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REPORT FROMTHE CHAIR

All of us in the business of medicine and
health care will remember the year from
July 1991 as the beginning of the most
radical reforms of health service delivery
in this country, and also the most rapidly
introduced. Only time will tell whether
these changes settle out to be for the
public good as the politicians intend
them. Whilst health service delivery is
not a primary interest of the Medical
Council, the changes to medical practice
that will inevitably flow from these re-
forms certainly are.As a profession we
must address them now and over the
next few years.

Most of the planning and implementa-
tion of the changes is in the hands of ad-

ministrators with little or no experience

of the essential elements of the doctor-
patient consultation and zll that follows
from it.There is a fear that seif-interest or
management dictate may drive out the
sense of duty and ethical behaviour that
governs doctors, and could affect medi-
cal standards profoundly.

The profession is looking anxiously at
the changes in relation to the definition
of its duty to the individual patient whilst
working in an output driven, competitive
health service envisaged by the National
Interim Provider Board. Events and
changes in other New Zealand structures
make us recognise that there is a poten-
tial for serious conflict between the
nceds of a profit-making organisation and
the public good.

Reforms made to the old Accident
Compensation legislation have pro-
foundly affected many people and most
practitioners.The Medical Council made
vigorous submissions on matters related
to medical misadventure.As a result of
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this, and many other submissions, some
improvement in the definition of rarity
and severity was achieved. However, the
new Act markedly restricts the use of the
legislation for those seeking compensa-
tion for damage, and they may use the
disciplinary system as an alternative way
of having their legitimate concerns aired.

Last year I reported on our initiative in
relation to abuse of prescribing responsi-
bilities.This year we have begun to ad-
dress abuse of the doctor-patient
relationship, particularly sexual abuse.
After a multi-disciplinary seminar in Wel-
lington, a working party under the lead-
ership of Dr R G Gudex has been
established. This working party includes
members who are not council members
and who will bring a wide range of ex-
pertise and views to this vexed issue. We
expect to be able to make progress in
educational requirements (both under-
graduate and postgraduate) and research,
in order to understand and reduce sexual
misbehaviour, In addition, we will modify
the way complaints are received and
processed in order to assist the victims to
achieve any therapy and support they
may need.

Recertification

In my view the major current and future

issue for the council is that of continuing
asscssment of doctors on the register, in

terms of their competence for independ-
ent practice in their field of special train-
ing.

There is increasing evidence that in-
volvement in recertification programimecs
does improve patient care, as well as re-
assuring both the public and the legisla-
tors that doctors have retained their

previously attained standards of excel-
lence, The College of Obstetricians and
Gynaecologists is already well down the
recertification road and the rest of the
colleges are working towards such pro-
grammes, It appears that initially they
will be based upon involvement it ac-
credited educational programmes. Ulti-
mately some assessment will be built into
this process, but we are not at that stage
yet.

While such programmes are always
aimed at raising standards, there is a
downside, namely the identification of
doctors who are not making the grade.
The council believes that to be effective,

" and maintain a register in which the pub-

lic has confidence, it must be able to act
upon the findings of recertification pro-
grammes. This may result in the limitation
of practice licence, or its termination.

Recent public and media scrutiny of
doctors whose practice has been alleged
to be incompetent, makes it obvious that
the disciplinary process is an inappropri-
ate instrument for achieving better stand-
ards of medical practice.

To date the Medical Practitioners Act
has not been revised, despite political
promises for some five years.The council
remains extremely limited in its ability to
act upon complaints that might indicate
incompetence, and only new and appro-
priate legislation will allow it to fulfil its

proper function.

Trans-Tasman Accreditation

One of the major achievements of the last
twelve months has been the negotiation
of a relationship between the Australian
Medical Council (AMC) and its Accredita-
tion Committee, and the Medical Council
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of New Zealand (MCNZ) and the New
Zealand universities. The AMC has
changed its constitution to allow for New
Zealand membership on the Accredita-
tion Committee and assessing panels.Ac-
creditation teams will visit New Zealand
medical schools, probably not before
1995 and will report to the AMC and the
MCNZ independently. The visit is aimed
at the accreditation of our schools so that
graduates can be fully registered in Aus-
tralia for practice in Australia. This is nec-
essary because new Australian legislation
will have the effect of limiting registra-
tion of doctors to those who have gradu-
ated from a medical school accredited by
the AMC, or who have passed the Austral-
ian Medical Council registration examina-
tion.

The report of the Accreditation Com-
mittee will be available to the Medical



Council of New Zealand and provide the
basis for accreditation of schools for our
register.

There is considerable advantage to
New Zealand and its graduates if New
Zealand qualifications are portable across
the Tasman.This new arrangement with
the AMC makes post-graduate training or
practice in Australia a continuing option
for New Zealand doctors.

The close medical relationship be-
tween Australia and New Zealand was fur-
ther cemented by several MCNZ
members taking part in a Registration
Boards Seminar hosted by the NSW Board
in 1991.A second seminar, to discuss
matters of common concern, will be held
in Melbourne later in 1992.

Acknowledgment

Through the year I have been supported
by the excellent work of Ms Georgina
Jones and dedicated staff of the council
who serve you all. My thanks to them.

This report sees the end of the rela-
tively short term of Dr John Stoke who
deputised for the Director-General of
Health. His contribution has been valu-
able.

We await the ministerial appointee to
replace Dr Stewart Alexander whose
lengthy term on the council has now
ended.The council, and many of the doc-
tors, lawyers and institutions with whom
Dr Alexander has had contact, paid trib-

ute to him in a Festschrift in March of this

year. His award of the CBE by the Queen
on the-occasion of her official birthday
was a fitting tribute to his enormous con-
tribution to medicine, pathology, and
medical politics in this country over a
long and energetic career.

R H Briant
CHAIR

REPORT OF THE LAY MEMBER

This year I have been aware of three ma-
jor themes which have emerged through
the activities of the Medical Council.
The first is that as we enter into an-
other series of changes to our system of
health provision in New Zealand, issues
to do with quality control appear to be
very low on the list of priorities. The ma-
jor emphasis is on fiscal matters and a
business-oriented approach.This causes
great concerf to those of us who see
service professions and business con-
cerns as catering to different societal
needs. The principle of ‘caveat emptor’ is
alien to the underlying philosophy of the

health professions and, in my opinion, is

a dangerous attitude for each of us as in-
dividuals should it prove acceptable to
politicians and their appointees who oc-
cupy decision-making positions in the
health system.

Secondly, over recent years we have
seen a greater involvement of non-medi-
cal people in medical matters and more
information and autonomy being pro-
vided to patients. However, the power
imbalance in the doctor-patient relation-
ship has not really changed, and conse-
quently the need for clearly defined
patterns of behaviour and boundaries is
as important now as in the past.As the
mores of our society change there seems
to be a greater need for medical profes-
sionals to maintain ethical standards.

An interesting aspect of the reforms in
such areas as informed conserit, is that
the changes have occurred through the
medical profession responding to public
pressure, rather than change being im-
posed by the courts. Equally, I believe
that the present discussion concerning
sexual abuse in the doctor-patient rela-

tionship, initiated by the Medical Coun-
cil, will allow both public debate on and
greater professional awareness of this
problem.

The third area which has presented
some cthical dilemmas, and is growing in
volume, is that of unorthodox medical
care. The Medical Council has jurisdic-
tion over registered medical practitioners
only, and the general public can be quite
vulnerabie in the area of unorthodox
treatment and medicines. It is to be
hoped that when a Health Commissioner
is appointed that person will have an
overview and some responsibility for
both orthodox and unorthodox thera-
peutic procedures.

Each year there is one factor which re-
mains the same.That is, that a patient
who is seeking help and advice from a
medical practitioner usually has com-
plete trust in that individual - both for
care and confidentiality. Political fashions
and ideologies may fluctuate, but it is im-
portant that the ethical rules of the medi-
cal profession can be relied upon to
remain constant.

P Judd
LAY MEMBER



REPORT OF THE MEDICAL EDUCATION

COMMITTEE

Intern Supervisors

The committee met with the intern su-
pervisors and discussed a number of is-
sues including the nature of mandatory
clinical experience; the timeline, proce-
dures, and data base for hospital accredi-
tation visits; the requirements for
resuscitation training; the problems of
dealing with unsatisfactory interns; and
the best form of liaison and support for
the intern supervisors in their supervi-

sory role.

The role of the Medical School
Postgraduate Deans

The need for better control and direction
of the educational programmes in 7th
and 8th year has been acknowledged for
some time, A working party addressed
this issue and confirmed that there was a
need for a specific layer of interaction be-
tween the intern supervisors and the
Medical Education Committee.The broad
proposals within this report were ac-
cepted, but full implementation has been
deferred until the most appropriate geo-
graphical coverage, the financial resource
aspects, and the outcomes of the current
discussions in the Health Reforms Direc-
torate on funding for clinical training, are
known. As a first step, however, the post-
graduate deans in Auckland, Wellington
and Christchurch have been approached
to act as the resource intern supervisors
can use for their problem cases.

Resuscitation Training

The committee received a policy state-
ment on this matter prepared in the form
of guidelines for council, employers, and
intern supervisors.The recommenda-
tions cover the teaching of general resus-
citation techniques, the specific skiils
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required, the timing of this process and
the requirements for certification and
revalidation. It is suggested that the in-
terns shouid hold a valid certificate with
a six month warranty. These recommen-
dations are to be further developed and
will be finalised by the MEC in late 1992,

First Year House Surgeon
Appointments

Council has a statutory obiigation to en-
sure that all conditionally registered
medical practitioners, who are usually
7th year interns, have an appropriate
educational experience in theifr hospital
appointment. Until 1991 there were an
adequate number of posts availabie. Late
that year it became apparent that there
were insufficient hospital appointments
available for the 1991 graduating classes
from the Universities of Otago and Auck-
[and. From the expected graduation of
270 students there appeared to be places
for 239 first year house surgeons in the
1991/92 appointment year, leaving a
shortfall of around 30. It is understood
that most of these graduating students
went to Australia, with some going to the
United Kingdom. Indications for the
1992 classes suggest that there may be a
significant shortfall.

The Medical Education Committee and
council are concerned to ensure that the
present high standards of professional
competence are maintained, and that
those who enter into medical training in
good faith do have the opportunity to ob-
tain full registration.This matter is being
actively addressed, and possible courses
of action urgently considered.

J G Mortimer
CHAIR

REPORT OF THE PRELIMINARY PROCEEDINGS

~ COMMITTEE

This year Dr Campbell Maclaurin joined
the Preliminary Proceedings Committee
(PPC) following the resignation of Dr lan
St George. The legal member, Mr Philip
Cook, and the convenership remained
unchanged. Considerable assistance was
given to the committee by staff solicitors
at Kensington Swan. In particular two
young women solicitors, one of whom
has a nursing background, have been of
special value in helping to sift hospital
notes and in dealing with complainants
who have alleged sexual abuse by their
doctor. The sensitivity with which these
interviews have been conducted has

.been greatly appreciated.

Major Enquiries

The year has been a busy one for the
PPC, mainly by virtue of the lengthy in-
vestigation into the 36 complaints made
to the Medical Council from patients
who believed, after reading about the
Royal Commission intc Deep Sleep at
Chelmsford Hospital in New South Wales,
that they have been subjected to similar
therapy in New Zealand.This was a very
complex and difficult issue which in-
volved over 600 hours of work, but

which has left the committee convinced
that the patients’ complaints were based

on a misapprehension: no deep sleep
therapy in the Chelmsford sense was
used in New Zealand.

A considerable amount of time was
also occupied in pursuit of the aliega-
tions and counter-allegations over Cos-
metic and plastic surgery.

It is gratifying to report that both those
issues have now been completed in
terms of PPC investigation and determi-
nation of what charges should be laid.

Nature of Complaints

The total number of complaints this year
has been slightly lower than in the last
year or two, mainly because there has
been no new major issue comprising nu-
merous complaints. The spread of com-
plaints has changed, there being fewer
complaints in regard to misprescribing,
but an upsurge of complaints regarding
sexual harassment or sexual abuse.As in
past years patients continued to assert
that their psychotropic medication is re-
sponsible for their current state, a source
of considerable concern to the commit-

tee because of the difficulty of trying to
disentangle symptoms of disease from

consequences of treatment.

At the end of the June 1992 year the
committee workload comprised:

* four complaints of recent origin un-
der active investigation (two of which
concerned psychotropic drugs)

* a further five investigations in which a
formal Notice of Complaint had been is-
sued

+ five doctors had been charged with
disgraceful conduct and were awaiting
hearing by the Medical Council

¢ eight doctors had had charges of plrc:»-
fessional misconduct referred to the

Medical Practitioners Disciplinary Com-
mittee

¢ two doctors under surveillance for im-
proper prescribing.

During the year eight doctors have had
the complaints against them dismissed
for lack of substance. One doctor was re-
ferred to the Health Committee, and two
doctors had warning letters sent to them.
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Of the 37 files still open the remainder
represent situations which have passed
beyond the sphere of the Preliminary
Proceedings Committee but the cases
themselves were still awaiting final deter-
mination,

Complaints Procedures

There is still concern in many quarters,
shared by the members of the Prelimi-
nary Proceedings Committee, that the
complaints procedures as laid down un-
der the Medical Practitioners Act 1968
are cumbersome and often long drawn
out.This tends to make the process for-
bidding to would-be complainants, for
many of whom the need is predomi-
nantly one of clarification and explana-
tion. It is to be hoped that the new Medi-
cal Practitioners Act will expedite and
streamline the complaints process by the
creation of a separate discipline system,
hopefully with the Health Commissioner
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providing the receiving mechanism for
complaints, and also providing the bulk
of the conciliation and mediation func-
tions. The professional discipline system
would then be required to deal with
those cases in which there was prima
facie evidence of medical misdémeanour.
From close observation of the com-
plaints process over the past three years I
am convinced that no practitioner has
any reason to be fearful of the discipli-
nary process unless they lower their
standards in relation to their care of or re-
spect for patients, their communication
with patients or their relatives, or are
careless or dishonest in regard to the fi-
nancial management of their practice es-
pecially in the matter of claiming state

funds.

G FLamb
CONVENER

REPORT OF THE HEALTH COMMITTEE

The need to assess competence to prac-
tice is generally accepted, and referral
bodies are considering how
recertification can be implemented.

The council’s programme to assess
mental and physical fithess to practise is
developing satisfactorily, as the major
referrers and treating institutions come
to accept and trust the rehabilitation role
of the Health Committee.

It has been suggésted that the monitor-
ing/mentoring process (long term treat-
ment and management programme),
being developed with the Doctors Health
Advisory Service and the Censor of Reha-

. bilitation of the Royal New Zealand Col-

lege of General Practitioners, could be
shared with the colleges or referral bod-
ies while keeping outcomes confidential
to themselves.

The appropriate duration of monitor-
ing will vary with individual circum-
stances. It is evident that some doctors

are heiped by continuing contact with
the Health Committee, and the knowl-
edge that relapse will be apparent.The
committee was interested in a colicague’s
description of the satisfaction with
which he viewed his growing file of re-
ports of drug-free, randomly tested urine.
He supposed that he would choose long

term monitoring.

APC Screening

Some countries use the annual applica-
tion for the practising certificate to
screen mental and physical health. The
questions asked may relate to court con-
victions, alcohol/substance abuse, and
physical and inental illness potentially af-
fecting safe practice.

The committee is considering what
questions could be included next year in
our application for a practising certifi-
cate, and it would appreciate expression
of opinion.

HOW'I'O HEI.PA SICK OR IMPAIRED COLLEAGUE

N 0 one like's to.initiate review. ofan
- impaired colleague’ but it'is seldom in
. <’the'interest of the colleague, or the -
i;i--“{f’-"‘pubhc to wsut untll the mlpalrrnent is
"f_ﬂbvmus K

o Ifthe prublem cannot be resolved
"by discussion:with the sick doctor’s
--ff_'._’-unmemate calleagues therapeutu:

- doctor-and:family, it should be re- j
f..:ferred to. the DHAS, the medical Of- :
- ficer of health, or to the health -

.+ sereener of the Medical Council. The

- - ‘referral is treated. conﬁclenually as
s 'long as there 1s prospect of resolutlon

DI-IAS REFERRAL

Phone: (04) 471-2654 (tﬂll free)
. or write: Box 812, Wt_:l_]_mgtnn

MEDICAL OFFICER OF HEALTH
Phone or write 1o nearest area

'. heaith board or health develﬂpment -

HEALTH SCREENER

'C/ Medical Couﬂcﬂ {lf New Zealand
Phone: (04) 3847635

Fax: (04) 385-8902 |
or write; Box 9249, Wemngton
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The committee has recommended to
council that if a doctor receives more
than one Drunk in Charge (DIC) convic-
tion within a five year period, the PPC
should request a report from the police
on the amount of alcohol involved, and
then make a decision as to whether the
PPC wishes to pursue the matter, or refer
it to the Health Commitiee.

Demonstrated concern by the medical
profession for the monitoring of Htness

to practise would seem to be very much
in the interest of both the public, and the

profession, in these changing times.
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Summary of Activities

During the period of 1 July 1991 to 30
June 1992, the Health Committee (with
council where appropriate) has been in-
volved in various activities related to indi-
vidual doctors where fitness to practise
was an issue.These are set out above (see
Table 1).

R G Gudex
Convener

NEW ZEALAND REGISTRATION EXAMINATION

(NZREX)

Previous annual reports have set out in
detail the content and administrative ar-
rangements for this four part examination
which has now been in place since 1989.
The 1991 annual report in particular cov-
ered a wide range of issues related to the
examination and provided information
about particular problems which had
arisen, If any practitioners would like a
copy of that section of the report for ref-
erence it can be provided on request
from the secretariat.

Statistics for the sessions of the exami-
nation which have been conducted in the
last twelve months are set out below. The

patterns obvious from previous years re-

main and indeed the low pass rate in the
clinical examination has continued to be

a source of great concern to the Board of

Examiners and the Registration Commit-
tee.

Acknowledgment is due to Dr Gavin
Glasgow, Examinations Director, his team
of examiners at both Auckland and Wel-
lington Schools of Medicine and their ad-
ministrative assistants, as well as the
Board of Examiners, for the careful way
in which this examination is adminis-
tered. Dr Glasgow has been assisted in
Auckland by Dr John Kolbe who has
taken a major responsibility for arranging
the clinical examination. Dr Kolbe has
now resigned from the Board of Examin-
ers and his place has been taken by Dr
Ernest Willoughby. He is to be joined by
another nominee of the University of
Auckland School of Medicine.The two
nominees of the Wellington School of
Medicine on the Board of Examiners are
now Professor Eru Pomare and Professor
John Hutton whose experience is invalu-
able. Administrative secretaries Mrs Jenny

Hargrave and Miss Denise Fabian make a
particularly important contribution to
the smooth running of the examination
programme. Despite the quality of the ad-
ministration, there are of course always
aggrieved candidates, but every attempt
is made to answer their questions or
those of their agents and to be fair to all
who participate in the process, which
can be stressful.

Despite allegations to the contrary,
NZREX is not designed to limit entry by
overseas trained doctors to the medical
workforce. Its sole purpose is to ensure
that the performance of those coming
into the workforce who have not quali-
fied in Australia, United Kingdom, Eire,
Canada or South Africa, is at a compara-

Table 2

SCREENING EXAMINATION (FOR
TEMPORARY REGISTRATION)

NZREX PART I | PART I | Screening.
= | Examination.
Overall
NOV 1991 L
 Candidate atternpts 38 (10)( 50 (15) 60
No. of passes: o
Attempt 1 25 11
Attempt 2. 5 | 7
Attempt 3 0 5 .
No.of passesoverall 30 | 23 | 44
Pass rate overall - 79% | 46% 73%

' ; MAY 1992 -
.Candldatf: attempts  30.(8) | 43 (21) 52
‘No. of passes
Attempt 1 15 11
Attempt 2 4 1
-Attempt 3 ] 1
No. of passes overall 20 13 28
Pass rate overall 67% 1 30% 54%

Note: { ) repeat candidates included
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bly high standard to New Zealand gradu-
ates. |

The objective of the examination is to
establish that overseas trained doctors
have the required knowledge and clinical
competence for the safe practice of medi-
cine under approved supervision in New
Zealand.

The standard of the examination is de-
fined as the level of attainment of medi-
cal knowledge and clinical skills
corresponding to that of newly qualified
graduates of New Zealand medical
schools who are about to recommence
intern training,

Review of NZREX and proposed
change to council examination
and registration policy for
overseas trained doctors

The examination has been under con-
stant monitoring but a major review was
carried out between March and June
1992, As a result of this review council
has proposed changes to the examination
and registration policy.These changes are
set out below.

The following are the reasons for the
changes council has resolved to make in
1994, or earlier if the new Medical Practi-
tioners Act is brought into effect in 1993:

* Employers, the profession at large,
consumers and the council are increas-
ingly concerned that the standard of
knowledge and performance of overseas
trained doctors permitted to undertake
clinical employment, while preparing for
the council examinations, was often be-
low that expected of New Zealand gradu-
ates. The quality of patient care was
compromised.
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Table 3
EXAMINATION FOR PROBATIONARY
REGISTRATION
‘NZREX. .- . PARTIN | PARTIV |Proceededto’
oo sl T o Probationary
N AR 5 -.~fRegistrat1an

e Junason m;_:?i‘ggl e

Candldata atl:ampts 45(15) 34;{31_;32)-'_.1-. o -
Na afpaaaes o e
mtempt 2. e 9 [ S AP T
‘Attempt'3: T I '.; .'_,_: o
“No: of paaaaa mrerall 22¢ 'rf".- d2 et 12

Paaa fate avarall | ‘49:%-:5 SF35%. |

SR FEBI992I MARI?BE:LI'-
Candidate attempts 3?(21) 31(14)

' No. of passes:. . -

Attamptl _- .1[)_ '5

Atempt2 o 4030

Attempt3 - . 3 | 4 T
No.of passes overall - 17 | 12- - | 12
‘Passrateoverall - 46% | 39% |

Natas ()rapaat candrdataa included -
| claar passes. aan,r | .

* Decreasing need for immigrant doc-
tors to fill hospital posts no longer justi-
fies broad interpretation of the Act as
proved necessary during the particular
employment situation which prevailed in
the second half of the 1980s.

* The smaller numbers of candidates
now presenting makes feasible a return
to a more searching type of examination
with less reliance on multiple choice
questions, which are gradually being re-

duced in the medical schools’ under-
graduates programmes.

* The streamlined programme pro-
posed (which includes only one written
examination on medical topics) will be
less stressful, in terms of preparation and

financial burden, for candidates. How-
ever, it will achieve the same object of as-
sessing the candidates theoretical and
practical knowledge across all disciplines
necessary for the practice of medicine
under supervision in New Zealand.

New policy
Council is moving towards the imple-

mentation in 1994 of new policy which
will require overseas trained doctors not

otherwise eligible for registration in New
Zealand to pass all segments (English,
written and clinical) of the New Zealand
Registration Examination (NZREX) be-

-fore commencing any form of medical

employment or practice in New Zealand.

Certificates of probationary registra-
tion (or the equivalent) will be issued to
successful candidates who submit the
necessary registration documentation
and fees.

Table 4

NEW ZEALAND AND OVERSEAS GRADUATES ON THE NEW ZEALAND REGISTER
at 30 June 1992

New Zealand 8% —— [ . | II

Such registrants will be required to
complete at least twelve months satisfac-

tory practice under supervision approved
by council, before applying for full regis-
tration as a medical practitioner.

Revised composition of
examination

The examination will be streamlined to
include three parts only.

- English (similar to the present
NZREXI)

- Written (similar to the present
NZREX III)

-~ Clinical (similar to the present
NZREX 1V)

The English and written parts will
continue to be offered each year in New
Zealand, Singapore and London in May

UK and Eire 19%

India 1%

Sri Lanka 1.5%
Canada 2%
South Africa 3%

Australiz 3%

w4 — Other Countries 2.5%

Total on Register 10331
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Table 5

Administrative Costs 10%

Examiners Fecs
and Expenses 7%

and November.The clinical part will be
offered in March and August in New

Zealand only.

Temporary registration
Temporary registration will be strictly
controlled and certificates will be issued
only to those visiting New Zealand for
short periods to give or receive post-
graduate instruction. Council expects to
phase out during 1993 the existing ar-
rangements whereby temporary registra-
tion is granted on the basis of a screening
examination only. Once the content and
effective date for the new Medical Practi-

tioners Bill is known, a more specific
timetable will be published.

Transition

Transition arrangements will be designed
to deal fairly with those who are already
working in New Zealand on temporary
registration, while preparing for NZREX
Parts III and IV or college fellowships. In
the coming months the Registration
Committee will review the files of all
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EXAMINATION FUND EXPENDITURE
at 31 March 1992

Centre Costs 8%

£ ——Honoraria and
Board of Examiners Fees 15%

temporary registrants part way through
cxamination or advanced training re-
quirements, and specific ifistructions will
be given to each on any steps necessary
to comply with the proposed registration

regime.

Exemption

Rules under which applications for ¢x-
emptions might be considered when the
new examination regime is in place will
be developed and published early in
1993. Appropriate provisions will be re-
tained to provide limited registration for
government sponsored trainees or over-
seas trained doctors who meet the crite-
ria for vocational registration in medical
disciplines but do not have registrable
basic qualifications.

Candidate information

A new edition of the candidate informa-
tion booklet, which will cover all parts of
the examination, is in preparation and
will be available from the secretariat from
mid September 1992.

Timetable

The timetable for examinations in
1992/93 remains as previocusly:

NZREX I and II November 1992
NZREX I and II May 1993
NZREX 1 and II November 1993
NZREX HI February 1993
NZREX IV March 1993
NZREX III July 1993
NZREX IV August 1993

Councii reserves the right to vary this
timetable to render it compatible with
the implementation of new legislation
concerning registration of medical practi-

. tioners, or to introduce the new NZREX

three part regime.

Georgina Jones
SECRETARY
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REPORT OF THE SECRETARY

An important outcome of having to write
a section for the annual report is the cata-
lyst it provides to review and reflect on
the year, and what the purpose of all the
activity in the secretariat has been.There
are times when we do wonder! And no
doubt some of you do too.

As I see it, we have three main “cus-
tomers”: the public, the profession and
the council (and committee) members
themselves. Each relationship is different
and calls on particuiar skills and knowl-
edge. In a small office, swapping be-
tween roles may be necessary many
times in one day, in the continuous cycle

of administrative policy and procedures.

Council and committees

General council meetings are sched-
uled on alternate months, with at least
one week for disciplinary enquiries put
aside in the intervening months. Some-
times an individual hearing takes more
than the week allotted.

Council has met on general business
on 13 days in the last year. Meeting agen-
das are structured under the headings of
General, Finance and Management, Edy-
cation, Registration (including examina-
tions), Health, and Discipline and fre-
quently run to more than 400 pages.
Under the heading "General” items con-
cerning health reforms, act revision, data

collection, overseas liaison, and particu-
larly ethics, come to council attention.

Members of the profession and the pub-
lic, and indeed other professional groups
in the health sector, are turning to coun-
cil for information and guidance, which it
attempts to provide or else refer to more
appropriate sources.

The committee structure has increas-
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ingly been utilised, to cut back time
spent by full council on “nuts and bolts.”
Registration (and its subcommittees)
meet monthly, as does Finance and
Management. Health Commitiee
meets bi-monthly, although there are fre-
quently urgent matters which need to be
dealt with in between, and this is often
accomplished when Health Committee
members are together at disciplinary
hearings.Teleconferences are used where
practical, particularly by the Registration
Committee and the Board of Examin-
ers (who meet after each session of the
examination, normally six times a year).
The Medical Education Commiittee has
met twice and meetings have also been
called with the intern supervisors. Coun-
cil has met with general managers, medi-
cal officers of health, the Council of
Medical Colleges and also, in small
groups, with representatives of various
referral bodies. Similarly the Health Com-
mittee has met with representatives of
the DHAS, treating hospitals, and medical
students, in addition to regular inter-
views with monitored doctors and, if ap-
propriate, their spouses. In total 18 days
have been allocated to committee and
special meetings.

Executive support for council and
committees has been strengthened by
new appointments in the last few years
but there is a continually growing de-
mand for this expertise. Shortage of of-
fice space is causing some problems with
workload management. Considerable ad-
ministrative assistance is also required for
council initiatives, such as the develop-
ment of guidelines for the profession in
various key areas of practice or ethics:
Biotechnology Revisited, Sexual Abuse

in the Doctor-Patient Relationship, and
follow-up of Strategies for Action on the
Misuse of Addictive Prescription Drugs,
launched in 1991.The occasional help of
medical school administrative officers
and Dr Briant’s practice secretary has
been valuable.

In view of the council’s aim to act
positively to enhance the quality of medi-
cal practice, other projects of this type
will be launched in future, particuiarly in
relation to the new Medical Practitioners
Act.A projects officer has been ap-
pointed to manage these activities, and
the talents of our public relations execu-

- tive will increasingly be drawn upon.The

appointment of a tribunals officer to pro-
vide administrative support for the coun-
cil'in its disciplinary mode has proven

very worthwhile. This appointment is on
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a contract basis, until April 1993 at this
stage, so that any changes brought about
by new legislation can readily be accom-
modated.

The profession

Most individual customers in the profes-
sion have infrequent contact with the
secretariat. However, in the past year
staff have been involved in about 24000
computer transactions, correspondence
(15000 inwards and 32 000 outwards)
and phone cails, the latter too numerous
to count! Every effort is made to respond
promptly and accurately.

Once again I remind all doctors on the
register to keep addresses up to date and
to have a current APC if practising within
the terms of council policy (see box).
Government funders are monitoring the

S R COUNCIL POLICY |
; on tbe Teqm'rementf? pr zssue of annual pmctzsmg certy’z’mte
f (jm clud m,g __j'ayme;'zt of disc@l ine. Zew ) is. |
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] "
' ‘--.I.
-'" b

medical capamty

(b) pr¢scr1bﬂ treat or glve advtce (111 a one tﬂ (}nﬂ I'Elﬂtlﬂﬂﬁhlp) in a

2 Teachmg ancl/@r rf:search wh1ch does Hﬁl' 1nvolve an}r of thE above L F

- __:-;j_actmtms is exempt
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ﬂffﬂﬂgﬁm*?ﬂts fﬂr thnse practzsmg less than full tlIIlE L
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registers much more closely in this com-
petitive output oriented environment
and privileges are being withdrawn (and
refunds demanded) if doctors claim ben-
efits while unregistered. Unregistered
practice is not only illegal but now ex-
pensive - please take steps to ensure you
are not in this group.We have recently
begun publishing in the New Zealand
Medical Journal a list of the names of
those about to be removed from the
Medical Register (because they have
failed to notify an address at which they
can be reached) - we hope that this will
reinforce for practitioners the need to
keep their file with the council up to
date at all times.

If practitioners have any queries about
registration (including the rules for over-
seas trained doctors), education require-
ments, impaired, incompetent or unpro-
fessional practice, conflicts between
doctors, ethical dilemmas or other con-
cerns, secretariat staff and councii mem-
bers are very willing to answer them or
seek solutions through other channels.

The public

Regrettably the customer group I label
“the public” frequently only sees the
council in a negative way when com-
plaints and disciplinary matters are¢ in the
headlines, Changes have been made to
render the statutory requirements as uscr
friendly as possible but by their very na-
ture they are currently rather restrictive,
and certainly formal, and therefore daunt-
ing. Council’s recent positive initiatives
are very much in the public interest, and
better handling of communications when
major enquiries have been concluded are
slowly breaking down the perception of
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Table 6 WORKLOAD INDICATORS
Year em:led Year El‘ldﬁd -.
3UJ“ﬂE ~.30 June
e o L1991 - - 1992
Provisional Certificates: . -~ 703 590"
- Conditional Registratinn S N279 243
“NZ-graduates - - o RTL  AY
-OS graduates. - . - 8.2
- Full Registration ~ = . e
QS graduates ~ .- .- 3700 . 298
‘Restorations . . .00 el
NZ graduatts LT s 23
OSgraduates - . - .29 - 220
Temporary Certificates:.. -~ .= . =
‘New certificates .. - | _-.-'101; 106
Extensions - . "'___'_2'?3‘_ . 315
‘Probationary Cerﬂficates. : B
-New certificates . | 38' 64
“Extensions. o 14T

. Conditional to Full Regmtratiﬂn 2710 - 248"

Probationary to Full Registration - _3_.7._ S

“Additions to Specialist Register 136 -~ 154 -

- Additions to Indicative (GP) Register 30 . 15
: Modifications to NZ Med:cal Register- o

"Changes of address - 2?34 . 2823_"{
.Changes of name =~ . . 19 © 22
“Additional qualifications - ,f-’ RS 428 356:_
Suspensmns or variations . -+ 9_-’_ Ly
Deaths © . T 3 49
Discipline. - -7 0= 20 0 02
“Failure.to notify addrf:ss 118 162
Non:resident uverseas graduates _j o= L2330
CAtownrequest .- .- 43 53
_Annnal Practising. Certrficates -701’5 - TII0
Certificates of Good Standing 443 2550
“Certificates of Registration.’ 156 1087
‘Receipts Yssued (exclAPCs) =7, 2900 2639
ol Computer Tinscions 17755

council as merely a self-interested protec-
tor of the profession, Its statutory role is
quite the opposite, although in the long
run the interest of the public can only be
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served by a profession with the highest
possible standards.

Perhaps because of the higher profile
of the council in the last year, consumers
are now turning to the secretariat for ad-
vice on a variety of issues, such as patient
records, after hours and emergency care,
notification of possibly impaired or in-
competent doctors, concerns about
some aspects of the practice of medicine
(for example, the management of psychi-
atric illness) and, as a last resort, when
longstanding unresolved grievances with
other institutions in the health sector
have driven them almost to wits' end.A

- Health Commissioner would obviously

have an important place in handling such
problems.

Personnel and premises

I attempt to accommodate new demands
without always requiring additional re-
sources. Over the last twelve months
every member of the secretariat has been
asked to produce more without sacrific-
ing quality and I am very pleased to say
that this has been achieved in an excel-
lent atmosphere of cooperation and dedi-
cation.

To enhance the quality of service by
the secretariat on present workload and
prepare for the transition to, and imple-
mentation of, new requirements and pro-
cedures in the new Medical Practitioners
Act, training has been increased and total
quality management principles are to be
introduced.To this end we are attempt-
ing to measurc performance on a number
of parameters and have the benefit of ac-
cess to a self assessment instrument for
medical boards developed over two years
by the Federation of State Medical Boards

of the United States of America. Regular
meeting and sharing of problems and so-
lutions with the registration boards in
Australia, and written communication
with comparable bodies in the UK and
Canada after earlier personat visits which
established contacts, are invaluable in the
lifelong process of continuous improve-
ment, Cross-fertilisation with the Dental
Council, for which the secretariat also
work, is another catalyst for change and
development in the best interests of all
parties.

The complex and exacting task of sec-
retary to the Medical Council would be
quite impossible to execute without the
full ¢ooperation of staff, counicil mem-
bers and others with whom we must in-
teract. Such cooperation and support is
given at all times, for which I am very
grateful, and together I believe a good job
is being done even within some con-
straints which are beyond our control.
Your contribution is important tco.

Georgina Jones
SECRETARY
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REPORT OF THE MEDICAL PRACTITIONERS

DATA COMMITTEE

The 1991 statistics complete tweity
years of annual workforce surveys issued
by the Medical Council (and processed at
the University of Otago) in association
with the renewal of annual practising cer-
tificates,

Information is availabie from two
sources:

* the NZ Medical Register

* workforce survey information.

Lists of practitioners names, derived
from information contained in the medi-
cal register, are readily available. For ex-
ample, the names of those who hold a
current practising certificate and with a
current New Zealand address in the regis-
ter, are easily obtainable. A fee is charged
for this service.

Workforce survey information is han-
dled differently, in that groups wanting to
send material to practitioners engaged in,
say primary care, must forward their ma-
terial to the University of Otago where it
is addressed and distributed. However,
the identity of those who receive the ma-
terial is not released to the groups mak-
ing the mailout requests. A fee is also
charged for this service.

There is an increasing number of re-
quests from professional bodies and indi-
vidual researchers who require access to
medical workforce data. They may re-
quire statistics from the most recent sur-
vey, or comparable statistics from several
surveys. The Department of Health publi-
cation, New Zealand Medical Workforce
Statistics 1987 and 1988, became avail-
able in June 1990.The department pub-
lished a few statistics from the 1990
survey in T'be New Zealand Health
Workforce 1990, which became available
in December 1991,
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1991 Medical Workforce Survey

Around 8400 questionnaires were sent to
conditionally or fully registered doctors
with a registered New Zealand address.
This survey counted 6570 doctors as ‘ac-
tive’ in medically-related work in New
Zealand as at June 1991, and working
6111 full time equivalents.A practitioner
fully employed is counted as 1.0 full time
cquivalent, and those working less than
full time have their full time equivalents
calculated based on 4 hours being 0.1 full
time equivalent. Doctors with temporary
or probationary registration are not in-
cluded in the workforce and do not ap-
pear in these statistics.

Each active practitioner is grouped
into one of the seven categories indi-
cated in table 7, based on the type of
medical employment at the main work
location. The figures in table 7 indicate
the number of active practitioners work-
ing mainly in each of the seven groups.
Somie practitioners also undertake work
in a category other than that which is in-
dicated here, For example, a general
practitioner who also has a part time
MOSS appointment is included in the
general practitioner count if the hours -
worked as a GP are greater than those
worked for the MOSS appointment. For
cach of these categories, the count of ’
those doing some medical work in a par-
ticular category would be higher than in-
dicated in table 7.

The 1991 active workforce is an in-
crease of 3.6 percent on the 1990 count
and 14.3 percent since 1986.The number
of active New Zealand graduates has in-
creased by 10.3 percent since 1986.
Overseas graduates account for 29.7 per-
cent of the 1991 workforce, compared to

Table 7 NEW ZEALAND MEDICAL WORKFORCE 1991
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Table 8

Anaesthetics

Dermatology
Diagnostic Radiology

Internal Medicine

Obstetrics and
Gynaecology

Ophthalmology
Paediatrics

Pathology

Psychiatey

Surgery

Community Medicine
Otolaryngology
Radiotherapy
Orthopaedic Surgery
General Surgery

Urology

AGE DISTRIBUTION OF SPECIALIST WORKFORCE 1991

60 70

10 20 30 40 50
ool Percentage of practitioners in each specialty under 44 years of age

SENCRSEE  Percentage of practitioners in each specialty under 49 years of age

27.1 percent in 1986.The 1991 specialist in the 30-34 year age group, compared
workforce count of 2021 is an increase of with 379 in the 55-59 year age group, and

3.5 percent compared with 1990, and
11.1 percent since 1986.The general
practitioner count is an increase of 4.9

1244 over 54 years of age.Analysis of the
age distribution of the specialist
workforce by main specialties shows

percent on the 1990 count,and 19.1 per- considerable differences between

cent increase since 1986. House officer

specialties (see table 8). Some specialties

numbers show a small increase on 1990  have a high proportion of doctors in the

after small decreases each year since

younger age group than in the older age

1987. Registrar numbers have continued  groups.This may be desirable in a ‘short-

to increase.

1234 of the 6570 active doctors were
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age’ discipline. Alternatively it could be
of concern if there is an imbalance, with

a greater number of younger specialists The 1992 questionnaire was designed

coming through than are required to re-  with the assistance of the Department of

place retiring doctors. Health to satisfy their requirements for
The number of women doctors in the 1992 medical workforce statistics. Conse-

active workforce increased by 120 since  quently, some of the statistics derived

1990 to 1636,whereas the number of from the council’s medical workforce

men increased by 111 in the same pe- surveys before 1992 will not be available

riod. 45.4 percent of the house officers from the 1992 questionnaire.

in 1991 are women.The increased pro-

portion of women medical graduates dur- J G Mortimer

ing the last decade is being reflected in CHAIR

the increased numbers entering various

disciplines.

1992 Medical Workforce Survey

Almost 8500 questionnaires have been
issued - approximately 100 more than
for the corresponding period in 1991.

NEW ZEALAND MEDICAL REGISTRATION INFORMATION

Table 9
at 30 June 1992

RS T-:j't_gl pi'a;:titiuﬁers_.ﬂn régistér- - 0 - | | 10331

8 L _Tgf_ﬁl -'pt%at:ti_ti'c:_liefs with pfaétiSing certificates - - 7170
. ."__.'_".Ténﬁ:iﬁfa:y'fé_gistfa'nts_-_ Gl . L 184

. New p_fﬂbatiﬂtiary régiStrantS 64

e Names -re.mgve.ci from register (various) 450

Practitior_lérs_deceaseﬂ. . . | 49
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REPORT OF THE REGISTRATION COMMITTEE

our own graduates, no such requirement
is demanded of overseas trained doctors.

Medical Practitioners Act will no doubt
bring further adjustments.

short periods. This group has not been

This is a hard working committee which
required to sit the NZREX examinations -

meets monthly to discuss, often in great
depth, individual cases and applications
for registration in New Zealand including
those from our own graduates here and
abroad, as well as overseas trained doc-
tors.

The examination of the credentials of
doctors wishing to practise here is a ma-
jor part of the council’s work of assuring
the New Zealand. public of the quality of
those entering medical practice.The
council, and in particular its Registration
Committee, has only that function - it

has no remit to take workforce predic- - ;;:f:?? f‘f;'ﬁlﬂﬂd MOve;seﬂs T tﬂ read}f‘passed an Equivalent Or more eclg.e and culture, to the advantage of our
tions or requirements into account. Fur- —— En Qm?f __ ._"'E‘n.. umm - _5 EXECH_H § cxamination. . Society.
thermore, it has no remit to cultivate the ggﬁﬂg;;ﬂ . B_..- . 3 | 7 . [] - :__;1_8: .. Policy am.:l procedures for asse§sxng
xenophobia that would allow New Zea- . * ppogicio - - s R 1 | overseas trained doctors are continuously M 5t E?eorge
land graduates favourable consideration Dermatology <~ 0. 0-] - | I ol o1 rewe‘-a?red and changes are I'IlﬂdE.‘ when ap- CONVENER
ahead of overseas graduates. Its only task . Diagnostic+ .~ . B . propriate.The eventual arrival of a new
is to ensure that those who do wish to - Radiology . -~ 3 . 1.2 1. 7
practise in New Zealand have achieved a . S¢tneral Practice” 7.0 | 4™ 4 115
_ _ ‘Gynaecology = 0. 0. | 0 0. 0 .

sufficiently high standard to do so. nternal . I S

On the other hand, Y{}uﬂg overseas f;"aglﬂdif.i_ﬂﬂ_ | 13 3 - 13 N é - 33 . REPORT OF THE SPECIALIST REGISTRATION
trained doctors aspiring to practise here ;:f'{jb:;:g;z:_&-_ B R B SUBCOMMITTEE
should not be favoured over our own _Gynzecology - 1°- -0 | 47 3| 8§ S— - e -
graduates. Whereas New Zealand gradu- - Ophthaimology * 5~ 0 | "1 =70 | 6~ As at 30 June 1992 there were 2477 prac-  specialist eligible by virtue of acceptable
ates must pass clinical and theoretical ex-  +Orthopacdic. © - =7 titioners on the New Zealand Register of  higher qualifications.
aminations before conditional registra- bSﬁ:_g;:y'- | 8. 1-_?. 0 1 - ) : Specialists (this figure includes 54 with As indicated in the last annual report, a
tion; overseas graduates (at present) need : P;g d?;fr?:%: oY . ; - ? - ; | g 12 N dual specialist registration). mechanism has been developed for the
only pass theoretical examinations with- — pporeer - 37 1 |73 17| g Although there has been a continuing  clinical assessment of overseas trained
out any clinical component, and may “Psychiatry - 5 2 | 13 0| 20 flow of applications from New Zealand  specialist doctors whose higher qualifica-
then begin as temporary registrants in su- ‘Radiotherapy . - 0~ 0 [ "2 "0 | 2~ graduates, there does seem to have been  tions do not quite meet the criteria laid
pervised positions. When they have CGardiothomacie. sl a diminution in the number of applica-  down.This has been developed in asso-
gained sufficient clinical experience in Ggﬁfffgmgm :1,- g ; - g [ 1? tions from overseas trained doctors, ciation with the colleges as the council’s
New Zealand they then sit the clinical ex- Neurosurgery -0 0 | -0 07| 0 particularly from couniries whose basic  referral bodies. Several doctors in differ-
aminations and undergo a probationary  “paediatric Surgery 0 - - ¢ 0. ¢ -] 0 qualifications are not recognised in New  ent parts of New Zealand are presently
year, before becoming registered here. '_-’ Pla_,st_it Surgery 0 0 f 070 7 0 Zealand.This may well stem from the dif undertaking such a programme of assess-

Furthermore, there is a perception ﬁ'ﬁéﬁﬁﬁii@ | g ;ﬂ] é ._ g | | é ficulty of obtaining full registration: ment, and this new development will en-
that while we regard sensitivity to New e e either by taking the New Zealand Regis-  sure that there is flexibility in the system
Zealand cultural matters as essential in Total 7 W 6T i tration Examination, or by being declared for recognising overseas specialist qualifi-
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There is a very small group of tempo-
rarily registered doctors who come here
as sponsored trainees, generally from
Third World countries and as part of an
overseas aid programme and only for

Table 10

NEW REGISTRANTS
IN VOCATIONAL DISCIPLINES

1 July 1991 to 30 June 1992

not because the exam is judged to be too
difficult for them, but because they are
here for specific postgraduate training in
specific disciplines for short periods, and
are often bound to return to their own
countries.

Others who have recognised specialist
qualifications (including such qualifica-
tions in general practice), and who have
evidence of an ability to speak English
well, may be exempt the NZREX exami-
nations on the basis that they have al-

The council has to work within the
Medical Practitioners Act in addressing
these issues, though it is permitted some
flexibility in its registration procedures in
order to adapt to changing employment
conditions, Its task is to assure New Zca-
landers of the highest standards of medi-
cal care.To this end it will ensure that
overseas trained doctors of high calibre
will continue to compete for practice po-
sitions in New Zealand, and will continue
to bring injections of overseas knnowl-
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Table 11

NEW ZEALAND REGISTER OF

SPECIALISTS
at 30 June 1992

“Anaesthetics 18 |- 4 ] 275
“Commuaity o oL [0 o T
~ Medicine -~ 11, .. F 3 [0 155
“Dermatology - L. § o1 - 41
“Diagnostic - S b 0T
Cadology 7| 7 | st
Gynaecology -~ 0~ 0 | Lo
- Internal Medicine 35~ [~ 9 |- 453 ..
‘Obstetries = .- 0 |0 1
“Obstetrics & ol e
. Gynaecology . & 4 .2 188
Ophttialmology . 6. 2 .9

- Orthopaedic .~ . - ST
- Surgery 7o -9 4 129
Otolaryngology .- - 3~ | 17, 90 -
-Paédiatrics - 140 =] 3 0 {0 144 7
Pathology .8 |1 18
Psychiatry- - .20 | & - | 238 .
: -Radi'mﬁ'gf_ﬁp}r 2 | - g S 5 3
* Cardiothordcic ~ - .| bl

- Sirgery 2 023
‘General Surgery  “ 1. | 7 .o | 228
‘Neuwrosurgery “ - 0 foo00 | M
CPaediatricc - - b o T

Surgery . 00 Tp T 0. | 4
. Plastic Surgery. 0 - 027 e
‘Urology .~ o1 R R DR S
" Venereology ™ <. 0.+ 1 v b =170

cations, if people measure up to the local
assessment of competence in their par-
ticular ficlds. The criteria to be applied
were finalised in December 1991, but it
will be another twelve months or so be-
fore sufficient experience has accumu-
Jated to indicate the success, or
otherwise, of this new development.
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Three new disciplines have been ap-

. proved, in principle, for inclusion in the

list of specialties on the Specialist Regis-
ter. These are Emergency Medicine, Oc-

- cupational Medicine and Rehabilitation

Medicine.This follows submission of in-

" formation on education prescriptions,
", the establishment of appropriate training

programmes, examination requirements

- and mechanisms by which advice can be
.- given to the council. When requirements

are finalised council will apply for these

~ disciplines (and their appropriate qualifi-

cations) to be gazetted.These new sec-

. tions of the Register of Specialists will

- then be opened for application by appro-
.+ priately qualified practitioners.The rec-

© ognition of venereology as an independ-

ent specialty is on hold while the new

- Australasian College of Venereologists

reaches the point where its qualification
can be accepted as equivalent to other

& recognised specialist qualifications.
11, When this point is reached this section of

the register will also be reopened for ap-

s plication by appropriately qualified prac-
.. titioners.

C HMaclaurin

L 1 CONVENER
Ty

REPORT OF THE INDICATIVE REGISTER

(GENERAL PRACTICE) SUBCOMMITTEE

The majority of suitably qualified practi-
tioners are now on the Indicative Regis-
ter. New applications are limited to
doctors who have obtained membership
of the Royal New Zealand College of Gen-
eral Practitioners, have been five years
qualified and have been at least three
years in general practice; or to overseas
doctors coming to work in general prac-
tice in New Zealand who have member-
ship of another approved academic
College of General Practice overseas,
with equivalent training and entry crite-
ria.

With changes in the health services,
and the expected arrival of a new Medi-
cal Practitioners Act, it is advisable that
all doctors who qualify under the above
criteria have their names placed on the
register. It is possible that in future pur-
chasing agencies may refer to the register
when considering proposals from intend-
ing providers of primary care.

A few applications are still being re-
ceived from practitioners who have
passed Part I only of the RNZCGP exami-
nation.This is not a sufficient qualifica-
tion as the criteria demand membership
of the college.

Another misapprehension is that entry
to the Indicative Register, under the ini-
tial entry prior to April 1990, entitles the
doctor to use the qualification
MRNZCGP.This is not so, unless the ap-
propriate requirements for membership
of the college have been met.

Reasons for applications being de-
clined in the past year have been:
» Jlack of evidence of training for
general practice
« insufficient experience on general
practice

e applications from doctors who are
not at present working in general

practice

applications from doctors who are

working overseas

~ applications from doctors who are
not confining their practice to gen-

eral practice.

Table 12

GEOGRAPHIC DISTRIBUTICN OF

DOCTORS WITH APC ON INDICATIVE

REGISTER (GENERAL PRACTICE)
at 30 June 1992

North Island

o Oy
| WhHangarei 49 4
Auckland 415 32
Hamilton - 90 7
Thames 12 0.8
Tauranga 65 5
Rotorua 22 2
Gisborne 14 1
Napier/Hastings - 50 4
- New Plymouth 36 3
- Wanganui - 15 - 1
' Palmerston North 60 -5
- Masterton | - 10 0.7
Wellington 153 12 .
‘South Island - - |
~ Nelson o 25 2
Blenheim 6 1
“Westport 2 01
_Greymouth 4 0.3
Christchurch 148 11
Timaru = . .11 . 0.8
. Oamary 4 0.3
Dunedin 68 . 5
Inyercargill 24 2
TOTALNORTH ISLAND 991 . 77
TQTAL SOUTH ISLAND - 302 23
Total 1293 100
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All correspondence concerning the In-

dicative Register should be directed to:
The Convener

Indicative Register (General Practice)

Subcommittee
Medical Council of New Zealand

PO Box 9249 Courtenay Place
Wellington

il

and not to the Royal New Zealand Col-
lege of General Practitioners.

There are at present 1362 doctors on
the register.

M M Herbert
CONVYENER

REPORT OFTHE COMMUNICATIONS
COMMITIEE

Following the appointment during the
year of an executive officer with public
relations skills, the committee was able
to re-define the role of external public
relations consultants. These now concen-
trate on ‘crisis management’ of specific
individual projects, and media training.
The staff member has responsibility for
on-going public relations advice, and for
the production of the council’s newslet-
ter, MCNewZ, which helps the medical
profession gain greater knowledge of the
role and work of the council. Feedback
from the profession has been valued.

The Communications Committee re-
mains concerned about both the public
and the profession’s perceptions of coun-
cil, and recognises that more needs to be
done to improve understanding,. It is
hoped the staff member’'s public relations
role can be expanded in the coming year.

In the meantime, a two-way commuii-
cation is developing between members
of the profession and council, through
the MCNewZ newsletter. For about $2.50
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a year every practitioner in New Zealand
receives council's news and the views of
fellow practitioners. A small number are
sent to interested parties, including mem-
bers of parliament and the media.

Feedback to date suggests that the
newsletter is providing a valuable serv-
ice. However, we recognise the need to
monitor response and to seek out opin-
ions, suggestions and ideas.Therefore, a
simple survey will be carried out in the
near future. Then we shall assess, review,
and make any changes needed.

The committee believes there is a
growing need for the concerns of the
profession, and the council’s role, to be
acknowledged as promised health re-
forms are implemented. No doubt prob-
lems will emerge, but the committee is
confident the council will be able to re-
spond swiftly and appropriately.

JA Treadwell

CONVENER

REPORT OF THE FINANCE AND MANAGEMENT

COMMITTEE

This report covers the period 1 July 1991
to 30 June 1992, although the financial
statements included with it cover the fi-
nanciai vear 1 April 1991 to 31 March

1992.

Taxation

Council has paid provisional tax for the
year under review. On advice from our
raxation consultants an appeal to the
Taxation Review Authority has been
lodged and, in addition, application has
been made for the Medical Council to be
declared a charitable organisation under
the appropriate section of the taxation
legislation. There also remains a possibil-
ity that specific legislative provision de-
claring the council tax exempt may be
forthcoming. In the meantime tax has
been paid and no arrears have been in-

curred.

General council operations

Income for the year is reduced overall.
This resuits from a reduction in registra-
tion fee payments and from a lower inter-
est income from funds held on deposit.
No adjustment was permitted in registra-
tion fees for the year under review. In
particular, a fee to cover the shift from
conditional to full registration was de-
clined.This fee would have matched in-
creased costs in the supervision of
conditionally registered graduates. It 18
also possible that a number of graduates
from New Zealand schools are finding it
necessary or desirable to do their condi-
tional year elsewhere and not all of these
return to the New Zealand register.
Appropriate administration fees have
been charged for services rendered to the

Dental Council and to the Discipline and
Examination Funds.The increase in ad-
ministration expenses overall has gener-
ally been within the budget and is less
than eight percent. Attention is drawn to
increased expenditure in public affairs,
which includes both training of staff and
members called upon to make public
statements, and advice as required from
public relations consultants.

A special project on Biotechnology
was commissioned from the Bioethics Re-
search Centre at Otago University.

Staff salaries have been reviewed fol-
lowing an evaluation by consultants.
Their report has provided a framework
against which staff responsibilities can be
matched with levels available in the mar-
ket place. Previously council had relied
on the scales for the universities, how-
ever, these are no longer entirely suitable.
The cost of this evaluation exercise 18 re-
flected in the expenditure of the Finance
and Management Commitiee.

Additional expenditure has been in-
volved in maintaining contact with the
Australian Medical Council. Elsewhere
the important changes have been re-
ferred to but these have had costs in time

and travel.

The educational expenses of the MEC
have risen, largely due to the expansion
of the intern supervisor contract system,
and will increase still further if the post-
graduate deans are involved.As noted
above, a separate fee proposal was de-
clined by the Minister last year but this
application will be renewed for next year.
The Education Fund reserve is being built
up with the prospect of further accredita-
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tion visits within the next year or so0.This
may well be in association with the Aus-

tralian Medical Council but will still re-
quire funding on our part.

Discipline fund
At long last the Discipline Fund shows a

surplus of income over expenditure.
There is, therefore, a small reserve for the
first time in several years. This is due, at
least in part, to the fact that some hear-
ings expected to be expensive have been
delayed by appeals.The costs of imple-
menting the mentoring system as part of
the supervision of doctors with health or
discipline problems is likely to increase.
Steps are being taken to establish some
degree of ‘user-pays’ for this system.

As part of its wish to provide guide-
lines, the council held workshops on the
misuse of prescription drugs, and this
lead to the publication of a statement.
Such projects are likely to continue on
appropriate topics.
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Examination fund

The Examination Fund shows a smalli
overall deficit. This arises from problems
in estimating costs when the number of
candidates is diminishing.The fees for
1993 examinations will be carefully ex-
amined. A contemplated change in the
examination format will also lead to a re-
view of the fee levels. There is no inten-
tion that this process should be other
than self-supporting.

General

The accounts and financial statements,
the accompanying notes and this report
of the Finance and Management Commit-
tee, convey an accurate account of the
financial affairs of the council. If any fur-
ther explanations are needed the com-
mittee would be pleased to provide these
in a future edition of MCNewZ,

W S Alexander
CHAIR

AUDITOR’S REPORT

S )
. S oeante H
R R
s

Miller, Dean & Little

CHARTERED ACCOUNTANTS
WELLINGTON

AUDITORS' REPORT TO THE MEMBERS OF

MEDICAL COUNCIL DF NEW ZEALAND

We have examined the books and vouchers of the Council in sccordance with
generally accepted auditing standards and practices and have obtained all
the information and explanations that we have required. In our epinion proper
accounting records have been kept by the Council so far as appears from our

examination of those trecords.

As stated in Note 2 to the Financial Accounts the Council has been deemed
liakle far taxation. This decision is being appesled but in the interim provision
has been made For normal taxation as from 1989, No provision has been made
for additienal taxation for late payment.

Subject to the above, in our opinien and according to the infnrmgtinn_ and
explanations given te wus and as shown by the said recerds, the Financial

statements sre properly drawn up so as to give a true and fair view of the
financisl position of the Council as at 31 March 1992 ang the results of its

activities for the year ended on that date.

Chartered Accountants

WELL INGTON
1 September 19%2
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MEDICAL COUNCIL OF NEW ZEALAND

FINANCIAL STATEMENT

for the year ended 31 March 1992

NOTESTO ACCOUNTS

1, Statement of Accounting Policies.

General Accounting Policies
The measurement base adopted is that of historical cost. Reliance is placed on the

fact that the council is a going concern.Accrual accounting is used to match
expenses and revenues.,

Particular Accounting Policies
The following is a summary of the significant accounting policies adopted by the
council in the preparation of the accounts.

(a) Depreciation - Asscts have been depreciated on a straight line basis at the
foliowing rates:

Furniture and Fittings 10%pa
Office Equipment 20%pa
Office Alterations 10%pa

(b) Tax -The income tax charged to the profit and loss account includes current
and deferred tax calculated at the current rate applicable to companies. De-
ferred taxation, calculated using the liability method, is accounted for in respect
of those timing differences to reverse in the foreseeable future.

(¢) Legal Expenses and Recovery - Legal expenses have been accounted for on
an accrual basis and include provisions for proceedings still pending. Recovery
of legal expenses has been accounted for on a cash basis except for the accrual
of recoveries received immediately after balance date.

(d) Goods and Services Tax - These financial statements have been prepared ona
GST exclusive basis. :

Changes in Accounting Policies
There have been no material changes in accounting policies which have been

applied on a basis consistent with previous years.

2. Taxation

The Inland Revenue Department have deemed the council liable for taxation, How-
ever, this decision is being appealed. Provision has been made in the accounts for
taxation. No provision has been made for additional taxation for late payment.

3. Debtors
The debtors figure includes $71,820 outstanding refund of GST and $38,000 out-
standing contribution to workforce survey.
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4. Investments

(a) General Fund
BNZ Finance Call Account
National Bank Call Account
Equiticorp Finance Limited
(in Statutory Management)
ANZ Call Account
Westpac Call Account

(b) Discipline Fund
ANZ Call Account
National Bank Call Account
BNZ Finance Call Account
Westpac Call Account

(¢) Examination Fund
ANZ Call Account

Total Investments

1992

106,225
4,576
20,077

24,400
31,207
$192,515

164,247
80,301
161,618
79,429
$485,595

89,506

$767,676

1991

102,045
16,742
34,977

178,419
14,237
$340,420

1,192
961

$ 2,153

115,671

$464,244

The interest accrued on the investment in Equiticorp Finance Limited first ranking
debenture stock is not shown in the accounts due to the uncertainty of its realisa-
tion. In view of correspondence from the statutory manager it is anticipated that not

more than 85 percent of the original capital will be realised.

5. Fixed Assets

Cost B/V Depn B/V Acc Depn

31/3/92 1/4/91 For Year 31/3/92 31/3/92
Air Conditioning 36,704 23,736 3,630 20,906 15,798
Computer 175,193 81,716 32.804 70,904 104,289
Furniture and Fittings 112,782 67,347 11,147 61,800 50,982
Office Alterations 157,364 82,266 15,736 66,530 90,834
Office Equipment 38,635 15,092 3,278 24,737 13,898
$520,678  $270,157 $66,595  $244,877  $275,801

6. New Zealand Registration Examinations

A separate revenue statement for the examination fund has been prepared for the
first time this year. The comparative figures in the general fund for the prior year have

been amended accordingly.
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MEDICAL COUNCIL OF NEW ZEALAND

as at 31 March 1992

CURRENT ASSETS 1992
Petty Cash 310
General Fund Cheque Account at ANZ Bank 32.451
Discipline Fund Cheque Account at BNZ 32,921
Discipline Fund Cheque Account #2 at BNZ 2,030
Examination Fund Cheque Account at ANZ Bank 8,992
Payments in Advance and Sundry Debtors (Note 3) 124,623
Interest Accrued 5,941

$207,268
INVESTMENTS (Note 4) 767,676
FIXED ASSETS(Note 5) 244,877
TOTALASSETS $1,219,821
CURRENT LIABILITIES
Sundry Creditors
- General Fund 107,836
-~ Discipline Fund 250,599
- NZREX 63,699
Payments Received in Advance 61,019
Provision forTaxation (Note 2) 79,895
TOTAL CURRENT LIABILITIES $563,048
TERM LIABILITIES
Provision for Deferred Taxation 9,787
CAPITAL ACCOUNT
Accumulated Capital 413,062
Discipline Fund 115,916
Education Fund 125,000
Examination Development Fund (6,992)

$646,980

$1,219,821

1991
310
26,600
(4,131)
393
258

155,597
5,893

$184,920
464,244
270,157
$919,321

97,657
221,171
68,348

78,584

75,884
$541,644

13,518

382,843
(123,597)
100,000

5,113

$364,359
$919,321

The accompanying notes on page 36 to 37 form part of these financial statements.
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MEDICAL COUNCIL OF NEW ZEALAND

GENERAL FUND REVENUE STATEMENT

for the vear ended 31 March 1992

FEES RECEIVED

Annual Practising Certificate

Certificate of Good Standing

Medical Registration Certificate

Change of Name

Registration Fees - including conditional,
temporary, probationary and restoration

Specialist Registration Fee and General
Practice Registration Fee

INCOME FROM FEES

OTHER INCOME

Administration Fee - Dental Council
Administration Fee - Discipline Fund
Administration Fee - Examination Fund

Interest Received

Sales of Medical Registers and Register Information
Sundry Income

INCOME FROM OTHER SOURCES

TOTAL INCOME FOR YEAR

Less Expenses as per Schedule

Net surplus for the Year Before Taxation
Less Provision for’Taxation

Net Surplus for the Year After Taxation

Accumulated Capital Brought Forward 31/3/91 382,843

Less Prior Year Adjustment

Less Investment Written Off
Transfer to Education Fund

Plus Transfer from Examination Development Fund
Accumulated Capital Carried Forward

1992

712,210
12,978
2 814
560

145,998

11,310
$885,870

27,500
100,625
13,000
54,485

45,590
810

241,910

$1,127,780

$1,045,364

82,416
27,197

55,219

382,843

438,062

25,000

413,062

$413,062

1991

682,860

11,955
3,580
397

177,770

13,912
$890,472

27,500
20,000
13,990
79,614
34,071

407

245,582

$1,136,054

969,316

166,738
53,193

111,545

326,860
11,494

315,366

426,911

5,000 .
50,000

55,000
371,911
10,932
$382,843

The accompanying notes on pages 36 to 37 form part of these financial statements.
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MEDICAL COUNCIL OF NEW ZEALAND

GENERAL FUND SCHEDULE OF EXPENSES

for the year ended 31 March 1992

el

ADMINISTRATION AND OPERATING EXPENSES

ACC Levies

Accounting and Audit Fee

Agents Registration Fees

Computer Consultancy

Cleaning

Courier

Depreciation

Electricity

Fringe Benefit Tax

General Expenses

Legal Expenses

Micro Film Files and Storage

Medical Workforce and Associated Expenses
(Net after Government Contribution)

Overseas Travel - Secretary

Photocopying Expenses

Postage

Printing and Stationery

Projects - Biotechnology Revisited

Public Affairs

Rent and Insurance

Repairs and Maintenance

Salaries

Superannuation and Health Insurance

Staff Recruitment and Training

Telephone and Tolls

TOTAL ADMINISTRATION AND OPERATING EXPENSES

COUNCIL AND COMMITTEE EXPENSES
Council Expenses

- Chairperson's OverseasTravel

- Chairperson’s Honoraria and Office Expenses

- Fees and Expenses

Registration Committee Fees and Expenses
Communications Committee Fees and Expenses
Data Committee Fees and Expenses

Finance & Management Committee Fees & Expenses
Informed Consent Working Party Fees & Expenses
Medical Education Committee

- Fees and Expenses

- Hospital Visits

Intern Supervisors Meeting Fees and Expenses
Intern Supervisors Contracts

TOTAL COUNCIL AND COMMITTEE EXPENSES
TOTAL EXPENDITURE

The accompanying notes on pages 36 to 37 form part of these financial statements.
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1992
7,482
12,798
3,410
5,872
3,127
4,136
66,595
4,562
4,089
2,162
9,135
1,529

19,946
2,559
7,324
26,539
71,973
3,270
31,223
61,682
2,053
341,408
16,759
500

15,789

$725,082

3,271
62,211
147,818
9,823
4,062
2,924
13,243

15,773
0,248
6,107

44,902

$319,382

$1,045,364

1991
5,447
7,935
4,480
8,675
3,380
0,946

60,384
5,964
2,720
3,065
8,901
1,443

17,497
- 1,200
4,368
19,085
90,656

13,456
64,631
5,993
308,843
16,225
4,609
13,943
$679,906

500
56,148
160,144
10,455
3,318
1,521
6,707
042

20,103
10,713
511
18,348

$289,410

MEDICAL COUNCIL OF NEW ZEALAND

REVENUE STATEMENT FOR DISCIPLINE FUND

for the year ended 31 March 1992

ilvak

REVENUE

Levies Received

Interest Received

Recovery of Discipline Costs

TOTAL REVENUE

ADMINISTRATION AND OPERATING EXPENSES
ACC Levies

Accounting and Audit Fees

Administration Fees

Competence Inquirics

Doctors Health Advisory Service

Expert Witnesses and Medical Assessments
General Administration Expenses

Higher Court Actions

Hire of Rooms

Legal Expenses (Medical Council and Preliminary

Proceedings Committee)

-Medical Practitioners Disciplinary Committee

Mentoring Expenses
Projects - Misuse of Addictive Prescription Drugs

Stenographers Fees and Expenses
Telephone and Tolls
Tribunals Officer

TOTAL ADMINISTRATIVE AND OPERATING EXPENSES

COUNCIL AND COMMITTEE EXPENSES
Council Expenses (Discipline)

- Fees and Honorarium

- Expenscs

Council Expenses (Health)

- Fees and Expenses

Preliminary Proceedings Committee
(excluding legal member)

- Fees and Honoraria
- Travelling, Accommodation and Secretarial Expenses

TOTAL COUNCIL AND COMMITTEE EXPENSES

TOTAL EXPENDITURE

Net (Deficit) Surplus for the Year Before Taxation
Provision forTaxation

Net (Deficit) Surplus After Taxation

Accumulated (Deficit) Brought Forward 31/35/91
Prior Year Adjustment

ACCUMULATED DISCIPLINE FUND CARRIED FORWARD

1992

1,991,156
86,128
104,740

$2,182,025

2,290

3,900
100,625

16,454
29,876
2,223
95,205
2,787

504,628
733,708
8,378
19,552
23,102
8,258
5,470

1,556,454

98,857
40,115

23,941

85,079
20,098

268,090
$1,824,544

357,481
117,968

239,513
(123,597)

—

$115,916

1921

1,917,395
88,159

225,592
$2,231,146

2,723
2,600
90,000
20,787
5,000
149,638
3,803
48,320
17,172

834,351
624,625

64,046
3,117

1,877,188

253,703
68,299

8,521

51,966
10,503

392,992
$2,270,180

(39,034)
12,881

(26,153)

(64,566)
(32,878)
(97,444)

$(123,597)

The accompanying notes on pates 36 to 37 form part of these financial statements.
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NEW ZEALAND REGISTRATION EXAMINATION

FUND REVENUE STATEMENT
for the yvear ended 31 March 1992
REVENUE 1992
NZREX Candidate Fees 204,049
Interest 5,285
TOTAL REVENUE $209,334

ADMINISTRATION AND OPERATING EXPENSES

Audit and Aecountancy Fee 1,000
Centre Costs (NZ and Overseas) 18,811
Honoraria (Examinations Director and
Administrative Secretary) 29,000
Examiners Fees and Expenses 150,812
General Administrative Expenses 9,548
Administration Fee 13,000
222,171
COMMITTEE EXPENSES
Board of Examiners Fees and Expenses 5,229
5,229
TOTAL EXPENDITURE $227,400
(Deficit)/Surplus for the Year Before Taxation (18,066)
Tax benefit to be realised 5,961
(Deficit)/Surplus for the Year After Taxation (12,105)
Accumulated Surplus Brought Forward 31/3/91 5,113

TOTAL EXAMINATION FUND — SURPLUS/(DEFICIT) ($06,992)

1991

175,013
7,631

$182,644

1,000
14,688

27,500
101,452
13,032
13,990

171,662

3,351

3,351

$175,013

7,631

(2,518)

5,113

$5,113

The accompanying notes on pages 36 to 37 form part of these financial statements.
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MEDICAL COUNCIL OF NEW ZEALAND

STATEMENT OF CASHFLOW

for the vear ended 31 March 1992

Cash Flow from Statutory Functions

Cash was provided from
receipts pertaining to statutory functions
and administration fee from Dental Council 3,277,257

Cash was also distributed to payment
for council fees and disbursement and

secretarial expenses (2,910,287)
Payment of Tax (138,724)
(3,049,011)
Net Cash Flow from Statutory Functions
Cash Flow from Investing Activitics
Cash was provided from
Interest Received 145,850
Cash was applied to
Purchase of Assets (17,390)
Short Term Investments (303,432)
(320,822)

Net Cash Used in Investing Activities

Net Increase (Decrease) in Cash Held
Opening Cash Brought Forward

Ending Cash Carried Forward

1992

228,246

(174,972)

1991

313001299

(3,247,133)

(3,247,133)

53,166

169,511

(85,390)
(151,697)

53,274
23,430

$76,704

(237,093)

(67,582)

(14,410)
37,846

$23,430

The accompanying notes on pages 36 to 37 form part of these financial statements.
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DISTRIBUTION OF COUNCIL REVENUE AND EXPENDITURE
for the yvear ended 31 March 1992

o

GENERAL FUND (34% of turnover)

Revenue

llllll

1 APC fees

¥4 Registration and
certificate fees

magear [nterest

.25 | professionals

o] Council and
SRaar committee meetings

B VIEC activities, incl.
Feeess| hospital visits and
== intern supervisor
fionoraria

.....
ER

mennre] Sale of registers and
s regisier information

Secretariat fees from

.| NZREX, Discipline

© -+ ] Staffing and ancillary |

and Dental Council

- Rent, insurance,
equipment,
depreciation

Printing, postage,

phone, fax,
courier, media

APC and data
collection {net)

(Otago costs only)

DISCIPLINE FUND (66% of turnover)

Revenue

2wy | Discipline
T .
ki) levies

Expenditure

ezt MPDC (hearings and
Gz seeretariat)

=] Council hearings
| (fees and expenses)
~— - discipline

et Legal expenses (High

o j Court actions)

Legal expenses
(Council and PPC)

Council secretariat
fees and administra-
tive COsts

#225] Recovered
Fa2l COSIs

Interest

PPC fees, honoraria
and expenses {excl.
legal)

Expert witnesses
and medical repotts

1 Council hearings
| (fecs and expenses)
- health; DHAS

Mentoring and pre-
scribing projects

These graphics are to be read in conjunction with the detailed Financial Reports on pages 36 to 43.
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FEES

To be paid on application for medical council services

during council financial year
I April 1992 to 31 March 1993

The following fees have been fixed by regulations under the Act:

For any inspection of the Register

Total to
GST from Pay from
Fee 1/4/92 1/4/92
REGISTRATION: (Conditional or Full)
On deposit of evidence of qualifications 170.67 21.33 192.00
For provisional certificate 26.67 3.33 30.00
For annual practising certificate 92.00 11.50 103.50
For discipline levy (1) 263.50 32,94  296.50
(2) 112.45 14.05 126.50
Total fees on registration (1) 552.90 69.10 622.00
(2) 401.79 50.21 452.00
OTHER:
For certificate of temporary registration 276.00 34,50 310.50
For eligibility for probationary registration 95.11 11.89 107.00
For certificate of probationary registration 95.11 11.89 107.00
For *full registration ({rom probationary,
including practising certificate) 435.50 54.44  490.00
For annual practising certificate including
discipline levy (1) 355.560 44.44  400.00
(2) 204.45 25.55  230.00
For *restoration of name to Register after removal
therefrom (including provisional certificate) 512.20 64.10 577.00
For initial entry on Specialist Register 50.00 6.25 56.25
For entry on Specialist Register in a second or
further speciality 10.00 2.50 12.50
For initial entry on Indicative Register of
. General Practitioners 50 6.25 56.25
For change of name or other entry in Register,
excluding change of address or entry of additional -
qualifications (free) 26.67 3.33 30.00
For Certificate of Good Standing 20.67 3.33 30.00
For Certificate of Registration (or other document
in connection with applications to register in
another country) 26.67 3.33 30.00
8.00 1.00 ©.00

*includes Annual Practising Certificate and Discipline Levy to be paid at the time of this

application

(1) Fee for persons registering for the first time between 1/04/92 and 30/10/92

(2) Fee for persons registering for the first time or applying for APC between 1/1 1/92

and 31/03/93
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