger because they do not like the message for whatevcr reason. So_

its not uncommon for those sorts of complamts to be fired 111

- 5.5.38

Dr Douglas added it m;ght not be uncommon espemally where the patient - -
pcrcewes ‘they may get an adverse report.

Ms Frampton then directed Dr- Douglas to pagc 2 of hlS report dated. 6 JuIy
1998. She noted he used the word "apparently elght times on that page

“and asked if he were trying to create an 1mpressmn m the reader.

5.5.39

5.5.40

5.5.41

Dr Douglas rephed he does try to wnte down - every word of the patlents '
history. "She apparently”, he said "was just a figure of speech”. He .didn't- -
think he meant anythmg partlcuiarly by it. Ms Frampton .advised Dr
bouglas in her opinion the word "apparently” did not appear as frequently
in any of the. othor medico-legal reports she had read from the sample

After questlomng by the Chalr Dr Douglas adv1sed he had written  two -
reports on the same day about Ms Heal because he had written one report
before -he saw the surveillance video and then another after viewing  it.
He - gave .considerable weight to the video because there were some very
specific statements made by the claimant in her history outlining things
she couldn't do. Dr Douglas advised  .the video did not confirm the
claimant's history. In particular Ms Heal had claimed she couldn’t balance,
couldnt have a shower without 51tt1ng down, couldn't dust, mop, whatevor '

The Chair then questwned Dr Douglas regardlng Professor Loblay from
whom Ms Heal had also obtained a report. When commenting. on Dr -
Douglas' report, Dr Loblay had. said  "the prmc1pa1 difficulty = with Dr.
Douglas' report is that he has not offered any diagnosis. In particular, he
has not addressed the questzon of whether she might have Chronic
Fatigue Syndrome, nor has he glven any reason why this dxagnosm mlght-

 be 1nappropr1ate

' 5.5.42

5.5.43

'In reply Dr Douglas said:-

"Well agaln it's - it's difficult to malign patients. You know, my
impression was that she was, if anything, trying to fabricate signs for the
purpose of - for whatever purpose. ButI - you know, 1 was sort of not keen.
on trying to say those sorts of things because it does tend to damm -the
patient and it's very hard to do that on one consultation. So that's why 1
probably resiled from saying those sorts of things. But the .implication
that 1 drew was that there was an attempt to, at the very least, exaggerate
the degree of disability which wasn't confirmed on a survelllance video
or on physmal cxammatlon -

When asked if Ms Heals profcssmn had any 1mpact upon Dr Douglas
conclusion that she was not disabled and in effect was malingering.. Dr
Douglas sald no. ' -

Dr Waller sought clarlflcatlon as to whether the activities. Dr Douglas
mentlonod took place inside the house or outside. Dr Douglas replied that
it was both .and that the mvestxgators had v1deod Ms Heal doing housework
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from outside the house. Dr Douglas 1nd1cated the v1deo showed Ms Heal

"moving up and down stairs" dusting, vacunming and domg qu:te a few
thmgs which she alIegedly said she could not do" .

- "It-also showed her gomg to the shops, walkmg in and out of the shops,
and on some occasions wheelmg a scooter, other occasions walking quite
uormally around” S - e .

Dr Douglas adv1sed the skills or strengths neecled for Ms Heal to perform
the household tasks were similar to those skills he had assessed in his
rooms.. For example on the video he could see she was turning her head
without demonstrating any loss of balance. He advised if he had not had

" any other knowledge of this pcrsou, ‘while he watched the video then, he

would have concluded- she was a "normal person gomg about normal
act1v1tres in a totally normal fashmn B . :

Dr Douglas adwsed the videos were taken over a mumber of days and in hrs
opinion took account of the possibility that Ms Heal may have been able
Lo perform certain tasks on one day and not on- another '

Dr Douglas expressed the view that his report had been based upon the
totahty of the evidence and the reports of interviews by the insurance
nvestlgators. the video evidence, the clinical examlnatlou and the results
of the various mvesuganons He states:- :
B Y
"I believe it isa reasonable conclusion to arrive at when presented
-with the totality of the ‘evidence taking imto her account her
statements,  the reports.  of -interviews by the insurance
investigators with Mrs Laverack, the evidence of the video, the
chmcal -examination and the results of the varmus mvestxgatlons

Hrs physwal examination  was very 1mportant as 1t revealed she was able
‘to perform certain tasks which were mcompauble with the history she
gave of ber disability. For example she was able to walk on the tips of her
‘toes across the room backwards and forwards. She was able to walk on her
heels. These ‘tasks would not be easy if she were so disabled she could not

‘have a shower wrthout s1tt1ng down : '

Questioned about’ the matenal he had been briefed with and in particular

2\ the report of Ms Heals' treating physman Dr .Stephen Moore, Dr Douglas

“cautioned that treating doctors were, ipso facto, advocates for their

patients. Dr Douglas -did not recall Dr Moore's report nor did he recall if ‘he

was briefed with it. He felt he had provided his file to the Commiitee, "but .
the Committee were able to verify only that he had been prov1ded with the
surveillance reports and .a subpoena from the District Court in New South

Wales. Dr Douglas advised he may have sent the matenal back

5.5.45 Ms Frampton put to the witness that Mr Ryder felt Dr Douglas had dwelt

heavily on his sexual activities. Dr Douglas emphasized ‘that sexual .
activities are important- in assessing both fatigue status and depression as
"there are well documented problems w1th IIbldO and w1th impotence in
both states ‘

Dr Douglas advised questmns such as "Has your sex hfe been affected 1n.

~any way by your illpess?" or "What is the frequency of sexual

intercourse"? are standard gquestionms that you'd expect ‘to ask any pat1ent
where you're domg ‘a full history and exammanon
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Dr Douglas was not able to explain the source of Mr Ryder's bewilderment
" regarding the doctor's line- of questioning. The questions were needed "
' since a person  who is markedly disabled would not be expecting to have
intercourse 2-3. times per week". This then was one way of assessing the .
degree of disablement. - e -

5.5.46 Mr Ryder had advised the Committee that during his consultation with Dr

' - Douglas his concentration was quite poor and he was quite sleepy. 'Dr
Douglas indicated he saw no evidence of this during the interview. "My

- recollection of him was that he was a very fast talker and he was a very
dynamic ‘man". Hewas " _

~ speech, movement, or any other sort of psycho-motor retardation”. -

5.5.47 Ms Frampton put to Dr Douglas that Ms Heal had noted quite a number of .
- factnal errors in the body of his report and this raised a concem that Dr
- Douglas did not listen carefully’ enough. Dr Douglas advised the report was
based on his handwritten notes which he had checked and which
correlated well with the facts in his report. . ' -

’-’Dr','rDouglaS expressed the view Ms Heal may have suffered from * recall
bias ", oL L ST : o '
© That is Ms Heal may have recalled thingswhen she left the rooms - that she
probably ‘wished she had said or wanted to say which she didn't actually -
5.5.48 The Chair questioned the adequacy of the ome hour consultation. to
" properly consider the years of disability suffered by the patient and the
many other medical reports provided by other doctors.

Dr Douglas _égrecd that in a perfect world it would be bétter to haYe a
* _pumber of interviews over a period of time, but logistically this was not.
possible. He said: :

"But I agree you know the length of time some people have. been
sick, and the complexities of their history make it very difficult to
encompass absolutely every aspect of their whole. medical and
surgical and psychological career over a life time and often their
work career as well". ' S '

" “Dr Douglas felt he had not been briefed with the treating doctors feports.
~In Ms Heal's case. The briefing letter from the insurance company did -
indicate that he had been provided with copies of some medical reports. -

Regarding the surveillance video, Dr Douglas pointed out that he does
receive . some -videos where the video material is entirely in -keeping with
what the patient has told him and has helped to support the degree. of
disability that the claimant was claiming. There were cases amongst the
sample of 26 provided to the committee where the clinical examination,
the patient's complaints, the patient's degree of disability were all
* coincidental and then the claimants report would be appropriately worded
" on those line. ' ' T o

5.6 VIDEO SURVEILLANCE

_'.The Committee was é.lsb assisted by viewing both videos which Dr Douglas had
available to him when he prepared his report. N ' -

animated and showed no evidence of slowness of
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" The Committee was not greatly assisted in its deliberations by viewing the video '
‘evidence. The photographs relating to Ms Heal moving about her house
indicated a woman moving about her household tasks - sweeping, watering

~ flowers, .washing up. Her movements were slow which fitted with Ms Heal's -
- description of het abilities. Whilst taken ‘over a number. of days again the:

Committee believes the material was inconclusive in supporting . either Ms
Heal's case or that of Dr Douglas. B o ' B -

The out door photographs were clearer and showed Ms Heal able to drive to a
shopping centre, remove the scooter from the back of her van, close the van -
- and manoeuvre the scooter through the shopping centre. They also showed her
manoevering the scooter back into the van, up two ramps. Ms Heal's evidence
was she used this scooter to get around large shopping centres. She found it
easier. -Again the scooter was lightweight and easy to move up and.down the
ramp. I did not find it surprising she preferred to perform this task, albeit, a bit
arduous rather than walk around a large and busy and sometimes hazardous
- shopping . centre. o | : o o

Whether . viewing - the indoor or outdoor photographs it was difficult to identify -
the “evidence ' - - - _ S
‘that had so comvinced Dr Douglas that Ms Heal had been lying about her
disabilities. EEE L ' ' :

LEGAL ISSUES
The Commitiee was appointed to investigate two principal .complaints. The most -
significant of these was that Dr Douglas did not believe in Chronic Fatigue
Syndrome and so was biased and not in a position to comment. The second
comprised allegations of inappropriate behaviour during the consultations,
including some sexual issues. e : ‘ :

Whilst it was not necessary for the committee to investigate or to make findings
regarding the existence or non existence of the syndrome Chronic Fatigue
Syndrome, what constitutes the -necessary and sufficient pre-conditions to
_establish "bias" on Dr Douglas’ part is not a simple matter. S :
The CIC was complex, therefore in both the medical and legal issues it sought to
fesolve. ' ' ' ' :

Staﬂd@rd of Proof

The standard of proof in an inquiry of this kind is' the standard which applies to
all proceedings. not strictly criminal in nature “the Briginshaw Test" see
Bringinshaw v Bringinshaw (1938) 60 CLR 336 per Dixon CJ.More psually termed
"the balance of probabilities” the test is more usefully phased as "reasonable
satisfaction”. The standard depends upon:-

e the seriousness of the allegations raised; -
o the likely comsequences for the defendant if the allegations are upheld; and
« the. inherent probability or improbability of what is said to .have occurred.

On the direct evidence it does not appear that allegations of bias can be made
against Dr Douglas.. Dr Douglas had been specifically requested to provide
examples of reports where he had determined disability as a result of Chronic
Fatigue Syndrome. However, when the Committee reviewed the 26 medico-legal
reports provided upon subpoena by Dr Douglas, in only two (2) of these reports
did Dr Douglas mention the syndrome Chronic Fatigue Syndrome. Even in these
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two - (2) he found Chromc Fatigue Syndrome exlsted in the presence of other" |

. orgamc:or psych1atnc COI‘ldlthlls _

; Blas

Uanlike standard of proof "bias" is a more "shppery" legal concept Many of the -

decided cases such as R v Watson; ex parte Armstrong (1976} 136 CLR 248 and o
_leesey v NSW Bar Association (1983)' 151 CLR 288 concern - bias in a person’

exercising judicial or quasi-judicial powers such as a judge, amag1strate of a
member of a statutory tnbunal

thle br Douglas is employed by insurers to- exercise evaluatwe sk1lls and make- -
a Judgment his role is more as an expert witness. The decided law regardmg

" "bias" in a witness, whether expert or not, sxmply means that the ‘witness is hkely

to give factually incorrect or "coloured” evidence for some specific- reason.
While it covers . deliberate and malicious .lying it is certainly - not confined to
conduct of that kind. = Many biased witnesses are more or less unaware of their

~ predilection for one side of the case. For example a child may be biased becaunse

he has been “"schooled" by parents to give evidence against a defendant. A
witness may be biased because he is terrified of a party of the defendant
supporters. A witness may also be biased because he or she holds strong views
about -moral pr1nc1p1es, soc1al issues or perceptlon of reahty touchmg the case
in hand. : : .

i If the complamants Jones and Ryder are beheved then the first thing Dr Douglas;

said when<he:sat down was "he did not believe in Chronic Fatigue Syndrome His

evidence -is ‘he "certainly would not say to them that I dont believe in Chromc _ '

Fatlgue Syndrome because I do ‘believe -in 1t" S

Dr Douglas may mdeed be biased in the Iegal sense in that he is not hkely nor‘,
almost ‘never likely to dlagnose a case of Chronic Fatigne Syndrome. This being

the case, there still remains the question as to whether this - amounts . to '

unsatisfactory professmnal conduct. .

In analyzmg the transcrlpt of ewdence and the sample of medico-legal reports
provided one needs to search for direct evidence of bias, .in statements made by

‘the complamaﬂts or by Dr Douglas in their ~evidence or in statements made by

‘Dr Douglas in the ‘sample of medico-legal reports

This ev1dence needs to "reasonably satisfy” the Commlttee that ‘Dr Douglas is
b1ased: : ' '

‘ DELIBERATIONS

DEBORAH LILLIAN J ONES

The Committee found the witness cred1ble She presented as a ‘truthful and
forthright person who answered the questions put by the Committee in a strzught
forward and ‘mon- -evasive manner. -

Ms Jones asserted the first words sa1d to her by Dr Douglas were that “Chronlc
Fatigue Syndrome did not exist”. :

Mr Johnson who had accompamed Ms Jones to the interview conflrmed Ms Jones
recollection. Ms Jones alleged at one- point during the examination she lay on
the examination couch in just her underpants without either a sheet or a gown

“to put -over her now.bare chest.- Both Ms Jones and Mr Iohnson agreed she

remamed in this state for 10 mmutes
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The Comrruttee found no reason to drsbeheve Ms Jones ev1dence erther when she.:.
addressed the isste of bias or when ' she gave evidence of Dr Douglas

' mappropmate‘ behaviour = during medico-legal . examinations. This was all the

more so since Ms Jones’ evidence was corroborated by her compamon Mr Hal
‘Johnson. It should  be noted that Mr Johnson, if sworn, could have glven dlrect'
-evrdence of Dr Douglas statement of bias. : '

DIAN E LITTLE o

Again the committes found Ms Little a credible witness. The basis of Ms Little’s
contention that Dr Douglas did not believe in Chronic Fatigue Syndrome was the
Statutory Declaration provided by Deborah Jones. Ms Little therefore had no
direct evidence that Dr Douglas did not beheve in CFS.

'Ms Lrttle complalned mainly of Dr Douglas rudeness 'She elleged he fired'-
questions at her and would ‘mot let her finish her answers. She found him
mtlrmdatmg The consultatlon was traumatrc and humlllatmg '

Ms thtle concurred with Ms Jones in that Dr Douglas did not prov1de a gown or
a sheet ancl forced her to parade in- her underpants

Ms Lrttle complamed she was requlred to submlt to physmal exammatlon solely
in her underpants m at least three separate circumstances:— -

o On thes.couch wu:h no sheet '
e Whilst walking -
When 51ttmg and doing reflexes

' She complamed of his hlstory taking. He was wrong m 3 1nstances

« . He said she had no enthusxasm for work when he had not questmned her.
. about her work o ‘
e  He said she had no’ problems walkmg 40-45 minutes each day when she does
Dr Douglas’ report indicates Ms Little had no symptoms . of depression but  Ms
Little says he told her she was depressed and should see a psychlatnst
Ms Little was a computer analyst She stated Dr Douglas did not enquire mto the -
memory or -concentration problems she experienced which unpacted upon- her
work as a computer analyst even though he was required to give an expert
opinion as to her fitness to perform this job. Rather he concentrated on
explormg her physrcal dlsabxhtles,_xf any. S

’I‘he Comm1ttee took note of the fact Ms Little had consulted with a number of
people regarding her complaint - —in particular, Ms Laverack who was a nurse but
also Ms Jones and the mext witness Mr Ryder. The Committee believed that this

" collaboration may have had some contaminating effect on the extent to which the

whole of their evidence might be accepted but the extent to which the
collaboration did unpact upon therr evidence was, however impossible to guage

ANTHONY RYDER

Agam the Committee found Mr Ryder to be a credlble wrtness who responded in

a forthrrght and strznght forward manner.

Mr Ryder, like Ms Jones ‘claimed Dr Douglas advised hrm at the start of the

consultation - he did not believe in Chronic Fatigue Syndrome The Commrttee

, found no reason to dlsbeheve Mr Ryder in tlns respect
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Mr Ryder complamed that Dr Douglas manner was. gruff and off puttmg “He

complained that Dr Douglas seemed inordinately interested in his sexual actw:tles"
Mr Ryder said even'though Dr Douglas had said in his report he had shown no.

'signs. -of lethargy Mr Ryder had suffered a lack of concentration during the

consultation. After ‘the examination he went home and went 1o bed for the next
2 dayS‘ : : :

TERESA HEAL

The Committee waxted for MsHeal to return from a- tnp overseas before examlnm g

her evidence. This meant a walt of some 7 months - between March, 2001 and -~

October 2001

Ms Heal agam presented as a credible witness. At times during the prese:iltatlon

of her evidence she was very emotional. This did not detract from the quality of
. her evidence. Ms Heal was areglstered nurse. She had not previously made a

complamt about a doctor

' Ms Heai was of the view that Dr Dougias did not- belaeve in Chronic Fatlgue |

Syndrome but she did not assert Dr Douglas had stated- directly to her that he did
not believe in Chronic Fatigne Syndrome as he had to Mr Ryder and Ms Jones On
the contrary Dr Douglas’ manner, his intimidating and hostile questioning - ‘and,
in addition,- his failure to answer her questions about recent developments with

_ Chronic Fatigue Syndrome, in her view; all pointed to the proposition that -he did -

not believe, the syndrome

Ms Heal’s cn‘cumstances were--compel-iing. She stated she regretted deeply the loss
of her career. She was devastated when the <Insurance Company ceased paying
her benefits. The fact that she 'Couldn’t work as a Director of Nursing ‘was. very

1mportant to her. She was not able to. have chlldren and she felt she had defmed .
herself in terms of her career.

As a result of civil action by her lawyers Ms Heal’s insurance benefits had been

re-instated. - It should be noted that this witness had complamed about Dr
Douglas’s behaviour before the insurance company ceased paying her  benefits,
so that it could not be construed that the basis of her complaint was to discredit Dr.
Douglas so as to assist her case to have. her msurance beneflts re- mstated by the '
insurance company. :

‘The Cgmmlttee _adv15ed Dr Douglas that the insurance company had re-instated Ms
Heal’s benefits.” Confronted by this fact Dr Douglas agreed he might have made

an “error of ]udgment” in Ms Heal’s case. When questioned about this Ms Heal
advised that, in her view, her case was not the only mistake Dr Douglas had made.
Rather he had made a series of mistakes. The Committee found that Ms Heal’s
evidence was substantial and quite detailed in particular, as to its effects upon her
personally. Tmportantly she identified numbers of instances of inconsistencies
between her history as outlined by Dr Douglas in his report and as presented
orally to Dr Douglas durmg the medlco Iegal examination.

Of all the complainants Ms Heal was the most articulate and explicit about the
impact Dr Douglas’ manner and mode of questioning had upon her. It was clear
his manner had been quite damaging to her self confidence. The Committee felt
that - this was both- regrettable and unnecessary. A serious question arose as to.

- why medico legal . examinations performed independently and on behalf of an

nsurance cornpany needed to ‘be any more - hostile, badgermg, 1nt1m1dat1ng or



“deflating than those pérfbrmed"on' behalf of the _patieﬁt’s_-Soiicitor or, indeed, by B
the patient’s treating doctor. . The Committee felt that one way of utilizing: this . -
investigation -would be for the Medial Board to expand its guidelines as to medico.

legal reports to include = specific recommendations  to those doctors preparing
independent reports on behalf of an insurance. company. - - c.

‘At the conclusion of her evidence the Committee was left in no doubt that Ms Heal - |

was genuinely disturbed by her experiences during examination by Dr Douglas.
She had felt intimidated and humiliated The Committee accepted that in Ms Heal’s
opinion the worst aspect of Dr Douglas examination was that he had guestioned
her integrity and intimated she was a bludger.. For a person who had previously -
been hardworking and diligent, for someone who had been a high achiever -

working in a position demanding diverse . work skills and grave responsibilities,
the consultation had been damaging in the extreme. The Committee felt Dr - -

- Douglas should take note of the result of his inappropriate manner especially in

7.5

‘this instance. .

The Committee notes, in addition, that this witness was subjected to’ video -
surveillance over an extended period of time. The Committee notes further that

this process was initiated by the insurance company mnot by Dr Douglas. The - '
Commilttee viewed the video material in its entirety _but found it entirely

inconclusive. The Committee finds that Ms Heal’s purchase .and use of the scooter
was a genuine attempt to maintain a level - of independent functioning ~and -

‘mobility.

DR JONATHAN DOUGLAS

" Dr Douglas was - helpful and co~opera’tive'._whcn he appeared before the Commiftee.

In areas where he did not have a clear recollection of events he acknowledged -
that it was possible that his words or actions could have been perceived
differently by the _complainants and, indeed, that the complainants could have

- formed different opinions as to his words or actions from those which he had. .

formed. Right at the “beginning of the CIC the Chair put to. Dr Douglas that he did

not believe in Chronic Fatigne Syndrome and further, that he had begun his

' consultation with two complainants by asserting this - disbelief. Dr Douglas denied
- he had made that statement.. On further questioning by Dr Waller, Dr Douglas
~again asserted <he had mot made those statements. He usuaily began by .advising

the patient he had been briefed by the insurance company to provide an
independent report. He continued to assert his belief in Chronic Fatigne

- Syndrome throughout the CIC examination.

Accorﬂ%’ngly, there was a clear discord between Dr Douglas’ evidence and that of
the complainants Jones and Ryder. * Without further evidence the Committee was
unable to establish who amongst the three were telling the truth. The Committee
found all the complainants to be professional previously hardworking high
achievers. The Committee found it difficult to accept that persons with this

‘background would suddenly and inexplicably become malingerers. . It was not
_strictly necessary for the Committee to determine this issue of credibility as the

most damning evidence as to Dr Douglas’ disbelief in Chronic Fatigue Syndrome

was provided by Dr Douglas himself.

Having been requested by the. Commiftee to provide samples of medico legal
reports wherein he had diagnosed Chronic Fatigue Syndrome Dr Douglas provided
a sample of 24 reports. In most of the reports Dr Douglas diagnosed a physical or

- organic cause for the patients” illness and disability or a psychiatric one, and in

that case more usually depression.” Despite having been  given adequate
opportunity Dr Douglas was not able to convince the Committee of his belief in

" Chronic Fatigue Syndrome on the basis of these report_s‘. On the contrary, he was



32

“able only to diagnose a ‘post viral state ora depression pre-existing their Chronic

Fatigue - Syndrome. His explanation was these ‘were amongst the ‘most complex and

- difficult patients one ever saw in medicine because there were so many mixed
 messages. o . o ' . ' ' '

»Certainiy Il)i'x"DougIas' was able to ‘describe in defail the history -of _'the. -.-;éméfgence '

of Chronic Fatigue Syndrome in medical literature and also his involvement with

~a working party for the College of the Physicians in 1989. He had also ran a
workshop on Chronic Fatigue Syndrome in 1997 at the College of General

Practitioners Annual Scientific meeting.

Despite this involvement the Committee felt that Dr Douglas was not able to point

. to an independent medico legal report wherein he had diagnosed Chronic Fatigue

Syndrome as a single and independent cause of disability sufficient to sustain the
continuation - of disability insurance benefits.  Given - this inability, " it was
difficult, if not impossible, for ‘the Committee to sustain the view that Dr Douglas
did believe in Chronic Fatigne Syndrome. I o o

' 'Accordingly, the Committee is of the view that. Dr Donglas. did ‘ot believe in

Chronic Fatigue Syndrome. The Committee .does not conclude that Dr -Douglas was

~untruthiful in giving his evidence, and does not need to.prefer .the evidence ofthe
‘complainants over that of Dr Douglas. Dr Douglas’ own incapacity - to rest his
- diagnosis of disability on Chronic Fatigne Syndrome alone is, in the view of the
. Committee, sufficient evidence by itself. R '

* The Commitee is of the view that it would be unlikely for Dr Douglas to diagnose
-Chronic  Fatigue Syndrome. - He is more likely to diagnose: an organic or

psychiatric cause.

- - .As to the complaints concerning the inappropriateness of Dr Douglas’ manner-
described variously as brusque, rude and intimidating, there was certainly .ample -

direct evidence from the complainants. The evidence was * credible and repeated
and the Committee accepted it. o S B :

 The Cdmmittee 'accepted- the evidence of Ms Jones and Ms Little that Dr Douglas did

not provide them with a' sheet to cover them whilst lying on the couch, and, in
addition ‘the Cemmittee accepted that Dr Douglas allowed Ms Jones and Ms Little

‘to walk around . the room in their underpants only. The Committee notes that these
allegations were put to Dr Douglas who did not deny them. He did explain to the .

Committee that there was a sheet available but the Committee was of the view that

it was not sufficient for Dr Douglas ‘to merely have the sheet available for use, it

would"-}xave been more appropriate for him to have actually offered it to the

. patient.

'FINDINGS OF THE COMMITTEE

8.1 . The Committee is reasonably satisfied that Dr Douglas was guilty of
' misconduct in a professional respect in that he:- i

Did not offer a sheet to Ms Little or Ms Heal.

. Allowed Ms Little and Ms Heal to walk around without é bra when -
> it was not necessary. S - ' ' :
-+ Did not adequately explain his reasons for asking the complainants -

. ..lo remove their bras. , _ _ 7 .
- ..¢ - Was too focussed upon his tasks during the consultations to the
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- detriment of his complainants’ sensibilities.
~*  ~was rude, abrupt and intimidating. S P
» . fired questions to the complainants and curtailed their answers.

8.2  The Committee, whilst béing reasonably satisfied that Dr Douglas was biased

: to the extent’he was unablé to diagnose Chronic Fatigue Syndrome asa sole -
cause of disability was not able to find Dr Douglas guilty of unprofessional
misconduct on this count by reason of law. : S

8.3 . Dr Douglas’ role was as that of an expert witness and to some extent his
report is his opinion only. In order to be guilty of unprofessional conduct
Dr Douglas would need to have produced a report which was in substantial
discord with the facts and evidence upon which he prepared his report. -
Alternatively, if Dr Douglas were aware of his bias yet accepted * insurance
‘work krowing his conclusion prior to examining the claimant then he
could be said to be guilty of bias. The Committee “found that whilst, in their.
view Dr Douglas was biased, he had an honest belief in his findings.. To the
extent he held an ‘honest belief the Committee is of the view that he could
ot be said to be biased in the legal sense, and hence was not guilty of -
professional misconduct in this respect. B

RECOMMENDATIONS -

1.The Board findssDr Doug.las* guilty of misconduc.:tl in a professional respect pﬁrsﬁaﬁt, to .
535(1) Medical Act. 1939 and .counsels him regarding his manner with patients =
especially -during medico-legal ‘consultations. F S

2. The Board seek an undertaking from Dr Douglas to attend. ome of the courses in
medical professional communication, such as the one conducted by Dr Mark O’Brien.

---------------------------------------------------------------------------------------

Ms Rhonda Penny - | Date -

(Chairperson) C ‘

Dr John Waller Date
*-'.\-.. _

---------------------------------------------------------------------------------------



| AGENDA-ITEM BRIEFING NOTE

é | ’fo: o : I.\'f_Iedi.c'al Board'o_f Queensland -
' Frofn:r ) - Elisa Petranich = |
Subject: - DrDavid Gillman (780326)
Date: | 7 February 2003 |
| Backg'roﬁnd: 7

The Medical Board of Queensland (the Board) issued Dr Gillman with a Notice of
Intention to Impose Conditions on Registration dated 20 December 2002. Dr Gillmian

- was requested to provide the Board with a written submission on or before 10 J anuary
'2003. S '
In-_respor:se to the Notice, the Board received correspondence dated 8 January 2003
and 14 January 2003 from Robertson O’Gorman solicitors acting for Dr Gillman (see

* letters attached). ' o - : '

The Board ‘capsidered the matter at its meeting on 14 January 2003. The Board

_— resolved that Dr Gillman’s solicitors be advised that in view of the complexity of the

P response to the Board’s Notice of Intention to Impose Conditions, received on the day

- of the Board meeting, consideration of the matter would be deferred pending advice
from the Board’s Complaints Advisory Committee (CAC).

Developments:

f o - On 28 January 2003 the Board received written advice from Dr Alun Richards of the

RIEE R Drugs of Dependence Unit (DDU) on the outcome of the legal proceedings against Dr
B Gillman in relation to 46 alleged breaches of the Health (Drugs and Poisons)
e Regulation 1996 (the Regulation) (see letter attached). Dr Richards advised that on
21 January 2003 at the Proserpine Magistrates Court, Dr Gillman pleaded guilty to 40
I breaches of the Regulation. . o ' ' :

o S Dr'_‘Gil_Imaﬁ was fined $2,500 and ordered to pay court costs and professional costs.
| Ji ~ . The conviction was not recorded. : ' '

3 | . On29 Ianuafy 2003 1 contacted Adam Sorby, Senior Environmental Health Officer at
R the DDU to obtain specific details of the court proceedings against Dr Gillman and
~any follow up action proposed by the DDU. T : R

Mr Sorby confirmed that Dr Gillman pleaded guilty to 40 of the 46 alleged breaches
of the Regulation. Six of the charges were dropped, these all relating to one patient

‘(Nigel Stone). Dr Gillman argued in relation to this patient, that a letter he received -

- from Dr Richards constituted authorisation for him to treat Mr Stone with _
- flunitrezepam, This was accepted by the court. _ :

Page 1 of 2 _
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. Ml.-'_-S'orby also advised that the DDU proposed cancelling Dr Gillman’s rights 'tﬁ .
prescribe Schedule 8 drugs (controlled drugs), and that Dr Richards was in the process -
; - of preparing the relevant notice, pursuant to section 24 of the Regulation. '

- This matter was discussed at the CAC mesting on 4 February 2003. CAC members
recommended that confirmation be obtained from the DDU as to whether it had
served notice on Dr Gillman cancelling his endorsement for controlled drugs, and for
‘this matter to be referred back to the Board for further consideration and resolution.

On 6 February 2003 I contacted Adam Sorby of the DDU. Mr Sorby advised that D
Richards had prepared a draft Show Cause Notice, which was being checked by
Queensland Health’s legal unit. It was anticipated that the notice would be ready to
be served on Dr Gillman early in the week commencing 10 February 2003. Dr
Gillman would have 28 days to respond to the notice and then another 28 days to.
appeal against any decision taken by the DDU. L T

Recommendation:
That the Board decides between the following options:
~ : ' :

i.- - To impose a condition on Dr Gillman’s registration pursuant to section 59(2)

_ _ ' of the. Health Practitioners (Professional Standards) Act 1999, that Dr
o S Gillman not administer, prescribe, supply or obtain controlled drugs for

' paticrgs, _pcnding the outcome of the Board’s investigations; or ) :

| 11 ~ To impose some other appropl'iate condition/s pursuant to section 59(2) of the |
' _ . Health Practitioners (Professional Standards) Act 1999; or o g
fii; ' To await the outcome of the DDU’s processes before making a decision on
- whether to impose conditions on Dr Gillman’s registration; or o
i iv. - - To take no action against Dr Gillman pending the outcome of the Board’s
- Invéstigations. . '

; [
| ’
I

o ~ Elisa Petranich ,
Investigator

_ Page.’l_on :
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. | | NORTH QUAY, BHISBANE
_ . . S , BRISBANE
DUR Lk TOG'TW-_. S o ABN 73195 993 744
Yomwr o o i Co mtﬁ&oﬁh‘;ﬂ +7';3;as13ﬁ '
- ' ' ' POSTALADDRESS:
o _ . . P.0.BOX 13026
¢ amary | | S
1_4 .Tanuary 2003 | ' - ' . FACSIMIE: s;_+7_+azje1zz'3 '
: - email rﬁbugm@c_znmai],_:n@._au
. MrGComell . |
. . A/Executive Officer - SR
‘Medical Board of Queensland
Forestry House -
i - MarySfreet -~ - g - _ :
i - BRISBANE QLD 4000 o : Fax: 32252527+ 6 pages
 Dear Mr Commell -
* _& e )

| RE: DRDGILLMAN

o . We refer to our facsimile of 8 Janmary 2003 and to our telephone conversation with
Lo T you on 9 January 2003 when you indicated that in respect of the Notice of
. " Intention to Impose Conditions on Registration (hercinafter referred to as the
S Notice) that dot points 1 and 3 covered the same factual matters. - IR

= Onfurther examination of the Notice this cleatly cammot be so in that the first dot
.  point in the Notice refers to legal proceedings which are to be heard in the
| . Proserpine Magistrates Court on 21 January 2003, These relate to what might be
B . described as historical matters, - - :
Do’t‘;}oint 3 in the Notice asserts that Dr Gillman has continued to prescribe

- controlled drugs to patients'in breach of the Health (Drugs & Poisons) Regulation
1996. - ‘ : '

Therefore this dot point must as a matter of construction and logic refer ta a
different subject matter from the subject matter which is contained within dot point

 FINDINGS OF FACT AND LACK OF PROVISION OF MATERIALS

_:-In_the_ Notice it is indicated that “the Board will consider this matter by reason of
| thg following findings of fact” ... ' :




We have received 1o facta or parhculam whlch would allow s to respond to dot
o pomts 3 or4inthe Notlce |

' In this regard the fulluwmg chronology n respcct of ThlS ﬁ:nn § dea]mgs with t‘he '
Mcdmal Board are relevant,-

s On 23 July 2001 the Med;ca] Board wrote to Robertson o’ Gonna:i |
enclosing a copy of a report of Dr Robert Brown of the Boondall Medlcal |
_ Cenu-e dealmg with various paﬁents of Dr Gﬂlnaan ’

'« On 4 October 2001 Robertson O’ Gorman wrote to the Medwal Board
indicating that Dr Gillman did not wish to respond to the issues raised by Dr
Brown in light of the foreshadowed move by the Madical Board to obtain an
expext’s report covering issues raised by Dr Brown’s report. - This firm’s

letter to the Medical Board indicated that Dr Gillman wished to be givena =

., full and timely opportunity fo consider a response to the expert's report
" which the Medical Board indicated it was to obtain. There has been no
provmon of thls expert's report hy the Medical Boa.rd to thm firm. '

. '_ Cn 22 November 2001 the Medmal Board wrote to Dr Gillman concarnmg o

| a “tomplaint that Dr Gillman was improperly using his office as a
Commonwealth Medzcal Ofﬁcer, paxnculaﬂy in mlatmn toa panent Zcran o

. © Lekic.

o - e On 30 Apnl 2002 thls firm provzdad a submssxcn to the Medical Board in
? e relation to 2 namber of matters including the complaint concerning Zoran
| "~ Lekic. Dr Joice was the complainant in respect of matters concerning Zoran. °
Lekic and this fim has been provided with no firther material from the
Medical Board as to 3 response by Dr Joice to this firm’s submlssmn of 30
Apnl 2002 to the Mad.tcal Board concemmg Leklc

. On 28 Novamber 2001 this firm wrote to the Medmal Board aslcmg for a
s copy of the full and unedited complaints of Dr Joice and Dean Douglas and -
on 11 December 2001 the Medical Board wrote advising the legmlauon '
does not require that a copy of a complaint be provided. To date all copies
of the various complaints made to the Medical Board or under mvesngahon .
by the Medlcal Board have not heen prowded to this ﬁrm

« On 14 March 2002 the Medical Board wrote to this firm concemning
complaints .against Dr Gillman by Doctors Hansen and Farlow. This -
correspondence noted that Ms Petranich of the Medical Board had been
directed to continue the investigations into complaints by Doctors Hansen

* and Farlow of the Medical Board and this correspondence sought additional
information as to Dr Gillman’s rclationships with Mary Bauer, Pewa.
Swidler and Carmel Pritchard and requested “clinical records for those
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- patients. = This same Medical Board correspondence referred to Dr
Gillman’s dealmgs with surgeon Dr Pease and sought various mfonnahon .
in thlS rega.rd.

r On 30 April 2002 this firm wrote to the Medical Board concernmg Mcssrs
referral hlstory by Dr Gillman fo surgeon Dr Pease.

e Onil Junc 2002 the Medical Board wrote to Dr Glllman re 8 complaint by
_ Dr Farlow and the Medical Board sought detzuls of patients referred by Dr
-Gillman to Dr Pease.

v On9 Angust 2002 this fum wrote to Ms Petramch at the Medical Board
" noting ‘that the Medical Board had the resources to ascertain the ligt of
patients that Dr Gillman had referred to Dr Pease and the list of patients that
Dr Gillman had referred to local specialists. No further facts or materials
, have been provided by the Medical Board to this firm in respect of Dr

~ (illman’s referral of pauents to Dr Pease. .

It wﬂl ba seen, therefore, that a substantial body of matetial appears to have been
~ relied wpon by the Board in its “findings of fact” referred to in the Notice and such
 facts andmaterials have noi been made available to Dr Gillman or this firm for the

© . pwpose of properiy rcplymg to the Notice.

SECTION 59 TMMEDIATE SUSPENSION OR mmsmoN oF
: _CONDITIONS ON REGISTRATION |

o Particularly reference is made to the terms of Section 59 of the Health Prac:utmnem |
) (mecssmnal Standards) Act 1999 which relevantly provides:- -

(l) Th15 Section applies 1f a regmmnt s board reasonably believes at any |

.. that - _

(@& the regmuant poses an imminent threat to the

_ : wellbeing of valnerable persons; and '

T (b))  immediate action to impose conditions on the

” - registrant’s vegisiration is necessary to protect the
vulnerable persons.

* (2)The board may decide to ... impose conditions on the registrant’s
~ registration. -

. take the action the board considers is the least onerous necessary 10
pratect the vulnerable persons.

Bauer, Swidler and Pritchard and provided information in relation to the |

€3] However in making its decxsxon under subsection (2), the board must



mmm THREAT

From the relevant parts of Scctlon 59 as extracted abovo the issue of imminent

. _ threat is central to the Board’s con31deranon

No facts or matena]s have beon mado available to onahlo the issue of fmminent -
" threat to be addressed in respect of the Board’s proposed moormg for Tuesday’
_ evoumg, 14 January 2003,

‘Dot point 1in _tho Notice could not, in the absanco of facts or materials in your
possession which have not been supplied 1o us, be relevant to the question of

imminent threat as the various charges that Dr Gillman is facing in the Proserpmo |

. Mapsn'atos Court relate to the ponod May 2001 to January 2002.

The Prosorpme Magxstratos Com't matters in 1993 could hardly be said to relate to
the question of imminent threat having regard to the fact that these matters are now
a decade old and apparently the Proserpine Magistrates Court took a lenient view .
of this matter in that Dr Gillman was fined $2,500 and no conviction was recorded.

In relation to dot point 3 if there are issnes relating 1o some current matters as

y approhond&d within the phrase “you have continued to prescribe controlled drugs

fo patients in breach ...”, we again reiterate that we have not been provided with

- any facts or materials in n relation to which we can obtain obstructions and place a
. subnussmn before you in rospect of the Board’s scheduled moetmg for 14 Jamary

2003

| '_It is asserted that the Board is ourrenﬂy mvostlgatmg complaints concemmg
' prescribing practices. - While there has been some correspondence between this

firm and the Medical Board over the last 2 years in that regard, as a minimum we

‘are entitled tofacts and materials on which reliance is placed to ground the issue of

imminent threat in order to enable a submission to be addressed to the Board prior
to a decision being made about i mposmg condmons on Dr Gillman's rcglstranon.

'LEAST ONEROUS ACTION

Section 59(3) as extracted above makes it clear that if the Board is to impose
conditions on a registrant’s registration it xmist take the action the Board considers

'is the least onerous necessary to protect the vulnerable persons.

It is fundamentally unfair in this regard for the Board o decide at its meeting on
- Tuesday, 14 January 2003 the possibility of the imposition of a very onerous

condition on Dr Gillman's registration, namely that he cannot administer or supply
conirolled drugs for patients prior toa determination of the matter in the Proserpine

" Mag1strates Court



'[he I’mserpme procecdmgs have been on foot since approxxmately July 7002 and
it is curious indeed that the Board would proposs to make a decision about Dr -

Gillman not prescribing or administering controlled drugs before the outcome of -

 the Court’s decision and the reasonmg underlymg that demsmn is known

I can ra‘annally be argued that 1f our chent pleads or is found gmlty in respect of .
the Proserpine Magistrates Court matter and that the Court finds the matters
- complained of represents a lack of attention to administrative detail rather thana *

fimdamenta! lapse of medical judgment, such 2 finding would be centrally relevant
to whether it would be unduly onerous (as opposed to the least onerous course of
action) for the Medical Board to nnpose tha foreshadowcd condmon on Dr
Gillman’s registration. :

If dot pomt 3 asserts, as the comtext necessarily suggests, that Dr Gﬂlman was
contiming as at the date of the issue of the Notice, namely 20 December 2002, to
prescribe controlied drngs in breach of the relevant Regulation this is centrally
‘relevant on the issue of the degree of onerousness of the condition which may be
mposed on Dr Gillman’s regmtxahm : .

However, we can only puess at‘_the relevance of this dot poitit because of the "
failure of the Board to provide facts or materials in relation to dot point 3.

" In relation to dot point 4 we are aware of correspondence sent by the former
complainant Dr John Hansen to the President, Medical Board Queensland of 2 o

Fanuary 2003 whersin he indicates that he withdraws all comments that appear in o

his submission to the Board dated 1 May 2000,

-It is acknowledged fhat Section 57 of th_e' Health Practitioners (Profcssional |
- Standards) Act 1999 provides that in respect of a complainant withdrawing a
complaint the Board has the option of taking no further action about the complamt ,
o1, altemanvaly, may continue to investigate the complmnt

We are instructed that there is some material in existence which may place a
different slant on the real reasons for Dr Hansen's withdrawal of his complaint.
Thess instructions need further investigation by us but the point can propetly be
made that if Dr Hansen’s complaint is motivated by factors other than his eriticism
of the alleged tardiness of the Medical Board’s investigation such 2 matter could
impact on the level of oncrousness of the proposed condition on Dr Gillman's
reglstmuon '

CONCLUSION '

We complamed in our faxed submission to Mr Conneﬂ of 8 January- 2003 about.
the significantly inadequate time that has passed from the receipt by our client of
' the 20 December 2002 Notice, namely 30 December 2002, and the meeting of the .
Medical Board proposed for Tuesday, 14 January 2003.



o 1 have indicated that thls matter came {0 my attention on Tuesday, 7 Tanuary 2003
| - because of time that T had taken off over the Christmas break inchuding subsequent
to 30 December 2002, : o PO

~ In my telephone disqussion'“rim Mr Connell on 9 January 2003 Mr Cormell
 indicated that 21 days notice has been given and even though that notice spanned
~ the Christmas and New Year period sufficient notice has been given. :

§| . ~ Iurelation to the 21 days notice referred to by Mr Connell my client first received

- : notice of the Notice of 20 December 2002 when it was collected on 30 December
2002 by way of registered post. Cleatly the 21 days notice adverted to by Mr
Connell has not yet elapsed. o S

of Dr Gillman’s practice will cause him very considerable hardship and disruption

to his practice as he has spent 3 number of years concentrating on dealing with and
treating patients who are in need of controlled drugs as being central to their
- medical management. - - z | B

" Ou the material known to us there is nothing which could be said to pose an
imminent*threat to patients and accordingly an adjournment of the proposed
meeting of 14 January 2003 for a period of 28 days would be proper having regard - .
to all the relevant considerations the Medical Board needs to address in a matter -
such as this. - ' Lo :
Further, the transcript of the appearance in the Proserpine Magistrates Court in
1993 should similarly be made available as this firm did not represent Dr Gillman
in that maiter. : SR =

Finally, the facts and materiais underlying the findings of fact as referred to in the -
20 December 2002 Notice, particularly inl relation to dot points 3 aad 4, should be
provided within 7 days to us so that we can obtain instructions from our client and
prepare a considered submission. | |

Yours faithfully .
RORERTSON O’GORMAN

. LTRMEDICAL BOARD JAN 1403 TOGTW.doc

In conchusion it is observed that the imposition of the proposed condition in respect e
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'RE. DRDGILLMAN

I aci_ for the abovenamed, Dr David Gillman.
S refer to my telephone conversation with your secretary at 4:3 5pm today.

" A Notice dared 20 December 2002 signed by you directed to Dr Gillman giving
~ Naotice of Intention to Impose Conditions on Registration came to my attention on
_ Tuesday, 7 January 2003 on my retumn to work after the Christmas break.

That Notice was sent direct to Dr Gillman and was received by his office by way
of registered post on Monday, 30 December 2002. :

- The Notice refers to certain "‘ﬁndinga of fact” and refers to a meeting of the Board
scheduled for 14 January 2003 and this Friday, 10 Janary 2003 as a deadline for
' submissions. | - ' ' '

' The time frame involved is impossibly short having regard' 1o the fact that the
- Notice was not received by my client until 30 December 2002 and did not come 10
- my attention because of the holiday break until 7 January 2003.

> 'Irfeqliest an extension of time for 28 days in order to properly take instructions and
- ;_J_lacc a submission before the Board. '



Further, I need to be. mfonncd as to the factual basm underlmng the “ﬁndmgs of
fact” referred to in the Notice dated 20 December 2002 especially in rela'uon to the
last two dot pomts namely:-

e Youhave conunued to prescribe controlled drugs to panents in breach of the
Health (Drugs & Pmsons) Regulatmn 1996;

e The Board is cunently investigating complaints concerning your prescribing
pracuces _

It would be apprecxated if I could hear from you urgently first thing on Thursday, 9
- January 2003 in relation to this matter but particularly my request for fmther
reasonable time to address the matter o

Yours falthﬁllly

LTR MEDICAL BOARD JAN 08 03 TOGTW.doc
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o (Drugs d& Poisons) Regulation 1996,

b s

617 38963933

2 Queensland
)\}* Government c

Queensland Health -

CONFIDENTIAL MEDICAL REPORT _ ' Enquiriest  Drugs of Dependence Unit
_ : Telephone: 3896 3500 IR

Facsimiliee =~ 38963933 R
E-mail; ddu@health.qld.goviay
CurRef: - AR:AS .

Mr J O’Dermnpsey , C

Registrar o o -

Medical Board of Queensland : _

Floor 19

- Forestry House
Mary Street

BRISBANE QLD 4000

‘DearMr O’Dempsey

Re: SECTION 184 NOTICE N o
Dr David Gillman Whitsunday Medical Cenire, Airlic Beach

- Irefer to previous advice of legal proceedings against Dr Dé.vid Gillman in relation to forty-six (46)
alleged breaches of the Health (Drugs and Poisons) Regulation 1996, - A SN :

. Inaccordance with section 18A Health Aet 1937 notice is hereby given that on 21 Jamuary, 2003 at

Proserpine Magistrates Court, Dr Gillman pleaded guilty to forty (40) breaches of the Heaith -

. The defendant was fined $2500 and ordered to pay court costs and professional costs. The
___conviction was not recorded. = : L ' o

B This advice is provided for the Board’s consideration,

L Yours faithfully

" Dr Al Richards

= Del_egate of the Chief Executive and

Manager, Drugs of Dependence Unit

. Tanuary 21, 2003

Postal o Phone Fax

Locked Bag No. 32 _ . 38563900 3B963933 . -
Hospital COORPAROO DC 4151 . LT

NGABA _ .
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Australian Competition & Consumer Commission S PO Box 1199
o Dickson ACT 2602

470 Narthboume Ave
Dickson ACT 2602
Australia

Ph {02) 6243 11 11

. OwRef  (C2000/1776 Fax [02) 6243 1199

(o]

7 Rebruary 2003

. Drlloyd Toft
- President =
Medical Board of Queensland
GPO Box 2438 -
BRISBANE QLD 4000

Dear Dr Toﬁ

Trade Practlces Act 1974 Apphcatmn for Authorlsatxon A90765 lodged by the Royal
: Australasmn College of Surgeons (the College)

- The Australian Competmon and Consumer Commission (the Commlssmn) is the

- Commonwealth agency responsible for administering the Trade Practices Act 1974 (the
Act). A key objective of the Act is to prevent anti-competitive conduct, thereby encouragmg

_-competition and efficiency in busmess resultmg ina greater choice for consumers in price,

" quahty and service.

- The Act, however, recognises that competition may not always be in the public interest. It
therefore allows the Commission to grant immunity from the Act for anti-competitive
; conduct in certain cucw:nstances

One way organisations may obtain 1mmun1ty is to apply for what is known as an
‘authorisation’ from the Commission. Broadly, the Commission may ‘authorise’
- Organisations to engage in anti-competitive conduct where it is satisfied that the public
benefit from the conduct outweighs any public detriment. The Commission conducts a

comprehensive public consultatlon process before malcmg a dec:1310n to grant or deny
authorisation.



The Commission has considered application for authorisation (A90765) lodged by the Royal
‘Australasian College of Surgeons (the College) in relation to its arrangements for:

* selecting, training and examining basic surgical trainees; . -

« selecting, training and examining advanced surgical trainees in each of the nine surgical
sub-specialities in which it conducts training; _ : o '

¢ accrediting hospitals for basic surgical training and hospital training posts for advanced -
surgical training; and . ' -

¢ assessing the qualifications of overseas-trained surgeons.

The Commission has issued a draft determination proposing to authorise the arrangements,
subject to conditions, thereby granting them immunity from legal action under the Trade
Practices Act 1974 (the Act). The executive summary of the Commission’s draft '
determination is enclosed. _ '

A full copy of the draft determination can be obtained from the Adjudication page on the __
Commission’s website located at http://www.acce.gov.au. - : ' :

In accordance with section 90A of the Act, youmay notify the Commission in writing by
close of business on 24 February 2003 if you wish the Commission to hold a pre-
determination conference in relation to the draft determination. The Act does not allow the
Commission to extend this deadline. : '

- A pre-determination conference provides the opportunity for interested parties, particularly in
the event they are dissatisfied with the Commission’s draft determination, to make an oral
submmission in response to the Commission’s draft determination. In the event of such a
-~ conference taking place it would be held as soon as possible. The Act requires that the

- -conference be held no later than 26 March 2003. :

- You may wish to lodge a written submission to the Commission in response to the draft
. - determination. We request that any submission be provided to the Commission by Friday,

-7 March 2003. However, if this is not possible, please contact the Commission. T would add .

 that the Commission would like to expedite the remaining stages of its assessment of the .

- ' College’s application for authorisation before issuing its final determination. _

R § you require further information please contact Gavin J ones on (02) 6243 1107 or
- Jaime Norton on (02)6243 1208. ' '

- A copy of this letter will be placed on the Public Register kept by the Commission.

Yours sincerely
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training and hospital posts for advanced surgical training

and

The College’s role in assessing overseas-trained doctors

Date: 6 February 2003
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Executive Summary

On 28 November 2000, the Royal Australasian College of Surgeons (fhe College) Iodged
application for authorisation' A90765 with the Australian Competition and Consumer

Commission (the Commission). The College lodged a submission in support of its

 application for authorisation with the Commission on 30 March 2001, at which time the
" Commission’s assessment process commenced. This submission is outlined in Attachment A

to this summary.
The College

The Collegeis a i)ﬁvate professional association established in 1927 and incorporated in
1930 in Melbourne, Victoria. Approximately ninety per cent of Australian surgeons are
College Fellows.

Origins of the College’s application

" The College’s apﬁlication followed a two-year investigation by the Commission into

allegations that the College’s processes restrict entry to advanced medical training in breach
of the Act. The Commission’s investigation focused on the College’s ole in deciding how
many trainees received advanced training in orthopaedic surgery and how it assesses
overseas-trained surgeons. :

I September 2000, the Commission informed the College that it considered that this conduct
* . may breach the Act. Inresponse, the College informed the Commission on 9 October 2000,

that it intended to apply for authorisation for its training and assessment processes. On 19

. -October 2000, the Commission stated that it would suspend its investigation while the
~ application was being genuinely pursued. )

- The College’s appliéatioﬁ
- The College has sought authorisation for its primary functions which are as follows:

" »  selecting, training and examining trainees in basic surgical training and in each of the

nine surgical sub specialities in which advanced surgical training is offered;

B accrediting hospitals as being suitable for basic surgical training if they meet standards set

by the College;

» accrediting individual hospital posts as being suitable for advanced surgical training if
 they meet standards set by the College; and

1 .

The ACCC has the function, through the authorisation process, of adjudicating on certain anti-competitive
Practices that would otherwise breach the Trade Practices Act 1974. Authorisation provides immunity from
court action, and is granted where the ACCC is satisfied that the practice delivers offsetting public benefits.
-.ﬁptgécf't&ons f(_Jl‘ authorisation are considered on a case by case basis and involve broad publif: .consuitation with
: cond Sted parties. The onus is on the applicant to demonstrate that there is a public benefit arising from the

‘mduct and that the public benefit outweighs any public detriment.



¢ assessing the qualifications, training and experience of overseas-trained practitioners who
wish to work as surgeons in Australia to determine whether they are equivalent to
; Australian-trained surgeons.” '

Surgical training and examination

Medical graduates wishing to become surgeons must complete two years of basic surgical
training and between four and six years of advanced surgical training depending on the
specialty. The College administers these training programs and College Fellows do the actual -
teaching.

Broadly, surgical trainees are apprenticed to College Fellows. Over the course of basic and
advanced surgical training, the scale and complexity of the surgical tasks trainees perform is
increased so that, by the time they have completed training, they are ready to undertake all
the operations expected of a surgeon in a particular specialty without supervision.

- In addiﬁon, trainees must pass a ‘Part 1° exam at the end of basic surgical training and a ‘Part
2’ exam at the end of advanced surgical training. The College sets, administers and marks
these exams.

Selection of trainees

Prospective trainees must apply to the College to obtain a position in basic surgical training
- and apply again (2-4 years later) for a place in advanced surgical training. The College
determines the selection process (assessment based on curriculum vitae, interview
- performance and referees’ reports), sets the selection criteria and ranks applicants against
these criteria. It also determines the ‘cut-off’ standard below which applicants are not
eligible to enter training, '

--",',f_iccrediting hospitals and hospital posts

Basic surgical training may only take place in hospital posts in hospitals accredited by the
College. Advanced surgical training may only take place in hospital posts accredited by the
College. The College sets the criteria for accrediting hospitals for basic training and hospital
posts for advanced training. It also appoints teams of College Fellows to ascertain whether

; hOSPitalsfhospital posts meet the relevant criteria and makes the final decision about whether
Yo grant accreditation. :

Assessing overseas-trained surgeons

Doc_:tors, including overseas-trained surgeons, may only practise in Australia if they are
Tegistered by one of the state or territory medical boards. Commonwealth, state and territory
EOovernments have established a system under which the College assesses whether overseas-
tramed surgeons wishing to practise in Australia are equivalent to Australian-trained
Sl}l‘gfzons. The College appoints assessment teams of College Fellows to assess individual
pplicants. The College then forwards a recommendation to the relevant medical board,

hich ‘iS almost invariably accepted. The recommendation will usually be one of the
Ollowing:

mggig © CO?dU-CTS aflvanccd surgical training, and assesses overseas-trained surgeons, in the following

9 Orth- Gar dl?thoracm surgery (heart and chest), general surgery, neurosurgery (nervous system, including
7> VTthopaedic surgery (skeletal system), paediatric surgery, plastic and reconstructive surgery,
igology (ear, nose and throat), vascular surgery (blood vessels) and urology (urological tract).

n




e that the applicant be required to complete basic and/or advanced surgical trainiﬁg in
Australia before being registered; or '

o that the applicant be requifed to complete a period of supervised assessment in a hospital
position before being registered. ' '

Commission assessment process

The Commission conducted an extensive public consultation process to assist its
consideration of the College’s application. In particular, the Commission actively sought the
views of state and territory government health ministers and agencies, which are the largest
employers of surgeons in Australia. - '

Submissions were ultimately received from nearly all health ministers, largely in the second
+ halfof2002. These are outlined in Attachment B to this summary. Broadly, governments
E ' support authorisation being granted provided concerns held by nearly all of them regarding
transparency, accountability, faitness and consistency of the College’s processes are
1y addressed.

Other submissions were received from, among others, state and territory medical registration
boards, specialist medical colleges, industry associations, consumer groups, private health
insurance funds and university medical faculties.

In total, the Commission received over 80 substantive submissions in relation to the College’s
- application. An overview of all public submissions is provided in Chapter 11 of this draft
determination.

Commission evaluation
- Public benefit

- The Commission is satisfied that the College’s training and assessment processes generate a
significant public benefit by ensuring that surgical training is of a high quality, High surgical
training standards are likely to generate significant benefits for the community by excluding
unqualified surgeons from the market, thereby contributing to:
~* - alower rate of adverse outcomes from surgery leading to longer and better lives for
" 'patients; and

_ -reduged time in and/or fewer visits to hospital, thereby reducing costs for the public
_hqspltal system, Medicare, private health insurers and ultimately consumers.

Cleaf}y, arange of other factors will also contribute to achieving these outcomes. This fact is

ghllg.hted by the establishment by health ministers in January 2000 of the Australian
Council for Safety and Quality in Health Care to lead national efforts to improve patient
afety and the quality of health care in Australia. .

e second major public benefit claimed by the College is that surgeons organise and provide

ining on a pro-bono basis. In particular, they claim that surgeons provide pro-bono work
ued at more than $230 million per annum (not including $70 million in capital costs).

ﬂ‘lg extent that surgical training is provided on a pro-bono basis, the Commission
oIS t_hat this constitutes a clear public benefit.

iii



Training provided by surgeons in hospital hours ~ that is_; the surgical apprénﬁceslﬁp -
comprises over 90 per cent of the value of surgeons’ pro-bono work as claimed by the

College. However, some state and territory governments have submitted that surgeons are
paid for this training. Others agree with the College. ' S

The Commission is unable to form a view on this important issue given the conflicting
submissions it has received. The Commission has therefore invited interested parties to
provide further information to assist in resolving the matter. '

However, the Commission is satisfied that surgeons provide some services on a pro-bono
basis. The value of these services is in the order of $20-25 million per annum,

Public detriment

The College possesses significant influence over the number of surgeons entering surgical
practice. In particular, the number of traigee surgeons is limited by the number of training’
posts in hospitals which meet College standards. Overseas-trained surgeons entering practice
in Australia are, in practice, limited by the College’s assessment as to whether they are
equivalent to an Australian trained surgeon. '

The College maintains that its training and assessment processes are based on the need to
ensure that appropriate standards are maintained and raise no competition concerns.
However, significant concerns have emerged during the course of the Commission’s
assessment of the College’s application that its processes have been used to restrict the

number of surgeons. These include:

s The Australian Orthopaedic Association, which administers orthopaedic surgical training
on behalf of the Coilege, ignoring a target for the number of orthopaedic surgical trainees
* determined by the Australian Medical Workforce Advisory Committee (AMWAC);?

- ® the College erecting “invisible barriers’ to overseas-trained surgeons wishing to enter

practice in Australia — for example, by information booklets not being sent when

requested, interviews not being held, or multiple interviews being held imposing
 considerable costs on applicants;

the College not following or inconsistently applying assessment processes, unnecessarily

delaying and not providing reasons for, decision about whether to reco grise overseas-
trained surgeons;

-concerns raised by interested parties — and particularly by several health ministers — about
the existence of hospital training posts that have been accredited as meeting the College’s

standards alongside posts which appear to be very similar, if not identical, but which have
not been accredited;

~* the College penally marking a key exam taken by second year basic surgical trainees.

While the College has now abandoned this marking system, it appears this exam may
_ have been used to restrict the number of basic surgical trainees able to graduate to
-+ advanced surgical training; and

. —

.
Tk}:’ Australian Medical Worldorce Advisory Committee was established by Commonwealth, state and
OTY governments to calculate the number of trainee medical specialists, including trainee surgeons, required
U{B that enough specialists exist to meet community needs.
AN ' ' iv




e the string of complaints received by the Commission since it began investigating the

- College from, for example, surgical trainees, candidates for surgical training and overseas
trained surgeons, who nearly universally are unwilling to make their complaint public for
fear that the College learning of their complaint would end their chances of, for example, -
winning a place in the College training program. This almost universal requirement for
confidentiality suggests that a widespread perception exists within the medical
community that the College does not necessarily admlmster 1ts tralmng and assessment
processes in an appropriate manner. :

- The control of entry restrictions has far-reaching consequences for the Ausirahau commmnty. :
Such restrictions affect the availability, regional distribution, quality and price of surgeons’
services. The Commission considers.that the supply of such an important professional
service as surgery is too important a community issue for the selection, training and

~ assessment of surgeons to be left solely in the hands of the professmn through the College
and its Fellows. _ . _

In particular, surgeons undsrtak:mg selecnon assessment and accreditation activities possess
a conflict of interest. Requiring that surgxcal training standards, hospital training posts and
overseas-trained surgeons meet high standards generates clear community benefits.
However, unreasonably high standards inappropriately limit the size of the surgical
. professmn thereby producing higher incomes for surgeons. More generally, the Colloge s
 expertise is in surgical practice and techniques. It is therefore not well-placed to take into
- account broader community considerations such as access, distribution and affordability.

- Shortage of surgeons

The need for reform is particularly important given that evidence of a surgeon shortage is
‘now emerging. The Commission engaged Professor Jeff Borland of the University of | _
- Melbourne to examine whether the current supply of surgeons is sufficient. He found likely
.. shortages of surgeons in a majority of surgical sub-specialties including the two largest sub-
- specialties — general surgery and orthopaedic surgery. A copy of Professor Borland’s report
" isat Attachment C to the draft detenmnatlon

: In addition, a number of factors suggest that there could be a severe shortagc of sm:geons in
'-'the commg years.. These include: : '

e the ageing of the Australian populatlon, which is likely to generally Increase health care
~ demands;

_‘ . the age_ing of the Australian surgical Vprofession;

e the possibility that maﬂy surgeons are cbnsidenng retiring early. The Commission

- understands that the College recently published a survey indicating that a substantlal
- number of surgeons were considering doing this;
. the possibility that the d_emaud for Australian sﬁrgeons to work overseas will increase;

the apparent reluctance of younger surgeons, and particularly female surgeons, to work
the e€xcessive hours many surgeons have traditionally worked; and

the implementation of the Australian Medical Association’s safe working hours policy.

gam, these factors make it particularly important that unwarranted entry restrictions on



surgeons are removed and that there is greater involvement of the broader health community
in the relevant decisions. : : _

Alternative models

The Commission recognises that other alternative models for surgical training and assessment
exist. For example, dental specialists are trained either in universities or the Royal
Australasian College of Dental Surgeons. This contrasts with surgeons whose training is

controlled by the College and does not involve universities. However, governments, who
would ultimately be responsible for funding any new system, support the College continuing
to administer its training and assessment processes so long as their concerns are addressed.
The Commission also recognises the difficulties that would be faced in establishing a new
system. Moreover, the Commission recognises that the College’s processes do contribute
significantly to the high standards of surgery enjoyed in Australia.

Proposed reforms

The Commission is proposing a range of reforms to the College’s processes aimed at helping
address concerns raised by interested parties. The reforms are intended to find an appropriate
balance between the need for the College to remain substantially involved in the setting of
surgical training and assessment standards given its technical expertise, while concerns such
as those identified above are addressed. '

Broadly, the Commission is proposing the College be required to:

e establish a review, through an independently chaired committee, of the criteria for
accrediting hospitals for basic surgical training and hospital training posts for advanced
surgical training and implement such changes (if any) to the accreditation criteria as are

- recommended by the review (see Attachment D to this draft determination);

~ - & -invite health ministers to nominate persons available to participate in the assessment of

 hospitals (for basic surgical training) and hospital training posts (for advanced surgical
training); : .

* “invite health ministers to nominate any hospitals for basic surgical training and/or hospital
'~ training posts for advanced surgical training for which they wish to seek accreditation;

- - * . introduce more timely processes for assessing hospitals and hospital posts and advise

.+ health departments, area health services, applicants and the general public of the outcome
. of its decisions;

¢ establish an independently chaired committee to prepare public guidelines on how it
determines whether an overseas-trained surgeon is equivalent to an Australian—trained
8 -mgeoh (see Attachment F to this draft determination); -

 invite health ministers to nominate a panel of persons available to participate in the
. ‘88sessment of overseas-trained surgeons;

ntroduce more timely processes for assessing overseas-trained surgeons and publish

annually details of the assessment process;

y are not already, ensure that the College’s processes for selecting
surgical trainees are consistent-with the Brennan principles of trainee

vi

to the extent that the
basic and advanceq




