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‘We regularly  
consult on key 
issues to obtain 
information and 
advice, which  
we consider  
when making  
our decisions…’

One of our strategic goals  
over the past couple of years 
has been to improve the 
Council’s relationship and 
engagement with the public  
and the profession, so that 
we can fulfil our role under 
the Health Practitioners 
Competence Assurance  
Act 2003 (HPCAA).

We regularly consult on key issues to 
obtain information and advice, which 
we consider when making our decisions. 

Consultation for the Council has  
many benefits:

	 enabling interested parties to 
contribute to policy development

	 helping build an ongoing 
relationship with the profession  
and public

	 helping early identification of 
potential problems and issues with 
proposed standards, guidelines, and 
related policies

	 increasing understanding of the  
role and functions of Council.

To help our consultation process,  
we have developed a database of  
400 organisations and individuals  
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Inquiry

We inquire into and assess all relevant 
and available information in deciding 
governance and quasi-judicial matters. 
This process includes examining 
critically all assumptions to determine 
opinion and fact.

Consistency

We aim to ensure consistency of decisions 
over time by giving consideration to 
earlier decisions in deciding governance 
and quasi-judicial matters.

Cultural competence

We respect the cultural diversity of  
the New Zealand public and the 
medical workforce.

Principles of natural justice

The Council applies the specific 
provisions of the HPCAA on providing 
relevant information and giving 
reasonable opportunity to make written 
submissions and be heard.

Council conducts proceedings so  
that they are fair to all parties.

The Council only takes into account 
relevant considerations and extenuating 
circumstances.

Applying the principles

The principles I have outlined here 
will help in providing a framework 
for Council when making decisions 
– either in its governance role or its 
quasi-judicial role. I would welcome 
your comments on our consultation 
processes, or decision-making principles 
and how they could be improved. 

John Campbell 
Chairperson

The Council has two key roles.  
First, the Council’s governance role is  
to set the strategic direction and oversee 
the management. Second, the Council 
also has a quasi-judicial function when 
making decisions about individual 
doctors seeking registration or referred 
to Council because of concerns about 
health, competence, or conduct. Both 
roles must be exercised within the 
Council’s powers and responsibilities 
under the HPCAA.

Our decision-making principles reflect 
these differences in Council’s roles.  
The key principles are discussed below.

Accountability

We are accountable for our decisions  
to the public, the Minister of Health 
and Parliament and, in relation to  
the efficient use of funds to achieve  
our purpose under the HPCAA,  
to the profession. This means we 
consider whether:

	 the decision is consistent with our 
principal purpose – to protect the 
health and safety of the public

	 the decision is consistent with 
the principles of the HPCAA; 
that is, setting standards, ensuring 
competence, promoting education 
and training, and promoting public 
awareness

	 the decision is the most efficient 
means of meeting Council’s 
obligations under the HPCAA.

Independence

Council members are independent  
and do not represent the profession  
or any individual or group. Council 
decides governance and quasi-judicial 
matters independently of any 
stakeholder interest, personal interest  
or relationship, and professional interest 
or relationship.

with whom we regularly consult.  
Both Council and staff are delighted  
at the response we have received since 
the development of the database.  
We have received about 30 percent 
more submissions on each consultation 
document circulated.

We want to make it easier to respond to 
our consultation process. This year we 
are going to implement an engagement 
plan that will ensure ongoing formal 
and informal feedback from interested 
parties. We have for some time 
been publishing all our consultation 
documents on our website (www.mcnz.
org.nz>>News and Issues>>Issues) and 
providing the opportunity for those 
people with an interest in a particular 
issue to make their views known to 
us online.

Once we have analysed the feedback, 
we intend to put it up on our website, 
together with the final version of the 
policy or document on which we have 
sought comment.

Decision-making principles 

This year, Council has also made  
explicit the principles we follow when 
making decisions that affect individual 
doctors, or when developing a policy  
or statement.

Continued from page 1…

‘This year we are 
going to implement 
an engagement 
plan that will ensure 
ongoing formal and 
informal feedback 
from interested 
parties…’
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In no particular order, the following 
highlight some of the biggest 
frustrations pharmacists experience.

1.	 Computer-generated prescriptions 
should reduce errors, but before 
pressing the repeat button, check 
if the dose instructions are still 
relevant; for example, a patient 
prescribed a ‘loading’ dose of 
cholecalciferol every 3 months 
because computer records are  
not updated.

2.	 Make sure Special Authority 
(SA) numbers and Specialist 
endorsements are up to date and 
renewed as necessary. Remember, 
you can apply for or renew SA 
numbers on-line. For further 
information phone the Ministry 
of Health on-line help desk on 
0800 505 125 or go to http://www.
pharmac.govt.nz/healthpros/ESA 

3.	 Advise the patient when a medicine 
is not subsidised but please don’t  
use MIMS as a source when  
quoting prices – talk to your 
pharmacist instead.

4.	 Using outdated ‘favourites’ lists 
can often cause confusion when 
brands are no longer subsidised. 
Pharmacists purchase an updated 

database of subsidised medicines 
on a monthly basis and ask that 
prescribers/medical practices do the 
same, or at least check for changes 
in the monthly schedule update. 
Alternatively:

a.	 ensure you have generic 
substitution agreements with 
your local pharmacies or indicate 
your authority to substitute on 
the prescription itself 

b.	 prescribe generically unless 
brands are not interchangeable 
(for example, Marevan and 
Coumadin).

5.	 Computer-generated prescriptions 
make interpretation easier; however, 
pharmacists still occasionally receive 
scripts like the example below:

Continued on page 4…

Writing prescriptions – Best practice 
from a pharmacist perspective
Is prescription writing an art or a science? From the perspective of patient safety, it is perhaps 
best seen as both. Aside from concerns over the use of easily misconstrued abbreviations or 
indecipherable hand-written prescriptions, there are issues unique to writing prescriptions in 
New Zealand’s healthcare environment. Pharmacists can spend an extraordinary amount of time 
following up on these issues, so your efforts in addressing any of them (or even just one of them) 
will reduce the calls that often interrupt your day. 

PHARMACY TODAY 11NOVEMBER 2007 

News 

Generics leader deals with API
In the same week as it became part 
of the US-based global generic 
pharmaceuticals manufacturer 
Mylan, the Australian gener-
ics market leader, Alphapharm, 
signed an agreement described 
as a “strategic partnership” 
with Australian Pharmaceutical 
Industries (API), the national full-
line wholesaler best known in 
New Zealand.

Alphapharm dominates the 
Australian generics market in 
terms of both value and volume 
of its products, as a result of 
gaining a head start when it was 
founded in Brisbane in 1982, at 
a time when generics were very 
much the poor relation of the 
pharmaceutical industry.

Its merger with 45-year-old 

Mylan, which has more than 
11,000 employees in 50 countries, 
was announced in May, and in-
tegration with that company was 
completed on 2 October. Mylan, 
one of world’s top four generic 
pharmaceutical companies, earlier 
this year acquired the Merck ge-
nerics business.

A few days later Alphapharm 
and API announced from the 
end of October, for the next five 
years, API will be the “preferred 
distributor” for its generic prod-
ucts, and Alphapharm will be the 
“preferred provider” of generics 
to API branded pharmacies. 

API’s pharmacy group brands 
include Priceline, Soul Pattinson, 
Chemworld, and Pharmacist 
Advice.

Because of Australian trade 
practices legislation and gov-
ernment requirements for the 

Pharmaceutical Benefits Scheme 
(PBS), such an agreement cannot 
be exclusive in either direction, so 
non-API pharmacies will still be 
able to obtain Alphapharm prod-
ucts from their own wholesaler, 
and API will still stock other ge-
neric brands.

But, as “preferred 
provider” Alphapharm 
will be guaranteed over-
whelming dominance 
when API brand phar-
macies recommend ge-
nerics to customers. Alphapharm 
invests heavily in television ad-
vertising which urges consumers 
to “ask the pharmacist” about 
cheaper alternative medicine.

In return, API pharmacist cus-
tomers are offered a “compre-
hensive package” which includes 
competitive pricing with marketing 
and development programmes.

API chief executive, Stephen 
Roche, sees the agreement as an 
opportunity to use the strengths 
of both companies as an avenue 
for growth, while providing bet-
ter options for pharmacists in the 
generics sector which in Australia 
is growing at a rate of 10% per 

year.
Alphapharm chief 

executive, John Mont-
gomery, says API’s “alli-
ance” with the Australian 
generics leader gives 

pharmacists market choices 
which were previously unavail-
able, as they will be able to access 
Alphapharm’s preferred offer.

The context of the agree-
ment suits both companies. 
Alphapharm is grappling with 
new government price con-
straints on PBS-listed generics, 
designed to curb previous heavy 

discounting to pharmacists by 
generic suppliers, while API has 
had two years of negative finan-
cial publicity which it wants to 
leave behind.

API expects the efficiencies 
resulting from the agreement to 
boost its profit by A$7.5 million 
in a year, while Alphapharm will 
benefit considerably from the 
rapidly growing Priceline phar-
macy group now recommend-
ing Alphapharm products. Profit 
from Priceline pharmacies was 
the main bright spot in API’s last 
annual result.

The Pharmacy Guild issued a 
media release praising the agree-
ment for “increasing efficiency in 
provision of medicines”, describ-
ing it as a “major development in 
the pharmaceutical sector”.

Issued in the name of guild act-
ing president, John Dowling, the 

release noted that full-line whole-
salers are the “main artery” sup-
plying medicines to consumers, 
and improving efficiency of their 
delivery benefits the community.

However, when national presi-
dent Kos Sclavos returned to 
Australia days later, the release was 
removed from the guild’s website, 
possibly because it supported one 
of the three national wholesalers 
pharmacists use.

Meanwhile, one of the other 
two wholesalers, Symbion Health, 
announced a revised merger plan 
with private hospital operator 
Healthscope, which requires only 
50% shareholder approval. 

Under the new plan, Symbion 
sells its pharmacy business to 
private equity partners, while 
Healthscope buys the pathology, 
diagnostic imaging and medical 
centres business.

StuArt DIckSoN

Send your humorous and/or unintelligible scripts (with explanation) to: 
Mystery Scripts, Pharmacy Today, PO Box 31-348, Milford, Auckland.

Deciphering this script proved a challenge for South City Health 
Pharmacy. It reads: Epilim 500mg mane, 1000mg nocte; temazepam 
20mg nocte; quetiapine 200mg mane, 400 nocte.

Jeff Taylor
South City Health Pharmacy

Hamilton

myStery ScrIPt

PT

Mystery Script

The Council would like to thank the 
Pharmacy Council for contributing 
the following article and 
acknowledges Pharmacy Today for 
the ‘mystery scripts’. 
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Continued from page 3…

6.	 Note that ‘cc’ means ‘close control’ 
not certified condition or carbon 
copy. Close control can have some 
very practical benefits. Treatment 
change, often in the early phase 
of treatment, is one of the most 
common reasons for unused 
medications. Therefore, it may 
be prudent to prescribe a smaller 
initial amount of medication or 
‘close control’ for the first month 
of a 3-month prescription if you 
anticipate that the dose may need  
to be changed.

7.	 Neither the Medicines Act 1981 
nor the DHB Pharmacy Procedures 
Manual allows pharmacists to supply 
2 x 3 months worth of medicines 
(that is, 6 months) at once just 
because the patient is going overseas. 
If you do write two prescriptions, 
please advise patients that only  
3 months will be subsidised.

8.	 Legally the patient’s address must 
be a street address, not a PO Box or 
Private Bag.

9.	 Make sure prescription co-payment 
codes are correct. The cost of a 

Mystery Script

February 2009  |  Pharmacy Today  |  News 5

Change in first aid requirements 
The Pharmacy Council is 
changing first-aid require-
ments for pharmacists follow-
ing suggestions the current 
refresher courses do not meet 
their needs.

Beginning 1 April 2009, 
entry to the pharmacy profes-
sion will still require a first-aid 
certificate in NZQA standards 
6400, 6401 and 6402 (the last 
named being equivalent to the 
NZ Resuscitation Council’s 
CORE level 2). 

After registration, the 
choice of maintenance of first-
aid skills will be up to indi-
vidual pharmacists. However, 
they must be at least a mini-
mum of NZRC CORE level 3 
undertaken every three years, 
instead of two.

The council’s Professional 
Standards Advisor, Barbara 
Moore, says individual phar-
macists may choose to main-
tain competency at a level 
higher than this, but the deci-
sion would be based on self-
reflection and an assessment 
of their own and their com-
munity’s requirements.

“For example, a pharma-
cist practising next to a medi-
cal centre may need level 2 
only, whereas a pharmacist in 
a remote or rural setting may 
want to maintain their medical 
emergency training at NZRC 
CORE level 3 or 4,” she says.

“For pharmacists who are 
not designated workplace first-
aid providers, CPR is the key 
first-aid skill that needs to be 

continually kept up-to-date.” 
For intern pharmacists, the 

requirement to hold a first-
aid certificate when applying 
for registration in the scope of 
practice of a pharmacist will 
also remain. 

Those applying for registra-
tion through the Recognised 
Equivalent Qualifications 
Route (REQR) will not be 
required to have a current cer-
tificate at the time of full reg-
istration. 

However, they will be 
expected to hold one by their 
next annual practice certifi-
cate renewal, if they declare 
competence standard three as 
part of their practice.

Pharmacists have com-
mented during the past few 

years the mandatory two-
year refresher courses are not 
specifically tailored to their 
requirements.

Although some providers 
allow groups of pharmacists 
some leeway in what is taught 
in the refresher classes, when 
attendees are made up of dif-
ferent backgrounds, the nor-
mal class content applies.

“Given these and previ-
ous comments, the council 
responded by reviewing the 
competency requirements of 
other regulatory authorities, 
and compared these to the 
Pharmacy Council require-
ments,” Ms Moore says.

Many regulatory authorities 
have a compulsory require-
ment in either first aid or 

resuscitation, and some use the 
NZRC CORE levels to set the 
standards. A number of alter-
natives were considered by the 
council, including providing a 
menu board of choices for the 
minimum evidence pharma-
cists can use to indicate com-
petency.

Following consultation with 
key pharmacy organisations 
and health sector stakeholders, 
it was decided the minimum 
ongoing requirement to main-
tain competency in Activity 
3.6.1 (Applies Emergency 
First Aid Measures) for phar-
macists, who declare compe-
tence standard three as part 
of their practice, is a refresher 

course in CPR equivalent to 
New Zealand Resuscitation 
Council (NZRC). Certificate 
of Resuscitation (CORE) level 
2 or NZQA Unit Standard 
6402 is undertaken every three 
years.

Pharmacists are encour-
aged to select more carefully 
providers that cater to health 
professionals, such as DHBs. 
Another possibility is pharma-
ceutical society members join-
ing together and ask a provid-
er to hold a tailored refresher 
course. 

Contact pharmacy council, 
pharmaceutical society or your 
local DHB for further infor-
mation.  Rj

Who would have thought of the litigious possibilities of a 
nasal spray?
 
– Owles Dispensary First, Nae Nae, Willington

Send your humorous and/or unintelligible scripts (with explanation) 

to: Mystery Scripts, Pharmacy Today, PO Box 31-348, Milford, Auckland.

Mystery Script

Gemma Waterhouse is a “give-it-

a-go” kind of person so when her 

peers and employers encouraged her 

to enter the Pharmacy Awards she 

thought, “Why not?”

Her hard work paid off when in 

June 2008 Gemma won the Young 

Pharmacist of the Year award 

and the Supreme Award at the 

annual Pharmacy Today/ProPharma 

Pharmacy Awards.

“This win will open many doors for me in the years to 

come,” Gemma says.

“It has been a fantastic time for me. I even got invited 

back to my old high school, Waikato Diocesan, as a guest 

speaker at their 2008 prizegiving. I’ve also had the oppor-

tunity to acknowledge and thank those who have encoura-

ged me in my career, and to meet many inspirational phar-

macists who are paving the way for the future of pharmacy 

in New Zealand.”

Gemma recommends others “go for it” and enter the 

awards.

“Having your project acknowledged in such a way is well 

worth the effort to submit an entry.”

 “It is an amazing experience - just entering is a great 

way to set goals and provide motivation, and the awards 

dinner is a really great night out. Winning was the icing on 

the cake,” Gemma says.

Gemma has not yet used her $7000 worth of prize 

money.

“The day I won the award I had just got off the plane 

from Thailand, so I am working hard to accrue some leave 

again. There are so many options – I would love to go to 

Italy and Greece, or perhaps snowboarding in Canada.”

Awards open doors

Gemma Waterhouse

* References: 1. BMJ. 2008;337:a1302, 2. IMS Data PI Oct2008 MAT. TAPS 87HA

Ellgy Plus
New Zealand’s No 1 pharmacy-only 
cracked heel cream

On TV this month!
• Non-greasy, does not contain urea.

• Works in 7 days.

•  Unique dual action (seals in moisture 
to prevent cracking).

• pH 5.5 - friendly to skin.

Vistil
•  Lubricating eye drops – bottle lasts 

90 days after first opening.

•  Soothing relief for dry irritated 
eyes, even with soft or hard 
contact lenses.

•  The only eye drop with the 
disappearing preservative OXYD 
that turns into natural substances 
on application. 

Fenpaed
New research on reducing 
fever in children!
Recently published research1 recommends that in 
order to maximise the time that children spend 
without fever, you should use ibuprofen as the 
first choice.

•  Children prefer liquid medicines, so 
recommend the most widely used liquid 
ibuprofen in New Zealand.2

•  Fenpaed offers better value and the popular 
strawberry taste.

•  Sugar Free. Colour Free. Alcohol Free.

•  The only liquid ibuprofen available in 
convenient 5ml sachets.

•  Can be used from 6 months of age.

AFT Update 2009

100% NEW ZEALAND OWNED
EMAIL: CUSTOMER.SERVICE@AFTPHARM.COM
WEBSITE: WWW.AFTPHARM.COM

AFT PHARMACEUTICALS LTD 
PO Box 33-203, Takapuna, Auckland

AFT 0348 AFT UPDATE AD 182x250.i1   1 12/1/09   1:52:31 PM
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prescription can influence whether 
or not it is picked up. The prescriber 
is responsible for ascertaining 
whether the patient is eligible for 
$3 co-payments and for coding 
their prescriptions correctly. The 
pharmacist is entitled to rely on 
prescriber coding to indicate the 
correct level of co-payment that 
should be charged.

10.	Additional best practice points:
a.	 Include the age and weight of a 

child under 5 years. 

b.	 Make sure NHI numbers  
are correct. 

c.	 Always include your Medical 
Council registration number.

These issues aside, pharmacists still 
enjoy prescriptions with additional 
tongue-in-cheek directions. 
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‘I have seen and examined…’ 
by Dr Steven Lillis, Medical Adviser to 
the Medical Council of New Zealand

Certificate vaguely worded

A certificate was issued by a doctor 
working in general practice that 
indicated a patient could not be at  
work because of a medical problem. 
When further detail emerged, the 
employer realised that the medical 
condition was not as indicated by the 
employee. The certificate issued by the 
doctor was vague in its wording and 
contributed to the misunderstanding. 
Naturally,  the employer was concerned 
that a certificate given by the doctor 
was used to support the employee 
position and believed that the doctor was 
complicit in misrepresenting the illness.

Certificate issued without seeing 
the patient

A vocationally registered general 
practitioner issued a certificate  
without seeing a patient. The patient 
was incapable of working because she 
had recently experienced a close relative 
having a life threatening medical 
problem. The general practitioner was 
intimately aware of the events and the 
traumatic effect on his patient and 
issued a medical certificate for her.  
The certificate was computer-generated 
(as most medical certificates are nowadays) 
and contained the phrase ‘...was seen 
and examined by me...’. Unfortunately 
the patient was neither seen nor 
examined at the time the medical 
certificate was issued. This left the doctor 
in a difficult situation when the employer 
questioned the validity of the certificate. 

Certificate issued retrospectively

A doctor issued a medical certificate  
in retrospect for a patient whose  
mother had recently died from 
metastatic cancer. The certificate was 
written to cover the day of the funeral 
and the following day but was written 
and dated two weeks after the event. 
The argument that the employer took 
was that it is impossible for a doctor to 
know how incapacitated a person is for 
work when the doctor sees the patient 
2 weeks later. The doctor was of the 
opinion that she was well aware of the 
emotional effect of the circumstances 
and the certificate was correctly dated 
so that its retrospective nature was 
transparent. 

Results of the complaints

All three complaints were closed 
without action by the Council as they 
considered that the doctors involved 
did not intentionally mislead the 
complainant or the concern was minor. 
However, in each of the cases described, 
it is also apparent that the doctor was 
left in a vulnerable position and that 
such a position may have been avoided 
by careful attention to the intent and 
detail of writing a medical certificate. 

Computerised certificates may be 
convenient, but the convenience 
lends itself to inadvertent statements. 
Vague wording and its associated 
multiplicity of meanings leaves ample 
room for differences in interpretation. 

Retrospective certificates create doubt 
over the accuracy of recollection. 

Coles Medical Practice in New Zealand 
gives sound advice on signing medical 
certificates:  ‘...you must take reasonable 
steps to verify any statement before you 
sign. You must not sign documents if you 
believe they are false or misleading, or if 
you are uncertain of the truth of any of  
the content.’ 

Medical certificates pose difficulties 
because they are written for a third 
party who may have an agenda quite 
different to that of the doctor and 
patient. Under such circumstances, the 
detail and accuracy of the certificate 
may come under unexpected and 
intense scrutiny. Taking an extra 
moment to consider how accurately  
the certificate reflects the clinical 
situation can spare the stress of dealing 
with complaints. 

Medical certificates provide a wealth of material for bringing a 
complaint against a doctor to the Medical Council. Several recent 
complaints exemplify some of the issues. ‘Medical certificates 

pose difficulties 
because they are 
written for a third 
party who may have 
an agenda quite 
different to that 
of the doctor and 
patient…’
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MEDICAL COUNCIL

Supervision of international medical graduates 
by Philip Pigou, Chief Executive,  
Medical Council of New Zealand

These are some of the recent scenarios 
the Council has managed.

Effective supervision

Effective supervision is one of three 
key processes the Council believes is 
critical to supporting doctors coming 
to work in New Zealand. Together 
with orientation and induction, and 
credentialling, supervision helps the 
doctor to fit into our health system. 
It also protects the health and safety 
of the public by assessing the doctor’s 
competence to practise within their 
scope of practice.

New Zealand’s health workforce 
relies heavily on international medical 
graduates (IMGs). Not only do IMGs 
constitute over 40 percent of our 

medical workforce, they also make  
up about 80 percent (or 1,200 IMGs)  
of new registrations every year.  
This places a significant burden on 
doctors to provide supervision, and the 
Council appreciates the contribution 
supervisors make to integrating IMGs 
into the profession. 

Recognising the importance of these 
issues, the Council has designated 
medical migration as a critical strategic 
direction. One of the initiatives 
within this direction of work has been 
to develop and implement a new 
framework for the supervision  
of IMGs.

The Council has recently undertaken 
an extensive two-stage consultation 
process (including a national roadshow 
of meetings) with the profession and 
stakeholders about a new framework 
for the supervision of IMGs. 

Key principles for supervision

The feedback from the consultation 
process has been considered by 
the Council and the following key 
principles have been finalised.  
A supervision proposal or plan:

	 must be flexible, taking into account 
the merits of each situation

	 must require an IMG to spend a 
period of time working at the same 
site as their primary supervisor

	 will be part of a team model

	 must include a credentialling process 
when employing IMGs

	 will address issues of isolation and 
conflicts of interest

	 will define supervisors’ 
responsibilities clearly

	 will include the Chief Medical 
Officer or their delegate in district 
health boards (DHBs), or practice 
manager or practice principal 
for general practice settings, as 
the person responsible to ensure 
appropriate supervision is provided.

The Council is now working on 
implementation of two supervision 
options. An employer or service may 
choose either option for supervision 
when employing a new IMG.

Supervision options

	 DHBs, primary care organisations, 
and other employers / contractors 
may apply for a service to be 
accredited by the Council as an 
Approved Practice Setting (APS). 
Once a service has been recognised 
as an APS, it will not be necessary 
for individual supervision plans to 
be submitted to the Council for 
approval. An APS recognises that 
appropriate support and supervision 
are available and provided to IMGs.

Is it reasonable for an anaesthetist to start work in New Zealand with no immediately available  
on-site supervision from a vocationally registered anaesthetist? Would you be happy attending  
a general practitioner who had arrived in New Zealand the previous day and was working in an 
isolated rural general practice – alone? What conditions would you require where a general surgeon 
cannot be given on-site supervision because the other general surgeons in the department refuse to 
provide the supervision? 

‘IMGs constitute 
over 40 percent 
of our medical 
workforce, they  
also make up about 
80 percent … of 
new registrations 
every year…’
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	 DHBs, primary care organisations, 
and other employers or contractors 
may submit a proposal for 
supervision. The proposal must  
meet the requirements of the 
Council’s framework for an 
individual supervision plan for  
each IMG while the IMG is 
registered within a provisional 
general, provisional vocational or 
special purpose scope of practice. 
With some modifications following 
the consultation feedback, this 
option is based on the current 
supervision model.

Developing the APS concept

The Council has recently established a 
working group to assist us in developing 
the criteria for an APS. The group 
has Branch Advisory Body, DHB and 
Council members. As a minimum, an 
APS will have systems for:

	 the effective support of doctors

	 orientation, induction, and 
credentialling of doctors

	 identifying and acting on concerns 
about doctors’ fitness to practise

	 supporting the provision of relevant 
training and continuing professional 
development

	 providing regulatory assurance.

An APS is not required to be confined 
to one hospital service or primary care 
practice alone. The Council strongly 
supports greater clinical collaboration 
within the health sector and will look 
to accredit joint service or network 
arrangements as an APS.

The Council intends to consult on the 
APS criteria in early 2010.

More information

A new resource called Supervision 
for international medical graduates 
describes the Council’s requirements for 
individual supervision plans and clearly 
sets out:

	 when supervision is required

	 factors taken into account when 
assessing a supervision proposal 

	 the role of the supervisor 

	 an outline of the induction, 
orientation, and supervision process 

	 the reporting process on an IMG’s 
performance to the Council.

This resource is a companion to 
Induction and supervision for newly 
registered doctors. Both of these resources 
are available from the Council’s website 
www.mcnz.org.nz. The Council will 
release revised supervision guidelines 
including new information about the 
induction and orientation of IMGs 
and further details of the criteria and 
assessment process for APSs in  
mid-2010.

Next steps

In early 2010 the Council together 
with the Cognitive Institute will 
undertake two training sessions for 
supervisors – one in Auckland and one 
in Christchurch. The sessions will be 
coordinated by Dr Ian Brown, one of 

the Council’s Medical Advisers.  
On the completion of this training 
we will evaluate the value and need 
for further training and other support 
opportunities for supervisors.

We do hope that the new systems 
will make it simpler, easier and 
more effective for both IMGs and 
supervisors. We are also conscious that 
there is some discomfort with the term 
‘supervision’. If anyone can come up 
with a better term that covers both the 
mentoring and the quality assurance 
aspects of the task, we would be  
very grateful. 

Finally, I wish to extend my and 
the Council’s appreciation of the 
commitment and expertise shown by 
supervisors. This is crucial to helping 
IMGs integrate into New Zealand’s 
health system and enabling the Council 
to achieve its primary purpose of 
protecting the health and safety of  
the public. 

MEDICAL COUNCIL

‘This is crucial 
to helping IMGs 
integrate into 
New Zealand’s 
health system 
and enabling the 
Council to achieve 
its primary purpose 
of protecting the 
health and safety of 
the public…’

This article was first published  
in New Zealand Doctor on  
16 December 2009. 
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Changes to your annual practising 
certificate
In the coming months, you 

will notice that your annual 

practising certificate has 

changed.

We are changing the name from 
annual practising certificate or APC to 
practising certificate. Currently we issue 
three different types of certificates:

	 annual practising certificate

	 certificate for less than a year 

	 interim certificate.

Rather than printing three types of 
certificate, we have decided to simplify 
our processes and have just one 
certificate, the practising certificate. This 
will result in considerable costs savings 
in printing and other resources.

Another significant change is that the 
practising certificate is no longer a tax 
invoice as in the past with an APC. 
The Inland Revenue Department has 
recently accredited the Council to raise 
invoices on doctors’ behalf, eliminating 
the need for us to obtain invoices with 
GST numbers from doctors. 

	 informed consent

	 the responsibilities of doctors in 
management positions

	 keeping patient records.

As new statements are produced,  
or others are updated, we will send 
them to you automatically with the 
Council newsletter. You can then file 
them in a folder for quick reference.

You can place your order at  
folder@mcnz.org.nz or phone  
0800 286 801 extn 793.

Statements are also on our website at 
www.mcnz.org.nz>>Publications & 
guidance>>Statements. 

Order your free folder

Lost doctors
In this issue of Medical Council News, 
we list several ‘lost’ doctors whom we 
cannot trace because they have not let 
us know their new addresses.

If you change your address, please 
let us know your new address within 
a month. You can change your 
address online at www.mcnz.org.nz 
>>Registration>>Currently registered 
doctors>>Change your personal details.

The following doctors will be removed 
from the medical register unless we 
receive their new addresses. If you know 
how to contact any of these doctors, 
please email apc@mcnz.org.nz or 
phone 0800 286 801 ext 785.

	 Dr Sumedha Suriarachchi 
Amarasekara

	 Dr Jacqueline Loring Brivulis

	 Dr Ian Keith Henderson

	 Dr Shree Valli Krishna

	 Dr Ian Robert Lange

	 Dr Michael John Lannan

	 Dr Ian Charles Winburn 

In recent years, the Council has produced over 30 statements  
on topics such as:
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Medical credentialling in New Zealand 
by Dr Ian Brown, Medical Adviser to 
the Medical Council of New Zealand
History of credentialling in  
New Zealand

The concept of credentialling for senior 
medical officers was introduced in  
New Zealand in the mid-1990s, 
beginning in Counties Manukau 
District Health Board. By the late 
1990s there were three hospitals with 
credentialling processes in place. The 
first national credentialling document, 
Toward Clinical Excellence: A Framework 
for Credentialling in New Zealand was 
published by the Ministry of Health  
in 2001. It defined credentialling in 
New Zealand as ‘a process used to 
assign specific clinical responsibilities 
(scopes of practice) to health 
professionals on the basis of their 
training, qualifications, experience 
and current practice within an 
organisational context’.

This definition preceded the Health 
Practitioners Competence Assurance 
Act 2003, which defined scopes of 
practice as ‘any health service that 
forms part of a health profession and 
that is for the time being described 
under section 11 and now equates 
to the vocational scopes of practice 
by the professional colleges and the 
Medical Council. The term no longer 
equates to credentialling where this 
term is replaced by “specific clinical 
responsibilities”.’

Process for credentialling

The four-step process for credentialling 
described in the 2001 document 
remains the basis of credentialling. 

The process consists of:

1. 	 verifying training, qualification, 
experience and registration status

2.	 determining the specific clinical 
responsibilities within the organisation

3. 	 undertaking ongoing data collection 
to monitor practice and accumulate 
information for recredentialling

4.	 reviewing and redefining clinical 
responsibilities.

All district health boards (DHBs)  
have developed credentialling processes 
but there is no national credentialling 
standard. Some DHBs have shared 
their frameworks and have robust 
processes for confirming specific  
clinical responsibilities within their 
hospitals, but this is not universal. 
Private hospitals have been actively 
involved with credentialling and  
some have linked with DHBs to  
share processes.

Formal credentialling normally occurs 
every 3 to 5 years, but it is equally 
important to undertake individual 
credentialling on appointment. 

The appointment process may involve 
recruitment agencies, human resources, 
Colleges, unions and the Medical 
Council. Credentialling is part of 
this process and can be linked with 
activities such as orientation and the 
development of supervision plans.

Efficient results require minimising the 
overlap between the processes of each 
of these bodies, and simplifying the 
processes as much as possible. Activities 
such as orientation and supervision 
planning also link to these processes. 

Credentialling of locums presents 
specific issues, and can be difficult 
to arrange. However, it should be 
undertaken whenever possible.

New framework for credentialling

This issue, together with many others, 
has recently been addressed in the 
document led by the Ministry of 
Health Credentialling Framework for 
New Zealand Health and Disability 
Service Providers. The draft working 
document was released in late June 2009, 
but unfortunately has not progressed 
any further. The document related to 
all health professions, but there was a 
specific section for doctors. 

The recommendations reinforce 
the importance of credentialling 
on appointment, and give guidance 
on regional credentialling and the 
credentialling of locums and visiting 
specialists. 

The draft document also proposes an 
annual review of credentialling status that 
could be linked with annual performance 
appraisals when appropriate.

We hope that, the recommendations in 
the medical part of the new framework 
can be discussed and progressed 
without too much delay. 
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Ethics 101 – Fringe 
medicine, some thoughts 
by Dr Barnett Bond
A medical degree is supposed to train the mind of the young doctor 
to focus on reason, rationality and critical thinking. Why is such 
training necessary? The reasons are not hard to find. Humans over 
the millennia have demonstrated an enduring propensity towards 
superstition and faith in irrational beliefs. The passage of time has 
shown these beliefs for what they were, with remarkable clarity. 
In spite of the lessons of the past, contemporary human minds 
continue to believe the unbelievable. The training of a doctor in 
the modern world is structured to inculcate in that doctor a critical 
faculty, and a demand for evidence of a certain standard, before  
she will adopt any new method of diagnosis or treatment. 

Most of the non-doctor population 
however, have no such training. 
They have no way of knowing that 
all treatments are not equal. Unwell 
humans are particularly vulnerable 
to messages of cure regardless of the 
source. Quite apart from the abject 
misery of illness, the fear of death as 
a sequel to illness is a powerful and 
not always helpful emotion. Under 
the cloud of serious illness, the unwell 
human believes any number of claims to 
‘cure’. Most patients simply do not have 
the training nor the knowledge to make 
validity judgements. Cancer patients are 
especially vulnerable.

There has been much debate about the 
reasons why patients are increasingly 

enamoured of fringe medicine. One 
popular hypothesis is that modern 
medicine has been ‘captured’ by the 
medical and allied professions. The 
argument goes that medicine has 
become so sophisticated and complex 
that is has had the unanticipated 
consequence of disempowering ordinary 
people from decision making about 
their own health. 

There are other hypotheses. Whatever 
the reasons, contemporary attitudes of 
increasing numbers of people seem to 
be taking them resolutely down a path 
of equating the findings and treatments 
of modern medicine with any and 
all other forms of ‘healing’. In other 
words, all forms of healing are equal 
and the patient (consumer) has simply 
to choose the method of diagnosis and 
treatment they prefer. It is assumed that 
the outcomes will also be equal (in fact 
better, safer and less toxic for fringe 
medicine treatments). This seems to  
be one of the fundamental tenets  
fringe medicine.

Against this background, what should 
be the role of the modern doctor?  

The answer seems obvious. The doctor’s 
role is to protect the patient from false 
claims and from futile or harmful 
treatments. Further it is to promote the 
methods of diagnosis and treatment 
that work. 

How then is it that a number of doctors 
reject the lessons of their training, 
join the ranks of the untrained ‘fringe 
medicine’ practitioners? They too 
engage in diagnostic methods that 
do not diagnose, and treatments that 
do not work. A cynic’s view might go 
something like this:

1.	 They are in it for the money.

2.	 They were asleep through most of 
medical school.

3.	 They get gratification from being 
able to offer a diagnosis and/
or treatment where conventional 
medical doctors have failed.

4.	 The notion of working in a ‘special 
field’ of medicine is attractive and 
results in enhanced self perceived 
status. (‘I am not just an ordinary 
doctor, I am an expert’).

Ethics 101 has the objective of 
generating thoughtful discussion 
about the pros and cons of 
various issues. We hope it will 
create interest and generate 
further discussion among the 
profession about practical 
ethical and clinical issues. 
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5.	 They have placebo-effect-non-
recognition disorder.

6.	  All of the above.

In the past the term ‘quack’ was 
attached to doctors who practiced 
fringe medicine. 

If we were to look more closely at the 
cynic’s view, it might help us understand 
the phenomenon a little better. 

1.	 There is obvious support for the 
profit motive. Australians spent 
$AUS2.3 billion on complementary 
and alternative medicines last year. 
New Zealanders probably about  
$1 billion. It would seem that some 
doctors are unable to resist the 
temptation to participate in this 
extraordinarily profitable business. 
Fringe medical doctors, who come 
before the Health and Disability 
Commissioner and the Medical 
Council, almost invariably sell the 
products that they prescribe. One 
of the safeguards against patient 
exploitation and ‘prescribing for 
profit’ in conventional medical 
practice is that the dispenser is 
not the prescriber. This safeguard 
seems to not exist, at least among 
the fringe medical doctors whose 
practices are complained about.

2.	 Were the doctors who practice fringe 
medicine asleep during medical 
school? Fringe medicine practice is a 
society-wide public health problem. 
To understand these doctors better, 
an epidemiologic strategy is needed. 
To date there is little information on 
which doctors become quacks and 
why, the characteristics of people 
who do and do not turn to quackery, 
and factors that favour or discourage 
the proliferation of fringe medicine.  
Key statistics are needed on all of 
these things. (Now there is a PhD 
thesis for someone.)

3.	 Do doctors who practice on the 
fringe get gratification from being 
able to offer a diagnosis and/
or treatment where conventional 
medical doctors have failed? This 
would seem to be a ‘slam-dunk’ 
conclusion. This type of gratification 
is probably universal. Nearly all 
doctors get gratification from 
making a diagnosis where others 
have failed. Patients identify such 
a doctor with ‘excellence’, and they 
report to other potential patients. 
Everyone wants to be good at their 
job and nearly everyone appreciates 
recognition for this. 

4.	 ‘I am a specialist in a field so 
specialised there is not a College’. 
This syndrome also is not unique 
to medicine. It affects people who 
have partially educated themselves in 
many fields. There is, alas, no medical 
claim so preposterous that a doctor 
cannot be found to vouch for it. 

5.	 Placebo-effect-non-recognition 
disorder? Currently this disorder is 
not searchable as a READ Code.

How does one recognise a fringe 
medical practitioner? What should one 
advise one’s patients who are struggling 
with the advice they receive? Help is at 
hand. Fringe medical practitioners are 
recognisable and they exhibit certain 
characteristic features:

1.	 The practitioner says that the medical 
establishment is trying to suppress 
his or her work. The idea is that the 
medical establishment is a cartel 
and addicted to power. Often, the 
practitioner describes mainstream 
medicine as part of a larger conspiracy 
that includes the pharmaceutical 
industry and government.

2.	 Most of the practitioner’s 
recommendations to patients are 
based on anecdotes. If modern 
medicine has learned anything in the 
past century, it is to distrust anecdotal 
evidence. Because anecdotes have a 

very strong emotional impact, they 
serve to keep irrational beliefs alive. 
The most important discovery of 
modern medicine is not vaccines 
nor antibiotics, it is the randomised 
double-blind controlled trial. There 
is much confusion among the public 
here, but the fringe practitioner thinks 
that ‘data’ is the plural of ‘anecdote.’

3.	 The practitioner says that his 
treatment is sound because it is 
ancient. There is a persistent myth 
that hundreds or even thousands of 
years ago, our ancestors possessed 
remedies that modern medicine 
cannot understand. Much of what is 
termed ‘alternative medicine’ is part 
of that myth.

4.	 The doctor proposes new laws of 
diagnosis and treatment to explain 
why there may appear to be a conflict 
with existing rules around diagnosis 
and treatment. The practitioner needs 
to have credibility for an incredible 
method. Proposing that the medical 
establishment’s rules have not taken 
the practitioner’s methods into 
account, neatly sidesteps the need  
to explain the lack of evidence.

Fringe medicine has been around for 
a very long time. There was hope that 
the modern scientific method would 
rid us of dodgy practices. This has not 
happened. None-the-less a doctor’s 
role is clear. That role is to protect the 
patient from false claims and from 
futile or harmful treatments. 
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The Medical Council of  
New Zealand is looking to 
employ a vocationally registered 
doctor part-time to help run the 
NZREX Clinical Examination. 
NZREX is a 16 Station Objective 
Structured Clinical Examination 
for international medical graduates 
wanting to become registered as 
doctors in New Zealand.

Experience in medical education 
or assessment is preferred but 
not essential. Three examinations 
are scheduled for 2010, with the 
potential for a fourth depending on 
candidate numbers. Working hours 
will be variable month to month, 
but will increase in the weeks 
leading up to an examination. 

Please submit your expression 
of interest and CV to 

Valencia van Dyk, Business Services 
Manager, Medical Council of 
New Zealand, PO Box 11649, 
Wellington 6142 or by email to 
vvandyk@mcnz.org.nz.  
For more information visit our 
website at www.mcnz.org.nz and 
go to our Vacancies page.

The closing date for submissions is 
9 February 2010. 

Seeking:
Assistant Examinations Director (part-time)


