






3-7 May 2008 • Sydney Convention & Exhibition Centre, Australia

Anaesthesia: Science, Art and Life
The Sydney ASM promises to educate and entertain with a stimulating scientific and social program.

ASM 2008 Confirmed Speakers

Professor Steven Shafer
Steven L. Shafer, MD, is Professor of Anesthesiology at Stanford University and Adjunct Professor of Biopharmaceutical Science at the University
of California, San Francisco. His professional interests are the clinical pharmacology of intravenous anaesthetic drugs and the mathematical models
that characterise drug behaviour. He also lectures on advances in anaesthetic and analgesic pharmacology and on critical thinking in anaesthesia.
Dr. Shafer is currently the Editor-in-Chief of Anesthesia & Analgesia.

Professor Quinn Hogan
Quinn Hogan is Professor of Anesthesiology and Director of Pain Research, Medical College of Wisconsin Milwaukee, USA. His research
interests include the cellular pathophysiology of neuropathic pain, and the anatomy, physiology, and clinical application of regional anaesthesia.
He is on the editorial board of Anesthesia and Analgesia.

Professor Michael Paech
Michael Paech has a Chair of Obstetric Anaesthesia in the Pharmacology and Anaesthesiology Unit of the School of Medicine and
Pharmacology, the University of Western Australia. He is an editor of Anaesthesia and Intensive Care and on the editorial boards of two
international obstetric anaesthesia journals.

Professor David Bogod
David Bogod is a Consultant anaesthetist with a special interest in obstetrics, working at Nottingham University Hospitals NHS Trust. He has
an extensive medicolegal practice and chaired the working party which produced the UK guidelines on Anaesthesia and Consent. He has also
been involved in a project involving non physicians to administer epidurals. David is the Editor-in-Chief of Anaesthesia.

Professor Linda Watkins
Linda Watkins is an expert on the immune and glial regulation of pain. In 2006 she was selected as a “University of Colorado Distinguished
Professor", the highest honour awarded by the University.

Put the Sydney 2008 ASM in your diary now!
Register your interest at 
www.anzca2008asm.com

ANZCA A4 press ad  29/5/07  3:10 PM  Page 1



Obstetric Anaesthesia SIG
Continuing Medical Education Meeting

2020 – a Vision of the Future for Obstetric Anaesthesia

Montana Brancott Winery
Blenheim, New Zealand

16-17 October 2008

For information contact:
Juliette Mullumby

ANZCA Continuing Education
630 St Kilda Road, Melbourne VIC 3004 

Telephone: 03 9510 6299 Email: jmullumby@anzca.edu/au
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2007 Combined SIG Conference

For further information contact:
Juliette Mullumby,

ANZCA Continuing Education,
630 St Kilda Road, Melbourne

VIC 3004, Australia.
Tel: (+61 3) 9510 6299 Fax: (+61 3 9510 6786 

Email: jmullumby@anzca.edu.au

2007 Combined SIG Meeting in Education, 

Simulation, Welfare and Management

12-14 October 2007
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	 Rural Anaesthesia Recruitment Service
	 The Rural Anaesthesia Recruitment Service (RARS) was 

established to assist rural areas to fill job vacancies 
for specialist anaesthetists and JCCA accredited GP 
anaesthetists throughout rural Australia.

RARS
	 RARS provides: -

 •	A listing of full time rural positions that can be viewed on the  
ANZCA website at www.anzca.edu.au/infocentres/rural.

 •	Regular email communication with anaesthetists seeking locum  
and permanent employment. 

 •	Free advertising of full time positions on the ANZCA website. 

	 For information about these positions or to register  
with the service, please contact Gay Hopgood at the RARS Office: 

	 Phone: (61 3) 9510 6299 
	 Email: rars@anzca.edu.au

Don’t get tripped up 
In the rush of a busy working life don’t overlook your own healthcare needs. A little time spent
choosing the right health cover today can lead to better outcomes if the unpredictable strikes.

A little thinking now saves a great deal later
The Doctors’ Health Fund offers a choice of health insurance to fit your healthcare and financial
expectations, and your busy lifestyle. We understand you want value in your cover but you
also need flexibility and convenience in the services you use. 

More time to enjoy…
You can significantly reduce your paperwork by choosing automatic payments, direct credit of
benefits to your bank account, using automated claiming at dentists and other ancillary
providers, and receiving the 30% government rebate as a reduction in your contribution rate.

Plus get your cover in place before you turn 31 and save 2% per year

The Doctors’ Health Fund – here for you
We are a not-for-profit private health insurance fund serving the medical community. Our Top
Cover product offers the greatest medical service benefits for hospital treatment in Australia
with benefits based on the AMA List of Medical Services and Fees.

For all the information you need and to join visit www.doctorshealthfund.com.au 
or contact us at 1800 226 126 or info@doctorshealthfund.com.au. 

THINKING AHEAD MAKES YOUR LIFE SIMPLER…
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Initiated by Drs Rod Westhorpe and  
Ian Rechtman, the Open Afternoon was  
an opportunity for visiting Fellows to  
view the historic Ulimaroa and the  
award-winning architecturally designed  
ANZCA House. 

The event was designed to give Fellows  
an opportunity to become familiar with the 
College and its facilities.

	 Dr Westhorpe designed a 
straightforward, yet informative, self-guided 
tour encompassing the Ulimaroa Board Room, 
the DJ Room, Library, Auditorium, Council 
Room and Museum. Other areas of interest 
and various gifts made to the College were 
also on exhibition, including the legendary 
Hippocrates–Latin Translation by Janus 
Cornarius. The book was printed in 1558 and 
presented to the College in 1994 by Professor 
Bernard Brandstater.

	 Dr Ian Retchman and Dr Peter Lowe—
who both have an interest in the history of  
the College—were on hand to guide visitors 
through the stately rooms of Ulimaroa, 
imparting their knowledge on everything from 
how the building was sourced to information 
about Past Presidents, the various art works 
and other gifts donated to the College.

	 Dr Westhorpe, Elizabeth Triarico and their 
many volunteers, including Dr Christine Ball, 
worked tirelessly to make sure the Museum 
(which was to be launched the following 
Monday) was ready for visitors to explore. 
With its many fascinating exhibits, the 
Museum proved to be a point of conversation 
for all. 

	 Afternoon tea in the foyer provided an 
opportunity for Fellows to mingle with the 
President, Vice President and other Councillors 
and to catch up with colleagues they may not 
have seen in a while. Approximately 40 to 50 
Fellows, their families and friends visited the 
College and from the feedback received it was 
a positive afternoon for all. 
Many thanks to all staff involved in the  
project. Your assistance was invaluable.

	 ROMANY AMARASINGHAM 
Project Coordinator

	 As part of the Annual Scientific 
Meeting held in Melbourne, the 
ANZCA Head Office decided to  
open its doors to Fellows who may 
not have had the opportunity to 
visit the College before. The Open 
Afternoon was held on 25 of May 
from 2 to 4pm.

Open Afternoon
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	 Top, from left: Dr Barrie McCann,  
Dr Rod Westhorpe and Dr Walter Thompson

	 Middle: Left, Dr Ian Rechtman  
and Prof Garry Phillips

	 Bottom, from left: Ms Lynda Patullo  
of Green Poles Design, Dr Rod Westhorpe  
and Dr Christine Ball

	 Left: Dr John Williamson, Noel Sheales  
and Dr Peter Lowe

at ANZCA House and Ulimaroa



	 Exploring the boundaries 
of anaesthesia practice as 
individuals and collectively 
was the theme of the 
ANZCA ASM Monday 
afternoon session.

 

Professor Alan Merry, Chair ANZCA 
Quality and Safety Committee spoke of the 
importance of a sound grounding in the 
practice of Internal Medicine as a core 
component of what it means to be an 
anaesthetist and doctor.

Professor Susan Steele from Duke 
University, North Carolina—a recognised 
expert in regional anaesthesia—outlined her 
experience in developing a service framework 
and anaesthesia led multidisciplinary team for 
day-only surgery and procedures, including at 
home care.

Fellows heard an echo when Dr Vanessa 
Beavis—representing the Perioperative 
Medicine Taskforce1—gave feedback on 
what 500 randomly selected Fellows, and 
Department Heads associated with the 
FANZCA teaching program thought of 
Perioperative Medicine.

It is agreed (>90% support) that 
Perioperative Medicine may be defined as 
‘the continuum of patient care involving 
pre-operative evaluation and preparation, 
pre-anaesthetic assessment, intra-operative 
care, post-operative care and the management 
of systems and personnel supporting these 
activities.’ Current practice prioritises and 
concentrates resources in order, in the 

ANZCA’s many Taskforces—to bring in 
Fellows to refresh and inform ANZCA’s 
work—there is opportunity for leadership in 
Perioperative Medicine. Every two years the 
position of Chair will be handed on as we 
continue to refresh and explore Perioperative 
Medicine. Please feel welcome to join us in 
this initiative.

	 DR SU-JEN YAP  
Chair ANZCA  
Perioperative Medicine Committee

1 Members of the Perioperative Medicine 
Taskforce (2005): Vanessa Beavis (NZ), Vic  
Callanan (Qld), Mark Colson (Vic), Rick Horton 
(Vic), Ross Kerridge (NSW), Ross Macpherson 
(NSW), Roger Traill (NSW), Su-Jen Yap 
(Chairperson) (NSW).

2 Members of the Perioperative Medicine 
Committee (2006): Vanessa Beavis (NZ), David 
Broadbent (Vic)*, Vic Callanan (Qld)*, Don  
Harrison (NSW) #, Ross Kerridge (NSW), Di 
Khursandi (Qld)*, Kate Leslie (Vic), Garry Phillips 
(SA), Lindy Roberts (WA), Wally Thompson 
(President) (WA); Leona Wilson (NZ)#, Su-Jen Yap 
(Chairperson) (NSW).
* retiring members
# new members (2007)

What is Perioperative Medicine?
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operating theatres, recovery room, pre-
admission clinics and acute pain round. 
Whilst there was over 70% support for 
developing Perioperative Medicine across the 
whole spectrum, with over 50% of Fellows 
personally prepared to contribute time, the 
identified barriers to Perioperative Medicine 
are significant—particularly in regard to 
postoperative care in the wards, including lack 
of resources for a 24/7 service, lack of buy-in 
by hospital administration, medicolegal and 
political implications and a perceived need for 
further medical knowledge and skills.

The work of the ANZCA Perioperative 
Medicine Committee2 is to:
1.  Address the needs of Fellows and Trainees 
by incorporating Perioperative Medicine in 
Continuing Professional Development (CPD) 
and the review of the FANZCA program;
2.  Establish research (pilot) sites to explore 
the development of a potential Perioperative 
Medicine service for high risk patients in an 
evidence based manner with the ANZCA 
Clinical Trials Group.

PLEASE JOIN US if you are interested in 
either of our two areas of work by contacting 
the Perioperative Medicine Committee via 
cwilkinson@anzca.edu.au
Also in keeping with the philosophy behind 

Perioperative medicine and you



	 The NHMRC’s NICS Fellowship Program, established in  
2003, identifies and supports health professionals who  
are future leaders in evidence-based health care to address  
an evidence-practice gap in clinical practice. 

	 NHMRC CEO Professor Warwick Anderson says that the 
unique two year, half-time Fellowships provide health 
professionals with mentoring, training, national and 
international networking and practical support to ensure  
their success. 

	Support for Australia’s  
future health care leaders

	 The National Health and Medical Research Council (NHMRC) 
is inviting early-to-mid career health professionals with a keen 
commitment to improving health care in Australia to apply for 
a 2008 NHMRC National Institute of Clinical Studies 
Fellowship (NICS). NICS is an institute within the NHMRC and 
works to improve healthcare by getting health and medical 
research into practice. 

	 2008 Fellowships comprise: 

	 NICS-National Heart Foundation of Australia Fellowship 

	 NICS-NPS Quality Use of Medicines Fellowship 

	 NICS-Pharmaceutical Society of Australia Fellowship 

	 NICS-The Royal Australian and New Zealand College 
	 of Radiologists - National Breast Cancer Centre Fellowship 

	 NICS-Therapeutic Guidelines Limited Fellowship 

	 NICS-Queensland Health Fellowships (2) 

	 NICS Fellowship. 

	 ‘The NHMRC, through its National Institute of Clinical Studies, 
has partnered with a number of key health organisations to 
offer two-year Fellowships starting in 2008 and our Fellows are 
already having an impact, sharing their knowledge and 
influencing evidence-based policy and practice at many 
levels,’ he said. 

	 Fellowships have previously been awarded across the  
range of health disciplines for research implementation 
projects in areas such as mental health, osteoporosis,  
stroke management, clinical practice guidelines and 
cardiovascular disease. 

	 For information about the NICS Fellowship Program  
and the individual Fellowships:

	 www.nhmrc.gov.au/nics



Paediatric Anaesthesia  

Conference 
 

9th Annual SPANZA  

Scientific Meeting & Workshops 
 

 
 

Fremantle Maritime Museum 

Perth, Western Australia 

November 2-4, 2007 
 

Keynote speaker:  

Dr Walid Habre,  

Geneva Children’s Hospital 
 

Kimberly-Clark sponsored speaker: Dr Andreas Gerber,  

University Children’s Hospital, Zurich 
 

 

 

 

 

 

 

 

 

 

 

The Society for Paediatric  
Anaesthesia in New Zealand and Australia 

 

Information:  Motive Conventions 

Tel: 0408 905 099 Fax: (08) 9322 1417 

Email: Jennydyer@motiveconventions.com 

www.spanza.org.au 
 

All anaesthetists with an interest in paediatrics are warmly invited to attend the 

Annual Scientific Meeting of SPANZA. 
 

Fremantle- Part of the Perth metropolitan area, but a world away 

in lifestyle, culture & ambience. 
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Dr Alan Bradford, universally known as 
Brad, Nelson’s first and long-serving specialist 
anaesthetist, died on 10 April, aged 83.

Brad was born in and grew up in Sheffield 
UK, where his father held professorial posts in 
Education and Psychology. His unusual 
middle name derived from Channel Islands 
maternal antecedents. He was educated at 
Netheredge School, then studied medicine  
in Sheffield during the staff depleted wartime 
years, graduating MBChB in 1947. He then 
served his two years National Service in the 
RAF in Berlin and Northern Scotland. He was 
awarded a Fullbright Scholarship for 1949, 
spending the year in the USA in hospitals in 
Elizabeth, New Jersey, and Bute, Montana. 

On his return to England, his thoughts 
were towards general practice on the South 
Coast, however he kept finding, as he would 
later say with Yorkshire succinctness, ‘Bart’s 
men preferred’. 

He came to NZ in 1952, working his 
passage as ship’s doctor. He had spells in 
general practice in Collingwood, Ranfurly & 
Plimmerton, then in 1954 took a registrar post 
in obstetrics at National Women’s Hospital 
Auckland. However, with obstetrics he found 
‘I saw the sunrise too often for my liking’, so 
resolved to return to England at the 
completion of the year. Four weeks prior to 
Brad’s scheduled departure, final year Otago 
medical student Kay Johnstone began her 
obstetrics attachment. In what must have been 
a whirlwind six weeks they became engaged, 

Kay sat her finals, then they married. They 
remained in Auckland, Brad switching to 
anaesthesia, Kay training in child psychiatry. 

Brad completed his anaesthesia training 
in Auckland, one of the early trainees of the 
recently structured Faculty of Anaesthetists, 
Royal Australasian College of Surgeons. He 
qualified FFARACS in 1960, was secretary/
treasurer of NZSA in 1960-61. 

They then spent four years in Melbourne, 
Brad having an appointment at the Royal 
Victorian Eye & Ear Hospital, plus private 
practice involving ever increasing time spent 
travelling between various hospitals with the 
resultant long hours away from home. 

Looking for a smaller centre lifestyle  
(and perhaps with Brad nostalgic for the 
earlier time he spent in Collingwood), in 1965 
they both accepted positions in Nelson—Brad 
as the city’s first specialist anaesthetist, Kay  
as the Superintendent of Braemar 
Psychopaedic Hospital. 

The Braemar Superintendent’s residence, 
with its lawns, tennis court and treed 
backdrop, became the centre of a social round 
hitherto not experienced by the Nelson 
Medical community. Brad, tall, tweeded,  
every inch the English country gentleman, 
contrasted with Kay’s exuberant and edgy 
fashion style. 

Anaesthesia in Nelson in 1965 was 
provided on a sessional basis by visiting 
general practitioners, of varying seniority, 
whose expertise was acquired on the job and 
who used a very limited range of drugs and 
techniques. To quote the then hospital 
superintendent, ‘Brad proceeded to gently 
elevate the standard of general practice 
anaesthesia’. Being the town’s first specialist 

meant acquiring the operating sessions 
associated with the most demanding clinical 
cases and the more demanding surgical 
personalities. 

One visitor enchanted by the Bradfords’ 
hospitality was Professor Eckenhofff of 
Chicago, touring in 1968 as the ASA/NZSA 
visitor. At his invitation, Brad spent 1970 in 
Eckenhoff’s department at Northwestern 
University, returning to Nelson with new 
expertise in regional techniques, not then 
commonly used in NZ. 

Brad had infinite patience, and unfailing 
tact, courtesy and equanimity, making him a 
reassuring presence for surgeons, theatre staff 
and patients. He considered that Nelson 
Hospital’s best interests were served if it could 
attract as house surgeons the most confident 
and ambitious of new graduates (who  
might return to specialist posts), and that  
the absence of a registrar tier allowed early 
responsibility for these young doctors. 
Arguably this was valid reasoning in the far  
off days before student loans and shift work 
for juniors. Thus Brad declined approaches  
to include Nelson in registrar training 
schemes, the consequence being that he spent 
his entire career up to retirement at 65 taking 
first call at nights and weekends. The demands 
of call evolved considerably, becoming more 
onerous as surgical throughput expanded 
beyond the daytime capacity of the 1950s 
design theatre suite. On the other hand, as  
the older generation of GP anaesthetists 
progressively retired, the load became shared 
by specialist colleagues, a second in 1972, third 
in 1980, fourth in 1984.

After Brad’s retirement, Kay continued 
working, latterly as Nelson Hospital Chief 
Medical Officer. On her retirement from this 
post, they moved to Hamilton where Kay 
continues to work in child psychiatry. Sadly, 
Brad’s retirement was marred by the onset  
of Parkinson’s disease. 

Brad is survived by Kay, sons Charles and 
George, and daughter Polly, a medical officer 
in Psychiatry in Wellington. 

Alan Guibal Bradford 
19.10.1923 – 10.04.2007

	 ‘Brad had infinite patience, 
and unfailing tact, courtesy 
and equanimity, making him a 
reassuring presence for surgeons, 
theatre staff and patients.’

Obituaries

DR ALAN BRADFORD
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	 The Geelong Hospital is a 406-bed general medical & surgical 

teaching hospital affiliated with The University of Melbourne 

with obstetric, paediatric and psychiatric beds. There are 

Professorial Departments of Medicine, Surgery & Psychiatry. 

The hospital positions are accredited for basic & many 

advanced training programs.

	 If you are an anaesthetic registrar who has passed the 

Fellowship exams or who is due to sit the Fellowship exams 

and has adequate training time accrued, come to Geelong  

to complete your requirements for ATY-3.

Provisional Fellowship Year (ATY-3)

ANZCA is the Australian and New Zealand College of Anaesthetists. www.anzca.edu.au

 	Barwon Health is the largest regional health service provider in 
Victoria. It offers an extensive range of general & specialist hospital, 
rehabilitation, residential & community services to over 93% of the 
Geelong community & an increasing number of residents across the 
Barwon South-Western region. Barwon Health has a total of 921 beds, 
a budget in excess of $320 million & a workforce of around 5,000.

	 The Department of Anaesthesia, Perioperative and Pain 

Medicine consists of 13 staff anaesthetists, 13 registrars  

and approximately 25 VMOs. The department caters for  

the anaesthetic requirements of this 450 bed hospital and  

for all areas of surgery except neurosurgery and 

transplantation. The year is a general one, but special 

interests can be catered for and include transoesophageal 

echocardiography, perioperative medicine and ultrasound 

guided regional blockade. We have a coexisting Pain  

Service and an ICU that is staffed separately. Registrars  

with an interest in either of these services are invited to 

discuss options of 6 month rotations. 

	 Contact Dr Melissa Viney, Supervisor of Training at 
melissa@barwonhealth.org.au to discuss these positions. 



DEATH OF FELLOWS
Council noted with regret the death  
of the following Fellows:

>	Professor Sir Gordon Robson (UK) – Hon 
FFARACS 1968, Hon FANZCA 1992

>	Dr Alan Guibel Bradford (NZ) – FFARACS 
1960, FANZCA 1992

HONOURS, APPOINTMENTS  
AND HIGHER DEGREES
The admission of Dr Nicholas A Jansen (Vic) 
to The Most Venerable Order of the Hospital 
of St John of Jerusalem as a Serving Brother 
(SBStJ) was recorded by Council.

EDUCATION AND TRAINING
Membership of Regional/National 
Trainee Committees
Council endorsed the membership of the 
Trainee Committees from each State of 
Australia, New Zealand, Hong Kong, 
Singapore and Malaysia.

Distance Education Clinical  
Teaching Course
Council supported the recommendations of 
the Clinical Teaching Course (CTC) Working 
Party pertaining to the Distance Education 
Clinical Teaching Course. This course is 
planned to run in parallel with the current 
CTC model (in which one Module is run in 
each Region and New Zealand per year).

The course will consist of four Modules 
which participants will be able to complete in 
a one year time frame. The course will be 
repeated, initially on an annual basis, but 
frequency will be determined by participant 
levels of interest). The course will include  
pre- and post-workshop activities provided  
via distance education and a face-to-face 
component provided at a two day workshop.

Review of Module 11 – Education and 
Scientific Enquiry
A Working Party has been established to 
review Module 11.

anzMET – Australian Postgraduate 
Medical Education and Training 
Forum (incorporating the 12th National 
Prevocational Medical Education Forum) 
– October 2007. 
Council nominated Prof Barry Baker,  
Dr Lindy Roberts and Prof Russell Jones to 
attend this forum.

INTERNAL AFFAIRS
Regulations
The following Regulations were updated:

>	Regulation 2.9 – CPD Committee
>	Regulation 6.3 – Election to Fellowship

Regulation 33 – Trainee Performance Review – 
was promulgated following approval of the 
process documentation.

Council Election
Congratulations were extended to recently re-
elected standing Councillors, Drs Margaret 
Cowling, Lindy Roberts, Walter Thompson, 
and A/Prof Tony Weeks. Drs Peter Cook and 
Genevieve Goulding (both Qld) were elected 
to the two vacant positions and will join 
Council following the AGM in May.

Retiring Councillors
Drs Diana Khursandi and Rod Westhorpe are 
retiring from Council in May. The President 
recognised their contributions and thanked 
them for their input and efforts during their 
time on Council.

Retiring RACS Representative
B Waxman is retiring from the RACS Council 
and will be standing down as the 
representative to ANZCA Council. The value 
in having cross-representation between the 
two Colleges was recognised, and Prof 
Waxman was thanked on behalf of Council  
for his input over the years.

PROFESSIONAL
RANZCOG/ANZCA/RACGP/ACRRM 
Position Statement on the Provision  
of Obstetric Anaesthesia and  
Analgesia Services
This document has now been approved by  
the four parent bodies and is in the process of 
being formatted for promulgation.

Draft Position Statement on Sedation
Following consideration by the Sedation 
Working Party, revision of PS—Guidelines on 
Conscious Sedation for Diagnostic, 
Interventional Medical and Surgical 
Procedures—will be undertaken. The first step 
will be to clarify the principles the College 
wishes to have included in the document,  
and then to consider them in parallel with  
the other sedation documents.

Malignant Hyperthermia – Australia  
and New Zealand (MHANZ)
Subject to positive feedback from the 
Regional/NZ Committees, Council agreed  
to endorse the MH Resource Kit put together 
by MHANZ. It is intended to advertise the  
kit and make it available electronically  
on the College website via a link to the 
MHANZ website.

WORKFORCE
Workforce Survey
Council approved investigating a joint  
survey with the ASA on issues related to the 
Australian anaesthesia workforce. Terms of 
Reference are to be drafted and the use of  
an external agency to undertake the survey  
is under consideration. A New Zealand 
workforce survey will be undertaken at  
a later stage.

RESEARCH
ANZCA Foundation
The Corporate Launch of the ANZCA 
Foundation took place on 12th April, and was 
officially launched by the Governor of Victoria, 
Professor David de Kretser.

	 DR WALTER R THOMPSON President 
DR LEONA F WILSON Vice President
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Report following  
the Council Meeting 

Of the Australian and New Zealand  
College of Anaesthetists  
held on 14 April 2007
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28-30 June
Wellington
Sylvia Jarvis
sylvia.jarvis@ccdhb.org.nz 
DDI: 04 3855887
FAX: 04 3855879

18-20 October
Wellington
Sylvia Jarvis

22-24 November
Wellington
Sylvia Jarvis

2-4 August
Auckland
Liesl Ploos van Amstel
emac@anaesthetist.com
Phone 09 3737599 ext 89304
Fax 09 373 7971

6-8 December
Auckland
Liesl Ploos van Amstel

New Zealand ACRM one day
Courses available in 2007

Wellington
Sylvia Jarvis

5 June
Auckland
acrm@anaesthetist.com 
Focused on ACLS Update 
Phone 09 3737599 ext 89304
Fax 09 373 7971

New Zealand 
EMAC 
Courses 2007

Wellington Location: National Patient Simulation Training Centre, Wellington Hospital.
Auckland Location: Advanced Clinical Skill Centre, Ascot Mercy Hospital. http://www.anaesthetist.com/acsc 

20 July
Auckland
acrm@anaesthetist.com
Focused on ACLS Update
Phone 09 3737599 ext 89304
Fax 09 373 7971

10 September
Auckland
acrm@anaesthetist.com
Phone 09 3737599 ext 89304
Fax 09 373 7971

2 November
Auckland
acrm@anaesthetist.com
Phone 09 3737599 ext 89304
Fax 09 373 7971



Simulation: The hunt and the campfire?

	 Without prior similar 
experience, it is likely that our 
response to a crisis or stressful 
situation will be far from 
optimal. Confronted by a crisis, 
our minds dramatically curtail 
the range of information 
presented for audit.1-3 

This inattentional blindness3  
(the ‘gorilla effect’) may have atavistic 
survival value. It is possible that imposing 
limitations on sensory information is a 
survival mechanism honed by hundreds  
of millennia of exposure to stressful 
situations, both in escaping predators,  
and in pursuit of prey — ‘a dog in the  
hunt doesn’t stop to scratch its fleas’.4 
However, problems with situational 
awareness are responsible for many 
aviation mishaps,1 and the same is likely  
to be true for medicine.2

Can we address the problem of 
inattentional blindness? Psychologist Keith 
Payne has researched the issue in depth, and 
come to the conclusion that when forced to act 
quickly, we stop relying on the actual evidence 
of our senses and fall back on a rigid and 
unyielding system, a stereotype or heuristic 
that we may not even endorse.5 For example, 
online Implicit Association Tests6 easily 
demonstrate how people who show little 
explicit racial bias are more likely to associate 
negative words with images of black people 
than white people, when under time pressure. 
The solution Payne found was to encourage 
people to wait before answering. 
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Practice is important. In an observational study 
of police officers in Dade County, Florida 
officers did the ‘right thing’ 92% of the time in 
the ‘face-to-face’ confrontation of a subject, but 
in the less familiar and less practised 
‘approach to the scene’, their success fell to a 
dismal 15%7. Training in situational awareness 
has a beneficial effect in such circumstances.8 

Given such studies, it seems highly 
appropriate to practise crisis skills, 
familiarising learners with stressful situations 
and ways to deal with them. But there is a 
problem—such an approach seems to fly in 
the face of safe or comfortable methods of 
teaching. Abraham Maslow, for example, 
described a hierarchy of needs ascending from 
basic needs, such as hunger and thirst, 
through safety and social needs, culminating 
in ‘self actualisation’. Who can argue with the 
proposition that a hungry child cannot be 
expected to learn? It seems reasonable that  
all modern educators should tailor a teaching 
environment that is seen to be safe and that 
learners should not feel threatened nor should 
the teacher be perceived as hostile. The 
perception is that learning takes place  
‘around the campfire’ where everyone is 
warm, well-fed and contented. 

The simulation environment is considered 
dangerous by many. Factors which appear to 
compromise our own safety in the simulated 
operating room include: 

	 1.	 We’re being watched by our peers, and even 
videotaped. Despite working in teams, we are 
not normally scrutinised and judged in routine 
performance, let alone when things go wrong.

	 2.	 Bad things happen. Participants who are 
engaged in the simulation may feel very  
real grief and distress about ‘adverse’ 
outcomes; they may even reject lessons learnt 
from simulation because of the discomfort 
experienced. 

How can we reconcile the apparent 
necessity for a safe, non-threatening 
environment with the simulation-supported 
need to immerse learners in a stressful 
environment?

The danger of avoiding simulation is that 
in a crisis, stereotyped or dysfunctional 
behaviour is likely. We can argue that in a crisis 
the individual has no time to think, and must 
just act, that errors are inevitable, and that we 
must deal with the errors that result. Such an 
approach is unsatisfying. There is no evidence 
that the extreme arousal encountered in 
difficult simulations and the consequent 
mind-blindness are inevitable, and there is 
considerable evidence to the contrary10-13



was heard to comment ‘All I’m interested 
in during the first month is that the young 
anaesthetist becomes aware how easy it is to 
kill a patient. The rest—caution, knowledge 
and expertise—will follow naturally’. 
Simulation can help to flatten the associated 
learning curve.

It can be argued that a true, realistic and 
no-holds-barred approach to simulation 
allows the learner to develop an appropriate 
approach to the deaths which they are likely  
to encounter several times during a lifetime of 
practice. Although rare, death is not always 
avoidable during anaesthesia. It might be that 
the anaesthetist who is too cautious and 
refuses to anaesthetise many ASA 4 or ASA 5 
patients will avoid being exposed to deaths, 
but will also fail to save lives in consequence. 

If we accept the full mission simulation 
approach, then what price Maslow? 
Fortunately, the two approaches are, despite 
appearances, not mutually exclusive. Both 
human society and the human brain have 
doubtless been conditioned over the past 
several hundred thousand years by their 
‘operating environment’. Let us draw an 
analogy between this conditioning and 
modern approaches to education. Simulation 
is ‘the hunt’ with all of its dangers, excitement, 
and frenzied activity; the warm Maslow-like 
approach is the post-hunt debrief around  
the camp fire. 

Learning from the analogy, it is 
conceivable that modern simulation would 
benefit from several modifications. Firstly, ‘the 
hunt’ will be more realistic when it takes place 
in the actual workplace, rather than in a 
dedicated, identified simulation centre. 
Secondly, ‘the campfire’ might be made even 
more congenial, with a warm Maslow-like 
environment containing coffee and food, 
rather than a stark room adjacent to the ‘scene 
of the hunt’. Repetition of ‘simulation stories’ 
over subsequent days in a similar non-
threatening environment (the anaesthetic  
tea-room) will naturally reinforce learning  
and disseminate appropriate messages.

	 DR LARA HOPLEY

	 ‘All I’m interested in during the 
first month is that the young 
anaesthetist becomes aware how 
easy it is to kill a patient. The 
rest—caution, knowledge and 
expertise—will follow naturally.’
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One approach is to bowdlerise simulation, 
making it safe, but removal of all dangerous 
components from simulation introduces two 
major problems. The first and biggest problem 
is that in the safe environment, participants do 
not encounter the stresses they will encounter 
in real life, and do not develop appropriate 
responses. An allied problem is that the 
modified environment may well promote 
negative learning. 

A more robust approach is the full 
mission simulation approach.14 Here we strive 
to recreate real life, with all its knocks and 
bruises—in contrast to a fireside chat, we 
pursue the hunt. The fundamental thesis of 
the full mission simulation approach is a 
program of stress inoculation. We strive for 
fidelity, a composite of environmental fidelity, 
patient physiological fidelity and fidelity in 
terms of human interaction and participant 
psychological stress. 

It should be emphasised at this point  
that the key component in realism is not 
absolute ‘naturalistic’ fidelity, but the 
participant’s perception that the situation is 
real, and consequent engagement of the 
participant. A ‘disengaged’ learner might be 
confronted by an extremely realistic scenario 
and still fail to ‘buy in’. Conversely, a keen 
learner might participate and engage with 
minimal props, particularly if other 
participants are similarly enthusiastic. 

In using full mission simulation we 
should not be afraid of confronting extreme 
situations, even those involving unanticipated 
behaviour by participants that results in 
extreme harm to or death of the ‘patient’.  
It is here reasonable to go through normal 
processes including:

	 1.	 Realistic death of the mannequin;
	 2.	 Following the usual processes associated 

with the death of a patient;
	 3.	 Correct debriefing of the learner; and
	 4.	 Suitable resolution, often with scenario  

re-enactment. 
In such circumstances it may be 

appropriate to forego the planned educational 
objectives in deference to the greater good of 
showing the candidate the severity of their 
error. An old, wise Professor of Anaesthesia 
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CARDIOTHORACIC, VASCULAR and PERFUSION 
SPECIAL INTEREST GROUP 

9TH BIENNIAL CONFERENCE 
30  September – 3 October 2007 

Sheraton Mirage, Port Douglas  

30 September-3 October 2007 
Sheraton Mirage, Port Douglas

FFoorr ffuurrtthheerr iinnffoorrmmaattiioonn ccoonnttaacctt:: JJuulliieettttee MMuulllluummbbyy,, AANNZZCCAA CCoonnttiinnuuiinngg EEdduuccaattiioonn,,
663300 SStt KKiillddaa RRooaadd,, MMeellbboouurrnnee VVIICC 33000044,, AAuussttrraalliiaa..

TTeell:: ((++6611 33)) 99551100 66229999 FFaaxx:: ((++6611 33)) 99551100 66778866 EEmmaaiill:: jmullumby@anzca.edu.aujmullumby@anzca.edu.au

	 Applications are invited from Fellows  
and registered Trainees for the Simulation/
Education Grants for 2009. Projects that 
will be considered may be in the field of 
medical simulation and education of 
relevance to anaesthesia, intensive care  
or pain medicine. The total quantum  
of funding for 2009 is $35,000.

.

	2009 SIMULATION/EDUCATION GRANT

	 CLOSING DATE FOR APPLICATIONS IS  
29 FEBRUARY 2008 at 5 PM 

	 Further information can be obtained by contacting:
	 Ms Jill Humphreys

	 Executive Officer (Professional Areas)
	 Australian and New Zealand College of Anaesthetists
	 630 St Kilda Road
	 Melbourne, Victoria 3004
	 Tel: 03 9510 6299
	 Fax: 03 9510 6931
	 Email: jhumphreys@anzca.edu.au

	 An Application Guide and Form will be available from the 
College website (www.anzca.edu.au) from 1 December 2007
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Geoffrey Kaye Museum  
of anaesthetic history
The Museum on show during the 2007 ANZCA ASM

The Museum held a number of very successful activities during  
the 2007 ANZCA ASM, which was held in Melbourne, including:  
A Museum promotional display, located at the ASM venue,  
the Melbourne Exhibition and Convention Centre; A Museum 
viewing on Friday 25 May, as part of the ANZCA ‘Open Afternoon’ 
and the launch of the new Museum Display, All in a Days Work, 
following the History of Anaesthesia and Resuscitation SIG 
Workshop which was held at the College on Monday 28 May 2007.

From top left:

Dr Noel Cass, Dr Herb Newman, Dr Christine Ball  
and Dr Rod Westhorpe

ASM Museum display

Dr Rod Westhorpe and Dr Christine Ball

ASM Museum display

Dr Rod Westhorpe launches the display

Guests enjoying the display

Launch of Museum display - guests

Launch of Museum display - guests

	2009 SIMULATION/EDUCATION GRANT



Workforce shortages remain an important 
factor in the delivery of anaesthesia services 
to some rural areas of Australia and New 
Zealand, although other areas have now 
reached a critical mass. The rural and regional 
workforce continues to be augmented in some 
centres with overseas trained specialists (OTS). 

27 OTS were successful in gaining the 
diploma of FANZCA in 2006. They were based 
in the following regions/countries:
12 Queensland, 6 NSW, 1 WA, 3 South 
Australia, 3 New Zealand, and one each  
NT & ACT.

	 DR DIANA C S KHURSANDI 
Chair Rural SIG 
10 December 2006

 

Rural Special Interest Group
Annual Report 2006

Dr Diana Khursandi	 QLD
Chair, JCCA Member
Chair ANZCA Rural 
Education & Services Committee
Dr Frank Moloney	 NSW
Chair JCCA	
Dr Anna Hawke	 NSW
Dr Michael Miller 	 NZ
Dr Craig Mitchell	 VIC
Dr Brian Spain	 NT
JCCA member	

There are 303 members of the Rural SIG, 
with two associate members. There are 
currently 22 rural centres accredited for 
ANZCA training in Australia, and six in 
New Zealand.

A teleconference was held on 1 March 
2006 in which, amongst other matters, future 
presentations were discussed. It was decided 
to extend a permanent invitation to the Chair 
of RARS and the Chair of the JCCA to attend 
Rural SIG meetings if these persons were not 
already on the Executive. There are ongoing 
discussions about extending both the RARS 
and an organisation similar to the JCCA to 
New Zealand.
The Annual General Meeting was held  
at the ANZCA ASM in May 2006 in Adelaide. 

Brian Spain and Frank Moloney both 
presented at the Rural SIG Session: 

Frank spoke on ‘What works and  
what doesn’t’, and Brian presented  
‘Training GP Anaesthetists’, a review of 
10 years of experience in this field in the 
Northern Territory.
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The Rural Special Interest Group Executive  
for 2006-07 is as follows:

Dr Andrew Michael 	 SA
Dr John Male	 WA
Coopted member
Dr Daryl Catt	 SA
JCCA member
Chair, Rural Anaesthesia
Recruitment Service (RARS) 
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On Friday 9 March 2007, more than 90 
Fellows, Trainees and GP Anaesthetists—
as well as their families and partners—
travelled to beautiful Bunker Bay near 
Dunsborough for the annual WA country 
weekend meeting. The theme of the 
meeting was Updates in Perioperative 
Analgesia.

The weekend began with welcome drinks 
by the pool on the Friday evening. Delegates 
and partners had a chance to unwind after the 
long drive from Perth and other parts of WA 
and admire the fantastic views that Bunker 
Bay offers.

On Saturday morning, the academic 
program commenced with the first session 
entitled ‘Optimising Oral Analgesia’. 
Informative presentations were given by 
Drs Christian Brett, Bill Weightman and 
Professor Stephan Schug. After morning tea, 
Drs Steve Myles, Steve Watts, Garry Wilkes 
and Mr Riaz Khan all gave excellent talks 
on ‘Regional Anaesthesia’. The final session 
for the day prior to lunch was a case-based 
discussion covering ‘Anaesthesia and Adverse 
Outcomes’. The panel for this discussion 
included Drs Steve Watts, Dermot Murphy.

The Saturday afternoon was set aside for  
social activities, including golf, wine tasting, 
pottery, beaching or the resorts pool and spa 
facilities followed by an enjoyable gala dinner 
in the evening.

On Sunday morning in the first session 
Drs Jane Mair and Holger Holldack covered 
topics related to ‘Pain in the PACU’ followed 
by a case debate from Drs Rob Storer, Brien 
Hennessey and Peter Platt on whether 
‘Nitrous Oxide should be banned’. In the 
session after morning tea Drs Duncan McKay, 
Lac Truong and Mark Schutze spoke about 
‘Persistent and Chronic Pain and how it can  
be prevented’. The final session for the 
weekend covered ‘The Difficult Patient’  
and this was presented by Drs Roger Goucke 
and Divya Sharma.

The weekend was a great success and 
the Combined CME Committee would like to 
thank all the presenters along with the three 
convenors Drs Angie Lee, Steve Watts and 
Paul Kwei for their contributions to a very 
informative and well run meeting.

 

Western Australian 
Combined CME Committee
Updates in Perioperative Analgesia



2007 ASM

	 The 2007 College Ceremony was held during the ANZCA ASM in Melbourne in late May.  
106 new Fellows of ANZCA and 12 Fellows of the FPMANZCA were presented during the 
ceremony. The Barbara Walker Prize was awarded to Dr Mark Schütze. The Renton Prize was 
awarded to Dr Damien Wallman and the Cecil Gray Prize was awarded to Dr Peter Chong,  
Dr Brett Chaseling and Dr Heidi Walker. The presentation of awards and Fellowship was followed 
by an oration delivered by Adam Elliot the Oscar winning director of Harvie Krumpet.





We were delighted that Professor Tess 
Cramond and Dr Phelim Reilly were able 
to attend to present the awards for first and 
second place and thanked them for their 
continued support of Anaesthetic Education  
in Queensland.

	 On behalf of everyone, I would again 
like to thank Ms Sharon Miethke, Ms Kylie 
Joynson and Mrs Amy Pearson for their 
organisation and administrative assistance.

	 DR PAL SIVALINGAM 
Formal Projects Officer 
Queensland Regional Committee

	 Top from left to right: Dr Barry Benham,  
Dr Sheila Malcolmson, Dr Gloria Liu, Dr Steven Cook,  
Dr Theresa Trinh, Dr Daniel Tsui, Dr Rebecca Black,  
Dr George Pang, Dr Rod van Twest, Dr Pal Sivalingam,  
Dr Nigel Akroyd, Dr Michael Fanshawe

	 Professor Tess Cramond and prize winner Dr Rod van Twest

	 Dr Phelim Reilly and Prize winner Dr Gerald Wong

	 Adjudicators, Dr Martin Wakefield, Dr Frank Phillips  
and Dr Michael Fanshawe

ANZCA/ASA Combined CME Committee

	 On 17 February 2007, the 10th Annual  
Queensland Registrars Meeting was held.  
With 11 presentations, two of those from  
New Zealand, and 50 people in attendance,  
the day was a great success. 

Adjudicators this year were, Dr Frank 
Phillips, Dr Michael Fanshawe and Dr 
Martin Wakefield. These doctors were 
representative of both public and private 
hospitals in Brisbane. Dr Lisa Cowell 
generously donated her time as Time 
Keeper and did a great job of ensuring  
the day ran to time. 

	 All presentations were of high quality 
and the winner of the Annual ‘Tess Cramond 
Award’ was Dr Rod van Twest who presented 
‘A BIS Guide to Relaxant Free Intubation’.

	 Axxon Health generously sponsored 
the second place award and named it in 
honour of Dr Phelim Reilly. The adjudicators 
agreed the winner to be Dr Gerald Wong who 
presented ‘Evaluating the time interval from 
theatre notification until delivery in emergency 
caesarean sections’.
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10th Annual Registrars Meeting



It is a pleasure to be able to commence this 
report without the usual opening statement 
that ‘2006 was another difficult year for 
anaesthesia in the ACT...’.

Additional consultant appointments have 
eased workforce pressures, and with continued 
maturation of the ACT Anaesthesia Training 
Scheme (8 ACT Trainees and one Overseas 
Trained Anaesthetist are expected to sit the 
Part 2 FANZCA exam in 2007) this trend is 
anticipated to continue.

Supervision of Trainees has improved,  
and The Canberra Hospital received a much 
more positive report when reinspected by 
ANZCA in August 2006.

21 trainees continue to be rotated in the 
ACT Anaesthesia Training Scheme— however, 
all are now ACT based, following the 
withdrawal of the rotating registrar from 
Sydney. The ACT rotation continues to satisfy 
all module completion requirements (and 
includes a rural rotation to Albury/Wodonga 
Hospitals). 

ACT trainees continued to enjoy 
examination success: Dr Daniel Lane passed 
the Part 2 exam at first attempt, and Drs Long 
Le and Ross Peake passed the Part 1.

Dr Lane also submitted and had accepted  
his Formal project ‘Anaesthetic Implications  
of Vascular Type Ehlers-Danlos Syndrome’ 
(published in Anaesthesia and Intensive  
Care 2006;34:501-505).

The annual ‘Floriade’ Continuing  
Medical Education meeting was held on the 
weekend of September 23rd-24th 2006, with 
the theme of ‘Monitoring and Outcome’. 
Professor Bruessel is again to be congratulated 
for organising an informative and entertaining 
program, with an exciting group of local, 
interstate and cross-Tasman speakers. 115 
registrants attended, a small increase on  
the 2005 figure.
The date and theme of this year’s meeting  
will be set shortly.

Dr Brazenor and Professor Bruessel were 
again co-convenors of the local CME 
program—a series of lectures for the benefit  
of ACT Fellows and Trainees.

Speakers and topics included Dr Ian 
Jeffery (‘Recent Advances in Cardiology and 
Anaesthesia’), A/ Prof J. Carmody 
(‘Mechanisms of Anaesthesia’), Dr B. Silbert 
(‘Postanaesthetic Cognitive Dysfunction’),  
A/Prof D. J. Cooper (‘Decompressive 
Craniectomy’), Dr Paul Burt (‘Ventilation in 
Anaesthesia’), and Drs N. Gemmel-Smith  
and H. Lawrence (‘Tricky Orthopaedic Cases’).

On a wider front, it has long been recognised 
that the ACT is the only Australian State or 
Territory lacking a means of reporting 
Anaesthetic Mortality data.

The Chair of the ACT Regional 
Committee has had several meetings, and 
frequent correspondence with the ACT 
Department of Health and the ACT Coronial 
Office on this subject.

Agreement in principle has been  
achieved regarding the formation of a 
Committee, structured and enjoying the  
same protection and privilege of other  
State Mortality Committees, but with Terms  
of Reference to include not only post  
anaesthetic, but also post sedation, mortality 
and significant morbidity.

Unfortunately, earlier offers of secretarial 
support to the proposed Committee by ACT 
Health have been withdrawn. With the small 
numbers of FANZCAs present in the ACT  
this lack of secretarial support may prove 
difficult to overcome.

The ACT Regional Committee would 
again like to thank Mrs Eve Edwards,  
our regional administrative officer, for her 
invaluable and cheerful assistance  
throughout the year.
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ACT 
ANZCA REGIONAL/NATIONAL ANNUAL REPORTS  
May 2006-February 2007

OFFICE BEARERS AND MEMBERS
Chair
Dr Cliff Peady

Deputy Chair
Dr Stephen Brazenor

Secretary
Dr Grant Devine

Treasurer
Dr Caroline Fahey

Regional Education Officer
Dr Carmel McInerney

Formal Projects Officer
Professor Thomas Bruessel

Continuing Education Officer
Dr Stephen Brazenor

New Fellow Representative
Dr Caroline Fahey

Trainee Representative
Dr Richard Galluzzo

ICU Representative
Dr Mark Oliver

Regional Administrative Officer:
Mrs Eve Edwards

Attendance at Regional Committee 
Meetings
Dr Brazenor	 5/5
Professor Bruessel	 3/5
Dr Devine	 3/5
Dr Fahey	 5/5
Dr Galluzzo	 2/5
Dr McInerney	 4/5
Dr Peady	 5/5



Drs Vaughan Laurenson (Chair), Vanessa 
Beavis (Deputy Chair), Peter Cooke, Alastair 
McGeorge, Gerard McHugh (Hon Secretary 
and Treasurer), Paul Smeele (Education 
Officer) and Malcolm Stuart. The first meeting 
of the 2006-2008 NZNC committee was held 
on 21/22 July. I wish to acknowledge and 
thank the retiring members of the committee, 
A/Prof Michael Harrison, Dr Don Mackie, Dr 
Tom Watson, Dr Duncan Watts and A/Prof 
Jennifer Weller. Their hard work and 
commitment to ensuring ANZCA’s role in 
New Zealand is effectively maintained has 
been most appreciated.

Our committee is also well supported by 
our two New Zealand councillors, Professor 
Alan Merry and Dr Leona Wilson, the JFICM 
Chair, Dr Tony Williams, Dr David Jones who 
represents the FPM Board, Dr Rebecca De 
Souza, the New Fellows’ representative and 
the New Zealand Trainee Committee Chair,  
Dr Nick Hutton. The committee members 
willingly give their time and expertise and  
I appreciate their support.

CHAIRMAN’S REPORT –  
DR VAUGHAN LAURENSON
The ANZCA New Zealand National 
Committee (NZNC) and staff have had a busy 
year with a wide range of activities and issues 
to respond to. These activities are outlined in 
more detail in the body of this report and 
include: the anaesthetic technicians’ 
application to become regulated as health 
professionals under the Health Practitioners 
Competence Assurance Act; the Medical 
Council’s requirements for registration and 
assessment of doctors; rural hospital doctors; 
ANZCA CPD Program; Ministry of Health 
Workforce Taskforce; the Accident 
Compensation Corporation’s system for 
reporting of harm; Australia and New Zealand 
Therapeutic Products Authority. 

The New Zealand Committee of ANZCA 
is formed on a two yearly basis and elections 
were held in 2006. A postal ballot for the 
election was not required in 2006. The new 
members of the committee, Drs Brian Lewer, 
Geoff Long, Arthur Rudman and Joe Sherriff 
joined the seven returning members: 
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JFICM Board members, Drs Ross Freebairn 
and Jack Havill provide input on issues  
of common interest and have represented 
ANZCA on a number of Ministry  
working parties. 

Dr Graham Sharpe, President of NZSA 
attends our NZNC meetings and we value the 
close relationship with the Society. Our two 
committees have a joint meeting in Wellington 
in the middle of the year. Prior to the July  
2006 joint meeting, we invited the Minister  
of Health Hon Pete Hodgson to meet with 
representatives of our organisations. Topics 
discussed included: workforce issues, the 
ANZCA Disaster Response Plan, and the 
Medicines Act and unlicensed medicines. At 
the joint meeting, the Health and Disability 
Commissioner (HDC), Ron Paterson and 
Deputy HDC, Rae Lamb had interesting 
discussions about cases related to anaesthesia.

I attended the Council meeting in 
February and December 2006. This always 
provides NZNC with an opportunity to be 
involved in the discussions on issues affecting 
both sides of the Tasman arising from Council 

OFFICE BEARERS AND MEMBERS
Chairman
Dr Vaughan Laurenson

Deputy Chairman
Dr Vanessa Beavis

Honorary Secretary
Dr Gerard McHugh

Honorary Treasurer
Dr Gerard McHugh

Education Officer
Dr Paul Smeele

Formal Projects Officer
Dr Arthur Rudman 

Committee Members
Dr Peter Cooke
Dr Brian Lewer
Dr Geoff Long
Dr Alastair McGeorge
Dr Joe Sherriff
Dr Malcolm Stuart

New Fellows’ representative
Dr Rebecca De Souza

Councillors
Dr Leona Wilson
Prof Alan Merry 

Joint Faculty of Intensive Care Medicine 
Representative
Dr Tony Williams, Chair, JFICM NZNC

Faculty of Pain Medicine Representative
Dr David Jones, FPM Board member

NZ Trainees’ Committee 
Dr Nick Hutton, Chair NZ Trainees’ 
Committee

NZSA Representative
Dr Graham Sharpe, President, NZSA

Executive Officer
Heather Ann Moodie

Administrative Officer
Jan Brown 

Asst. Administrative Officer, ANZCA 
and Administrative Officer, JFICM
Karen Hearfield 

TOTAL NUMBER OF NATIONAL 
COMMITTEE MEETINGS FOR THE 
2006 YEAR:
Three (one and a half days each)

ATTENDANCE OF ELECTED 
MEMBERS:
Friday/Saturday morning 24/25 March 2006
Apologies from Dr Tom Watson and  
Dr Duncan Watts

Friday/Saturday morning 21/22 July 2006  
(New committee and retiring members): 
Apologies from Dr Don Mackie, Dr Alastair 
McGeorge, Dr Tom Watson, Dr Duncan  
Watts and A/Prof Jennifer Weller	

Friday/Saturday morning 24/25 November 
2006: 
Apologies for Saturday morning from  
Dr Joe Sherriff, Dr Paul Smeele,  
Dr Malcolm Stuart and Dr Vanessa Beavis
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The ANZCA website and iMiS database  
are valuable sources of information for the 
New Zealand office staff, College Fellows  
and trainees. The New Zealand staff  
members have appreciated being included  
in the iMiS training sessions in Melbourne. 
The recent improvements to the iMiS  
database system has allowed direct access  
to data and reports that were not previously 
available. The e-community facility has 
allowed the NZNC agenda, discussion 
documents and submissions to be posted  
on the e-communities, thus allowing  
access electronically from the internet.

The New Zealand anaesthesia website, 
www.anaesthesia.org.nz is shared jointly by 
NZSA and ANZCA NZNC. It also includes 
information about the NZ Anaesthesia 
Education Committee (NZAEC) and CME 
events and courses. A public area provides 
information about anaesthesia services. 
Thanks are due to Dr Richard French for  
his coordination of this. If Fellows have  
news they would like included in Gasbag  
or the website, please contact the  
New Zealand office.

ELLIOTT HOUSE - SALE AND 
RELOCATION OF THE ANZCA  
NZ OFFICE
ANZCA intends to sell its share of Elliott 
House, where the New Zealand office is 
currently situated, and to find new office  
space in the Wellington CBD, closer to the 
other medical colleges, the Ministry of  
Health and Government. 

The valuation of Elliott House and the 
cost of future seismic strengthening 
requirements have been obtained so 
negotiations with RACS can occur. RACS  
and ANZCA have respectively a two-thirds: 
one-third ownership of Elliott House. It is 
hoped that the New Zealand office  
relocation will occur in 2007.

and ANZCA headquarters including: the 
proposed new CPD Program, the ANZCA 
Strategic Plan, ANZCA taskforces, review of 
professional documents, review of the OTS 
assessment processes and rural anaesthesia 
services. As New Zealand is a separate country 
with its own legislation and health systems, 
being able to share issues is invaluable. I know 
NZNC feels that it is in the interests of both 
the New Zealand and Australian Fellows for 
us to maintain good communications.

The New Zealand committee appreciates 
the support it receives from Council and 
ANZCA staff, and in particular the President 
in dealing with the many issues that arise in 
New Zealand. We were pleased to welcome 
the President, Dr Wally Thompson and the 
Hon Treasurer, A/Prof Kate Leslie to the 
November NZNC meeting. In association with 
this, they were able to attend functions which 
honoured two Fellows. 

The first function was a dinner attended 
by the family of the late Dr John Campbell 
(Cam) Barrett. The President presented Cam 
Barrett’s posthumous award of a Council 
citation to Mrs Liz Barrett. Cam had a long 
and distinguished career in anaesthesia and 
intensive care in New Zealand. He was a past 
Chair of the NZ Committee of the Faculty of 
Anaesthetists and was instrumental in the 
formation of the Wellington ICU, one of the 
first in this country. He was responsible for 
setting up the Wellington Anaesthesia Trust 
and the Simulation Centre.

The second occasion was the symposium 
and dinner organised by the Wellington 
Department of Anaesthesia to celebrate the 
career of Steuart Henderson on his retirement 
from the department. There were moving 
speeches that acknowledged Steuart’s 
contribution to anaesthesia in New Zealand 
and Australia. Steuart had been the Director  
of the department for fifteen years. During 
that time he served on the ANZCA New 
Zealand National Committee and College 
Council.

The Committee was pleased to hear 
about achievements gained by New Zealand 
Fellows and others in 2006:

>	Dr Leona Wilson on her election as ANZCA 
Vice President

>	Professor Alan Merry, appointment by the 
Minister of Health to the EpiQual Committee

>	Dr Ron Trubuhovich, JFICM medal
>	A/Professor Jennifer Weller,  

Doctor of Medicine
>	Mr Bruce Corkill, Chair of the Health 

Practitioners Disciplinary Tribunal

	 We were saddened this year to hear of  
the deaths of five Fellows who have served  
the anaesthesia community well during  
their careers: 

>	Dr Douglas Chisholm (NZ) – FFARACS 1957, 
FANZCA 1992 – Doug made an enormous 
mark on New Zealand anaesthesia with major 
contributions in the early days to the Faculty, 
the Society and the establishment of the 
Anaesthetic Technicians’ Board. At the 
Christchurch level, he guided, directed  
and tutored many at the start of their 
anaesthesia careers.

>	Dr Hugh Clarkson FFARACS 1965, FANZCA 
1992 – Hugh was a very significant figure in 
New Zealand anaesthesia: Consultant 
anaesthetist in Hamilton from 1966 to 2005; 
Supervisor of Training, Waikato Hospital; 
President, New Zealand Society of 
Anaesthetists; Chairman, New Zealand 
Committee of FARACS (now ANZCA); 
Chairman, Braemar Hospital Trust. 

>	Dr Peter Lloyd, FANZCA (1995) – Peter was 
highly respected by New Zealand 
anaesthetists and anaesthetic trainees. He 
made a major contribution to the science and 
art of anaesthesia, including his work on acid 
base analysis. He was an enthusiastic and 
diligent teacher and served as an ANZCA 
Supervisor of Training in Hawkes Bay for a 
number of years. 

>	Dr Brendan V Lyne, FFARACS (1954), 
FANZCA (1992) – Brendan was an Irishman 
who came to New Zealand early in his career 
and served Auckland well for many years, both 
as a part-time specialist in the Auckland 
Hospitals and in private anaesthetic practice.

>	Dr Ward Douglas FANZCA – Ward was a 
valued member of the Wellington anaesthesia 
community and had been involved with the 
College as an examiner. 

NZNC COMMUNICATION
GASBAG, the monthly email communication 
to all New Zealand anaesthetists from the 
NZNC has now been in circulation for six 
years. It has been emailed to all hospital 
departments, but in 2006, thanks to 
improvements to ANZCA IT systems, the 
newsletter was emailed directly to all New 
Zealand anaesthetists and trainees. This  
is a cost effective way of disseminating 
information from the New Zealand 
Committee to anaesthetists. 



Topics included genetic disorders and 
anaesthesia, pharmacogenomics, pain relief, 
sacred cows in anaesthesia, modern spinal 
surgery, anaesthesia and the persistent pain 
patient, evidence-based practice and not-so-
evidence based practice.

NZAEC Meetings during the ASM
Four NZAEC meetings were run during breaks 
in the ASM program. These meetings included 
sessions with Trade representatives, ASM 
Convenors and Departments’ CME  
Co-ordinators. The discussions were useful 
and participants appreciated the opportunity 
to be able to raise issues.

My grateful thanks to the ASM convenor, 
Duncan Watts, and the others on the 
organising committee: Robyn Chirnside, Lisa 
Horrell, David Hunt, Geoff Laney, Paul 
Templer, Tim Wright, Mathew Zacharias and 
Pat Johnston and the Dunedin Conference 
Management Service team.
The Annual Business Meeting of New Zealand 
Fellows was held during the Dunedin ASM.

BWT Ritchie Scholarship
The 2006 recipients are Dr Amanda Dawson 
(Cardiac Anaesthesia Fellowship at Papworth 
Hospital in Cambridge) and Dr Paul Gardiner 
(Fellowship/consultancy in Anaesthesia and 
Intensive Care at Addenbrookes, Cambridge, 
England). Congratulations to Dr Dawson  
and Dr Gardiner.

FANZCA TRAINING
I would like to thank A/Professor Michael 
Harrison (2004-2006) and Dr Paul Smeele 
(2006-2008) for their guidance as Education 
Officers and also gratitude to the Rotational 
Supervisors and the Supervisors of Training 
and Modules Supervisors together with  
the Heads of Departments for all the work 
they do to make sure the training in the  
New Zealand setting gives trainees a 
rewarding experience. Many Fellows also  
give significant time to the training in their 
roles as examiners, committee members, 
hospital inspectors and work on the  
vocational training scheme committees. 

NZAEC AND SCIENTIFIC MEETINGS
The New Zealand Anaesthesia Education 
Committee (NZAEC) is a joint venture 
between NZSA and the NZNC of ANZCA.  
Dr Ross Kennedy has been the Chair of the 
committee this year and I am grateful to him, 
the administrative officer, Rose Chadwick  
and committee members for the work 
achieved. Key areas of activity were: updating 
the NZAEC conference manual, the formation  
of a network of those interested in and 
responsible for providing CME at a 
departmental level, the BWT Ritchie 
Scholarship award and continuing support 
and ongoing planning of the NZSA/ANZCA 
combined ASM including strengthening 
liaison with the industry and sponsors.

In 2006, New Zealand hosted an ASM and  
a Single Theme Meeting:

Single Theme Meeting (STM), Rotorua 
17 - 18 March 2006
The STM theme was ‘Current Concepts in 
Emergency Anaesthesia and Trauma’. The 
sessions attracted a lot of interest and support 
from other specialities beside anaesthesia and 
ICU. The social events, especially the 
conference dinner, were well received. 
Unfortunately this is the last of the STMs that 
have long been a feature of the NZ scene. 
Thanks are due to Dr David Laidlow and the 
STM team for a great event. 

NZ Anaesthesia Annual Scientific 
Meeting, Dunedin, August 2006 
The theme of the ASM was Establishment  
and Innovation and the meeting aimed to  
re-examine established practices of the past  
in light of current knowledge, and to discuss 
issues of current and future interest for the 
practising anaesthetist. The organisers 
succeeded in combining a great mix of 
conventional practice with some very 
challenging sessions on innovations and 
possible future directions.

The keynote invited speakers were A/Prof 
David Clarke (Stanford), Dr Martin Tramer 
(Geneva) and Prof Paul Myles (Melbourne) 
and the NZSA Visitor was A/Prof Brian 
Anderson (Auckland) with the help of a strong 
supporting cast of speakers, the program was 
interesting, challenging and informative. 
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The Education and Training Committee 
continues to refine the FANZCA Program  
and ANZCA headquarters has been 
streamlining administrative processes to 
ensure training documentation is up to date.

ANZCA training rotation schemes
Council has accepted NZNC’s 
recommendation that the Northern Rotation 
be split into two with the new rotation called 
Midland based on Waikato Hospital and 
including Tauranga, Rotorua and New 
Plymouth. The Northern rotation includes all 
the Auckland hospitals and Whangarei. 

Formal Projects
In July, Dr Arthur Rudman took over the 
Formal Project Officer’s role from Dr Alastair 
McGeorge. Over the last few years, the 
assessment workload has increased 
significantly, so a deputy Formal Project 
Officer position has been created. Dr Geoff 
Long has filled this position. Assessment of 
Formal Projects is an important and time-
consuming role. I thank Alastair, Arthur, Geoff 
and the other colleagues who have helped 
review projects.

National Registrars’ Meeting 
This inaugural National Registrars Meeting 
grew out of the Auckland Hospital CME 
meeting where registrars could present 
scientific work. Dr Nelis Kruger, as an ANZCA 
Supervisor of Training, has helped organise 
these meetings in the past and decided that  
a registrar meeting could be developed where 
formal project work could be presented. 
ANZCA regional committees run similar 
registrars’ meetings. NZNC supports this 
initiative and has worked with Nelis Kruger  
to ensure that Formal Project requirements  
are addressed.

ANAESTHESIA WORKFORCE
This has been one of the main topics that 
NZNC has discussed over the last year, 
especially rural anaesthesia services. 
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NZNC suggested at its last meeting that an 
independent report be commissioned that 
would look at the aspirations of the various 
groups with respect to the regulation of the 
paramedical professions. This idea was  
raised at the December Council of Medical 
Colleges (CMC) meeting.

MEDICAL COUNCIL OF NEW 
ZEALAND (MCNZ)
NZNC and the office staff work closely 
with MCNZ in a number of areas, the most 
significant being the assessment of overseas 
trained specialists (OTS)/International  
Medical Graduates (IMG) on behalf of the 
Medical Council. I am grateful to our New 
Zealand Assessor, Dr Vanessa Beavis, for 
the time and expertise she gives and to the 
members of the assessment panel, Drs  
Alastair McGeorge, Paul Smeele and Leona 
Wilson and staff involved. Lorna Berwick is 
the lay member of the panel.

During 2006, MCNZ undertook a  
review of the International Medical  
Graduates (IMG) registration pathway  
within a vocational scope in New Zealand. 
NZNC prepared a submission on the MCNZ 
IMG review document.

NZNC has concerns as there is a major 
effort by the MCNZ to remove examination 
from the assessment, substituting peer  
review and practice visits. A one-day on-site 
assessment is being considered. Every  
college handles IMG assessments differently 
but ANZCA is the only College that insists  
on an exam as ANZCA believes a knowledge-
based assessment is still the best indication  
of performance in anaesthesia. ANZCA can 
still require a period of assessment to be  
taken in a teaching hospital. ANZCA doubts 
that MCNZ on-site assessment tools will be 
adequate for our needs. We have major 
concerns about the validity of the proposed 
processes as we do not think enough work  
has been done yet to show they are 
reproducible and consistent. 

NZNC members and staff have attended 
a number of MCNZ workshops and meetings 
on topics such as international medical 
graduates’ pathway to registration within a 
vocational scope; cultural competence; 
performance evaluation program; as well as 

The Minister of Health’s  
Workforce Taskforce
The Minister of Health has established a 
Workforce Taskforce to provide him with 
advice that will lead to actions on specific 
issues. The Taskforce is chaired by Dr Robert 
Logan. The taskforce is to advise the Minister 
of Health and the Minister for Tertiary 
Education by the end of March 2007 on how 
to get the best out of medical education and 
clinical training in the shortest time.

Options that the Taskforce has been asked 
to consider include:

>	shortening the number of  
undergraduate years;

>	starting specialist training during 
undergraduate years;

>	moving to a method of ‘payment for output’ 
for medical education;

>	collapsing the first and second postgraduate 
years (PGY1 and PGY2) into one year;

>	giving more recognition to prior learning in 
the specialist training years; and

>	appraising the apprenticeship training model 
in view of modern service delivery models.

The New Zealand committee invited  
Dr Logan to the November NZNC meeting 
and had a useful dialogue with him. Robust 
discussion occurred during which members  
of the Committee advised Dr Logan of their 
concerns regarding the proposals. A key point 
made was that gaining judgment to make 
medical decisions takes time to learn and can 
not be compromised by shortening the time it 
takes to train a specialist. Dr Logan then asked 
what one thing could be changed in the 
medical training. The Committee agreed that 
the TI-PGY2 years could be managed better. 
NZNC advised that it was important that the 
breadth of training be preserved. 

Rural Hospital Doctors – application to 
MCNZ for vocational scope recognition 
NZNC continues to have discussions with the 
Rural Hospital Doctors working group, the 
Joint Consultative Committee for Anaesthesia 
and the Royal New Zealand College of 
General Practitioners about the suggestion of 
a training and MOPS program for rural 
doctors in New Zealand who wish to provide 
anaesthesia services in a rural setting. 

The Rural Hospital Medicine (RHM) doctors 
have applied to the Medical Council of New 
Zealand for recognition as a separate 
vocational specialty. Currently this group is 
associated with the Royal New Zealand 
College of General Practitioners. NZNC 
prepared a submission to MCNZ on the RHM 
application. If the RHM application is 
successful New Zealand will have a framework 
to develop a New Zealand variant of the JCCA.

New Zealand Anaesthetic  
Technicians Society (NZATS)
Dr Malcolm Stuart is the NZNC representative 
to the NZATS Executive and NZNC provides 
the funds for Malcolm to travel to the 
Auckland NZATS Executive meetings. 

The New Zealand Anaesthetic 
Technicians Society (NZATS) has applied to 
the Ministry of Health (MoH) for regulation  
of the profession of Anaesthetic Technicians 
(NZAT) under the Health Practitioners 
Competence Assurance Act 2003. NZNC 
prepared a submission on the MoH discussion 
document pertaining to this. The Minister of 
Health has now advised that anaesthetic 
technicians will become registered health 
professionals and the Ministry is currently 
consulting on the form of the authority to 
regulate this profession.

The Ministry is seeking feedback  
on whether the registration authority for 
anaesthetic technicians should be:

>	a stand alone authority or 
>	a ‘blended’ authority 

Under the ‘blended’ authority, three options  
of potential regulatory partners are suggested:

	 1. The Medical Council 
	 2. The Nursing Council 
	 3. Establishing a Technicians’ Board.

Currently 40% of the anaesthetic 
technicians are from a nursing background. 
However, NZNC’s preference is for a separate 
regulatory board which could include groups 
such as the ambulance, perfusion and renal 
dialysis services’ professionals. NZATS  
and NZSA seem to favour the paramedical 
grouping option too. 

Anaesthetists will need to seek 
representation on the technicians regulatory 
board as anaesthetists and technicians are 
mutually dependent in their work as part of 
the operating theatre team. 
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The Perinatal and Maternal Mortality 
Committee (PMMRC) invited NZNC to 
provide nominations for the PMMRC 
maternal mortality working group. Dr John  
S Walker was appointed by PMMRC to this 
working group. John Walker currently 
represents NZNC on maternity matters. 

NEW ACC TREATMENT INJURY  
LAW CHANGES
ACC’s medical misadventure rules are being 
replaced with new Treatment Injury provisions 
under a new law. The primary purpose of the 
Injury Prevention, Rehabilitation, and 
Compensation Amendment Act (No 3) was  
to implement new rules for medical 
misadventure that would be known as 
treatment injury. ANZCA and JFICM 
representatives have attended ACC workshops 
during the year on the ‘Reporting of Harm’ 
process and ACC representatives attended the 
November NZNC meeting.

CHANGES TO THE MEDICINES ACT 
AND THE PROPOSED AUSTRALIA 
NEW ZEALAND THERAPEUTIC 
PRODUCTS AUTHORITY – 
THERAPEUTIC PRODUCTS AND 
MEDICINES BILL
The Therapeutic Products and Medicines Bill 
has passed its first reading in the House and 
was referred to Select Committee. NZNC 
prepared a submission on the Bill for the 
Select Committee. The Bill covers the proposal 
to establish a trans-Tasman regulatory  
scheme that should provide health and safety 
protections for consumers who use medicines, 
medical devices and complementary  
health products. 

As well as establishing the trans-Tasman 
regulatory agency, the Bill will also update the 
medicines legislation. Section 29 of the 
Medicines Act 1981, which covers the use of 
unlicensed medicines, is an area that NZNC 
has raised concerns about with the Minister  
as the committee feels that this part of the Act 
does not work well currently.

IN CONCLUSION
It has been a busy year for the New Zealand 
National Committee. Forty-seven consultation 
documents and requests for nominations have 

preparing submissions on a number of 
discussion documents. Submissions included 
topics such as: Performance Evaluation 
Program, Cosmetic Procedures, IMG 
registration pathway, Vocational Scopes of 
Breast Medicine and Rural Hospital Medicine. 
A number of College representatives  
attended the International Association of 
Medical Regulatory Authorities Conference  
in Wellington.

The Faculty of Pain Medicine intends 
seeking recognition as a separate scope of 
practice in New Zealand, as it already is in 
Australia. There are five medical colleges 
whose clinicians deal with different aspects of 
pain. The strong connections that FPM has to 
the ANZCA CME, CPD and Standards should 
strengthen the application process. 

MOH PROTECTED QUALITY 
ASSURANCE ACTIVITIES UNDER 
THE HPCA ACT
The ANZCA MOPS program has protected 
QAA status. Professor Garry Phillips, as the 
‘Responsible Person’ under the Act, provides 
reports to the Minister.

COUNCIL OF MEDICAL COLLEGES 
(CMC)
The NZNC is an active member of the Council 
of Medical Colleges. CMC meets four times a 
year and maintains correspondence regarding 
issues that arise between meetings. The CMC 
is able to provide support to ANZCA with 
respect to issues affecting anaesthetists. 

The CMC meetings provide a forum to 
discuss issues of mutual interest with Medical 
Colleges and other organisations, such as the 
Ministry of Health, Medical Council and 
Medical Association.

PERINATAL AND MATERNAL 
MORTALITY COMMITTEE (PMMRC) 
AND ITS MATERNAL MORTALITY 
WORKING GROUP 
In 2005, the Minister of Health announced  
the composition of the Perinatal and Maternal 
Mortality Committee. As currently composed 
there is no anaesthesia representative on this 
committee, although Dr Ted Hughes, an 
anaesthetist, is on the committee to represent 
Pacific Islanders.
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been considered for the year to March 2007. 
Formal submissions have been made on 33  
of these consultation documents and 
nominations, up from 20 last year. This takes 
time and energy but is worth the effort in 
order to ensure that our perspectives on issues 
are understood. I would like to acknowledge 
all the committee members who give freely  
of their time as well as the many others who 
contribute to the fellowship, such as 
examiners, inspectors, lecturers at exam 
courses and clinicians who provide 
mentorship and assistance to trainees and 
peers. It is these activities and those of  
the office staff that keep our college alive  
and relevant. 

TREASURER’S REPORT –  
DR GERARD MCHUGH
(Year ending 31 December 2006)

Expenditure
The New Zealand Committee expenditure 
during the year ending 31 December 2006 was 
down 7.7% compared with the previous year. 
The total operating expenses equalled 
$401,776 (previous year, $435,360). 

Income
The total 2006 income as shown in the 
statement of Financial Performance was 
$282,824. Most of this income relates to 
ANZCA and JFICM Annual Training Fees 
($243,834). These fees are collected in  
New Zealand. 

The previous year’s (2005) income 
($606,034) cannot be used as a comparison 
with the 2006 income as in 2005 NZNC 
collected $327,086 in funds from the ANZCA 
ASM. This ASM only occurs in New Zealand 
approximately every seven years, so is not part 
of the 2006 income. 

Income from New Zealand Fellows’ 
Annual Subscriptions
Currently New Zealand Fellows pay their 
annual subscriptions to the ANZCA head 
office. A portion (70%) of these New Zealand 
subscriptions is deemed to cover work that is 
carried out in New Zealand on behalf of  
the Fellows and this portion attracts  
New Zealand GST. 
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Supervisors of Training
Education sub-committee meeting
A request was made for items for an agenda 
— two items were raised—both very local.  
It was decided to address these problems  
locally and by email consultation.

Supervisor re-appointment in 2006
Dr Justin Imrie from Tauranga 

Supervisors – Certificates of  
Recognition after 5 years service
Dr D J Price, North Shore Hospital
Dr C K Thorn, Wellington Hospital 
New SoTs
Dr Colin King, Auckland City Hospital, L8.
Dr David Williams, Waikato 
Dr Rob Carpenter, assisting at Waikato
Dr Stephan Neff, now Dr Mandy Perrin, 
Rotorua
Dr Gary Hopgood, Tauranga
Dr J Woods, Christchurch
Rotational Supervisors:
Dr Malcolm Futter - Northern rotation
Dr Andrew Munro – Midland Rotation 
Dr Deborah Goodall - Southern rotation
Dr Chris Thorn - Central rotation

Clinical Teachers Course
A Clinical Teachers Course, ‘Teaching in  
Small Groups’, was conducted at the 
beginning of December at Elliott House with 
12 SOTs and Module Supervisors attending. 
The next course will be held in Wellington on 
14 September 2007 with the title being 
‘Teaching in the Operating Theatre’.

Hospital inspections
The Northern and Midland rotations 
underwent their scheduled hospital 
inspections in November. 
Common issues noted were:

>	Shortage of recovery beds;
>	Inadequacy of departmental space;
>	Anticipated endoscopy load;
>	Suspected inaccuracy of census data and the 

resultant underestimation of the number of 
people that the DHBs will serve; and

>	The need to integrate trainees in peripheral 
and central hospitals.

In recent NZNC annual financial statements 
an amount labelled ‘Funds from Australia’ has 
been recorded as a liability when it actually 
represents income from New Zealand Fellows’ 
subscriptions that are transferred back from 
Australia. The funds from these transfers have 
accumulated as a liability over the last few 
years to an amount of $503,793 and results in 
the 2006 NZNC financial report showing a 
deficit of $118,952. 

When the New Zealand annual income 
and expenses are incorporated each year into 
the overall ANZCA financial report at ANZCA 
headquarters this deficit is negated by the 
New Zealand subscription income collected  
in Australia. 

The problem of the deficit and liability 
could be solved by collecting the New Zealand 
Fellows’ subscriptions in the New Zealand 
office. This would also address the GST and 
ANZCA Foundation requirements. This 
solution is being discussed with head office.

Increases/Decreases in income  
and expenditure
The main increases/decreases (those over 
$5,000) in income and expenditure compared 
with the year ending 2005 were:

Income
>	ANZCA Annual Training Fees – 24% increase 

in 2006 from $177,096 to $219,587
>	Medical Council OTS interviews – increase 

from $10,563 to $19,152 (with a subsequent 
increase in expenses ($4,101))

>	No income from FPM Refresher courses  
(2005, $29,173)

>	CME Account income – decrease from $36,895 
to $15,564 (Due to the 2004 NZAEC ASM 
profit being shown in the 2005 accounts).

Expenditure
>	NZ Committee – decrease in 2006 of 40% 

($55,292 to $32,987) as in 2005 the New 
Fellows’ Conference expenses were included 
(approximately $24,000)

>	NZAEC – decrease from $11,263 to 5,000
>	Melbourne expenses – increase from  

$30,469 to $38,961 due to an increase in  
travel costs and frequency between Melbourne 
and Wellington

>	Administration costs expenses were down 5% 
($286,159 to $271,411).

The total assets of the committee are $205,983 
with fixed assets amounting to $92,130. 
ANZCA’s interest in the shared ownership of 
Elliott House is recorded in the Financial 
Position as $398,194.

NATIONAL EDUCATION OFFICER’S 
REPORT – DR PAUL SMEELE
The role of NEO was performed by  
A/Professor Michael Harrison until June 2006. 
His considerable contribution to the training 
of anaesthetists in New Zealand during his  
3+ years as NEO is acknowledged.

Revised FANZCA Program
The modular system for training anaesthetists 
seems to be working well. Although individual 
trainees continue to report problems with 
modular completion these problems appear to 
be able to be resolved at a local level with no 
reports of modular completion delaying 
completion of FANZCA.

Training Rotations		
With the advent of neurosurgical services at 
Waikato a new ‘Midlands’ Rotation has been 
formed. Tauranga, Rotorua and Taranaki are 
also part of this rotation. The Northern 
Rotation now includes Auckland and 
Whangarei. The Central and Southern 
Rotations are unchanged.

There are a number of registrar posts, 
predominantly outside the main centres which 
are not formally part of a rotation. Trainees do 
not appear to be disadvantaged by this 
arrangement.

Trainee Committee, NZ 2006
The Trainees’ Committee for 2006 was: Dr Nick 
Hutton, Dr Daniel Faulke, Dr Jennifer Taylor, 
Dr Annick Depuydt, Dr Corinne Law, Dr 
Kathleen Mistry, Dr Chris Poynter and Dr 
David Whybrow. Dr Darren Cathcart stayed on 
the Committee until April 2006. Dr Vaughan 
Laurenson, Chairman of the NZNC and Dr 
Paul Smeele, National Education Officer are 
ex-officio members of this Committee.

The committee has met on three 
occasions by teleconference in 2006.
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During 2006, Auckland hosted an ‘ANZCA-
approved’ Registrar Scientific Meeting which 
saw 12 registrars from across NZ present their 
FPs. This was a national meeting organised by 
Dr Nelis Kruger and by all accounts the 
meeting was very successful and it is hoped 
that this will become an annual event. 
Congratulations to Dr Kruger and his 
committee for establishing this national forum 
for registrar presentations.

New Zealand trainees in general seem to 
have a good understanding of the process 
required from registration to completion of 
their FP. The NZNC has specific forms for 
registration and completion of the FP as well 
as a Supervisor Evaluation form which is 
required before any FP is assessed.

The shortlist of FPs for the New Zealand 
Formal Project Prize for 2006 is currently being 
assessed by the judging panel and a decision 
will be made in the next few weeks. This prize 
will hopefully be presented later this year.

Projects Completed and Confirmed
Glenn Arnold
BiSpectral index and entropy in  
elderly patients

David Charles Brown
Ability of angiotensin II to modulate striatal 
dopamine release via the AT1 receptor in vitro 
and in vivo

Katharine Brunette
Bilateral brachial plexopathy following 
laparoscopic bariatric Surgery

Anne Craig
Bridging the gap -  
A case of paradoxical embolism

Allan Crowther
Exposure of anaesthetists to ionizing radiation 
in the operating theatre

Keith Davenport
An audit of the introduction of intrathecal 
morphine for caesarian section

Tamsin Dovell
Fibreoptic training survey among Great British 
and Irish trainees

New Zealand Courses: 
Part 1 FANZCA Course - Christchurch
Course dates: 22-29 January 2006
FANZCA Final Course, Oral Examination – 
Wellington 
Course dates: 27-30 April 2006 & 10-13 
August 2006
Part I FANZCA Course – Hamilton
Course dates: 22 May to 2 June 2006
Part II Revision Course – Auckland
Course dates: 19-30 June 2006

The College is grateful to all those who 
work hard to make the FANZCA training 
program a success—the supervisors, those 
involved in the exam courses, hospital 
inspectors, ANZCA committee members  
and staff. 

FORMAL PROJECT OFFICER’S 
REPORT – DR ARTHUR RUDMAN 
Firstly, I would like to thank Dr Alastair 
McGeorge who stepped down as NZNC FPO 
in August 2006. Dr McGeorge established a 
superb database for the assessment of Formal 
Projects and also streamlined the whole FP 
process for both trainees and assessors. I 
would also like to acknowledge Dr Geoff Long 
who is the assistant FPO for the NZNC and 
whose support and wisdom I greatly 
appreciate. Thanks also to all NZ Fellows who 
give their time freely to help assess FPs.

2006 continued to be a busy time with a 
steady stream of Formal Projects being 
submitted throughout the year.

New Projects Registered:	 43
Projects Confirmed by Assessor:	 37
Projects currently Registered  
and in Progress:	 35
Projects currently with Assessor:	  8

The standard and quality of Formal Projects 
submitted continues to vary widely and I 
question the usefulness of this module for 
most trainees. There seems a definite trend 
towards an increasing number of submitted 
case reports and reviews and less scientific 
research. I wonder whether an alternative to 
the FP module should be offered e.g. overseas 
electives, rural attachments, courses/papers, 
teaching, critical review of published  
literature etc. 
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Claire Frost
A comparison of the 26S proteasomes  
in Alzheimer’s and normal brain

Pavel Gajdusek
The Australasian Obstetric General 
Anaesthesia for Caesarian Section survey

Paul Gardiner
Postoperative respiratory failure and non-
invasive ventilation after non-thoracic surgery

Janette Gross
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The ANZCA CEO and Council asked the New 
Zealand National Committee and Executive 
Officer to search for new office space in the 
Central Business District in Wellington as it 
was felt that Elliott House was not fulfilling 
ANZCA’s needs in New Zealand. 

ANZCA owns a third of Elliott House 
with the Royal Australasian College of 
Surgeons owing two-thirds. Although the 
building has historical appeal, it is not a 
perfect office environment or location, 
especially with the increased need for efficient 
IT systems. Space will become a problem in 
the near future and also a recent property 
maintenance audit has shown that Elliott 
House will need significant seismic 
strengthening in the future to comply with 
recent City Council regulations.

Over the last twelve months various 
property options have been explored including 
whether to sell, purchase or lease. Many CBD 
properties were assessed before a final 
decision to lease the 7th floor of Exchange 
Place in Willeston Street was agreed to at the 
end of April. ANZCA takes possession on  
the 1 July. 

This property offers great benefits. 
Exchange Place is a 10 storey building in the 
CBD, closer to the Ministry of Health, 
Parliament, other Medical Colleges, Council  
of Medical Colleges, NZ Society of 
Anaesthetists and the Medical Council, than 
Elliott House. Exchange Place is a much more 
modern building (1989), so the IT setup is 
excellent. The new location overlooks the 
harbour beside Jervois Quay so still provides  
a fairly straight forward route to the airport 
which is important to trainees, committee 
members and Fellows attending meetings. 
Other buildings in the CBD do have problems 
with traffic jams at peak hours.

The office space will be used by ANZCA, 
JFICM and the New Zealand Anaesthesia 
Education Committee (NZAEC). There are 
some small alterations that need to be made  
to the office layout, but it is hoped that the 
move will occur early in July in time for the 
mid-year JFICM and ANZCA NZNC 
meetings. The new contact details will be 
distributed to key stakeholders in June and 
publicised on the NZ Anaesthesia and  
ANZCA websites.

The New Zealand committees and office 
staff look forward to welcoming you to our 
new home.
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developments in ancient Greece and Rome. 
Under Hippocrates, doctors began to reject 
traditional healers and develop anatomical 
concepts, believing that disease arose from 
internal imbalance rather than from external 
causes. Doctors began to play a significant role 
in society through their wider interests, and 
some, like Plato and Aristotle, became very 
influential. Galen, in the second century AD, 
refined and expanded Hippocratic principles, 
and became the major influence on medicine. 

From Rome to the Middle Ages, medicine 
became subordinate to religion, and doctors 
were subordinate to priests.

During the Renaissance, the study of 
anatomy and new knowledge in the fields of 
chemistry led to little that helped cure disease, 
but did begin to elevate the status of 
physicians. In 1518, Henry VIII established a 
charter for the College of Physicians. This 
period saw the beginning of examinations and 
licensing of medical practice.

Surgeons were still at the bottom of the 
hierarchy, with apothecaries. Surgery was a 
manual skill, and was learned by 
apprenticeship, often established in guilds that 
were linked to barbers. Their repertoire was 
usually minor procedures, blood letting, 
lancing boils, dressing wounds, pulling teeth 
etc. The name ‘surgery’ is derived ultimately 
from the Greek cheiros (hand) and ergon 
(work), thus work of the hand, not of the head.

The 17th and 18th centuries were a time 
of major socio-economic change, and the 
formal regulation of the medical profession 
that existed in the 16th century was weakened. 
The warfare that accompanied colonial 
expansion created a demand for surgery,  
and Europe saw the appearance of early 
surgical entrepreneurs, who devised and  
then promoted more adventurous  
surgical techniques. 

Surgeons began to enjoy new found 
status. Schools of surgery and medicine sprang 
up around Europe. Surgeons and physicians 
were now equally anxious to enhance their 
professional status and respect, though their 
practice was more like a trade. Patronage and 
social class played a significant role in 
established medical practise, and many 
practised without formal qualifications.

Some years ago, Gwen Wilson alerted me  
to a quotation that has resonated with me  
ever since.

The quotation came from Dr Kasner 
Moss, a pioneer anaesthetist from Perth,  
who, in 1921, made a statement that reflected 
the status of the anaesthetist in Australia at 
the time:

‘After a successful anaesthetic of 3 – 4 
hours (perhaps even a difficult case),  
the surgeon doesn’t congratulate the 
anaesthetist, he simply remarks – “He took it 
well, didn’t he?”’

How much has the status of the 
anaesthetist changed in the 86 years since 
then? Is our status improving, or are we in 
‘status anaestheticus’?

How often, when we ask the question, 
‘Who was your anaesthetist?’ of a patient or 
acquaintance, do they stare at you blankly? 
They can remember the name of the surgeon, 
and often the name of at least one nurse, but 
sadly we are often the silent partner. 

Of course that is so long as we do our job 
well during the procedure. Then we have little 
to show for our efforts. There is no lasting scar, 
just a pain-free and comfortable patient— 
no reminder.

The medical profession as a whole enjoys 
a relatively high status in the general 
community, and before examining the status 
of anaesthetists in particular, it is important to 
understand the evolution of that position.

Some 10,000 years ago, humans changed 
from being nomadic hunter-gatherers to settle 
in communities engaged in cultivation and 
pastoral activity. Medicine men began to 
develop an important role in the social and 
political structures that emerged. 

The treatment of injuries and diseases 
gained importance. No longer was it 
appropriate to abandon the injured as the tribe 
moved on. The treatment of the sick changed 
to the provision of care, food and protection. 
The medicine man became a healer, and 
although most healing techniques involved 
magic and ritual, the pharmaceutical industry 
began with the appearance of potions and 
herbal remedies.

Medical treatment flourished in ancient 
Egypt around 1500BC, with further 
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Voltaire typified the general distrust of doctors, 
referring to them as ‘pouring drugs of which 
they knew little, to cure diseases of which they 
knew less into human beings of which they 
knew nothing’. 

Success depended on a capacity  
to impress the patient and public—by 
whatever means.

The late 18th century saw the emergence 
of medical ethics, and the modernisation 
medical practice with restructuring of medical 
education and formal regulation really began 
in the early 19th century.

Industrialisation, the rise of the market 
economy and the appearance of the middle 
classes led to the need for more doctors. 
Aristocratic nepotism and patronage were 
challenged, and the profession aspired to 
collective status on the basis of merit and 
achievement. Private practitioners became 
self-employed mini capitalists in a lucrative 
but competitive market.

Still in the mid 19th century, medicine 
was less well respected than the law as a 
profession, and often ridiculed for snobbery 
and self-advancement.

A number of specialties were established, 
and physicians had begun to develop sub 
specialties. There were pathologists, specialists 
in the eye and the ear, paediatricians, 
obstetricians, dentists and, of course, surgeons. 
Already, in London and Paris, there were 
theatres for virtuoso surgeons. Colleagues, 
students and the public at large clamoured for 
a seat at the regular weekly operating day, 
applauding the surgeon as he approached the 
operating table.
This was the scene into which anaesthesia 
appeared in 1846.

Specialisation, as a marker of academic 
and scientific advancement, was one of the key 
ingredients in status, and anaesthesia was not 
about to become an instant specialty. Every 
general practitioner, physician, and even 
surgeon began to administer anaesthetics, and 
some of the first ones were given by dentists. 
There was resistance from the medical 
profession to recognition of anaesthesia  
as a specialty. 

The Australian Medical Journal, July 1868 
published the account of a death under 
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The NSW branch President expressed  
his concern at the Annual General Meeting 
in March 1889, that ‘with respect to the 
practice of the unqualified and unscrupulous 
pretender, nothing has been done by our 
“Noble Army” of Legislators by way of 
drawing a line of demarcation between 
the legally qualified practitioner and the 
unprincipled and designing pretender’.

The Australasian Medical Gazette also 
commented in 1889: ‘With few exceptions,  
the absence of a diploma is proof that a man 
so deficient either had not gone through the 
prescribed course of study, or having gone 
through it, that he failed to pass his 
examinations either from lazy inattention  
to his studies, or from brainlessness.’

Little further correspondence appears  
on either the issue of specialisation, or of the 
non-medical anaesthetist, for the next  
twenty years. 

In the first decade of the 20th century, 
four honorary anaesthetists were appointed  
to the Melbourne Hospital, to instruct and 
supervise residents, however a furore erupted 
after a death under anaesthesia at the  
Hospital in September 1912. An extremely  
ill 66 year old man presented for surgery at 
6am. The resident who was unfortunate 
enough to be on duty for anaesthetics 
administered ethyl chloride and ether by  
an open mask, whereupon the patient 
immediately succumbed. It was not usual  
for honoraries  
to attend out of hours, and anaesthetics at 
those times were undertaken by residents  
who had to view 20 cases before attempting 
one. Although it was clear that it was not the 
anaesthetic per se that caused the death,  
the consternation arose because one of the 
honorary anaesthetists, Dr Rupert 
Hornabrook, made a personal representation 
to the Coroner, leading to a public enquiry. 
The results of the enquiry were then  
published in The Age. He was of the opinion 
that the residents should not be compelled  
to deal with such cases, and that a senior 
anaesthetic resident should always be  
present, adding ‘anaesthetic work should  
be more respected than it is’.

chloroform in a previously healthy woman of 
33 having surgery for her anal fistula and 
haemorrhoids at the Melbourne Hospital. The 
report was made to the Medical Society of 
Victoria by the attending surgeon, who, with 
the patient ready and no sign of the resident 
House Surgeon or House Physician, 
proceeded to administer the chloroform 
himself. As two resident staff entered the 
room, the patient began to struggle and died 
shortly thereafter. Although the cause of death 
was unclear from post mortem examination, 
kidney disease or impure chloroform was 
implicated. It was recommended that the 
hospital should appoint a chloroformist to 
exclusively administer anaesthetics. Needless 
to say, the proposal was not supported.

A death under chloroform at the 
Melbourne Hospital was reported in the 
Australian Medical Journal in February 1891, 
with the recommendation by the City Coroner 
‘...that there ought to be some specially 
qualified gentleman in the hospital for the 
administration and teaching of the use of 
chloroform’. The suggestion was put to a 
meeting of the Medical Staff Committee who 
decided that no action was necessary.

In the same journal, in June of that year 
(1891) there was another report of a 
chloroform death at the hospital, which noted 
the recommendation from the inquest, that 
chloroform should be administered under the 
supervision of an expert. The coroner said it 
appeared to him, ‘that cases of death under 
chloroform occurred far too frequently at the 
Melbourne Hospital. Students were allowed  
 to give chloroform without any supervision. 
The wonder was not that deaths should 
occasionally occur, but that they did not 
happen more frequently’.

The 1891 editorial entitled ‘Anaesthetics 
at the Melbourne Hospital’ extolled the virtues 
of the appointment of a specialist anaesthetist 
to administer not only chloroform, but other 
anaesthetics, and to supervise and instruct 
residents in the practice of anaesthesia. 

The approach of the Melbourne Hospital 
was to ignore the suggestions. They continued 
to deal with deaths under chloroform by 
meetings of the Medical Staff passing motions 
of confidence in whoever administered  
the chloroform.

This illustrates the hierarchy in medical 
practice at the time. Physicians were at the  
top and controlled everything in the hospital. 
Surgeons were not far behind and were 
beginning to exert substantial influence. 
Anaesthesia rated very poorly—the task being 
entrusted to junior staff or students—and 
when things went wrong, it was invariably a 
problem with the patient or the chloroform, 
and not the administration  
or the administrator.

It is quite apparent that many 
anaesthetics, particularly in rural Australia, 
were given by non-medical anaesthetists. The 
medical profession was quick to condemn 
such practices, but it did nothing to advance 
the establishment of anaesthesia as a specialty. 

The Australasian Medical Gazette 
reported with concern in March 1884, that a 
patient had died under chloroform at 
Tamworth Hospital the previous month. The 
journal sought an explanation as to why, when 
Dr Eustace Pratt was operating, he did not use 
the services of another medical man, but had 
Mr Goodwin, a local chemist, administer the 
chloroform.

The next issue brought an angry retort 
from Dr Pratt, attacking the editor for his 
audacity, and chastising him for forwarding 
copies of his editorial to the local Tamworth 
papers as well as to several prominent citizens. 
He described how ‘hundreds of men, not 
legally qualified, have to give chloroform in 
the bush’, and went on to accuse the Gazette 
of being ‘a moribund and poverty stricken 
organ of a small clique of mutual admirers’!

In the colony of New South Wales, a more 
enlightened approach is evident. Nine deaths 
under anaesthesia in the three years up to 
1888 attracted considerable public attention 
and prompted a parliamentary enquiry. A code 
of ethics was proposed for the administration 
of anaesthetics to include: a careful selection 
of the anaesthetic to be used; an exhaustive 
examination of the patient before; and 
supervision during its use; as well as necessary 
protection to the administrator and surgical 
operator in case of a fatal result.

Despite the proposal, it is clear that non-
medical anaesthetists continued to be engaged 
and the colonial government was reluctant to 
introduce any sanctions.
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‘The governing bodies of most hospitals to 
which medical schools are attached are now 
fully alive to the importance of having 
anaesthetics administered by men who have 
received proper instruction and possess 
practical experience. Anaesthetists are at last 
being treated as equal in position to the other 
members of staff’.
Such was not the case in Australia.

Closely allied to the issue of status was 
the matter of remuneration. The traditional 
relationship between the surgeon and the 
referring practitioner as the chloroformist was 
hard to break, and in the early 20th century, 
the idea of the surgeon collecting the fee on 
behalf of the anaesthetist, was firmly 
entrenched. Even when anaesthetists began  
to levy fees independently, they were 
constrained by the relativity that had been 
traditionally established. In 1897, a meeting  
of the NSW branch of the BMA noted that  
‘it was hardly fair that the anaesthetist who 
had so much more responsibility, was paid  
less than the assistant at the operation’.  
Of course, the assistant was often also the 
referring practitioner.

Then, as now, status is inexorably related 
to money. The more an individual is paid for 
performing ostensibly the same work or 
providing a similar service, the more status 
that individual attracts.

Surgeons were keen to keep anaesthetists 
in their place, and with their paltry 
remuneration, anaesthetists had to rely on 
other activities such as general practice to 
supplement their income. If they undertook 
public hospital work, they were engaged as 
unpaid honoraries, just as with the other 
specialties who were more able to sustain  
such activity. There was no time for research  
or development, and they were not a  
unified group.

Surgeons were able to take several 
months to travel to ‘the old country’ for 
‘CME’, but woe betide an anaesthetist, if he 
could possibly afford it, doing likewise. He 
would have no private practice to return to!

Two anaesthetists of the time stand out. 
Edward Embley, from his position at 
Melbourne University, was very influential, 
and did much to champion the cause of 

The Coroner added fuel to the fire by stating 
‘there appears to be a feeling among medical 
men that the anaesthetists work is not as 
necessary as some might think’.

The hospital was outraged, and claimed 
that Dr Hornabrook’s action was disloyal to 
the hospital and to the residents, and 
correspondence spread over several editions  
of the Australasian Medical Gazette.

In the Australian Medical Journal April 
1913, Rupert Hornabrook bemoaned the fact 
that, ‘although the Alfred and St Vincent’s 
Hospitals in Melbourne recognise honorary 
anaesthetists on their staff with full honorary 
staff privileges, the same is not true of the 
Melbourne Hospital’.

‘The anaesthetist should be placed on  
the staffs of hospitals ... on equal footing with 
other members of the staff. It is useless to 
expect good men to come forward unless they 
are given some status.’

Thus a vicious circle had been 
established—tacit recognition of the 
desirability of specialisation, but low status 
and difficulty attracting doctors into 
anaesthesia.

Public hospitals were controlled by 
physicians and surgeons and, in private 
practice, surgeons depended on referrals from 
general practitioners, who were often engaged 
as assistants or anaesthetists. They wanted 
anaesthetists to provide services, but they were 
not about to give them more than passing 
acknowledgment.

What anaesthesia needed for recognition 
and status was three things. Anaesthesia 
needed to be formally taught and examined; 
anaesthetists needed to be appointed to 
hospitals with all the rights and privileges of 
other medical staff; and there needed to be an 
organisation of practitioners devoted to 
anaesthesia.

In Britain, led by prominent anaesthetists 
of the time, a Society of Anaesthetists was 
established in 1893. In 1901, the Society 
succeeded in convincing the Royal Colleges 
and Universities to include formal instruction 
in anaesthesia as part of their curricula. 

Hewitt and Robinson, in their text, 
‘Anaesthetics and their administration’  
(1912), wrote: 

Gwen Wilson Memorial Lecture, 2007 continued 

anaesthetists in addition to gaining world-
wide fame for determining the cause of death 
from chloroform. Remarkably, he supported 
his unpaid research by his general practice  
in Camberwell. 

Rupert Hornabrook was also very 
influential, if unconventional and apt to rile 
the establishment. It was he who saw the  
need for anaesthetists to unite, and suggested 
in April 1913 that a Society of Anaesthetists  
be established. 

If they had acted then, things may have 
been different, but the situation was not to 
improve for at least another 40 years.

As a clear illustration of what it was like, 
in 1927, Geoffrey Kaye—when contemplating 
a career in anaesthesia—was told by the senior 
surgeon at the Alfred hospital, ‘Why waste 
your opportunities’. 

Kaye recalled that anaesthetics was rated 
very low as a specialty, and was regarded as 
the province of the physically handicapped or 
those who had failed in other branches of 
medicine. The surgeons of the day insisted that 
the best anaesthetists they had ever met were 
the medical orderlies of the 1914 War, ‘because 
those blokes did as they were told’.

‘Anaesthesia was regarded as an entirely 
practical subject, and any attempt to drag basic 
sciences into it was resented, even by the 
average anaesthetist, most of whom were GPs. 
Even spinal and local anaesthesia was the 
province of the surgeon.’

At the time, there were only three full 
time anaesthetists in the country, Rupert 
Hornabrook and Fred Green in Melbourne, 
and Gilbert Brown in Adelaide. They, with 
several others and the young and enthusiastic 
Kaye, were instrumental in getting the 
Australasian Medical Congress to establish  
a section of anaesthetics in 1929. After the 
Congress, an editorial appeared in the 1930 
Australian Medical Journal that stated:  
‘The anaesthetist is a specialist in the truest 
sense. The time has come when he should be 
recognised as such.’
The suggestion fell on deaf ears.

In the period up to the 1940s, anaesthesia 
changed from a practical specialty to become a 
scientific one. The advent of new agents, like 
the intravenous barbiturates and more efficient 

66 THE ANZCA BULLETIN JULY ISSUE 2007 

Status Anaestheticus



Dr Rupert Hornabrook wrote an article  
in the Australian Medical Journal, April 1913, 
entitled ‘A plea for the more considerate 
treatment of patient and anaesthetist by  
the surgeon’.

‘...more consideration should be shown 
by some surgeons towards their patients and 
the anaesthetist. Some gentlemen seem to 
have no idea of punctuality—half or three 
quarters of an hour late in the time of  
starting an operation seems to be nothing  
to them, they never appear to think of what 
that extra half hour or so must mean to the 
patient, in may cases it must be perfect hell.’ 
He goes on to say how the lateness impacts  
on staff and other hospital arrangements.

‘On one occasion, after waiting an hour 
for a well-known surgeon, I walked out of  
the operating theatre as he walked into it.  
He remarked that he was ready to start, and  
I told him that if he was, I was not, and that  
if he wanted the patient put under an 
anaesthetic he had better get someone else  
to do it...’ 
This was when he called for the formation  
of a Society of Anaesthetists.

Again in the Australian Medical Journal, 
May 1914, he wrote a further article entitled 
‘Some of the difficulties the anaesthetist has  
to contend against’. 

‘One of the greatest difficulties the 
teacher has to contend with is the inborn  
idea that any fool can administer an 
anaesthetic.’ He described how a senior 
Melbourne surgeon had been heard to  
remark that ‘a drayman could administer 
chloroform’ and how ‘...no matter how  
foolish and inaccurate such a statement was, 
the reputation of the surgeon is likely to 
mislead some of the younger men into 
thinking that anaesthetic work is child’s play’.

‘A few years ago, I was stopped one 
morning and asked by a surgeon if I was  
not busy on the following day could I come  
to a certain private hospital and be present 
while he did a big abdominal operation. The 
patient was a lady who had been sent to him 
by Dr X. Dr X had sent him a case before,  
and on that occasion he had asked him to 
assist at the operation; that he had found  
Dr X to be such a fool at assisting that he had 
this time asked him to give the anaesthetic.’

apparatus, were appreciated by surgeons and 
patients alike, but the perception of the 
anaesthetist did not change, and the idea of 
specialist education had not dawned on most 
universities. Teaching of anaesthetics at the 
postgraduate level was non-existent, and most 
anaesthesia was still learnt by copying the 
tricks of their senior colleagues.

Around the world, in the 1930s and 40s, 
some visionary anaesthetists were considering 
the status and future of anaesthesia. The 
principal visionaries were Ralph Waters at 
Madison, Wisconsin, appointed to a chair in 
1927; Robert Macintosh appointed to the first 
fully endowed chair at Oxford in 1936; and 
Geoffrey Kaye who established teaching at 
Melbourne University in 1946.

The story of Macintosh’s appointment in 
Oxford is an interesting one. Macintosh had 
become a close acquaintance of Sir William 
Morris, later Lord Nuffield, the wealthy 
automobile manufacturer. In 1936, Oxford 
University asked Nuffield for a million pounds 
to establish Chairs of Medicine, Surgery, and 
Midwifery. Nuffield observed: ‘They’ve 
forgotten anaesthetics again!’ and implored 
them to include a Chair of Anaesthetics. 
Oxford was reluctant to agree, until Nuffield 
threatened to offer the funds to London 
University. In the end, Oxford relented, 
Nuffield donated 2 million pounds and chose 
the professor himself!

What became important to evolving 
status was the connection between education, 
remuneration and organisation.

John Elam wrote in the British Journal of 
Anaesthesia, in 1946: ‘The Dangers of Modern 
Anaesthesia demand the improved status and 
remuneration of the Anaesthetist.’ And 
further, ‘Anaesthesia is not a popular branch 
of medicine because the responsibility of the 
anaesthetist is great, the work hard and, even 
in London, the reward ridiculous. People will 
not pay for a good anaesthetic, given by the 
professional ...so young people on completing 
their medical education have no 
encouragement whatsoever to take up the art 
and science of anaesthesia as a specialty.’

In late 1948, the British National Health 
Service was established following the 
Beveridge Report of 1942. Anaesthetists were 
to be placed on a lesser salary scale to their 

physician and surgeon colleagues. It was the 
Council of the AAGBI, led by Geoffrey Organe, 
later Sir Geoffrey, who fought a long battle 
with the legislators to ensure equality for 
anaesthetists, but only after they had 
demonstrated that training in anaesthesia was 
as demanding as for the other specialties. This 
led directly to the DA becoming a two part 
examination, and soon after to the English 
Faculty Fellowship examination.

Robert Orton, in his retiring address as 
president of the ASA in 1949, reflected on the 
means by which the status of anaesthesia in 
Australia could be improved. They were to 
ensure that anaesthetists were properly 
trained, with higher qualifications being 
considered essential for senior appointments; 
and that surgeons be made aware of the 
advantages of modern anaesthesia.

He went further to suggest that the 
anaesthetist should take responsibility  
for preoperative assessment and preparation, 
intravenous fluid therapy, and postoperative 
care. For this to happen, there were only  
two options: larger anaesthetic fees; and 
payment for public hospital work.

Robert Orton was, together with others, 
instrumental in the establishment of Faculty  
of Anaesthetists in the RACS, and went on to 
be the second Dean. His name is perpetuated 
by the medal named in his honour. Geoffrey 
Kaye also did his utmost to promote education 
and scientific research in Australian 
anaesthesia. He had established 
undergraduate and postgraduate teaching  
at Melbourne University.

After the establishment of the Society  
in 1934, Diplomas in both Sydney and 
Melbourne, in 1944 and 1946, and then the 
Faculty in 1952, we had in both Australia and 
New Zealand, the solid foundations for a 
specialty with status.
But did we gain status?

There were many enlightened surgeons, 
especially those involved in the RACS, but  
this was a time when surgeons and 
anaesthetists were uneasy partners. Each 
needed the other, neither really took the 
opportunity to maximise the outward  
benefits of the relationship to enhance  
the status of anaesthesia.
There was a lot of tradition to overcome.
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great step forward in this respect’.
...and it indeed it was!

However, the next 40 years saw very little 
change. It is my view that our relationship 
with the College of Surgeons had its 
advantages and disadvantages. It was a 
necessary step at the time, and although 
Geoffrey Kaye dearly wanted an independent 
College to be established then, the College 
provided the specialty with infrastructure and 
political clout. Nevertheless, the faculty was 
always a subordinate organisation, continually 
reinforcing the prejudices that had been 
established over 100 years.

Nevertheless, in the latter period, 
important milestones were achieved:

>	The publication of the Journal, Anaesthesia and 
Intensive Care, first proposed in 1954, and 
finally published in 1972, and the contribution 
by Ben Barry, Brian Horan, John Roberts and 
Jeanette Thirlwell;

>	The long and persistent campaign from the 
mid 1980s by Greg Deacon and others to 
break the nexus between surgeon’s and 
anaesthetist’s fees in Government rebate 
schemes;

>	The establishment of the Australian Patient 
Safety Foundation, by Bill Runciman and 
colleagues in 1987, establishing Australian and 
New Zealand anaesthetists at the forefront in 
patient safety;

>	The promulgation of Faculty policy 
documents, giving anaesthetists the means to 
argue for better conditions and facilities for the 
safe care of patients; and ...

>	The final step of becoming a College in our 
own right in 1992.

These initiatives helped to improve the 
professional status of anaesthesia, relative to 
other doctors—but did they improve our 
status in the community?

There have been numerous studies 
around the world in recent years, examining 
patients’ knowledge of the role and attributes 
of the anaesthetist. Although there is 
considerable variation in different countries, 
the conclusions drawn are that many patients 
don’t know we are doctors, or that we stay 
with them during the procedure, or that we 
have other roles in the hospital.
If we want the public to know more about 
what we do and, more importantly, how well 

‘For the next few minutes the air was electric.’
Dr Stuart Marshall was President of the 

ASA in 1951 and 52, and member of the 
interim Board of Faculty 1951, wrote a paper in 
the Australian Medical Journal in 1954, 
entitled ‘Problems which surgeons create for 
anaesthetists’. The paper came soon after the 
first Commonwealth Medical benefits 
Schedule, where, as Orton might have 
predicted, the rebates for anaesthesia services 
were far less than those for surgery. 

Some passages from Marshall’s 50 year 
old paper may strike a chord with some 
anaesthetists of today:

‘The outmoded idea that the anaesthetic 
is any fool’s business still persists, not only in 
responsible medical circles, but also among 
hospital authorities, government officials and 
the public as well. Surgeons in general are 
apparently not averse to other perpetuation of 
these anomalies, and thus play a major part in 
creating serious economic problems for 
anaesthetists.’

‘None can deny the enormous benefits of 
good anaesthesia, yet there are surgeons who 
seek to preserve a degraded status for 
anaesthetists; who decry their achievements; 
who ridicule their knowledge and skill... 
Others effect a sublime indifference to the 
anaesthetist’s convenience and obligations, 
giving inadequate information about patients, 
making awkward short-notice changes of 
plan, monopolising operating theatre facilities 
and the limited nursing staff available, and 
often dallying unconscionably over the work 
in hand. Loud in their denunciation of 
unpunctuality, they are frequently and 
euphemistically delayed themselves, and so 
become the main cause of the anaesthetist’s 
subsequent lateness elsewhere.’

In concluding the paper, Marshall writes: 
‘Contrary to widespread surgical and lay belief, 
the acquisition of reasonably comprehensive 
knowledge and skill in specialised anaesthetics 
is not a matter of a few weeks training, but of 
at least two to three years’ intensive 
postgraduate study and practical work. 
Fortunately many surgeons, both senior and 
junior, have a lively appreciation of the 
situation... The recent establishment of the 
faculty of Anaesthetists of the RACS marks a 

Gwen Wilson Memorial Lecture, 2007 continued

we do it—how should we go about it? 
We need to ask, ‘Are they interested? Do 

they really want to know?’ If we take the 
generally accepted number of three million 
anaesthetics per year in Australia for a 
population of 20 million, and a comparable 
number in New Zealand, we can expect that 
each citizen is likely to have an anaesthetic no 
more often than once every 10 years. Even 
then, most anaesthetics will occur in the later 
years of life.

For the great majority of the public, 
information about anaesthesia has no 
immediate relevance. It doesn’t matter how 
well it is presented, how big the advertisement 
is, or how glossy the brochure, it just  
doesn’t rate. 

In 1981, the American Society of 
Anesthesiologists instituted a public education 
program. They commissioned an external 
study of the program after four years, which 
concluded that in spite of the many efforts put 
into it, ‘the man in the street in this country is 
not the least bit concerned about 
anaesthesiology, let alone anaesthesiologists’. 
It was promptly stopped, and a smaller 
program to target legislators was initiated.

We tried to market anaesthesia through 
the vehicle of National Anaesthesia Day, first 
in 1996, and for several years afterwards. Was 
it successful? It had a marginal effect on the 
public, but the benefit that I believe we really 
gained from National Anaesthesia Day, was 
that it made us all more aware of our own 
achievements and professional role. 

Even television medical shows can’t 
glamorise anaesthesia, because mostly it is 
boring. You and I might really love what we are 
doing every day, but it is only when things go 
wrong that anaesthesia gets exciting to the 
onlooker, and that is not necessarily the image 
we want to portray.

We only have to read a newspaper  
or watch the television news to realise that  
the press is not the least bit interested in the 
mundane. In order to get column space  
or air time, the story has to have an ‘angle’—
something to make people sit up and  
take notice. 
Sensation or disaster sells! 
A good and safe anaesthetic is far from 
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indicate a desire to want that information.
When I undertake an anaesthetic, I 

engage the patient or family in trusting me to 
perform that task to the best and safest of my 
ability. I tell them as much as they indicate 
they want to know—no more, no less. I rely  
on creating a sense of trust and two-way 
communication.
As for financial protection against adverse 
outcomes... that’s what I pay insurance for!

We have an enviable record. Adverse 
outcomes are rare and I treat medico-legal 
insurance like car insurance. I will drive as 
carefully as I can, but I will not allow an 
insurer to tell me how to drive.

Enhancing our status in the eyes of the 
general public cannot be done by the College 
or the Societies on our behalf. They do not 
treat patients, we do. The College or Societies 
can go to an advertising agency and the 
agency will gladly design a promotional 
campaign costing many hundreds of 
thousands of dollars. My experience of  
several years tells me that it costs a lot of 
money for very little effect.

They can usefully lobby legislators on 
specific issues, but don’t be lulled into the 
belief that they will improve our public  
profile for us. The College and Societies can 
only support what we do as individual 
practitioners. Remember that you are the  
shop window of a highly expert  
consulting business.

The status of anaesthetists in the eyes  
of the general public is in your own hands.  
No one else can raise that status for you.

Be proud of the service that you provide. 
Value add your service, and let them know 
what a great job you do. Your patients will be 
happy, you will add to the status of your 
chosen profession, and you will have great  
job satisfaction.

	 ROD WESTHORPE

sensational, and the citizens of Australia and 
New Zealand enjoy the best and safest 
anaesthesia care in the world.

Are government officials or politicians 
swayed by glowing reports of how safe 
anaesthesia is? Or how well we are trained, or 
how much good we do for the community? 
They will pay lip service to us and we might 
feel encouraged by their interest, but they 
invariably have their own agenda. 
Government opinion ultimately reflects public 
opinion, and it is the public that we must 
address... but we cannot do it via mass media.

We have available to us, the marketing 
industry’s most desirable marketing 
opportunity. The one on one personal sales 
opportunity—3 to 4 million times a year! 

We fail to maximise the benefit of that 
opportunity, and there is a long history to this 
state of affairs.

Geoffrey Kaye described the practice of 
anaesthesia in 1927. ‘The care of patients  
was rudimentary in the extreme. Nobody ever 
dreamt of paying them a preoperative visit. 
Anaesthetists and patients met as strangers  
in the operating theatre. Nobody ever charted 
blood pressure, pulse or respiration during 
operations.’

40 years ago, Dr Paul Rainsford wrote an 
editorial in the 1966 Newsletter of the ASA. 
‘Consider what does a member of the public 
know about anaesthetics before and after he 
has experienced one? He cannot say 
“Anaesthetist”, is uncertain whether it is a 
doctor, probably never sees one respectably 
dressed, rarely or never gets to talk to one,  
is unlikely to know his anaesthetist’s name, 
has no idea of his background, training  
or competence.’
Is it any wonder that we were overshadowed 
by the surgeons?

We are not taught in our training, either 
in University or as postgraduates, how to run a 
single operator small business, how to 
maximise commercial return by customer 
interaction—in short—how to sell ourselves.

Further, we are encouraged to do a rush 
job of the preanaesthetic consultation, in a 
crowded room with inadequate facilities.
We have, with the preanaesthetic consultation, 
the perfect opportunity to market ourselves 

and our specialty, and we have been supported 
strongly by the College and the Societies, 
in emphasising the importance of the 
interaction and ensuring that it is adequately 
remunerated. We must take the preanaesthesia 
assessment seriously. If we can, we should 
do it ahead of time. We must not accept time 
constraints or poor facilities. We must look the 
part. If you see your patients dressed in theatre 
greens, you accept the profile of a nurse 
or orderly. You don’t need to wear a tie or 
designer outfit, but equally dress respectably 
in the context of the patients you are seeing.

See your patients afterwards. If you have 
to be in theatre greens for the preanaesthetic 
consultation, at least let them see you dressed 
properly afterwards. If you can’t see them, 
telephone them. Give them your 24 hour 
contact details.
We must continually strive to ‘value add’  
our service.

Gwen Wilson summed up the situation 
when she said, ‘The value or status placed by 
the public is not based on definite and 
tangible value received; it is determined by the 
public’s opinion of value received’.

I believe there have been two further 
factors in recent years that we have allowed to 
interfere with our ability to enhance our status. 
The first is the ease with which we have 
allowed third party payment arrangements to 
remove the relationship between the value of 
the service and its cost. Perception of value is 
very much related to status in our socio-
economic society. Secondly, the influence of 
the legal profession on the practice of 
anaesthesia has been counterproductive to 
improvement in status of the specialty.

The lawyers tell us that we must explain 
everything that can go wrong— how bad the 
anaesthetic can be!

Do I tell my patients, and their parents all 
about complications? No, I tell them how 
great the anaesthetic is going to be; how 
pleasant it will be going off to sleep; how I will 
look after them all the time while they are 
asleep; and all the things I will do to ensure 
that they wake up comfortable, not vomiting, 
and feeling good. If the parent or patient 
wants more information—information about 
complications—they’ll get it, but they have to 
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Some change is forced upon us, some  
we produce ourselves inadvertently  
and some we drive, lead and control.  
The challenge is to ensure that change  
is beneficial, sensible and accepted by  
our constituency.

External change
In terms of change impinging on us externally, 
we can list the changes to policies and 
procedures of our parent colleges and on a 
national level, National Registration in 
Australia and shifts in the assessment of 
overseas trained specialists in New Zealand. 

JFICM is incorporated within ANZCA but 
governed by RACP and ANZCA, so changes 
within both colleges may affect us. The Board 
and its representatives are involved at many 
levels with the Councils and their committees, 
with the aim of remaining abreast of changes 
and ensuring that there is synergy across often 
diverging policies. 

Recently ANZCA and RACP have 
undergone Governance Reviews and RACP is 
undergoing an Education Strategy Review. 
These Reviews were in part driven by the 
desire to streamline processes, organise 
structure, manage corporate risk and increase 
efficiency, but in the case of RACP there was a 
strong desire to empower the Faculties and 
Divisions and improve communication. 
Fellows of RACP have recently approved a 
new constitution and many facets of the RACP 
will be altered greatly. In particular, Education 
will be a major focus because of a realisation 
that the apprenticeship, time-based model is 

outdated, curricula are not transparent and 
that aspects of the RACP exam are unreliable 
or have low validity. For instance, the MCQ 
section is thought by some to be overly 
esoteric and may be unanswerable by its own 
specialists. Modes of assessment will therefore 
be updated and courses added and our 
curriculum will be expected to mesh in.

Inadvertent change
In terms of changes inadvertently brought 
about by our own actions, it is believed that 
we are currently seeing some undesirable 
effects of attempting to create a flexible  
supra-specialty. 

We accept diverse Basic Training 
programs, often not focused on acute 
medicine and we provide exemption from our 
Basic Sciences exam. After rapid transit into 
Advanced Training, trainees have two core 
ICM years in which they try to fit the exam, 
project and ADAPT course. As a result many 
trainees present to the Fellowship 
Examination without the necessary experience 
and too much pressure is then placed on the 
Exam to drive learning and ‘weed out’ the 
under-prepared trainees. 

For trainees to be able to gain maximum 
benefit from the two core years they must be 
ready to move into Advanced Training and 
have achieved relevant early skills. It is not 
surprising that the most successful group of 
recent times at the Exam has been trainees 
with the ACEM Primary.

Flexibility and lack of tight structure in our 
program have also often meant that we attract 
trainees in large numbers, but lose them later 
to the ‘lifestyle’ specialties, as the pressure 
of life increases. Between 2000 and 2002 we 
registered 262 trainees but graduated only 73 
Fellows between 2004 and 2006. 
Leading change
There is no question that Intensive Care 
Medicine has a lot to offer in terms of job 
satisfaction, intellectual challenge, working in 
a team and longitudinal care of very sick 
patients, but trainees will only be aware of 
these if they are engaged by the specialty and 
provided with a structured career early on. To 
that end JFICM is considering a restructuring 
of the program, not in its duration or major 
components, but in how it is taught. 
Draft Objectives of Training and Competences 
(OTC) for Basic Training and Advanced 
Training are before the Board. Once they are 
accepted, ways of assessing achievement of 
the OTCs will be finalised. It is proposed that 
an enhanced program from PGY2 will be 
available and other Basic Training will be 
accepted but trainees will be expected to meet 
the OTCs before moving into Advanced 
Training. For instance, it might be required 

Dr Richard Lee

Dean’s message

JOINT FACULTY OF INTENSIVE CARE MEDICINE

	 ‘Change is inevitable. In a 
progressive country change is 
constant.’ 

	  Benjamin Disraeli 1804-1881

DR RICHARD LEECHANGE

	 Those who have worked in Intensive Care Medicine long 
enough to remember the first wave of steroids for septic 
shock or Bird adult ventilators will have observed the ever-
changing landscape of intensive care practice and training, 
and will recognise that few aspects of our lives are immune 
from change. Now appears to be a particular point in time 
when multiple changes that impact on JFICM are coming to 
fruition or are appearing on the horizon.
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In recent years there has been a growing 
need within the Joint Faculty for a group of 
interested fellows to provide informed 
advice regarding disaster management 
related specifically to ICU. This includes:

>	Liaising with other professional bodies  
and agencies;

>	Formulating policy directions and guidelines 
for ICU in disasters;

>	Establishing communication channels; and
>	Addressing professional issues such as 

indemnity and insurance.

One pressing issue facing many ICUs is the 
development of critical care guidelines for 
infection control and the personal protection 
of staff during a pandemic influenza outbreak. 
At both a federal and state level, governments 
are drawing up Pandemic Influenza 
Management Plans and directing health 
services to plan for local ‘Fever Clinics’, 
Emergency services and in-patient critical care. 
However, there is uncertainty in the directives 
from government regarding minimum 
standards for infection control, or the use of 
personal protection for staff caring for these 
patients. This uncertainty makes local 
planning very difficult. While we have learnt 
valuable lessons from the SARS outbreak, 
many controversies continue regarding how to 
manage febrile respiratory illness in the ICU 
such as:

>	Mode of transmission  
(Airborne vs Droplet vs Contact);

>	Infection control and Quarantine of patients 
admitted to ICU who are probably the most 
infective cases with a high viral load;

>	Personal protective Equipment (PPE); and
>	Immunisation and anti-Viral prophylaxis.

While there is little doubt that good 
compliance with standard infection control 
procedures would prevent most instances of 
transmission of respiratory pathogens, there 
remains concern that Health Care Workers 
(HCWs) are at some danger when  
performing high risk procedures such as 
Endotracheal Intubation, Chest  
Physiotherapy, Nebulising Bronchoscopy  
and Tracheal suction. The current Interim  
Infection Control Guidelines contained in  
the Australian Health Management Plan for 
Pandemic Influenza (Australian Federal 
Government) attempt to address some of 
these problems, but considerable work is still 
required to produce guidelines that afford 
HCWs working in ICU as safe a working 
environment as possible.

Accordingly, a group is to be convened  
to identify and advise on this and the many 
issues relating to disaster management. The 
group will have representation from the  
states, territories and major regions, meeting 
quarterly and reporting yearly to the board. 
The first meeting is scheduled for the  
end of May 2007.

Representatives:
	 Roger Harris	 NSW
	 David Morgan	 WA
	 Nicholas (Nick) Edwards	 SA
	 Dianne (Di) Stephens	 NT
	 Michael Corkeron	 Qld
	 Thomas (Tom) Buckley	 Hong Kong
	 Charles Gomersall	 Hong Kong
	 Richard Leonard	 United Kingdom
	 Charlie Corke	 Victoria
	 Alan Beswick	 Tasmania

Disaster Management Group
2007 Annual Scientific Meeting 
Sofitel Wentworth, Sydney, 1-3 June 2007

that all or part of an ALS certificate, ADAPT 
course, basic course and JFICM Primary be 
completed satisfactorily before moving from 
Basic to Advanced Training. ICM learning will 
then be distributed over a longer period 
without extending the training time. 

It is also suggested that the hybrid ‘hot 
cases’, which are becoming difficult to run in 
the exam with > 50 candidates per sitting, be 
moved to in-training, their natural place. 

The aim of these changes is not to 
provide further hurdles or make training more 
difficult, but to engage, teach and challenge 
the trainees during their entire program. 

The future
In 1998, the then Dean of the Faculty of 
Intensive Care (FICANZCA), Dr Duncan, 
reported in the Bulletin the results of the 
survey of Fellows. He noted that 90% of 
respondents favoured the ultimate formation 
of a separate College of Intensive Care 
Medicine, most in a 2-5 year time frame. This 
issue is brought to prominence by the 
difficulties of functioning as a joint Faculty  
and the maturing of our specialty. 

Nonetheless, it is unwise to 
underestimate the value of the contributions 
we receive from our parent colleges. We would 
need to know that our situation as a separate 
college would be improved and that we have 
the resources (financial, physical, intellectual, 
labour) to survive, before separating. I 
highlight this topic because, after getting the 
curriculum in order, it will be next on our 
agenda for discussion.



	 This award was established by the  
Board of the Faculty of Anaesthetists 
following a most generous bequest from 
the late Douglas Joseph to endow a 
Fellowship or grant in aid for research  
in human anaesthesia.

	 Applications are invited from Fellows 
making an outstanding contribution to 
the advancement of the specialty to 
pursue scholarship and research in human 
anaesthesia in Australia, New Zealand, 
Hong Kong, Malaysia or Singapore.

	 Each application shall be made on the 
application form, which will be available 
on the ANZCA website on 1 December 
2007. The names of three referees to 
whom reference may be made should  
also be included.

DOUGLAS JOSEPH PROFESSOR OF ANAESTHESIA (2009)

	 The Council of the Australian and New Zealand College of Anaesthetists invites 
applications for the Douglas Joseph Professorship of Anaesthesia.

	 Applications must be forwarded to:

	 The Chief Executive Officer
	 Australian and New Zealand College of 

Anaesthetists
	 630 St Kilda Road
	 Melbourne Vic 3004

	 Email: ceoanzca@anzca.edu.au

	 Further information may be obtained from 
the Research Policy document, located 
at http://www.anzca.edu.au/edutraining/
research/grantdocs/ANZCA-Research-
Policy.pdf, or from Jill Humphreys 
(jhumphreys@anzca.edu.au).

	 The Fellowship of $65,000 has a tenure of 
approximately one year but variations may 
be made at the discretion of the Council. 
The appointee will deliver the Australasian 
Visitor’s Lecture at the appropriate Annual 
Scientific Meeting. During the time of the 
appointment, the appointee will hold the 
courtesy title of Douglas Joseph Professor 
of Anaesthesia.

	 The closing date for applications is 5pm 
AESST March 1st 2008.

ANZCA FELLOW’S GOWN FOR SALE
	 An ANZCA Fellow’s Gown in ‘as new’ condition (lightweight wool) is offered for 

sale at $300 0N0. Would fit Fellow approximately 1.9m (6ft 3in).

	 Please contact:

	 Dr John Marum 
Mobile: 0408 990 334
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	 Regulation 7, 4, 7, 5;

	 All ATYs must be prospectively approved. 

	 Any Advanced Training period which has not  
been prospectively approved by the Joint Faculty  
will not be accredited.

	 Approval must be sought within 3 months  
of commencement of the position for periods  
12 months or longer. If the position is for less  
than 12 months it is recommended that approval  
is sought 2 months prior to appointment.

PROSPECTIVE APPROVAL OF ADVANCED TRAINING

	 The Censor of the Joint Faculty would like to  
draw attention to the following Regulation regarding  
prospective approval of Advanced Training;

	 If you have any questions regarding this process, 
or any other training enquiry, please do not 
hesitate to contact our Administrative Officer  
of Training and Examinations, Narelle Hardware 
at nhardware@anzca.edu.au



The JFICM –VRC continues to focus its 
efforts on keeping Victorian Fellows 
informed of current College and Regional 
affairs and to assist Trainees in their 
academic preparation for Fellowship. 

In May 2006, Dr Craig French 
relinquished his role as Chair of the JFICM-
VRC after having served both as Honorary 
Secretary/Treasurer and Chair over the past 
four years. We extend our sincere thanks to 
Dr French for his commitment and valuable 
contribution to the VRC which was given so 
generously despite his busy work schedule.

To the retiring members we also thank 
you for your support and interest in serving 
on this Committee and wish you well in your 
future endeavours.

During 2006, Elections were held to 
appoint a new Committee for the term 
June 2006 to May 2008. Accordingly the 
new Committee now operates under the 
Chairmanship of Dr Julian Hunt-Smith.

The Chair is pleased to report the resumption 
of the JFICM Lecture Series for Intensive Care 
Trainees which commenced in February 2007 
and will run through until October of this 
year. We thank the participating hospitals in 
advance for their co-operation in facilitating 
these Lectures and believe the Trainees will 
find them of great benefit.

Over the past twelve months, the 
Committee has continued to review College 
and Joint Faculty Professional Documents, 
Coroner’s Reports and a range of documents 
from Department of Health Services. The 
Committee was also involved in hospital 
inspections and sourcing new members for  
the VRC. 

I look forward to the remainder of our 
term of office and to working with the new 
Committee. On behalf of the members I 
would like to thank the VRC administrative 
staff for their assistance and the JFICM 
Executive Officer Mrs Carol Cunningham 
Browne for her ongoing support.

	 JULIAN HUNT-SMITH  
Chairman

Victoria
JFICM REGIONAL/NATIONAL ANNUAL REPORTS 
APRIL 2006 – MAY 2007
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Co-opted
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Co-opted
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Co-opted
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Ex-officio
Dr Megan Robertson

Ex-officio
Dr Peter Morley

Ex-officio
Dr David Ernest
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	 2  Anaesthesia Training Requirements— 
We have attempted to streamline the 
allocation of anaesthesia positions for 
intensive care trainees. Because such positions 
are limited and anaesthesia training is often 
the last component of training, obtaining 
suitable positions has proved difficult at times. 
Because a number of trainees register with 
intensive care ‘to keep their options open’ 
this does give a spuriously high number 
of candidates needing to meet training 
requirements. The WA JFICM is aiming to have 
a closer relationship with our WA ANZCA 
counterparts with regard to anaesthetic 
placements in the future.

	 3  Combined local ANZICS/JFICM 
meetings—The local chapters of the Faculty 
and ANZICS continue to have a strong 
relationship. In order to help foster 
interhospital collegance within Perth we 
continue to aim for 4 educational meetings per 
year (AGM/ASM included). In May we had 
the good fortune to host the Dean as he 
attended a successful combined ANZICS/
FJFICM meeting.

	 4  Future Provision of Services— 
Following the Reid Report into the Western 
Australian Health Service, there are dramatic 
changes intended for health in this state.  
The future direction of intensive care in 
Western Australia remains topical, particularly 
regarding future bed capacity, with the states 
population continuing to grow and age. The 
planned development of the new Tertiary 
campus at Murdoch offers an ideal 
opportunity to productively plan for critical 
care for successive generations.

	 DR DAVID MORGAN CHAIRMAN 
WA Regional Committee 
April 26th 2007
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OFFICE BEARERS  
AND MEMBERS
Chairman
Dr David Morgan 

Deputy
Dr Cyrus Edibam 

Hon. Treasurer
Dr David Simes 

Hon. Secretary
Dr Mary Pinder

Ex-officio members
Board member
Dr Vernon van Heerden 

Co-opted members
New Fellow representative
Dr Stuart Baker 

Trainee representative
Dr John Lewis 

ANZICS Rep
Dr Brad Power

Trainee Liaison Officer
Dr Steve Edlin

Administrative Officer
Ms Sandra Box 

Meetings 2006/2007
16 August 2006
30 January 2007

Attendance of Elected Members
Dr D Morgan	 2
Dr C Edibam	 2
Dr D Simes	 0
Dr M Pinder	 1	

Chairman’s Report
This year has seen a period of consolidating 
the previous year’s initiatives in Western 
Australia. Most actions this year pertain to 
training and education of the ever expanding 
number of trainees in the field of intensive 
care medicine.

	 1  Central Trainee Liaison Officer 
position—This has been undertaken by  
Dr Steven Edlin. His role has been as an 
interhospital liaison for all trainees in Western 
Australia. Through his initiative there has been 
the establishment of weekly clinical teaching 
sessions at the tertiary campuses for all JFICM 
trainees. As in the past, we have encouraged 
intensivists to release trainees from clinical 
duties if at all possible. Such schemes have 
always been difficult to coordinate in the past 
due to the limited number of local trainees.



Hospital accreditation
The current status of hospitals accredited at 
C24 and C12 remained unchanged. 

Inspections were undertaken at The John 
Hunter Hospital, Gosford District Hospital, 
Hornsby and Kuringai Hospital, Bankstown 
Hospital, St George Hospital and Prince of 
Wales Hospital. 

NSW Intensive care long  
& short Courses
These courses continue to attract trainees from 
NSW and interstate and have been running in 
2006/07 along the same format as previously. 

Bimonthly meetings
This initiative has been discontinued in 
2007. The Regional Committee wishes to 
express its appreciation to the convenor of 
these meetings, Yahya Shehabi. It is planned 
to co-ordinate with the regional committee 
of ANZICS to continue to support the 
professional education of Fellows in NSW.

AMA Career Exhibition day  
28 April, 2007
The Regional Committee of the JFICM, 
in conjunction with the NSW ANZICS 
executive, attended the AMA careers day at 
NSW University. The JFICM booth was well 
decorated with posters and photos and an 
excellent continuous slide show enhanced 

the appeal of the booth. Much of this was 
the work of Dr Richard Piper who, together 
with the executive members, manned the 
booth throughout the day and responded to 
the questions of the many junior doctors and 
medical students who attended. The Regional 
Chairman delivered an oral presentation on 
training and working in Intensive Care that 
was well received. 

This event will be held annually following 
the success this year. Attendance would be 
enhanced with the provision of brochures and 
‘give-aways’ with an Intensive Care flavour. 
Other Colleges, Faculties and employer groups 
provided sample bags, pens, fruit, etc.

State Committee representation 
The Regional Committee Chair continued to 
represent the JFICM on the NSW Standing 
Committee for College Chairmen, through 
which comments and response from the 
Regional Committee on issues of concern 
were presented. Unfortunately, this committee 
meets very rarely. Institute of Medical 
Training and Education (IMET) initiatives 
related to training in intensive care in NSW 
are continuing, but to date have had no 
real impact on Intensive Care. The national 
executive response to the IMET plans for 
overseeing ANZCA training in NSW was well 
received but has not yet been actioned.  

Access for ICU trainees to Anaesthesia 
experience remains problematic.  
Dr Elizabeth Fugaccia represented the RC  
on the Transfusion Advisory Committee.  
Dr Peter Clark is the RC representative on 
the Trauma Verification program but this has 
not been especially active. Dr Stuart Lane 
was the NSW nominee for the ‘New Fellows’ 
conference and Dr Nhi Quynh Nguyen is  
the NSW nominee for the Trainee Committee. 
The NSW RC was represented on or provided 
input into a number of selection panels for 
ICU Specialist appointments.

New Elected Regional  
Committee members:
The following were elected unopposed:
Dr Deepak Bhonagiri
Dr Elizabeth Fugaccia
Dr Priya Nair
Dr Raymond Raper

This year will see the third combined 
ANZICS/JFICM ASM held in Sydney.  
Dr Ian Seppelt is convening the meeting with 
the assistance of the Committee and the local 
ICU community. The program looks very 
impressive and early registrations suggest  
the meeting will be very successful.

	 RAYMOND RAPER 
Chairman NSW Regional Committee		
May 1, 2007

New South Wales 
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OFFICE BEARERS & MEMBERS  
2006 / 2007
Chair
Raymond Raper 

Vice Chair/Secretary
Elizabeth Fugaccia 

Elected members
Deepak Bhonagiri
Priya Nair	

ACT Representative
Mark Oliver

New Fellows’ Representative
Mark Lucy

Ex-officio Board Members
Richard Lee 
John Myburgh 

Co-opted member
Ian Seppelt

Retirement of Regional Committee 
members 2006
E Stachowski
Y Shehabi

Total number of Regional Committee 
meetings held:	 3

Meetings 2006/2007
18 July 2006
8 November 2006
7 March 2007

Attendance of elected members
Elizabeth Fugaccia	 3
Priya Nair	 2
Deepak Bhonagiri	 3
Raymond Raper	 3
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EDUCATION AND TRAINING
Currently New Zealand has 78 Trainees  
and 50 Fellows.

After the resignation of Dr Stanley 
Koshy, the trainee representative, the JFICM 
NZNC has made several attempts to obtain 
nominations for a replacement trainee 
representative. A nomination was received 
from Dr Sesha Boppudi and his appointment 
as trainee representative has now been  
ratified by the board.

CHAIRMAN’S REPORT
New Fellows Conference
Dr Michael Gillham presented a report on the 
New Fellows Conference that he attended as 
the New Zealand representative. Dr Shawn 
Sturland has been nominated by the New 
Zealand National Committee for consideration 
for the 2007 Conference.

ASM
The JFICM ASM in conjunction with ANZICS 
will be held at Sofitel Wentworth, Sydney –  
1-3 June 2007.

Annual General Meeting 
The Annual General Meeting was held on  
5 April 2006, at the Grand Chancellor Hotel, 
Christchurch. The next AGM will be held in 
October at the federal ANZICS meeting.

Ministry of Health
The JFICM Quality Assurance Activity 
registration with the Ministry of Health 
was due for renewal on 4 December 2006. 
Originally the registration was done under  
the Medical Practitioners Act 1995 and in 2003 
this was replaced by the Health Practitioners 
Competence Assurance Act 2003. The first 
documentation that we submitted for this 
renewal did not quite meet the requirements 
set by the Ministry of Health. JFICM 
resubmitted their application on 19 February 
2007. At this point in time we are  
still waiting to hear from the Ministry of 
Health the outcome of our application. 

The JFICM NZNC would like to extend 
their thanks for Dr Felicity Hawker and Katie 
Griffin for their time and efforts in putting  
this information together

The ministry has convened a two day 
meeting entitled, Functionally Mapping 
New Zealand’s On-Shore and Off-Shore 
Health Capability for Disasters with a Health 
Component, on 5 and 6 March. Drs Vaughan 
Laurenson (ANZCA) and Ross Freebairn 
(JFICM) each attended one day of  
the meeting representing both NZNC’s.

Medical Council of New Zealand 
Reaccreditation – the JFICM NZNC extend 
their thanks for Dr Jack Havill, Dr Ross 
Freebairn and Carol Cunningham-Browne 
for their contribution in putting together 
the information required for JFICM’s 
reaccreditation with the Medical Council 
of New Zealand. Confirmation of this 
reaccreditation for six years, with a further  
four years being granted on receipt of a 
satisfactory report at the end of the fifth  
year, was received on 25 August 2006.

Air Ambulance Service Sector  
Standard Committee
Dr Ross Freebairn was a member of this 
committee and participated in reviewing  
and updating the Air Ambulance Service 
Sector Standard.

ACC 
Updated information received with regard  
to Notification of Harm. A further meeting 
was held by ACC on 24 October 2006.  
Dr Peter Roberts attended this meeting on 
behalf of the JFICM NZNC.

CMC
JFIMC NZNC attended the four meetings 
during the year on behalf of the committee.

JOINT FACULTY OF INTENSIVE CARE MEDICINE
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OFFICE BEARERS AND MEMBERS
Chair
Dr Tony Williams
Vice Chair
Dr Grant Howard
Honorary Secretary
Dr Claudia Schneider
Honorary Treasurer
Dr Claudia Schneider
Elected member
Dr Mike Gillham
Elected member
Dr Seton Henderson

Ex-officio members
Dr Ross Freebairn: Board of Faculty Melbourne
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Dr Peter Roberts: Royal Australasian College 
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Meetings for year: 3

Attendances of Elected Members up  
to and including November meeting 
Dr Freebairn	 3-3 
Dr Gilham	 2-3
Dr Henderson	 2-3
Dr Howard	 1-3
Dr Williams	 3-3
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New Zealand

IAMRA Conference
This conference was held in Wellington from  
11 – 14 November 2006. It was attended by Dr 
Felicity Hawker, from Melbourne and Dr Ross 
Freebairn as the JFICM NZNC representative. 

NZ ICU Registrars’ Annual Meeting
This meeting is taking place in Auckland on  
8-9 June 2007 and is open to all Intensive Care 
trainees. It is the third meeting to be held and 
we look forward to receiving a good response. 
Dr Nick Barnes has run two successful 
meetings in the Waikato. This years meeting is 
being run by Dr Michael Gillham.

Hospital Accreditation and Inspections.
Hawkes Bay Hospital has been accredited for 
Basic Training.

Dunedin Hospital has been accredited for 
Basic Training.

Middlemore Hospital had an inspection on  
17 October 2006.

Submissions made by NZNC, JFICM.
	 1.  Ministry of Health – Direct to Consumer 

Advertising of Prescription Medicines.
	 2.  ANZTPA Consultation – Proposed 

ANZTPA Joint Regulatory Scheme.
	 3.  Ministry of Health – National Ethics 

Advisory Committee (NEAC) Ethical Values for 
planning for and responding to a Pandemic in 
New Zealand (joint submission with ANZCA).

	 4.  ANZTPA Consultation – Draft Labelling 
Requirements for Medicines under a Joint 
Australia New Zealand Therapeutic  
Products Agency.

	 5.  Medical Council of New Zealand – Draft 
Policy for Registration within a vocational 
scope of Practice for International Medical 
Graduates. 

	 6.  Medical Council of New Zealand 
– Consultation Document for the Scope of 
Breast Medicine.

	 7.  National Fatigue Management & Wellness 
Program – Proposed National Doctors Fatigue 
Management and Wellness Program.

	 8.  Ministry of Health – Review of Policy 
Relating to the Operation of Medicines 
(Standing Orders) Regulations 2002.

	 9.  Standards New Zealand – Recommended 
changes to the Draft Standard Ambulance 
Service Sector Standards (including pre-
hospital emergency care, paramedics, 
transport, emergency, ambulance 
communication centres and event services).

	 10.  ANZTPA – Product Vigilance in the 
Australia New Zealand Therapeutic Products 
Authority and The Regulation of Blood under 
the ANZTPA Consultation Papers.

11.  Medical Council of New Zealand 
– Performance Evaluation Program (PEP).
12.  Medical Council of New Zealand 
– Vocational Registration for rural hospital 
medicine.

Other Documentation received  
for comment

	 1.  HWAC Care and Support in the 
Community

	 2.  Medical Council of New Zealand Cultural 
Competence Resources

	 3.  NEAC – Ethical Guidelines for 
Observational Studies: Observational research, 
audits and related activities

	 4.  New Zealand Medical Association – Code 
of Ethics

	 5.  Functionally Mapping New Zealand’s 
On-shore and Off-Shore Health Capability for 
Disasters with a Health Component – Dr Ross 
Freebairn to represent JFICM at the meeting 
being held on 5 March 2007.

	 6.  Medical Council of New Zealand – Draft 
statement on cosmetic procedures

	 7.  Ministry of Health – New Zealand 
Influenza Pandemic Action Plan V15

	 8.  Ministry of Health – Health and Disability 
Sector Standards Review

	 TONY WILLIAMS Chairman 
New Zealand National Committee, JFICM 
March 2007
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CHAIRMAN’S REPORT
2006-2007 has been a consolidation year of 
the present Queensland Regional Committee. 
The charter of programs planned at the 
commencement of this committee in 2004 has 
almost reached fruition. With the enormous 
changes occurring within QHealth and the 
Queensland Government in general, there has 
been an expansion of the Regional Committee 
with interested co-opted fellows to allow 
representation of the JFICM at an increasing 
numbers of forums. The Queensland Regional 
Committee continues to be extremely active 
with major contributions to Intensive Care 
training and management done by both the 
Queensland Regional Committee directly and 
enthusiastic individuals within Queensland. 
The Queensland Regional Committee has 
made submissions or representations for:

	 1.  The reorganisation of the Medical Board  
of Queensland;

	 2.  Changes to the Coroners Act  
of Queensland;

	 3.  AMA Chairs of Colleges Meetings; and
	 4. Queensland Trauma Plan.

Inputs have additionally been made  
to various credentialing committees around 
Queensland. Fellows have made important 
contributions to area of need assessments  
and unit inspections for training accreditation. 
The latter is becoming an increasing task  
as units, both public and private, continue  
to grow allowing for upgrading of existing 
accreditations or new accreditations to  
be granted. 

New Units to receive accreditation  
are as follows:

>	Mackay Base Hospital – Basic Training
>	Allamanda Private Hospital – Basic Training

	 The Queensland Regional Committee is 
pleased to welcome its new regional and 
metropolitan trainee representatives  
Dr Owen Callender and Dr Andrew Udy.  
We look forward to their input to ensure  
the regional committee represents the  
needs of our Queensland trainees. The 
committee was impressed with the 
enthusiasm of our trainees to be actively 
involved in College activities.
The Queensland Regional Committee looks 
enthusiastically forward to hosting the JFICM 
Annual Scientific Meeting in 2009.
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Elected Member
Dr John Fraser

Elected Member
Dr Ranald Pascoe

Ex-officio Members
Board Member
Assoc Prof Bala Venkatesh

Board Member
Dr Bruce Lister
ANZICs Qld Chairman
Dr Ahmod Karnik

ANZCA QRC Chairman
Dr Michael Fanshawe

CO-OPTED MEMBERS

Rural Representative
Dr Michael Corkeron

North Qld SOT Representative
Dr John Evans

SEQ SOT Representative
Dr Marc Ziegenfuss

New Fellows Representative
Dr Nikki Blackwell

Trauma Committee Liaison
Dr Neil Widdicombe

Advanced Skills Workshop Convenor
Dr Jeremy Cohen
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Dr Hayden White
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Attendances of Elected  
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Assoc Professor R Boots	 5:5
Dr C Anstey	 3:5
Dr R Pascoe	 3:5
Dr H White	 2:5
Dr J Fraser	 1:5



Specific Queensland JFICM Regional 
Committee Activities
1. Supervisors of  
Training Support Forum
The Supervisors of Training Forum has evolved 
to be a bi-annual evening meeting, generally 
planned to be associated with a Teaching on 
the Run program or an Education Master 
Class. This meeting is facilitated by the 
Queensland Regional Chairman. Meetings 
held in the last year have forwarded 
information for consideration of the Board in 
relation to overseas trainees, continuity of 
supervision and other issues in relation to the 
trainee program.

2. Updated Trainee  
Database for Queensland
It is clear that the information held on trainees 
and their location, current supervisor and 
plans for examinations is in need of updating. 
Regular searches for current trainee lists show 
some very now elderly and lapsed trainees. It 
is our hope to have a business case presented 
for this so that the Queensland Regional 
committee can make at least annual proactive 
contact with our Queensland trainees to assist 
with the management of their training.

EDUCATIONAL ACTIVITIES
1. Education Evenings
This program has continued 2nd monthly 
hosted by the Wesley Hospital with a range  
of sponsors. The sessions are open to  
JFICM, RACP, ANZCA and ACEM fellows and 
trainees. Local talent is emphasised but 
opportunity is made of visiting experts. It is 
video-conferenced across the State and to 
Northern NSW. The take up of the program  
by linked in sites has been variable but the 
numbers participating has made the program 
worthwhile to continue. Soon the programs 
will be available from the Qld Regional  
JFICM office on DVD. 

The lectures for 2006-2007 were:
14 June 2006
Subject: Obstetrics and the ICU
Presenter: Drs Karen Lust and  
Peter Lavercombe

9 August 2006
Subject: All that Bleeds or Not! 
Presenter: Dr Greg Comadira

4 October 2006
Subject: Care for the Clinically Dead
Presenter: Dr Neil Widdicombe 

6 December 2006
Subject: Unusual Intoxications
Presenters: Drs Jason Roberts  
and Darren Roberts	

7 February 2007
Subject: Common but Difficult Scenarios  
in Paediatric ICU
Presenter: Dr Phil Sargent Mater ICU 

4 April 2007
Subject: Disasters and  
International Approaches
Presenter: Dr Nikki Blackwell

2. Regular Newsletter
The activities of the Regional Committee are 
now biannually distributed in a newsletter to 
the trainees and fellows in Queensland from 
the Regional Chairman. 

3. Teaching on the Run Workshop 
The first 6 modules of this program continue 
to be delivered by Dr Helen McKeering and  
A/Prof Rob Boots to an intercollegiate group  
of participants. The foundation program 
comprising clinical teaching skills and dealing 
with difficult trainees is delivered over 2 days. 
This is the program designed by Professor 
Fiona Lake of the University of Western 
Australia in collaboration with the Federal 
Department of Employment and Training. 

Two Master Classes developed by Rob Boots 
and Helen McKeering have now been run 
have revisited the difficult trainee and a 
practical program of how to incorporate our 
trainees needs into busy daily routines.

4. Advanced Procedural Skills Workshop 
This program is now in its third year. It is 
organised for our trainees in a workshop 
format to assist in some of the practical skills 
for intensive care. The sessions covered include 
Percutaneous Tracheostomy, Bronchoscopy, 
Balloon Pumps, Pulmonary Artery Catheters 
and Haemodynamic Monitoring and Pacing 
Problems. There was no registration fee and 
the meeting was supported by a grant from 
the Joint Faculty in addition to the following 
sponsors: sponsors Mayo Health Care, 
Edwards Life Sciences, Medtel, Olympus and 
Boots Health Care. The feedback has been 
excellent with requests for further such 
sessions and other topics to be included, 
including dialysis therapies and basic suturing 
techniques. Our thanks to the official 
organisers, Drs Jeremy Cohen and John Fraser, 
the additional tutors Drs Peter Scott,  
Dan Mullany, Carole Foot, Marc Ziegenfuss 
and Andrew McCann, and the organisers  
of the Brisbane Metropolitan training program 
for allowing us to schedule the meeting  
into one of the regular Wednesday afternoon 
sessions, and of course our Queensland 
Secretariat Sharon for bringing this successful 
meeting together. 
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6. Foundation Skills in  
Intensive Care Program

This is a new program for the Qld Regional 
Committee and was run on 17 February 2007. 
It focuses on elementary practical skills needed 
in intensive care by basic trainees such as 
central line insertion, chest drain insertion, 
defibrillation/pacing/CPR and airway 
management and intubation. The program 
was coordinated by Dr Hayden White with 
additional tutors Dr Khoa Tran and Dr Chris 
Flynn. The workshop was held in the 
Queensland Health Skills Development 
Centre. Twelve trainees attended with positive 
feedback. No registration fee was required.

OTHER PROGRAMS OCCURRING IN 
QLD DUE TO ENTHUSIASM OF 
FELLOWS

1. Crisis Resource Management  
in Intensive Care
This program has been developed by  
Dr Carol Foot and colleagues focussing on 
crisis resource management in the intensive 
care unit. At this stage, it is the only program  
of its type in the world. The one-day program 
is aimed at trainees and ICU nursing staff 
using the high fidelity simulation facilities at 
the Queensland Skills Development Centre.  
It is aimed to run three times per year.

2. Basic Assessment and Skills  
in Intensive Care

This international program developed by 
Professor Charles Gomersall and the BASIC 
steering committee has now been run 6 times 
in Queensland coordinated by A/Prof Rob 
Boots at the Queensland Skills Development 
Centre. Planning is well underway to make 
this program available in more states of 
Australia. The program combines lectures, 
skills stations and now has introduced 
advanced simulation crisis scenario training  
to reinforce the skills developed in the module 
in a three day course. Feedback has been 
positive with the focus of the training being 
for basic trainees in intensive care, critical care 
nurses and trainees and specialists who need 
to wither infrequently or regularly manage 
ICU patients without the direct supervision of 
an intensivist. 

3. Academy of Critical Care Medicine – 
Second Part Pre-exam Course 
This well developed program continues under 
the co-ordination of Professor Bala Venkatesh 
involving now a large number of registrants 
and the involvement of all of the large 
metropolitan ICUs either providing venues  
or tutors. The cooperation of fellows across  
the city to make this program is a truly an 
excellent achievement for the organisers and 
the goodwill for QLD fellows.

4. Basic Science Meeting – Qld ANZICS 
(August 24-26 2006)
This meeting continues to steadily grow with  
a focus of basic science in critical care for 
Australia and the Asia Pacific area. Chaired by 

Associate Professor Bala Venkatesh this 
meeting has now developed as a calendar 
must for all those interested in both basic 
science research and its clinical applications. 
Key note speakers included Luciano  
Gattinoni, John Marshall and Didier Payen. 

5. Vocational Expo 26 May 2006 at  
Royal Brisbane and Womens’ Hospital
Assoc Prof Rob Boots and Dr Nikki Blackwell 
represented the JFICM at the annual 
Queensland Vocational Expo. This meeting 
showcases most of the medical specialties  
and targets final year medical students and 
junior medical staff in Queensland.  
Experience at this meeting has been positive 
with approximately 30 young doctors 
including many female potential trainees 
expressing serious interest in intensive  
care. Information is made available about  
the training program and the life and work  
of intensivists. 

IN CONCLUSION
The Queensland Regional Committee 
continues to be an enthusiastic group of 
individuals working for the promotion of 
intensive care and training within the state. 
The present planning charter is now almost 
complete with all plans almost completed 
within the three year appointment. Local 
operating policy changes are hoped to  
ensure that the new initiatives will be able  
to be continued by future committees.

	 ASSOCIATE PROFESSOR ROB BOOTS  
Chairman, Queensland Regional Committee
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EDUCATION
Dr David Cooper remains the supervisor 
of training for the Royal Hobart Hospital 
while Dr Scott Parkes has taken on the role 
of supervisor of training for the Launceston 
General Hospital. 

The Royal Hobart Hospital (RHH) 
remains accredited for 24 months of core 
training and the Launceston General Hospital 
for 12 months of core training. The RHH 
Department of Critical Care Medicine has 
undergone considerable expansion with 
approximately 1,100 admissions per year 
including cardiothoracic and neurosurgical 
patients. Junior medical staff consist of 2 
senior registrars, 5 junior registrars and 5 
JMOs (years 2-3). Rather than shift work, 
the Senior registrars participate in on call 
responsibilities with consultant support and 
supervision. The Launceston General Hospital 
also enjoys improved junior medical staffing 
numbers with 5 registrars and one JMO.

Continuing Education
In 2006, Tasmania hosted the ANZICS/
ACCCN ASM—a great success and credit to 
the heavy commitment given by the state’s 
small JFICM/ANZICS community and 
ACCCN members. 

Combined JFICM ANZICS state wide 
meetings continue to facilitate interesting 
case discussion and business pertinent to 
both ANZICS and JFICM activities. Always 
well attended by long distance travellers, 
these meetings not only provide a forum 
for continuing education but also cultivate 
a collegial and harmonious relationship 
between those providing intensive care 
services around the state.

Acknowledgements 
The Tasmanian regional committee would  
like to acknowledge the administrative 
support provided by Dianne Cornish of 
ANZCA Tasmania.
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EDUCATION
Trainees
Four local trainees, Owen Roodenburg,  
Milind Sanap, Nandkumar Raut Pradeep 
Rangappa and Rajaram Ramadoss,  
were successful in the Joint Faculty Fellowship 
Examination in 2006. Owen Roodenburg won 
the Don Harrison Medal as the most 
outstanding candidate in the Joint Faculty 
Fellowship Examination in 2006. 

‘Tub’s course’(the Australian Short  
Course on Intensive Care Medicine) remains 
heavily oversubscribed. To increase the 
number of candidates who could attend,  
the 2007 course was divided into concurrent  
2- and 4-day courses. This format was 
successful with good feedback from 
candidates. The course remains dependent  
on the support of Fellows who make it 
possible through their efforts on the faculty. 
This year, the course required 28 faculty, 
including 3 from interstate: Peter Morley,  
John Gowardman and Matthew Maiden. 

The Joint Faculty’s withdrawal of accreditation 
for training in 2008 of the Royal Adelaide 
Hospital has resulted in significant changes to 
the Intensive Care Unit at that hospital. A 
further review by the Faculty is planned in 
2007 for reconsideration of the Royal Adelaide 
Hospital’s training status.

Supervisors of Training: 
All South Australian Supervisors of Training 
remain as co-opted members of the Regional 
Committee to facilitate communication 
between the different training Units. 

CONTINUING EDUCATION
Local Meetings
A combined JFICM and ANZICS meeting  
on infectious diseases was addressed by  
A/Prof John Iredell from Westmead Hospital.

OTHER MATTERS
The close liaison between the Chair of 
ANZICS (SA) and the Chair of the JFICM  
(SA) continues with meetings of the  
respective regional committees held 
concurrently throughout the year.

	 Dr Robert Young, Chair 
28 March 2007

JOINT FACULTY OF INTENSIVE CARE MEDICINE

South Australia
JFICM REGIONAL/ANNUAL REPORTS  
2006

83

OFFICE BEARERS & MEMBERS 2006
Chair
Robert Young 

Vice Chair
Sandra Peake

Honorary Secretary
Gerrard O’Callaghan

Honorary Treasurer
Evan Everest

Northern Territory Rep
Dianne Stephens

Ex-officio Board Members
Michael O’Fathartaigh



THE ANZCA BULLETIN JULY ISSUE 2007 

Strategic planning day 
This was held last July with a view to providing 
some direction for the Board over the next two 
years. Discussions centred on four areas:

Academic – Focusing on promoting 
a Pain Module in medical schools and 
encouraging the Council of Post Graduate 
Medical Education foundations to include pain 
in PGY1 and 2; To consider a ‘prize’ for Pain 
Medicine at medical school level;  To continue 
with ‘standards setting’for Pain Medicine.

Fellowship – Acknowledge the need 
to provide services for Fellows (in addition 
to our current and continuing focus on 
trainees), promote and expand CPD, regional 
committees in larger states and possibly 
regional business meetings.

Relationships – Form a Board sub-
committee to progress these issues; Develop 
draft Memoranda of Understanding with 
parent colleges; Establish links with both 
the Australian and New Zealand Colleges of 
General Practitioners; Commence dialogue 
with the Australian Pain Society and the 
New Zealand Pain Society to develop an 
arrangement to discuss future Annual 
Scientific Meetings, speakers, timing and 
perhaps national activities such as the ‘Global 
Day Against Pain’.

Policy/Government – Make contact with 
the Medical Council of New Zealand to raise 
the profile of Pain Medicine in New Zealand, 
continue communication with national (AMC) 
and state/territory Registration Boards.

Many of these objectives have already 
been achieved.

Fellowship
There are 219 Active Fellows. The Board is 
aware that more needs to be done to meet 
the requirements of Fellows. To this end, 
an emphasis on Continuing Professional 
development will be made, the Education and 
Training Committee is developing patient 
information material, and a second regular 
Educational meeting has been planned to be 
known as ‘The Spring Meeting’. This year it 
will be on the Gold Coast in association with 
the Medico Legal Society of Queensland. 
The 2008 meeting is in development and 
will probably be in association with the 
Acute Pain Special Interest Group. There has 
been considerable work done on a number 
of Professional Documents. These include: 
Intrathecal analgesia and drug administration 
systems (PM4, PM6), Off Label use of 
Drugs, Diagnostic Medial Branch Blocks and 
Guidelines on Acute Pain Management. The 
Board of Faculty would welcome suggestions 
from Fellows with regard to their needs.

Continuing Professional Development
The Faculty has been actively involved in 
the design of the new CPD program run by 
ANZCA and believes that it will be suitable for 
all Fellows. Compliance with a CPD program 
is a mandatory requirement for ongoing 
Fellowship, and an audit of compliance is 
being undertaken. Requests and suggestions 
for CPD activities are welcome from Fellows.

Examination
Due to the growth in the number of 
candidates, the Faculty has investigated 
the possibility of separating the written 
examination to two weeks before the clinical 
examination. No decision has yet been made. 
A Deputy Chair of Examinations has been 
appointed and a New Fellow representative is 
included on the Examination Committee and 
observers from one of the founding Colleges 
have attended all recent examinations.

A major feature of the Faculty’s 
examination process is the cross-disciplinary 
standardisation of questions/scenarios and 
answers/responses during the examiners 
workshop. All sections of the exam are marked 
by two examiners, usually from different 
disciplines, and the long case is an observer 
long case examination. 

The 2006 Examination was held at Sir 
Charles Gairdner Hospital in Perth on 29 
November – 1 December. Fourteen of the 
twenty candidates were successful.

Training Unit and Program Accreditation
There are currently 22 accredited units in 
Australia and New Zealand with 41 trainees. 
There is increasing flexibility for trainees to 
‘design’ their own program with assistance 
from their SoT and in certain cases advice 
from the censor. The Faculty is aware of the 
increasing importance of SoTs in the relatively 
short training program for Fellowship and 
is planning regular SoT workshops and has 
appointed a Supervisor of SoTs  
(Dr Tim Semple).

DR ROGER GOUCKE

Dean’s report to the Annual General 
Meeting 2007
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Research 
The Faculty has embraced research as one 
of our core roles and is pleased that Pain 
Medicine is always strongly represented in 
applications for research funding from the 
College. At this ASM the Faculty will award 
the inaugural Dean’s Prize for the best 
research paper in Pain Medicine judged to be 
of sufficient standard.

Finance
Despite our significant fees, the Faculty 
remains financially dependent and therefore 
responsible to ANZCA. A delegation of 
responsibility document is in place between 
ANZCA Council and the Faculty and is 
working very satisfactorily. Forward budgeting 
is being developed and, once agreed by 
Council, relative autonomy is given to the 
Faculty Board. The implications of this are that 
we must think to the future and plan for at 
least one year ahead. Reactive or whimsical 
spending is not appropriate, however 
contingency funding is held by the CEO.

FACULTY OF PAIN MEDICINE

Thankyou
In my first year as your Dean, I must thank  
all the Board members for sound advice and 
their dedication to a sometimes onerous 
workload. Also to those Fellows who are  
active in the various committees of the Board. 
Helen Morris our Executive Officer works 
tirelessly for trainees, Fellows, Committees, 
the Board and me, an almost impossible task, 
yet she does it with skill, dedication, patience 
and elegance.

	 ROGER GOUCKE 
27 May 2007

Regional Committees
As discussed in the Strategic Plan, it was 
anticipated that these would develop during 
this year. It is pleasing that Queensland 
Fellows have taken the opportunity to set 
up an interim Regional Committee for Pain 
Medicine and we are currently refining 
regulations to govern the committees. 
Congratulations to Paul Gray who has taken 
on the role of Interim Chair of the Inaugural 
Queensland Regional Committee.

Personnel
This AGM sees the stepping down of Geoff 
Booth from the Board. Geoff has chaired 
the Research Committee and contributed 
significantly during his time on the Board and 
seen through a number of developments. We 
wish Geoff well for the future.

During the year we welcomed Jenni 
Allison to the Faculty office and unfortunately 
we must farewell Monique Baker who moves 
to the Finance Department within ANZCA.
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	Faculty of 
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 	 BACK ROW: Professors G D Philips, E A Shipton, 
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To be read in conjunction with Professional Document
PM4 (2005) Guidelines for Patient Assessment and 
Implantation of Intrathecal Infusion Devices

	 1.	 INTRODUCTION:

	 1.1	 Persistent pain with associated disability is a  
common problem.1

	 1.2	 In all patients with persistent pain, appropriate evaluation 
requires assessment of physical, psychological and socio-
environmental factors.

	 1.3	 Treatment of only one dimension of the patient’s pain may 
result in less than optimal outcome.

	 1.4	 The long-term intrathecal delivery of drugs is an established 
method of pain management in a small carefully selected 
subgroup of patients.

	 1.5	 A range of delivery systems allows for the safe long-term 
delivery of intrathecal medication.1

	 1.6	 Drugs may be administered directly into the intrathecal space,  
as single or repeated injections or by continuous infusion.

	 1.7	 Non-analgesic drugs may be used for specific indications  
(e.g. baclofen for spasticity associated with neurological disease 
of central origin). 17

	 2.	 PRINCIPLES OF USE: 

	 2.1	 Intrathecal administration provides direct access into the 
cerebrospinal fluid for drugs acting at a spinal and/or supra 
spinal level.

	 2.2	 This invasive form of therapy is generally reserved for patients 
in whom pain or spasticity is not adequately controlled by less 
invasive measures and who meet certain criteria.

	 2.3	 Intrathecal drug administration allows the use of relatively small 
doses of drugs compared with systemic administration.2

	 2.4	 Intrathecal drug administration can result in significant 
undesirable side effects, and has the possibility of morbidity and 
mortality.3,4

	 2.5	 Drugs administered into the intrathecal space need to be 
carefully assessed in respect of additives and preservatives, 
which may make them unsuitable for intrathecal use. A small 
number of medications have been deemed safe for intrathecal 
use.2,7

	 2.6	 Care should be taken when considering off label use of drugs 
ensuring that additional patient education and consent 

		  is obtained.1 
	 2.6.1	 In Australia only baclofen is licensed for long-term  

intrathecal use.

	 3.	 METHODS OF ASSESSMENT:

	 3.1	 Effective management of intrathecal therapy requires 
appropriate patient selection. Education of the patient increases 
their understanding of the potential benefits, risks and their 
responsibilities.

	 3.2	 A multidisciplinary assessment must be undertaken. Continuing 
support by a pain medicine facility is required to provide refills 
and support with technical problems, but also to allow the 
patient to gain maximum benefit from the therapy.

	 3.3	 Prior to the consideration of a trial of intrathecal drug therapy, 
the response to appropriate trials of oral and parenteral 
therapies should be assessed. 

	 3.4	 Prior to the insertion of long term delivery systems, the 
following should be assessed:

	 3.4.1	 Intrathecal trials should be undertaken to assess appropriate 
drugs, doses and efficacy of the drug or drug combinations.

	 3.4.2	 Testing with temporary catheter systems allows investigation 
of the potential side effects of the proposed procedure and 
medication.

	 3.4.3	 Base line levels of pain, function and Quality of Life  
should be recorded. 

	 3.5	 Treatment requires regular assessment and documentation of 
efficacy, tailoring therapy to the individual.

	 3.6	 Treatment requires regular assessment, documentation and 
management of complications of the intervention and side 
effects of the medication.

	 3.6.1	 Long-term complications of the intervention include infection, 
catheter tip masses or failure of the device.

	 3.6.2	 Long-term side effects of medication include hormonal changes 
and hyperalgesia.

	 3.6.3	 If drug combinations are used, interactions with other drugs 
should be considered, including stability of the mixture.15

	 3.7	 Treatment requires ongoing assessment of the patient’s pain, 
function and Quality of Life.

	 4.	 PHARMACOLOGICAL THERAPIES:

	 4.1	 Opioids are the most frequently utilised agents for long-term 
intrathecal therapy. The most common opioid used is Morphine 
sulphate.5 

	 4.1.1	 If good analgesia can be achieved with minimal side effects and 
risks using alternate routes, there is little evidence for improved 
outcomes with the intrathecal route.

	 4.1.2	 Failure to respond to an intrathecal trial or need for a rapidly 
increasing dose may indicate pain that is poorly responsive  
to opioids. 
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	 4.1.3	 Inadequate analgesia may result in dose escalation of opioid 
over time. It is important to consider the many factors which 
may result in inadequate analgesia including:

	 •	 development of tolerance, 
	 •	 progression of the underlying disease, 
	 •	 emergence of a new source of pain, 
	 •	 development of opioid induced hyperalgesia, 
	 •	 distress 
	 •	 social reinforcers 
	 •	 pain which is not opioid responsive
	 4.1.4	 Increasing analgesic requirements may also result from failure of 

the infusion device, dislodgement of the intrathecal catheter or 
other catheter related complications including the development 
of a catheter tip mass. 

	 4.2	 A range of non-opioid spinal analgesic agents are utilised for 
long-term therapy, some of which are supported by low levels  
of evidence and for which safety has not been fully  
established.2, 6, 7, 8

	 4.2.1	 There is level I evidence that intrathecal administration of 
baclofen is efficacious for the management of muscle spasm of 
central origin.9, 10,17

	 4.2.2	 There is level II evidence for efficacy in treating 
	 •	 neuropathic pain with intrathecal clonidine11

	 •	 neuropathic pain following spinal cord injury with morphine 
and clonidine combined12

	 •	 neuropathic pain with ziconotide2

	 4.2.3	 Intrathecal administration of opioids and local anaesthetics and 
/ or clonidine could be considered as an alternative agent in 
patients with poorly controlled neuropathic pain in cancer or 
following spinal cord injury.8

	 4.2.4	 Many of these combinations are “beyond licence” or “off label” 
and appropriate patient consent must be obtained.13, 14 

	 4.3	 Combinations of intrathecal analgesic agents have potential 
advantages.6, 8, 12

	 4.3.1	 Improvement in analgesic efficacy.
	 4.3.2	 Reduction in side effects if reduced doses of both agents are 

possible when compared with single agent therapy.
	 4.4	 Combinations of agents may be unstable for long-term use in 

implantable reservoirs.15 
	 4.5	 Due to the large number of potential combination therapies, 

the evidence for the most appropriate agents in different clinical 
situations is limited.

	 4.6	 Both physician and patient should be aware of current data 
relating to safety and potential neurotoxicity of proposed 
intrathecal medications.7 Toxicological studies to date suggest no 
long-term adverse effects of baclofen, morphine, bupivacaine or 
clonidine.2, 15, 16

	 5.	 FUTURE DEVELOPMENT:
	 5.1	 Currently, there is limited evidence based data relating to 

intrathecal therapy for the management of chronic cancer and 
persistent non-cancer pain.

	 5.2	 Further studies are needed in relation to:
	 5.2.1	 Inclusion criteria.
	 5.2.2	 Standardised reporting of the intensity, quality and  

aetiology of pain.
	 5.2.3	 Comparison with other routes of administration.
	 5.2.4	 Long term follow-up of efficacy, side-effects, and technical 

complications.
	 5.2.5	 Efficacy of intrathecal agents, both alone and in combination.
	 5.2.6	 Stability of combination therapies.
	 5.2.7	 Evaluation of neurotoxicity.
	 5.2.8	  Development of new agents.
	 5.2.9	  Assessment of outcome measures from the perspective of 

analgesia response, function, mood, cognition and quality of life 
issues (including patient satisfaction).(18)
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	 3	 Abs R, Verhelst J, Maeyaert J, et al. Endocrine consequences  
		  of long-term intrathecal administration of opioids.  
		  J Clin Endocrinol Metab 2000;85:2215-2222.
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	Admission to Fellowship  
of the Faculty of Pain Medicine

By training and examination:

Dr Mark Alastair Jackson	 NSW

Dr Brenda Wai-Yi Lau	 NSW

Dr Mark Udo Schutze	 WA

Dr Mark Philip Tadros	 QLD

By examination: 

Dr Ian Arnold Jenssen	 NSW
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	Fellowship Training and  
Examination Dates for 2007

Closing Date for Registration
12 October 2007

Pre-Examination Short Course
27-28 September 2007
Royal Adelaide Hospital

Examination Dates
28 – 30 November 2007
Westmead Hospital, Westmead, NSW
(Please note that this venue is yet to be confirmed.  

You are advised not to book flights at this stage.)
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PM1	 (2006)	 Policy for Trainees Seeking Faculty Approval  
			   of Programs for Training in Multidisciplinary  
			   Pain Medicine

PM2	 (2005)	 Guidelines for Units Offering Training in 
			   Multidisciplinary Pain Medicine 

PM3 	 (2002)	 Lumbar Epidural Administration of Corticosteroids 
PM4	 (2005)	 Guidelines for Patient Assessment and Implantation 

			   of Intrathecal Catheters, Ports and Pumps for 
			   Intrathecal Therapy

PM5	 (2006)	 Policy for Supervisors of Training in Pain Medicine
PM6	 (2007)	 Guidelines for Longterm Intrathecal Infusions 

			   (Analgesics/Adjuvants/Antispasmodics)
PS3	 (2003)	 Guidelines for the Management of Major  

			   Regional Analgesia
PS38 	 (2004)	 Statement Relating to the Relief of Pain and  

			   Suffering and End of Life Decisions
PS40	 (2005)	 Guidelines for the Relationship Between Fellows  

			   and the Healthcare Industry
PS41	 (2007)	 Guidelines on Acute Pain Management
PS45	 (2001)	 Statement on Patients’ Rights to Pain Management 
PS48	 (2003)	 Statement on Clinical Principles for  

			   Procedural Sedation
PS49	 (2003)	 Guidelines on the Health of Specialists and Trainees

				    ANZCA Professional Documents  
			   adopted by the Faculty:

PS4	 (2006)	 Recommendations for the Post-Anaesthesia  
			   Recovery Room (Adopted February 2001)

PS7	 (2003)	 Recommendations on the Pre-Anaesthesia 
			   Consultation (Adopted November 2003)

PS8	 (2003)	 Guidelines on the Assistant for the Anaesthetist 
			   (Adopted November 2003)

PS9	 (2005)	 Guidelines on Conscious Sedation for Diagnostic, 
			   Interventional Medical and Surgical Procedures  
			   (May 2002)

PS10	 (2004)	 The Handover of Responsibility During an 
			   Anaesthetic (Adopted February 2001)

PS15	 (2006)	 Recommendations for the Perioperative Care  
			   of Patients Selected for Day Care Surgery with 
			   amendment to the title to read Recommendations 
			   for the Perioperative Care of Patients Selected for  
			   Day Care Procedures  
			   (Adopted February 2001)

PS18	 (2006)	 Recommendations on Monitoring During 
			   Anaesthesia (Adopted February 2001)

PS20	 (2006)	 Recommendations for Responsibilities of the 
			   Anaesthetist in the Post-Operative Period  
			   (Adopted February 2001)

PS31	 (2003)	 Recommendations on Checking Anaesthesia  
			   Delivery Systems (Adopted July 2003)

T1		 (2006)	 Recommendations on Minimum Facilities for Safe  
			   Anaesthesia Practice in Operating Suites  
			   (Adopted May 2006)
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2007 ASM

	 The Faculty’s 2007 Refresher Course Day, Annual Dinner  
and ASM Program in Melbourne were a great success.  
Thanks go to the Convenors, local organising committee,  
speakers and all who participated. 
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FUTURE MEETINGS
AUSTRALIA AND NEW ZEALAND

30 June	 WA WINTER SCIENTIFIC MEETING 2007
Perth	 Venue: University Club of Western Australia
WA	 Contact: Ms Sandra Box, WA Administration 

		  Officer, Mail Point M305, University of Western 
		  Australia, 35 Stirling Highway, Crawley WA 6009

			   Tel: 08 6488 8772 Fax: 08 6488 8773
			   Email: anaesthesia.wa@ctec.uwa.edu.au

18 - 20 July	 CERTIFICATE IN HAUORA MAORI
Ngaruawahia	 Venue: Turangawaewae Marae, Ngaruawahia
New Zealand	 Contact: Louise Were, Mauri Ori Associates,  

		  PO Box 13081, Hamilton
			   Tel: 07 858 4940 Fax: 07 858 4914
			   Email: lou@mauriora.co.nz
			   Website: www.mauriora.co.nz

27 July	 FIBRE-OPTIC AIRWAYS WORKSHOP
Adelaide	 Venue: Stamford Plaza, Adelaide
SA		 Contact: Dr Reny Segal, Course Convener
			   Tel: 03 9342 7540
			   Email: Reny.Segal@mh.org.au
			   *Other courses available –  

		  please contact course convenor

2 - 3 August	 HEALTHCARE WITHOUT WALLS
Brisbane	 Theme: Delivering the best care in the best place
Qld	 Venue: Brisbane, Queensland
			   Contact: Change Champions
			   Tel: 02 4960 8576 Fax: 02 4961 4488
			   Email: change.champions@bigpond.com
			   Website: www.changechampions.com.au
			   *Other courses available –  

		  please see website for details

2 - 4 August	 EFFECTIVE MANAGMENT OF
Auckland	 ANAESTHETIC CRISES
New Zealand	 Venue: Advanced Clinical Skill Centre, University  

		  of New Zealand
			   Contact: Liesl Ploos van Amstel
			   Tel: +64 9 373 7599 ext: 89304 Fax: +64 9 373 7971
			   Email: acscadmin@auckland.ac.nz
			   Website: www.acsc.auckland.ac.nz/emac.htm

6 - 8 August	 5TH AUSTRALASIAN CONFERENCE ON
Brisbane	 SAFETY AND QUALITY IN HEALTH CARE
Qld	 Theme: The Power of Us
			   Venue: Brisbane Convention & Exhibition Centre
			   Contact: SAPMEA, 200 Greenhill Road  

		  Eastwood SA 5063
			   Tel: 08 8274 6050	
			   Email: sqhc2007@sapmea.asn.au
			   Website: www.aaqhc.org.au/conf2007.asp

8 August	 JFICM QLD REGIONAL COMMITTEE IN
Brisbane	 ASSOC WITH QLD ANZICS
Qld	 Theme: What’s wrong with that Pacemaker?
			   Venue: Evan and Mary Thompson Auditorium, 

		  Wesley Private Hospital
			   Contact: Ms Sharon Miethke, Regional 

		  Administrative Officer, ANZCA, PO Box 1843, 
		  Milton QLD 4064

			   Tel: 07 3831 6686 Fax: 07 3839 5604
			   Email: qld@anzca.edu.au

9 - 12 August	 PERFUSION DOWNUNDER WINTER
Hayman Island	 MEETING 2007
Qld	 Venue: Hayman Island, Queensland
			   Contact: Wayne Pearson, Cellplex
			   Tel: 03 9799 7444
			   Website: www.perfusiondownunder.com

16 - 18 August	 EFFECTIVE MANAGEMENT OF
Brisbane	 ANAESTHETIC CRISES
Qld	 Venue: Queensland Health Skills  

		  Development Centre, Level 4,  
		  Block 6 Royal Brisbane & Women’s Hospital

			   Tel: 07 3636 6500 Fax: 07 3636 6501
			   Email: sdc-courses@health.qld.gov.au
			   Website: www.sdc.qld.edu.au

23 - 26 August	 NEUROANAESTHESIA SPECIAL INTEREST
Queenstown	 GROUP CONTINUING EDUCATION
New Zealand	 MEETING
			   Venue: Millennium Hotel
			   Contact: Ms Juliette Mullumby,  

		  ANZCA, 630 St Kilda Road, Melbourne VIC 3004
			   Tel: 03 9510 6299 Fax: 03 9510 6786
			   Email: jmullumby@anzca.edu.au
			   Website: www.neurosig.com

29 - 31 August	 ‘ULTRASOUND IN ANAESTHETICS &
Gold Coast	 CRITICAL CARE’ RUN BY  
Qld	 THE AUSTRALIAN INSTITUTE
			   OF ULTRASOUND
			   Venue: Ultrasound Training Centre
			   Contact: Tony Davies, Australian Institute of 

		  Ultrasound, PO Box 434,  
		  Mermaid Beach QLD 4218

			   Tel: 07 5526 6655 Fax: 07 5526 6041
			   Email: info@aiu.edu.au
			   Website: www.aiu.edu.au
			   *Other courses available –  

		  please see website for details
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12 - 14 October	 2007 MEETING OF THE MEDICAL 
Noosa	 EDUCATION, SIMULATION AND 
Qld	 SKILLS TRAINING, WELFARE 
			   OF ANAESTHETISTS AND 
			   ANANESTHETISTS IN MANAGEMENT 
			   SPECIAL INTEREST GROUPS
			   Venue: Sheraton Noosa Resort and Spa
			   Contact: Ms Juliette Mullumby, ANZCA  

		  Continuing Education, 630 St Kilda Road,  
		  Melbourne VIC 3004 

			   Tel: 03 9510 6299 Fax: 03 9510 6786
			   Email: jmullumby@anzca.edu.au
			   Website: www.anzca.edu.au/ceqa/sig_general/ 

		  education/events.htm

12 - 14 October	 2007 FACULTY OF PAIN MEDICINE ANZCA 
Gold Coast	 INAUGURAL SPRING MEETING
Qld	 Theme: Waves of Change in Pain and Suffering
			   Venue: Sheraton Mirage Resort and Spa,  

		  Gold Coast
			   Contact: Ms Christine Gill, Conference Secretariat, 

		  Faulty of Pain Medicine, 630 St Kilda Rd, 
		  Melbourne VIC 3004

			   Tel: 03 9510 6299 Fax: 03 9510 6786
			   Email:cgill@anzca.edu.au
			   Website: www.fpm.anzca.edu.au/ 

		  2007-spring-meeting/ 

25 - 27 October	 EFFECTIVE MANAGEMENT OF 
Brisbane	 ANAESTHETIC CRISES
Qld	 Venue: Queensland Health Skills  

		  Development Centre
			   Tel: 07 3636 6500 Fax: 07 3636 6501
			   Email: sdc-courses@health.qld.gov.au
			   Website: www.sdc.qld.edu.au

25 - 27 October	 2007 INTERNATIONAL DOCTORS’ 
Sydney	 HEALTH CONFERENCE
NSW	 Theme: Wellbeing
			   Venue: Sheraton on the Park Hotel
			   Contact: PO Box 121, St Leonards, NSW 2065
			   Tel: 02 9327 4024 Fax: 02 9327 4026
			   Email: info@doctorshealthsydney2007.org
			   Website: www.doctorshealthsydney2007.org

2 - 4 November	 9TH ANNUAL SPANZA PAEDIATRIC 
Perth	 ANAESTHESIA SCIENTIFIC MEETING 
WA	 AND WORKSHOPS
			   Venue: Fremantle Maritime Museum
			   Contact: Dr Craig Sims
			   Email: craig.sims@health.wa.gov.au
			   Website: www.spanza.org.au

7 - 10 November	 NEW ZEALAND ANAESTHESIA ASM 2007
Auckland	 Theme: Facts, Fads and Folklore
New Zealand	 Venue: Skycity Convention Centre, Auckland,  

		  New Zealand
			   Contact: Dr Helen Frith, Convenor.  

		  Middlemore Hospital, Private Bag 93311,  
		  Otahuhu, Auckland, New Zealand

			   Tel: +64 9 2760 000 Fax: +64 9 2704 702
			   Email: hfrith@middlemore.co.nz
			   Website: www.asm2007.co.nz

29 - 31 August	 CERTIFICATE IN HAUORA MAORI
Ngaruawahia	 Venue: Turangawaewae Marae, Ngaruawahia
New Zealand	 Contact: Louise Were, Mauri Ori Associates,  

		  PO Box 13081, Hamilton
			   Tel: 07 858 4940 Fax: 07 858 4914
			   Email: lou@mauriora.co.nz
			   Website: www.mauriora.co.nz

11 - 13 September	 BASIC ASSESSMENT AND SUPPORT 
Brisbane	 IN INTENSIVE CARE
Qld	 Venue: Queensland Health Skills Development 

		  Centre, Level 4, Block 6 Royal Brisbane &  
		  Women’s Hospital

			   Tel: 07 3636 6500 Fax: 07 3636 6501
			   Email: sdc-courses@health.qld.gov.au
			   Website: www.sdc.qld.edu.au
			   *Other courses available –  

		  please see website for details

14 - 18 September	 ASA 66TH NATIONAL SCIENTIFIC
Perth	 CONGRESS AND AOSRA-PM 
WA	 9TH BIENNIAL CONGRESS
			   Theme: A Regional Focus
			   Venue: Burswood Entertainment Complex
			   Contact: Congress West, PO Box 1248  

		  West Perth WA 6872
			   Tel: 08 9322 6662 Fax: 08 9322 1734
			   Website: www.asa2007.org.au

30 September - 	 9TH BIENNIAL CONFERENCE OF THE
3 October	 CARDIOTHORACIC, VASCULAR AND 
Port Douglas	 PERFUSION SPECIAL INTEREST GROUP
Qld	 Venue: Sheraton Mirage, Port Douglas
			   Contact: Ms Juliette Mullumby, ANZCA,  

		  630 St Kilda Road, Melbourne VIC 3004
			   Tel: 03 9510 6299 Fax: 03 9510 6786
			   Email: jmullumby@anzca.edu.au

7 October	 INTERACTIVE RISK 
Sydney	 MANAGEMENT CONFERENCE
NSW	 Theme: A risk management conference for doctors
			   Venue: Novotel Manly Pacific Sydney
			   Contact: Medical Insurance Group Australia
			   Tel: 08 8238 4444 Fax: 08 8238 4445
			   Email: conference@miga.com.au
			   Website: www.miga.com.au

10 October	 JFICM QLD REGIONAL COMMITTEE IN
Brisbane	 ASSOC WITH QLD ANZICS
Qld	 Theme: Can we continue to Admit?  

		  Resourcing ICUs and keeping the service running
			   Venue: Evan and Mary Thompson Auditorium, 

		  Wesley Private Hospital
			   Contact: Ms Sharon Miethke,  

		  Regional Administrative Officer, ANZCA,  
		  PO Box 1843, Milton QLD 4064

			   Tel: 07 3831 6686 Fax: 07 3839 5604
			   Email: qld@anzca.edu.au
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23 November	 PAEDIATRIC ANAESTHETIC CRISIS
Brisbane	 RESOURCE MANAGEMENT
Qld	 Venue: Queensland Health Skills  

		  Development Centre
			   Tel: 07 3636 6500  Fax: 07 3636 6501
			   Email: sdc-courses@health.qld.gov.au
			   Website: www.sdc.qld.edu.au

5 December	 JFICM QLD REGIONAL COMMITTEE IN 
Brisbane	 ASSOC WITH QLD ANZICS
Qld	 Theme: Coiling, Lysing, Stenting and everything  

		  else: Cutting Edge applications of Radiology  
		  in the ICU

			   Venue: Evan and Mary Thompson Auditorium,  
		  Wesley Private Hospital

			   Contact: Ms Sharon Miethke,  
		  Regional Administrative Officer, ANZCA,  
		  PO Box 1843, Milton QLD 4064

			   Tel: 07 3831 6686  Fax: 07 3839 5604
			   Email: qld@anzca.edu.au

6 - 8 December	 EFFECTIVE MANAGMENT OF 
Auckland	 ANAESTHETIC CRISES
New Zealand	 Venue: Advanced Clinical Skill Centre,  

		  University of Auckland
			   Contact: Liesl Ploos van Amstel
			   Tel: +64 9 373 7599 ext: 89304  Fax: +64 9 373 7971
			   Email: acscadmin@auckland.ac.nz
			   Website: www.acsc.auckland.ac.nz/emac.htm

2008

15 - 18 February	 AUSTRALASIAN SYMPOSIUM OF 
Melbourne	 ULTRASOUND AND REGIONAL 
Vic		 ANAESTHESIA (ASURA)
			   Venue: St. Vincent’s Hospital, Melbourne
			   Contact: Cassandra Hargreaves, ASURA Event  

		  Manager, PO Box 600, Edgecliff, NSW 2027
			   Tel: 02 9327 4022  Fax: 02 9327 7666
			   Email: chargreaves@fed.asa.org.au

3 - 7 May	 2008 ANZCA ASM
Sydney	 Theme: Anaesthesia: Science, Art and Life
NSW	 Venue: Sydney Convention Centre
			   Contact: Emma Bowyer, General Manager,  

		  ICMS Australasia Pty Ltd 
		  GPO Box 3270, Sydney NSW 2001

			   Tel: 02 9254 5000  Fax: 02 9251 3552
			   Email: emmab@icmsaust.com.au
			   Website: www.anzca2008asm.com

11 - 14 October	 AUSTRALIAN SOCIETY OF 
Wellington	 ANAESTHETISTS AND NEW ZEALAND 
New Zealand	 SOCIETY OF ANAESTHETISTS COMBINED 
			   SCIENTIFIC MEETING
			   Theme: Communication in Anaesthesia
			   Venue: Wellington Convention Centre,  

		  Wellington New Zealand
			   Contact: Liz Budden, CMSL, PO Box 24329,  

		  Manners St, Wellington
			   Tel: +64 4 479 4162  Fax: +64 4 479 4163
			   Email: asanzsa@cmsl.co.nz
			   Website: www.asanzsa2008.org.nz

16 - 17 October	 OBSTETRIC ANAESTHESIA CONTINUING
Blenheim	 MEDICAL EDUCATION MEETING
New Zealand	 Theme: 2020 - A Vision of the Future for 
			   Obstetric Anaesthesia
			   Venue: Montana Brancott Winery
			   Contact: Ms Juliette Mullumby, ANZCA  

		  Continuing Education, 630 St Kilda Road,  
		  Melbourne, Vic 3004

			   Tel: 03 9510 6299  Fax: 03 9510 6786
			   Email: jmullumby@anzca.edu.au

6 - 9 November	 SPANZA ANNUAL SCIENTIFIC 
Hunter Valley	 MEETING 2008
NSW	 Venue: Hunter Valley
			   Contact: Conference Secretariat
			   Tel: 02 4973 6573  Fax: 02 4973 6609
			   Email: spanza2008@willorganise.com.au
			   Website: www.spanza.org.au/index. 

		  asp?menuid=070.030



THE AUSTRALIAN AND NEW ZEALAND COLLEGE OF ANAESTHETISTS

FUTURE MEETINGS
OVERSEAS
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22 - 24 August	 XXI EDINBURGH ANAESTHESIA 
Edinburgh	 FESTIVAL 2007
Scotland, UK	 Venue: Royal College of Surgeons,  

		  Edinburgh, Scotland
			   Contact: Mrs C Middleton, Dept of Anaesthesia,  

		  Critical Care & Pain Medicine,  
		  Royal Infirmary of Edinburgh, 51 Little France Cres,  
		  Edinburgh, Scotland, EH16 4SA

			   Tel: +44 131 242 3292  Fax: +44 131 242 3138
			   Email: Cindy.Middleton@ed.ac.uk
			   Website: www.anaes.med.ed.ac.uk/ 

		  univ/festival.html

22 - 25 August	 GUIDELINES INTERNATIONAL NETWORK 
Toronto	 4TH ANNUAL CONFERENCE
Canada	 Theme: Collaboration in Clinical  

		  Practice Guidelines
			   Venue: Toronto, Canada
			   Contact: Office of Continuing Education &  

		  Professional Development,  
		  Faculty of Medicine, University of Toronto

			   Tel: 416 978 2719 Fax: 416 946 7028
			   Email: ce.med@utoronto.ca
			   Website: www.gin2007.org

8 - 15 September	 33RD ANNUAL SCIENTIFIC MEETING 
Sharm el-Sheikh	 OF THE EUROPEAN UNDERWATER AND 
Egypt	 BAROMEDICAL SOCIETY ON DIVING AND 
			   HYPERBARIC MEDICINE
			   Venue: Sharm el-Sheikh, Sinai, Egypt
			   Contact: Dr. Adel Taher, Secretary General of  

		  European Underwater and Baromedical Society  
		  Scientific Meeting 

			   Tel: +20 12 212 4292
			   Email: info@eubs2007.org
			   Website: www.eubs2007.org/

11 - 14 September	 THE ASSOCIATION OF ANAESTHETISTS 
Dublin	 OF GREAT BRITAIN AND IRELAND - 
Ireland	 ANNUAL CONGRESS 
			   Venue: Royal Dublin Society, Dublin
			   Contact: Nicola Heard/Emma Kearney
			   Tel: +44 20 7631 8805/8 Fax: +44 20 7631 4352
			   Email: meetings@aagbi.org
			   Website: www.aagbi.org/events/congress.htm

15 - 21 September	 THE GREEK CONFERENCE - KOS 2007: 
Kos	 CHALLENGES IN LAW, MEDICINE 
Greece	 AND SCIENCE
			   Theme: Challenges in Law, Medicine  

		  and Science
			   Venue: Grecotel Kos Imperial Thalasso,  

		  Kos, Dodekanese, Greece
			   Tel: 03 9690 2033 Fax: 03 9696 2937
			   Email: administration@greekconference.com.au
			   Website: www.greekconference.com.au

12 October	 AMERICAN SOCIETY OF CRITICAL CARE 
San Francisco	 ANESTHESIOLOGISTS 
USA	 20TH ANNUAL MEETING
			   Venue: San Francisco, California
			   Contact: American Society of Critical Care  

		  Anesthesiologists, 520 N. Northwest Highway  
		  Park Ridge, Illinois

			   Tel: 1 847 825 5586 Fax: 1 847 825 5658
			   Email: ascca@asahq.org
			   Website: http://ascca.org/

12 October	 2007 SOCIETY FOR AMBULATORY 
San Francisco	 ANESTHESIA (SAMBA) 
USA	 MID YEAR MEETING
			   Venue: San Francisco, California
			   Contact: Society for Ambulatory Anesthesia,  

		  520 N. Northwest Highway Park Ridge, Illinois
			   Tel: 1 847 825 5586 Fax: 1 847 825 5658
			   Email: samba@asahq.org
			   Website: www.sambahq.org/
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13 - 17 October	 AMERICAN SOCIETY OF 
San Francisco	 ANAESTHESIOLOGISTS  
USA	 ANNUAL MEETING
			   Venue: San Francisco, California
			   Email: annmtg@asahq.org
			   Website: http://www2.asahq.org/web/index.asp

18 - 20 October	 3RD INTERNATIONAL BALTIC CONGRESS 
Vilnius	 OF ANAESTHESIOLOGY AND 
Lithuania	 INTENSIVE CARE
			   Venue: Reval Hotel Lietuva, Vilnius, Lithuania
			   Contact: Conbaltas UAB, Baltic Conference  

		  Organizers - PCO, Kareiviu str. 6, LT-09117,  
		  Vilnius, Lithuania

			   Tel: +370 5 2120003 Fax: +370 5 2120013
			   Email: info@anestez2007.com
			   Website: www.anestez2007.com

10 - 13 November	 15TH ASEAN CONGRESS OF 
Bangkok	 ANAESTHESIOLOGISTS
Thailand	 Theme: Globalization and Cooperation in 

		  Anesthesia, Pain and Critical Care Medicine
			   Venue: Royal Cliff Beach Resort and Pattaya  

		  Exhibition and Convention Hall (PEACH)
			   Contact: Secretariat, Wildblue Organizer,  

		  19/2 Ekamai 10, Sukumwit 63, Klong ton,  
		  Wattana, Bkk10110

			   Tel: 66 0 2714 2590 1 Ext.12, 13  
		  Fax: 66 0 2714 2656 Ext.1

			   Email: secretariataca2007@gmail.com
			   Website: www.aca2007.org

17 - 18 November	 HONG KONG COLLEGE OF 
Hong Kong	 ANAESTHESIOLOGISTS AND THE 
China	 SOCIETY OF ANAESTHETISTS OF  

		  HONG KONG ANNUAL SCIENTIFIC 
			   MEETING IN ANAESTHESIOLOGY 2007
			   Theme: Expanding the Boundaries
			   Venue: Hong Kong Convention and  

		  Exhibition Centre
			   Contact: Secretariat, CMPMedica Pacific Limited,  

		  Unit 901 - 903, AXA Centre, 151 Gloucester Road,  
		  Wanchai, Hong Kong

			   Tel: 852 2559 5888 Fax: 852 2559 6910
			   Email: meeting.hk@asia.cmpmedica.com

7 - 11 December	 NEW YORK STATE SOCIETY OF 
New York	 ANAESTHESIOLOGISTS 61ST 
USA	 POSTGRADUATE ASSEMBLY IN 
			   ANESTHESIOLOGY
			   Venue: New York, USA
			   Contact: The New York State Society of  

		  Anesthesiologists, Inc., 85 Fifth Avenue, 
		  8th Floor, New York, NY 10003

			   Tel: 1 212 867 7140 Fax: 1 212 867 7153
			   Email: kurt@nyssa-pga.org
			   Website: www.nyssa-pga.org/

2008
24 - 29 February	 COLORADO REVIEW OF ANAESTHESIA 
Colorado	 AND SKI HOLIDAY (CRASH) 2008
USA	 Venue: Vail’s Marriott Mountain Resort and Spa
			   Contact: Beverly Janik
			   Tel: 303 372 6301 Fax: 303 372 6315
			   Email: Beverly.Janik@uchsc.edu
			   Website: www.cucrash.com/

2 - 7 March	 14TH WORLD CONGRESS OF 
Cape Town	 ANAESTHESIOLOGISTS
South Africa	 Venue: Cape Town International Convention  

		  Centre (CTICC)
			   Contact: Barbara Quantz
			   Tel: 00 32 2 641 7470 Fax: 00 32 2 641 7471
			   Email: info@optionsglobal.com
			   Website: www.optionsglobal.com /  

		  www.wca2008.com

17 - 22 August	 IASP 12TH WORLD CONGRESS ON PAIN
Glasgow	 Venue: Scottish Exhibition and Conference Centre
Scotland	 Contact: IASP. 909 NE 43rd St, Suite 30, Seattle,  

		  WA 98105, USA
			   Tel: 206 547 6409 Fax: 206 547 1703
			   Email: iaspdesk@iasp-pain.org
			   Website: www.iasp-pain.org/meetopen.html
			   * Additional Meetings can be found on the ANZCA  

		  website at www.anzca.edu.au



		  PREAMBLE

	 •	 The RANZCOG, the ANZCA, the RACGP and the ACRRM 
regard the safety and wellbeing of mother and baby as 
paramount during pregnancy, labour and the puerperium.

	 •	 Every woman in Australia and New Zealand should have access 
to a safe and appropriate level of maternity services, which 
should include access to anaesthesia and analgesia and essential 
support services.

		  STATEMENT

	 1.	 Training and Credentialling

	 1.1	 Obstetric anaesthesia and analgesia should only be 
administered by, or under the supervision of, medical 
practitioners with appropriate training, ongoing experience, and 
involvement in continuing professional development.

Refer to ANZCA Professional Document TE3 - Policy on 
Supervision of Clinical
Experience for Vocational Trainees in Anaesthesia:
http://www.anzca.edu.au/publications/profdocs/ 
traineduc/index.htm

Note: Joint ANZCA/ACRRM/RACGP Consultative Committee 
on Anaesthesia Advanced Rural Skills Curriculum Statement in 
Anaesthesia (Third Edition 2003)

Refer to ANZCA Professional Document PS2 - Statement on 
Credentialling inAnaesthesia:
http://www.anzca.edu.au/publications/profdocs/profstandards/
index.htm

	 2.	 Minimum Facilities for the Provision of Obstetric 
		  Anaesthesia and Analgesia Services

2.1 Patients should be informed prospectively of the obstetric 
anaesthesia and analgesia services offered by an institution. 
Where such facilities are limited, patients should be informed 
and offered transfer antenatally to a centre with more 
comprehensive services.

Refer to Joint Consultative Committee on Obstetrics of the 
RANZCOG and RACGP

(JCCO) Policy Statement on shared antenatal care for low risk 
obstetric patients in Australia (2003)  
(RANZCOG Statement WPI:9)  
http://www.ranzcog.edu.au/

	 2.2	 All healthcare facilities in which anaesthesia and analgesia 
services are provided for women in labour should have a system 
that offers such services on a 24 hour basis in a safe and timely 
manner. This includes the provision for continuity of care by 
appropriately trained medical practitioners for patients having 
epidural analgesia.

Refer to RANZCOG Statement C-Obs 14 Decision to delivery 
interval for Caesarean
Section (2005) http://www.ranzcog.edu.au

	 2.3	 Medical practitioners providing obstetric and anaesthesia care 
are responsible for developing and maintaining a professional 
relationship with each other in order that appropriate and 
timely anaesthesia and analgesia services can be provided. These 
services include antenatal assessment, analgesia, anaesthesia 
and assistance with management of high-risk patients with 
medical problems or requiring resuscitation. The relationship 
between those practitioners providing obstetric and anaesthesia 
care should include early referral of high-risk patients and a 
high level of communication.

	 2.4	 Operating theatres and recovery rooms should comply with the 
minimum essential standards as set out by ANZCA.

Refer to ANZCA Professional Documents  
T1 - Recommendations on Minimum Facilities for Safe  
Anaesthesia Practice in Operating Suites and Other 
Anaesthetising Locations
http:www.anzca.edu.au/publications/profdocs/ 
technical/index.htm and  
PS4 - Recommendations for the Post Anaesthesia  
Recovery Room
http://www.anzca.edu.au/publications/profdocs/ 
profstandards/index.htm

	 2.5	 Delivery Suites should comply with the specific 
recommendations as set out by ANZCA.

RANZCOG/ANZCA/RACGP/ACRRM

POSITION STATEMENT ON THE PROVISION OF 
OBSTETRIC ANAESTHESIA AND ANALGESIA SERVICES

Statement No.: WPI 14
Date of this document: March 2007
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		  Refer to ANZCA Professional Document  
T1 – Recommendations on Minimum Facilities for Safe 
Anaesthesia Practice in Operating Suites and Other 
Anaesthetising Locations

http://www.anzca.edu.au/publications/profdocs/ 
technical/index.htm

	 2.6	 Maternity units must have timely access1 to:
	 •	 Neonatal paediatric specialist consultation
	 •	 Operating theatres
	 •	 Resuscitation services
	 •	 Intensive care specialist consultation
	 •	 Haematology and Blood Bank services including specialist 

haematological consultation
	 •	 Policy Documents detailing methods of accessing  

emergency assistance
Where external services or transfer from the healthcare facility 
would be required for any service, a policy must be in place. 
These policies must be published and distributed, ready for 
emergency use.

	 2.7	 All hospitals should have a quality improvement program, 
including audit of the time to provide emergency  
operative delivery.

	 2.8	 A trained assistant for the anaesthetist should be present for all 
anaesthesia procedures.

Refer to ANZCA Professional Document  
PS8 - Guidelines on the Assistant for theAnaesthetist
http://www.anzca.edu.au/publications/profdocs/profstandards/
index.htm

1 Access here is taken to include methods of electronic and 
telephonic consultation available in rural contexts, and the level 
of Blood Bank services provided in rural centres.

	 3.	 Professional Standards
	 3.1	 Hospital antenatal classes should involve input from the 

anaesthesia service on anaesthesia and analgesia provided at 
that hospital, to facilitate the provision of informed medical 
consent.

Refer to ANZCA Professional Document  
PS26 - Guidelines on Consent for Anaesthesia or Sedation
http://www.anzca.edu.au/publications/profdocs/profstandards/
index.htm

100

	 3.2	 Maternity units, whose services include regional analgesia and 
anaesthesia services, should provide appropriate equipment 
and in-service training of midwifery and nursing staff in the 
management of regional analgesia and anaesthesia, and of 
patients in the recovery room.

Refer to RANZCOG Statement  
C-Obs 9 Standards for epidural/spinal anaesthesia in Obstetric 
Practice (2006)  
http://www.ranzcog.edu.au/ and  
ANZCA Professional Document  
PS3 - Guidelines for the Management of Major  
Regional Analgesia
http://www.anzca.edu.au/publications/profdocs/profstandards/
index.htm

	 3.3	 A medical practitioner must be designated to be responsible 
for the maintenance of clinical standards in the obstetric 
anaesthesia and analgesia service.

	 3.4	 Hospitals should be adequately staffed and resourced to allow 
antenatal anaesthesia assessment of women likely to require or 
seek anaesthesia and analgesia services.

	 3.5	 The primary role of the anaesthetist is with the care of the 
mother. Neonatal resuscitation services should be available from 
other sources.

	 4	 After-hours Provision of Obstetric Anaesthesia/Analgesia 
Services

	 4.1	 Hospitals undertaking obstetric care with anaesthesia and 
analgesia are responsible for the provision of 24 hour obstetric 
anaesthesia and analgesia services.

	 4.2	 Hospitals must have clearly documented lines of 
communication to ensure the availability of obstetric anaesthesia 
and analgesia services if needed in an emergency situation, 
including alternative options if a particular medical practitioner 
is unavailable.

	 4.3	 Medical, midwifery and nursing staff of maternity units must 
have regard for the level of emergency of delivery as set out in 
RANZCOG Statement C-Obs 14

Decision to delivery interval for Caesarean Section, ie:

Category 1 - Immediate threat to the life of a woman or fetus.

Category 2 - Maternal or fetal compromise but not immediately 
life threatening.

Category 3 - Needing early delivery but no maternal or fetal 
compromise.

Category 4 - At a time to suit the woman and the caesarean 
section team.

Statement No.: WPI 14
Date of this document: March 2007 continued
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Refer to RANZCOG Statement  
C-Obs 14 Decision to delivery interval for  
Caesarean Section (2005)  
http://www.ranzcog.edu.au/

	 4.4	 Maternity hospitals should be aware of the risk of fatigue and 
provide appropriate facilities to medical practitioners providing 
after hours obstetric anaesthesia and analgesia services.

Refer to AMA Position Statement: Workplace Facilities and 
Accommodation for Hospital Doctors  
http://www.ama.com.au/web.nsf/doc/SHED-5G3E6L

	 4.5	 Medical practitioners should be aware of the effect of fatigue on 
individual performance and be prepared to modify their work 
practice accordingly.

Refer to AMA Position Statement: Workplace Facilities and 
Accommodation for Hospital Doctors  
http://www.ama.com.au/web.nsf/doc/SHED-5G3E6L

Refer also to ANZCA Professional Document  
PS43 - Statement on Fatigue and the Anaesthetist 
http:www.anzca.edu.au/publications/profdocs/profstandards/
PS43.htm

		  References
	 1	 Spencer MK, MacLennan AL How long does it take to deliver a baby by  
		  emergency caesarean section?  
		  AustNZ J Obstet Gynaecol; 41:7-11
	 2	 Lessons from the Inquiry into Obstetrics and Gynaecological Services  
		  King Edward Memorial Hospital 1990-2000,  
		  Australian Council for Safety and Quality in Health Care, July 2002
	 3	 AMA National Code of Practice:  
		  Hours of Work, Shiftwork and Rostering for Hospital Doctors
	 4	  Joint ANZCA/ACRRM/RACGP Consultative Committee on  
		  Anaesthesia Advanced Rural Skills Curriculum Statement in  
		  Anaesthesia (Third Edition 2003)

		  Appendix

Definition of Anaesthesia
ANAESTHESIA means ‘absence of all sensation’.
General Anaesthesia is a state of drug-induced 
nonresponsiveness characterised by absence of response to 
any stimulus, loss of protective airway reflexes, depression of 
respiration and disturbance of circulatory reflexes.
Regional Anaesthesia is a state of drug-induced 
nonresponsiveness to any stimulus in a region of the body 
which has minimal, or no effect on consciousness, respiration 
or circulation (minor nerve blocks), or may affect consciousness, 
respiration or circulation (major nerve blocks such as spinal or 
epidural or caudal).

Definition of Analgesia
ANALGESIA means ‘absence of pain perception’.
Absence of pain sensation, or reduction in pain perception, 
is commonly induced by drugs which may act locally (by 
interfering with nerve conduction) or generally (by depressing 
pain perception).
Obstetric Analgesia may be achieved by regional techniques 
such as epidural, or by central techniques such as Entonox or 
an Opioid. Both techniques allow analgesia to be titrated to the 
effect desired. Anaesthesia, when necessary, may be provided by 
spinal or epidural, or by general anaesthesia.

		  Disclaimer

This College Statement is intended to provide general advice 
to Practitioners. The statement should never be relied on as a 
substitute for proper assessment with respect to the particular 
circumstances of each case and the needs of each patient.
The Statement has been prepared having regard to general 
circumstances. It is the responsibility of each Practitioner to 
have regard to the particular circumstances of each case, and the 
application of this Statement in each case. In particular, clinical 
management must always be responsive to the needs of the 
individual patient and the particular circumstances of each case.
This College Statement has been prepared having regard to the 
information available at the time of its preparation, and each 
Practitioner must have regard to relevant information, research 
or material which may have been published or become available 
subsequently.
Whilst the Colleges endeavour to ensure that College 
Statements are accurate and current at the time of their 
preparation, it takes no responsibility for matters arising from 
changed circumstances or information or material that may have 
become available after the date of the Statements.
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TE1	 (2005)	 Recommendations for Hospitals Seeking College  
			   Approval for Vocational Training in Anaesthesia

TE2	 (2006)	 Policy on Vocational Training Modules and Module 
			   Supervision (interim review)

TE3	 (2006)	 Policy on Supervision of Clinical Experience  
			   for Vocational Trainees in Anaesthesia

TE4	 (2003)	 Policy on Duties of Regional Education Officers  
			   in Anaesthesia

TE5	 (2003)	 Policy for Supervisors of Training in Anaesthesia
TE6	 (2006)	 Guidelines on the Duties of an Anaesthetist
TE7	 (2005)	 Guidelines for Secretarial and Support Services  

			   to Departments of Anaesthesia
TE8	 (2003)	 Guidelines for the Learning Portfolio for Trainees  

			   in Anaesthesia
TE9	 (2005)	 Guidelines on Quality Assurance in Anaesthesia
TE10 	 (2003)	 Recommendations for Vocational Training Programs
TE11	 (2003)	 Formal Project Guidelines
TE13	 (2003)	 Guidelines for the Provisional Fellowship Program
TE14	 (2007)	 Policy for the In-Training Assessment of Trainees  

			   in Anaesthesia
TE17	 (2003)	 Policy on Advisors of Candidates for  

			   Anaesthesia Training
TE18	 (2005)	 Guidelines for Assisting Trainees with Difficulties
EX1	 (2006)	 Policy on Examination Candidates Suffering from
				    Illness, Accident or Disability
T1		 (2006)	 Recommendations on Minimum Facilities for Safe 

			   Administration of Anaesthesia in Operating Suites  
			   and Other Anaesthetising Locations

T3		 (2006)	 Minimum Safety Requirements for Anaesthetic 
			   Machines for Clinical Practice

PS1	 (2002)	 Recommendations on Essential Training for Rural 
			   General Practitioners in Australia Proposing to 
			   Administer Anaesthesia

PS2	 (2006)	 Statement on Credentialling in Anaesthesia
PS3	 (2003)	 Guidelines for the Management of Major Regional 

			   Analgesia
PS4	 (2006)	 Recommendations for the Post-Anaesthesia  

			   Recovery Room
PS6	 (2006)	 The Anaesthesia Record. Recommendations on the 

			   Recording of an Episode of Anaesthesia Care 
PS7	 (2003)	 Recommendations on the Pre-Anaesthesia  

			   Consultation
PS8	 (2003)	 Guidelines on the Assistant for the Anaesthetist
PS9	 (2005)	 Guidelines on Conscious Sedation for Diagnostic, 

			   Interventional Medical and Surgical Procedures
PS10	 (2004)	 Handover of Responsibility During an Anaesthetic
PS12	 (2001)	 Statement on Smoking as Related to the  

			   Perioperative Period
PS15	 (2006)	 Recommendations for the Perioperative Care  

			   of Patients Selected for Day Care Surgery

PS16	 (2001)	 Statement on the Standards of Practice of a  
			   Specialist Anaesthetist

PS18	 (2006)	 Recommendations on Monitoring  
			   During Anaesthesia

PS19	 (2006)	 Recommendations on Monitored Care  
			   by an Anaesthetist

PS20	 (2006)	 Recommendations for Responsibilities of  
			   the Anaesthetist in the Post-Operative Period

PS21	 (2003)	 Guidelines on Conscious Sedation for  
			   Dental Procedures

PS24	 (2004)	 Guidelines on Sedation for Gastrointestinal 
			   Endoscopic Procedures

PS26	 (2005)	 Guidelines on Consent for Anaesthesia or Sedation
PS27	 (2004)	 Guidelines for Fellows who Practice Major  

			   Extracorporeal Perfusion
PS28	 (2005)	 Guidelines on Infection Control in Anaesthesia
PS29	 (2002)	 Statement on Anaesthesia Care of Children in 

			   Healthcare Facilities without Dedicated  
			   Paediatric Facilities

PS31	 (2003)	 Recommendations on Checking Anaesthesia  
			   Delivery Systems

PS37	 (2004)	 Regional Anaesthesia and Allied Health Practitioners
PS38	 (2004)	 Statement Relating to the Relief of Pain and  

			   Suffering and End of Life Decisions
PS39	 (2003)	 Minimum Standards for Intrahospital Transport  

			   of Critically Ill Patients
PS40	 (2005)	 Guidelines for the Relationship Between Fellows  

			   and the Healthcare Industry
PS41	 (2000)	 Guidelines on Acute Pain Management
PS42	 (2006)	 Recommendations for Staffing of Departments  

			   of Anaesthesia
PS43	 (2007)	 Statement on Fatigue and the Anaesthetist
PS44	 (2006)	 Guidelines to Fellows Acting on Appointments 

			   Committees for Senior Staff in Anaesthesia
PS45	 (2001)	 Statement on Patients’ Rights to Pain Management
PS46	 (2004)	 Recommendations for Training and Practice of
				    Diagnostic Perioperative Transoesophageal 

			   Echocardiography in Adults
PS47	 (2002)	 Guidelines for Hospitals Seeking College Approval  

			   of Posts for Vocational Training in Diving and 
			   Hyperbaric Medicine

PS48	 (2003)	 Statement on Clinical Principles for  
			   Procedural Sedation

PS49	 (2003)	 Guidelines on the Health of Specialists and Trainees
PS50	 (2004)	 Recommendations on Practice Re-entry for  

			   a Specialist Anaesthetist
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COLLEGE OF ANAESTHETISTS 
ABN 82 055 042 852
PROFESSIONAL DOCUMENTS

P = Professional  T = Technical  EX = Examinations  PS = Professional standards  TE = Training and Educational



103THE AUSTRALIAN AND NEW ZEALAND COLLEGE OF ANAESTHETISTS

	 1.	 INTRODUCTION

In-training assessment (ITA) of Trainees in Anaesthesia is an 
essential part of the Trainees’ education. It complements other 
methods of evaluation, such as the College’s examinations. ITA 
is a joint process of evaluation and goal setting by the Trainee 
and the Supervisor of Training (SOT), and requires active 
participation by the Trainee. It is essential that the assessment is 
conducted in accordance with sound educational principles, and 
that the principles of natural justice are observed.
The College’s ITA follows a formative process only. Formative 
assessment is personal and aims to be supportive of the Trainee. 

	 2.	 OBJECTIVES

	The objectives of ITA are to:
	 2.1	 Assess and assist with the Trainee’s progress towards 

appropriate goals.
	 2.2	 Provide regular feedback to Trainees.
	 2.3	 Develop any remedial activities for the Trainee that may be 

required. 
However, the failure to fully achieve the objectives will not 
invalidate the process.

	 3.	 PROCESS

	 3.1	 It is the responsibility of each Trainee to maintain his or her 
Learning Portfolio throughout training. It should include 
originals or copies of formal documents related to training as 
well as voluntary documentation such as a log-book. It MUST 
contain the original signed copy of the ITA – 2 form from each 
final assessment with a SOT, and SHOULD contain all self 
evaluation of performance forms.

	 3.2	 Formal assessment meetings must occur between the SOT and 
each Trainee at the beginning (the initial interview) and end (the 
final interview) of each six month period (or sooner if the term 
is less than six months). Trainees can initiate these meetings. 
Additional meetings between the Trainee and SOT should occur 
as appropriate. There should also be regular group meetings 
between the SOT and the Trainees together with the Head of 
Department if appropriate. 

	 3.2.1	 Any Trainee experiencing difficulty should bring this to the 
attention of the SOT as early as possible.

	 3.2.2	 The initial interview between the SOT and the Trainee will 
review the Trainee’s previous performance, and set appropriate 
goals for the next training term. This will involve review of the 
Trainee’s Learning Portfolio, and self evaluation, which is to be 
completed using an ITA – 1 form. The SOT will contact other 
SOTs if necessary to assist with this process. 

	 3.2.3	 At the final assessment interview, the SOT and Trainee will 
review and discuss the trainee’s performance during the 
completed attachment.

	 3.3	 The formal assessment of the Trainee’s performance over the 
previous attachment should be based upon:

	 3.3.1	 An assessment by the three senior staff who are best placed to 
provide that assessment. Each must complete an ITA – 1 form, 
and/or:

	 3.3.2	 An assessment by a consensus meeting of the senior staff of the 
Department in writing using an ITA – 1 form.

	 3.3.3	 The SOT should use this information to complete the ITA – 2 
form. Prior to the final interview, the Trainee should be asked 
to complete an ITA – 1 form as self evaluation. This information 
will be used to discuss the past term and to establish goals for 
the next one. The ITA-2 form must be signed by the Trainee 
and the SOT, after the Trainee has had an opportunity to add 
comments.
(The signature is to confirm receipt of the ITA, it does not 
necessarily indicate acceptance of all its contents).
If the Trainee is continuing at the same institution for the 
following six months, then the final interview should be joined 
with the initial interview for the next term.

	 3.4	 The signed original copy of the ITA – 2 form will be retained 
by the Trainee, along with any self evaluation forms the Trainee 
completed, and inserted into the Trainee’s Learning Portfolio. 
A copy of the signed ITA – 2 form should be submitted to the 
Regional Education Officer (REO) by the SOT within two weeks 
of the assessment.
The REO will review these forms to ensure completeness of the 
documentation before forwarding them to the College where 
they will form part of the Trainee’s central record.

	 3.5	 The following points may assist senior staff and SOTs in 
situations where the Trainee’s performance is not at the level 
indicative of a satisfactory assessment.
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	 3.5.1	 If there is a performance less than that “consistent with level 
of experience” in any of the skills/attitudes/abilities listed on 
the ITA-2 (indicative of a consensus view of the senior staff 
involved), then this matter must be discussed with the Trainee 
with a view to establishing remedial strategies. An isolated 
“unsatisfactory” attribute does not necessarily constitute an 
unsatisfactory assessment.

	 3.5.2	 A consistent unsatisfactory attribute over more than one 
assessment or multiple unsatisfactory attributes on the one 
occasion must be discussed with the Trainee and remedial 
strategies drawn up. The Trainee should be told in writing that 
his/her future performance will be specially monitored, and 
planning for the next term should take that requirement into 
account. It may be advisable to consult with the hospital’s 
human resources department at this time. 

	 3.5.3	 Continued performance during serial assessments which is 
less than “consistent with level of experience” may be indicative 
of a situation which should be discussed with the Head of 
Department, with the REO, and reported to the Chief Executive 
Officer of the College.

	 3.5.4	 Advice as to remedial strategies can be obtained through the 
REOs and from the Education Unit at the College.

	 4.	 UNSATISFACTORY ITA PERFORMANCE

	 4.1	 When a Trainee consistently performs at a level which is 
considered to be below that to be acceptable for a developing 
specialist anaesthetist, not withstanding repeated documented 
attempts at remediation, then the provisions outlined in College 
Professional Document TE18 Guidelines for Assisting Trainees 
with Difficulties section 7 should be considered. This will require 
that processes outside In-Training Assessment are invoked. 
Any serious errors or incidents affecting patient safety may also 
trigger a review of the Trainee and his/her performance.

	 4.2	 If a satisfactory resolution cannot be achieved using the 
provisions of College Professional Document TE18 Guidelines 
for Assisting Trainees with Difficulties, further assistance can be 
obtained using the Trainee Performance Review.

	 4.3	 Advice on both these processes can be obtained through the 
REOs and the College’s Chief Executive Officer.

	 5.	 PRIVACY

Information collected in relation to Trainees will be held, used 
and distributed as provided in the College’s Privacy Statement 
and as permitted by law.
Ordinarily each ITA will only be considered by the College, 
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and used for the purposes of the Training Program. It will 
not ordinarily be provided to the hospital/employer – unless 
the College believes it is appropriate to do so in the interests 
of patient safety, An ITA is not intended to be used for 
employment purposes, and is intended solely for use in the 
training program in accordance with the above objectives. ITAs 
may be shared with SOTs in subsequent rotations, especially 
to assist in the supervision, remediation and assessment of 
progress of Trainees.

COLLEGE PROFESSIONAL DOCUMENTS
College Professional Documents are progressively being coded 
as follows: 
TE	 Training and Educational 
EX	 Examinations 
PS	 Professional Standards 
T	 Technical 
POLICY - defined as ‘a course of action adopted and pursued by the 
College’. These are matters coming within the authority and control 
of the College. 

RECOMMENDATIONS - defined as ‘advisable courses of action’. 

GUIDELINES - defined as ‘a document offering advice’. These may 
be clinical (in which case they will eventually be evidence-based), or 
non-clinical. 

STATEMENTS - defined as ‘a communication setting out 
information’. 
This document is intended to apply wherever anaesthesia is administered. 

This document has been prepared having regard to general circumstances, and 
it is the responsibility of the practitioner to have express regard to the particular 
circumstances of each case, and the application of this document in each case. 

Professional documents are reviewed from time to time, and it is the responsibility 
of the practitioner to ensure that the practitioner has obtained the current version. 
Professional documents have been prepared having regard to the information 
available at the time of their preparation, and the practitioner should therefore have 
regard to any information, research or material which may have been published or 
become available subsequently. 

Whilst the College endeavours to ensure that professional documents are as current 
as possible at the time of their preparation, it takes no responsibility for matters 
arising from changed circumstances or information or material which may have 
become available subsequently. 
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