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One of the many very interesting and stimulating presentations at the College’s ASM in Queenstown was that by Margaret Stark.  Margaret is the head of the Clinical Forensic Medicine Unit of the NSW Police but has had a long and distinguished career in the legal and forensic medicine in the UK.  In her presentation she outlined the progress of the UK FFLM.

Of particular note was that the FFLM had support in fairly high places such as police, Government, and the RCP, as it was being established.  It also helps to have Government funding and be a registered charity.

Currently their Membership Examination comprises two parts – the first is common to all candidates (MCQ) , whereas the second part is streamed into legal medicine, general forensic medicine, or sexual offence medicine (written + OSCEs).  These cost £700 and £1300 respectively.  The Faculty’s current membership is about 750, and their annual subscription is £450 p.a. 

They are now looking forward to the challenges of revalidation, credentialing, and the development of standards.

We are extremely fortunate to have someone of Margaret’s skills and experience in Australia. While importing ideas can be dangerous if not implemented carefully I am sure there is much to be learned from the UK experience.

Much as we might prefer otherwise, the progress of the ACLM has not been spectacular.  Instead of a brilliant but brief show, we have made slow and steady progress.  My feeling is that this is the preferred course.  I hope that we will have an updated MOPS/CPD programme in place in the New Year, and a register of experts who have been trained by the College as Expert Witnesses established.  Under Roy Beran’ editorship the textbook of Legal Medicine, to be published by Springer, is progressing well.

All this augers well for the College.  But to paraphrase Lord Kitchener’s ads from a bygone age “Your College needs you” – to contribute articles for the newsletter, to publish your research, to establish an educational base of excellence, and to “sell” the College among your colleagues, and any friends or acquaintances in high places.

And do not forget to put the 2012 ASM in your diary.  It will be held in Canberra during Floriade, so it is an event not to be missed!

I hope that, with your help and enthusiasm, we will soon be in a position in Australasia to parallel the progress described by Margaret Stark in the UK.

I hope that you have an enjoyable Christmas, and have achieved most, if not all, of your goals for the year.  I also hope that you and the College have a fulfilling 2012.

Allan Hunt

President

AVIATION MEDICINE CONVENER
Section 27J of the New Zealand Civil Aviation Act 1990 provides for the Minister of Transport to appoint a Convener and Deputy Convener to review medical certification decisions.  In 2009 I was appointed Aviation Medical Convener by the Minister of Transport.  In April of this year I was reappointed.
The Convener can review a decision made by the Director of Civil Aviation (the Director) about a medical certificate within 20 working days of the Director's decision.  The Director does not have to accept the Convener's decision but there is an expectation that the Director will do so.  If the Director does not accept the Convener's decision he or she must give reasons for this.
Since 2009 I have reviewed approximately 30 decisions made by the Director of Civil Aviation.  The following medical conditions have been the most prevalent causes for review applications: ischaemic heart disease, depression, alcohol and/or drug abuse, migraine, risk of convulsion, colour vision, urolithiasis, various cancers.  There has also been one case of narcolepsy and one case of a helicopter pilot who lost his hand in an explosion. 
Due to the complexity of the medical issues involved and the requirement to consult other specialists, Convener reviews can take a significant amount of time to complete.  I have consulted occupational physicians, in particular colleagues who hold the Diploma of Aviation Medicine and/or hold a pilot’s licence (the Deputy Convener is an occupational physician who holds the Diploma of Aviation Medicine and has worked for the Australian Flying Doctor Service). 
In several cases I have consulted cardiologists, ophthalmologists and/or other experts in New Zealand, Australia, the United States and/or Europe, in a few cases up to five experts.  A common cause for a requirement to consult several international experts has been the provision of an expert opinion by the applicant which was not consistent with the opinion of other experts, my literature research findings, and/or New Zealand aeromedical standards. 
In general, applicants often argue that their application should be successful if “their specialist” (for example, the interventional cardiologist who performed stenting on them) supports them.  They tend to “forget” that the final decision does not rest with “their specialist” but also has to take into account the relevant standards, research findings and clinical experience of experts other than those who have performed the intervention on the applicant.  
I refer to previous similar review cases (I have created a database sorted by medical conditions) and try to demonstrate consistency when making my recommendations.  My reports are critically reviewed by a Senior Solicitor of the Ministry of Transport before they are distributed.  As part of my reviews I always compare the standard in the New Zealand Civil Aviation Rules with other international standards.

The medical certification of colour vision deficient pilots is an example where inter-regulator variation can be observed, and it is also an area of some debate and controversy in the field of regulatory aviation medicine. The main difficulty, and often the main source of debate, is the difficulty in defining which colours need to be perceived readily for the safe performance of aviation duties.

In my experience, the medical certification of applicants with ischaemic heart disease and risk of convulsion allows an at least “semi-quantitative” approach by comparing epidemiological data to the so-called 1% risk rule (threshold for fitness to fly) and/or the “background” general population risk.  However, when analysing the epidemiological data (for example, predictive power of slightly abnormal myocardial perfusion scans) one always has to take into account bias, chance and confounding.
In general, I particularly enjoy the variety of cases and appreciate the support provided by the New Zealand Ministry of Transport.
Martin Peterson
ACLM

EMERGENCY MEDICINE IN AUSTRALASIA: 
A NEW ZEALAND PERSPECTIVE
Emergency Medicine is a young specialty with a glamorous but misleading title.  The specialty requires a high standard of emergency skills but opportunities to deploy them are uncommon – less than 10% of ED patients need to be seen by a doctor within 10 minutes of arrival (Australasian triage categories 1 or 2).  ICU and inpatient teams assist with the sickest patients.

The core contribution of the specialty is risk management.
An ED is a high risk site.  Dozens or hundreds of undifferentiated patients arrive at all times in a day, 7 days a week, usually in a hospital with back-up services that are geared to bankers’ hours.  Patients are often anxious, sometimes agitated or obtund; many cannot provide complete information about their health histories and medications.  Most are strangers to the clinicians who assess them.  Risks also include unpredictable workloads, multiple interruptions in a chaotic environment and 3 shift handovers each day.
A core skill of Emergency Medicine is to accurately pick out the 20-40% of patients who need inpatient attention.  If the threshold for discharge is set too high, patients and inpatient services are burdened with unnecessary cost and inconvenience.  If the threshold is too low, there is a prospect of dire outcome – sometimes death or disability – along with complaints and intense scrutiny by regulatory bodies and the media.
20 years ago, the ED was seen as a rite of passage for inexperienced House Officers who relished their first opportunity to practise independently after 1-2 years of tediously trailing behind registrars and consultants who made all the key decisions. 
Alas, it was a recipe for disaster.  Doctors fresh out of medical school are armed with basic concepts of “standard” patterns of common diseases. In reality, diseases have many subtle and misleading variants that defy these simple patterns.  An unacceptable number of promising careers foundered on the rocks of misguided decisions in ED.
The specialty of Emergency Medicine developed to address that high risk environment.  The Australasian College for Emergency Medicine (ACEM) was incorporated in 1984 and was recognised as a specialty in 1993 in Australia and in 1995 in New Zealand.  It has undergone dramatic growth, feeding hundreds of newly-minted specialists into the grateful arms of hospitals that are uncomfortably aware of the risk at their front doors. 
The average age of Emergency Medicine specialists is one of the lowest of all specialty groups.  Trainees are attracted to the variety, the complexity and the broad scope - and the prospect of finishing each hectic shift free of the burdens of “continuity of care”.  A growing repertoire of diagnostic and procedural skills is satisfying.  Some of these (such as bedside ultrasound and procedural sedation) impinge precariously on the scope of other specialties.  Pay and contracts have improved to recognise unsociable and debilitating shift work.
Ironically, improved quality of ED care has enhanced its attractiveness to patients seeking high-quality one-stop attention.  Demand for ED services remains high, despite publicity about significant delays in overloaded departments.  Emerging challenges include increasing numbers of elderly frail patients with multiple co-morbidities and subtle signs.  EDs draw a disproportionate number of high-risk patients: from low socioeconomic groups, new immigrants, the dispossessed and the dysfunctional.  RMOs can still cut their teeth in ED but at a later stage of their career; now the challenge is adequate supervision.
There has been some satisfying endorsement that risk has improved in ED. Published research in New Zealand and the USA has compared adverse outcomes and complaints for different specialties.  Despite its adverse features, Emergency Medicine now sits at the “average level” for malpractice risk. 

Garry Clearwater 

ACLM

FORENSIC PATHOLOGY AND CLINICAL FORENSIC MEDICINE: WHAT’S THE DIFFERENCE

Forensic medicine deals with the interaction of medicine and the law.  The word ‘forensic’ is derived from ‘forum’, the Roman name for the market-place where lawyers went about their business in ancient times. 

Whilst the terms forensic medicine, forensic pathology and legal medicine are often used interchangeably, forensic medicine is now commonly understood to describe the broad scope of forensic work undertaken by doctors rather than just ‘forensic pathology’ which is the branch of medicine that investigates death.  Clinical forensic medicine refers to the branch of medicine that involves interaction with police, lawyers and the judiciary generally involving living persons.  Forensic psychiatry is yet another recognised branch of forensic medicine.  It could be said however, that every specialty within medicine may have forensic aspects at some time or another as do an increasing number of areas outside medicine.

Forensic medicine involves the study of the body (dead or alive), the careful assembly of evidence from it and the drawing of reasonable inferences based on that evidence.  The discipline of forensic medicine necessarily draws from all branches of medicine to provide truthful information in order to assist with medico-legal questions.  It is this commitment to truth that accords the doctor who quite reasonably says he or she ‘does not know’ or ‘is not appropriately qualified to say’ more respect than one who proffers an opinion which is outside his or her expertise.

Forensic pathology makes up a large part of the discipline of forensic medicine.  Whilst pathology is the study of disease and tissue injury, forensic pathology can be described as a specialised branch of pathology relating to the effects of trauma, poisoning, occupational hazards and natural disease within a legal framework.  However, all these aspects could be said to apply equally to the living.  For example, the task of interpreting injury can be seen as a matter of degree between ‘non-fatal’ and ‘fatal’.  Likewise, the effects of a drug or ‘poison’ in a living person can be as relevant medico-legally as whether or not a drug or poison has resulted in death.  

For this reason, there is considerable overlap between forensic pathology and clinical forensic medicine.  In many parts of the world, there are doctors who are involved to a greater or lesser extent in both the clinical and pathological aspects of forensic medicine.  It should be noted that they tend not to have the vast range of forensic investigation skills that the ‘CSI’ television shows would have us believe, nor the ability to finalise a case in quite the same time!

Both forensic pathologists and forensic medical practitioners provide written reports and oral evidence for the courts on a regular basis.  They require good communication skills and the ability to explain medical concepts to non-medically trained people.  Independence, impartiality and lack of bias are crucial to both roles in order to fulfil their respective responsibilities.

A forensic pathologist is primarily involved in carrying out an autopsy and any necessary associated procedures on the instruction or order of a legal authority in the interests of the public good.  Generally, forensic pathologists will have a background in anatomical pathology and histopathology and these skills are combined with an ability to integrate these medical aspects with relevant toxicologic, scientific and legal issues.  Close liaison with other forensic professionals such as forensic dentists and anthropologists is increasingly necessary.  Forensic pathologists may work in government institutions, academic departments or independently.  As previously mentioned, many forensic pathologists also have workloads relating to clinical aspects of forensic medicine.

Clinical forensic medicine is a relatively new term although the work it involves has been performed by doctors for centuries.  Various names have been given to practitioners of clinical forensic medicine including police surgeon, forensic medical officer, government medical officer, forensic medical examiner and, since the development of postgraduate qualifications in this area, forensic physician.  Globally, the role and scope of the specialty of clinical forensic medicine is ill-defined and will vary between jurisdictions.  It may include;-

· Examination and interpretation of injury after physical assault (including assault by police)

· Examination and interpretation of injury after sexual assault

· Collection of forensic samples from a person

eg
Blood sample from a murder suspect for toxicology


Swabs from the genitalia of a sex offender 

· Assessment of mental health and level of drug or alcohol intoxication/withdrawal in relation to:

· Fitness for interview by police

· Fitness to be held in custody

· Fitness to plead to charges and instruct counsel

· Custodial (or prison) medicine

· Traffic medicine

e.g.
Interpretation of toxicology in drivers

· Forensic toxicology

e.g.
Interpretation of toxicology in relation to other offences

· Examination of children after sexual abuse or non-accidental injury

The extent and range of work done by a doctor working in clinical forensic medicine is variable; for example some may limit their involvement to sexual assault or child abuse.  In some cases, doctors take on a clinical forensic medical role as a sub-specialty within their own general workload; for example, emergency medicine physicians, paediatricians, psychiatrists and general practitioners often work in a part-time capacity as forensic physicians.  For these reasons, and despite the relatively greater numbers of living people affected by the interaction of medicine and the law compared with the deceased, forensic pathology has until recently, formed the academic basis for clinical forensic medicine.  It is only relatively recently that an increase in research activities and academic programs has allowed the development and recognition of clinical forensic medicine as a distinct specialty with the ability to attract doctors to work in the field in a full-time capacity.

There is much to gain from organised liaison between forensic pathologists and clinical forensic physicians, whether the two groups are co-located within the one institution, regularly attend combined academic meetings or merely work together on individual cases.  Both disciplines may regularly be involved in the same investigations; examples include the examination by a forensic physician of an offender whose victim is autopsied by a forensic pathologist, a forensic physician’s assessment at a death scene that a forensic pathologist is unable to attend or the interpretation of post-mortem toxicological analysis by a forensic physician.  Regular interaction and cooperation between the two professional groups in relation to a range of medico legal issues has the potential to enhance the quality of forensic medicine as a whole and thereby assist in the administration of justice.  

Cathy Lincoln

ACLM

Grace Higgins

Forensic Pathologist

STUDENTS APPROACH TO MEDICINE
“The hardest part is getting into medicine”.  A familiar statement to most practitioners, however after reading this article the statement might not be as sound as once was. 
It may surprise some members about the peculiar admission process for current day medical programs.  The process is different for every Australian university that offers graduate-entry medicine, however most Schools take into consideration (albeit with different weighting) the applicant’s: 
a. Grade Point Average (GPA) during their qualifying undergraduate degree; 

b. Efforts in the Graduate Australian Medical School Admission Test (GAMSAT); and

c. Performance in an interview. 

Others offer bonuses for portfolios, rural living, prior learning and other categories that I am unaware of.
For many aspiring medicos the admission process starts months even years prior to successful admission.  These are the determined, well prepared individuals that have not only devised a study program for the gruelling medical entrance examination but have chosen their undergraduate studies (typically a biomedical science degree) to enhance their chances of gaining admission to graduate entry medicine.  For others the decision to apply for medicine is a last minute decision, with little preparation.
Step One: GAMSAT
The first step is sitting the GAMSAT.  Officially a five and a half hour examination, however when factoring in breaks, bureaucracy, time delays etc. the ordeal could span out to 7-9 hours depending on the administering facility, as such it becomes a test, testing your test-taking abilities rather than testing actual knowledge.  The test is divided into three components: 
I. 75 questions in 100 mins on Reasoning in Humanities and Social Sciences: Requiring you to digest a short stimulus (prose, poetry, article excerpts, graphs etc.) and apply and demonstrate your comprehension to questions in multiple-choice format.

II. 60 mins on Written Communication: An opportunity to demonstrate communication and broad thinking by drafting two essays, the first on socio-cultural issues rewarding those able to make balanced arguments, the second on more personal issues, the “wishy-washy, bleeding heart” section of the process, where demonstration of empathy is rewarded.

III. 110 questions in 170 mins on Reasoning in Biological and Physical Sciences: this is the final and most intense portion being the dreaded MCQ section on sciences (Biology, Physics, Chemistry including Organic Chemistry) aimed at undergraduate level of proficiency.  This section is given double weighting (except for University of Melbourne) and rightfully so.

After four years of medical school the GAMSAT is still seen as something to begrudge, and yet be proud of conquering, creating a bond between any and all students who have undertaken this monumental task.

There is no pass mark for the GAMSAT.  Rather the score is a measure to distinguish yourself from the other applicants.  A meagre 20% of students who sit the GAMSAT receive medical placements.  Compare this to the success rate of medical school, where of the 120 students that started Deakin medicine, 107 received qualifications.  I know which strike rate I prefer.
Step Two: Choosing Preferences
You are entitled to apply for three medical schools, Australia wide.  For many the decision of which medical school to apply to is easy.  For others it is a balancing act to ensure your best results are given the most weighting and greatest chance of realising the dream of medical school admission.
Step Three: Interview
Out of the three medical schools you apply to, you only get one interview.  The medical school invites one and a half times the number of places they have for an interview.  This means that for the second time in this admission bout there is great pressure to perform on the day.  GAMSAT then Interview is akin to being taken out of the frying pan and placed into the fire.
As to the format of the interviews, most universities have altered their processes, however all formats still exist.  There is the traditional panel style comprised of doctors, faculty members and the general public evaluating the applicant for an hour.  Others use the Multiple-Mini Interview (MMI) format whereby you enter 10-12 interviews/scenarios/role plays etc. each lasting 8-10mins back to back.  Either way, the process makes you feel like a glorified performing circus animal, aiming to express the prized buzz words and convey the traits that you think the examiners wish to hear while still exuding genuineness.  Speed-dating****
Finally: Acceptance
The above might not, in actuality, be the ordeal that I am portraying, however I’m sure most can relate to a situation where the very reward you are seeking has the potential to be the realisation of a dream come true and because failure quashes those dreams you apply unnecessary pressure to yourself at every step and every effort, exacerbating the task at hand.

Despite the above, the culminating letter of acceptance is nothing special.  There is no pageantry, no pomp or ceremony, no blue birds singing, nor trumpets playing and a distinct lack of fair maidens throwing themselves at you.  Nothing like you imagined it would be.  Rather it arrives in e-mail form, with a brief congratulations and then further steps to complete the application process.  Welcome to medical school.  As understated as that.

Disclaimer: During drafting of this article I was alerted to the fact that the above admissions process is getting an overhaul.  I am unaware of the specifics.
Medical School
Drafting this submission I engaged a few colleagues over (too?) many beers and enquired as to their opinions of medical school: “long”, “demanding”, “tiring”, “thankfully over” to name but a few.  Our final year dux probably articulated it best in her valedictory address when she used the analogy that studying medicine is like drinking from a fire hose. 
Our course is graduate-entry; a self-directed program with the expectation that the academics and visiting staff facilitate our learning, rather than force spoonful upon spoonful down our throats. Those students that had not had the privilege of post-graduate learning prior to this course really struggled (at least initially) with this seemingly directionless program.
Gone are the days where you are told “Read Harrison’s Principles of Internal Medicine chapters 217-220 for an overview of Ischaemic Heart Disease, then Grey’s Anatomy chapter 17 for Coronary Artery anatomy, Robbins Pathology chapter 20 for infracted tissues… by tomorrow”.  Instead you are introduced to a patient with chest pain.  Go.  That is your direction, welcome to Problem Based Learning.  You are expected to learn all systems, anatomical and physiological, that are relevant to that presenting compliant and its treatment, you must become intimate with the epidemiology and legal issues surrounding this patient who is an overweight crane operator doing heavy lifting in crowded areas that is about to be prescribed potent medications.
To achieve these tasks you have access to pathology labs, anatomy dissections, clinical examination sessions, and lectures that the university feel will be relevant for the problem of the week.  Then you are encouraged to demonstrate knowledge by role-playing and motivating your hypothetical patient to alter lifestyle choices and explain medications that you have just been introduced to yourself. 
If you incorrectly thought that all you had to do was learn about ischaemic heart disease you would have been mistaken as for chest pain there are respiratory, gastrointestinal, musculoskeletal, neurological and dermatological causes of chest pain that you need to rule out and then psychiatry rears its ugly head and reminds you that once again you may have misdiagnosed your patient.  That was week 1 in a PBL.  Week 1 of medical school. 
You do not revisit chest pain formally again.  You are expected to know it by the end of week one, there is no time to cement your knowledge as week two you have already moved on to a patient presenting with diarrhoea which is the stimulus to learn fluid balance, and week three was organophosphate poisoning the stimulus for learning pharmacodynamics and the nervous systems and before you know it mid-year exams have jumped out of you like the highway tree. 
You may be excused for thinking that you can wait for the official cardiovascular rotation to rectify your deficiencies, however that is reserved for abdominal aortic aneurysms, rheumatic heart diseases, haemorrhagic and cardiogenic shock etc...IHD was last semester.  You quickly learn that you need to work furiously to gain a sound knowledge then and there, there is no tomorrow in current medical school programs.  There is simply too much to learn in the 4 years that even the obscure diseases (that make medicine interesting) have been reduced to a brief overview and that means there is definitely no time for rehashing already learnt problems. 
The above accounted for the pre-clinical years.  At Deakin that is the first two of the degree.  The following two years you rotate through various departments of the hospital system.  Ideally you are to amalgamate yourself into the team and do as they do rotating to a different team every 7 weeks.  8 hours a day.  40 hours a week.  42 weeks of the year.  Then you have to study on top of that, which we are told should equal the time spent in the clinical environment; as a minimum.  Finally you sit the dreaded exams.  That leaves little time to earn money at any Firm that will take you especially with an erratic schedule, which isn’t a problem as there isn’t much time to socialise to spend any of your hard earned, and even less time to sleep.  Thank goodness sleep is cheap. 
I can’t say whether our program is more or less demanding than in yesteryear, although we hear tirelessly from the old whitebeards of the medical fraternity that “we had it much more difficult in our day”, if that is true then I applaud clinicians who had to endure more than we had to.  What I can say is that as difficult it is to get into the program; the program itself is not devoid of challenges.  Thankfully all medical students are masochists (with narcissistic tendencies) and not only welcome these challenges but thrive on them.

Just don’t ask me to do four more years. 

Benjamin G. Harrison
ACLM
MIGRATION OF THE CAREER MEDICAL OFFICER

– A STUDY OF ONE
Career Medical Officer with the Sydney Adventist Hospital

My life as a career medical officer (CMO) is drawing to a close, yet this is not a thing to be mourned.  The emergence of the imago gives me an opportunity to cast a retrospective eye across the well trodden paths of my career thus far.

Life as a CMO has its ups and downs.  As a career path we are the bastard children of a medical degree.  Every year I inwardly grimace as I submit my medical registration – we lack an accepted training path, are not under the auspices of a college and have ‘General’ medical registration (i.e. no recognised formal post graduate training).  We find ourselves in a range of ‘service’ positions -  typically our nature as generalist practitioners sees us working in emergency medicine,  hospital based positions or more rural based (often locum) GP positions.

Yet despite this, the job of a CMO is a satisfying one.  I have worked with a tightly-knit group of eight other CMOs over a period of 14 years at the Sydney Adventist Hospital in Sydney (a 360 bed Private Hospital).  We spend over fifty percent of our working life as senior “registrar-like” doctors in a level 1 ICU, and the remainder of our time is spent in a general hospital role.  We possess a broad range of interventional skills and have a finely honed sense of resuscitation – acting as the eyes, ears and hands for the VMO’s.  Our provision of broadly based rapid work-ups is the equivalent of an emergency department for inpatients.  So why are we leaving?

The need for the CMO has waxed and waned.  Typically we provide a stop-gap for areas where there is a deficiency of medical labour – rural emergency departments, private hospitals and locum positions.  However, the explosion in new college graduates (particularly in ICU and Emergency Medicine) has seen our traditional positions being squeezed out.  This has been compounded by the rapid increase in new medical graduates (the number of domestic medical graduates expected to enter the Australian workforce each year is projected to rise from 1,586 graduates in 2007 to 2,945 graduates in 2012 – an 85.7% increase)
, and the restriction on provider numbers that occurred in 1996, such that many newer graduates can no longer practice outside of the public health system.

In 2000 (whilst trekking to Everest base camp!), my growing sense of unease about my faltering medical career path culminated  in a decision to eschew a more traditional medical career path and to enrol in a law degree at Macquarie University.  Many of my colleagues, with a similar sense of disquiet, likewise embarked on alternate training pathways so as to move away from the CMO role.  Ten years later, degree completed and having spent five months living and working in New York (with a commercial law firm), I find myself admitted as a lawyer and beginning a new career as a medico-legal advisor with MDA National.

So what of the CMO within?  I will continue to do a little medical work to ‘keep my hand in’.  I think that clinical exposure is vitally important – both for my ongoing medical education and also to assist me with understanding and meeting the needs of those seeking my advice.

Ironically, as I begin my new calling there is hope for the role of CMO. Analysis of critical events has provided a newfound recognition that hospitals are often staffed by junior trainees who lack site-specific generalist skills – yet these are the very staff called to review a patient in peril
.  The NSW Health Department has announced a new Hospitalist
 
 
career path with the ‘Senior Hospitalist Masters Program’
.  Senior clinicians are also beginning to predict that a foreshadowed reduction in post graduate training numbers (due to many specialist positions now being over-filled) will leave hospitals with too few doctors in training – hence the opportunity for experienced CMOs to fill what was once a senior registrar’s role in the various departments.

So thank you for welcoming me to the Australian College of Legal Medicine and I look forward to meeting other members at future events.

Dr Julian Walter

ACLM
Obituary for Dr Stan Pilbeam

Stan Pilbeam was born on December 12, 1925 and grew up in the village of Firle, about 4 miles from the county town of Lewes in Sussex.  His parents were workers on the estate of Lord Gage and he attended the village school. 

He showed remarkable scholastic aptitude and won a scholarship to Lewes County Grammar School, where he gained many prizes and awards, including a scholarship in 1944 to study medicine at Cambridge University.  During his undergraduate training he won many exhibitions and prizes, obtaining his medical qualifications in 1948.  Following his residency he was conscripted into the Royal Air Force and spent two years as a medical officer in Southern Rhodesia.

Newly married to Marion, he returned to England and began postgraduate studies in clinical biochemistry and subsequently in other areas of pathology, and returned to Africa to become the pathologist in Nyasaland (now Malawi).  He obtained a diploma of clinical pathology in 1961 and was a founding member of the Royal College of Pathologists.  In 1964 the family, now with four children, moved to Australia and Stan became the pathologist to the Gippsland Base Hospital in Sale.  In 1966 the family moved to Ballarat and it was there that he practiced as a pathologist, initially at the Ballarat Base Hospital with an appointment at the St John of God Hospital.  Subsequently he was responsible for the development of a network of laboratories throughout western Victoria, and became the regional director of pathology.  He retired from the Ballarat Base Hospital in 1990 but continued to work at St John’s until 2001 when he retired from practice.  In his retirement he continued to take a great interest in medicine and served on various hospital committees. 

He was passionate about pathology, and especially about forensic pathology.  His early experiences in Africa and his insatiable curiosity drove his practice and for 25 years he was a coroner’s pathologist in western Victoria.  His work was meticulous and held in high regard by regional coroners, legal counsel and police.  He also performed coronial work at the old coroner’s mortuary in South Melbourne for many years and at the time of the opening of the new Coronial Services Centre in 1988 was one of the first pathologists appointed.  He was determined that regional pathologists should have coronial experience and encouraged their attendance at the Victorian Institute of Forensic Medicine.  He was also a great promoter of education and was a founder of the Town and Country Pathologists Club, whose first meeting was in Ballarat in 1967.  Coronial matters were always on the agenda at the club meetings with many interesting cases presented. 

 Stan was a man of great vision and could see the important role of science and the evidence-based approach in the development of modern medicine.  His experience in Africa had taught him novel ways of solving diagnostic and administrative problems and the importance of working in a multidisciplinary and co-operative environment.  He was greatly respected by his clinical and administrative colleagues and his opinions were frequently sought and highly valued. 

We are all in his debt for the commitment he showed to his profession, and for his personal commitment to his clinical and laboratory colleagues, all of whom he regarded as his friends.  We will miss his ready wit and his impish smile as much as his incisive mind and organisational genius. 

He died peacefully on May 2, 2011, and is survived by Marion, his wife of 59 years, their four children and five grandchildren.  Vale Stan. 

Mark Pilbeam
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· Category open to registered medical students with an ACLM approved university.

· Undertaking a qualification relevant to the field of legal or forensic medicine.

· A non-voting category without post-nominal.

· No subscription fees.

Retired Member:

· Who has been a financial member of the College and is now retiring.

· Post-nominal's may still be used.

· Pay a reduced subscription fee as approved by College Council.

CONFERENCES & TRAINING COURSES 2012
ANNUAL SCIENTIFIC CONFERENCE

& AGM
Canberra

Olims Hotel

September 22nd & 23rd
&

Dinner at War Memorial

“G for George “Room

EXPERT WITNESS SCHEDULE
March 17th & 18th
Glebe Coroners Court-Occupational Therapists

April 28th & 29th
Glebe Coroners Court-Physiotherapists

May 19th & 20th
Brisbane

Physiotherapists

September 1st & 2nd
Perth

Physiotherapists

November 24th & 25th
Melbourne

Physiotherapists

February 2013

23rd & 24th
Adelaide

Physiotherapists

The views expressed in this newsletter are those of the authors of the articles and do not necessarily reflect the official views or opinions of the College.


















� Medical Training Review Panel 2007, p17 http://www.health.gov.au/internet/main/publishing.nsf/Content/EE0C89E5EA6C1DA8CA2573F70002AD70/$File/mtrpch2.pdf


� Buist MD, Jarmolowski E, Burton PR, et al. Recognising clinical instability in hospital patients before cardiac arrest or unplanned admission to intensive care. A pilot study in a tertiary-care hospital. Med J Aust 1999; 171: 22-25.


� The hospitalist: a US model ripe for importing?	MJA 2003 178 (2): 54-55


� The hospitalist: a third alternative – “The role of hospitalist is already evolving in Australia, being filled by Career Medical Officers”   MJA 2000; 172: 335-338


� http://www.health.nsw.gov.au/resources/training/hospitalist/pdf/h11_55224_hospitalist_pos.pdf


� http://www.health.nsw.gov.au/training/hospitalist/hep_overview.asp





