ED
CN
7 SR
-

OAm
O
-

< =
O

ME
OF




it

adra

:

E D

0

Members of the Medical Council 2
Secretariat 3
Medical Education Committee 4
Committees S5
Report from the Chair 6
Visit of Australian Medical Council g
Report of the Lay Member 10
Report of the Medical Education Committee 11
Discipline in the Medical Profession 12
Report of the Preliminary Proceedings Committee 15
Report of the Health Committee 18
New Zealand Registration Examinations (NZREX) 20
Report of the Secretary 22
Report of the Medical Practitioners Data Committee 27
Report of the Specialist Registration Sub-Committee 30
Report of the Indicative Register Sub-Committee 32
Report of the Communications Committee 34
Report of the Finance and Management Committee 35
Auditor’s Report and Financial Statements 37

47

Fees Schedule




MEMBERS OF THE MEDICAL COUNCIL

{At 30 June 1990)

SECRETARIAT

(At 30 June 1990)

Appointed by Governor-General on
Recommendation of;

Dr W.S. Alexander (Chair) Minister of Health

Dr R.H. Briant (Deptity Chair) Royal Australasian College of Physicians

Dr J.M. Broadfoot New Zealand Medical Association

Dr R.G. Gudex Royval New Zealand College of Obsteiricians
and Gynaecologists

Dr M.M. Herbert New Zealand Medical Association

Professor J.D. Hunter ex officio, Dean, Faculty of Medicine, University
of Otago

Mrs P.C. Judd, JP Minister of Health

Dr G.F. Lamb Royal Australasian College of Surgeons

Professor J.D.K. North ex officio, Dean, University of Auckland School
of Medicine

Dr I.M. 5t George Royal New Zealand College of General
Practitioners

Dr P.5. Talbot ex officio, for Director-General of Health

Dr J.A. Treadwell Minister of Health

Secrelary

Deputy Secretary
Assistant Secretary

Ms G.A. Jones, BA
Mr S.M.D. Wilicox, BA
Mr M.J. Richardson, BCA

Council Offices
Postal Address

73 Courtenay Place, Wellington 1
PO Box 9249, Weilington

Telephone (04) 847-635

Fax (04) 858-902

Solicitors Kensington Swan, P.0. Box 10246,
Wellington

Bankers Bank of New Zealand
Courtenay Place Branch, Wellington
ANZ Banking Group {New Zealand) Limited,
Courtenay Place Branch, Wellington

Auditors Miller, Dean and Partners,
P.O. Box 11253, Wellington

Secretariat Chief Executive Officer: Ms Q.A. Jones

Administration Manager: Mr S.M.D. Willcox
Executive Officer: Mr M.J. Richardson

Registration Officers: Mrs J. Lui (Snr)
Mrs A. Hamilton

Ms L. Urqunart

Secretary/Word

Processor Operator: Ms J. Hawken
Accounts Officer

(Part-time): Mrs J. Mackay



MEDICAL EDUCATION COMMITTEE

(At 30 June 1990)

COMMITTEES

(At 30 June 1990}

Appointed by:

FProfessor J.D. Hunter (Chair)

Dr M.l. Asher

Dr P.M. Barham

Professor A.M. Clarke

Dr A.G. Dempster
Dr J.L. Jardine
Dr G.M. Kirk

Professor J.D.K. North

FProfessor T.V. O'Donnell

Professor F.T. Shannon
Dr 1.J. Simpson

Dr A.D. Stewart

FProfessor K.D.H. Stewart

Associate Professor S5.R. West

Dr P.S. Talbot

Medical Council
Faculty of Medicine, University of Auckland

Royal New Zealand College of General
Practitioners

ex officlo, Dean, Christchurch School of
Medicine, University of Otago

Faculty of Medicine, University of Otago
Royal Australasian College of Surgeons

Royal Australasian College of Physicians

ex officio, Dean, University of Auckland, School
of Medicine

ex officio, Dean, Wellington School of
Medicine, University of Otago

Faculty of Medicine, University of Otago
Faculty of Medicine, University of Auckland

Royal New Zealand College of Obstetricians
and Qynaecologists

ex officio, Dean, Dunedin Division, Faculty of
Medicine, University of Otago

New Zealand Medical Association

Observer, Department of Health

Committees appointed by the Council to deal with its principal activiti€s,

Preliminary Proceedings Committee
Dr R.H. Briant {Convener)

Dr (G.F. Lamb
Dr R.G. Gudex or Dr M.M. Herbert
(alternate for medical members)

Mr P.IH. Cook (Legal Member)

Finance and Management Committee
Dr W.S. Alexander (Chair)

Ms Q.A, Jones
Dr P.S. Talbot
Dr J.A. Treadwell

Medical Practitioners Data Committee
Professor J.D. Hunter {Chair}

Dr W.5. Alexander

Ms (1.A. Jones

Ms C. Leatham (Statistician) -

Dr .M. 3t George

Professor D,.C.G. Skegg

Dr P.S. Talbot

Board of Examiners

Health Commiitee

Dr R.G. Gudex (Convener)
Dr M.M. Herbert

Mrs P.C. Judd

Dr J.A. Treadwell

Registration Committee

Dr .M. St George (Convener)
Dr J.M. Broadfoot

Dr M.M. Herbert

Dr-G.F. Lamb

Dr C.H. Maclaurin

Specialist Registration Sub-Committee
Dr G.F. Lammb (Convener)
Dr C.H. Maclaurin

Indicative Register Sub-Committee
Dr M.M. Herbert (Convener)
Dr J.M. Broadfoot

Communications Cominittee
Dr J.A. Treadwell (Convener)
Dr W.5. Alexander

Ms G.A. Jones

Mrs P.C. Judd

Dr W.S. Alexander, (Chair), Medical Council

Dr M.M. Herbert, Medical Council

Professor J.D. Hutton, Nominee of University of Otago
Professor T.V. O'Donnell, Nominee of University of Otago

Dr J. Kolbe, Nominee of University of Auckland

Associate Professor S.R. Wesl, Medical Education Committee

Dr G.L. Glasgow, Examinations Director



REPORT FROM THE CHAIR

-

e —

The eighth Annual Report of the Medical
Council of New Zealand gives an
account of progress and developments
in the year ended 350 June 1990,

The Medical Council has completed a
very busy year with a heavy load of
disciplinary hearings as well as a full
programme of meetings dealing with its
various other functions. The year has
called for a very considerable
commitment of time from Council
members and | must express my thanks
and that of the profession as a whole to
my colieagues who have interrupted
their regqular schedules to attend to
Council duties. Any doctor in active solo
practice finds it extremely difficult to
find at least three working days every

month to attend to Council business
and yet the Council must be made up of
doctors who are in active practice if it is
to reflect the attitudes of the profession
on the issues before it.

The highlight of the year was the visit
of the Australian Medical Council to
Wellington in June. This is reported in a
separate section of this document. For
several years the Secretary and | have
attended the Annual Meeting of the
Australian Medical Council and have
found the exchange of views on
common issues most helpful. This year
my colleagues shared that opportunity
and we have all found benefit in our
various areas of responsibility. .

Council is disappointed that progress
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From left to right; (standing} Dr M. M. Herbert, Ms G. A, Jones (Secretary), Dr G. F. Lamb,
Dr J. M. Broadfoot, Drl. M. 5t George, Dr F. S, Talbot, Dr J. A, Treadwell,
Prefessor J. D. Hunter.

(seated) Dr R. G. Gudex, Dr R. H. Briant {Deputy Chair), br W, S. Alexander (Chair),
Mrs P. C. Judd J.P., Dr C. H. Maclaurin

on the new Medical Practitioners Act has
been so slow. Discussions with the
Working Group on Occupational
Regulation were held in 1989 but the
recommendations of the Working
Group were not finalised until the end
of the year and have so far not been
made available to Council. It is now
highly unlikely that a Bill will be ready
for entry to the House before the

election. It is hoped that it will be
regarded as of sufficient importance to

obtain a high place on the legislative

programme for next year.
The Council Working Farty on

Informed Consent has consulted widely
and has produced a comprehensive
report on the basis of which Council has
issued a Statement which is enclosed
with this report. It is hoped that this
Statement will assist those grappling
with the introduction of new consent
procedures — in both public and private
practice.

In the education field there has been
much effort by members of our Medical
Education Committee. The report of the
Review Committee on the Education of
Medical Undergraduates in New Zealand
(Renwick Committee) has been
considered by MEC and
recommendations made have been
developed and referred to the
Universities for their reaction, These
reactions will be the basis for
continuing dialogue with the teaching
institutions leading up to a return visit
by a review committee in about five
years. In discussions with the Australian
Medical Council there was considerable
support for the view that each country
should recognise graduates from
medical schools accredifed by the
other.

Also arising from the Renwick
Commiittee report the MEC has put a
great deal of work into a document
outlining the registration authority
requirements for the pre-registration
(first house surgeon) year.

In our desire to ensure that thénitial
training of young doctors should
provide them with knowledge, skills
and attitudes for the proper practice of
medicine we have held two meetings
with area health board managers.
These meetings have established a
satisfactory rapport with the employing
authorities. With the production of the
requirements for the pre-registration
year (seventh) to be followed by a
statement on the eighth year the
managers should have a clear
indication of Council policy. We have
also discussed with managers our views
on competence and its assessment. In
the new scherme of things the employer
as well as the registration authority has
to be concerned about competence and
fithess to practise.

If under the new Act a tribunatl is
established to relieve Council of its role
in discipline, the issue of competence
to practise can receive the attention it
deserves. Often impairment of health
can be excluded from consideration. A

competence committee, having
recourse to peer review, could consider

the possibility of endorsement of an
Annual Practising Certificate to allow
limited practice pending remedial
measures, including aspects of
continuing education as seems
appropriate.

Legal protection is essential for any
Society or College providing an early
warning competence assessment
programrme, with safeguards against
accusation of malice or bad faith.

Assessment of competence was
discussed recently with the Australian

Medical Council and there was
reassuring expression of similarity of
experience and intention. Among the
answers from working groups asked
“what is the next step to making
competence assessment a manageable

goal” were:




— Educate the profession towards
accepting continuous competence
assessment, especially as a
constructive rather than threatening
activity

— Encourage quality input, alongside
protocols for use in monitoring

— Provide indemnity for those reporting
the incompetent practitioner

— Establish vocationally oriented
registration, which wiil define for an
individual practitioner, the limits
within which compeltence can be
assessed

— Develop methodologies for
assessment with incentives for
self-assessment and remedial
education

- Provide resources, especially time
and money

— Support practitioners in re-education
or rehabilitation programmes

— Engage in dialogue with employers,
professional bodies, the government
and consumer representatives

- Urge registration authorities to take
responsibility for promoting action
rather than philosophical discussions
only.

As part of the development of the
role of the Council as a leading
organisation for the profession as well
as its function in the public interest,
further steps have been taken to

strengthen the secretariat. These
changes are intended to improve not
only the efficiency of the office in
dealing with the increasing workload
involved with registration, discipline,
examination of overseas medical
graduates and the activities of the
Medical Education Commiitee, but also
the quality of administrative support for
Council decision making. =

In what has been a busy year with
many difficult disciplinary cases and a
number of important policy issues |
have had tremendous support from my
colleagues on the Council each of
whom has dealt with their particular
portfolio with dedication. Dr Robin
Briant as Deputy Chair of Councii and
Convener of the Preliminary
Proceedings Committee has had a
particularly heavy workload and we are
most appreciative of her contribution.
Georgina Jones our Secretary has
superintended the revision of the
organisation of the office with
enthusiasm and the result achieved is a
tribute to her efforts. All members of
the staff have approached their new
tasks with vigour and determination and
the Council on behalf of the profession

thank them for their efforts,

W S Alexander
CHAIR

VISIT OF AUSTRALIAN MEDICAL COUNCIL
23-27 JUNE 1990

For many years the Chair and Secretary
of the Medical Council of New Zealand

have attended the Annual Meeting of
the Australian Medical Council (AMC) as
observers. This meeting is held in the
state capitals in rotation. In keeping
with the New Zealand 1990 theme the
AMC accepted our invitiation to hold its
annual meeting in Wellington. The
National Specialist Qualifications
Advisory Committee (NSQAC) held a
concurrent meeting here also, as is
their custom when the AMC meets in
Australia.

On Saturday, 23 Juneg, the meeting
opened with a seminar on the topic of
"Assessing Competence — [s It A
Manageable Goal?” This seminar was

opened by Dr Peter Livingstone, former

President of AMC and presently Director
of Postgraduate Education, University of
Queensland. His address set the theme
of vocationally oriented registration as a
step towards assessment of
competence, Other speakers were
Associate Professor Norma Restieau,
University of Otago; Professor Joe
Correy, University of Tasmaniz;
Professor Ron Kalucy, Flinders
University; and Professor Peter Skeqg,
Professor of Law, University of Otago.
The seminar divided into discussion
groups which reported back to the

plenary session. The discussiol:=were
then summarised by Drs Philip Barham
(Auckland) and John Horvath (Sydney)
and Mrs Isabeiile Sherrard (Carrington
School of Health Studies, Auckland). It

is expected that a full summary of
proceedings from this useful seminar

will be available shortly.
On Sunday 24 June a joint meeting of
the two Councils examined issues of

common concern particularly the
accreditation of undergraduate courses
in medicine and the examination and
assessment of overseas medical

araduates.
The Australian Medical Council then

proceeded to hold its own annual
meeting on Monday 25 and Tuesday 26
June. Members of MCNZ attended as

observers.
The exchange of views and irleas on

the many issues we have in common
with Australia proved most helpful to
members of the New Zealand Council
and will be the basis for future

developrents,
The Australian Medical Council

graciously presented the Medical
Council of New Zealand with an original

work created by an Aboriginal painter
and this now hangs in the Council
boardroom.



REPORT OF THE LAY MEMBER

With the release in June 1990 of the
Medical Council’s Statement on
Information and Consent, all of the
undertakings published in the Council’s
1988 Annual Report have been
compieted and a significant factor is
that there has been lay involvement In
most of the work.

As well, with all of its initiatives for
change, the Medical Council has
consulted with community groups and
published material in the New Zealand
Medical Journal. The Renwick Report on
Medical Education and the document
on Information and Consent are both
available from the Council in booklet
form.

It is therefore disappointing that most
public discussion of Council’s activities
centres on discipline matters while the
new initiatives which will impact on
medical treatment for all New
Zealanders are largely ignored.

Because of the emphasis on
discipline, the Medical Council is
sometimes accused of a lack of
openness in regard to its activities.
However, the only material which is not
made pubiic is information about
patients which is produced at
disciplinary hearings. If a practitioner is
found quilty of an offence after
appearing before the Disciplinary
Tribunal of the Medical Council, the
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practitioner’'s name and details of the
offence are usually published but in
such a way as to protect the
complainant.

There is pressure for disciplinary
hearings to be open to the public. I
have reservations about this because i
feel that it could inhibit complainants,
both initially as to whether to lay a
complaint and also during the hearing.
Frequently evidence is produced which
involves very personal details, medical
records and so on. As well, on
occasions, discipline cases involve
behaviour which would be ‘grist to the
miil’ for those who seek out the
salacious and the bizarre. In a small
country such as ours the parties
involved, innocent as well as quilty,
could be easily identified.

At the moment there is growing
concern in our society for the victim’s
needs. In the same way as every person
accused of a crime must be presumed
innocent until proven guilty, so the
complainant should be seen as a victim
until it is shown otherwise.

I do not believe justice is served if the
systems we must use provide °
disincentives to the redressing of
wrongs.

P C Judd
LAY MEMBER

REPORT OF THE MEDICAL EDUCATION COMMITTEE

This Committee continued to meet
regularly during the year and held an
additional meeting with the Intern
Supervisors. Through its Chair, some
education matters of concern were
raised with the General Managers of the
Area Health Boards when the Boards
met with Council members on 23
February 1990. Representatives of the
Resident Doctors’ Association were
invited to attend the Committee’'s
meeting on 26 October 1989 to discuss
the Committee’s working party report
on "Requirements for Training and
Supervision in the intern Year”,

It was a disappointment to the
Committee that a new Medical
Practitioners Act did not eventuale.
Despite the lengthy deliberations and
submissions made to the Minister in the
previous year regarding the possible
future role and responsibilities for the
Medical Education Committee, the
functions remain those assigned in
1968 and new initiatives thwarted.

REVIEW OF UNDERGRADUATE
MEDICAL EDUCATION

Following receipt of the 1988 report,
the Medical Education Committee
crystallised recommendations which
were adopted by Council and passed on
to the Universities and other bodies for
consideration and implementation. The
Medical Council of New Zealand
formally "accredited the courses and
curricula leading to graduation in
medicine at the University of Otago and
the University of Auckland” and
indicated that in future major reviews of
the medical undergraduate courses be
conducted at intervals of not less than
five years. Further Council signalled, on
the recommendation of the Medical
Education Commiitee, that there would
be annual reporting on course and
curriculum changes and intermittent
selective reviews of specific issues
should the need arise,

REVIEW OF REQUIREMENTS IrOR

TRAINING AND SUPERVISION IN THE

INTERN YEAR

Considerabie time and effort was
devoted by the Committee and its
several working parties to reviewing the
requirements in the pre-registration
year. Matters affecting first year interns
themselves, the intern supervisors and
the area health boards in which interns
work on approved runs were
considered. A modified set of
guidelines has now been prepared and
subject to Council approval, will be
adopted for 1991. Before the end of
1990 new statements will be issued to
the interns, the intern supervisors and
the accredited area health boards. More
emphasis has been given to the
educational requirements for interns in
this supervised pre-registration year as
well as to assessment procedures. With
respect to the mandatory and optional
clinical “run categories” now approved
for pre-registration requirements there
is now the inclusion of approved
general practitioner attachments (for 5
months) if such can be attained on a
practical basis. The role of the intern
supervisors has been defined more
explicitly as have the responsibilities
expected from those area health boards
who wish to retain their accreditation
status.

Once again | stress that the intern
supervisors have an essential role in
relation to the Medical Education
Committee and the conditional year
requirements. Co-ordination with this
group has been promoted and it was
valuable that most of the 37 supervisors
in the country could attend the meeting
with representatives of the Medical
Education Committee on 21 March
1990 and that others could participate
in reqular visitations to hospitals for

accreditation purposes.
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RELAT1ONSHIPS TO AREA HEALTH
BOARDS

At a time when area health boards are
under great pressure in determining
funding priorities it has become
increasingly important that those
boards wishing to maintain their
accreditation status as employers and
educators of new graduates continue to
recognise, and respond appropriately
to, the statutory regulations set by the
Medical Education Commiftee for this
purpose. Increased efforts have been
made to facilitate communication with
the boards on these matters,
particularly with regard to implications
of the introduction of new roster
systems for interns, the availability of
intern educational programmes {(and
allocated time for these) and the role
and remuneration of intern supervisors.

SURVEILLANCE OF VOCATIONAL
POSTGRADUATE EDUCATION

The possible extended role of the
Medical Education Committee to cover
the surveillance of vocational
postgraduate education pertaining to
specialist registration requirements (as
mentioned in the last annual report)
regrettably could not be pursued due to
the protracted delay in revising the
Medical Practitioners Act 1968. The
Committee continues however to
endorse most strongly the concept that
one body with an overview of the
continuum of medical education from
undergraduate through vocational,
postgraduate and retirement phases
can only enhance the quality of
education and service to the community
and the profession.

J D Hunter
CHAIR

DISCIPLINE IN THE MEDICAL PROFESSION

It is apparent from the questions raised
with the secretariat and Councii
members and the Chair at the time of
the issue of the annual practising
certificate and the collection of the
disciplinary ievy that, despite annual
reports to the profession, there is still
incomplete understanding of the basis
set down in the Medical Practitioners Act
for the administration of medical
discipline. Although strong submissions
have been made to amend this
structure, new legislation has not yet
come before Parliament.

Under the present Medical
Practitioners Act, there are three levels
to the disciplinary system:

12

1. DIVISIONAL DISCIPLINARY
COMMITTEE (DDC)

The NZMA appoints 3 or 6 doctors,
depending on the size of the Division,
and the Minister 1 layperson. A quorum
of 2 or 4 considers complaints which
could result in a finding of conduct
unbecoming a medical practitioner.
After enquiry and hearing, if the doctor
is found guilty of conduct unbecoming,
he or she may be censured.

_ e asm—

2. MEDICAL PRACTITIONERS
DISCIPLINARY COMMITTLE

(MPDC)

The NZMA appoints 4 doctors and the
Minister 1 doctor and 1 layperson. This
is the most active of the tribunals and
(with a quorum of at least 3) considers
complaints giving rise to charges of
professional misconduct. Penalties
available include censure, financial
penalty (maximum $1,000) and/or
conditions imposed on practice for a
maximum of three years.

3. MEDICAL COUNCIL OF NEW
ZEALAND (MCNZ)

A quorum of 5 members of Council,
excluding those on the Preliminary
Proceedings Committee, sit to hear
charges of disgraceful conduct,
referrals of convictions or
recommendations for prescribing
prohibitions (under the Misuse of Drugs
and Medicines Acts). Most charges arise
out of serious complaints about the
conduct of a doctor and original
complainants and other witnhesses,
including experts, are called upon by
the Preliminary Proceedings Committee
(the investigatory arm of the Council) to
support the charges. Normally evidence
is presented in affidavit form by both
prosecution and defence and cross
examination follows. Penalties avilable
to the tribunal include removal from the
register, suspension for not more than
12 months, conditions on practice for
maximum of 3 years, financial penalty
(maximum $1,000) and c¢ensure.

All three levels of tribunal have the
power to award costs against a doctor
found guilty. Complainants reasonable
costs (using legal aid scales) are
normally met whether or not the doctor
is found guilty. Publication in the New
Zealand Medical Journal can also be
ordered, with or without the
suppression of names. It is very
unusual for the patient’'s name to be

disclosed. The Interim Discipliné™
Secretariat provides administrative
services for the DDC and the MPDC and
the Council secretariat for the Council
in its disciplinary mode. Decisions may
be appealed by the doctor or the
complainant — DDC decisions to the
MPDC, MPDC to the MCNZ and MCHNZ 1o
the High Court. Findings are not
published (nor financial penalties and
costs collected) until appeals have been

determined.

The expenses of almost alt this
activity are now met from the
disciplinary levy — legal expenses,
sitting fees, travel and accommodation
costs for tribunal members,
administrative and stenographic
assistance, venues, expert withesses,
complainants reasonable costs and the
fees of the legal assessors who sit
alongside the tribunals to advise on
matters of evidence, law and
procedure, but do not participate in the
decision making.

Doctors appearing before these
tribunals and the Preliminary
Proceedings Committee very often have
assistance of a lawyer from thelr
medical defence organisation which
gives advice, prepares cases for
defence, and can pay the costs awarded
against a doctor found guilty. None of
this activity is funded by the disciplinary
levy, but it is plain that doctors in
general contribute through their
defence premiums.

Details of the income and
expenditure of the Disciplinary Levy are
set out in full at the end of the Annual
Report in the report of the Finance and
Management Committee and the
audited Financial Statements.

Complaints may be made to the
Secretary of the Medical Practitioners
Disciplinary Committee or to the
Secretary of the Medical Council. The
latter are all referred in the first
instance to the Preliminary Proceedings

13
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viding service -l = E=-}t=-]=-]-|-t=-]=-|=-|-|-|1l-|-|=-i=-|=-|-}=]L1[=|=]=- 3
Diagnosis
incorrect 4l -1 -1-1-=-I-1-1-l-1=-1=-]=-|=t=-70L]=|=-11]|=-121] F]-]l1]={=] 15
Failure to
diagnose 29| - | 3|~ 2 L)1]1 -{2i-=-]1{ 211y 1l L-=-|-=-|2[=-|-11]|-]|-]| 44
Failed,
unsuccessiul g1 1| 1| -] 1{=}=-1L]|=-|=-|-14&|-|5]-} 8 7|-1-|-]12/k|-|5]|-| 45
Inad./inappro
prescnptﬂ:[:}np 41 -1 1| =12 -1 =t=]=|=|=]|=|=]1l=|=1=1=|=<]|=|1l=-|=1=1 - g
No {reatment
provided -|l=-j=-|=-]11l]=|=-|=-|=-|=-1=-1=-|-=-1=-|-|¥% X|=-|-|-1-|-|-=-|-1-1 3
EQIAL ik gﬁlﬂ“ﬁ'gﬂmrgz-""h:w ? Eripe ﬁzﬁ*;gf:;m_ {5 ::_ n :?u“ ;‘-%@ 5“7’“ e ~Ivf %*Zif* 3-‘*5{1‘5?!_ lign lz?“;::;'ﬂ “g“"‘ ‘“’*12*”*“ ‘2! Z’T“ﬁ “é‘“:ﬁ*g"_"“"“;ﬁl*’?;?i
Tabledi - OUTCOMB OFHEARINGS i T i e
fler enquiries -
Referred for hearing and hefore appeal|  Alter appeal
ug |lpmc! b | uB |Pmc| D NOTES to Table ¢): “Fees" - complaint primarily relating to the (ee
charged. “Failure to provide service” — (self explanatory). “Delay in
G.P. 4 5] 6| 3|41 5] 5 providing service” - Delay in provision of service, “Ethics/Business
Registrar 21 1 1] - | - 1| 1 Managemeut™ Ethics and/or business maragement e.g. breach of
. confidence, failure to write referral letter, rudeness by doctor or hisfher
Orthopaedic - 1y S3] -] 113 staff. “Diagnosis Incorrect™ — Doctor made a diagnosis which is
0.&80G. S 21 -] 1] 2 - subsequently proved to be Incorrect. “Failure to diagnose” — No
Psychiatrist 1| - 1« = 1] - diagnosis made by docior. "Failed, unsnccessful” - Failed or
: unsuccessiul treatment, e.q. operation failed to achieve expected result.
Opthalmwologist ™ 1| - | = | b | - | = 1 " . . :
Inadequate/Inappropriate prescribing” - Inadequate or inappropriaie
General Surgeon {1 ] -1 -111-=-1- medicines prescribed, e.g. wrong drug for condition, incorrect dose. “No
Anaesthetist T RN N treatment provided” ~ No treatment offered or provided to patient.
TOTAL 271 81111 816110111

UB = Conduct Unbecoming a practitioner
PMC = Professional Misconduct

14

D = Dismissed
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Committee which also investigates
serious compiaints referred from the
Secretary of the MPDC. Charges are
prosecuted before either {ribunal
depending on whether they are of
disgraceful conduct or professional
misconduct.

The report of the Preliminary
Proceedings Committee gives details of
their activities over the past year.

Table 1 summarises the work of the

MPDC and DDC. A more detailed report
from the Medical Practitioners
Disciplinary Committee to the
profession will appear in the New
Zealand Medical Journal.

All levels of the disciplinary system
continue to operate under legislation
which shows Increasing signs of age —
regrettably hopes for the introduction
of amending legislation have not been

fulfilled.

REPORT OF THE PRELIMINARY PROCEEDINGS
COMMITTEE

in the past year the Preliminary
Proceedings Committee has been
extremely busy.

In 1989 a total of 39 complaints were
dealt with by the Committee and in the
first six months of 1990 26 complaints
have been received. As of the 30th of
June 1990 36 cases are still on our
active file, a few of them awaiting
appeal.

Table 2 demonstrates the current
status of the complaints received from
the beginning of 1989. The largest
category constifutes those dismissed
after investigation.

NATURE OF COMPLAINTS

The complaints continue a rather
familiar theme, improper prescribing,
sexual misconduct or poor practice.

The most frequent complaints in
1989 were of inappropriate or
excessive prescribing of drugs.

A newer theme is the matter of
variations in practice from the norm,
involving both the business aspects of
medical practice and alternative means
of medical diagnosis and treaiment.
Each complaint provides the
Preliminary Proceedings Committee
with a new challenge, for its decisions

F.P.C. ERQUIRIES

Table 2
- S Still Dismissed
" Referred under after Other
o toMPDC ° Charged Invest. Invest. Action
1989 Cases( 39y e 5 . 5 6 - 21 4
1990 Cases ( 26) (6 months) R 0 14 4 S
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must retrlect current mores and practice
standards.

As well the Committee has received
complaints on matters of medical
standards and competence which are
inappropriate to the disciplinary
process., The revised Medical
Practitioners Act will, we hope, provide
the Council with a separate mechanism
for dealing with those problems.

PRESCRIBING COMPLAINTS

Of 13 prescribing complaints received
in 1982, 10 were allegations of
excessive prescribing of drugs of abuse
potential, or prescribing for drug
dependence. It is not clear whether this
increase in referrals is a reflection of
worsening prescribing practice,
increasing drug use in the community
or greater diligence of the Area Health
Board Officers in their monitoring role.

it is worth noting in passing that
under the provisions of the Misuse of
Drugs Act and the Medicines Act it is
illegal for doctors to prescribe abusable
drugs to drug dependent people,
unless they have specific authority to do
SO.
Other prescribing complaints relate
to the perceived or real problems of
inappropriate or excessive use of
legitimate psychiatric drugs. A number
of individuals and concerned consumer
groups see this as an increasing
problem. The PPC is aware that there is
a fine line between good treatment and
treatment that may end in drug
dependence.

Evidence of excessive prescribing of
drugs of abuse is sometimes an
indicator of a perscnal health problem,
and the Committee explores that
possibility early. Sometimes the
practitioner Is a substance abuser, and
from that starting point prescribes
excessively to patients.

In some instances there appears to
have been financial gain to the doctor,
where individual prescription items

16

| il

attract a specific fee. There have been
allegations (and in the past some of
these have been proved) that drugs
have been provided in return:for sexual
favours.

Most commonly the practitioner is
working in a geographic area known for
its low socic-economic groups and drug
using population. Doctors, once
involved in prescribing for drug users,
get known as a “soft touch”; the drug
users have a very efficient information
network. The doctors begin to prescribe
without thinking, or in fear, or
alternatively believe they are doing a
good thing by keeping drug users out
of trouble. The fallacy of this last
scenario is repeatedly demonstrated.

Neither the people nor the drugs stay
off the street and an enormous amount

of prescribed medication finds its way
to the street market to increase drug
abuse and crime.

ACTIONS

The Committee has been aware that the
disciplinary process is a rather blunt
instrument, and does not necessarily
assist in the rehabilitation of doctors
whose standards of practice and
behaviour are less than desired. In the
area of inappropriate prescribing, the
heavy hand of discipline has not been
laid upon all those against whorn
complaints appear justified. if the
degree of prescribing is not extreme, or
if there are not additional components
of dishonesty, financial gain or
behavioural aberration, the Commitiee
tends to utilise the Area Health Board
Officers to monitor the individual
doctor's prescribing, and review this
after a suitable period of time., Such
monitoring is complex and time
consuming but there is hope that in the
future adequate computerisation of
prescriptions will enable Medical

Cfficers of Health to utilise their
statutory powers for such observations.

Currently the Medical Officers of

Health sometimes will advise the
Medical Council of serious prescribing
aberration and through the Council the
Minister of Health is recommended to
make an order in the Gazette
prohibiting the practitioner from
prescribing certain drugs under either
the Misuse of Drugs Act or the
Medicines Act. Such a restriction can be
protective for the doctor for she or he is
no longer in a position to be targeted
by drug seekers. In addition the public
is protected from the inappropriate
prescriptions of this doctor. In many
ways this is a more satisfactory
resolution of the problem that is the
disciplinary process.

For complaints arising in hospitais,

.the PPC has occasionally used the Area

Health Boards’ internal investigation
committees. [f these inquiries indicate
disciplinary action should be
considered then their report will be
referred back to the PPC.

INITIATIVES

Concern about prescribing aberration
has been so high that the PFC
recommended that the Medical Council
undertake a national consultation with
doctors and health workers in the drug
addiction field. This has been carried

out with the able leadership of Ur's

Cole, Maclaurin, McCormick and Kippax,
and the assistance of the Glaxo
Foundation for a national meeting in
April.

From this we expect that a series of
recommendations to the Medical
Council will be referred to agencies
most able to deal with them. The hoped
for outcome is better support for
general practitioners who are faced with
drug seekers, better treatment for drug
addicted people and better surveillance
and feedback of prescribing in the
community.

CONCLUSION

it has become increasingly evident that
the provisions in the Medical
Practitioners Act (1968) are inadequate

for the volume and complexity of the
complaints of the 1990s. This is seen

both in the over-burdening and slow
processing of the investigation
committee, and of the hearing times of
the Medical Council. A new Act with new
disciplinary provisions is an eagerly
awaited outcome of the review and
revision of the disciplinary process.

R H Briant
CONVENER
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REPORT OF THE HEALTH COMMITIEE

i

The re...bilitation, not the punishment,
of impaired or sick practitioners
remains the primary role of the
Committee.

Assessment and discussions, when
necessary, are conducted on a
relatively informal basis and any
restrictions resuiting are frequently
agreed rather than imposed as
mandatory sanctions.

Every opportunity is taken to create a
situation where practice can continue or
where re-entry can follow. Impaired
practitioners required to work in
supervised positions are often
impoverished and need to be paid.
Supervised positions are usually in
large hospitals or general practices with

. HOWTO HELP AN
IMPAIRED COLLEAGUE

No one likes to initiate review of an.
impaired colleague but it is seldom

in the interest of the colleague or the |

_public to wait until the impairment is
obvious to ail.

if the problem is not resolved by
discussion with the sick doctor’s
immediate colleagues, therapeutic.
doctor and family, there should be
referral to the DHAS or to the Health
Screener of the Medical Council. In
each situation the referrral wouid be
treated confidentially so long as
there was prospect of resolution.

DHAS REFERRAL
Phone: (04} 721-654 (toll free)
or write: Box 812, Wellington

"HEALTH SCREENER

c/- Medical Council of New Zealand
Phone: (04) 847-635 L
Fax: (04) 858-902

or Wl‘ItE Box 9249, Wellmgton |
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several partners and as budgets
become ever more closely watched,
such positions are likely to become
difficult to find.

Where permanent physical difficulty
remains there may need to be
retraining in another aspect of
medicine.

Strategies for monitoring and for
rehabilitation are becoming better
established and the cooperation of the
specialists in substance abuse and the
Medical Officers of Health is
appreciated.

Improved communication with
Medical Councils in other countries
allows the sharing of information
regarding an individual’s circumstances
and current monitoring programme.
The development of guidelines for
medical assessments has been
valuable and the committee is grateful
for the efforts made by its advisers.
Resulting reports are regarded as the
property of Council rather than of the
practitioner assessed. Council in each
instance will need to consider the

interests of the public and of the
individual in deciding to what extent

there shall be disclosure of a report. To
protect the assessor any disagreement
with a report will need to be directed to
the Council. The Chair of Council will
receive a report and will decide,
preferably in consultation with the
Health Committee, to what extent and
under what circumstances the report
will be released to the person
assessed.

Increasingly Council has required the
Committee to consider aspects of
fitness to practise. The management of
this under the area of discipline is
inappropriate as that emphasises
penalty or retribution rather than
retraining and rehabilitation. There
should be undergraduate and
continuing education on
commmunication skills, ethics,

]

occupational hazards including
self-prescribing and management of

personal stress. Resources should
provide opportunity for medical

education as a life-long process. There

should be opportunities for remedial
education and for assessmenf and

rehabilitation of diminished capacity.

'Mﬂnitﬂriﬁg by Health Screener

SUMMARY OF ACTIVITIES

During the period 1 July 1989 to 50
June 1990, the Health Committee (with
Council where appropriate) has been
involved in the following activities
related to individual doctors where
fitness to practise was an issue:

Monitoring by Health Committee during treatment,

rehabilitation or assessment
New suspensions imposed
Full suspension reimposed

Full suspension varied to allow limited practxce
. Recommendations made for variations in prescribing restrlctmns

- Recommendations made on reglstrat:ﬂn applications
Applications for revocation of suspension considered

or-under consideration

Revocation of suspension granted

*18
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 * jncludes 2 cases where competence also an issue

R G Gudex
CONVENER
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NEW ZEALAND REGISTRATION EXAMINATIONS
(NZREX)

.
] .-h. '|'-|__
s

The las. sessions of PRENZ
(Probationary Registration Examination
in New Zeaiand) took place in August
and December 1989. Over the six years
that examination was administered, a
total of 201 attempts were made by
candidates (in the written and clinical
sections) and success overall was
achieved by 47, the pass rate being
23%. Those 47 doctors proceeded to
Probationary Registration and most
have now achieved admission to the
New Zealand Medical Register.

In May 1989, the f{irst session was
conducted of the new sequence of
examinations (NZREX). By the end of
1989, a total of 35 candidates, many of
whom aiready held temporary
registration had satisfied the examiners
in the screening examination (NZREX |
and iI) and were thus eligible for two
years of temporary registration during
which time they are required to pass
NZREX IIl and 1V in order to proceed to
probationary registration. Transition
arrangements were made for two
aroups, firstly those who had
commenced PRENZ but not had an
opportunity to complete the
examination before it was phased ouit,
and secondly, those who were well
advanced in specialist training and
likely to be “specialist eligible” in 1990
or shortly thereafter. As has always
been the case pursuant to Section 33 of
the Medical Practitioners Act, foreign
medical graduates not eligible for
conditional or full registration (ie not
holding primary medical degrees
granted by universities in the United
Kingdom, Eire, Canada, South Africa or
Australia) can be granted temporary
registration. Certificates can be issued
without examination to allow the
undertaking of postgraduate education
and training or the giving of
postgraduate instruction if visitors
come to New Zealand sponsored by
their own or the New Zealand
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government, international agencies or

professional or academic organisations.

Tables 3 and 4 show the performance
of candidates in the four parts of the
new examination programme from May
1989 to August 1990. The Board of
Examiners is satisfied that the
screening examination is fulfilling its
role in identifying which foreign
medical graduates have met the
educational criteria to commence in
supervised practice in this country, at a
similar level to our cwn graduates on
conditional registration. Area Health
Boards are responsible for checking
references and examining curricula
vitae to ensure that each of these
temporary registrants is not expected to
perform at a level inappropriate for

Table 3

SCREENING EXAMINATION

(FOR TEMPORARY
REGISTRATION)
o | PARTC". PART - .--E___E =

o NZREX .-~ .~ .- f HM’ 1985 fﬁ g
.“Candidateattempts. - +| 32 | '3_? 4L
* No. ufpasses e e
- Attempt1 oo b 2. 100 -
- Attempt 2: O NMAL | UNA
. Attempt3- . - | NA NA feooo 0
- No..of Passes Overall 129 1 A 8
;-:_Pass Rat{-: Overall- 90% - 27% .| 20% -
- ' Ak I"'Inv,-IBBQ' | f.
-Candldate attﬂmpts 1702k 10_1 (11)f 108
. No.ofpasses: . = .| R R
CAttemptl -l T | 55' ,_ '_ 360
CCAttempt2 oo T I 10
. Attemptd - o [CNAS NA D
"..No. of Passes Overall R R - AP ToRl Y S
;-::.Pass Rate Ovara[l ~ -:--Eﬂ%' A% | 4%
."-_I:-'Ij‘CEI]dldﬂtﬂ attempts | _-4@ {4y 77031y | B4
 No.ofpasses:-. . o - fo e
CcAttemptl SRR I O RS |- RN KRR
- Attempt2 o0 0L L& 18 e
CAttempt3 . o o = B R R
. - No. of Passes. Overa[i s 33 .36 -3
. Pass Rate Querall . . | 2% 47% 42% -

-Hnte [ } repeat candxdates Enc[uded

[, I il -

their training, experience and
familiarity with New Zealand medical
practice and culiture,

So that there will be no confusion
about the scope of the examination
programme now in place, these brief
details are repeated from the 1989

Annual Report.

TEMPORARY REGISTRATION is not now
issued unless applicants have passed
the screening examination (NZREX |
and 1I) or been exempt from it. NZREX 1
tests competence in English in the
medical workplace (listening, speaking,
reading and writing) and NZREX 1l fests
medical knowledge across a wide range
of clinical topics (similar to that
expected of New Zealand fifth year
medical students) using the MCQ format
(330 questions in total). Exemption Is
granted to those who either have
already passed comparable
examinations in Australia, United
Kingdom, Canada, and United States of
America or hold approved postgraduate
specialist qualifications and experience
obtained in those countries. The latter
group may be suitable for appeintment
to more senior posts, (still under
supervision) if {hey are near to
specialist eligible stage.

PROBATIONARY REGISTRATION is
issued to the above doctors when they
have proceeded to pass NZREX lil and
IV, which they are required to achieve
within two years of being granted
temporary registration. Exemption from
these two examinations is normally only
granted to those who have achieved
specialist eligible status in that two year
period, or are very close to it.

NZREX IH is a further written
examination (in SAQ and MCQ format,
of clinical disciplines and applied basic
and behavioural science) and NZREX IV
is a comprehensive clinical and oral
examination (equivalent to that of
trainee interns about {0 be granted

Tabie 4

e yy———

-

EXAMINATION FOR
PROBATIONARY REGISTRATION

[l -
2E=
Feb 1950 | Mar 1990 ‘g--% 5
- FART ~ PART E 3 ;-:-
‘NZREX i1l IV e
Candidate attempts 18 10 (5) |
No. of passes:
Attempt 1 10 11} 5
Attempl 2 N/A N/A
Attempt 3. N/A N/A
No, of Passes Qverall *10 5{1) 5
Pass Rate Overail 56% | 50%
Jul 1990 | Aug 1990
Candidate attempts 28 [7] 21 (6
No. of passes:
Attermpt1 12 5
Attempt 2 3 3
 Attempt 5 | NA NA
No. of Passes Overail | 15 8 (3) 8
Pass Rate Querall 54% 368%

Notes: { ) repeat candidates from PRENZ or NZREX included

* passes include clear passes, conceded passes and
provisional passes

[ 1 provisional passes only

conditional registration) including a
jong case in medicine, and short cases
and or vivas in surgery, paediatrics,
obstetrics and gynaecology, psychiatry
and general practice. The examiners
have been concerned to note in
conducting the clinical examination,
that many candidates have serious
weaknesses in basic patient
examination technigue and formulatton
of management plans, despite the |
claims by their employers that they
perform well in the hospital. The only
conclusion that can be drawn is that
insufficient time is being given to actual
observation of their clinical
performance in the early stages of their

integration into the New Zealand
medical workforce. Council is confident
that the standard of each part of the
examination is not excessively high and
that indeed it is the minimum which can
be accepted in the public interest,
being that of our own graduaies.
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On completion of all the examination
requirements these doclors are
supervised for a further year on
probationary registation and reports
received at 6 and 12 month intervals.
Provided these are satisfactory, an
application can then be made for “full”
registration, ie entry to the New
Zealand Medical Register {and if
appropriate also to the Speciaiist
Register or Indicative Register of
General Practitioners).

Candidate information booklets are

available from the Council office and
detailed feedback can be provided to
candidates to enable them to make
adequate preparation for the
examinations. Employers must also
play their part in this process. No funds
are available from governmerit or any
other source for bridging courses or
tuition. Council is indebted to the
Universities for assistance in mounting
the examination programme. The
service of Dr Gavin Glasgow and Mrs
Jenny Hargrave is also greatly valued.

REPORT OF THE SECRETARY

The past 12 months have seen
significant changes in the structure of
the secretariat. While the transition
period has been stressful, we are
confident that the restructuring will lead
to improved effectiveness in Council
administration as it relates to serving
the public interest, individual
practitioners and Council and
Committee members themselves.

In my report last year | looked
forward to a new Medical Practitioners
Act 1990. This we are still awaiting but
believe the changes in structure and
staffing of the secretariat will facilitate
the eventual transition.

STAFFING AND DUTIES

The tasks associated with registration,
Annual Practising Certificates, data
management, personnel and financial
administration and general office
management have been separated out
and in February 1990 the newly
appointed Deputy Secretary, Steve
Willcox, took over primary
responsibility on a day to day basis for
these. Steve came to the Council after
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administrative experience at Victoria
University and the Ministry of Foreign
Affairs — the health sector is a new
challenge to him. As Administration
Manager he supervises the work of the
registration officers, accounts officer,
secretary/wordprocessor operator and
the casual clerks. He is also Secretary
to the following committees:
Registration, Finance and Management,
and Datla.
Administrative support for the Board
of Examiners, Medical Education
Committee, Health and
Communications Committees is now
provided by our second new executive
officer, Mike Richardson, who was
appointed in February as Assistant
Secretary. Mike has worked in
administration in education but is also
new to the intricacies of the medical
world. Running the comprehensive
series of examinations for foreign
medical graduates and providing
support for the accreditation of
hospitals for interns, as well as assisting
me with paperwork for discipline
hearings and impaired doctor reporting

. -y oL pnn ™ EEE————TE

Table 5.

OVERSFAS GRADUATES REGISTERING IN NEW ZEALAND ™

in years ending 1980 to 30 June 1590

initial Type of Employment
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Year of Initial Registration in New Zealand

MOTES: "Registrar” includes community medicine and family medicine training programme. “Primary .
Care” includes general praclice, family planning, student health, armed services, company dociors.

“Other” includes non-specialists in research, community medicine. Calendar years are the basis of this
data. The 1990 data therefore does not take into account those coming onto the register in the period

I July to 31 December 1990,

and monitoring takes sensitivity, energy
and attention to detail.

Jane Lui, now Senior Registration
Officer, and Jo Hawken, Secretary/
Wordprocessor, have been on the staff
throughout the period of growth and
changes since 1987 and their
knowledge and expertise is constantly

drawn upon. We are gradually
implementing better data management
and word processing systems to assist
them in thelr very heavy workioad. Jane
is now particularly involved in vocational
registration (and clerical support for the

Dental Council).
Lynne Urquhart, Ann'Hamilton and
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Table 6.

OVERSEAS GRADUATES REGISTERING IN NEW ZEALAND

in years ending 1980 to 30 June 1950

Current Workforce Status
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Year of Initia! Registration in New Zealand

a6 By 88 89 a0
June

NOTES: Calendar years are the basis of this data. The 1990 data therefore does not take into account
those coming onto the register in the period I July to 51 December 1950,

Joyce Mackay joined the team in the
first half of the year as registration and
accounts officers respectively. Lynne

has particular reponsibility for
temporary registration and the monthly

circular of updates to the register.
University students continue to help out
at peak times to our mutual benefit.

WORKLOAD

Over 9,000 computer transactions,
excluding those associated with the
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Annual Practising Certificate exercise,
were carried out in the year ended

30 June 1990 — these relate to
maintenance and constant updating of
the New Zealand Medical Register
alone. In tandem with them go
telephone and personal enquiries,
document verification and advising on
and sorting out registration problems.
604 provisional certificates were issued
as follows:

by, 3

Conditional Registration
— NZ graduates 221
— Overseas graduates 12

Full Registration

— Qverseas graduates 350

Restorations
NZ and OS graduates 41

220 New Zealand graduates went from
conditional te full and 39 foreign
graduates from probationary to full
registration.

The usual raft of changes were made o
details concerning doctors aiready

registered:

Changes of address 2,550
Changes of name 25
Additional qualifications 507
Removals (deaths) 53

(discipline) 4

(failure to notify address) 129
(non-resident overseas

graduates) 105
(at own request) 46

In addition, 94 further names were
added to the Specialist Register and
376 to the Indicative Register of
General Practitioners.

With so many area health boards hiring
temporary and probationary registrants
this area of secretariat activity
(including the examination programme)
is demanding in both volume and
complexity. Elsewhere in this Annual
Report are statistics relating to the
programme of Registration
Examinations which give rise also to
thousands of enquiries. In the past year
79 new certificates and 252 extensions
of temporary registration were issued.
Although regular monitoring of
temporary registrants with 6 monthly
reporting has increased the workload In
this sector considerably, it is a most
important aspect of the Council’s
responsibility to the public of New
Zealand. 31 new probationary
certificates were also issued and these

Table 7. QOVERSEAS GRADUATES
REGISTERING AS HOUSE OFFICERS
1980 — June 1950
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doctors, many of whom are specialists,
are also reported on at € monthly
intervals in the usual 12 month period
of supervised practice prior to eligiblity
to apply for entry in the New Zealand
Medical Register.

A revised “Registration Procedures”
handbook is in preparation and should
be distributed well before the
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commencement of the new hospital
employment year in late November.
Meanwhile | ask that those involved in
recruitment seel early and accurate
information on eligibility and certificate
issue from the secretariat prior to the
starting date for any prospective
employee. As usual | remind all
registered medical practitioners to
keep their registered address up to
date by notifying me of changes
immediately they occur. The
consequences of not doing so can be
removal and the costly nuisance of
having to apply for restoration! Early
requests for Certificates of Registration
and/or Good Standing also save
embarrassment — over 600 were issued
last year — members of the medical
profession are a mobile lot!

ACCESS TO SECRETARY

As Secretary | take primary
responsibitity for policy and planning,
Council agendas (Medical and Dental),
communications and public relations,
Council support, matters concerning
impaired doctors and discipline, staff
training and other tasks properly
pertaining to the role of Chief
Executive. To enhance my time
management, |1 have sought the
cooperation of staff in referring to me
only matters necessitating my direct
involvement. Telephone enquiries in
particular are therefore frequently
directed to the relevant member of
staff in the secretariat. [ do not wish this
to be seen as any kind of “closed door”
policy — it is an essential management
tool in a small and intensely demanding
organisation. | am always available to
discuss difficulties or clarify policy, but
you may need to wait for me to call you

26

back. Every effort is made to
acknowledge and action
correspondence without delay. Council
is now meeting every month on either
general or disciplinary business,
sometimes for several days at a time,
and it is simply not possible for me to
accede o every request for an urgent
or immediate response. | ask that you
respect this situation which is likely to
remain at least until new medical
registration and discipline legislation is
enacted.

It was a pleasure to host the annual
meeting of the Australian Medical
Council in June. The stimulation of
sharing common problems with our
transtasman counterparts enhances our
own operation. It is also reassuring to
find that the Medical Council of New
Zealand is at the forefront of
developments in pretty well every area
of registration board activity. This does
not mean that improvements are
unnecessary but it does reflect well the
skill, understanding and dedication of
your Council and secretariat, with whom
[ am privileged to serve, My personal
thanks is offered to them and all the
people who support and join me as
colleagues in this important
professional activity. The ever
developing exchange between the
Council and the Colleges and Area
Health Boards is greatly valued. The
secretariat looks forward to the
daunting work of 1990-91 with
confidence. I will be particularly
interested to work on issues relating to
the assessment and measurement of

compeience.

G A Jones
SECRETARY

REPORT OF THE MEDICAL PRACTITIONERS

DATA

COMMITTEE

M

USE OF THE DATABASE

For a number of years doctors in New
Zealand have completed a
questionnaire at the time of application
for the Annual Practising Certificate.
This information is stored on the
University of Otago computer and is
held in complete security.

Under an arrangement with the
Department of Health, who make a
substantial contribution to the costs,
workforce statistics are derived by the
Council’s statistician employed as a
scientific officer at the University of
Otago. These are used by the
Department to prepare its publications
on the medical workforce and its
distribution. This statistical information
is supplied without any names of
doctors. From time to time the
Department seeks different or
additional information and this requires
changes in the questionnaire which
some find disturbing. The preamble to
the questionnaire states that the
information is supplied on a
confidential basis although most wouid
agree that the information is not of a
particularly sensitive nature.
Nevertheless, probably because of the
assurance of confidentiality we have a

very high rate of response and our
statistics are the envy of other
registration authorities.

Council has limited access to this
database by requiring any researcher
seeking to obtain information to supply
details of the research protocol and the
approval of the relevant ethical
committee. Information which is
included in the New Zealand Medical
Register, which is a public (gazetted)
document, is not treated as
confidential.

Council is now concerned that better
use of this valuable database might be
made and would make the following
suggestions.

Any research team which could make
use of the data collected should feel
free to place their proposal before the
Chair of the Data Committee who will
do anything possible to assist bona fide
projects. .

Council feels that lists of doctors
giving their major professional field of
activity (derived from the work
classification list in the questionnaire}
would be helpful to many organisations
in continuing education. 1t would be a
considerable economy to a college or
postgraduate society offering a

Table 8 NEW ZEALAND MEDICAL REGISTRATION INFORMATION
as at 30 June 1990

| Total practitioners on register 0,643
 Totatl pratititiﬂners with practising certificates - 6, 800
| Temporary registrants | 165

New p'ml::atilnnary registrants 31
Names removed from register {various reasons) 284
23

Practitioners - deceased
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REPORT OF THE SPECIALIST REGISTRATION
SUB-COMMITTEE

Specialist registration continues
unabated with 84 specialists being
added to the Register in the 1989/90
year. Table 10 shows the numbers of
new registrants by specialty and the
current specialty totals. It should be
noted that not all practising specialists
have their names on the register since
not all of those in practice before the
register was started applied to join it.

Misunderstandings still occur aboul
the registration system as it applies to
overseas trained doctors, There are
essentially two groups, those whose
primary degree {listed in the Third
Schedule to the Medical Practitioners
Act)is automatically registrable in New
Zealand and those whose primary
degree is not. Both groups contain
some doctors who have acquired
overseas specialist qualifications,
training and experience of such quality
that it is recognised by the appropriate
local referral body as conferring
specialist status in New Zealand.

Doctors who intend to reside and
practise in New Zealand and whose
primary medical degree is automatically
registrable are entitled to have their
name registered on the New Zealand
Medical Register ie they are entitled to
full medical registration. if they are
recognised as holding specialist status
in New Zealand their names go on to
the Register of Specialists as well.
Immigration status is a separate matter
dealt with by the Department of
Immigration.

Doctors (whether they have specialist
gualifications or not) whose primary
degree is not automatically registrable
have two forms of registration open to
them. Temporary registration may be
aranted after completion of (or
exemption from) NZREX Parts [ and 1l
and probationary registration may be
granted upon completion of NZREX
Parts [1l and IV or upon being declared
specialist-eligible by the Medical
Council after considering advice from
its appropriate referral body.

Temporary registration is normally
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limited to a duration of two years.
Exemption from NZREX Parts | and [I
may be granted to a candidate who has
higher qualifications and experience
agained in an English speaking
environment but who is not declared
specialist-eligible eg FRCS but without
the Certificate of Higher Surgical
Training.

Probationary registration requires
satisfactory completion of a period of at
least a year under supervision {which
means in a post, and under named
supervisors, specifically approved by
the Council).

From the viewpoint of an overseas
trained doctor wishing to practise in
New Zealand in a specialty that goal
may be achieved in one of two ways:

(a) by being declared specialist-eligible
and then becoming fully registered by
right or by completion of probationary
registration, or

(b} through completing specialist
training within New Zealand after
gaining probationary or full registration.

The specialist-eligible category still
draws criticism from a minority of
colleges but is necessary not only for
prospective employers who wish to
know the status of prospective
employees prior to paying to bring
them out here, but also in terms of
defining eligiblity for probationary
registration for overseas trained
doctors (see above). Problems have
occurred because that assessment of
specialist-eligible status by the referral
body is inevitably a paper exercise
which in one or two cases has proved
inadequate when the candidate has
actually been observed in practice in
New Zealand.

An area which causes Council concern
is a general failure of involvement of
new migrants in local College activities
and thus poor integration into the New
Zealand medical scene. The specialist
pool has increased by migration by 274
in the last five years. It must surely be
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to the ultimate advantage both of the
public and the profession if alf doctors
are involved in their appropriate
professional bodies with continuing
emphasis on standards and CME. For
those overseas trained doctors who
possess well regarded specialist
qualifications some local Colleges are
prepared to offer a truncated form of
examination which leads to College
membership or fellowship, but others
are quite strongly exclusive by placing
high barriers to membership in the
form of stringent prerequisites and
extensive examinations or high cost.
One referral body has declined to
recoanise fellows of its own College
because they have been frained in
Hong Kong, a situation which has led to
some tension within that College!

For overseas trained specialists who
have been granted specialist
recognition in this country and who are
permanent residents there would be
considerable merit in the idea of the
Colleges-following the lead of the Royal
Australasian College of Radiologists by
establishing a truncated examination
which would allow full entry into the

College and possession of the Diploma

of Fellowship. Such a test could also be
taken by the Council as an indication of
competence in the field which could
provide a useful adjunct to the
supervisors’ reports on a probationary
registrant.

Removal from the Register of
Specialists
The only removals from this register
this year have been at the request of
the doctor or as part of the regular
purging to remove names of overseas

qualified doctors no longer resident in
New Zealand from the general register;
no names have been removed by the
Council this year because of proven
incompetence. However the question of
maintenance of continuing competence
continues to be the subject of vigorous
debate. Such mechanisms as that of the
RNZCOG, which issues time-limited

Table 10 NUMBERS ON SPELIALIST
REGISTER at 30 June 19930

1989 Added 1990

Anaesthetics 233 22 233
Community

Medicine 135 4, 159
permatology 37 5 42
Diagnostic

Radiology 129 10 139
Qynaecology | — 1
Internal Medicine 400 2 409
Obstetrics | — !
Obstetrics and

Gynaecology 170 5 175
Ophthalmology 85 4 89
Orthopaedic

Surgery 108 4 112
Otolaryngology 03 2 65
Paediatrics 126 6 132
Fathology 146 6 152
Psychiatry 207 4 211
Radiotherapy 23 3 26
Cardiothoracic

Surgery - 21 ! 22
General Surgery 222 6 228
Neurosurgery 12 — 12
Paediatric Surgery 4 — 4
Plastic Surgery 25 i 26
Urology 50 2 32
Venereology 18 m 18
TOTAL 2,196 84 2,200*

NOTE: These slatistics do not iake into account the
significant number of doctors who have aiready completed
or will shortly complete their specialist training
programmes, but who have yet to apply for admission {g

the Specialist Register.
* The 1990 totals do not aliow for removals of names

through purging from the main register, which involved a
total of 39 specialist registrations.

fellowships subject to later renewal on
the basis of demonstration of
participation in CME, or the possibility
that doctors whose competence has
been seriously questioned may be
required to be able to demonsirate
their continuing competence in order to
obtain renewal of the Annual Practising

Certificate are being promoted as

desirable.

GF Lamb
CONVENER
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REPORT OF THE INDICATIVE REGISTER

(GENERAL PRACTICE) SUB-COMMITTEE

Wwith the end of the period of grace for
initial entry to the Indicative Register on
31 March 1990, the first quarter of this
year has been marked by a flood of last
minute applications for entry to the
register.

This has entailed a heavy workload
for Council staff and the referral body
which scrutinizes the applications at the
request of the council. There have been
inevitable delays in processing some of
the applications, especially when
insufficient details of previous training
for general practice, experience of
general practice, and recent
appointments in general practice were
forwarded, necessitating further
enquiries to be made.

All applications received by the
Council before 1 April 1990 are being
processed under the regulations
pertaining to that period and every
effort has been made to approve these
applications for inclusion in the register
at 30 June 1990. Of necessity, some
with insufficient details on first
application will be held over until the
next publication of the register.

The current figures are:
Approved and entered on the

register 1329
Currently processing 65
Declined on various grounds 55

The main grounds for approval being
declined have been:

1. lack of evidence of training for
general practice

2. insufficient experience in general

practice

applications from doctors who are

not at present in general practice

applications from doctors who are

working overseas

2. a few applications from doctors who
are not confining their practice as
far as possible to general practice.

=
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Doctors are reminded that from
1 April 1990 the requirement to be a
fellow or member of an appropriate
professional college became
mandatory. The criteria for inclusion in
the Indicative Register (as set down in
the regulations to the Medical
Practitioners Act} as they now are, are
set out on the following page.

All correspondence concerning the
register shouldbe directed to the

Secretary

Medical Council of New Zealand
PO Box 9249

Courtenay Place

WELLINGTON

and not to the Royal New Zealand
College of General Practitioners,

The Sub-commitlee is grateful to the
referral body and the Council staff who
have completed the major part of the
compilation of the register.

Although Council and the College
hope that all those eligibie for entry to
this register will in fact apply, it is not
mandatory under existing legislation to
be on the Indicative Register in order to
work in general practice and family
medicine. Full registration is however
normally mandatory for general
practice and vocational training,
through the Family Medicine Training
Frogramme or the College Membership
examinations and assessment, Is
strongly encouraged.

M M Herbert
CONVENER

'. Schedule Quallt" catmns - R
" . Body . = " Qualification

:':_ Rﬂyaiﬁew Zeaiand Cﬂllege {(a) Fellt}w'ship
- '?'Emyal Austrahan College.
... of Cleneral Practitioners.

Rnyal CDllege of Generai

B of General Fractltmners '_

"‘4 Quahf‘ catlcm for registratlﬂn - (1)'A medical practitioner shall be enntled
tu:: have hlS or her name entered | in the register if the Council is satisfied:

L (a} That the practitlanﬂr holds a quallﬁcatmn spemﬁed int the second ca[umn

" of the'Schedule to these regulatmns and granted by a College specified
~ in.the first column of that Schedule in relation to that qualification; and

. (a) That the pl’ElEtltlDr]EI' has been qualifi ed as a medical practitioner for not

‘ ‘less-than 5 years; and

(). That the practitioner has had training and practical experience in general

- practice and famliy medicine for not less than 3 years; and

': '(a-)'_ ‘That,-$0 far as is practicable, the practitioner limits his or her' practice to

- ’general practice and family medicine.

.'(2) I‘Iohuithstandmg anything in subclause (1) of this regulation, if the Council
. sees fit'in relation to any particular case; the name of a medical practitioner
" 'may be entered in the register if the Council is satisfied that he or she is.

- recagmsecl by his or her colleagues in the medical profession as having
'__specml expenence in the dzsmpime of general practice and family medlcme

The schedule rel’e:rrecl to abmre is as follows: |
o | ‘Reg 4(1)(a)

of General Faract:tmners | (b) Membersh:p

Where the prescribed course
of training and criteria for
fellowship or membership is
considered by the Council to
be at least equivalent to that
required for membership of

~ the Royal NZ College of
~General Practitioners”

Fellﬂwsh 1p

Ve

(_a) F‘ellg:-wship'_
Practitioners of the . .(b)'M_EH'IDE;I'_Ship' -
Unlted l‘imgdc)rn | - .

(a) Fellowship

Any Gther Cﬂllege or body : |
. (b} Membership
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REPORT OF THE COMMUNICATIONS COMMITTEE

During the 1989-90 year a small
Council Working Party was asked to
draw up terms of reference for a
Communications Committee. The aim
of the Committee’s work was primarily
to improve the Council’s
communications in all aspects of its
work. This applied particularly to
external communications such as those
with the public, registered medical
practitioners, special societies and
professional groups, employers and
government agencies. It further
inciuded internally directed
communications between Council
members involved in committees, with
legal assessors, and with the

secretariat.
Additional objectives addressed the

need to design methods of evaluating
the outcome of any changes made and
of monitoring the effectiveness of
communication. [dentifying resources
and training facilities to assist in all the
above, including the role public
relations professionals might play, is
another function of the Committee.

In June 1989, Council appointed the
Committee convened by Dr Treadwell
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and comprising the Council Chair,
Secretary and layperson.

The Committee has met on three
occasions during this year. One of the
early proposals was to instigate a
reguiar bulletin to be sent to the
profession in which matters of recent
concern can be succinctly explained. It
is hoped such a bulletin will come out
three or four times a year, commencing
late 1990. Press statements havé been
edited where necessary and advice
from media consultants is being sought
as required on a trial basis,

In this time of increased public
scrutiny, it was felt important that key
Council members receive media
awareness training. We have initiated
such training and this will continue
during 1990/91. Initial feedback
suggests this will prove helpful.

This has been a year in which the
Communications Committee has been
establishing itself. It now seems healthy
and looks forward to the oncoming year
with confidence,

J A Treadwell
CONVENER

REPORT OF THE FINANCE AND MANAGEMENT
COMMITTEE

This report covers the period from 1
July 1989 to 30 June 1990 although the
financial statements included with it
cover the period from 1 April 1988 10

31 March 1990.

1. GENERAL COUNCIL OPERATION

Council and Committee activities
including registration and all activities
of the Medical Education Committee are
paid for from the Annual Practising
Certificate fee and from fees paid by
registrants. These fees are adjusted
annually in line with movements in CPl
and anticipated workload. 1t will be
seen that a net surplus resulted for the
year ended 31 March 1990 amounting
to slightly more than 10% of gross
revenue. The issue of taxation status
remains uncertain at the time of writing
and much of the surpius may be
needed to pay income tax if Council
remains tax liable. If the tax situation is
resolved and Council does not have {o
pay tax it is proposed that part of the
surplus be set aside for developments
in the education field, Two proposals,
one for the payment of intern
supervisors for functions carried out on
behaif of Council, the other concerning
follow up of the accreditation process at
the Medical Schools, and special
education projects such as the current
initiatives on aberrant prescribing wiil
require funding. Reserves set aside
now will assist in the planning and
execution of these additional activities.
The examination programme for
Overseas Trained Doctors is
self-funding. A small surplus in the year
under review has been placed in an
Examination Development Fund. There
will be costs involved in implemernting a
new database, continuing the review of
examination material, and meefing the
demand for better feedback for
candidates and employers. Moves (o
establish a form of international laison
between authorities called upon o
consider registering overseas trained

doctors will be followed and may also
call for some expenditure.

Reorganisation of the secretariat has
resulted in some recruitment
expenditure not likely to be recurrent. A
substantial payment of fringe benelit
tax was incurred as part of the
severance payments for the previous
Assistant Secretary.

The triennial rent review has
produced a noticeable increase in the
provision for this item.

Council and committee expenses
have remained within budget. The work
of the Council has been progressively
channelled into committee structures
and the accounts show these activities
as separate items. Honoraria paid to
the Chair of Council and Convener of
the Preliminary Proceedings Committee
have been reviewed. It is Council’s view
that any member of Council elected to
either of these onerous posts should be
adequately compensated for the
demands on the person and on their
practice which are very considerable
and would almost preclude anyone in
solo practice from doing the job. This
should not be so and the best perscn
for the task should be able to accept
the challenge without financial

hardship.

2. DISCIPLINE FUND

Discipline produces a significant portion
of the work of Council and complaints
about the disciplinary levy much mail.
Perusal of the accounts will show that
recovery of costs is a comparatively
small item despite the discipiinary
tribunals’ careful attention to the
imposition and collection of costs as
appropriate to the findings. The year
under review began with a deficit of
$273,408. This has been reduced to
$64, 566 but the account still remains in
deficit. in the light of & further increase
in workload a significant increase in
disciplinary levy in the current year was
inevitable. When the New Zealand
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Medical Association decided to halve
their contribution to the administration
of discipline this required a further
increase in levy. It should be noted that
as a matter of policy no call has been
made on Government for a direct
contribution and as a result no funds
are specifically budgeted from that
source. The budget for the year ending
March 1990 was drawn up in the hope
that the deficit in the account might be
removed completely. As it has turned
out a modest deficit is carried over into
the current year. The disciplinary levy
for the year ending March 1991 was
based on budget expectations that
there would be no carry over at the
beginning of the year and that the
NZMA contribution would continue at
the present level. Neither of these
expectations has been fulfilled.

There is an increasing trend to
prolonged defended hearings.
Protracted hearings set down for the
next few months will very likely absorb
all the available funds. The costs of
defending a doctor before a disciplinary
hearing are met by his or her indemnity
organisation funded by the premiums
of its members. The costs associated
with the investigations of the
Preliminary Proceedings Committee,
prosecution of the case before the
tribunal and the sitting costs of the
tribunals themselves are met from the
Disciplinary Reserve Account. Where a
doctor is found guilty an order for costs
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will be made but such orders are
seldom more than 60% of costs
incurred. Any higher order is regarded
as a deterrent to the proper conduct of
a defence. The indemnity organisation
does not meet any fine imposed but
may decide to meet the order for costs.
The very substantial amounts invoived
are therefore funded by the profession
in two ways, by their indemnity
insurance premium and the disciplinary
levy.

The principle followed by the Medical
Council has always been that discipline
within the medical profession should be
funded by the profession. The Medical
Association moves are based on their
view that all doctors should contribute
equally and the members of the
Association should not carry a double
charge. The emphasis therefore is on
the whole profession carrying the cost
and only those who are fully retired
(and not holding a practising certificate)
should escape their share of this
burden.

] urge you to study the Financial
Statements, the Notes to the Accounts,
and the accompanying illustrations
carefully, as it is apparent from a
number of complaints received that
thisunderstandings still exist, despite
the publication of this information every
year in this report,

W S Alexander -
CHAIR

AUDITOR'S REPORT

Miller, Dean & Partners

W

CHARTERED ACCOUNTANTS
WELLINGTON AND CARTERTON

AUDITORS® REPQRT TO THE MEMBERS OF THE

MEDICAL COUNCIL OF NEW ZEALAND

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

As stated in note 11 to the Financial Accounts the Councii’s tax status
is still to be resolved and no provision has been made fur any possible

tax 1iability.

Subject to the above, in our opinion and according to the information and
explanation given to us and as shown by the said records, the financial
statements are properly drawn up so as te give a true and fair view of the
financial position of the Council as at 31 March 1990 and the results of

its activities for the year ended on that date.

Fller B o foln

Chartered Agcountants

WELLINGTON
21 August 1990
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MEDICAL COUNCIL OF NEW ZEALAND

FINANCIAL STATEMENT

for year ended 31 March 1990

i i il - I L

NOTES TO ACCOUNTS

1. GENERAL ACCOUNTING POLICY

The general principles recommended by the New Zealand Society of Accountants
for the measurement and reporting of results and financial position on the basis of
historical costs (except for the particular policies stated below) have been adopted.

Particular Accounting Policies
(a) Depreciation — assets have been depreciated on a straight line basis at the
following rates:

Furniture and Fittings 10% p.a.
Office Equipment 20% p.a.
Office Alterations 10% p.a.

(b) 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.

2. CHANGES IN ACCOUNTING POLICIES

There have been no changes in accounting policies from those adopted in the
previous year, except that a Statement of Cash Flows is now included in the Annual

Accounts in line with standard accounting practice.

3. DEBTORS

The debtors figure includes $2 1,257 outstanding on a competence assessment,
$77, 241 outstanding refund of GST. Payments in advance of $6,694 relate to rent

and insurance.

4. PRIOR YEAR ADJUSTMENT

The sum of $12,215 relates to arrears of rent for the year ended 31 March 1989
not paid until the current year, pending resolution of the rent review.

5. INVESTMENTS

{a) General Fund 1990 1989
BNZ Finance Call Accournt — 29,887
National Bank Call Account 171,971 —
Cquiticorp Finance Limited

(In Statutory Management) 55,000 1G0, 000

ANZ Call Account 90,576 . —

$317,547 $129,887
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With respect to the investment in Equiticorp Finance Limited First Ranking
Debenture Stock, $35,000 has been received in the year ended 31 March 1990
($20,000 at 20 cents in the dollar and $15,000 at 15 cents in the dollar) and a
further $6,000 (at 6 cents in the dollar) has been received in June 1990. In view of

correspondence from the statutory manager it is now anticipated that accrued
interest {$2,286.03) will not be paid out and not more than 90% of the original
capital will be realised. $10,000 of the original investment has therefore been

written off.

6. FIXED ASSETS

Book Book Accumulated

Cost Value Depreciation Value Depreciation

31/3/90 1/4/89 For Year 31/3/90 to 31/3/50

Air Conditioning 35,904 28,262 3,590 27,326 8,578
Computer 03,240 59,850 18, 104 47,290 45,950
Furniture and Fittings 03,516 69,985 0,352 63,968 29,548
Office Alterations 157,364 101,802 15,736 98,002 39,562

Office Equipment 30,264 9,857 3,252 8,559 21,705

$410,288 $269,862 $50,034 $245,145 91635, 145

7. REGISTRATION EXAMINATIONS

NZREX has replaced PRENZ from 1 January 1990. The same policy is in place,
namely that the examinations be self-funding, including Board of Examiners
meeting fees and expenses. For the year commencing 1 April 1990 a separate
bank account has been established. The following is a brief summary of fees and
expenses in the year ended 31 March 1990. The surplus has been transferred to
the Examination Development Fund which will be used to finance administrative
and academic reviews and developments with respect to the examination of

overseas trained doctors seeking registration in New Zealand.

PRENZ Examination Fees Received 37,428

PRENZ Examination Expenses

(excluding Council Administration) 32,123
NZREX Examination Fees Received 04,741
NZREX Examination Expenses

(excluding Council Administration) 85,004
PRENZ/NZREX Board of Examiners

Fees and Expenses 4,110

10,932

8. EDUCATION FUND

To finance special education projects and continuing reviews of the education of
medical undergraduates in New Zealand, a separate fund has been established
with an initial transfer of $50,000 in the year ended 31 March 1990. Regular
transfers will be made in subsequent years and details of revenue and expenditure

provided in future annual accounts,
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MEDICAL COUNCIL OF NEW ZEALAND

BALANCE SHEET

as at 31 March 1980

9, DISCIPLINE 1990 1989
(a) An Interim Disciplinary Secretariat was established on 1 April 1989. Direct CURRENT ASSETS
payment (rather than reimbursement) of MPDC sitting fees, committee and Petty Cash 210 110
staff travel, accommodation expenses and legal costs have been made General Fund Cheque Account at ANZ Bank 2. 152 22,820
(totalling $279,343) from a separate account, Disciplinary fund Cheque Disciplinary Fund Cheque Account at BNZ 32.620 2.253
Account #2, and a contribution of $219,301 for the year ended 31 March Disciplinary Fund Cheque Account #2 at BNZ (Note 9a) 2 864 _
1990 has also been made from the Disciplinary Fund to staff salaries and Payments in Advance and Sundry Debtors (Note 3) 112,704 31,574
administration expenses of the Secretariat. Interest Accrued - 150
(b) Recovery of disciplinary costs for all three levels of the disciplinary system
now appear as a specified item in the accounts. Previously this figure related $150,550 56,907
only to costs recovered by the Medical Council as the Medical Practitioners
Disciplinary Committee expenses were shown nett of recovered costs.
| INVESTMENTS (Note 5)
General Fund 317,547 129,887
10. COMMITTEE EXPENSES
To provide more detailed information to the profession, Committee fees and FIXED ASSETS (Note 6) 245,145 269,865
expenses are now itemised in the accounts of both the general fund and the
disciplinary reserve. In previous years the comparative figures were included with TOTAL ASSETS $713,242 $456,657
Council expenses.
CURRENT LIABILITIES
11, CONTINGENT LIABILITY — TAXATION Sundry Creditors
The Council’s tax status is still unresolved and consultations continue, Current — GF“'_ETE'] Fund 151,249 104,299
legislation before Parliament indicates however that Government is adopting a — Discipline Fund 166,850 262,807
policy of exempting statutory registration boards from payment of income tax. — PRENZ/NZREX (Note 7) — 4,098
Payments Received in Advance 71,917 39,437
TOTAL LIABILITIES $390,016 410,641
CAPITAL ACCOUNT
Accumulated Capital 326,860 319,424
Disciplinary Reserve — (Deficit) (64, 566) (273,408)
Education Fund (Note 8) 50,000 -~
Exarmination Development Fund (7) 10,932 s
323,226 46,016
$713,242 $456,657
The accompanying notes {pages 38, 39, 40) form part of these financial
statements.
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MEDICAL COUNCIL OF NEW ZEALAND

REVENUE STATEMENT

for year ended 31 March 1980

-

1989

436,050
10,449
3,523
4352

128,642

16,674

$595,770

15,000
42,545
16, 168

9,000

82,635

13,980

692,413

739,352

(46,9359)

319,424

1990
FEES RECEIVED
Annual Practising Certificate 625,304
Certificate of Good Standing 11,407
Medical Reaistration Certificate 3,272
Change of Name 476
Registration Fees — inciuding conditional
temporary, probationary and restoration 134,080
Specialist Registration Fee and General
Practice Reqistration Fee 21,650
INCOME FROM FEES $796,189
OTHER INCOME
Administration Fee — Dental Council 21,500
Interest Received 49,151
Sales of Medical Registers 16,645
Sale of register information
to Department of Health —
Sundry [ncome 467
INCOME FROM OTHER SOURCES 87,763
REGISTRATION FEXAMINATION FEE (Note 7} 10,932
TOTAL INCOME FOR YEAR 804,884
Less Expenses as per Schedule 804,300
NET SURPLUS (DEFICIT) FOR YEAR ENDED 31/3/90 90,584
Accumulated Capital Brought Forward 319,423
Less Prior Year Adjustment (Note 4) 12,215 307,208
397,792
Less Transfers to:
— Education Fund {(Note 8) 50,000
- Examination Development Fund (Note 7) 10,9352
— Investment written off (Note 5) - 10,000
ACCUMULATED CAPITAL CARRIED FORWARD $326,860

$319,424

The accompanying notes (pages 38, 39, 40) form part of these financial

statements.
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MEDICAL COUNCIL OF NEW ZEALAND

SCHEDULE OF EXPENSES

for year ended 31 March 1990

ADMINISTRATION AND OPERATING EXPENSES

Acc Levy
Audit and Accountancy Fee

Agents Registration Fees

Computer Consultancy

Cleaning

Courier

Depreciation

Electricity

Fringe Benefit Tax

General Expenses

Legal Expenses

Micro Film Files

Medical Workforce and Associated Expenses
(Net after Government Contribution)

QOverseas Travel — Secretary

Fhotocopying Expenses

Postage

Printing and Stationery

Rent and Insurance

Repairs and Maintenance

Salaries
Superannuation and Health Insurance

Staff Recruiting - Advertising and Placement
Telephone and Tolls

TOTAL ADMINISTRATION & OPERATING EXPENSES

COUNCIL AND COMMITTEE EXPENSES (Note 10)

Council Expenses

— Chairman’s Overseas Travel

— Chairman’s Honoraria

— Fees and Expenses

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

Finance & Management Commitlee Fees

and Expenses
Informed Consent Working Party Fees and Expenses

Competence Enquiry

Medical Education Committee

— Fees and Expenses

— Hospital Visits

Intern Supervisors Meeting Fees and Expenses

TOTAL COUNCIL AND COMMITTEE EXPENSES

REVIEW COMMITTEE ON EDUCATION OF MEDICAL
UNDERGRADUATES IN NEW ZEALAND {Note 8)

TOTAL EXPENDITURE

The accompanying notes (pages 38, 39, 40) form part of these financial stalements.

1990

4,174
6,000
4,730
3,430
2,865
3,339
50,0354
5,121
15,765
3,811
1,200
488

13,516
1,977
7,062

20,366

60,407

63,540
4,258

277,757

19,087

15,975
7,555

596, 4359

2,278
55,000
02,218

3,054

1,585

1,460

3.500
3,463

23,252
15,548
0,705

207,861

—

$804,300

1989

4,650
4,940
2,630

2,574
2,444
46,292
4,717
3,379
4,096
2,411
1,108

14,746
2,088
6,783
20,926
56,048
27,350
3,035
245,840
13,242
289

12,036

481,664

2,457

18,847
11,898
10,551

139,631

118,057

$739,352
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MEDICAL COUNCIL OF NEW ZEALAND

REVENUE STATEMENT FOR DISCIPLINARY
RESERVE ACCOUNT

for year ended 31 March 1990

REVENUE

Levies Received

Interest Received

Recovery of Disciplinary Costs (Note 9b)
Sundry Income

TOTAL REVENUE

ADMINISTRATION AND OPERATING EXPENSES

ACC Levies

Accounting and Audit Fees
Competence Inquiries

Doctors Health Advisory Service

Expert Witnesses and Medical Assessments

General Administration Expenses

High Court Appeal

Legal Expenses (Medical Council and
Preliminary Proceedings Committee)
Medical Practitioners Disciplinary Commiittee
(Note 9a)

Stenographers Fees and Expenses
Telephone and Tolls

TOTAL ADMINISTRATION AND
OPERATING EXPENSES

COUNCIL AND COMMITTEE EXPENSES

Council Expenses (Discipline)

— Fees and Honorarium

— Expenses

Council Expenses (Health)

— Fees and Expenses

Preliminary Froceedings Commitiee
{excluding legal member)

— Fees and Honoraria

— Travelling, Accommodation and
Secretarial Expenses

TOTAL COUNCIL AND COMMITTEE EXPENSES

TOTAL EXPENSES

Net Surplus (Deficit) for Year Ended 31/3/90

Disciplinary Reserve Balance Brought Forward

— (Deficit)

TOTAL DISCIPLINARY RESERVE — DEFICIT

1990

1,103,647
51,209
191,409
14

1,346,279

1,391
2,000
20,768
27,495
13,945
1,815
15,335

390,014
498,644

g.r 381
7,061

987,849

1989

447,197
20,463
57,822

525,482

1,214
1,860
5,457
18,157
622
3,417
28,009

195,450
270,758

4,085
- 7,302

230,351

65,422
30,295

8,816

36,859

8,196

149,588

56,638
25,820

5818

20,024

10,064

98, 564

1,157,437

634,695

208,842

(273,408)

(109,213)

(164, 195)

$(64,566)

$(273,408)

The accompanying notes (pages 38, 39, 40) form part of these financial statements.

44

MEDICAL COUNCIL OF NEW ZEALAND

STATEMENT OF CASH FLOW

for year ended 31 March 1990

il

Cash flow from statutory functions

Cash was provided from
Receipts pertaining to statutory functions and
Administration fee from Dental Council

Cash was also distributed to
Payment for Council fees and disbursements and

secretarial expenses

2,466, 155

(2,325,482)

Net cash flow from statutory functions

Cash flow from investing activities
Cash was provided from
Interest received

100,510

Cash was applied to
Purchase of assels
Short term investments

(30,840)
(197,660)

(228,500}

Net cash used in investing activities
Net increase in cash held
Opening cash brought forward

Ending cash carried forward

The accompanying notes {pages 38, 39, 40) form part of these financial

statemernts.

140,655

(127,990)
12,663
25,185

$37,846
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for the first time between 1/11/90 and 31/03/91
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These graphics are to be read in conjunction with the detailed

Financial Reports on pages 39 fo 45.
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JUNE, 1990

A STATEMENT FOR THE MEDICAL PROFESSION
ON INFORMATION AND GONSENT

PREAMBLE

In late 1988, in the wake of the widespread debate and the variety of
initiatives which followed the publication of the Cartwright report, the Medical
Council established a small working party to prepare the basis for a statement
and to offer some guidelines on informatiom and consent. This Commitiee was
made up of the lay person on the Medical Council Patricia judd, the Senior
Lecturer in Medical Ethics at the University of Otago, Grant Gillett and a former
Deputy Chairperson of the Medical Council, David Cole. A report was prepared
by Mrs Judd and Dr Cole after discussions with Dr Gillett and this report was

received by Council in June 1990.

The Medical Council resolved to publish the Statement as set out over. In the
course of researching the subject of Informed Consent, the Working Party of the
Medical Council of New Zealand became aware of the dichotomy which lay,
legal and medical groups all around the world, are attempting to reconcile.
There is a need for a system which can accommodate both the patient’s rights of
self-determination and information, and also the practitioner’s requirement for
varying degrees of professional discretion in individual cases. Along with the
procedures established to meet this need Council recommends ongoing com-
munity and professional dialogue to deal with technological and procedural

changes as they occur in the future.

Copies of this statement and the full working party report
may be obtained from the Secretary of Council
P O Box 9249
- {73 Courtenay Place)
. WELLINGTON
Ph: 04-847-635, Fax: 04-858-902
at a cost of $10 including postage and GST.
Alternatively, institutions are welcome
to photocopy this pamphiet containing the Gouncil Statement.



A STATEMENT
FOR THE MEDICAL PROFESSION
ON INFORMATION AND CONSENT

The Medical Councit of New
Zealand takes the view that
(except in an emergency or a
related circumstance) the proper
sharing of information, and the
offering of suitable advice 1o
patients, is a mandatory
prerequisite to any medical
procedure instituted by a medical
practitioner. This applies whether
the procedure is a diagnostic one,
a medical or pharmacological
regimen, an anaesthetic, or any
surgical, obstetric, or operative
procedure.

There is a special responsibility
when there is an element of
investigative research or trial of
treatment in the contemplated
management. Within the health
professions there is an ethical
duty to share knowledge and to
teach and learn throughout a
practitioner’s career.
Nevertheless, when educational
activities involve particular
patients, it is a further and vital
duty that the patients understand
and approve their participation.

The Council affirms that trust
is g vital element in the

doctor-patient relationship. This
trust is more easily achieved if
the patients are treated
sympathetically and particularly
if they are fully aware of their
right to confidentiality and their
right to full information about
their current medical condition
(and their health in general) and
about the risks and benefits of
possible treatment. Information
must be conveyed to the patient
in such detail and in such a
manner, using appropriate
language, as to ensure that an
informed decision can be made
by that particular patient. The
necessary standard for this
requirement (that is the extent,
specificity and mode of offering
the information} should be that
which would reflect the existing
knowledge of the actual patient
and the practitioner. More .
generally, it should also reflect
what a prudent patient in similar
circumstances might expect.

The prevailing attitude of both
the health professions and those
who represent health consumers
should also, but to a lesser extent,

. be taken into account. The

particular patient’s autonomy 1s
the over riding consideration but
other issues may justifiably
modify the doctor's approach to
providing information. for
example, the patient may decline
to discuss detail or desire a limit
to the extent of the information.
When further information is
sought it must be provided.
Throughout patient management,
there are certain items of
information which should always
be considered by the doctor.

(a) The nature, status and
purpose of the procedure,
including its expected
henefits, and an indication as
to whether it is orthodox,
unorthodox or experimental.

(b) The likelihood of the available
doctors achieving the specific
outcome that the patient
seeks.

{c) The appropriate and relevant
management options or
alternatives with their
possible effects and ocutcomses.

({d) The associated physical,
emotional, mental, social and

sexual outcomes that may
accompany the proposed
management.

(e) Significant known risks,
including general risks
associated with procedures
such as anaesthesia, the
degree of risk and the
likelihood of it occurring for
that particular patient.

(f) Any likely or common side
effects, particularly in drug
therapy.

() The consequences of not
accepting the proposed
treatment.

(h) The name and status of the
person who will carry out the
management and of others,
from time to time, who may
continue the management.

The Medical Council atfirms
that if it can be shown that a
doctor has failed to provide
adequate information and
thereby has failed to ensure that
the patient comprehends, so far
as is possible, the factors required
to make decisions about medical
procedures, such failure could be
considered as medical




misconduct and could be the
subject of disciplinary
proceedings.

In judging whether the medical
practitioner has fallen short of
acceptable practice in these
matters, disciplinary authorities
should have recourse {0
guidelines that are published
from time to time by such bodies
as the Medical CGouncil, the Area
Health Boards (and their Ethics
Committees), the Health Research

Council, the Colleges and the
New Zealand Medical

Association.

The Council does not believe
that these guidelines should
themselves be enacted in
legislative form. However it
supports the view that legislation
should ensure that any definition
of medical misconduct should
include the inadequate transfer of
information to a patient deciding
on a medical procedure.

This statement has been endorsed by
Professor P D G Skegg, Dean of Law at the University of Otago,
a recognised expert in medico-legal matters. It offers an
overview of the issue for the medical profession of New
Zealand, but Council expects that details, especially on
implementation, will be developed by various bodies, such
as the Health Research Council, Area Health Boards and
the Golleges. All practitioners are encouraged to retain this
pamphlet for future reference and guidance.




