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Doctors Association 

 

Welcome to the inaugural issue of Wise Medicine, the newsletter of the 
Australian Senior Active Doctors Association. We hope you find the 
newsletter informative and a great way to share information with your 
fellow Senior Active Doctors. 

 
We encourage all members to contribute to their newsletter and look 
forward to receiving your ideas and input. A special thank you to all the 
contributors to this first issue. Thanks for heeding the call and helping us 
get this newsletter off the ground, through the ether, and into members’ 
inboxes! 

Cheers, 

Geoff Hawson                             Kym Irving 

President                                     Newsletter Editor 
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Dear ASADA members, 

This is my first communication to members since June this year and I am delighted that 
it is going out to members in our inaugural newsletter, appropriately titled, Wise 
Medicine! My thanks to Dr Kym Irving (in another guise, my wife) for taking on the job 
of Newsletter Editor, writing articles and preparing the content for this first issue. For 
those who don’t know Kym, she is a past research academic with a PhD in psychology 
and has lent her skills to support ASADA in its endeavours. I would also like to thank Dr 
Darryl Gregor, Dr Kimberley Bondeson, and Dr Peter Stephenson for accepting roles on 
the ASADA Committee and promoting ASADA’s objectives wherever they go. I look 
forward to more members joining the committee as State Representatives. The job is 
not arduous and we are an easy bunch to work with. Please get in touch! 

I would like to make a special welcome to new members, particularly those who joined 
after Australian Doctor published two ASADA articles. These stimulated considerable 
discussion and support from doctors on the AusDoc forum and raised awareness of our 
campaign to re-instate senior doctor registration as a sensible solution to increasing 
public health needs. For those who don’t access AusDoc, Dr Pam Rachootin (Adelaide) is 
a regular contributor and kindly gave us permission to reproduce an entertaining and 
thought-provoking piece she wrote recently that I know you will enjoy (I’m working on 
her becoming an ASADA member). 

We are living through difficult times with Covid 19. During the past two years, senior 
doctors, as well as other health professionals, were called back in to action on a global 
scale. In Australia, the establishment of the pandemic sub-register in April 2020 enabled 
recently retired doctors to assist. However, because little planning has gone in to how to 
streamline their deployment and what services they might provide, senior doctors have 
been underutilised. Early in the response, ASADA supported the use of retired doctors in 
contact tracing. Unfortunately, governments appeared unable to put in place 
mechanisms to enable this to occur. In Queensland it was just too difficult. Senior doctors 
on the sub-register who wanted to support their local communities and provide 
vaccinations this year were faced with a 7-step process of applying for jobs with Qld 
Health, starting with filling in an EOI (expression of interest), finding 2 referees and 
forwarding a CV. Some of my colleagues have found the task onerous and declared they 
are not actually wanting to apply formally for a job, but just to help out in some way.  
Many reported giving up on the overly bureaucratic process. 

ASADA supported the deployment of sub-register doctors in supportive and back fill roles 
appropriate to their experience and qualifications but not in the front line. Initially, sub-
register doctors, who had the ability to opt out, were able to practice within their 
previous scope of practice for a period of 12 months or until the pandemic finished. 
History has shown that their skills and knowledge were underutilised unlike in many 
countries where senior doctors were valued and rapidly deployed. Inexplicably, in April 
2021 the pandemic sub-register was changed to “help with vaccinations only”, 
something that orthotists and dental assistants in NSW were being recruited to do. 

This year, as ASADA President I have been actively promoting the following: 
1. Doctors on the sub-register should have their Scope of Practice widened (from 

‘vaccinations only’), 
2. Doctors who have retired since the sub-register was instituted should be enabled to 

join the sub-register (inexplicably, with all of their recency of practice, they were left 
out), and  

3. The establishment of a continuing step-down category of registration which would 
facilitate an ongoing medical reserve available for public health needs and 
emergencies; a much more sensible approach than reactivation of registration in 
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adhoc and on-off-on ways, and in line with existing and planned approaches to senior 
doctor registration in other countries. 

More recently, after an ABC article highlighting the problem, and calls from the reporter 
to AHPRA representatives, items 1 and 2 were adopted. Was ASADA’s campaign 
responsible for this change? It is uncertain, but the ABC reporter who was in discussions 
with AHPRA before the release thought it was and congratulated us on our success. 
https://www.abc.net.au/news/2021-09-12/qld-covid-retired-doctors-reserve-force-for-disasters-pandemics/100445938 

In regard to item 3, as many members will know, AMA Qld has been supportive of a step-
down registration category for senior doctors and includes this in their policy documents. 
The AMA Qld Senior Active Doctor Working Group, of which I am chair, was tasked this 
year with developing and submitting a model of senior doctor registration to the Qld 
Government. This work was done in conjunction with ASADA as a number of members 
of the working group are also ASADA members and a model of senior doctor registration 
has been ASADA policy since its inception. A comprehensive background document titled 
“Global Trends in Senior Doctor Registration” was commissioned and funded by AMA 
Qld, ASADA and the Redcliffe & District Medical Association. I would especially like to 
thank RDMA for stepping up and funding the gap required for completion of this ground-
breaking document.  

In early October, I was fortunate to have a Zoom meeting with the Honourable Greg Hunt 
and his chief advisor and to present the Senior Active Doctor registration model. I would 
like to thank ASADA member Dr Darryl Gregor for setting this up through his federal 
member. In November, AMA Qld, through its CEO and President, presented the Working 
Group’s statement outlining the registration model, a letter co-signed by ASADA, and 
AMA Qld, and the background document to the Director General of Health and also the 
Minister for Health and Ambulance Services (Ms Yvette D’Ath). I was not able to be 
present at this meeting (only AMA Qld CEO and President) but believe it was favourably 
received. I hope to hear more about the state and commonwealth responses soon and 
to report these to members in the coming months.  

As AMAQ Senior Doctor Representative, I have been posting a series of “Did You Knows” 
on the AMAQ Doctor Community Forum to raise awareness of how countries like the 
USA and France utilised their medical reserves during the pandemic. Some reserves had 
been established prospectively to respond quickly to emergencies such as pandemics
while others, such as the UK NHS Reserve (being trialled during 2021) have arisen in 
response to the pandemic. Examples are included in this Newsletter for your interest.  

This newsletter also contains a copy of an email forwarded to me by Professor Alex 
Crandon. It emphasises the sudden loss of ability to contribute to the profession in any 
ongoing way and is a stark example of the difficulties that face doctors once they retire
their registration. Very few professions are treated in this manner. AHPRA’s stance
suggests that training, experience and qualifications hold no weight beyond registered 
practice – surely a misguided denial of the knowledge, skills and wisdom that accrue
from university education and medical experience and that exist independently of 
registration by AHPRA. I urge members to support Alex and send similar letters to your 
parliamentary members. 

I encourage you all to keep your membership active and to spread the ASADA word to 
new members. We need voices and funds to continue our campaigns. If you are an AMA 
member, consider writing to your state branch as well as the Federal President to 
demand a better say for Senior Active Doctors and to at least have what occurs in AMA 
Qld – a Council position for Senior Doctors. 

I wish you all a safe and happy festive season!            

                                                                                               Cheers,       
                                                                                                              Geoff 
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Lend your support to 
Professor Crandon’s 
campaign. 

AHPRA’s Definition of Practice 
Fails the Commonsense Test 

 
The following letter was sent by Professor Alex Crandon to his federal member of 
parliament. Alex has kindly allowed the letter to be reproduced here (with some minor 
editing for privacy). We sincerely thank him for his contribution and efforts to address 
the illogical situation all doctors find themselves in at retirement. We urge ASADA 
members to take up the mantle and support Alex’s campaign by writing to their federal 
members. 

 

Dear Sir, 

I wish to raise with you an ongoing problem which affects medical practitioners at 
all levels from students to retired medical practitioners. 

To put this in context I have relatively recently retired and am very recently no longer 
a Registered Medical Practitioner with AHPRA.  I am one of the most senior 
Gynaecological Cancer Surgeons in Australia and was from 1993 to my resignation 
with Qld Health in 2016, the Director of the Qld Centre for Gynaecological Cancer 
(QCGC) which I founded in 1994.   This is the largest Gynaecological Cancer Service 
in Australia and one of the largest in the world. 

The other night I was approached by the Director of Research for QCGC.  They are 
currently establishing a randomised controlled trial of a surgical procedure to see if 
it is of any value in treating patients with certain cancers.   As is the usual practice 
these studies should have a Safety Committee. Any adverse events that occur during 
treatment have to be reported. The function of the Safety Committee is to meet 
periodically and look at these adverse events.  All of the data is de-identified so none 
of the patients are identifiable. If the Safety Committee finds that one of the 
treatment choices in the study is causing an unacceptable incidence of adverse 
events/side effects then the Safety Committee has the ability to suspend the study 
and clarify such matters and if appropriate to stop the study from enrolling any 
further patients. 

The participating doctors in such studies are usually very busy clinicians, often 
working 60+ hour weeks and they don’t really have available free time to spend 
hours at Safety Committee meetings looking at adverse events. Hence, these 
committee members often have semi-retired members who have available time.  
Previous to the existence of AHPRA they also had retired specialists who were very 
happy and interested to provide their expertise.  These retired professionals were 
often asked to act as mentors and tutors for medical students and junior doctors.  
After all they had a wealth of experience, expertise and wisdom that they could 
impart.  In fact this is still what happens overseas in many countries.  The American 
Medical Association has a long-standing Senior Physicians Section and all members 
65 yrs and over have automatic membership so they continue to contribute the 
knowledge and expertise to the community. 

 For some reason when AHPRA was formed they had within their terms of reference 
a definition of Practice as follows: 

 The Medical Board defines “practice” in its Registration Standards as follows: 
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“Practice means any role, whether remunerated or not, in which the individual uses 
their skills and knowledge as a health practitioner in their profession. For the 
purposes of this registration standard, practice is not restricted to the provision of 
direct clinical care. It also includes using professional knowledge in a direct non-
clinical relationship with clients, working in management, administration, 
education, research, advisory, regulatory or policy development roles, and any 
other roles that impact on safe, effective delivery of services in the profession.”  (I 
have highlighted this part.) 

If one looks carefully at this definition of Practice, it effectively presumes that from 
the day following loss of Medical Registration the practitioner is, in the eyes of 
AHPRA, brain-dead. 

 As I said above, I have recently been approached to join one of these Safety 
Committees.  I contacted my Indemnity Insurer, to ask their opinion.  The following 
is the response I received: 

 We consider that appointment to an advisory role for a clinical trial, whether as a 
voluntary or paid position, is captured by the Medical Board’s broad definition of 
practice. It would involve the application of your professional skills and knowledge 
for the safe, effective delivery of health services. Accordingly, you could not accept 
such a role with your current registration status. 

This I believe is an insane situation.   I am aware that previous approaches have been 
made to AHPRA to change this and all have been met with a bureaucratic wall and 
no changes. 

The matter of just throwing such very valuable professionals on the scrap heap has 
been taken up by Dr Geoff Hawson, President of the Australian Senior Active Doctors 
Association (ASADA) (www.asada.net.au) to no avail. Again it has been met by a wall 
of bureaucratic intransigence. 

The reality is that until the existence of AHPRA, retiring and retired medical 
practitioners in this country could continue to contribute their expertise and 
experience to the next generation of up and coming professionals and to the 
community. 

The medical profession is unable to understand the logical basis for AHPRA’s 
approach.  In other professions this does not apply and certainly not in the Legal 
profession, otherwise who would the government use to run Royal Commissions 
and other enquiries. 

I am hoping to find a Government member who is willing to take this under their 
wing and see if some common sense can be applied to the current situation.  After 
all, a precedent has to some extent been set when AHPRA was willing to ask recently 
retired practitioners to assist with vaccination problems when a shortage of staff 
was found earlier in the Covid-19 pandemic. 

  
I thank you for your time. 
  
Regards, 
Dr Alex J Crandon 
MB BS PhD FRCOG FRANZCOG CGO 
Surgical Oncologist (Gyn) (Ret) 
Brisbane, Sunshine Coast, Australia 
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Medical Insurer Avant Confirms Older Doctors  
Don’t Pose Increased Claims Risk 

ASADA Qld Rep, Dr Darryl Gregor, reports that senior doctors are often portrayed 
as having an increased claims risk but wondered whether this was factual. In order 
to check, he put the question to Avant. Dr Gregor received the following advice 
from their Head of Practice Claims: 

 

Australian Doctor (AusDoc) Forum Shows High Level 
of Support for a Step-Down Category of Doctor 

Registration and Lack of Faith in Regulators 
ASADA members who access the AusDoc forums may have seen the articles posted 
there in the last few months from Dr Geoff Hawson. One of these is included in this 
newsletter for those who don’t subscribe to AusDoc. It is heartening to see the 
many comments posted in support of ASADA’s campaign.  

 

 

I confirm that our data does not show a change in risk. In 
part our theory is that doctors self-select if they believe that 
they should not be operating or working as they get older. 

Letters 
and 
Member 
News 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Inaugural Senior 
Active Doctors 
Conference 
2022 

 

Inaugural Senior Active Doctors Conference 

ASADA and AMA Qld are looking to convene an inaugural Senior Active 
Doctors Conference in southeast Qld in 2022. We welcome your ideas 
for the conference. Content to include: 
 

 Global Trends and Models of Senior Doctor Registration 
 Step-Down Model of Registration of Senior Active Doctors in 

Australia 
 Proposed Cognitive Testing of Doctors over 70 – How will it work 

and what can doctors do? 
 Voluntary Roles for Senior Doctors in Public Health Needs Areas 
 Managing CPD and Recency Requirements in Late Career 
 Opportunities to meet with fellow Senior Doctors and determine 

policy directions 

 
Expressions of interest for attending and for presenting at the conference 
can be sent to Geoff at ASADA_Secretary@outlook.com 
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Why are Senior Doctors  
Being Thrown on the Scrapheap? 

Associate Professor Geoffrey Hawson 
Each year in Australia some 1,850 doctors retire their medical registration. Many do so 
not because they want to cease practice, or because they have lost the desire to care for 
their patients, or contribute to their communities - they do so unwillingly because of 
AHPRA. 

Its stringent, all-or-nothing rules around CPD and recency of practice prevents these 
doctors moving towards retirement by taking a partial step back from medicine. To me 
they constitute a medical workforce of vast experience that is being squandered. 

Doctors who retire their registration retain an enormous amount of expertise across a 
range of medical specialty areas. They have contributed enormously through their roles 
as practitioners, advisors, mentors, educators, planners, managers, consultants and 
researchers. 

I can explain why this occurs with reference to my own experiences. At the age of 60, 
after a medical incident, I transitioned from being a full-time physician in medical 
oncology and clinical haematology and director of a Queensland public hospital 
department to a two-day per week position. 

The transition was difficult at first. I hadn’t anticipated reducing my hours to such an 
extent at such a young age. I had also enjoyed my role as director and missed being the 
‘go-to person’ and the planning and decision making that the role involved. 

The compensation for me was that I was still able to enjoy interacting with staff and 
patients, and the problem solving that comes with trying to achieve the best possible 
patient outcomes. 

Some 12 years on, I have finished public hospital life and focus on locums and a small 
private practice I’ve established. Even though my role has changed, as a practicing 
medical specialist I’m still required to maintain my full registration with AHPRA and 
undertake 152 hours per year of practicing medicine, the so-called recency requirement.

My specialist college, the Royal Australasian College of Physicians, also requires that I 
complete around 70 hours of CPD per year. These are not trivial demands. Across the 
years, I’ve seen the nature of CPD change significantly with a growing emphasis on 
reviewing performance and outcome measures alongside an increase in the number of 
areas that require mandatory coverage, including those that appear more politically 
correct than clinically useful. 

While many of these changes appear to be driven by AHPRA, there is also a deeper 
problem. Some CPD requirements are now quite difficult to achieve for doctors who are
not part of a hospital or large group practice. And hours of recency can be hard to sustain 
for those who must reduce their practice through illness, disability, ongoing carer 
roles and other events in their lives that disrupt their practice. 

But, if they cannot meet those recency of practice and CPD requirements, they are on 
the scrapheap. Unable to practice medicine in any form because AHPRA has determined 
an ‘all-or-nothing’ approach to medical registration. 

Thousands of senior doctors are affected. 

This was not always the case. Prior to AHPRA's inception in 2010, a number of state-
based medical boards allowed doctors to move to an occasional practice form of limited 
registration. This was abolished by AHPRA, despite many medical societies and groups 
supporting their continuance, and a 2011 senate inquiry calling for them to be 

Articles 
 
This article appeared 
in AusDoc 7/7/21. 
Reproduced with 
permission. 
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reinstated. Their loss has been at enormous cost to health services, because when 
doctors retire these services lose vast banks of experience, knowledge and support. 

In the UK, a range of mechanisms have been put in place to support and retain senior 
doctors, including flexible work practices, encouraging senior doctors to return to the 
workforce after retirement, and reassessing CPD requirements and revalidation 
processes to support these doctors in their later careers. 

Some countries, such as the US and France, maintain medical reserve corps which 
include retired doctor reservists. Earlier this year, the Biden administration called upon 
the Medical Reserve Corps in its vaccine rollout. 

In the US, retiring doctors can transition to ‘emeritus’, ‘volunteer’ and ‘active-retired’ 
forms of registration that enable them to volunteer in emergency, disaster and 
pandemic situations and assist their communities through free public healthcare.  

The value of senior doctors could be seen during the pandemic. Governments and 
regulators around the globe have looked to them as a surge workforce to assist with the 
response. 

Ironically, in April last year AHPRA offered doctors who had retired in the previous three 
years the option of returning to practice under a pandemic sub-register should the 
hospital system be overwhelmed.  

In principle this was a great thing. In practice, because we have not been overwhelmed 
by COVID-19 these doctors have not been used. And, I know it does not include one 
doctor, a senior intensivist in his late 50s, who had retired four years previously, and 
therefore prevented from offering his skills. 

In contrast, in the UK the time limits were rapidly extended from three to six years, while 
in some US states it is up to five years. 

In April, the sub-register in Australia was extended another year. But the vast reservoir 
of medical experience and talent will only be able to perform vaccinations, with the 
prospect that they will then be removed from the register in the same reactive, ad hoc 
way they were placed on it. 

This is short-sighted. 

If a range of nursing and allied health staff and pharmacists can have their scope of 
practice expanded to include practices previously limited to doctors, why should 
someone with 40 years of medical experience be relegated to only administering 
vaccinations and restricted from engaging in primary health roles?  

Furthermore, in the current training climate, junior doctors are no longer expected to 
learn on the job but to have supervised training. This training and mentoring could be 
done by senior doctors relieving the burden on current clinical staff. 

Younger doctors who are struggling with personal issues might be able to be mentored 
also. Burnout is now widespread. 

The Australian Senior Active Doctors Association was established nearly a decade 
ago with backing from the Australian Doctors Foundation to recognise and support the 
vital roles and services of senior doctors. 

It’s founding president was Dr Frank Johnson, a retired rheumatologist and rehabilitation 
specialist, who had set up the rheumatology and rehabilitation service at the Royal 
Brisbane Hospital. After his untimely death in 2013, the association became quiescent, 
but is now being revitalised.1 



ASADA Wise Medicine December 2021                9 
 

We have more than 100 members who are championing the concept of a step-down 
category of registration for senior doctors who wish to opt-in so that their knowledge 
and experience are not lost. 

And to stress, under the proposed step-down category for medical registration, senior 
doctors would not be employed in the same scope of practice roles as they had before, 
unless they are GPs. 

For other specialists, practice in primary care in emergencies, or underserved areas as 
volunteers, would become possible. 

We know that senior doctors step away from full registration at a broad range of ages 
for several reasons. 

Many have decades in front of them during which they would like to continue their 
contributions as doctors but find the current registration system frustrating and limiting.

For many, medicine is a calling and, like me, believe that while health practitioners under 
AHPRA might retire, doctors don’t. 

Retired lawyers are encouraged to provide pro-bono work with free practicing licenses, 
while retired judges are asked to oversee royal commissions. 

Retired politicians go on to long post-political careers as advisers, consultants and 
company directors well into their late 60s and 70s. 

‘Senior’ in most cultures is synonymous with wisdom. 

It makes enormous sense to tap into the wisdom of senior doctors, as other countries 
are now doing, for the benefit of the Australian community as a whole and as a proactive
plan to have ‘ready and able’ reservists, not only for the future when the next crisis or 
pandemic hits, but for the very real needs that exist now. 
 
 
 
1 Clarification to the original article, which was edited by AusDoc:  
ASADA continued under the helm of Stephen Milgate and a small group of doctors with 
support from the Australian Doctors Federation. Stephen has been a tireless advocate 
of ASADA’s objectives and the step-down category of senior doctor registration and 
continues his support through a number of initiatives and submissions to government 
bodies. 
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Ageing Doctors Face a Dangerous Disease  
Only AHPRA Diagnoses 

Dr Pam Rachootin  
If the pandemic isn't bad enough, there is another dreadful disease that now afflicts 
doctors, specifically targeting senior GPs as its host.    

AHPRA has discovered this malady, a severe neurological degenerative condition, which 
they have named CJD-70. ‘C’ stands for compromised and crappy, ‘J’ is for jaded, 
and ‘D’ is for deficient, deranged doctors. 70 refers to the pivotal age of onset.   

It is interesting to note that the one risk factor for contracting this disease, other than 
being a GP, is age. Politicians, judges, writers, bureaucrats, and indeed all other 
professional groups, are curiously immune.   

The disease characteristically presents with a catastrophic sudden onset. On turning 70, 
all knowledge of the art and science of medicine dissipates from the brains of universally 
afflicted GPs.    

The disease is invariably progressive, except during the COVID-19 pandemic. At 
such times the neuronal status of sufferers miraculously reverses, such that no threat to 
public safety is evident and aged GPs can be recruited to work on the frontline.     

Although a number of hypotheses have been proffered to explain the underlying cause 
of the condition, the evidence most strongly supports that of an infectious particle.
It may lie semi-dormant for decades, just able to subsist on a constant diet of lack of 
professional recognition, support and acknowledgement.    

Pointless CPD point accrual seems to provide an additional life force to the agent, until 
it emerges on mass, like the cicada, chomping away at synapses built through a career in 
medicine. Another etiologic theory postulates that attempting to navigate increasingly 
bureaucratic demands of the profession causes a profusion of neurofibrillary knots, 
twists, and coils that lasso and ultimately choke any possibility of medical reasoning by 
those so afflicted.  

Fortunately for AHPRA, batteries of neuropsychiatric tests are not required to 
diagnose the pre-ordained disorder. The threat of myriad medical knowledge 
competency examinations, generally focussed outside the area of practice of the doctor, 
is usually sufficient to force doctors into unwanted retirement.     

This in turn propels them into even more rapid decline, as they give up social interaction 
with their patients and colleagues, and intellectual stimulation from their careers.  Once 
deregistered by AHPRA they are banned from participating in research, medical 
education, policy, administration, or management. Any chance of a continuing 
contribution to society is effectively axed, thereby fulfilling the AHPRA vision statement. 

There is one glimmer of hope, however. A start-up company is researching a new 
monoclonal-AHPRA-antibody.  When infused, it may reverse the neurological damage 
from exposure to noxious stimuli that seemingly trigger cascading pathways resulting 
in GP brain destruction. The new medication is soon to complete Phase 1 trials, and, if 
ultimately successful, will be marketed as AVSG, short for A Very Stable Genius.  

Unfortunately, unnamed sources have revealed that the PBS will not approve the drug 
for doctors, justifying their decision by claiming that the target population is already a 
privileged group. Hence the drug will remain on private script only, costing upwards
of $100,000 per month.  

Articles 
 

Reproduced with 
kind permission of 
Dr Rachootin and 
AusDoc. Originally 
published AusDoc 
30/7/21. 
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Ageism and Age Discrimination – Against Doctors! 
Professor Philip Morris 

Ageism is stereotyping and discriminating against individuals or groups on the basis of 
their age.  Three elements make up ageism: prejudice against older people; 
discrimination against older people; and practices and 
policies that perpetuate stereotypes about older 
people.  Age discrimination is one of the more common 
forms of discrimination reported to civil rights 
authorities – now surpassing discrimination on the base 
of gender, race, or sexual orientation. 

I started thinking about this after hearing the 
Commonwealth government proposal to gradually 
increase the retirement age to 70.  At one level this 
proposal holds older persons in positive regard in that 
competency to work is considered to continue to at least 
age 70!  For many older workers in sedentary and 
professional roles this is within their capacity especially 
as the longevity of the Australian population 
increases.  However, this proposal may not be so 
welcome to individuals who have worked in heavy 
manual positions all their lives – retirement much earlier 
might be attractive! 

One of the reasons put forward for a later age of 
retirement is to provide a longer working career for 
individuals to accumulate superannuation, and, the 
theory goes, to be less reliant on the government old 
age pension.  But this can only happen if older persons 
can retain employment during fifties and sixties and 
contribute to superannuation. Currently this is 
problematic – individuals in Australia at this stage in 
their lives find it difficult to find and continue in 
employment in salaried positions.  Why? Age 
discrimination. 

Despite the experience, the positive attitude and work 
discipline, and the low absenteeism of older workers, employers both public and private 
overlook employing older workers.  Employers do not want to take on individuals who 
due to their age have the experience to distinguish between productive versus self-
serving management reorganizations – usually proposed by middle and upper 
management as enhancing efficiency when the real reason for the reorganization is to 
entrench new managers in their positions by bringing in loyal deputies.  Employers do 
not want to take on older workers as salaried staff because they cannot be easily 
coerced into work practices that disadvantage them because the older workers are not 
susceptible to being ‘bribed’ by promises of future promotion – the older worker has a 
shorter time frame to consider! 

The only form of employment available to the lucky few older individuals is contract 
work.  Fortunately, the medical profession is privileged in this regard, especially for 
those in private practice, as many are employed on ‘contracts’ – not by employers, but 
by patients – one patient at a time.  But older doctors not in this position are subject to 
the same employment age discrimination faced by the wider community. 

Three elements make up 
ageism: prejudice against 
older people; 
discrimination against 
older people; and 
practices and policies that 
perpetuate stereotypes 
about older people.   

In the medical profession 
ageism presents itself in 
the use of stereotyping 
to characterize older 
doctors as inefficient, 
slow, bumbling, 
cognitively impaired, and 
potentially 
‘dangerous’.  This is 
despite any convincing 
evidence that healthy 
older doctors have any of 
these problems, or are 
any different to healthy 
younger doctors.   
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In the medical profession ageism presents itself in the use of stereotyping 
to characterize older doctors as inefficient, 
slow, bumbling, cognitively impaired, and potentially 
‘dangerous’.  This is despite any convincing evidence that 
healthy older doctors have any of these problems, or are 
any different to healthy younger doctors.  This attitude 
leads to age discrimination – pure and simple. 

A much more positive approach is to argue for the 
principle that older doctors should not be discriminated 
against and they should be encouraged to achieve their 
full potential, at all ages of their careers.  All people, 
including doctors, should be dealt with on their merits, 
not based on prejudiced stereotypes.  Medical 
associations and medical registration boards should 
regard older doctors on the basis of what they can do 
rather on what they cannot do.  In the 
general community it is the law for people to be deemed 
as being of sound mind or having capacity unless proven 
otherwise.  In my opinion it seems when it comes to 
older doctors the attitude of some professional 
organizations is to assume older doctors lack capacity 
unless it is proved they have capacity!  This is a complete 
reverse of the situation applying to the 
general community and an attitude reflective of ageism. 

Older doctors like younger doctors can get sick.  Some 
illnesses affect the capacity of the doctor to carry out 
their professional duties.  Medical boards already have 
wide powers to investigate these situations and limit or 
remove the right of an unwell doctor to practice.  This 
authority must be based on the assessment of the merits of the individual case, not on 
prejudiced stereotypes based on the age of the doctor. 

Medical boards should not target older doctors as a group.  There is no credible evidence 
that healthy older doctors pose a higher risk to the community than younger doctors. 

The Australian Senior Active Doctors Association (ASADA) is a group that represents and 
advocates for older doctors.  ASADA asks for nothing more than the elimination of 
ageism and age discrimination against older doctors by medical associations, 
professional organizations, medical boards and employers. 

ASADA will also campaign for a step-down category of medical registration for 
all doctors (younger or older) who no longer want to be fully registered but who wish to 
continue practice in a more limited fashion.  In other words, doctors who want to ‘step 
down’ but not ‘step right out’.  ASADA will propose an appropriate registration fee 
and professional development regime to accompany this category.  For more 
information about ASADA and its policies go to www.asada.net.au. 

 
Originally published online by Professor Philip Morris at  

https://www.drphilipmorris.com/ageism-and-age-discrimination/ 

 

 

 

… older doctors should 
not be discriminated 
against and they 
should be encouraged 
to achieve their full 
potential, at all ages of 
their careers. 

All people, 
including doctors, 
should be dealt with 
on their merits, not 
based on 
prejudiced stereotypes.   

Medical associations 
and medical registration 
boards should regard 
older doctors on the 
basis of what they can 
do rather on what they 
cannot do. 
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Poor Quality Research and Outdated Models of 
Cognitive Ageing: Time to Throw Out Ageist 
Assumptions about Senior Doctor Practice 

 
Kym Irving PhD 

Senior Active Doctors are not defined by age, but rather by expertise and experience, 
and encompass a broad range of ages.  

Because there has been some commentary around ageing and cognitive decline and 
how this might relate to doctors’ practice it is worth addressing this issue briefly. It is 
clear from recent research and theory that assertions about normal ageing as necessarily
entailing cognitive decline are based on outdated 
models of cognitive ageing. Unfortunately, many 
popularly reported views on cognitive ageing are 
generalisations based on poor research and overstated 
effects and are unhelpful in determining practical 
outcomes. Recent advances in the neuro-cognitive 
sciences show that maintenance of many cognitive 
functions continues into advanced age.  A number of 
researchers are calling for a re-evaluation of models of 
cognitive ageing that view decline as an inevitable 
consequence of ageing. It is beyond the scope of this 
paper to provide a detailed review and analysis of the 
current evidence for cognitive abilities across the adult 
lifespan, however some examples illustrate the progress 
being made. Harrington and colleagues (2018) report 
that age (in 60- to 85-year-old Australians) is not 
associated with a decline in verbal or working memory 
and that previous research has overestimated the level 
of decline by not controlling for underlying pathological 
processes (e.g., onset of Alzheimer’s Disease). 
Moreover, these authors suggest that the validity of 
some neuropsychological measures might be called in to 
question. For example, common processing speed tests 
(a measure of fluid intelligence) involve speeded motor 
responses and may therefore confound measurement of 
motor response with processing speed.  They report that research using other methods 
such as Inspection Time tests show no age declines. Other research suggests that 
potentially unique brain networks underpin the same cognitive skill differently across 
age periods. For example, ‘hippocampal-based networks better predict memory 
functioning in younger adults, whereas frontostriatal networks better predict memory 
functioning in older adults’ (Casaletto et al., 2019, p.13).  

Many accounts of age-related differences are based on cross-sectional analyses. There 
is now recognition that such analyses fail to capture individual trajectories that are often 
more positive than group statistics reveal and that there is high intraindividual variability 
across time. For example, longitudinal research shows stability as well as improvement 
in processing speed and executive functioning in many typically ageing older people 
(Mella et al., 2018). Research also identifies ‘superagers’ who show superior cognitive 
skills into later life and the role of ‘cognitive reserve’, often linked to educational and 
occupational attainment, in preserving abilities (Stern et al., 2019). 

Senior Active Doctors are 
not defined by age, but 
rather by expertise and 
experience, and 
encompass a broad range 
of ages.  

It is clear from recent 
research and theory that 
assertions about normal 
ageing as necessarily 
entailing cognitive decline 
are based on outdated 
models of cognitive 
ageing. 

There is growing research 
on how cognitive 
resources are maintained 
and enhanced with 
appropriate lifestyle and 
health choices across the 
lifespan. 
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The growing evidence suggests that there is no stable basis for arguing that cognition 
necessarily declines with chronological age and that, in measuring cognitive resources, 
one must be very clear about the abilities being measured, how they are measured, the 
people they’re being measured in, and what their relevance is to practice. Many 
researchers are adopting the premise that cognitive ageing is biologically-driven rather 
than chronologically-driven and that explanations and measurements of cognitive 
changes are under-developed at this time (Ebaid & Crewther, 2020).  Rather than 
promulgating a deficit model of cognitive resources, there is growing research on how 
cognitive resources are maintained and enhanced with appropriate lifestyle and health 
choices across the lifespan.  

In Australia and elsewhere, a number of reports and commentaries have shown a heavy 
reliance on a small number of articles purporting to find cognitive impairment with age 
in doctors.  For example, both Draper (2017), in an editorial for the Medical Journal of 
Australia, and the Medical Board Expert Advisory Report on Revalidation (2017) cite the 
review conducted by Choudhry and colleagues in 2005. The paper is of inferior quality 
in terms of assumptions, data selection, method of analysis, and deductions. It is worth 
drawing attention to the comprehensive analysis undertaken by Moore (2018) in her 
paper on Screening Older Physicians for Cognitive Impairment: Justifiable or 
Discriminatory. Her review of the Choudhry paper states:  

“Choudhry et al.’s oft-cited meta-analysis of sixty-two studies evaluated various 
quality of care measures such as compliance with evidence-based guidelines and 
medical knowledge. The study, however, did not address cognitive impairment. The 
researchers concluded that thirty-two of the studies (52 percent) showed an inverse 
relationship between “performance” and age or years in practice. However, many 
of the studies with a negative age association grouped their cohorts in brackets such 
as “>10 years” or “>20 years in practice,” which would include physicians in their 
forties and fifties, respectively, or used an age between forty and fifty to divide 
physicians into two large groups. The age range of these cohort groups is too wide 
to justify screening for a particular narrow subset. Furthermore, as the article points 
out, several of the included studies did not present statistical tests.” (pp. 115-116) 

Moore finds that many studies cited as evidence to support the use of cognitive testing 
conceptually conflate cognitive impairment with lack of competency, and fail to age 
stratify and distinguish between mid- and late-career doctors, and concludes that 
“singling out all older physicians for cognitive testing is empirically unjustified and legally 
prohibited” (in the US).  

“Furthermore, there are other means to reliably monitor and identify physicians, 
both older and younger, who pose risk to patients.” 

For example, the Royal Australian College of Surgeons (2018, Senior Surgeons in Active 
Practice) provides the following guidance for surgeons in the last ten years of practice: 

Many factors other than age may contribute to continuing competent surgical 
performance including; 

 Surgeon factors such as engagement in continuing self-directed education 
and deliberate maintenance of expertise. 

 Patient factors including the complexity of the problem and acuity of 
illness; 

 Practice factors including time pressure, support from colleagues, and 
staffing. 
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 Senior surgeons working within a group situation are often well-supported 
and undertake work appropriate to their skills, with their experience 
complementing the skills provided by younger colleagues.  

 The sole practitioner working in private practice or providing short term 
locums may lack this support and could be vulnerable to working at a 
declining level of functioning. 

The UK government encourages Senior Doctors to continue working for the benefit 
of patients and supports transitioning to retirement through flexible work 
practices such as winding down (working fewer days, or hours, in their existing 
post), stepping down (into a less demanding and lower graded post, which still 
makes use of their skills and experience), and retiring and returning to practice in 
flexible and part-time roles. For more details, see the Royal College of Physicians’ 
“Working flexibly: A toolkit” at https://www.rcplondon.ac.uk/projects/working-flexibly-toolkit 

Under “Retire and Return” Senior Doctors can apply to access their pensions and 
then return to practice. The underlying principles of "retire and return" include: 

 ensuring older staff who have valuable skills, knowledge and experience, 
can continue working for the benefit of patients, 

 ensuring older staff can be supported in prioritising their health and 
wellbeing at the same time as working longer / staying in work, and 

 supporting staff in making the transition from work to final retirement 
through, for example, "stepping down" (reducing their level of 
responsibility) and/or "winding down" (reducing their number of hours 
worked). 

 

With the proposed introduction of cognitive testing of Australian doctors aged 
over 70, further discussion around what testing means and what it achieves is 
highly warranted. As is discussion of how senior doctors can be supported in their 
later careers rather than forced out of their profession. Successful models exist 
elsewhere and serve as a basis for these discussions. 

 

Editorial note: This article is based on content from Global Trends and Models of 
Senior Active Doctor Registration: A Medical Reserve Strategy to Address 
Queensland’s Public Health Challenges Now and Into the Future (Irving, 2021), 
which was commissioned to support a model of Senior Active Doctor Registration. 
It was jointly funded by ASADA, AMA Qld and the Redcliffe and District Medical 
Association. See the President’s Report in this newsletter. 
 
 
 
 

ASADA is looking to develop a position paper on cognitive testing of 
doctors. Members interested in contributing are invited to contact 
Geoff Hawson at ASADA_Secretary@outlook.com 
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The Journal Club 
Following on from the special topic articles, members may be interested in
exploring in more detail two of the mentioned papers.  
Moore, I. (2018). Screening Older Physicians for Cognitive Impairment: 

Justifiable or Discriminatory? Health Matrix: The Journal of Law-Medicine, 
28(1), 95-196. 

 
This paper is available from: 
https://scholarlycommons.law.case.edu/cgi/viewcontent.cgi?article=1629&context=healthmatrix 

 
1. The context of the paper is the United States; however, the same issues 

are relevant to doctors in Australia as the Medical Board moves to 
introduce cognitive testing of older doctors. 

2. Do you think there has been sufficient discussion in Australia about the 
issues raised by Moore and the implications of cognitive testing for 
doctors?  

3. How might ASADA address these issues? Your thoughts are welcome. 
 

Choudhry, N. K., Fletcher, R. H., & Soumerai, S. B. (2005). Systematic review: the 
relationship between clinical experience and quality of health care. Annals of 
Internal Medicine, 142(4), 260–273.  

 
This paper can be read online at: 

https://www.acpjournals.org/doi/full/10.7326/0003-4819-142-4-200502150-00008?rfr_dat=cr_pub++0pubmed&url_ver=Z39.88-2003&rfr_id=ori%3Arid%3Acrossref.org 

 
1. The paper is best read in light of the analysis provided by Moore (2018) 

who identifies a range of methodological and analytical flaws. 
2. The paper was controversial at the time and a variety of comments 

follow the article. It is worthwhile considering the extent to which you 
agree with the issues raised by those commenting in the section 
following the paper. 

 

ASADA is looking to develop a position paper on cognitive testing of 
doctors. Members interested in contributing are invited to contact 
Geoff Hawson at ASADA_Secretary@outlook.com 
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What Does Senior Doctor Registration Look Like in 
the United States? 

 
The following figure gives one example of step-down registration in the United 
States (each state has its own approach). In Pennsylvania, doctors transitioning from 
full registration can move to a volunteer license or an active-retired license. 

 From Global Trends and Models of Senior Active Doctor Registration: A Medical 
Reserve Strategy to Address Queensland’s Public Health Challenges Now and Into the 
Future (Irving, 2021) 
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Senior Doctor Insights 
Over the coming newsletters we’ll be including a series of informative pieces about 
Senior Active Doctors in Australia and overseas. We’re sure most of you remember 

with fondness, as we do, the inimitable Dr Julius Sumner Miller 
and his “Why is it so?” television series revealing fascinating 
insights into science. This video of Dr Julius Sumner Miller  
https://www.youtube.com/watch?v=mkocaEcx26c 
should bring back memories to those who consider themselves 
‘Senior’. We hope our revelations are not too tricky and will 
give you a charge! We thought we’d name our offerings “Did 

You Know?”  rather than “Why is it so?” (but it does rhyme).  
 

Did You Know? No 1. 

In the United States, members of the American Medical Association who turn 65 years 
of age become automatic members of the ‘Senior Physicians Section’ (US physician = AU 
doctor), whether active (full/part-time) or fully retired.   

AMA Qld implemented a similar policy last year upon recommendation from the Senior 
Doctor Representative on AMA Qld Council (Geoff Hawson). The American Medical 
Association Foundation awards the Jack B. McConnell, MD, Award for Excellence in 
Volunteerism to a Senior Doctor who provides treatment to U.S. patients who lack 
access to care. ‘Senior Physician Month’ features stories about Senior Doctors on their 
website including some words of wisdom from an interview with Dr Nancy Dickey (Exec 
Director, Texas A&M Rural and Community Health Institute and the first woman 
president of the AMA, 1998 to 1999):   

"We had lots of conversations here in Texas—and I suspect they were happening all over 
the country—around how to ramp up the workforce in a safe, quality fashion," Dr. 
Dickey said. "That reminded me immediately of when Hurricanes Katrina and Rita hit 
the Gulf Coast and caused extraordinary and prolonged damage to the health care 
system across Louisiana, Mississippi and Alabama." “There were questions then of how 
affected health systems might accept offers of help from health professionals who were 
not licensed in those states and whose home states had different credentialing 
mechanisms. Lots of potential solutions were put on the table, but none was ever 
adopted.” "So here we are again," she said. "We're in the midst of another crisis and 
we're still asking the same questions." 

"If this is your first crisis, it may be hard to convince you that there will be another," she 
said. "We really need to keep the conversation going post-crisis because if you're 
comfortable just getting to the end of this one, you'll never put a solution in place to 
prevent or respond to the next one. It's a duty we older doctors have to patients, 
policymakers, other health professionals, and our nation." 

We bring more of a long-angle lens," Dr. Dickey said. "Most of us have slowed down to 
some degree and now have time to look at issues that impact the profession and the 
communities we serve. Time is something physicians are usually short of, but older 
physicians often have a little more of it than those who are still building their practices 
and growing their families." You can read the full article at “COVID-19 shows why senior 
physicians are so important”:  
https://www.ama-assn.org/delivering-care/public-health/covid-19-shows-why-senior-physicians-are-so-important 
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Did You Know? No 2. 

In various states in the United States, Senior Doctors have access to a range of flexible 
registration options including Emeritus, Active-Retired and Volunteer Licenses. Senior 
Doctors can step down from full active practice and provide voluntary services in 
primary health care and public health-focused activities. Their expertise is used to assist 
in areas of unmet and underserved medical and health needs (e.g., through free clinics), 
and during emergencies, natural disasters, and pandemics.  

Senior Doctors with volunteer licenses can sign up to the Medical Reserve Corps (MRC) 
which aims to strengthen public health, improve emergency response capabilities, and 
build community resiliency. You can read about the services offered by a retired 
endocrinologist across the course of the pandemic through her MRC in Virginia in this 
article - https://www.npr.org/sections/health-shots/2021/01/28/961333809/medical-reserve-corps-volunteers-deployed-to-help-with-vaccination 

It illustrates the ways in which coordinated and trained groups of volunteers including 
Senior and Retired doctors were ready to assist from early in the pandemic. Reserve 
corps doctors were introduced to vaccination training as the pandemic emerged in Jan 
2020 and then, in early 2021, engaged in zoom-based training in preparation for the 
vaccine roll out. The Biden administration's 2021 COVID-19 response plan supported the 
deployment of the Medical Reserve Corps to roll out COVID vaccinations this year. 
https://www.whitehouse.gov/wp-content/uploads/2021/01/National-Strategy-for-the-COVID-19-Response-and-Pandemic-Preparedness.pdf 

The Virginia MRC units work closely with the Virginia Department of Health with a state 
volunteer coordinator overseeing the state's 24 MRC units with over 9,900 volunteers. 
Examples of usual deployment include Emergency Response, Medical Surge, Free 
Health Screenings (e.g., at senior living residences, homeless shelters and community 
events); Vaccination Clinics (e.g., supporting school and community based seasonal 
influenza and TDaP vaccination clinics; nearly 2,000 volunteers assisted in vaccinating 
the public during the 2010 H1N1 Pandemic), and Public Health Outreach and Training 
(e.g., lifesaving training for Opioid overdose, mass casualty response and CPR). 

While volunteers are required to undertake training, the nature of their involvement is 
self-directed and flexible and volunteers can choose to engage in public health activities 
and/or volunteer during emergencies.   

To obtain a Volunteer License in Virginia, a doctor must have held an unrestricted license 
issued by the Virginia Board of Medicine or by a board in another state as a licensee in 
good standing at the time the license expired or became inactive, and undertake approx. 
15 hours of CPD per annum.  
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An Ode to The President (not that President) 

There once was a doctor named G.A.T (Hawson) 

Who certainly wasn’t a prat, 

For his strength and resolve 

To see ASADA evolve  

Are not ever to be sneezed at!   

Anon.
 

And in the words of the great Dr Julius Sumner Miller: 
 
“What we do, if we are successful, is to stir interest in the matter at hand, awaken 
enthusiasm for it, arouse a curiosity, kindle a feeling, fire up the imagination.” 
 
“Intellectual inertia is a very bad kind of inertia to have. Indeed, people who have 
intellectual inertia suffer from a disease which I have named.  
I have named it ‘Photophobia’ … fear of being enlightened.” 
 
“If I want a word, I make it. I don’t like combustion. It’s too quiet. I have some stuff in 
a state of combustication.” 

 
 

 
 

ASADA’s aim is to fight photophobia  
with a little combustication. 
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Editorial Policy on Submissions 
Articles 
Articles include commentaries, reviews, analyses, reports of doctor surveys, and other 
academic-style papers. While there is no set format, articles should take a logical form 
with an introduction to the topic and a concluding summary or comment. As a guide, 
articles can be up to 1500 words but if yours is longer and a great read, we’ll find room. 
And for those needing CPD points, remember to add the activity to your CPD log. 

Research articles are not accepted as the association is unable to conduct peer reviews 
of research nor verify the voracity (“some nice alliteration here’) of claims. You may 
submit a summary of a research report or article you have had published elsewhere. 
These summaries should inform members of the relevance of the research findings to 
Senior Doctors and contain the full reference or link to the article.  

The Journal Club 
If you’ve read a great article and you’re itching to share the ground breaking findings 
with someone, here’s your chance. Provide the reference and submit your summary 
and commentary on the article. It can be helpful to include some guiding questions for 
members to reflect on when they read the article. 

Grand Rounds 
We welcome brick bats and bouquets, case studies, presentations, professional 
dilemmas, and policy issues requiring problem solving and resolution. Issues related 
to Senior Doctor practice, employment, membership of colleges, registration with 
AHPRA, as well as issues that ASADA might take up or that fall under the umbrella of 
ASADA’s objectives are encouraged. 

Senior Doctor Insights 
Senior doctors have a wealth of experience and knowledge to share. Submit your 
personal and professional reflections on medical practice and your career. Share 
insights gleaned over the years and your reminiscence of past medical practice, both 
good and not so good. Provide some words of wisdom for junior doctors (who will 
become Senior Doctors before they know it!).  

Letters and Member News 
Members are encouraged to share their news, frustrations, and successes. If you 
have a cause or issue that fellow members might help with, let us know. 

Writer’s Corner 
Everyone knows that Senior Doctors are witty and humorous (and extremely 
intelligent). And everyone knows that the brain needs to be kept agile, engaged in 
novelty, and continually learning. If you haven’t written poetry/prose before, here’s 
your chance.  If you’re a little shy, contributions can be assigned a nom de plume. Or 
if you have a favourite author, send a quote. All in the spirit of fun. 

The Final Word  
It’s your newsletter so we’re happy to include your contribution. If you’re not sure 
which category it fits under, send it in and we’ll find a spot. 
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The Objectives of the  

Australian Senior Active Doctors Association 
(ASADA) 

 
1.    To maintain, advance and promote the ethical standards, integrity and 
reputation of Australian Senior Active Doctors. 
 
2.    To maintain, advance and promote the active contribution of Senior Active 
Doctors to Australian medicine and Australian healthcare and the maintenance of 
clinical privileges within a framework of evidence based public regulation of 
Australian medical practice.  
 
3.    To develop and promote policies that maximise the contribution of Australian 
Senior Active Doctors to Australian healthcare and allow for graded transition of 
roles for senior years of practice at the discretion of the senior doctor.  
 
4.    To research, develop, establish and promote policies that will mobilise the 
contribution of Australian Senior Active Doctors to Australian healthcare and to 
advise and conduct relevant continuing professional development programs which 
meet the needs of Australian Senior Active Doctors and are relevant to their level of 
practice. 
 
5.    To represent industrially and politically the professional concerns of Australian 
Senior Active Doctors. 
 
6.    To build and strengthen the relationship between Australian Senior Active 
Doctors and other members of the Australian medical profession and to promote 
fellowship between Australian Senior Active Doctors. 
 
7.    To encourage the involvement of Australian Senior Active Doctors in issues of 
concern to the medical profession, including active involvement and participation in 
medical organisations which recognise the contribution and potential contribution of 
Australian Senior Active Doctors. 
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 Australian Senior Active Doctors Association  
APPLICATION FOR MEMBERSHIP/RENEWAL 

 

(Note: This form cannot be filled in online. If returning, please print and complete. Mail to the address below or 
scan/photograph with your mobile and email to ASADA_secretary@outlook.com.) 

□ Renewal (For cheques, please complete Name, Address/Email and Payment Details and return form. For Direct Debit include 
name in online payment reference. Please ensure a current Email/Address for return of receipt) 

□ Application for Membership (Please complete the following section and return by mail or email) 

I, being the applicant named on this application for membership, desire to become a Member of the Australian Senior Active Doctors 
Association and hereby agree, if admitted to membership, to be bound by the Objects and Rules of the Association. I hereby agree 
for my name to be placed in the Register of Members.  

Name __________________________________________________________________________________________ 

Address _________________________________________________________________________________________  

Suburb / Town ______________________________________________ State____________ Postcode_____________  

Telephone/Mobile____________________________________ Email________________________________________  

Specialty/Area of Practice ___________________________________________________________________________  

Professional Qualifications ___________________________________________________________________________  

Special interests/ Professional medical organisations______________________________________________________  
 

PAYMENT DETAILS: 
Full Membership: Associate Membership: 

□ Working Senior Doctor (doing paid work)            $100 

□ Retired Senior Doctor (not doing paid work)       $  50 

□ Non-doctor supporter  $ 25 

Donation:   $.......................  

□ Cheque payable to Australian Senior Active Doctors Association OR  

□ Bank transfer Please include surname and initial in online payment reference 

Account Name: Australian Senior Active Doctors Association  
BSB: 064-122 
Account: 10458731 

I acknowledge that I accept the Terms and Conditions of membership which are outlined in the Rules of the Association.  

Signature…............................................................................................................... Date ……………………………………….. 

Send completed Application for Membership to (if paying by cheque, please enclose cheque): 

Australian Senior Active Doctors Association 
Address:      PO Box 41 Redcliffe QLD 4020 
Email:  ASADA_secretary@outlook.com 

 

 

 

 

ASADA 

For office use only 

The above application is approved for entry to the Members Register 
 

…………………………………………………………….......................  ……………………………………………………………........................ 
President      Secretary 


