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Australian Senior 
Active Doctors Association 

 

Welcome to Issue 2 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 issue.  

Cheers, 

            Geoff Hawson                          Kym Irving 
            President                                  Newsletter Editor 
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Dear ASADA members, 
Welcome to our second issue of Wise Medicine and many thanks to the contributors to 
this issue. My thanks, in particular, to Drs Jim Parker, Stewart Parkinson, and Graham 
Pinn for heeding our call to members to contribute to their newsletter. I know you will 
find their words of interest and hope they prove that it really isn’t that difficult to put 
some ideas on paper and share them with your fellow senior doctors! 

Since our last issue, ASADA has been keeping up its focus on getting the word out about 
senior doctors and the value of retaining them on a step-down register. In this issue we 
include 1) the proposal we forwarded to the Federal Health Minister, The Hon. Greg 
Hunt, following a zoom meeting late last year (mentioned in the last issue), 2) the 
information we sent in response to a request from a policy analyst looking to cost the 
establishment of a medical reserve of retired doctors in NSW, and 3) a letter published 
in Partyline, the online magazine of the Rural Health Alliance. Our letter to the MJA 
regarding encore careers was finally published but is somewhat hidden on their website:
https://community.amaq.com.au/HigherLogic/System/DownloadDocumentFile.ashx?DocumentFileKey=134433f2-87c0-4b76-8281-88c78924633c 
In my role as AMA Qld Senior Doctor Representative on Council, we are continuing with 
our talks with Queensland Health, although governments have been preoccupied with 
natural disasters of late (along with corruption, elections, bullying, etc., etc.) and 
progress, unfortunately, has been slow. ASADA thanks AMA Qld for pursuing these talks 
and in particular, Dr Brett Dale, CEO, for his role in continuing discussions. 

I, again, draw your attention to the importance of having senior doctor representation 
on as many medical associations as possible. If you are an AMA member in your state, it 
is vitally important to draw to the attention of your state council members the issues we 
have been advocating for, including the need for a senior doctor representative at state 
levels and, importantly, on Federal AMA. In Qld, 43% of AMA members are aged 55 and 
over and a significant proportion of their membership fees goes to Federal AMA. 

As you would have seen in our recent email update, planning for the inaugural Australian 
Senior Active Doctors Conference is well underway and we’ve devoted space in this issue
to inform you of the venue and themes of the conference, including navigating the 2023 
CPD requirements (see The Journal Club for an interesting paper on reflective practice). 
I’m incredibly pleased that we can bring together senior doctors at such an event and 
provide a space for discussion of the extremely important issues facing senior doctors, 
and, in fact, all doctors. We’re very fortunate to have Professor Chris Perry (outgoing 

AMA Qld President) and Dr Dilip Dhupelia (past AMA 
Qld President and AMAQ Foundation Chair) to assist us 
on the conference committee and as new members of 
ASADA. 

Our next newsletter will be after the August conference 
and will bring you all the news of the presentations and 
discussions. Of course, attending the conference is
much more preferable to reading about it later. 

Kym and I wish you all a safe and happy Easter and look 
forward to seeing you in person at the conference! 

                            Cheers,      Geoff 

ps. Kym says we really haven’t had a life outside of 
Senior Doctor issues these past few years (not that we 
minded) but here’s proof that I at least get to take out 
my frustrations elsewhere. I’m not letting Kym near a 
sword, though! 
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Proposal to The Hon. Mr Greg Hunt MP, Federal 
Minister for Health and Aged Care 

Establishment of Australian Medical Reserve via 
Senior Active Doctor Registration. 

The Challenge 
 The six-year period ending 2018 saw 11,136 doctors lost to the Australian health 

system as they relinquished their medical registration (AMA Health workforce data). 
Over 500,000 years of medical experience were lost permanently in a binary approach 
where doctors are either fully registered to practice or unable to practice at all. When 
full registration ceases doctors are excluded from using their previous 
skills/knowledge in any form (AHPRA definition of practice). This all-or-nothing 
approach contrasts sharply with step-down registration models in other countries 
that enable volunteer medical reserves to assist with public health needs. 

 Australia faces continuing reductions in medical workforce capacity as headcount 
metrics no longer adequately forecast supply rates. Reductions stem from the 
changing nature of medical workforce composition and work-life balance, associated 
declines in patient contact hours, and reduced uptake of GP training slots and 
rural/remote positions, and are compounded by increasing demand fuelled by an 
ageing population, increased chronic disease prevalence and multi-morbidity. By 
2030 doctor undersupply is estimated to range 5,000 to 10,000 FTE GPs. 

 Australian public health systems face persisting challenges around chronic disease 
prevention and management; the provision of services to Australians in rural and 
remote locations, first nations people, and the frail elderly; and during emergencies 
and natural disasters. 

 During the COVID-19 pandemic, health resources have strained as cases increase. In 
the absence of a coordinated, reserve medical workforce, systems have had to rely 
on ad hoc approaches. While retired doctors have been called to assist with the 
pandemic response, limited planning around how to effectively deploy their skills has 
resulted in their underutilisation. Deployment has rested on doctors taking the 
initiative to apply for poorly advertised and defined jobs (e.g., expression of interest) 
and doctors have been unable to assist in private settings, such as GP clinics, because 
of indemnity uncertainty. The pandemic sub-register has swung from full practice to 
‘vaccination only’ (2020 sub-register) to full practice again (2021 sub-register). 
Doctors are advised that pandemic registration will eventually cease and, while 
deemed able to assist during a pandemic, they will revert to being unable to practice 
in any capacity.  

 There has been increasing realisation that there are costs associated with inertia and 
delayed action when governments are faced with high rates of medical volunteerism 
but have no plan as to how to effectively deploy such volunteers. Approximately 4,500 
doctors are currently on the pandemic sub-registers and could form the basis of an 
ongoing Australian Medical Reserve. 

Global Models 
In the United States, state statutes vary in the provisions made for doctors to continue 
practising after stepping down from full active practice. Under a range of licence types 
(Active-Retired, Emeritus, Retired Senior Volunteer, Limited, and Volunteer), senior 
doctors can volunteer at community-based clinics in areas of unmet/underserved need 
and, during the pandemic, were deployed in a range of capacities. Doctors also join the 
Medical Reserve Corps (MRC), established after 9/11 to coordinate the efforts of 
medical professionals volunteering their services during emergencies, natural 
disasters, and pandemics. State/regional MRCs recruit, train, and activate medical 

This proposal was 
submitted 
following a zoom 
meeting with the 
Hon. Mr Greg Hunt 
late last year. Many 
thanks to Dr Darryl 
Gregor for 
arranging this 
opportunity 
through his Federal 
Member 
(Moncrieff), Ms 
Angie Bell. 



ASADA Wise Medicine April 2022                4 
 

practitioners and others to respond to community health needs. The national MRC 
Program Office, housed within the federal Department of Health and Human Services, 
provides technical assistance, coordination, communications, strategy and policy 
development, grants and contract oversight, and training.  
Example. In Virginia, MRC volunteers undertook core vaccination training as soon as 
the pandemic emerged (early 2020) in preparation for the forecast vaccine roll out for 
which they were then further trained and deployed. A Health Department volunteer 
coordinator oversees the state's 24 MRC units.  
In France, the medical-care reserve (established 2007) assists with disasters, 
emergencies, and serious health threats and is incorporated into the Health Code. 
Reservists undergo training, are mobilized through a joint decree from the Ministries 
of Health and Interior, and are divided into two groups; one comprising health 
professionals likely to be called up swiftly for intervention on national territory or 
abroad and the second including retired health professionals and medical and 
paramedical students for reinforcement in case of a long-term serious health threat. 
Example. In early April 2020, the reserve engaged in large-scale COVID-19 testing for 
residents and staff in nursing homes and institutions for disabled individuals and, along 
with the military, assisted staff in hospitals overwhelmed by the pandemic. 
In the United Kingdom, senior doctors are encouraged to remain in the NHS through 
flexible work practices such as ‘winding down’, ‘stepping down’ and ‘retire and return’. 
CPD requirements and revalidation processes have been reassessed to support senior 
doctors in their roles. In November 2020 a member’s bill was introduced in the UK 
parliament to establish an NHS Reserve Staff. It has multi-member support and is 
currently being piloted across seven NHS England regions. 

The Australian Way 

The growth of an Australian Medical Reserve would be facilitated by the re-
introduction of a limited registration category that enables doctors to step down from 
full registration and regular practice to limited registration with occasional practice 
for voluntary services in the public interest. The proposed model builds on the Limited 
Registration Public Interest – Occasional Practice (LRPI-OP) category (Health 
Practitioner Regulation National Law Section 273) that existed during the 
establishment of the National Registration and Accreditation Scheme in 2010 but was 
extinguished in 2013. It is comparable to Volunteer, Retired-Active, and Emeritus 
Licenses available to retired and senior medical practitioners in various regions of the 
United States and would serve the purpose of enabling and maintaining an ongoing 
medical reserve and surge workforce as established in countries such as the United 
States and France and being piloted in the United Kingdom. 

Purposes of an Australian Medical Reserve (AMR) 
 To retain high levels of advanced medical expertise and experience for the 

improvement of the health and wellbeing of Australians. 
 To establish an ongoing mechanism by which senior doctors transition from full 

registration to limited registration enabling them to voluntarily assist in the 
provision of services in times of disaster, emergency and pandemic, in areas of 
workforce shortage, and when deemed necessary in the public interest. The 
proposed registration category facilitates an ongoing reserve of doctors that is 
replenished each year by those who choose to step-down from full registration and 
volunteer their services for community benefit. 

 To provide a ‘trained and ready’ Australian Medical Reserve (AMR) to help meet 
current and emergent public health and disaster management challenges.  
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 To provide a supplementary volunteer workforce where and when required. Senior 
doctors registered in the Senior Active Doctor category would supplement, not 
supplant, fully registered doctors. They would not replace salaried staff, except on 
a temporary-needs basis, for example, in times of disaster, pandemic, and workforce 
shortage. 

 To provide a public-safe option through mechanisms put in place to ensure 
appropriate practice with a focus on team-based care (for those engaging in clinical 
practice) and maintenance of skills and expertise through accredited, targeted, high-
quality continuing professional development programs provided through education 
hubs such as AMA Queensland. 

Proposed Category - Limited Registration Public Interest - 
Senior Active Doctor 

 Registration in the Senior Active Doctor category would be voluntary and opt-in. 
Opting-in would occur at the time of registration renewal for doctors who had 
been fully registered and had met their registration requirements prior to taking 
up the limited registration option.  

 Doctors who retired their registration in a designated number of years (e.g., 3 to 5 
years) prior to the limited registration category becoming available would be 
eligible to register, including those on the Pandemic sub-registers. 

 In alignment with AHPRA’s definition of practice, senior doctors under a Senior 
Active Doctor Limited Registration category would engage in clinical practice, non-
clinical practice, or both.  

 Doctors would be retired from regular practice. Practice would be occasional, 
voluntary and determined by public interest/need. Compensation would be 
available for costs incurred in providing care. 

 Practice would be limited to referral, prescribing and medical service in the public 
interest as determined by the doctor’s previous experience and the public health 
needs to be met.  

 The Continuing Professional Development (CPD) standard would be modelled on 
the previous LRPI-OP standard: “Those who hold limited registration in the public 
interest (Senior Active Doctor) for occasional practice, prescribing, referral and 
medical service in the public interest must complete a minimum of 10 hours CPD 
per year focused on the particular nature of their practice and on areas of medical 
service in the public interest.” 

Examples of Australian Medical Reserve Deployment 
 Surge health workforce. Establishment of an ongoing pandemic/disaster-ready 

and trained surge health workforce facilitated by targeted CPD in identified public 
health needs areas, for example, providing assistance with COVID at-home 
monitoring, telehealth support and medical support roles. 

 Mental health services. Deployment of senior psychiatrists, and other 
appropriately trained practitioners, to assist with the looming mental health crisis 
that is forecast to affect many sectors of society during and following the 
pandemic. 

 Public Health Outreach and Training.  Assisting in the provision of outreach 
programs and services through federally funded programs such as Rural Health 
Outreach Fund (RHOF); Medical Specialist Outreach Assistance Program; Medical 
Outreach Indigenous Chronic Disease Program; RHOF Pain Management; and 
Healthy Ears. 
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 Health promotion and disease prevention. Services could be identified, planned 

and offered through partnership with Primary Health Networks, Aboriginal 
Health Units, Offices for Rural and Remote Health, State-based Clinical Networks
and include assisting with the prevention, monitoring and management of 
chronic health conditions through identified agencies and services.  

 Health screening for vulnerable or underserved community members including 
people in aged care facilities and homeless people. Senior Active Doctors could 
assist GPs and other medical practitioners with achieving the recommendations 
of the Royal Commission into Aged Care Quality and Safety through the provision 
of regular heath assessments and monitoring of health conditions. 

 Rural and remote GP assistance. Reservists could help alleviate the workload 
demands and associated burnout that are commonly reported by rural medical 
practitioners (AMA, 2019, Rural Health Issues Survey), for example by providing 
peer support, case discussion, assistance with practice tasks such as ordering and 
following up on tests, as well as designated services. Some activities could be 
done remotely by telehealth. Others might involve regular contact from 
volunteer reservists who visit rural and remote practices and assist where 
required, providing GPs with periods of respite from heavy workloads and much 
needed collegial support. 

 Senior Active Doctor Rural GPs. Rural GPs looking to transition to retirement and 
continue contributing to their communities could assist new GPs in their 
communities by stepping down to Senior Active Doctor under the proposed 
limited registration category. This would provide rural GPs with the opportunity 
to continue serving their communities, without the pressures associated with full 
time practice, as mentors, advisors and public health advocates and to assist in 
the training of local doctors (in support of the National Strategic Framework for 
Rural and Remote Health). 

 Examples of non-clinical practice include mentoring and professional support 
(e.g., to those on the frontline), consulting and advisory roles, teaching and CPD 
development, auditing and reviewing, supervision (including remote/rural). 

Immediate initiatives for sub-pandemic register doctors 
 Formulate a better targeted message to all sub-register doctors about how they 

might help.  
 Streamline the process, rethink the deployment process (including volunteer 

opportunities and indemnity issues) with more targeted opportunities for 
doctors in their local regions. 

 Establish a centralised website explaining the need for doctors to help during the 
pandemic. This website could more fully explain the federal, state and local 
issues, requirements, and deployment opportunities, and link to relevant health 
department sub-register dedicated sites (these do not currently exist).  

 
Associate Professor Geoffrey Hawson  
President, Australian Senior Active Doctors Association 
AMA Queensland Council Senior Doctor Representative and Chair, Senior Active 
Doctors Working Group 
10th October 2021 
 
1‘Global Trends and Models of Senior Active Doctor Registration’ (Irving, 2021) 
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Request for Information Regarding a Medical Reserve 
In January, ASADA was approached by a policy analyst working with Lateral Economics 
to provide some background information on senior doctors and medical reserves. The 
analyst was looking to ‘explore an idea for tapping into the potential workforce of retired 
doctors’ in NSW and associated costings. The following information was sent. 

 
Notes re NSW retired doctors and senior active doctors 

 
Who are retired doctors? 

These are doctors who have retired their registration with AHPRA and are no longer 
able to practice medicine. Currently doctors who are not registered with AHPRA 
cannot practice medicine in any form (including clinical and non-clinical roles). 
AHPRA’s definition is: 

It means any role, whether remunerated or not, in which the individual 
uses their skills and knowledge as a practitioner in their regulated 
health profession. Practice is not restricted to the provision of direct 
clinical care. It also includes using professional knowledge in a direct 
non-clinical relationship with patients or clients, working in 
management, administration, education, research, advisory, regulatory 
or policy development roles and any other roles that impact on safe, 
effective delivery of health services in the health profession. 

This definition is problematic for retiring doctors who want to provide medical 
services to the community but are prevented from doing so. In order for doctors to 
practice in a medical reserve there will need to be an ongoing appropriate form of 
registration enacted (see ‘Global Trends and Models of Senior Active Doctor 
Registration’ document for the proposal by AMA Qld and Australian Senior Active 
Doctors Association (ASADA)). Currently, the federal government has implemented a 
pandemic sub-register to allow retired doctors to practice during covid. An ongoing 
form of registration will be required to maintain doctors in a medical reserve. 

 
Doctors on the pandemic sub-register. 

These are doctors who have retired in the past approx. 5 years and were placed on 
the pandemic sub-register to assist with COVID. Doctors can opt out if they wish. 

A medical reserve could recruit from 

Group A. Already retired doctors (not on pandemic sub-register) – some of these 
would have chosen to opt out of the pandemic sub-register but might be 
interested in being part of a medical reserve. 

Group B. Recently retired in last approx. 5 years and on the pandemic sub-register. 

Group C. Doctors who are currently fully registered and looking to retire/step-
down from full registration in the coming months/years. 

 

 

 

Response 
to Policy 
Request 

 
 
ASADA received a 
request from a NSW 
policy analyst in 
January regarding a 
potential workforce 
of retired doctors. 
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Workforce Status 
Retired from registered profession in 
Australia 

ASGS 2016 NSW Vic Qld SA WA Tas NT ACT 

Over-
seas/ 
Not 
known 

Total 

 
  Year 

          

 

Medical 
Practitio
ners 

2013 592 418 314 130 324 57 5 19 44 1903 

 
2014 713 398 238 113 176 46 0 26 42 1753 

 
2015 718 423 284 125 232 58 3 26 42 1911 

 
2016 679 417 283 128 222 55 7 26 42 1859 

 
2017 644 445 303 116 180 48 7 23 40 1806 

 
2018 709 442 306 136 192 49 7 23 40 1904 

How would doctors transition to a medical reserve? 

1. Offer Group A an opportunity to become registered again and join a 
medical reserve. 

2. Offer Group B the opportunity to transition their registration from 
pandemic sub-register to ‘senior active doctor registration’ (medical 
reserve) (see Global Trends document for the AMA Qld and ASADA 
proposal). 

3. Offer Group C the opportunity to step-down to ‘senior active doctor 
registration’ at the time their registration is due (or at any time during the 
year) 

4. Doctors may choose not to take up the offer. 

The above provides a medical reserve which starts with a cohort of pandemic sub-
register doctors (and possibly retired doctors not on the sub-register) and is topped 
up each year with doctors stepping down from full registration to ‘senior active 
doctor’ registration and joining the medical reserve. 

How many doctors are on the pandemic sub-register? 

AHPRA reports stats in their annual report and on their website (although the data 
on the website isn’t always presented clearly). See also Global Trends document for 
stats we obtained in the last few years for Qld (page 49). From what we could glean, 
doctors on the pandemic sub-register accounted for an increase of around 2.8% in 
registered doctors (across all states).   

How many doctors retire each year? 

Approximately 1,850 doctors retire their registration each year Australia-wide. You 
may have already accessed the Department of Health—Health Workforce Data. If 
not, here’s the 2013-18 data: 
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NSW Medical Reserve potential numbers 

Approximate numbers in NSW: 

1. Pandemic sub-register doctors:  817 (2020 sub-register) plus 303 (2021 sub-
register) = 1,120  

2. Plus retiring doctors per annum going forward = 675 per annum (six-year 
average) 

3. Plus, any currently retired doctors not on the pandemic sub-register who sign up 
 

Issues to consider in enlisting doctors in a medical reserve 

1. Medical indemnity – state governments will need to indemnify.  
2. Recruitment approaches utilised by governments during the pandemic have not 

been successful. For example, posting job ads on hard-to-access websites and 
social media and requiring a 7-step application process have not been successful 
in recruiting senior doctors. These doctors wish to contribute their services in the 
public interest without the current barriers of employment processes and 
credentialling requirements. These barriers may account for doctors opting out of 
the pandemic sub-register during the course of the pandemic. A more proactive 
approach with continuity and longevity is required. 

3. A coordinated approach to establishing a medical reserve is required (cost of 
this?). In the United States, medical reserves are often linked to state health 
departments who provide a state coordinator to liaise with reservist groups. In 
Qld, AMA Qld is exploring how it may play a role in such coordination, as well as 
CPD and training requirements (see proposal in Global Trends document). 

4. Most senior/retired doctors are not looking for full-time work but would be 
available for set periods or set activities known in advance. As indicated in your 
email, this could be a 10 week (or less) ‘deployment’ per annum. 

5. The nature of the medical work usually determines salaries. This may vary from 
voluntary services in emergency situations to areas of workforce shortage which 
require payment commensurate with scope of practice and responsibility. One 
possibility for costing is to look at locum rates – usually around $2,000 per day 
(applied to all medical specialties) – and determine a proportional adjustment. 

 
 
Regards, 
 
 
Associate Professor Geoffrey Hawson    Dr Kym Irving 
MBBS FRACP FAChPM FRCPA(1976)   BA (Hons) PhD GDFinPlan 
President, Australian Senior Active Doctors Association  ASADA Research Consultant 
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Supporting Rural Communities with Senior Active 
Doctors 

Associate Professor Geoffrey Hawson  
During the pandemic, I received an email from a rural doctor who had retired but was 
brought back under the 2020 pandemic sub-register to assist with the COVID response. 
This enabled him to provide much needed support to his GP wife who was under a great 
deal of pressure in their family practice. Changes to the pandemic sub-register in April 
2021 saw doctors restricted to “vaccination only” (since changed to expand practice) and 
the doctor was no longer able to provide support, at which point he contacted me to see 
what could be done. For many rural doctors the lack of support in busy practices leads to 
stress and burnout. Locums can be helpful but lack of consistency and turnover have been 
cited as issues for both patients and practices. 
Each year in Australia we lose approximately 500,000 years of medical expertise as each 
cohort of doctors retires or forgoes their registration. This is a vast waste of medical 
wisdom and expertise. Many of these would be rural doctors whose departures place 
strains on already meagre workforces alongside difficulties in recruitment of rurally 
trained GPs and registrar training slots. 

Medical reserves of senior doctors exist in other countries where registration categories 
such as “Emeritus”, “Active-Retired” and “Volunteer” are available. Reservists assist in 
times of emergency (floods, fire, drought, cyclones/hurricanes, pandemics) and provide 
medical services to under-served communities (rural, isolated) and people (such as 
homeless and frail-aged). During the pandemic, medical reserves have been utilised in 
France and many US states to contact-trace, test, and vaccinate the population.  
In 2021, AMA Qld established a Senior Active Doctor Working Group (of which I was Chair) 
and, in partnership with ASADA, developed a submission to Queensland Health on a 
proposed ‘Senior Active Doctor’ registration category, the establishment of a medical 
reserve, and how senior doctors can benefit rural and regional communities through
assisting (not supplanting) services where needed. 

When thinking about the rural doctor who contacted me, it is clear that a step-down 
alternative to full retirement enabling him to continue supporting his wife’s practice and 
their community would have extensive benefit. In Australia, reservists could help alleviate 
the workload demands and associated burnout that are commonly reported by rural 
medical practitioners (AMA, 2019, Rural Health Issues Survey), for example by providing 
peer support, case discussion, assistance with practice tasks such as ordering and 
following up on tests, as well as designated services. Some activities could be done 
remotely by telehealth. Others might involve regular contact from volunteer reservists 
who visit rural and remote practices and assist where required, providing GPs with periods 
of respite from heavy workloads and much needed collegial support. 
Rural GPs looking to transition to retirement and continue contributing to their 
communities could assist new GPs in their communities by stepping down to Senior Active 
Doctor under the proposed registration category. This would provide rural GPs with the 
opportunity to continue serving their communities, without the pressures associated with 
full time practice, as mentors, advisors and public health advocates, and to assist in the 
training of local doctors and other health practitioners (in support of the National Strategic 
Framework for Rural and Remote Health). Senior Active Doctors could also assist in the 
provision of outreach programs and services through federally funded programs.   
These are some suggestions. I welcome feedback on these ideas and others that might 
inform ASADA’s policy on how rural senior doctors can be better supported as well as the 
roles they might want to step-down into under an appropriate registration category. I also 
welcome our rural colleagues joining us in ASADA. 

Letters 
 

 
This letter was 
published in the 
March 2022 issue of 
Partyline, the online 
magazine of the 
Rural Health 
Alliance. 
https://www.ruralhealth.org.au/
partyline/article/supporting-
rural-communities-senior-
active-doctors 
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UK NHS Reserve Now a Reality: Where’s Australia’s? 
Kym Irving PhD 

As members know, the AMA Qld/ASADA proposal for a Senior Active Doctor 
registration category and medical reserve to be used in case of disaster, pandemic and 
for public need was submitted to Qld Health late last year (see Issue 1). It is encouraging 
to see that the UK is now growing a public health reserve, joining the ranks of the USA 
and France. Unfortunately, Australia is still lagging behind. 

Background: 

During the pandemic (March 2020), the UK General Medical Council used its emergency 
powers to give temporary registration or a licence to practise to doctors who were not 
currently in practice but who were fully qualified and experienced, of good standing, 
and who had given up their registration or licence to practise within the last three years. 
In April, 2020, this was extended to 6 years with around 28,000 doctors on the register. 
The UK Government looked to maintain this cohort of doctors and other health 
professionals in the health system by establishing the NHS Reserve Staff. 

A National Health Service Reserve Staff Bill was introduced (first reading) to the UK 
parliament in November 2020.  Alan Mak (Member introducing the Bill), noted that 
“the NHS is the only one of the major emergency services not to have a formal 
national reservist structure” He described its operation in the following way: 

“One lesson we must learn from the coronavirus outbreak, and an 
opportunity we must seize, is ensuring that we retain the skills, experience 
and commitments of both our existing base of volunteers, and those 
people who have come forward since the pandemic began. To achieve 
those goals, we should create the NHS reserves—a new, but recognisable 
and trusted NHS brand that will fit effectively into the existing NHS family…  
standing reserve of clinical and non-clinical volunteers, who can be called 
up to support our hospitals, GP surgeries, pharmacies and other 
healthcare providers whenever more help is needed. That might be during 
public health emergencies, seasonal increases in demand, or critical 
incidents such as terrorist attacks or major accidents. The NHS reserves 
brand will also help to formalise and give greater status and recognition to 
the many existing health service volunteers, and provide a way to retain 
and use the skills of recently departed or retired staff.”  

In March 2021 year the Under-Secretary of State, Department of Health and Social Care 
commented: 

 “I am confident that there is the potential to build a permanent legacy 
through the development of a form of NHS care reserve, which could help 
former healthcare professionals remain part of the NHS family, keep their 
skills up to date and provide additional support in times of pressure. NHS 
England has been piloting models for an NHS reserve across the regions of 
England. NHSEI has established seven pilots, one in each region of England. 
It is drawing on the learning from these pilot sites, the experience of the 
Bring Back Staff programme and five subject-specific national framework 
task and finish groups to investigate the best way forward to make 
additional flexible workforce resources available to the NHS.”  

 
 
 

Articles 

 
Breaking News: 
UK NHS Reserve 
Now a Reality! 
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March 2022 – NHS Reserve Now a Reality 

On the 1st March 2022 the NHS chief executive announced that community members 
could sign up for the NHS Reserve. The NHS Reserve is based on the Army Reserve 
model (like France) and ‘enlists’ people from all walks of life, including past NHS 
employees and retired doctors and health practitioners. Reservists are expected to be 
available for at least 30 days per annum for training (online and on-site) and service. It 
is unclear what the requirements are for retired doctors to participate. Further updates 
will be provided to members as information becomes available.  The NHS England 
release advises (https://www.england.nhs.uk/2022/03/major-drive-launched-to-recruit-nhs-reservists/ ): 

“Thousands of new NHS reservists will be recruited to support the health 
service as staff tackle COVID-19 backlogs, the head of the NHS announced 
today. Amanda Pritchard, NHS chief executive urged the public to enlist as an 
NHS reservist, with a wide range of opportunities available, including assisting 
people who are being discharged from hospital or as part of the NHS COVID-
19 vaccination programme. 

Anyone can register their interest through a new website, launching today, 
including people who are interested in embarking on a career in the NHS or 
former staff who might want to return. Local hospitals and NHS services can 
then call on the ‘NHS reservist community’ depending on their staffing 
requirements and pressures in their area, creating a bank extra resource for 
when it is needed. 

Since its initial pilot launch at five sites last year, more than 17,000 people have 
joined up. No previous experience is necessary with full training provided and 
NHS reservists will be paid in line with the role they are doing. Support will 
also be provided by existing full-time staff that they can ‘buddy up’ with before 
starting any role. 

Health and Social Care Secretary Sajid Javid said: “Former healthcare workers 
coming out of retirement played a vital role in the national mission to roll out 
vaccines, as did the many selfless volunteers who 
came forward to support the NHS. We want to build 
on this invaluable resource as recover and reform, 
which is why we’re now recruiting an army of NHS 
reservists. If you want to help the NHS care for 
patients and tackle the COVID backlog please sign up 
today”.  

Frank Shannon from Norwich has been inspired by 
what he has seen from NHS staff over the last two 
years and joined up to one of the pilot Reserve 
programmes. A RAF veteran and qualified nurse, 
Frank has been completing two or three shifts a 
week at the Norfolk and Norwich University Hospital 
ever since joining the programme. Frank has been 
helping with the vaccination programme by 
preparing the vaccines before they are 
administered. He said: “The support has been 
excellent and well organised, and we have been 
provided with all the training required through a 
combination of online modules and practical life 
support training in person.” 

 

“I was delighted to have 
the opportunity to 

support wherever I could. 
It has been very 

rewarding to be part of 
the team and hope to be 

so for some time yet.” 

“All health care personnel 
have an inner drive and 

motivation to help 
people. I just wanted to 

do my bit, help out in any 
way, not let my clinical 

skills go to waste, and be 
part of a team again”. 
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Personal Reflections on Continuing Professional 
Development for Senior Active Doctors 

Dr Stewart Parkinson (MedITEd Pty Ltd) 

Background 

Currently I am a recently “retired” medical practitioner who wishes to maintain 
Medical Registration status with Australian Health Professional Registration 
Authority (AHPRA) to retain prescribing and referral rights. For the previous 20 years 
I have worked as a Surgical Assistant with a special interest in Orthopaedic Surgery. 
During that time, I have found it confusing to understand the requirements of 
AHPRA with respect to Continuing Professional Development (CPD). Despite 
numerous attempts to delineate specific details regarding the process I should be 
undertaking, the best, and only response has been a specific number of hours of 
“self-directed learning.” Personally, this has involved accessing online material, 
attending meetings, accessing Journals, and being involved in regular Orthopaedic 
Audit meetings at the hospitals where I practice. 

From 1st January 2023 the Registration Standard for CPD will substantially change.1 
As a result, all medical practitioners will be required to meet the requirements of a 
CPD program of an accredited CPD home and complete a minimum of 50 hours per 
year of CPD activities relevant to their scope of practice and individual professional 
development needs. 

My Dilemma 

To date I have not been able to either determine or find an accredited CPD Home 
that meets the needs of a practicing Surgical Assistant, who is not a Fellow/Member 
of a Specialist College, that have established CPD activities for their members. 

AHPRA also mandate a minimum 50 hours be allocated each year to the following 
CPD activities: 

 At least 12.5 hours in educational activities. 

This should be relatively easy to accomplish depending on the definition of these 
activities. Attendance at Scientific Meetings is one method of achieving this but for 
non-members of the organizing Associations this can be an expensive exercise since 
these meetings are usually heavily subsidized for their membership. Similarly 
accredited Online Learning can often come at significant expense particularly if CPD 
“credits” are required. However, there are other online activities available that don’t 
provide credits, that I shall allude to later. 

 At least 25 hours in activities focused on reviewing performance and 
measuring outcomes. 

I find it difficult to determine how a Surgical Assistant focuses on performance apart 
from direct interaction with the Surgical Team within which he/she operates. The 
Surgeon, Anaesthetist and Nursing staff are all capable of assessing the Assistant’s 
performance and should report any inconsistencies. What key performance 
indicators does the Assistant consider important in undertaking his/her role and 
how should they be reflected upon? Outcome measures can be determined by 
Surgical Audit but given these meetings are usually held by a Unit on a Quarterly 
basis, often for 1 -2 hours it is hard to meet the required standard, particularly if one 
works with just a single team. 

 

Articles 

 
Dr Parkinson 
writes: 
‘This is a personal 
reflection upon my 
thoughts and 
attitudes towards 
Continuing 
Professional 
Development in 
the context of a 
Senior Active 
Practicing Doctor 
specifically in the 
field of Surgical 
Assisting 
(Orthopaedics).’ 

 
 

 
Editor Note: Join us 
at the inaugural 
ASADA conference 
to discuss these 
issues and more! 

 
 



ASADA Wise Medicine April 2022                14 
 

Suggested Strategies That I Use 

  Online communities. 

Orthobullets2 is a free learning and collaboration community with 1300 educational 
and technique videos, 1000 free orthopaedic review topics, more than 6600 board 
style questions in a Qbank, more than 5000 referenced journal articles with 100’s of 
PDF’s, and 2500 shared cases with votes and comments. It is both web-based and 
has a mobile app platform. 

Healio3 online provides news, journal articles and CME within relevant specialties. 
Online subscription is free. Sometimes your inbox can be inundated with emails. 

Medscape4 similarly provides news and perspective, CME and education on a regular 
basis within various specialty areas. 

Recently there have been a number of Webinars and Zoom meetings hosted by 
various organizations including RACS (Vic faculty), the Australian Orthopaedic 
Association, the University of Queensland, and Ramsay Health on more general 
topics including Digital Health and Covid-19. 

  Other resources. 

Personally, I have also downloaded several textbooks of an Orthopaedic and Basic 
Science nature that I occasionally will read a chapter or two for my own personal 
interest. Regular email such as Insight+ from the AMA and some AusDoc and Medical 
Observer articles may also be of value. 

Conclusion 

I have attempted to highlight some of the concerns I have with the new AHPRA 
Registration Standard for Continuing Professional Development and issues I see as 
a serious impediment to achieving those standards. It is my belief that other senior 
medical practitioners will also encounter difficulties in approaching these standards.

I have provided several specific resources that I use currently for my CPD. It remains 
to be seen whether these will be acceptable in the future. Perhaps my CPD Home, if 
I ever find or am allocated one, will be able to clarify. 

 

1. Registration standard: Continuing professional development – Medical Board of Australia – 1 
January 2023 

2. www.orthobullets.com 

3. www.healio.com 

4. www.medscape.com 
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Senior Active Doctors and Health: Emerging Trends 
in Lifestyle Medicine 

Dr Jim Parker 
BMed, BSC, DRANZCOG, FRANZCOG 

Obstetrician, Gynaecologist and Endoscopic Surgeon 
Honorary Clinical Senior Lecturer, School of Medicine, University of Wollongong 

Introduction 

Many doctors dedicate a lifetime of commitment to ensuring improved health 
outcomes for their patients, often neglecting their own physical, mental, spiritual 
and social well-being. It is not uncommon for doctors to continue to practice 
medicine until an unexpected health event or gradually declining health status 
mandates partial or full retirement.  According to Professor Stephen Leeder in an 
article in Australian Doctor on 16 April 2021, titled “Welcome to God’s waiting 
room”, “common wisdom suggests that we should move on before our decline is a 
danger to others” (1). He suggests that more fortunate doctors look to retirement 
as an opportunity to engage in a wide range of activities such as music, art, 
gardening, bushwalking and many other interesting pursuits. Regardless of the 
reason that initiates the transition to retirement, this period offers a unique 
opportunity for doctors to focus on their own health and well-being and apply the 
principles of personalised lifestyle medicine in a very “personal” way. 

Discussion 

 It is widely recognised that there is an epidemic of chronic diseases throughout the 
world. The previous conception of chronic diseases such as obesity, type 2 diabetes, 
cancer, degenerative neurological diseases, autoimmune conditions, 
neurodevelopmental and allergic childhood disorders, as problems of western 
societies, has been superseded by the rapid increase in many of these conditions in 
developing countries. In 2021 the International Diabetes Federation estimated that 
there were 537 million diabetics and 541 million people with impaired glucose 
tolerance in the world (2). Approximately 75% of these people lived in low to middle 
income countries. In Australia, 63% of adults are overweight or obese and there are 
1.7 million diabetics. There is a childhood obesity epidemic with 1 in 4 children aged 
2 to 17 years reported as overweight (3).  

In addition, the rapid increase in most chronic diseases over the past 30-40 years 
has created a crisis in health-care funding and management. According to the WHO 
Global Spending on Health-care Statistics from 2017, the average OECD country 
spending, as a percentage of Gross Domestic Product (GDP), has increased from 5% 
in 1970 to 11% in 2015 (4). On 6 October 2017 the Guardian newspaper reported 
that Australia’s spending on healthcare had risen to above 10% of GDP for the first 
time (5). They interviewed health economists and academics who suggested that 
the solutions were to spend less on other things, raise taxes and increase efficiency. 
There is general agreement that our healthcare system is expensive and 
unsustainable, acute care orientated, burdened by chronic disease care and places 
minimal emphasis on prevention and lifestyle factors. It is increasingly being 
recognised that the solution lies in identifying the root causes of disease with a view 
to finding solutions orientated towards the prevention of chronic disease (6). 

A person who has their health has 1000 dreams. 
A person who doesn’t have their health, has but one dream. 

Articles 

 
Dr Parker reviews 
the literature on 
maintaining a 
healthy lifestyle 
during the 
transition to 
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doctors take 
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best for their own 
bodies. 
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According to an article in the Lancet in June 2018, “many NCDs (non-communicable 
diseases) have overlapping risk factors, comorbidities, and shared sequelae — but, 
population-based strategies have so far failed, largely because of reluctance by 
governments and policy makers to pursue structural interventions that tackle key 
risks for NCDs, such as diet and physical inactivity” (7). There are many other 
complex factors contributing to our health-care crisis that arise from problems in 
our food chain and environment. These include large-scale industrial food 
production, the widespread use of pesticides and herbicides, chemicals used in food 
processing, food marketing practices, pollution of the air, land and water and 
climate change. All of these factors have created global health inequities and 
epidemics of chronic diseases.  

According to an article titled “Depression as a Disease of Modernity”, “modern 
populations are increasingly overfed, malnourished, sedentary, sunlight deficient, 
sleep-deprived and socially-isolated” (8). These changes in lifestyle each contribute 
to poor physical health and affect the incidence and treatment of most chronic 
diseases. According to data from the Global Burden of Disease Study published in 
2017, the number one risk factor for mortality on the planet is nutrition (9). This 
study is the most rigorous analysis for death and disability on a global scale ever 
published. The authors reported that undernutrition in the developing world and 
over-nutrition in developed countries far outweighed all other risk factors 
contributing to global mortality. Updated data from 2019, showed that lifestyle-
related factors made up the majority of the top 10 risk factors for global attributable 
deaths (10). 

In recent years, most medical specialties have increasingly recognised the 
importance of lifestyle factors in the pathogenesis and maintenance of a wide 
spectrum of chronic diseases including type-2 diabetes mellitis (T2DM), metabolic 
syndrome, non-alcoholic fatty liver disease, polycystic ovary syndrome (PCOS), 
cardiovascular disease, neurodegenerative disease and some cancers (7,11). The 
predisposing lifestyle factors include poor-quality diet, physical activity, circadian 
disruption and sleep disturbance, endocrine disrupting chemicals, stress and limited 
community networks and social support (11). Many doctors develop poor nutritional 
habits due to onerous work commitments, lack of access to high-quality food in 
hospital environments and limited medical education regarding nutrition. Having 
time and energy for exercise is often limited and long hours and on-call 
commitments lead to circadian disruption, sleep disturbance and reduced 
community engagement outside medical practice. 

Many medical specialties have developed comprehensive guidelines to specifically 
address many of the lifestyle factors that contribute to ill-health and chronic disease 
(12). Improved diet quality is often the first recommendation and generally refers to 
a low-glycaemic load, high-fibre wholefoods-type diet pattern (12,13). Attention to 
the timing of food intake, or time-restricted eating, has been found to assist with 
weight-loss and glycaemic control (14). Personalised exercise programmes improve 
mobility, reduce blood pressure, contribute to weight-loss and improve overall 
sense of well-being (15). Improved sleep habits have many metabolic benefits and 
stress management strategies (mindfulness, meditation, yoga), and provide 
effective ways to improve metabolic function and quality of life (16). 

Many chronic diseases are now being considered from an evolutionary perspective 
as a mismatch between ancient genetic survival programmes and maladaptive 
modern lifestyle and environmental influences (17). Rapid changes in our 
understanding of the scientific basis and mechanisms of lifestyle-related risk factors 
have revolutionised our understanding of the pathogenesis of many chronic 
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diseases. These include areas such as genetics (characterization of the 3 billion base 
pairs of the human genome, identification of high-risk polymorphisms using 
genome-wide association and mendelian randomization studies), mechanisms of 
epigenetic control of genes (methylation, histone acetylation, micro RNA) and the 
impact of nutritional and environmental factors as metabolic and immune system 
regulators, the role of environmental factors related to the in-utero developmental 
origins of disease, the central role of the gastrointestinal microbiome in health and 
disease, specific details of circadian clock genes and their interaction with hormonal 
and metabolic pathways, and the central role of metabolic dysregulation due to 
insulin resistance in the pathogenesis of chronic disease (17–19).  

It is also now recognised that insulin resistance plays a core pathophysiological role 
in many chronic diseases and the interaction between glucose and lipid metabolism, 
and adipose tissue is central to metabolic dysfunction (20,21). Insulin resistance is 
therefore considered to be the main driver for many diseases and makes a 
significant contribution to the chronic disease epidemic (22). Nevertheless, being 
able to vary the sensitivity and physiological action of insulin is thought to have 
conferred a significant adaptive survival role in many animals throughout 
evolutionary history (23,24).  

Insulin receptors are located on the cell membranes of most tissues in the body (25).
Ligand binding to the alpha-subunit induces autophosphorylation of specific 
tyrosine residues on the cytoplasmic side of the membrane (20,25). The activated 
insulin receptor initiates signal transduction via the phosphatidylinositol-3 kinase 
(PI-3K) metabolic pathway and the mitogen-activated protein kinase pathway 
(MAPK) which is involved in cell growth and proliferation. Insulin is an anabolic 
hormone that facilitates glucose removal from the blood, enhances fat storage and 
inhibits lipolysis in adipose tissue, stimulates glycogen synthesis in muscle and liver 
and inhibits hepatic glucose output (20). IR can be defined as a state where higher 
circulating insulin levels are necessary to achieve an integrated glucose-lowering 
response (23). IR results from alterations to cellular membrane insulin-receptor 
function or intracellular signalling, enzyme, metabolic or gene function (20,23,25). 

Insulin resistance can be caused by a wide variety of mechanisms that have the
ability to disrupt any part of this metabolic signalling system (20). These include
autoantibodies, receptor agonists and antagonists, hormones, inflammatory 
cytokines, oxidative stress, nutrient sensors and metabolic intermediates (20,25). 
Physiological regulation of insulin function can be viewed as an adaptive mechanism 
to regulate the metabolic pathway of insulin signalling (PI-3K), in response to 
changing environmental conditions (starvation, fear, stress) (26–28) or during 
normal alterations of internal states (pregnancy, lactation, adolescence) (23,29). 

The physiological activation of IR allows the organism to switch from an anabolic
energy storage state to a catabolic or energy mobilizing state. This allows free fatty 
acids to be mobilized from adipose tissue, which are then converted to glucose in 
the liver and released into the circulation (20). As a result of this metabolic change, 
blood sugar levels are maintained for vital metabolic processes and brain function 
(30). This adaptive protective mechanism can be pathway-specific during periods of 
growth, such as pregnancy, lactation and adolescence, so that only the metabolic 
signalling (PI-3K) is inhibited and not the mitogenic pathway (MAPK), which may 
even be up-regulated (25). 

A variety of lifestyle factors contribute to insulin resistance including sedentary 
behaviour, sleep disturbance and diet. In particular, a poor-quality, high-glycaemic, 
high-fat, low-fibre diet has been shown to cause IR (31). Diet-related changes in the 
gastrointestinal microbiome have also been shown to cause IR (32,33). Numerous 
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studies have shown that dietary modification (34–36), or treatment with probiotics 
or synbiotics, have the potential to restore normal insulin function (37,38).  

Conclusions 

Medical retirement provides the ideal opportunity for doctors to study research 
related to lifestyle risk factors and interventions, as they apply to their own health 
and well-being. Using this knowledge to “bio hack” the effects of lifestyle-related 
behaviours and risk factors on their own health, provides a worthwhile investment 
towards improving individual health in retirement. Doctors are in an ideal position 
to evaluate innovative medical research in lifestyle medicine, personally evaluate 
emerging technologies such as continuous glucose monitors and heart-rate 
variability assessment, implement dietary and other lifestyle change and assess the 
outcome on biometric health parameters and quality of life.  

 

Members can view a podcast interview with Dr Parker (on 
obstetrics and gynaecology) at: 

https://drronehrlich.com/dr-jim-parker-obstetrics-and-gynaecology/ 
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Interview with Dr Darryl Gregor OAM 
MBBS FRANZCO 
Ophthalmologist  

 
Committee member Dr Darryl Gregor shares with us his voluntary work hosting a 
medical radio program. Dr Gregor lives on the Gold Coast where he established a 
large ophthalmology practice after graduating from the University of Queensland. 

What is the radio program about? 

Basically, I do a fortnightly, half-hour radio show on the community radio station on 
the Gold Coast called 4CRB. The program’s called Medical Matters and we try to 
impart knowledge to the listeners on current topics but we also take questions so 
that the listeners can actually ring in to the program and ask the questions. I ring a 
specialist and lock a time in for them to come to the radio station. I ask them to 
provide me with 10 questions to ask so that I can then read around the topic and be 
reasonably up to date on what we’re talking about. My role really is to find the 
doctor and I have to use sometimes almost blackmail and coercion (!) to get them 
to give up what amounts to probably an hour and a half of their time on a Monday 
morning. We’ve interviewed a number of specialists. As an ophthalmologist it’s 
obviously easy for me to be a little bit ophthalmology heavy. Ophthalmologists seem 
to be very willing to give me their time to come and impart their knowledge to the 
listeners and take questions. But overall, I try to give a very balanced view to the 
listeners. 

Who is the program geared toward? 

There’s probably 80,000 people who listen to the program and the demographic is in 
the over 60 group so I tailor the doctors to talk about things that may be relevant to 
the listeners or maybe their children or even their grandchildren. I’ve done a couple 
of programs on anti-ageing which I think were quite well received.  

Have there been any memorable guests on the show? 

Probably one of my most memorable interviews was with Professor John Gerrard 
when he was Director of Infectious Diseases at the Gold Coast University Hospital
(now Qld’s Chief Health Officer). He’s a very community-spirited person and it didn’t 
take much coercion to get him to come along. This was in the fairly early stages of the 
coronavirus pandemic. And probably the most memorable thing I noticed, when he 
walked into the studio, he had lost quite a lot of weight and I commented on it. He 
said to me being overweight is one of the major risk factors for doing badly with 
coronavirus. At that stage that really wasn’t in the public domain and I like to think 
that maybe our listeners got to hear about that perhaps earlier than other people.  
Another memorable one was with a Gold Coast anaesthetist, Dr Olivia Page, who has 
been particularly interested in operating theatre safety during coronavirus. She’s 
quite an expert on air conditioning and hepafilters which help filter out the virus. I 
guess that’s one of the reasons why on an aeroplane the risk of contracting 
coronavirus is fairly low because the air changes that occur in the cabin are many, 
many times an hour in contrast to household air conditioning or even just keeping the 
windows open. 
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In this interview Dr 
Gregor shares with 
members his 
voluntary work 
hosting a radio 
program.  
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How does your work relate to your CPD and Recency 
requirements? 

What I do is I get the questions in the week before the interview and I read around 
the topic and I bring myself up to speed. It takes a little while to do this. I actually still 
work in ophthalmology practice and at this stage I have no problem in achieving the 
152 hours of work in a clinical setting but I’m sure the radio show probably adds a 
couple of hours a fortnight to my recency practice. 

What do you gain personally from doing the show? 

The goal of each program is to get a couple of key messages across to the listeners. I 
usually spend about 20 mins one-on-one with the doctor before the program 
commences to humanise and relax them and bring their tone and dialogue to the 
same level as the listeners. For me the thrill comes when there’s lots of callers with 
questions which lets me know that they’re relaxed enough to call and that the key 
messages have gotten through. That to me is the mark of success and that our 4CRB 
team has fulfilled its community role. 

 

 

Dr Darryl Gregor (far right) with Richelle Street and Wayne Lieberman 
 
 

‘Richelle Street is an Exercise Physiologist who has been on the program twice and is 
a real hit with the listeners. She is an expert in combatting balance issues and 
sarcopenia in ageing. Wayne Lieberman has a medical background and runs the 
recording studio. He adds the professional touch.’ 
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Retirement in the Time of COVID 
Dr Graham Pinn, Retired Baby Boomer  

Despite major improvements in the quality of our physical existence, modern life 
seems to be increasingly filled with stress and dissatisfaction, compounded at present 
by the COVID 19 pandemic. With retirement comes time to reflect on life past and 
reminisce about its phases, now compounded by the threat of disease. As a retired 
doctor I perhaps view these developments from a broader perspective. 

In a virus free past much attention was focused on the mid-life crisis with its 
recognised hormonal turmoil, it triggered concerns about fading youth and fading 
hair, a disappointing career or relationship, and the reality of increasingly impending 
mortality; these factors may have for some contributed to a sudden change in life’s 
direction. Other recognised stages of development have received less attention; in 
adolescence, a lack of self- confidence and concern about body image are now 
magnified by social media in the modern era. The ultimate, but less deliberated crisis, 
is that brought about by retirement.  

For many the end of work can come as a relief, even then the sudden freedom can 
present its own problems. Fifty years ago, life expectancy was around 70 years; after 
stopping work there was barely time to “do the garden” before the grim reaper came 
calling. Now, with increased longevity and earlier retirement, there is the prospect of 
15 or more active years. This can produce significant problems with financial security 
and filling that extra time, problems now compounded by the pandemic. In the last 
few months many of all ages have found a dilemma similar to the elderly with 
confinement to home, loss of work and reduced social interaction.  

After the delight of a morning lie-in has worn off and the “gunna” jobs have been 
done – the garage decluttered, wardrobe culled, years of accumulated paperwork 
shredded, boxes of photos organised, comes the realisation that this spare time you 
craved for now has to be filled. The grey nomads can, after a delay, now once more 
hit the road exploring the big Australian back yard. The long envisaged overseas trips 
that were about to be set in motion are in abeyance, who knows for how long? This 
is just a postponement, but it can mean time hanging heavily on the hands. 

Those retirees who are sensible have planned ahead and have had activities semi-
organised with a combination of both physical and mental challenges in mind; for 
many however these challenges only become apparent after stopping work. For 
seniors there is often a period of mild depression, with loss of self-worth and 
introspection on what life’s work has achieved. This may be combined with the 
realisation that the inexplicably shrinking home environment often contains two 
people, one the resident the other the space invader – domestic disputes may follow, 
particularly with greater access to alcohol! These problems have common ground 
with those now in enforced inactivity with COVID, particularly affecting men in the 
work force who seem less able to entertain themselves.  

Activities for retirees, are at least for the moment, increasingly available in some 
States, but once started may prove uninspiring, over-demanding or unachievable. An 
over-enthusiastic start to physical activity may lead to unwanted medical 
consultations, particularly with the long ignored middle-aged- spreading- to -old-age 
spread, or discomfort in back, hips or knees proving a reality check on the state of the 
body. It may still be able to cope with less demanding outdoor activities such as golf, 
bowls, swimming, water aerobics or, as a last, resort croquet.  

 

Senior 
Doctor 
Insights 

 
Dr Pinn reflects 
on the transitions 
that accompany 
retirement. 

 

Editor’s Note: Of 
course, attending 
and participating 
in the inaugural 
ASADA 
conference will 
stave off any 
problems 
associated with 
lack of social 
contact and 
intellectual 
stimulation! 
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It may be necessary to buy a dog to establish daily walking and “escape her indoors”; 
a dog has provided an invaluable excuse to get out and about during the shut -down 
and pet sales have sky-rocketed. Fortunately, with reduction in social restrictions, 
many other options have again become available – a plethora of senior’s clubs for the 
sociable, the University of The Third Age for those wanting to self-educate, the Men’s 
Shed for those wanting to learn practical skills and do blokey stuff. There are reading 
clubs, and cerebral stimulation with social interaction through games such as bridge 
and mah-jong. 

A new routine takes time to develop and, without it, one day can seem like any other; 
writer Bernard Salt delightfully described this lack of awareness as befuddlement, 
rather than the less complementary early senility. The realisation that the memory 
(along with hearing, eyesight, balance and many other bodily functions) is failing 
increases concerns about the senior’s ever -present threat - that of “old timer’s 
disease”, with its decline into existence rather than enjoyment. Although it now 
appears epidemic, Alzheimer’s disease is not increasing in frequency, the other 
illnesses which would have limited our lives to three score years and ten have 
increasingly been overcome, leaving brain failure as the end point. But the threat of 
dementia is still there in the background; mental as well as physical challenges are 
necessary, with the use it or lose it mantra ever to the fore.  

One self-imposed new challenge at retirement is the move; some move to warmer 
climates, perhaps foolishly leaving life-long friends and memories behind. Assuming 
the offspring have not been forced to return to the nest with shut-down, down-sizing 
is another option, with retirement villages providing in-house facilities, new 
companionship and some spare cash. Those who thought of moving to aged care 
homes are no doubt having second thoughts at the present, as the virus cuts its 
swathe. 

This latest challenge for us all has been the arrival of the coronavirus. Retirees are no 
longer concerned about losing jobs as we have handed them in, but the closure of 
activities and reduced contact has meant an increase in social isolation. In my own 
circumstance, living in an apartment on the river, we have used our pontoon for 
entertainment, whilst the other residents viewed from their balconies with a glass in 
hand – social contact with social distancing. 

Despite the increased health threat to the elderly, surveys have, counterintuitively, 
shown that those over 70 are holding up better mentally than many younger age 
groups. Perhaps we realise that, despite the media exaggeration, the pandemic threat 
to our health is statistically unlikely with around 2000 deaths from 25 million residents 
(compared with thousands each year from the flu). Our baby-boomer expectations of 
life are less than other generations and we seem more resilient; perhaps because of 
a life-time of competition in education and work, experience of other viral epidemics 
and exposure to past economic downturns. Maybe this is why we seem to be coping 
better with this latest adversity.  

After the virus has gone, or we have learned to live with it, life will not be the same, 
but our long-term challenge will still be there, the changed life-style that goes with 
retirement. 
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The 
Journal 
Club

 
Monteiro et al.  
outline the 
pendulum swings 
over the last 50 
years in teaching 
general cognitive 
skills vs expert 
knowledge in 
medical education. 

Reflection and 
other cognitive 
skills may not be 
all they’re cracked 
up to be. 

 
Editor’s Note: 

We are looking for 
members to 
contribute 
references to 
articles that 
address 
contemporary 
issues in a 
controversial or 
thought-provoking 
manner. Please 
send in your 
suggestions. 

o receiving your ideas 
and input. 

 

 

 

 

 

 

 

Reflective Practice in Medical Education:  
Has the Mirror Cracked?  

Kym Irving PhD 
 
In this article, the authors who are affiliated with McMaster University (the home 
of evidenced-based medicine) draw attention to problems with emphasising 
general cognitive skills in medical education at the cost of experiential knowledge. 
It is an interesting read in the light of medical board requirements that skills such 
as reflection and reflective practice be incorporated into CPD activities. The 
authors provide a counter argument to the evidence-poor reliance on these skills 
in medical education.  

Article:  Monteiro, S, Sherbino, J, Sibbald, M, Norman, G. Critical thinking, biases 
and dual processing: The enduring myth of generalisable skills. Med Educ. 2020; 
54: 66– 73. Full text available at:  https://doi.org/10.1111/medu.13872   

What cognitive skills are the authors referring to? 
Critical thinking - a general, context-independent set of skills, e.g., judgement, 
analysis, evaluation, inference.  
Cognitive biases - biases in thinking such as confirmation bias: the tendency to 
look for confirming evidence to support a diagnosis rather than look for 
confirming evidence to refute it, despite the latter often being more persuasive 
and definitive. (The authors refute the existence of these due to poor research 
designs and overlapping definitions.) 
Dual processing - two underlying thinking processes: a fast, unconscious, 
contextually bound process (System 1) and a slow, conscious, effortful, 
decontextualised process (System 2). System 1 reasoning is expected to be error-
prone and to lead to bias, which can be resolved by intervention with System 2 
thinking. (The authors provide contrary evidence to this view.) 
Metacognition - awareness of one's thinking – in medicine translated into the act 
of reflection. 

Abstract (from authors) 
Context: The myth of generalisable thinking skills in medical education is gaining 
popularity once again. The implications are significant as medical educators 
decide on how best to use limited resources to prepare trainees for safe medical 
practice. This myth-busting critical review cautions against the proliferation of 
curricular interventions based on the acquisition of generalisable skills. 
Structure: This paper begins by examining the recent history of general thinking 
skills, as defined by research in cognitive psychology and medical education. We 
describe three distinct epochs: (a) the Renaissance, which marked the beginning 
of cognitive psychology as a discipline in the 1960s and 1970s and was paralleled 
by educational reforms in medical education focused on problem solving and 
problem-based learning; (b) the Enlightenment, when an accumulation of 
evidence in psychology and in medical education cast doubt on the assumption 
of general reasoning or problem-solving skill and shifted the focus to 
consideration of the role of knowledge in expert clinical performance; and (c) the 
Counter-Enlightenment, in the current time, when the notion of general thinking 
skills has reappeared under different guises, but the fundamental problems 
related to lack of generality of skills and centrality of knowledge remain. 
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 Conclusions: The myth of general thinking skills persists, despite the lack of 
evidence. Progress in medical education is more likely to arise from devising 
strategies to improve the breadth and depth of experiential knowledge. 
 

Quotable quotes from the article: 

 Not surprisingly, the noble idea that teaching and learning should be about 
thinking, not knowledge, is not unique to medicine. 

 It soon emerged that human problem solving was not a matter of acquiring 
elaborate skills; rather, it amounted to fairly simple strategies operating on 
extensive and rich knowledge networks.4 

 In a number of studies, rapid diagnosis has been compared with slower 
systematic reflection. 38,39,62-64 A uniform finding is that instructions to be 
systematic and thorough result in longer processing time, but have no 
impact on diagnostic errors. 

 The evidence shows that generalised, content-independent strategies—
debiasing, reflection or whatever—to reduce errors have no or minimal 
effectiveness for the simple reason that errors derive not from inadequate 
thinking skills but from inadequate knowledge. Reflection strategies may 
have a small benefit, although effects are uneven.65 Debiasing strategies have 
shown uniformly null effects.65 Thus, attempts to encourage clinicians to 
reflect on the process or reasoning, or to apply general analytical approaches,
may not be effective for the simple reason that they focus on analytical skills, 
or on weak methods, not knowledge. 

 Within medicine, awareness of one's own thinking has been translated into 
the act of reflection. Many education programmes incorporate formal and 
informal reflective activities to help develop skills related to professionalism. 
Formally, being a reflective practitioner or having a reflective professional 
practice is associated with the classic work of Donald Schön, who emphasises 
activity that allows examination of one's actions and thoughts from the near 
“reflection in action” or distant “reflection on action” past.29 Typically, this 
activity occurs organically, in response to complexity, ambiguity or 
uncertainty. 30 This has been interpreted by some authors to suggest that a 
general strategy of meta-awareness and reflection used routinely will 
improve performance.31,32 We are aware of very few attempts to 
operationalise reflection and conduct systematic study of its effectiveness. 

 Instead, the evidence demonstrates again and again that the essence of 
expertise is the possession of a large, organised and retrievable body of both 
formal and experiential knowledge, not any kind of general thinking skills. 

 Medical education curricula suffer from restricted time and resources.  
Perhaps medical educators and curriculum designers are inevitably drawn 
towards generalisable skills that have the illusion of transfer, thereby 
avoiding the necessity of learning and practice in myriad different 
knowledge domains. The myth persists because everyone is too busy. 
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Easter Bilby 

by Kylie Covark 

Dad says that he’ll tell  

The Easter Bunny 

I’ve been good. 

As long as I do 

All the things that Mother 

Says I should. 

But being good 

Is not always  

As easy as it seems. 

There’s always other  

Plans to hatch; 

There’s plots, 

And tricks, 

And schemes. 

I’d rather make  

Some mischief 

Than waste time 

To make my bed, 

So this year 

I’ll send my order 

To my bilby mate 

Instead. 
Accessed from https://australianchildrenspoetry.com.au/2019/04/13/easter-billy-by-kylie-covark/

ASADA aims to hatch some plans, make some 
mischief, and find our bilby mates to progress our 

causes! After all, there’s already too much rabbiting 
on in politics! 
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AUSTRALIAN SENIOR ACTIVE DOCTORS 
CONFERENCE 

13-14 AUGUST 2022 REDCLIFFE QLD  
The Australian Senior Active Doctors Association and AMA Qld are pleased to 
announce that the inaugural Australian Senior Active Doctors Conference will 
take place in Redcliffe Qld in August 2022. Redcliffe is located on Moreton Bay 

and is a 30-minute drive north of Brisbane Airport.                                                                            

Please register your interest in attending by emailing: asada_secretary@outlook.com       

Registration will be available on the AMA Qld website in April 2022: 

https://qld.ama.com.au/                                                                                                             

 A detailed program will be made available closer to the conference.      

Themes for discussion include: Global Trends and Models of Senior Doctor 
Registration, Medical Reserves, Encore Careers and Roles for Senior Doctors, 

Navigating the 2023 Registration Requirements, CPD, Recency of Practice, 
College Requirements, Maintaining Registration while Winding Down Practice, 
Emerging Issues for Senior Doctors, Progressing Senior Doctor Policy, Recent 

ASADA and AMA Qld Initiatives. 

 

Venue: 

The Komo 
99 Marine Parade Redcliffe Qld 

 

Inaugural 
Australian 
Senior  
Active 
Doctors 
Conference 
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Getting To Redcliffe 

Redcliffe is a 30 minute drive from the Brisbane airport (peak hours longer) 

Taxis from the airport are approx. $80-$100 one way 

RedAir provides a pre-booked airport transfer service to Redcliffe 
https://www.redair.net.au/ 

Train services from the airport and Brisbane city will take you to Kippa-Ring 
station (closest station to venue) https://translink.com.au/ 

 

 
Conference 
Information 
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Editorial 
Policy

 

 

 

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’, as Julius 
Sumner Miller would say) 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 a 
short summary or commentary on the article. It can be helpful to include some 
guiding questions for members to consider 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 member 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. 

 

 

 

 

 

 

 

 

 

 

 

 
 

ASADA’s 
Objectives  
 
 

Editor’s Note:  

If you are reading 
this newsletter 
and are not a 
member of 
ASADA, please 
consider joining. 
Our newsletter is 
produced with no 
advertising by 
volunteers who 
advocate on 
behalf of senior 
doctors. Your 
membership fee 
helps us to 
continue our 
efforts. We 
welcome doctors 
of all ages to join 
because all 
doctors will 
become Senior 
Doctors more 
quickly than they 
think! 
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 (Note: This form may not be able to 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: We welcome doctors of all ages to join Associate Membership: 

□ Working Doctor (doing paid work)           $100 

□ Retired 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 

 

 

Australian Senior Active Doctors 
Association  

(All doctors and supporters are welcome to join) 
APPLICATION FOR MEMBERSHIP/RENEWAL 

For office use only 

The above application is approved for entry to the Members Register 
 

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


