
RDMA President’s Message ... Dr Wayne Herdy

The Redcliffe & District Local Medical Association sincerely 
thanks QML Pathology for the distribution of the monthly 
newsletter. 

See Woorim Beach, Bribie Island featuring in our 
Historical Pictorial in this edition page 3 and our 
regular Where We Live And Work segment Page 20 
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PRESIDENT’S REPORT
As we approach our Annual General 
Meeting, the opportunity is coming for 
any members who are prepared to make 
a contribution to your Local Medical 
Association.

Our Executive Committee will be elected 
at the AGM.  Our Executive consists of four 
members – a President, a Vice-President, a 
Secretary, and a Treasurer.  All positions will 
be declared vacant and all incumbents will be 
eligible for re-election if nominated.

I am at the end of my second year as RDMA President.  In the 
past, I spent 4 years as President of the Sunshine Coast LMA 
and a similar time as its Vice-President.

Kimberley Bondeson has been my Vice-President for one year.  
She has also been on the Branch Council of AMA Queensland.  
She has hosted meetings when I could not be there or if I was 
arriving late.

Ken Fry has been our Secretary for 5 years.  The position of 
Secretary is not just a token position.  As well as fulfilling statutory 
requirements required of all not-for-profit organizations, Ken 
has always offered wise counsel when sought.  The President 
of smaller organisations always needs the advice and support 
of key advisers, who add further dimensions to the collective 
opinion of the committee.

Peter Stephenson has been our Treasurer for 5 years, and has 
past experience in the President’s chair.  The role of Treasurer 
is not onerous, given our limited budget, but is critical to the 
legal functioning of any organization and guarantees our 

accountability to our members.

Service on the Executive Committee is a way of giving something 
back to your profession.  It is also an avenue for members to 
achieve particular outcomes where they see nobody else 
working to those ends.  LMA’s are a training ground for medical 
politics – our own LMA has boasted an extraordinary number 
of AMAQ Presidents or Presidential candidates, and an even 
larger number of past and current Branch Councillors and 
Federal Councillors.  Not all committee members aspire to 
the larger world of medical politics, but for those who want 
the experience, there is no better place to learn (and make 

mistakes) than when you are among friends.  Friends are a lot 
more forgiving than those who inhabit the hostile world occupied 
by real politicians.

With the AGM looming close, I now invite all members to 
consider nominating for one of the committee positions.  
New blood and new ideas are always needed and always 
welcome.  If you don’t pick the nomination form from the LMA 
Newsletter, phone any of the present committee members or 
our QML liaison officer, and we will be happy to tell you what 
the positions involve and help you to complete a nomination 
form.  It is always healthier for our LMA to choose its committee 
by democratic election than by default – the Association gets 
the best candidates, and the successful candidates are given a 
genuine mandate supported by the membership.

Wayne Herdy.

Profile Margaret MacPherson
Introducing Margaret MacPherson who 
has taken over the role of QML Pathology 
Medical Liaison Officer for the Redcliffe 
Branch. Margaret brings a variety of 
knowledge and skill base gained over her 
20 years with QML Pathology. 

She has carried out a number of roles 
within the company including Scientist at the Cairns 
branch. In 2007 Margaret and her family transferred back 
to Brisbane where she took on the role of Liaison Officer 
looking after the North West area of Brisbane.   Margaret 
is looking forward to working with the medical practices in 
the area and being part of the team in order to ensure your 
patients receive high quality care.
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Woorim Beach
permanent population of 3,000 locals.  
Over recent years the people friendly beach 
and township has undergone a makeover 
accommodating and revitalising new parks, 
barbeque facilities, picnic areas and a concerted 
effort has been made to manage erosion of 
Woorim Beach itself.  The Shoreline Erosion 
Management Plan started in conjunction with the 

Caboolture Shire Council and the Woorim Beach 
Reference Group in 2007.  This working party 
then commissioned Dean Patterson a consulting 
coastal engineer of BMT WBM Pty Ltd to develop 
an erosion plan.  The results of this mobilised joint 
merger is Woorim Beach’s pristine sandy beach 

and people friendly facilities which we utilise 
regularly to enjoy daily walks, barbecues, picnics 
and socialising in one of Queensland’s most 
beautiful day trip and holiday destinations. 

W o o r i m 
Beach is 
l o c a t e d 
on the 

surf coast of Bribie Island stretching roughly in a 
North and Southern direction from Skirmish Point. 
The Northern tip is only a few hundred metres from 
Caloundra City on the Sunshine Coast.  Woorim 
Beach’s length is approximately 30 kilometers and 
it is the closest surf beach to Brisbane situated on 
the eastern side of Bribie Island.  

Bribie Island is protected on the south-eastern side 
by Moreton Island which makes the surf at Woorim 
Beach a popular safe favourite for families with 
young children.  The Bribie Island Surf Life Saving 
Club patrols the beach ensuring this tropical 
destination with its vibrant white sandy beach ideal 
for fun filled swimming and surfing activities is safe 

for locals and visitors to enjoy.  

Woorim’s main industry is tourism catered for by 
coffee shops, general business, hotel, clubs and 
restaurants and various accommodation types.  
A caravan park caters for permanent and casual 
guests too.  Woorim Beach is the access point for 
the ‘on the beach’ camping facilities.  There is a 
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AUSTRALIAN MEDICAL ASSOCIATION QLD 
PRESIDENT
Dr Richard Kidd

Even though I have only been in my role as AMA 
Queensland President for a few short weeks I 
am already tackling current challenges facing 
clinicians within the profession. Two in particular 
I will mention are overseas trained doctor and the 
Queensland Health pay issue.

Many of you will have seen recent media coverage 
on Bundaberg Base Hospital in particular and the 
activities of a couple of so-called ‘foreign doctors’. 
The stories reported were concerning. Patient 
care must always comes first and a complaint of 
negligence against any doctor, no matter where 
they are from, needs to be thoroughly investigated.  
 
However, I have publicly cautioned the people of 
Bundaberg against questioning the abilities of all 
internationally trained doctors. Creating a potential 
‘witch-hunt’ against internationally trained doctors 
could be harmful, as internationally trained doctors 
fill an important need in rural and remote Australia.

The majority of our overseas doctors come from 
world-class medical institutions and meet rigorous 
Australian standards before working with patients. 

All internationally-trained doctors receive 
appropriate support from their relevant colleges 
and Queensland Health and I encourage the 
community to provide support to all IMGs and 
recognise the excellent work they do.

Regarding the Queensland Health pay issue, at the 
end of June, Queensland Health sent employees 
a letter advising they had been overpaid during 
the past 15 months since the introduction of 
the new payroll system. We understand from 
Queensland Health that almost half of their 
employees have received such a letter. From 
our discussions with AMA Queensland members 
since the start of the payroll issues, the problems 
have caused considerable stress, suffering 
and financial hardship and continue to do so. 
 
The letters AMA Queensland has sighted contain 
insufficient detail to be able to determine whether 
the alleged overpayment is accurate. If you have 
received a letter asking for re-payment and you 
query whether it is correct, we highly recommend 
you contact a Queensland Health case officer who 
will provide you with a hardcopy of the payroll 
information used in making the calculations. 
This further information should hopefully assist 
you in determining how Queensland Health 
has arrived at its conclusions. If you are still 
not satisfied they are correct, then you are 
within your rights to dispute their calculations.  
 
At anytime throughout the process please do not 
hesitate to contact the AMA Queensland Workplace 

Relations team 
who can assist you, 
both with the process 
or attend any meeting 
with you. This service 
is provided as part of 
AMA Qld membership, a t 
no extra cost and we 
have advisers who can assist with 
overpayment queries. If your colleagues are 
seeking information or representation, please 
pass on contact information, as this is a problem 
affecting all medical officers. We are also working 
with the medical defence organisations (MDOs) 
to ensure representation and you should contact 
your MDO if you require further information.  
 
Queensland Health should approve an independent 
accountant to review the information if you are 
unsatisfied with the accuracy of the claims. We 
suggest that you discuss this with your case officer 
or AMA Queensland Workplace Relations Team as 
to when this process can be commenced. 

Following regular teleconferences and a recent 
meeting with the Premier and Queensland Health 
Minister, AMA Queensland are pleased to report 
significant progress:

•	 A temporary moratorium on 
the overpayment recovery process. 

•	 A focus on ensuring under-payments 
are rectified as a priority. 

•	 The appointment of an external workplace 
ombudsman to handle complaints and to 
determine the length of the moratorium. 

•	 Provision of more support for line managers 
and better recognition for payroll staff. 

•	 The trailing of new pay cycle 
arrangements at a number of sites.

•	 Queensland Health Minister has given 
an undertaking to increase resources 
to clinicians to relieve the bureaucratic 
burdens and free them up to do clinical 
work. 

Check back on the AMA Queensland website 
www.amaq.com.au for updates and frequently 
asked questions regarding the Queensland Health 
Payroll Overpayments. 

I am looking forward to getting to the Redcliffe LMA 
meeting in the near future to discuss what is going 
on both locally and Federally within health.

Dr Richard Kidd 
AMA Queensland President
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PAEDIATRIC DIABETES ELECTRONIC eCARE PLAN FORM
‘‘AWARDED ISPAD INTERNATIONAL PRIZE’’ - Diabetes Service

Nicholas Woolfield, Academic & Community Consultant  

Dr Nick Woolfield and the Primary & Community 
Health Services Diabetes Team have been awarded 
funding to further develop ‘electronic paediatric 
diabetes care plans’ for children and adolescents 
with type 1 diabetes.

Dr Woolfield first introduced 
the concept of an electronic care 
plan in 2007 to improve the 
management of children with type 
1 diabetes. Care plans are created 
on a computer based file and 
are updated at each clinic with 
information including HbA1c, 
changes to insulin doses, client 
problem areas and expected 
outcomes. The plans are provided 
electronically (and in hard copy), to 
client families and, with consent, forwarded to relevant 
professionals at the child’s school or daycare.

A review, lead by Paediatric Diabetes Educator Julie 
Tasker, demonstrated that electronic care plans were 
highly valued by families and assisted them to self 
manage. A working group was set up to further develop 
the concept and in October 2010 the Electronic 
Paediatric Diabetes Care Plan Project was awarded 
funding from Novo Nordisk Regional Diabetes Support 
Queensland.  

The funding has enabled Nick Woolfield and the Primary 
& Community Health Services Diabetes Team to engage 
Project Officer, Karen Bond, and work with Manager 
of Business Systems Unit, Michelle Mancktelow, to 
develop a comprehensive electronic Care Plan Form 
with secure access for 
internal and external 
stakeholders.  

The Project has seen the 
care plan developed from 
a basic work document to 
one which is more user 
friendly, has a clearer 
layout and has improved 
ability to meet the needs 
of clients. The care plans 
will be stored electronically but will also be linked to 
the existing Queensland Health systems so that other 
health professionals can access up to date relevant 
information of clients.  

It is also hoped that the care plans will be able to be 

transferred electronically to General Practitioners 
(GPs) so they can remain up to date with their client’s 
current treatment in the future. The eCare Plans are 
due to be re-released in the Adobe Acrobat Livecycle 

format in approximately 6-8 
weeks time.   

On 5 July this project was 
awarded the 2011  ISPAD Prize 
for Innovation in Paediatric 
Diabetes Care (Sponsored by 
Novo Nordisk within their 
DAWN™ Youth Initiative).  This 
international prize from the 
International Society for Pediatric 
and Adolescent Diabetes and it is 
the first time the prize has been 

awarded to a group in Australia or 
NZ.  It includes a USD $3000 to the service and is an 
international acknowledgement of this being regarded 
as of world class standard and worthy of recognition.  
The award will be given at the annual meeting in Miami 
in October this year.

Julie Tasker and Nick Woolfield

Karen Bond and Michelle 
Mancktelow
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•	 Full Service 
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•	 Portfolio Administration
•	 Superannuation 
•	 Self Managed Super 

Funds
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•	 Investment Research
•	 Life & Income 

Protection Insurances

To receive our complimentary newsletters contact 
the RBS Morgans Redcliffe team

www.rbsmorgans.com

93 Landsborough Ave 
Scarborough QLD 
Phone:  (07) 3897 3999
Email:   ashley.greaves@rbsmorgans.com
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scheme, that a carbon tax is not susceptible to 
‘strategic behaviour’ by both governments and firms to 
distort the market by purchasing permits to off-set their 
emissions.

< They are economically efficient in that they are 
transparent, simple and can have a wide coverage.

< Undoubtedly they are a revenue source. Ideally, 
they could result in other taxes being reduced, or the 
proceeds of the carbon tax could be redirected to 
those most affected to ensure that the introduction of a 
carbon tax remains revenue neutral.

Disadvantages to carbon taxes:
< The fundamental aim of a carbon tax is to 
reduce fossil fuel emissions. However there 
is no guarantee that emissions will decline. 
Especially if the source that is being tax is 
unresponsive to price increases.

< There is an argument that the level of 
carbon tax needed to produce the best 
outcome can never be known in advance. As 
such, the carbon price may need to be altered 
to produce the desired effect. This could make 
the carbon tax politically vulnerable.

< We have seen overseas (mainly in Europe) 
that lobby groups have been successful 
in gaining exemptions for highly affected 
industries. This reduces the effectiveness of 
these taxes.

< A carbon tax could see activities that are 
highly carbon intensive and hence particularly
vulnerable to relocate offshore. 

< To date it has not received much support 
as the internationally preferred method of 
controlling greenhouse gas emissions. To date 
the international community appears to prefer 
the cap-and-trade approach.

< Finally, it is a tax, and therefore politically 
unpopular by its very nature.

Source: RBS Morgans “Carbon Tax 101” 
July 2011 

Pros and Cons of a Carbon Tax
The carbon tax has been controversial but with all 
controversy there are usually two schools of thought 
and each believes their argument is correct. Below we 
have tried to provide a balance view regarding the tax.

Some advantages to a carbon taxes:
< A carbon tax can be implemented quickly and puts 
a limit on the cost of emissions reduction.

< They offer the market permanent incentives to 
reduce emissions. This is different to the emission 
trading scheme 

< There is a view that unlike an emissions trading 
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The RDMA 22/06/11 meeting was presided over by Dr Kimberley Bondeson, RDMA’s Vice President 
who introduced Merck Serono Representative who was the sponsor for the meeting and the speaker 
was Dr James Moir, Clinical Director IVF Sunshine Coast and IVF Caboolture whose topic was ‘What’s 

New In IVF?’ Anti Mullerian Hormone

Chairperson Kimberley Bondeson 
Meeting Sponsor: Merck Serono

Donna O’Sullivan discussed Redcliffe 
Hospital services, waiting lists and 
electronic referrals. See article on page 13

Tracey Blackmur & Margaret McPherson

IVF TEAM: Pravin Kasan, James Moir, 
Christine Lucas& Mahilal Ratnapala

Presenter: James Moir

Natalie Ong and Ham Ong

Donna O’Sullivan and Collin Holloway

Nayana Weerasinghe Peter Stephenson & Mahilal Ratnapala
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SNAPSHOT FROM THE PAST
REDAMA Newsletter from June, 1989 Issue 4

HISTORICAL ARTICLE - Quality & Freedom Objectives
REDAMA Newsletter from June 1989 Issue 4, Page 3
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A Personal Perspective on the Practice of Primary Care Medicine 
‘‘OF DOGS, CATS, RATS AND BATS’’

Dr Raymond Collins
One of the first things I learned when I started in General 
Practice some twenty years ago was that you could divide patients into 
one of four groups, according to the way they approached their primary 
care medical practitioner(s)...
Firstly, there were the “Dog” patients, who related very directly with 
the person they saw as “their” doctor. Whether on the strength of the 
doctor’s personal qualities, or the perception of socio-cultural rapport, or 
perhaps the level of trust and confidence engendered in the relationship, 
the result of many years of positive outcomes, these patients would 
attend the Practice with the specific intention of seeing you, their doctor, 
and nobody else. If, hypothetically, you moved to a new practice some 
distance away, Dog patients would make every effort, within reason, to 
keep seeing you.
“Cat” patients on the other hand related not so much to the doctor as to 
the Practice itself, or the location of the Practice, a simple question of 
geography. In truth they would probably prefer to see the same doctor 
each time they attended, but their first priority was to see a doctor, any 
doctor, and preferably at the next available opportunity. 
“Rat” patients, as you may have guessed, showed no particular loyalty 
to anybody or any Practice, the so-called “highway cruisers” looking 
for any medical establishment to fulfill their immediate medical needs. 
A quick skin check or spot diagnosis, a repeat pill prescription, a plea 
for antibiotics for a sore throat, etc. Of course some Rat patients would 
have more sinister agendas, such as Doctor Shopping and/or drug-
seeking behaviour.
But it was always the fourth category that fascinated me the most. 
“Bat” patients is a term I used after reading an article about a survey 
conducted in the Eastern Suburbs of Sydney back in the 1990’s. 
Apparently the average person in that area had 3.2 doctors, making 
them neither Dog, Cat or Rat patients. That odd statistic needed some 
explaining.
It seems that the from the patient’s perspective, one of the first things 
they do is distinguish between the so-called “Big Sick” and the “Little 
Sick”. The “Big Sick” is something relatively serious, or potentially 
so. The atypical systemic illness, bizarre neurological symptoms, the 
child with abdominal pain, the brittle diabetic, etc. Illnesses mandating 
a detailed history, examination and investigations, even possibly 
hospitalisation. 
For the “Big Sick”, the patient would seek out a specific doctor with a 
reputation for thoroughness and attention to detail, knowing full well 
they would probably have to wait, and they would do so, gladly, even an 
hour or more if necessary, because after all, that was the whole point! 
This doctor was quite likely taking the same due care and attention with 
the patient currently being seen as he would have been expecting for 
himself.
On the other hand, for the “Little Sick”, a blood pressure check up, 
an allergic skin reaction, some travel advice etc, this patient would 
probably use their favourite six-minute turnstile clinic, knowing that they 
would be seen promptly by somebody reasonably competent and still 
be home in time for their daughter’s sleep-over party.
Continuing with the metaphor of a bat flying around using echo-location 
to differentiate its surroundings, these “Bat” patients would then choose 
a doctor to satisfy their other specific needs and circumstances. 
For example, the patient with small children might attend a doctor 
perfectly suited for his or her own medical needs, but this doctor might 
feel less than comfortable treating small children. The premises might 
even project a stylish ambience totally at odds with a child-friendly 
environment. Meanwhile, a block away another doctor’s waiting room 
is shamelessly outfitted like Play School, as kids with lollipops emerge 
from their consultation, beaming from ear to ear. 
A female “Bat” patient might balk at the thought of her regular male 
doctor doing her Pap smears or breast checks, and prefer to attend a 
female doctor or the local Women’s Health Clinic. Another “Bat” patient 
might prefer to attend a Skin Clinic for their multiple solar keratoses or 
BCC’s, unbeknownst to their regular GP, who may well have given the 
impression that dermatologic procedures was not their strong suit.
Hence the 3.2 doctors per patient idea. Which got me to thinking 

about this whole idea 
of patients as 
consumers of 
medical resources, in a model which 
meets their need to feel satisfied with 
the level and type of service they are 
receiving, while at the same time 
meeting their equally important need to 
balance the other priorities in their lives, 
such as their working hours and family 
commitments.
It struck me as self-evident that if patients can choose the type and style 
of their medical attendants, for the lifestyle reasons given above, then 
doctors should also be able to “create a Practice in their own image” 
so to speak. I call this concept “Boutique Medicine”, and I firmly believe 
that it is in every doctor’s best interest to practise in this way, not by 
default and not by artifice, but by design. 
Just as in any large shopping centre, you will find clothing boutiques 
like Roger David or Diana Ferrari, aimed squarely at certain male or 
female clientèles, while across the arcade is a City Beach shop with an 
altogether different ambience and clientèle, so too should every doctor 
express his or her individuality in their style of Medical Practice.
I decided long ago that despite the trend in the general business world 
toward amalgamations and larger and larger retail outlets, and away 
from the traditional “corner shop” style of business, medicine is not a 
commercial enterprise in that sense, nor is it a production-line business 
model, as many medical entrepreneurs would have us believe. 

As I was just just starting out in General Practice all those years ago, 
with few if any misgivings as to the level of my academic or technical 
competence, I remembered a pertinent aphorism I had learned while 
working as an O&G Senior Registrar in the UK, in the years preceding 
my return to Australia. 
It was simply called “The three A’s of Harley Street” and at the time I 
considered it was no more than a tongue in cheek recipe for a successful 
career in private medical practice: “Availability, Affability, Ability, and in 
that order!” As anti-intuitive as it sounded, with a little circumspection, I 
was quickly convinced of its veracity.
Of course what it was really saying is that, when push comes to shove, in 
the minds of a great many of our patients, it is not egocentric perceptions 
of vaulting clinical prowess that makes or breaks reputations. It is the 
little things, the common courtesies, performed humbly, willingly and 
with genuine concern for the feelings of others. Simply being there 
to answer questions or allay anxiety. Words of comfort when there is 
nothing else that can be done, the offer of further assistance as the 
need arises… these are the things that really matter, not just to patients, 
but to human beings in general. To paraphrase another British saying, 
“Duty of Care must not just be done, it must be seen to be done.”
So there you have it, the reasons I prefer to work as a solo GP in what 
I call a Boutique Practice. I have asserted my right to perform medicine 
on my own terms, without pretense or affectation, and my patients 
appreciate the honesty in that. They know exactly who and what to 
expect when they attend my Practice, having voted with their feet, and 
I like to think they derive as much satisfaction out of the professional 
encounter as I do in providing it. I even flatter myself that my patients 
actually like me, not necessarily as a doctor, but as a person. 
And that, my dear colleagues, is the pièce de résistance, the game, 
set and match of my argument. When you consider what is probably 
every doctor’s worst nightmare, the constant threat of medical litigation, 
and when you understand the true reasons why it happens, at least in 
a substantial percentage of cases, you come to the realisation that, 
apart from good record keeping, which I accept as a given, the only real 
protection we have against being sued is the hopefully justifiable belief 
that our patients actually like us! 
After all, the most basic need of the human soul is the need to be 
appreciated. Remember, there are five billion people on the face of this 
planet who go to bed hungry every night, but there are seven billion 
people on the face of this planet who go to bed hungry every night for a 
simple piece of honest appreciation, a compliment If you will. 
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CABOOLTURE PRIVATE HOSPITAL Oncology Unit
 Helen Jones, Director of Clinical Services

The Oncology Unit at Ramsay Health’s Caboolture 
Private Hospital has now been operational for 9 
years and provides a local service for patients in 
the Moreton and Sunshine Coast regions who are 
requiring Chemotherapy treatment.

This is a spacious self contained Unit allowing total 
privacy and carers are welcome to sit with patients 
during treatment if desired. Patients and carers 
are educated thoroughly regarding treatment and 
patient care.  

The hospital is easy to locate and access, 
particularly for the disabled and there is free car 
parking.

Refreshments are readily available for patients 
and carers and special meals can be arranged to 
suit dietary needs where required.

The Unit also has a small resource library for 
patients and carers. 

 A weekly visiting consultant Oncologist ( Dr Rick 
Abraham ) and Haematologist 
(Dr Mark Bentley ) provide 
ongoing care to patients and 
a dedicated Receptionist 
in the unit  makes patient 
appointments for ongoing 
care and other services 
eg: x-rays, scans, POC 
insertions, assists with 
account enquiries and assists 
with other appointments or 
transport needs.

All oncology staff are fully qualified oncology 
trained registered nurses (RN) and an oncology RN 
is always available by telephone to be a resource 
for ward staff, and patients and their carers. All 
oncology staff are proficient in IV Cannulation 
which assists in the provision of holistic care.

The hospital has contracts with all Private Health 
Insurance companies and with  DVA for veterans. This 
means that patients with private health insurance 
or who have DVA entitlements can be treated in the 
Unit or the hospital and be covered, including their 
medications – some of which would otherwise be 
prohibitively expensive.

Generally, 
the unit 
c a n 
p r o v i d e 
the vast 
m a j o r i t y 
of general 
and specialised oncology treatments. There are 
of course occasional exceptions, where tertiary 
related facilities may be required. 
Services provided include:

•	 Chemotherapy treatment for various 
cancers – colo-rectal, breast, lung, 
pancreatic, stomach, haematological 
malignancies, testicular, prostate, 
mesothelioma, bladder etc.

•	 Blood product support therapy
•	 Biphosphonate therapy eg Zometa
•	 Biologic therapy eg Orencia & Remicade
•	 Central Venous Access Device 

maintenance [PICC/POC]

Caboolture Private has been facilitating the ‘Kim 
Walters Choices Program’ in collaboration with 

the Wesley Hospital for the past 
5 years to offer a STRETCH 
– EXERCISE Program for the 
Caboolture and North Coast 
regions.

This cost free program is 
specifically designed to provide 
holistic support to women with 
newly diagnosed breast cancer.  
With the assistance of the 
team from the Wesley Choices 

Program we have added a 
Secondary Support Group to our service.  This 
runs as a 1 hour session each month.  

Also operating at the Oncology Unit is the  ‘Look 
Good...Feel Better’ program -  a free national 
community service program dedicated to teaching 
women cancer patients - through hands on 
experience - techniques to help restore their 
appearance and self image during chemotherapy 
and radiation treatment.

For further information regarding the Oncology Unit  
please contact either –Vicky Tanzer or Ros Madsen 
(Oncology Registered Nurses)  – Ph 07 5495 9400 

RN Ros Masden in the Oncology Unit



MEDICAL MOTORING
with Doctor Clive Fraser

Mercedes Benz C 250 CDI
 “Top of the C Class’’

Motoring Article #83

Safe motoring,
Doctor Clive Fraser

doctorclivefraser@hotmail.com.
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After giving the Mercedes Benz C Class such a bagging last 
year I thought I owed it to them to go back and take another 
look at the recently face-lifted 2011 model.

Another article would also give me a 
chance to let my colleagues know that 
my local dealer’s attempt to keep the 
Queensland Health corporate discount 
on offer for themselves was a one-off 
peculiarity of that dealership.

Their thriftiness has no doubt now 
been corrected following a long 
chat between myself and Mercedes 
Benz Australia who were at first 
disbelieving of my account of what 
actually happened. 

Whilst what I had to say about 
my local dealer’s attempt to not 
pass on the corporate discount no 
doubt upset Mercedes, it was the 
absolute truth and I assured them 
that I went to my local dealer as 
a real shopper with real money, 
negotiating a real deal.

Please remember that whilst 
multi-national car companies 
value their brand and reputation, 
their shop-front are still car 
salesmen who aren’t noted for sincerity.

So in 2011 the production of the C Class is back at 
Sindelfingen near Stuttgart in 
Germany.

Gone is the C 220 CDI, replaced 
by a C 200 CDI and a much better 
C 250 CDI.

At the very bottom end of the C 
Class range prices have dropped 
by about $1000 and the automatic 
transmission now has seven speeds 
rather than five.

On the down-side power has 
dropped from 125kW to 100kW 
and torque has gone from 400Nm 
to 330Nm if you’re trading in your 2010 C 220 CDI on a 
2011 C 200 CDI.

Not surprisingly, the new C 200 CDI is also slower than the 
C 220 CDI model it replaces.

This doesn’t seem to add up for Merc on paper until you 
take a look at the next rung up the ladder, the C 250 CDI.

For only a miserly $7,000 more you bounce back up to 
150kW and a whopping 500Nm of torque all because of an 
extra turbo-charger bolted onto the same 2,143cc engine 
found in all three vehicles.

And stepping up to the C 250 CDI from the C 200 CDI 

also throws in full leather, 18 inch wheels, more chrome, 
wood trim and the COMAND package (satellite navigation, 
internet connectivity and a larger screen) which is a $4,000 

option in the entry-level C 200 CDI 
Classic.

The internet connectivity works off your 
3G mobile and integrates with the Sat 
Nav meaning that a Google search for 
a nearby restaurant will also plot your 
route.

This feature will undoubtedly save 
arguments with those who can’t read 
maps who will always point out a turn 
you should have taken, after you should 

have taken it.

Unfortunately, the internet 
connectivity won’t tether with 
Apple’s iPhone at the moment, 
but it all works fine with Android 
(go Samsung Galaxy!).

Procedural specialists who can 
afford to start ticking the option 
boxes can opt for a Vision 
Package which for about $5,000 
includes Xenon headlights, a 
Harman Kardon stereo and a 
sun-roof.

Geriatricians may choose the Driver Assistance Package for 
another $5,000 which includes lane-keeping and blind-spot 

assistance and active cruise control 
which when turned on will stop 
the vehicle if a crash is imminent 
as well as keeping you a safe 
distance when following another 
vehicle down the highway.

With fresher styling inside and 
out, real tyres and a real spare the 
Mercedes Benz C Class is giving 
the BMW 3 Series a caning in the 
sales race right now.

It’s a much better vehicle than the 
2010 model and the C 250 CDI is 
top of the C Class.

Mercedes C 250 CDI 
Elegance or Avantgarde

For: 21st Century engine.
Against: The cost of servicing and parts can cause 
dyspepsia.
This car would suit: Doctors who have never owned a 
Merc.
Specifications:
  2.1 litre 16 valve 4 cylinder diesel

150 kW power @ 4,200 rpm
500 Nm torque @ 1,600 rpm
7 speed automatic 
7.0 seconds 0-100 km/h
5.1 l/100 km (combined)
$67,900 + ORC.
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REDCLIFFE & DISTRICT LOCAL MEDICAL 
ASSOCIATION MEMBERSHIP

Attendance at the Redcliffe & District Medical Association 
(RDMA) Meeting is FREE to current RDMA members.   

Doctors are welcome to join on the night and be introduced 
to the members. Membership application forms are in 
this edition and available at the sign-in table on the 
night.

Meeting dates are in the date claimers on page 4  
COST for non-members: 
$30 for doctor, non-member 
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CHANGES TO CLASSIFIEDS 
Classifieds remain FREE for current members. To 
place a classified please email: 
RDMAnews@gmail.com with the details for further 
processing.    

Classifieds will be published for a maximum of 
three placements.   

Classifieds are not to be used as advertisements.   

Members wishing to advertise are encouraged to take 
advantage of the Business Card or larger sized 
advertisement with the appropriate discount on offers.  

GP Education 2011

Name: 

Address: 

 State:  Postcode: 

Tel:   Fax: 

Email:  QI&CPD: 

 Tick if you wish your details to be removed from our mailing list. 

Name: 

Fax: 

Special dietary requirements: 

Waterproof
& Airtight!

Application has been made for Category 2 QI&CPD (2 points per hour) in the 
RACGP 2011-2013 triennium

Fax back your RSVP to Sylvia Blanchard on 5495 9411 or call Sylvia on 5495 9456 
email blanchards@ramsayhealth.com.au

When: Monday 8 August 2011

Where:  Murrumba Downs Tavern
Petrie Function Room, 
232 Dohles Rock Rd
Murrumba Downs 4503

RSVP:  Monday, 1 August 2011

Proudly sponsored by

Program
6.00pm  Registration (Dinner) 

7.00pm  Welcome & Introduction

7:05pm  Presentations 

 Urodynamics, with Gynaecologist, 
Dr J Lewis Lander

 Urine Cytology -the why, what 
and how, with QML Pathologist, 
Dr Jenny Grew

 Nocturnal Airway Obstruction 
and Snoring, with ENT surgeon, 
Dr Brian O’Reilly

9.00pm  Evaluation & Close

Caboolture Private Hospital has much pleasure in presenting 
Waterproof & Airtight… a GP symposium featuring urodymanics 
and nocturnal airway obstruction/snoring. Please join us for an 
evening of great education and informal discussion.



with referrals being saved 
directly into practice 
and hospital software 
eliminating the ‘lost’ referral.  Automatic drop-
down menus make the system easy to use and make 
legibility of instructions or advice easier.

For a practice to use the E-Referral system access 
to Medical Objects 
and PKI certificates 
needs to occur.  
Given that many 
practices do not 
yet have access to 
medical Objects and 
PKI Certificate, use 
of the electronic 
template which can 
then be sent via fax, 
is still encouraged.  
Of course there 
are still some 
practices which do 
not wish to use the  
electronic system or 
the templates that 
are used within this 
system.  .

Since implementation of E-Referrals at Majellan an 
increasing number of practices have connected to 
the E-Referral system to Redcliffe and Caboolture 
hospitals.

At Redcliffe 
we processed 
approximately 
1870 referrals 
to Specialist 
Outpatient Clinics 
in June so the 
60 referrals in a 
week represents 
approximately 
13%.  I have 
included some 
graphs for 
Redcliffe and 
Caboolture which 
may be of interest 
to you. 

     

I hope this information is of interest to you.

Cheers:  Donna

Over the past couple of months a project has 
been underway to make Electronic Referrals 
(E-Referrals) a reality for outpatients.  Redcliffe 
Hospital’s Trisha Belford has been working 
diligently co-ordinating the E-Referrals project 
which has made it possible for GPs on the 
Peninsula, whose practices have appropriate 
connectivity, to send electronic referrals securely 
to public hospital 
outpatient 
departments.

Trisha, working 
alongside staff 
at Scarborough’s 
Majellan Clinic, 
addressed a range 
of issues to ensure 
the E-Referral 
system worked 
effectively in one 
general practice 
before it was 
applied across 
others.  A big 
thank you to the 
Majellan Clinic 
for their ongoing 
support throughout this process.  The clinic’s 
patience and co-operation whilst bugs were ironed 
out was greatly appreciated and will benefit many 
general practice clinics from hereon.  From personal 
contact with both the practice staff and doctors I 
can report that 
the system, while 
not perfect yet, is 
effective.

22 medical 
practices in 
Redcliffe, 
Caboolture, Bribie 
Island, Morayfield 
and surrounding 
districts were 
visited during May 
and June to inform 
practice staff and 
doctors of the new 
E-Referral system. 
GP Referral 
Criteria booklets 
containing 
information about 
the system were also distributed to practices.  

E-Referrals have some real benefits for both GPs 
and hospitals. It reduces the need for paper records 

Page 13

EXECUTIVE DIRECTOR, REDCLIFFE HOSPITAL 
Metro North Health Service District
Donna O’Sullivan, 

Redcliffe Caboolture e-Referral Progress

E-Referrals Received at Redcliffe Hospital
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E-referrals Received at Caboolture Hospital
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AMAQ & FEDERAL COUNCILLOR REPORT 
North Coast area representative, AMAQ Branch Council,
Queensland Area Representative, AMA Federal Council.
Wayne Herdy, 
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RETIRED DOCTORS.

Not surprisingly, this is an issue which is not going to 
go away.  There are many doctors who are approaching 
retirement and even more who, for one reason or 
another, want to practise part-time well beyond what 
might reasonably be regarded as “retirement”.

From the point of view of AHPRA (Australian Health 
Professionals’ Registration Authority) the registration 
authority, a doctor has to be safe, and they believe 
that this means a high level of currency of practice.  
[Proof of currency of practice has not been imposed 
as a registration criterion for the medical profession, 
although it has long applied to other professions.  
Watch this space – I predict that it will be imposed 
as a requirement, as it has been for doctors in other 
jurisdictions.]  Remember that AHPRA drew its authority 
from COAG (the Council of Australian Governments 
which is a meeting of the State governments with the 
Commonwealth), with its traditional emphasis being on 
distribution of taxpayers’ money.

The former State medical boards, from which AHPRA 
derives its philosophies, have long believed that doctors 
should not treat themselves or close relatives.  Certainly, 
they can cite numerous cases where there has been 
inappropriate prescribing of controlled drugs.  The 
underlying – and not unreasonable – tenet is that in 
treating patients with whom the doctor has too close a 
relationship, the doctor cannot be truly objective.  The 
patient is not getting the best professional judgement.  
I know that many will argue against this, that a doctor 
is likely to give superlative treatment to those with 
whom there is a close emotional attachment.  But it is 
validly arguable that the over-treatment that commonly 
results is not the best objective professional judgement.  
This argument divides the profession – all that I ask 
my readers to do is to accept that this is a reasonable 
argument (not necessarily that it is a correct argument), 
and to recognise that it is the view held by those who 
have legislative power.  And since AHPRA holds this 
view, it does no good to the retirees to claim that they 
only want limited registration so that they can treat 
themselves and family.

From the point of view of the AMA, we have gone in to 
argue the case for retirees, who comprise a substantial 
number of our members.  Some perceive that the 
AMA has remained silent or has not argued effectively.  
We have argued and lobbied effectively – but not 
successfully.

Now, there are more and more professional bodies (still 

including the AMA – we have 
repeatedly lost the debate but we 
have not given up) adding their 
voices to the rising tide of opinion 
requesting that the legislators review the status of 
retired doctors.

It will help our cause if we can find a strong positive 
argument, that retired doctors can have roles consistent 
with part-time practice and not inconsistent with the 
position held by AHPRA.  Teaching is an obvious role for 
senior practitioners – who better to teach students and 
trainees than those who have the longest experience 
of successful clinical practice?  Senior practitioners 
also have a positive role to play as consultants, or as 
members of tribunals, or in preparing or assessing cases 
for litigation (including the Peer Services Review).

Don’t give up yet – there is a lot of thought and effort 
still going into ensuring that the skills and experience of 
senior practitioners does not end up on the dust heap.  
And the AMA is still in there batting for you.

MENTAL HEALTH REFORMS.

Over the last month, there has been even more AMA 
activity responding to the Budget proposals to change 
funding for mental health in Australia.

Although the Budget emphasised the positive slant of 
increased funding to mental health, the announcement 
was misleading.  Much of the money directed to doctors 
was money that we were already getting.  Most of the 
money was to be directed to measures other than health 
– accommodation and employment are certainly vital 
components of managing patients with chronic and 
severe mental disease, but it was deceptive to include 
non-health measures in a budget line that impliedly 
focused on health costs.

The government’s view was that GPs simply got way too 
much money for the mental health EPC items, which they 
believe take too little time for the value placed on those 
items.  This is based on survey data, which the AMA 
argues is unreliable, and certainly does not reflect the 
true time taken by GPs undertaking mental health care 
plans and reviews.

The AMA has continued to lobby against the proposed 
changes, and it seems that, in a time of plunging polls for 
a knife-edge minority government, the government is 
listening.

Wayne Herdy.



Interesting Tidbits  NATTY MOMENTS: 
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SUBJECT: MATHS IN OUR LIFETIME 
1. Teaching Maths in 1970 A logger sells a truckload 
of timber for £100. His cost of production is 4/5 of the 
price. What is his profit?

2. Teaching Maths In 1980 A logger sells a truckload 
of timber for 100. His cost of production is 80% of the 
price. What is his profit?

3. Teaching Maths In 1990 A logger sells a truckload 
of timber for £100. His cost of production is £80. How 
much was his profit?

4. Teaching Maths In 2000 A logger sells a truckload 
of timber for £100. His cost of production is £80 and his 
profit is £20. Your assignment: Underline the number 
20.

5. Teaching Maths In 2005 A logger cuts down a 
beautiful forest because he is selfish and inconsiderate 
and cares nothing for the habit of animals or the 
preservation of our woodlands. Your assignment:  
Discuss how the birds and squirrels might feel as 
the logger cut down their homes just for a measly 
profit of £20.

6. Teaching Maths In 2009 A logger is 
arrested for trying to cut down a tree in case it 
may be offensive to religious or ethnic groups 
not consulted in the felling license. He is also 
fined a £100 as his chainsaw is in breach of 
Health and Safety legislation as it deemed 
too dangerous and could cut something. He 
has used the chainsaw for over 20 years 
without incident; however he does not have 
the correct certificate of competence and is 
therefore considered to be a recidivist and 
habitual criminal. His DNA is sampled and his 
details circulated throughout all government 
agencies. He protests and is taken to court 
and fined another £100 because he is such 
an easy target. When he is released he 
returns to find gypsies have cut down half his 
wood to build a camp on his land.  He tries to 
throw them off but is arrested, prosecuted for 
harassing an ethnic minority, imprisoned and 
fined a further £100.

While he is in jail the gypsies cut down the 
rest of his wood and sell it on the black 
market for £100 cash.  They also have a 
leaving BBQ of squirrel and pheasant and 
depart leaving behind several tonnes of 
rubbish and asbestos sheeting. The forester 
on release is warned that failure to clear the 
fly-tipped rubbish immediately at his own cost 
is an offence. He complains and is arrested 
for environmental pollution, breach of the 
peace and invoiced £12,000 plus VAT for safe 
disposal costs by a regulated government 
contractor. Your assignment:  How many 
times is the logger going to have to be 
arrested and fined before he realises that 
he is never going to make £20 profit by 
hard work, give up, sign onto the dole and 
live off the state for the rest of his life?
 
7. Teaching Maths In 2010 A logger doesn’t 
sell a lorry load of timber because he can’t 
get a loan to buy a new lorry because his 

bank has spent all his and their money on a derivative 
of securitised debt related to sub-prime mortgages in 
Alabama and lost the lot with only some government 
money left to pay a few million pound bonuses to their 
senior directors and the traders who made the biggest 
losses. The logger struggles to pay the £1,200 road tax 
on his old lorry however, as it was built in the 1970s it no 
longer meets the emissions regulations and he is forced 
to scrap it. Some Bulgarian loggers buy the lorry from 
the scrap merchant and put it back on the road. 

They undercut everyone on price for haulage and send 
their cash back home, while claiming unemployment 
for themselves and their relatives. If questioned they 
speak no English and it is easier to deport them at 
the governments expense. Following their holiday 
back home they return to the UK with different names 
and fresh girls and start again. The logger protests, is 
accused of being a bigoted racist and as his name is 
on the side of his old lorry he is forced to pay £1,500 
registration fees as a gang master. The Government 
borrows more money to pay more to the bankers as 
bonuses are not cheap. The parliamentarians feel they 
are missing out and claim the difference on expenses 
and allowances. You do the maths.
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Pine Rivers Private Hospital is pleased to announce 
the completion of its multi-million dollar extension and 
refurbishment program.

Over the past six months Pine Rivers Private Hospital has 
undergone a significant redevelopment program which sees 
the hospital set to open our extensions including ‘state of the 
art’ facilities, new patient accommodation and other amenities.

It was decided in late 2010 to close our onsite Day Surgery and 
Theatre Complex to allow for a $6.6 million redevelopment of 
the entire hospital to be opened by early July 2011. This major 
redevelopment program has seen the Pine Rivers Private 
Hospital transformed into a modern mental health facility with 
79 in-patient beds.

The decision to focus on mental health services was a strategic 
one based on the need for improved access to private mental 
health services in South East Queensland, in particular the 
northern corridor from Brisbane to the Sunshine Coast.

New accommodation incorporating upmarket interior design 
will ensure that our patients will have a comfortable stay in 
our hospital. Several other new areas have been built including 
Group Therapy rooms, Interview rooms and a Patient Lounge.  
A new and purpose built Clinical Treatment Suite will be home 
to both our Electroconvulsive Therapy (ECT) and Transcranial 
Magnetic Stimulation (TMS) service.

New and improved meal services including a specially designed 
dining room with an inviting ambience will enhance the dining 
experience of our patients. There is also a new landscaped 
therapy garden, which offers a quiet and relaxing space for 

A Healthscope Hospital
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healthmental

We’ve doubled our capacity.

w w w.pi n eriversprivate.com.au
Pine Rivers Private Hospital Dixon Street, Strathpine 4500 T 3881 7222
Email prvenquiries@healthscope.com.au

patients and their families and friends.

Several areas of the existing hospital have been refurbished 
as part of the redevelopment. Whilst this has given the entire 
facility a thoroughly modern hotel like appearance, we have 
taken care to remain friendly and welcoming.

New consulting suites, “Pine Rivers Private Hospital Consulting 
Suites”, have been incorporated into the expanded services. 
These rooms have attracted new Psychiatrists to join our 
already well-respected group of established clinicians. This 
increase of on-site and visiting Consultants means that local 
General Practitioners and their patients now have greater 
access than before to both in and out patient mental health 
services.

Pine Rivers Private Hospital will continue to offer our established 
in and out patient programs in Depression, Anxiety, Mood 
Disorders, Addiction and Substance Abuse including Drug and 
Alcohol Dependence. In addition, we will be offering a new 
program called “Emotional Modulation Therapy” and another 
one for perinatal mental health disorders.

Our dedicated multidisciplinary team will continue to offer one 
of the most comprehensive range of mental health programs 
focussed on helping our patients facilitate change in their 
lives whilst our new facility will offer the latest in patient 
accommodation and amenities to make their admission even 
more comfortable than in the past.

For further information about Pine Rivers Private 
Hospital please contact our Intake Manager on 07 
3881 7291 or the General Manager on 08 3881 7222.

Pine Rivers Private Hospital - We’ve doubled our capacity!
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As health professionals, whether you are 
a clinician, a nurse or an allied health 
professional you are working with people 
that need support, are in crisis and need 
your advice and expertise in a variety of 
ways. 

Working long hours, shift work and under 
emotional stress together with the normal 
pressures of life can take a toll. 

While you are attending the needs of your 
patients’ heart, blood pressure, weight, 
lifestyle, stress levels and mental health 
are you just as careful with your own? 

Finding regular times to alleviate stress in 
your busy daily and 
weekly timetable is 
important for your 
long term well being. 

But it is just as 
important to plan for 
those times when 
you come home 
late from your shift, 
when maybe the 
family are already in 
bed but you need to 
unwind before you 
can sleep. 

If you can’t sleep 
occasionally you can 
no doubt manage 
working the next day on little sleep but 
what is your plan if you find you don’t 
sleep while you are working late shifts? 

You need to have a plan to help you to 
relax so you can sleep. 

When the favourite music, movie, yoga 
or meditation don’t work the accumulated 
stress and tiredness have driven people to 
drinking or a variety of over the counter, 
prescribed or other drugs leading to 
addictions or mental health issues. 

These are issues that are not unheard of but 
ones that are a continuing trap for health 

Lillian van Litsenburg MP Member for Redcliffe 
P.O. Box 936             P: 3284 2667 

Redcliffe Q 4020      F: 3283 1073 

redcliffe@parliament.qld.gov.au

professionals and 
can lead to serious 
harm if nothing is 
done. 

I know it is difficult taking these issues 
outside of the health professions so it is 
time look within your ranks for solutions 
that will support you as a group. 

Having a small group 
of 3 or 4 mentors to support each other may 
work for some who work closely within 
a small network and have an enormous 
personal trust in each other. 

You may have a pact to be able to ring 
each other to 
talk or have 
a wind down 
chat over 
a soothing 
cup of non 
c a f f e i n a t e d 
or alcoholic 
beverage. 

Establishing 
an anonymous 
talk line 
t h r o u g h 
peak bodies 
for health 
professionals 
to discuss the 
issues/cases 

that are weighing on the mind may also 
be a way for health professionals to talk 
through issues that are concerning them but 
which they feel unable to discuss openly 
in a nonjudgmental environment and may 
save not only a valuable professional their 
career, but also their well being and their 
quality of life 

Perhaps now is the time for Industry wide 
solutions to be sought that will have the 
confidence of all health professionals and 
will support them through the difficult 
issues right through their careers. 



REDCLIFFE & DISTRICT LOCAL MEDICAL 
ASSOCIATION Inc.

ABN 88 637 858 491

NOTICE TO ALL NEW AND PAST MEMBERS

Membership Subscription due for the period:  1st July 2011 to 30th June 2012

Dear Doctor

The Redcliffe & District Local Medical Association Inc has had another successful year of interesting and 
educative meetings on a wide variety of medical topics.  It’s now time to show your support for your Lo-
cal Medical Association to continue the only local convocation for general practitioners and specialists to 
socialise and to discuss local and national medico-political issues.  

As this is now June 2011 your subscription to cover until the 30th June 2012 will be $100.   
Doctors-in-training and retired doctors are invited to join at no cost.    This subscription not only 
entitles you to ten (10) dinner meetings but also to a monthly magazine. Contributions and suggestions on 
topics and/ or speakers are very welcome.

Please can you endeavour to pay your subs by internet banking as it is so much easier for all concerned, 
saving you writing cheques and us having to bank them?  You will receive your receipt by email if you 
supply your email address to me on GJS2@Narangba-Medical.com.au.  

Yours sincerely

Dr Peter Stephenson
Treasurer

 ------------------------------------------------------------------------------------------------------

REDCLIFFE & DISTRICT LOCAL MEDICAL ASSOCIATION INC.
ABN 88 637 858 491

Note:  Two Medical Practitioners from the One Family Qualify for a $25 Discount each
Tick box   1.� One Member ($100) 2. � Two Family Members ($150) (Complete BOTH sets of details)

                 3. � Doctors-in-training and retired doctors: Free

1. Dr.  _______________________________ _________________________________
   (First Name)      (Surname)
2. Dr.  _______________________________ _________________________________
   (First Name)      (Surname)

1. EMAIL ADDRESS: ____________________________@________________________

2. EMAIL ADDRESS: ____________________________@________________________

Practice Address: __________________________________________ Post Code:  _______

Phone:  ____________________________ Fax: ______________________

CBA BANK DETAILS: Redcliffe & District Local Medical Assoc Inc: BSB: 064 122  Account: 0090 2422   
METHODS OF PAYMENT:  
1. PREFERED INTERNET BANKING
2. PAYMENT BY DEPOSIT SLIP: Remember: INCLUDE your name i.e: Dr. F. Bloggs, RDMA A/c & date: 
3. ENCLOSED PAYMENT: (Note: Member Subscription Form on website for you to type directly into and email)
  i) Complete form & return: c/-QML or Redcliffe & District Medical Assoc Inc. P O Box 223 Redcliffe 4020 
  ii) Or by email to GJS2@Narangba-Medical.com.au
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Redcliffe & District 
Medical Association Inc 

ABN 88 637 858 491 
Email: rdma@lists.internode.on.net

Website: www.rdma.org.au

President Vice President Secretary Treasurer Address 
Dr Wayne Herdy Dr Kimberley Bondeson Dr Ken Fry Dr Peter Stephenson PO Box 223 

0418 880 063 (07) 3284 9777 (07) 3359 7879 (07) 3886 6889 Redcliffe Q 4020 
    (07) 3049 4429

Meeting: Annual General Meeting – Executive Committee Elections
Date & Time: 31st August 2011 7.30pm 
Venue: The Golden Ox Restaurant Redcliffe 

Nomination for the RDMA Executive Committee.

Candidate, Nominator and Seconder must all be Financial Members of the 
Redcliffe & District Local Medical Association

I hereby nominate: 

Please print the Candidate’s Name: ………………………………………………………… 

For the position of: 

Please tick:  
President  Vice President    Secretary    Treasurer   

Nominated by : ………………………………………………………….

Signature      : ………………………………………………………….  Date: ……/……/…... 

Seconded by : ………………………………………………………….

Signature      : ………………………………………………………….  Date: ……/……/…... 

I accept this nomination 

Candidate : ………………………………………………………….:

Signature      : ………………………………………………………….  Date: ……/……/…... 

Please complete and return by 4.00 pm on 30th August 2011 to the Returning Officer, C/- 
Margaret McPherson, QML Office, George Street, Kippa Ring Q 4020 or fax to (07) 5429 8407



Australian Medical Association Limited
T: (02) 6270 5400  F (02) 6270 5499

Website :  http://www.ama.com.au/
42 Macquarie Street, Barton ACT 2600: 

PO Box 6090, Kingston ACT 2604
  ABN 37 008 426 793

AMA SURVEY – FAMILY DOCTORS SAY BUDGET 
CUTS SERIOUSLY DISADVANTAGE MENTAL HEALTH 

PATIENTS 
AMA Family Doctor        Week 18-24 July 2011

An AMA survey shows that 85 per cent of GPs 
believe fewer patients will receive vital mental 
health care as a result of Medicare patient 
rebate cuts in the 2011-12 Federal Budget.

The changes would see more than $400 million 
slashed from the Better Access Program, with 
rebates for GP mental health services being cut 
by up to 50 per cent.

The survey, conducted for the AMA by Essential 
Research, found that, as a result of the Budget 
cuts, up to half the surveyed GPs would be 
forced to charge patients a gap fee for GP 
mental health services, whereas most patients 
currently face no out-of-pocket costs.

Speaking at the National Press Club in Canberra 
today, AMA President, Dr Steve Hambleton, 
said the results confirm that the Government’s 
decision to cut Medicare rebates will affect 
patients with a mental illness by making access 
to vital services less affordable.

“The AMA has consistently expressed its 
concerns over the impact of these changes 
on some f the most disadvantaged people in 
our community, and these results support the 
AMA’s arguments,” Dr Hambleton said. “Family 
doctors are at the frontline in tackling mental 
illness, which affects one in five Australian 
adults each year. “The excellent health care 
provided by family doctors extends beyond 
the consultation to the significant time they 
spend on non-face-to-face work to prepare a 
GP Mental Health Plan.”

The AMA’s survey found that the average 
time taken by GPs to prepare a mental health 
plan during and outside a consultation is 
52 minutes, not the 28 minutes that the 

Government has used to justify its decision to 
cut mental health rebates. If the cuts go ahead, 
58 per cent of GPs say they would be forced 
to spend less time with patients with mental 
health problems.
“The Government must overturn any measures 
that reduce funding for mental health care in 
general practice,” Dr Hambleton said.

More than 760 GPs took part in the AMA’s 
online poll, with 540 GPs providing additional 
comments that were very critical of the 
Government’s decision.

 A selection of these comments and the full 
report is available at http://ama.com.au/
node/6920.

The AMA has also launched an online petition 
to further pressure the Government to reverse 
its decision. 

More than 2135 people have signed the 
petition, which is available at http://ama.com.
au/node/6870

20 July 2011

CONTACT: 

John Flannery 02 6270 5477 / 0419 494 761
Geraldine Kurukchi 02 6270 5467 / 0427 209 753
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MEDICARE LOCALS NEED LEADERSHIP OF LOCAL FAMILY 

DOCTORS  

AMA Family Doctor Week 18-24 July 2011 

 

AMA President, Dr Steve Hambleton, said today that Medicare Locals need strong 

involvement and leadership from local family doctors if they are going to deliver on the 

Government’s promise to improve the delivery of quality primary health care to communities. 

 

Dr Hambleton said that Medicare Locals need strong GP leadership on their boards. 

 

“The AMA’s view is that Medicare Locals can only work if they are implemented correctly 

with the right intentions – and that means acknowledging the key role of family doctors,” Dr 

Hambleton said. 

 

“The first 19 Medicare Locals are now in their early stages of development and the AMA will 

be seeking input into how they will evolve. 

 

“We oppose Medicare Locals in their current form because there has not been enough 

consultation with the medical profession over their structures and the types of services they 

will provide.  

 

“Without strong GP input into the design of services, patient care could be fragmented and 

services could be poorly targeted. 

 

“This would disenfranchise the family doctor workforce and seriously disadvantage patients. 

 

“People want GPs to be their first point of contact in primary care today and they will expect 

GPs to play the same role in Medicare Locals.  

 

“If family doctors form the foundation of Medicare Locals, the needs of the community will be 

much better met and the Government’s health reforms will have a greater chance of achieving 

their objectives,” Dr Hambleton said. 

 

The AMA has sought clarification from the Minister for Health and Ageing about the role of 

GPs in the leadership of the first 19 Medicare Locals. 

 

The AMA has also written to the Chairs of the 19 Medicare Locals setting out the AMA’s 

preferred models of governance and service delivery.  

 

 

18 July 2011 

 

CONTACT: Geraldine Kurukchi  02 6270 5467 / 0427 209 753 
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Where We Live And Work

Woorim Beach


