
THE NEW ZEALAND  
MEDICAL JOURNAL  

Journal of the New Zealand Medical Association 

 
NZMJ 3 April 2009, Vol 122 No 1292; ISSN 1175 8716 Page 1 of 115 
URL: http://www.nzma.org.nz/journal/122-1292/3555/ ©NZMA 

  

 

 

CONTENTS 

This Issue in the Journal 

4 A summary of the original articles featured in this issue  

Editorial 

6 Leap of faith: from knowledge to safe practice 
Paul G Bridgman, Anthony Ali 

Original Articles 

9 Are our medical graduates in New Zealand safe and accurate in ECG 
interpretation? 
Nigel A Lever, Peter D Larsen, Mathew Dawes, Annie Wong, Scott A Harding 

16 Doctors as teachers: what do they think? 
Lloyd McCann, Stephen Child, Gill Naden 

23 What gets in the way of clinical contact? Student perceptions of barriers to 
patient contact 
Fiona Mathieson, Tracey Barnfield, Greg Young 

32 Prepared for practice? Medical students’ perceptions of a shortened final year 
medical programme 
Anna J Dare, Keith J Petrie, Warwick Bagg 

44 “Waste not, want not”: making better use of house officers in the 
Otolaryngology Department at Christchurch Hospital, New Zealand 
Matthew Seeley, D Scott Stevenson 

50 Characteristics of University of Auckland medical students intending to work 
in the regional/rural setting 
Thomas Pasley, Phillippa Poole 

Viewpoint 

61 The revised ‘Early Learning in Medicine’ curriculum at the University of 
Otago—focusing on students, patients, and community 
David Perez, Joy R Rudland, Hamish Wilson, Gayle Roberton, David 

Gerrard, Antony Wheatley 

Clinical Correspondence 

72 Successful treatment of transplant-associated microangiopathy with rituximab 
Helen Marr, Emma-Jane McDonald, Eileen Merriman, Mark Smith, Hilda 

Mangos, Catherine Stoddart, Peter Ganly 



 

 
NZMJ 3 April 2009, Vol 122 No 1292; ISSN 1175 8716 Page 2 of 115 
URL: http://www.nzma.org.nz/journal/122-1292/3555/ ©NZMA 

  

 

75 Intrahepatic pancreatic pseudocyst 
Reyadh Al-Ani, Khalil Ramadan, Fikri M Abu-Zidan 

78 Medical image. Kinky carotids 
Manar Khashram, David R Lewis 

81 Medical image. A crackling thigh 
Lynn Ling, Sujit Nair, Oliver Byass 

100 Years Ago in the NZMJ 

83 Some exploded theories and forgotten remedies in medicine: part 1 

Proceedings 

85 Proceedings of the Waikato Clinical School Research Seminar, Thursday 
9 October 2008 

Methuselah 

92 Selected excerpts from Methuselah 

Letters 

95 Contaminant berries in frozen vegetables 
Leo J Schep, Robin J Slaughter, Wayne A Temple 

97 A tweet a day keeps the doctor away 
Prajesh Chhanabhai 

99 High levels of smoker regret by ethnicity and socioeconomic status: national 
survey data 
Nick Wilson, Richard Edwards, Deepa Weerasekera 

101 Iodine deficiency does exist but is difficult to assess in individuals 
Sheila Skeaff, Christine Thomson, Creswell Eastman 

Obituaries 

103 Victor David Morrow Jacobson 

106 Geoffrey Bruce Kiddle 

108 Billie Rosemary Jane Porter 

109 Nalin Rohitha Wijeyesekera 

Notices 

111 University of Otago Faculty of Medicine Freemasons Postgraduate 
Fellowships in Paediatrics and Child Health for 2010 

112 National Heart Foundation: 2009 Grant Applications 



 

 
NZMJ 3 April 2009, Vol 122 No 1292; ISSN 1175 8716 Page 3 of 115 
URL: http://www.nzma.org.nz/journal/122-1292/3555/ ©NZMA 

  

 

113 National Heart Foundation: 2009 Senior Fellowship 

114 Maori Cardiovascular Research Fellowship 

115 Medical Benevolent Fund 



THE NEW ZEALAND  
MEDICAL JOURNAL  

Journal of the New Zealand Medical Association 

 
NZMJ 3 April 2009, Vol 122 No 1292; ISSN 1175 8716 Page 4 of 115 
URL: http://www.nzma.org.nz/journal/122-1292/3554/ ©NZMA 

  

 

 

This Issue in the Journal 

Are our medical graduates in New Zealand safe and accurate in ECG 

interpretation? 

Nigel A Lever, Peter D Larsen, Mathew Dawes, Annie Wong, Scott A Harding 

An electrocardiogram (ECG) is a common test used to assess heart electrical activity. 
The electrical behaviour of the heart can be disturbed in many disease conditions and 
these disturbances can be life-threatening in some. Recognition of abnormal ECGs 
can aid in the diagnosis of various conditions and enable early treatment where 
required. This study showed that recent medical graduates and senior medical students 
had deficiencies in their knowledge of common ECG abnormalities. Improved 
teaching in this area is required to raise the standard of ECG recognition and 
interpretation in our medical graduates. 

 

Doctors as teachers: what do they think? 

Lloyd McCann, Stephen Child, Gill Naden 

This study assessed the views of senior medical officers (SMOs) at Auckland City 
Hospital in the areas of teaching, supervision, and feedback for resident medical 
officers (RMOs). Findings showed that there was a statistically significant difference 
between SMOs’ perceived self-rated competence in the areas of teaching, supervision, 
and giving feedback—and the expected level of competence for all of these areas. 
SMOs also reported that the greatest impediment to the delivery of teaching was a 
‘lack of time’ and a ‘high clinical workload’. This study’s findings appear to support 
some recommendations made by the Medical Training Board (MTB), but the study 
authors call for an investigation and analysis of the practical implications of 
instituting some of the strategies especially in terms of the impact on SMO workload 
and service delivery. 

 

What gets in the way of clinical contact? Student perceptions of barriers to 

patient contact 

Fiona Mathieson, Tracey Barnfield, Greg Young 

Medical students need adequate clinical contact during training. The biggest 
perceived barriers to clinical contact (based on a survey of students entering their 5th 
year) were: the level of patient illness, uncertainty about which patients to see (and 
how many) and concerns about seeming incompetent/not grasping the significance of 
clinical symptoms. There were also some difficulties with assertiveness and 
supervisor unavailability. Suggestions are made as to how frequency of clinical 
contact could be improved. 
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Prepared for practice? Medical students’ perceptions of a shortened final year 

medical programme 

Anna J Dare, Keith J Petrie, Warwick Bagg 

The final year of the Medical Programme at The University of Auckland was 
shortened. This paper compares students’ perceptions who undertook the longer year 
with those who completed the shorter academic year. The paper examines perceived 
stress in final year medical students and perceived readiness to work as junior doctors. 
Students were happier with a shortened academic year. However, shortening the 
academic year did not change students’ perceived stress scores, feelings of pressure, 
fatigue, or anxiety. Despite differing academic year lengths, students felt similar 
preparedness for work. 

 

“Waste not, want not”: making better use of house officers in the Otolaryngology 

Department at Christchurch Hospital, New Zealand 

Matthew Seeley, D Scott Stevenson 

Preadmission of ear, nose and throat (ENT) surgery patients is important for optimal 
use of health resources by minimising gaps on an operating list. Many of the patients 
seen by junior staff are well, and the history and examination performed are 
duplicated by anaesthetic and surgical staff. Nurse-led preadmission already occurs 
for selected child patients in the Department in Christchurch, and there are no 
significant barriers to extending nurse-led preadmission to selected adult patients. If 
implemented, this would result in moderate time-savings for junior medical staff, 
which could be used to increase clinical experience in the chosen specialty. 

 

Characteristics of University of Auckland medical students intending to work in 

the regional/rural setting 
Thomas Pasley, Phillippa Poole 

Currently the percentage of students interested in working in the regional/rural setting 
is below the current regional/rural population percentage, suggesting regional/rural 
workforce shortages may continue. Programmes designed to increase interest in 
regional/rural health have been introduced to try and increase the number of doctors 
working in regional/rural areas. Asian medical students significantly more likely to 
intend to work in a city setting compared to a regional/rural setting. Māori medical 
students at graduation are more likely to intend to work in regional/rural areas than in 
cities. There are an increasing number of female students interested in rural health 
compared to previous studies and the current regional/rural workforce. Psychiatry, 
pathology, and medical sciences are very unpopular specialty choices with graduating 
medical students. This is troubling considering the shortages that exist, especially in 
psychiatry. 
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Leap of faith: from knowledge to safe practice 

Paul G Bridgman, Anthony Ali 

Paul G Bridgman, Anthony Ali 

This issue of the Journal contains a timely and provocative article on 
electrocardiogram (ECG) interpretation and medical education.1 The title directly 
questions the safety of our medical graduates. Patient safety is of paramount concern 
to all healthcare providers and now more than ever the health sector is held 
accountable for outcomes. The authors have raised concerns. How justified are these 
concerns, and how can we respond to the questions the article raises? 

The 12-lead ECG is the most commonly performed cardiac investigation. It is a 
readily available non-invasive test that can be rapidly performed both in the 
community and at the hospital bedside. Unfortunately whilst performing the test is 
relatively simple, interpreting the resulting trace is not. Indeed, achieving “expert 
status” in ECG interpretation takes many years of postgraduate training and 
experience.  

Relatively inexperienced junior resident doctors are frequently required to interpret 
ECGs in their daily work. However they are assisted in this task by the environment 
in which they work. They are never (or very seldom) required to interpret the test in 
isolation, and they generally have a more senior colleague to call on in cases of 
uncertainty.  

The patient is usually one that they have seen and one for whom they have the results 
of a myriad of other investigations. In the majority of settings it is only senior 
registrars and consultant physicians who (as part of their clinical practice) are required 
to interpret an ECG without the patient in front of them, and in these situations there 
is usually an available clinical context—either by request form or a telephone 
conversation with the doctor who is actually with the patient.  

What could be considered a valid assessment of an experienced doctor’s ECG 
interpretation ability may not be so appropriate for assessing junior doctors’ basic 
knowledge. This fact needs to be considered when interpreting the results of the 
study, in which ECG interpretation was tested outside of clinical context. 

Continuing with the issue of validity, we note that the ECGs that the authors have 
tested the junior doctors on are largely “textbook” examples of pathology where there 
is no room for debate amongst experts as to the definitive diagnosis. While this is 
considered advantageous for marking purposes when one desires a clearly correct 
answer (thereby improving the reliability of the test instrument) it may not replicate 
the sort of ECG tracings junior doctors have to interpret in clinical practice (thereby 
reducing the validity of the test instrument).  

The authors state that the case selection was reviewed by experienced medical 
educators, physicians, and cardiologists. The validity of the cases could be improved 
if they had also been reviewed by junior doctors. While experienced clinicians know 
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what is expected in the absolute sense of ECG interpretation, they can be subject to 
their passion and interest in the subject matter. And in aiming for their ultimate goal 
of maximising patient outcome, they may overestimate the level of knowledge and 
ability that a junior doctor should possess.  

The introduction of junior doctors to the case review process could potentially 
mitigate the risk of this occurring. For instance, if junior doctors indicated that a 
certain case was rarely encountered by them and/or they were rarely asked to interpret 
an ECG of this type, then they should not be tested on it in a format where a definite 
diagnosis is required. The ECG should be removed from the test instrument or the 
response options appropriately modified for diagnostic uncertainty. 

Similar methods to those employed in the featured article have been used in 
publications elsewhere. It is noteworthy that the results have been similar. Junior 
resident staff in Auckland and Wellington perform similarly to those in Belfast 
(Northern Ireland) and Dundee (Scotland) when confronted with selected ECGs out of 
clinical context.2,3  

The authors rightly bring safety into the spotlight and the fact that medical graduates 
need to be safe practitioners. Safe practice is a collection of knowledge, skill, and 
attitude that allow a practitioner to perform at least at a basic level. The ability to self 
reflect in order to identify one's scope of practice should be included in that basic 
level.  

The research attempts to determine if graduates are safe to practice ECG 
interpretation and the authors conclude that “final year medical students and house 
officers do not achieve what (the authors) would consider an adequate standard…”. 
This conclusion is based on a knowledge-based methodology, which is important, but 
is not the sole determining factor for safe practice.  

We all come upon aspects of practice that are unfamiliar to us, or we question our 
ability to deal with the situation ourselves. Insight into knowing when it is necessary 
to seek assistance to help address a clinical situation must therefore be factored into 
any decision that questions safety.  

Do we want/expect practitioners to know everything; is that even possible? Or, do we 
want practitioners that perform to at least a certain basic level which includes the 
ability to self-determine areas of practice that are beyond their level of ability and 
seek assistance when required? When one reviews safety incidents and the associated 
quality improvement, quite often what is lacking is the ability to know when to seek 
assistance. 

The article does allude to the fact that recent New Zealand medical graduates are no 
better or worse in their interpreting knowledge of selected ECGs than their colleagues 
in the United Kingdom. It also highlights some important issues common to both the 
practice of ECG interpretation and medical education. For instance, we need to ensure 
test instruments are appropriate when assessing knowledge base, bearing in mind the 
interplay between validity and reliability. Finally, we need to recognise that 
knowledge, while key, is only one component of safe practice and we need to 
continue to build on the authors’ work. 
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Are our medical graduates in New Zealand safe and 

accurate in ECG interpretation? 

Nigel A Lever, Peter D Larsen, Mathew Dawes, Annie Wong, Scott A Harding  

Abstract 

Aim We aimed to assess the skills of final year medical students and resident medical 
officers in recognising and interpreting important common or life-threatening 
abnormalities in the electrocardiogram (ECG).  

Methods 102 participants at two study sites (52 of whom were final year medical 
students) attempted to determine the heart rate and rhythm and identify and interpret 
any abnormalities present in 15 ECGs in a 30-minute time period.  

Results Accurate determination of heart rate was poor, ranging from 0% to 89% 
correct across the 15 ECGs. Normal sinus rhythm in 8 ECGs was identified 81% to 
95% of the time, and ventricular tachycardia was identified by 98% of participants. 
Atrial fibrillation (55%), second degree heart block (19%) and ventricular pacing 
(9%) were not well identified. Four ECGs showed acute ischaemic ST segment 
changes, and these were correctly identified in 87% to 93% of cases, although 
interpretation of these abnormalities was less accurate. Long QT interval (7%) and 
pre-excitation (WPW pattern, 11%) were not well recognised. Nearly half of the 
participants rated their ability to interpret ECGs as less than satisfactory while just 
over half rated the ECG teaching they had received as less than satisfactory. 

Conclusions Overall study participants did not achieve what we would consider an 
adequate standard in recognising and interpreting important common or life-
threatening abnormalities in the ECG. To address this we need to define minimum 
standards in ECG interpretation, to improve our teaching to meet these standards, and 
to assess our graduates against these.  

A century after its introduction into clinical practice, the electrocardiogram (ECG) 
remains one of the most commonly used tests for the assessment of cardiac disease. 
ECG interpretation is therefore a core skill and medical practitioners are expected to 
be proficient at reading ECGs. This is particularly important when dealing with 
acutely ill patients where failure to recognise an abnormality may have life-
threatening consequences.1,2 There is increasing concern that ECG teaching and the 
ability of medical professionals to interpret ECGs are declining.3 

Teaching ECG interpretation is complex, and the best methods for ECG teaching to 
recognise and interpret abnormalities remains unclear.4–6 The use of pattern 
recognition versus understanding the principles of vector analysis has occupied 
commentary, as has the role of computer-aided learning. Whilst there are guidelines 
on the competency requirements for practitioners who are in training programmes for 
various disciplines (cardiology, emergency medicine7), guidelines are lacking for 
teaching and assessment of medical graduates.  



 

 
NZMJ 3 April 2009, Vol 122 No 1292; ISSN 1175 8716 Page 10 of 115 
URL: http://www.nzma.org.nz/journal/122-1292/3536/ ©NZMA 

  

 

As part of our role in providing undergraduate ECG teaching, we undertook this study 
to assess the skills of final year medical students and house officers in recognising and 
interpreting important common or life-threatening abnormalities. We were also 
interested in how this group rated their own ability to interpret ECGs and the teaching 
they had received. 

Methods 

Final year medical students from University of Auckland and University of Otago, Wellington as well 
as first and second year resident medical officers (RMOs) from Auckland and Wellington Hospitals 
were invited to participate in the study between March and June 2007 during their regular teaching 
programmes. The study was approved by the local institutional ethics committees. Respondents 
consented to participate in an anonymised fashion.  

Participants were given 15 ECGs (Table 1; Appendix 1—view ECGs at www.nzma.org.nz/journal/122-
1292/3536/appendix.pdf) to interpret over a 30-minute time period. For each ECG they were asked to 
determine the rate and rhythm, and to identify any abnormalities present. In the presence of 
abnormalities, they were asked to interpret what the abnormality meant. Participants were instructed to 
be as specific as possible when describing the rhythm and abnormalities. Following the 30-minute time 
period they were then asked to complete a short survey providing demographic details, and answering 
questions related to their ECG teaching. 

The ECGs used were selected from a pool of departmental teaching ECGs and were considered 
representative of important ECG abnormalities. The selection was reviewed with general physicians, 
experienced medical educators and cardiologists. The group defined a marking schedule that was 
applied to each participant’s answers. For heart rate, a range of ±5 beats per minute for regular rates 
below 100, ±10 beats per minute for regular rates between 100 and 150 beats per minute, and ±15 beats 
per minute for heart rates greater than 150 beats per minute was allowed. For irregular heart rates the 
above ranges were applied to the fastest and slowest heart rates on the ECG rhythm strip.  

When assessing the interpretation of rhythm and abnormalities present, only complete answers were 
considered correct (for example, atrial fibrillation was considered correct where as irregularly irregular 
rhythm was not). Responses for each participant were assessed against the marking schedule by two 
physicians. 

Statistical analysis—For each participant we calculated the percentage of correct answers and 
examined the relationship between this score and self-reported level of confidence using Pearson’s 
correlation. We also compared the scores of the final year medical students with those of the house 
surgeons, and the scores between the two study sites (Wellington and Auckland) using Mann Whitney 
U Test. A p value <0.05 was considered statistically significant. Statistical analysis was performed 
using SPSS v11.0 software (SPSS, Chicago, IL).  

Results 

All 102 subjects approached participated in the study. Of those surveyed, 49 were 
male, 52 were final year medical students, and 50 were house officers. The results of 
the interpretation of the study ECGs are presented in Table 1. All subjects completed 
the first 8 ECGs, but only 73% were able to complete all 15 ECGs in the 30 minutes 
allocated. 

The ability to determine heart rate was highly variable, with responses ranging from 
0% to 89% correct. Where heart rate was inaccurately determined, the tendency was 
for it to be underestimated by 10–20 beats per minute. For example, in ECG 4, we 
accepted answers between 85 and 95 beats per minute as correct, and the median 
answer given was 75 beats per minute; and for ECG 8, we accepted answers in the 
range 60–70 beats per minute, and the median answer given 50 beats per minute.  
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Heart rhythm accuracy ranged from 9% for ventricular pacing to 98% for ventricular 
tachycardia. The eight ECGs showing sinus rhythm were identified with accuracy 
ranging from 81% to 95%. Atrial fibrillation (55%) and atrio-ventricular conduction 
disease (second degree heart block type 1, 19%) were poorly recognised. 

 

Table 1. Description of each ECG, percentage of responders answering each 

question, and the percentage of those correctly determining heart rate, rhythm, 

abnormality, and interpreting abnormalities other than rhythm correctly if 

present 
 

ECG ECG Description Responders 

(%) 

Rate 

(%) 

Rhythm 

(%) 

Abnormality 

(%) 

Accurate 

Interpretation (%) 

1 SR, CHB with acute inferior 
STEMI 

100 85 72 87 54 

2 SR with trifascicular block 100 48 90 22 3 

3 Ventricular tachycardia 100 89 98 – – 

4 SR with LBBB 100 0 87 44 44 

5 Atrial flutter 100 79 59 – – 

6 SR with acute antero-lateral 
STEMI 

100 10 93 93 46 

7 Ventricular pacing 100 79 9 – – 

8 SR with pre-excitation (Wolff-
Parkinson-White pattern) 

100 3 95 11 11 

9 SR with acute inferior STEMI 92 42 90 93 61 

10 SR, 2nd degree type 1AV block 90 73 19 – – 

11 Supraventricular tachycardia 86 5 79 – – 

12 SR with Long QT interval and 
repolarisation abnormalities 

80 11 89 7 7 

13 Sinus Rhythm, normal ECG 77 18 81 – – 

14 Atrial fibrillation with old 
anterior Q wave MI 

78 60 55 61 61 

15 SR with acute ischaemic 
antero-lateral ST depression 

73 35 86 92 66 

CHB = complete heart block, LBBB = left bundle branch block, MI = myocardial infarction,  
SR = sinus rhythm, STEMI = ST elevation myocardial infarction. 

 

There were 4 ECGs showing acute ischaemic ST segment changes (3 with ST 
elevation and 1 with ST depression). These changes were identified correctly by 
between 87% and 93% of those answering. The interpretation of the ST segment 
changes was considerably less accurate, with correct answers in between 46% and 
66% of cases. Conduction defects were poorly identified, although a more lenient 
marking schedule that accepted any identification of a conduction abnormality would 
have seen accuracy increase to approximately 80%.  

Prolongation of the QT interval and pre-excitation (WPW pattern) were signs that 
were not well detected despite the fact that the examples selected had marked 
abnormalities. Also of note is that 34% of those who interpreted the normal ECG 
(number 13) reported that an abnormality was present. 

The majority (76%) of participants had reported that they had recorded less than 5 
ECGs in the previous year. More than half (54%) had examined fewer than 50 ECGs 
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with 24% reporting that they had interpreted fewer than 10 ECGs in the previous year. 
When asked how many ECGs they had discussed with a registrar or consultant, 87% 
reported that they had discussed fewer than 50 with 38% reporting that they had 
discussed fewer than 10 ECGs in the previous year.  

Participant’s ratings of confidence in their ability to interpret ECGs, and of the quality 
of their teaching are given in Figure 1. Participants reported that they had received a 
mean of 6.3 hours of formal teaching on ECGs during their medical school training.  

 

Figure 1. Participants rating of their own abilities to interpret ECGs (A) and the 

quality of the teaching they had received (B) 
 

A. Rating of own abilities in ECG interpretation 
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B. Rating of quality of ECG teaching 
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There was a positive correlation between levels of confidence and overall mark 
(r=0.242, p=0.03). Final year medical students (median score 52%, range 20–65%) 
scored significantly higher than house officers (40%, 18–61%, p=0.001). There was 
no difference in score between the two centres in the study (Wellington median score 
50%, range 18-65%, Auckland median score 48%, range 21–61%, p=0.67). 

Discussion 

The major finding of our study is that there are significant deficiencies in the ability 
of final year medical students and resident medical officer to interpret common and 
important ECG changes. However, the majority of participants were able to recognise 
the most important rhythm disturbance, ventricular tachycardia, accurately as well as 
identify ischaemic ST segment changes. Furthermore, nearly half of the respondents 
rated their ability to interpret ECGs as less than satisfactory while just over half rated 
the ECG teaching they had received as less than satisfactory. 

Currently there are no clearly defined standards in ECG interpretation for medical 
graduates for us to compare the results of this study against. A New York study of 
residents in emergency medicine and internal medicine reported 93% accuracy in 
identifying VT8 while an Australian study of emergency medicine trainees reported 
40% accuracy in identifying VT.9 In this context, the 98% accuracy seen in this New 
Zealand study is very good.  

With respect to identifying signs of myocardial infarction, previous studies have 
reported levels of accuracies of around 90% in registrars8,9 and a retrospective audit of 
1684 patients with acute MI in 5 emergency departments in the United States reported 
an overall accuracy of 88%.1 The level of accuracy for our medical graduates in 
recognising ST segment changes (87–93%) is probably reasonable in comparison.  

Clearly, failure to recognise ST segment changes could potentially lead to 
inappropriate patient management. Similarly, there are concerns that simple 
recognition of ST segment changes without any understanding of what these changes 
mean may also lead to inappropriate management decisions being made.10 Given this, 
we would have hoped to see considerably better performance in the interpretation of 
ST segment changes in this study. 

The recognition of pre-excitation and long QT syndrome we observed was poor, but 
in Hoyle et al’s study of emergency trainees9 these were identified in only 24% and 
43% of cases respectively so it is perhaps not surprising that more junior doctors and 
medical students struggle with these ECGs. Again, failure to recognise these 
abnormalities has the potential to result in inappropriate patient management.  

It is difficult to account for the systematic inaccuracy in calculation of heart rate 
observed in the present study. Perhaps heart rate is regarded as clinically unimportant, 
and rounding down is viewed by the study participants as a reasonable approximation. 
While it is difficult to argue that errors of the magnitude we observed in the current 
study are likely to lead to errors in patient management it is none the less 
disappointing that a fairly basic skill was not performed to a higher standard. 
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The time pressure and the lack of a clinical scenario may have detrimentally 
influenced the overall level of accuracy. There is good evidence that accuracy is 
improved when clinical vignettes are provided in addition to the ECG7—although 
conversely there is evidence that where ECG changes occur in the context of atypical 
symptoms, inaccuracy increases.1  

Previous studies do not appear to have limited time in any way.6,8,9 We chose to do so 
on the basis that 2 minutes per ECG was considered a reasonable time period given 
that in clinical practice there are time constraints.  

Our medical graduates expressed a lack of confidence in their abilities in ECG 
interpretation, and this was related to their accuracy levels. Previous studies of New 
Zealand graduates in other areas have identified knowledge gaps and low levels of 
confidence similar to those we report.11,12  

Perhaps of slightly greater concern to those of us involved in the provision of ECG 
teaching is that this was rated as less than satisfactory or poor by more than half the 
study participants. It is possible that we have tended to assume that students interpret 
and discuss a considerable volume of ECGs in the course of various clinical rotations. 
However, our results suggest than more than half the study participants looked at less 
than one ECG per week in a clinical context.  

The fact that medical students performed better than the residents again suggests that 
skills in ECG interpretation gained in medical school are not been built upon by 
normal clinical duties or post graduate teaching. The teaching implications are that 
more has to be done to assist the students to consolidate the teaching that they get, and 
to provide additional teaching opportunities. 

While some aspects of performance in the current study were encouraging, overall our 
final year medical students and house officers do not achieve what we would consider 
an adequate standard in recognising and interpreting important common or life-
threatening abnormalities in the ECG. Consistent with this, the majority of 
participants rated both their own ability and the teaching they had received as less 
than satisfactory.  

To address this problem we need to define minimum standards in ECG interpretation, 
improve our teaching to meet these standards, and assess our graduates against them.  
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Doctors as teachers: what do they think? 

Lloyd McCann, Gill Naden, Stephen Child 

Abstract 

Aims To assess the views of senior medical officers (SMOs) at Auckland City 
Hospital (Auckland, New Zealand) in the areas of teaching, supervision, and feedback 
for resident medical officers (RMOs). 

Methods All SMOs at Auckland City Hospital were asked to complete a survey 
regarding postgraduate medical education. Data was then collected and entered into a 
Microsoft Excel spreadsheet and was statistically analysed. P values were calculated 
using Chi-squared testing and Fisher’s exact test. 

Results 237/730 surveys were received giving a response rate of 32.1%. There was a 
statistically significant difference between SMOs self-rated competence (SRC) and 
their perceived required competence (RC) in the domains of ‘Teaching’ (SRC=3.74; 
RC=4.36 – p<0.0001), ‘Supervision’ (SRC=3.78; RC=4.37 – p<0.0001) and 
‘Feedback’ (SRC=3.55; RC=4.36 – p<0.0001). Ratings were done on a 5-point Likert 
scale where a score of 1 was poor and a score of 5 was excellent. SMOs were then 
asked whether they required further information around various postgraduate medical 
education topics. 79.9% requested information on ‘managing the poorly performing 
RMO’. Dual employees (i.e. SMOs employed by both the University of Auckland and 
Auckland City Hospital) were more likely to have attended a ‘Teach the Teacher 
Course’ (66.6%) than those SMOs only employed by Auckland City Hospital (43.3%, 
p=0.0083). A number of factors were also identified as barriers to conducting 
effective teaching. These included a lack of time, high clinical workload, poor 
continuity between trainees and SMOs, and a lack of recognition for teaching roles of 
SMOs. 

Conclusions Our study showed a gap between the perceived self-rated competence 
and required competence in SMOs in their role as teachers. There is also a perceived 
gap in support for SMOs in their role as teachers and the expected educational 
outcomes for trainees within the New Zealand clinical setting. 

Medical education has always been a topic of considerable importance within the 
medical workforce. In recent years, the demands on senior medical officers (SMOs) 
with regard to teaching and supervision have increased due to developments in 
postgraduate medical education.1–5 Teaching and education have however always 
been core elements within the role of a doctor. 

In a review of the new postgraduate medical education system developed and 
implemented in the United Kingdom (UK) entitled Modernising Medical Careers 
(MMC) limited additional time had been factored into consultants’ contracts despite 
the increased need for supervision and assessment of trainees.2 Consultants further 
highlighted an increasing tension between the need for teaching and supervision of 
trainees and their clinical workload.2  
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Research has shown that the performance of students is directly related to the skills 
and proficiency of their teachers.1–7 Medical Council of New Zealand registration 
requirements, require reports from SMOs on junior doctor performance during junior 
doctor clinical attachments. This has effectively added more components to the role of 
SMOs as teachers. 

Whilst there has always been an expectation for doctors to be teachers and 
supervisors, it is widely accepted that there is very little training for doctors in these 
areas.1,2 In recent times various vocational colleges have attempted to remedy this by 
providing ‘Teach the Teacher’ courses.3–6  

Internationally, although literature around SMOs and their roles and attitudes to 
undergraduate teaching is substantial,3,7,8 there is considerably less information when 
it comes to their role in the teaching and supervision of postgraduate ‘clinical 
students’ in the workplace setting. As postgraduate teaching is generally ‘on the job 
teaching’ and intersects with the delivery of care, it is probable that the roles of 
teachers may differ in the undergraduate and postgraduate clinical setting. 

This study assessed the views of SMOs across a number of subspecialties at Auckland 
District Health Board (ADHB) around the areas of teaching, supervision, and 
feedback.  

Methods  

All SMOs employed by Auckland District Health Board (ADHB) were asked to complete a 
standardised survey over the period May–June 2007.  

SMOs were asked to rate their own perceived level of competence (SRC) in the areas of RMO 
teaching, supervision and providing feedback on a 5-point Likert scale where 1 was ‘Low’, 3 was 
‘Fair’, and 5 was ‘High’. They were then asked to state their opinion on the expected level of 
competence (RC) of a teacher in their role using the same Likert scale.  

The survey then asked SMOs to provide their opinion on areas of RMO teaching, skill deficiencies, 
resource limitations, and barriers to teaching. A free text field was included in the question relating to 
barriers or impediments to teaching.  

The surveys were designed by the authors in conjunction with the Clinical Education and Training Unit 
(CETU) at ADHB. Following the initial design, five senior medical officers were asked to review the 
survey and give feedback to CETU regarding the survey design. This feedback was then incorporated 
into the final survey design. 

The surveys were posted with self-addressed return envelopes to all SMOs at ADHB (n=783). They 
were asked to complete the survey and return it to CETU within 1 month of distribution. 

Data was then collected and entered into a Microsoft Excel spreadsheet and was statistically analysed. 
P values were calculated using Chi-squared testing and Fisher’s exact test. All incomplete surveys were 
excluded from the statistical analysis. 

Results 

730 surveys were distributed and 237 responses were received giving a response rate 
of 32.1%. Of the surveys, 8 (3.4%) were excluded from analysis because they were 
incomplete. 

Table 1 lists the mean scores from SMOs for self rated and expected levels of 
competence (1=Poor, 5=Excellent). There was a statistically significant difference 
between the mean scores of SMO ‘self-rated competence’ (SRC) and the perceived 
‘required competence’ (RC) in each of the three domains included in the survey (See 
Table 1). 
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Table 1. Mean competence scores—self rated versus expected levels in SMO 

teaching domains 
 

Domain Competence – Teaching Competence – Supervision Competence – Feedback 

‘Self-rated’ mean score 
(SRC) 

3.74 3.78 3.55 

‘Expected level’ mean score 
(RC) 

4.36 4.37 4.36 

P value <0.0001 <0.0001 <0.0001 

 

SMOs were then asked whether they required further information on a number of 
listed educational topics. The highest-ranking information request for additional 
information was in the area ‘managing the poorly performing RMO’ (79.9%). Table 2 
summarises the other responses. 

 

Table 2. Number of SMOs indicating a preference for further information in 

four key teaching areas 
 

Further information required Yes (frequency) No (frequency) 

Managing the poor performing RMO 183 (79.9%) 46 (20.1%) 

Assessment tools 156 (68.1%) 73 (31.9%) 

Assessment 121 (45.7%) 102 (54.2%) 

Peer review videos 71 (31.3%) 156 (68.7%) 

 

SMOs were asked whether they were employed by ADHB only or whether they were 
‘dual employees’ (i.e. were employed by ADHB and the University of Auckland 
[UoA]). This question was designed to test the hypothesis that university employees 
would have higher involvement in medical education improvement courses.  

Following on from this question, SMOs were asked whether they had attended any 
‘Teach the Teacher Course’ within the last 5 years. Table 3 shows results of 
attendance at a ‘Teach the Teacher Course’ corresponding with place of employment. 

 

Table 3. Breakdown of SMOs attendance for ‘Teach the Teacher’ courses 
 

Institution Yes—attended course 

(frequency) 

No—have not attended course 

(frequency) 

ADHB only 84 (43%) 112 (57%) 

ADHB / University of Auckland 20 (66.6%) 10 (33.3% 

Total 104 (46%) 122 (54%) 

 

Dual employees were more likely to have attended a ‘Teach the Teacher Course’ in 
the last 5 years (p=0.0083). 

SMOs were also asked if they had experienced difficulty with an RMO assessment in 
the preceding five years of their employment. Difficulty with an RMO assessment 
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was experienced by 22.8% (51/224) of the SMO respondents. There was no 
statistically significant difference between the SMO subspecialties represented and 
those experiencing a difficulty with an RMO assessment. 

In the free text question relating to barriers to teaching, 66.4% (150/226) of 
respondents indicated that a ‘lack of time’ was the greatest impediment to delivering 
teaching for RMOs. Other impediments reported include ‘high clinical workload’ 
(which can be related to having a ‘lack of time’) 35.4%; discontinuity with RMOs due 
to frequent turnover and shortages 32.2%; lack of remuneration and recognition of 
teaching duties 22.1%; and a lack of training in teaching/supervision roles 8.8%. 
These results are summarised in Figure 1. 

 

Figure 1. Impediments to teaching as reported by senior medical officers 
 

 

 

Discussion 

In today’s healthcare setting there are multiple competing interests in SMO schedules, 
however the role of SMOs as teachers and supervisors is vitally important to the 
continued practice of medicine and to the training of the future medical workforce.1,3 

This study looked at the views of SMOs at a large tertiary hospital in relation to their 
role as teachers and supervisors specifically of RMOs (i.e. postgraduate education). 

The results from SMOs responses indicate that there is a gap between SMOs self-
rated competence and their perceived competence required to perform in the role as 
teacher and supervisor for RMOs. In all of the categories surveyed (i.e. teaching, 
supervision, and feedback) there was a statistically significant difference between the 
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SMOs self rated competence and the perceived competence required to perform the 
job (p<0.0001). In other words, SMOs feel inadequately prepared to fulfil their role as 
teachers. 

These findings are consistent with other research in that senior clinicians generally 
feel under-prepared for their role as teachers.1,3,4,8–10 Lake et al showed that many 
senior clinicians report that although they are expected to teach, they have never 
actually been taught how to teach, supervise, or assess junior doctors.1 This gap 
between their self-rated competence as teachers and their perceived required 
competence can contribute to significant job dissatisfaction.1,3,4 

Limitations of our study would include the subjective self-rated and expected 
competence rating by SMOs. The results however were consistent with findings and 
trends from other international studies.1–6 A further limitation would be the relatively 
low response rate, although this response rate is generally expected in postal ballots 
(n=237). Linked to this factor is the limitation that the responses may not necessarily 
be representative of the larger SMO population at Auckland City Hospital due to 
response bias.  

Many previous studies have shown that senior clinicians feel an obligation to provide 
teaching and supervision for medical students and trainees.1,2,4 Furthermore, the 
majority of senior clinicians do enjoy teaching and providing supervision for both 
medical students and junior doctors.1,2,4 Griffith et al noted that student performance 
directly correlated with the skills of teachers, as identified by student ratings.7 This 
suggests that good clinical teaching and supervision does make a difference to junior 
doctor development and ultimately produces better patient outcomes. 

Our study highlighted a gap in the level of self rated competence by SMOs and the 
expected or desired level in teaching, supervision, and giving feedback. We believe 
that this study is the first to investigate SMOs self-rated competence in these areas. 
Furthermore, the trend shown in this study (where a large proportion of SMOs felt 
they required more information on managing the poorly performing RMO) is 
consistent with findings from other studies.1–4  

Despite the obvious benefits to assisting junior medical officers in difficulty, Lake et 
al identified that many consultants avoid addressing this problem due to a lack of 
skills in dealing with an RMO in difficulty as well as a general lack of time.3,4 Our 
study would appear to confirm this finding with the majority (79.9%) of our 
respondents indicating that they would require further information on ‘managing the 
poor performing RMO’.  

The various ‘Teach the Teacher Courses’ offered by the Australasian Specialist 
Colleges provide a good opportunity for SMOs to develop their skills as teachers. Our 
study showed that SMOs employed by both ADHB and the University were more 
likely to have attended one of these courses (66.6%). We note that currently there are 
no mandatory courses or courses coordinated by employers for SMOs who have roles 
as teachers, nor any apparent time available to attend such courses. Our study did not 
specifically identify any other factors explaining why SMOs were unable to attend 
‘Teach the Teacher Courses’. It would be valuable to explore the reasons behind this 
result and identify strategies to support SMOs in attending such courses. 
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The authors believe that further recognition of SMOs in their role as teachers and 
supervisors should be investigated and developed.12 Results showed that a number of 
SMOs reported a ‘lack of time’ or ‘clinical workload’ as the greatest impediment or 
barrier to teaching RMOs in the workplace. Other significant barriers reported by the 
respondents were discontinuity with RMOs due to frequent turnovers and shortages, a 
lack of recognition (including remuneration) of the teaching role, and a lack of 
training/support for the teaching role.  

Many institutions are now using monetary and non-monetary compensation and 
rewards to recognise the role of consultants as teachers and supervisors. Examples of 
non-monetary compensation include educational opportunities (discounted 
tuition/course fees), academic appointments, special recognition events, travel 
vouchers, and appreciation letters.12 

The need to support SMOs in their role as both teachers and supervisors is ever 
increasing. The discussion papers released by the Medical Training Board in 2008, 
supports a more structured approach to postgraduate medical education.13,14 The 
Curriculum Framework discussion paper highlights a specific deficiency of MMC 
identified in the Tooke Report: ‘The lack of funding and incentivisation for those 
delivering education and training’.14  

Both documents further highlight the impact of increasing demands on the health care 
system and a focus on service delivery having a detrimental impact on education and 
training.13,14 Our findings would appear to support the call for ‘commitment to 
resourcing teachers in terms of remuneration, “teaching to teach”, accreditation of 
teachers, and the teaching environment’.14  

It is vital that the implications on consultants’ time is fully investigated and 
understood before the move to more structured postgraduate education is made. Our 
findings would suggest that this would further impact on the tension between service 
delivery and education. 

The Medical Training Board discussion papers also highlight the importance of 
cooperation and integration between all of the stakeholders in medical education. 
DHBs, whilst primarily engaged in service delivery, also currently represent the main 
education and training environment for postgraduate medical education.14 Again our 
study highlighted that the major impediments to teaching for consultants was ‘lack of 
time’ and clinical workload.  

Possible strategies to overcome these impediments would be appropriate job sizing 
for consultants, protected teaching time built into contracts, protected time to attend 
training courses and seminars, as well as specific in-house courses to assist with 
management and supervision of RMOs. These strategies would be in keeping with 
trends in international institutions.12  

Our study demonstrates that currently SMOs do not believe that they have adequate 
skills to fulfil their teaching role nor the adequate support to address these issues. 
There would appear to be a deficit between teacher support and expected educational 
outcomes for trainees within New Zealand. 
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What gets in the way of clinical contact? Student perceptions 

of barriers to patient contact 

Fiona Mathieson, Tracey Barnfield, Greg Young 

Abstract 

Aims Students clearly need to have direct clinical contact with patients during their 
training. However, students complain that the opportunities for this are inadequate. 
This study aims to describe students’ perceptions of internal and external factors that 
may impede clinical contact. 

Methods A questionnaire was developed from a literature review and a focus group 
discussion. Participants were medical students who had just completed their fourth 
year at Otago University, Wellington, where the curriculum is integrated with clinical 
contact. Questionnaire responses included Likert scale scores and written responses to 
open questions. 

Results Sixty-four percent of the year group participated (45/70). Likert scale 
responses were categorised into high scoring (three or more; with a maximum of five) 
and low scoring (two or less) and into “internal” (13) and “external” (12) factors. 
Sixty-nine percent of respondents endorsed six or more high-scoring items. No 
significant differences were found between internal and external barriers, but female 
students were significantly more likely to endorse internal factors. Forty-nine percent 
of students commented in response to the open questions that direction to appropriate 
patients by a supervisor would help. 

Conclusions Students identified a number of barriers to clinical contact with patients. 
This research suggests that access to clinical contact could be improved. 

Clinical contact is seen as a critically important component of medical education.1 
There are no previous studies exploring students’ perceptions of barriers to contact 
although the broader literature on medical education raises both internal and external 
factors that may play a part. 

A New Zealand study found that students spend substantially less time than stipulated 
in the curriculum, with a considerable variation in the amount of time individual 
students have with patients (range 39–299 minutes per week, mean 128.2 minutes, SD 
84.76).2 The authors suggested a number of possible reasons for the low level of 
contact. Some students may have seen no great need for patient contact, given the 
pressures of other commitments and low reinforcement for patient contact (no direct 
contribution to grades). The allocation system via notice boards may have caused 
problems or allowed avoidance due to its indirect nature. Students may have lacked 
confidence and felt uncomfortable with ill-defined roles.  

The current study arose out of frequently expressed concerns by fourth year medical 
students that they were not seeing enough patients. 
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Method 

Study development—In order to develop a questionnaire, 12 fifth-year medical students were selected 
randomly and invited to participate in a focus group, facilitated by two of the researchers. Consent was 
obtained from the students and from the Curriculum Committee, which has oversight of curriculum 
management and development. This was a single meeting lasting 90 minutes. The students were 
informed that we had come up with 27 possible factors in the literature that ‘may get in the way’ of 
contact with patients during attachments. The students were asked to comment on their own 
experiences of gaining clinical contact and were then given the list of factors and asked to comment on 
their relevance. Students were assured of the confidentiality of their responses and no identifying 
information was made available to anyone other than the authors of the study.  

The students were enthusiastic about the research and commented that they felt it needed to be done. 
All students invited to the focus group attended. On the basis of the students’ feedback, the 
questionnaire was refined down to 25 possible factors (see Appendix 1). 

Students entering their fifth year of study were contacted by email during the orientation period, before 
the start of the formal academic year. They were asked to remain in a lecture theatre (following a 
lecture), for about 15 minutes to complete a confidential questionnaire regarding their experience of 
fourth year attachments, focussing particularly on patient contact.  

Data collection and analysis—The questionnaire (see Appendix 1) listed 25 possible ‘barriers’ to 
contact and asked students to rate these on 6-point Likert scales, from ‘never’ to ‘always’. The 
students’ responses were scored by the investigators from 0 (never) to 5 (always).  

Two open-ended questions asked students whether achieving clinical contact became any easier as the 
year progressed and what Medical School staff organisation could do to help students overcome any 
barriers to clinical contact. Returned questionnaires were anonymous, but did ask for gender and 
ethnicity.  

For the purposes of the data analysis, the researchers divided the questionnaire items into 13 ‘internal’ 
factors and 12 ‘external’ factors. Internal factors were items relating to how students thought and felt 
about themselves and their skills. External factors were situational or systemic factors related to the 
clinical placement such as availability of supervision. High scoring items were defined as scores of 
three or more (out of a maximum of five) while Low scoring items were defined as two or less (out of 
five). 

Results 

There were 70 students in the fifth-year class and 45 (64%) chose to complete the 
questionnaire about their experiences of the fourth-year clinical placements. Some 
students were not present when asked to complete the questionnaire, while others 
chose not to participate. 

Twelve of the participating students were male and 30 were female; three students 
declined to respond to the gender question. Thirty-one students identified as Pakeha 
(New Zealand European), one as New Zealand Māori, three as Pacific Nations (e.g. 
originating from Samoa, Tonga, Cook Islands), and five identified as being from other 
ethnic groups; five declined to respond to the ethnicity question. 

High and low scoring items, the associated mean scores, and the percentage of 
students endorsing these items as a barrier (i.e. percentage rating the item above zero), 
are summarised in the Table 1 and Table 2 respectively. High scoring responses as 
summarised in Table 1, suggested many students were concerned about the level of 
patient illness; were uncertain about which patients (and how many) it was 
appropriate for them to see and they had concerns about seeming incompetent or 
failing to grasp the significance of clinical symptoms. They also expressed difficulties 
with being assertive and with supervisor availability.  
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Table 1. High scoring student responses to patient contact survey 
 

High scoring questions Mean Percentage endorsed 

I am concerned that the patient is too ill/has too much 
going on to see me 

3.6 80 

The person who supervised me was too busy 3.5 82 

I find it hard to be assertive in arranging to see patients 3.3 76 

I worry about seeming incompetent/getting the clinical 
significance of symptoms wrong 

3.2 71 

I am not sure how many patients I need to see to learn 
clinical skills 

3.2 80 

I am not sure which patients are appropriate for me to see 3.1 69 
Responses measured on Likert scale: 0 (never) to 5 (always). 

 

Low scoring responses, as depicted in Table 2, suggested that there was little concern 
about: patient refusal; patients denying examinations on the basis of student gender or 
patient consent being requested in a way that encouraged refusal. Similarly, concerns 
about: causing cultural offence; about managing emotional responses to patients; 
about discussing patients’ personal or emotional matters; and worries about 
aggressive behaviour by patients were not strongly or frequently endorsed by 
students. 

 

Table 2. Low scoring student responses to patient contact survey 
 

Low scoring questions Mean Percentage endorsed 

Patient or staff deny examination due to my gender 0.6 5 

I find that a lot of patients refuse to be seen by a student 1.3 16 

Patient consent is requested in a way that encourages refusal 1.4 22 

I worry about offending patients from other cultures 1.5 18 

I am concerned about my ability to manage my emotional reactions 
(e.g. getting upset or laughing) 

1.6 27 

I worry about aggressive behaviour from drunk/psychotic patients 1.6 24 

I don’t feel comfortable discussing patients’ personal or emotional 
matters with them 

1.8 27 

Responses measured on Likert scale: 0 (never) to 5 (always). 

 

Table 3 shows that female students endorsed a number of questionnaire items more 
strongly than male students. Females reported being more worried about seeming 
incompetent, being humiliated by senior staff, and lacking confidence in their basic 
clinical skills. It was not possible to assess statistically whether there were any 
cultural differences in student responses due to small numbers.  
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Table 3. Male and female student responses to questionnaire items 
 

Item Male (mean) Female (mean) 

I worry about seeming incompetent/getting the clinical significance of 
symptoms wrong 

2.1 3.5 

I had to learn clinical skills from a textbook, rather than a demonstration 1.9 3.0 

I worry about being humiliated by senior staff if I make a mistake 2.0 3.2 

I have difficulty justifying the role (don’t think I am helping the patient) 1.5 2.3 

I lack confidence in basic clinical examination skills 2.4 3.1 
Responses measured on Likert scale: 0 (never) to 5 (always). 

 

A t-test was conducted to evaluate the relative impact of internal and external barriers. 
No statistically significant difference was found between internal factors (M=30.43, 
SD=9.34) and external factors (M=27.77, SD=7.15), t (42)=1.97, p=0.055). 

A t-test was conducted to compare scores on external factors for males and females. 
There was no significant difference in scores for males (M=26.17, SD=7.02) and 
females (M=29.38, SD=6.78, t (41)=1.37, p=0.18). 

A t-test was conducted to compare scores on internal barriers for males and females. 
These was a significant difference in scores for males (M=23.58, SD=8.21), and 
females (M=32.66, SD= 9.32, t (41)=2.93, p=0.006). 

The magnitude of the differences in the means was very small (eta squared=0.011). 
Students were asked if they found it easier to get clinical contact as the year passed. 
Responses from this open-ended question were grouped into themes. Students who 
endorsed ‘yes’, reported an increase of confidence in themselves, in approaching 
patients directly or asking for help from others (n=22, 49 %). Others reported being 
more assertive or proactive (n=5, 11%), or becoming less concerned about bothering 
patients or receiving a negative reaction (n=4, 8 %).  

Not all students found initiating clinical contact became easier over time. Nine 
percent (n=4) reported the level of clinical contact depended on the attachment, the 
doctors taking an interest and / or the organisation of the attachment. Other responses 
included students continuing to feel they were imposing on patients for their own 
benefit, worrying they were bothering or intruding on the patients, that initiating 
clinical contact became harder over time as their sense of inadequacy increased, they 
became lazy, or the incentives seemed inadequate.  

Students were asked what the Medical School could do to help them overcome any 
barriers to clinical contact. Suggestions included assigning students to a clinical team 
on attachment (n=4, 9 %), and to organise lots of early clinical contact/bedside 
teaching to build up confidence (n=4, 9%). Other students favoured teaching more 
clinical skills in the orientation course and ensuring that all basic examination skills 
are covered (n=6, 13%).  

Some students suggested making the number of expected patient contacts clear or 
making a set number compulsory (n=6, 13 %). Finally, some suggested more one to 
one or small group teaching would be helpful, increasing the number of tutorials, and 
encouraging house surgeons to do more one to one teaching (n=3, 7 %). 
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Discussion 

The results of this study suggest that the students surveyed perceived both internal 
and external barriers to clinical contact with patients, with no significant difference 
between internal and external barriers. Some gender difference was found in terms of 
females endorsing internal barriers slightly more. Patients being too ill; insufficient 
supervision; difficulties with being assertive; worries about seeming incompetent; 
uncertainty about how many patients they are required to see; and who may be 
appropriate were endorsed most frequently as barriers—while gender discrimination; 
patient refusal; and cultural issues were not strongly endorsed as barriers.  

Having a helpful supervisor, doctor, or nurse to indicate whom it is appropriate to see 
was seen by many as helpful in assisting them to see patients and most students 
reported that they found it easier to get clinical contact as the year progressed. High 
scoring external factors such as the supervisor being too busy, may be amenable to 
systemic changes such as delegation to others in the team to assist with appropriate 
patient selection. The high rating by students of uncertainty as to how many patients it 
is appropriate for them to see during attachments, suggests that giving students clear 
expectations regarding the amount of clinical contact would be helpful. 

This study has some limitations. Firstly, the results need to be interpreted with 
caution. They reflect the views of only 45 students out of 70 in 1 year. The result may 
have been biased due to the possibility that students who chose to complete the 
questionnaire may have been those who felt the most strongly about patient contact or 
had the most difficulty seeing patients.  

‘Patient contact’ was not specifically defined because in this context it is widely 
accepted that this means face-to-face contact with patients. The questionnaire used 
was developed for the study and no reliability/validity data is available. It is possible 
that some items in the questionnaire may not actually be related to ease of patient 
contact. For example, students may worry about becoming infected, but this may have 
no bearing on the likelihood of them having contact with the patient.  

The researchers’ method of dividing scores into ‘high’ and ‘low’ scores is arbitrary. 
Further, the division of items into ‘internal’ and ‘external’ by the researchers is also 
arbitrary. For example ‘I lack confidence in basic clinical skills’, could be seen as an 
internal factor relating to that students’ low self-confidence or as an external factor in 
terms of inadequate training and practice.  

While there was no significant difference between ‘internal’ and ‘external’ factors, 
this may be misleading: with a larger sample, significant differences may have 
emerged. It is difficult to draw firm conclusions from the open questions, as there 
were almost as many different responses as students. 

Too little supervision and worries about causing discomfort were identified as 
barriers, consistent with O’Sullivan, Martin and Murray (2000).3 Worries about 
seeming incompetent or getting the clinical significance of symptoms wrong were 
also identified as barriers, consistent with Moss and McManus (1992)4 who found that 
interaction with senior staff on ward round was anxiety provoking, particularly related 
to getting diagnoses wrong or admitting ignorance.  
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Concern about patients being too ill was highly rated by a barrier in this study and is 
consistent with Hajek, Najberg, and Cushing’s (2000)5 identification of concerns 
about communication with patients who are in pain or experiencing negative 
emotions. Further, concern that patients may have too much going on is consistent 
with Seabrook’s (2004)6 finding that students often perceived that they were ‘in the 
way’. 

While there are several studies in the medical education literature which suggest that 
perceived verbal abuse by senior staff is common,7–9 for the students surveyed in this 
study worries about being humiliated by senior staff if they made a mistake did not 
seem to be a common issue. 

High workload has been identified as a major stress in medical school,10,11 however 
students did not rate high workload as an important barrier to patient contact. Fears of 
infection, anxiety about performing basic clinical tasks, and dealing with drunk or 
abusive patients, (identified by one study),4 also did not stand out as barriers to 
contact in the group surveyed. 

Students have been described as feeling daunted due to feeling ill prepared for clinical 
attachments, in terms of knowledge or style of learning required.6 However, the 
students in this study did not identify concerns about interviewing or clinical skills as 
being important barriers to patient contact. This suggests they came to their 
attachments feeling adequately prepared. 

It would be interesting to replicate this study in other medical schools in order to 
ascertain the extent to which the barriers we identified are similar to other medical 
schools. This study raises the question as to whether an intervention can be designed 
to improve the level of student access to patients for learning purposes.  

One idea may be to try to target the problem group of students for intervention once 
the year has progressed. This study found that most got better at accessing contact, but 
9% found that (for various reasons) barriers persisted or even increased. It may be 
possible to those students and design remedial interventions that are tailored to the 
individual student. 

Patient contact is a valuable resource in medical education. It is important that 
students have access to this, and that they make full use of that access. Medical 
doctors have a duty to patients to ensure that the best use is made of their generosity. 
This research suggests that there may be ways in which this resource can be used 
better. 
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Appendix 1. Questionnaire 
 

Placement Questionnaire 

We much appreciate you taking the time to complete this questionnaire. 

Your answers are confidential i.e. there is no identification of individual responses. 

The information from the group will be used to give feedback to the medical school so as to improve 
placement experiences, if necessary. 

 

Gender M/F (please circle) 

Ethnicity___________________ 

Some possible factors that may get in the way of patient contact are listed below. Please circle the 
number that best describes your experience. 

 

(1) I lack confidence in basic clinical examination skills 

Never |______|______|______|______|______| Always 

 

(2) I have not had clinical skills adequately demonstrated 

Never |______|______|______|______|______| Always 

 

(3) I worry about seeming incompetent/getting the clinical significance of symptoms wrong 

Never |______|______|______|______|______| Always 

 

(4) I don’t know what ‘normal’ is like in a physical examination or mental state examination 

Never |______|______|______|______|______| Always 

  

(5) I had to learn examination skills from a textbook, rather than demonstration 

Never |______|______|______|______|______| Always 
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(6) I am concerned that the patient is too ill/has too much else going on to see me 

Never |______|______|______|______|______| Always 

 

(7) I worry about stirring up painful feelings that may harm the patient 

Never |______|______|______|______|______| Always 

 

(8) I am concerned about my ability to manage my emotional reaction  

(e.g. getting upset or laughing) 

Never |______|______|______|______|______| Always 

 

(9) I don’t feel comfortable discussing patients’ personal or emotional matters with them 

Never |______|______|______|______|______| Always 

 

(10) I am not sure how many patients I need to see to learn clinical skills 

Never |______|______|______|______|______| Always 

 

(11) The person who supervised me was too busy 

Never |______|______|______|______|______| Always 

 

(12) I am not sure which patients are appropriate for me to see 

Never |______|______|______|______|______| Always 

 

 (13) I find it hard to be assertive in arranging to see patients  

Never |______|______|______|______|______| Always 

 

(14) Patients are not available when I am 

Never |______|______|______|______|______| Always 

 

(15) Patient consent is requested in a way that encourages refusal 

Never |______|______|______|______|______| Always 

 

(16) I have difficulty explaining/justifying my role  

(don’t think I am helping the patient) 

Never |______|______|______|______|______| Always 

 

(17) I have too much other work to do 

Never |______|______|______|______|______| Always 

 

(18) I worry about offending patients of other cultures 

Never |______|______|______|______|______| Always 

 

(19) I worry about being humiliated by senior staff if I make a mistake 

Never |______|______|______|______|______| Always 
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(20) I worry about aggressive behaviour from drunk/ psychotic patients 

Never |______|______|______|______|______| Always 

 

(21) I worry about getting infected 

Never |______|______|______|______|______| Always 

 

(22) I am concerned that the patient has already been examined by several others 

Never |______|______|______|______|______| Always 

 

(23) I find that a lot of patients refuse to be seen by a student 

Never |______|______|______|______|______| Always 

 

(24) Patient or staff deny examination due to my gender 

Never |______|______|______|______|______| Always 

 

(25) I am concerned about the adequacy of patient consent 

Never |______|______|______|______|______| Always 

  

Did it get easier for you to get clinical contact as the year progressed? If so, in what way? 

___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________ 

 

What could the Medical School do to help you overcome any barriers to clinical contact? 
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________ 
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Prepared for practice? Medical students’ perceptions of a 

shortened final year medical programme 

Anna J Dare, Keith J Petrie, Warwick Bagg 

Abstract 

Background In preparation to work as junior doctors (JD), University of Auckland 
final year medical students (FYMS) work as apprentices attached to hospital teams 
and general practices. Because of anecdotal evidence of student stress, a shortened 
academic year was introduced in 2007 (42 instead of 47 weeks).  

Aim To determine FYMS perceptions of the final-year medical course and whether or 
not these perceptions changed in the cohort undergoing a shortened academic year. 

Methods All 2006 FYMS completing a 47-week year, and all 2007 FYMS 
completing a shortened 42-week year, were invited to complete a questionnaire on the 
final academic day. 

Results 116/136 (85.3%) and 118/132 (89.4%) of FYMS completed the questionnaire 
in the 2006 and 2007 cohorts respectively. Significantly fewer students in the 2007 
cohort perceived that the year was “a little too long” (10.1% vs 24%, p=0.001), 
however this did not alter reported stress levels. The mean (±SD) Perceived Stress 
Scale’s were 21.7±7.0 (2006) and 21.2±7.4 (2007), which are similar to the general 
population (19.6±7.5, range 0–45). Visual analog ratings (0–100) showed FYMS felt 
the programme was enjoyable 72.4±18.1, 73.9±17.9, despite feeling a degree of 
pressure 51.2±21.3, 47.19±20.31 and fatigue 51.4±20.3, 53.2±21.3. FYMS were 
largely happy with their decision to become doctors 75.9±18.5, 76.2±21.1 and felt 
mostly prepared 60.6±18.7, 62.3±20.8 but anxious 63.1±23.5, 57.7±24.4 about 
working as a JD the following year (all p>0.05). 76% and 73% of the 2006 and 2007 
cohort reported being at least adequately prepared for their first house officer role 
(visual analogue score ≥50). Both the 2006 and 2007 cohorts considered their 
elective, general medical, general surgical, and radiology attachments of greatest use.  

Conclusion Shortening the academic year did not significantly alter perceived stress 
levels, however significantly fewer students did report finding the year “too long”. 
Although FYMS felt ready to work as JDs, they were anxious but not more stressed 
than the general population about this transition. Attachments that were most valued 
by FYMS were those that were most closely aligned with the first year JD role.  

In preparation to work as junior doctors (JDs), University of Auckland final year 
medical students (FYMS) work as apprentices attached to hospital teams and general 
practices. The year serves as a transitional period between medical student and junior 
doctor in which students take on up to one-third of the team’s clinical responsibility 
and workload, whilst still under the close supervision of junior and senior team 
members.  
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This year is unique to New Zealand and is highly valued by staff and students.1 
However, because of reports of student stress and fatigue, a shortened academic year 
was introduced in 2007. This reduced the length of the final year from 47 to 42 weeks. 
Internationally, a reduction in working hours has been associated with a decrease in 
psychological distress amongst medical and surgical residents,2 but the impact of year 
length on stress has not been studied previously in medical students.  

This study was conducted in order to evaluate the impact of the change in year length 
on perceived stress and feelings about the course amongst FYMS. The study also 
assessed the perceived length and value of each clinical attachment and that of the 
overall course. 

A key stressor for FYMS is the transition from medical student to junior doctor.3–5 
Both anxiety and preparedness for the first JD role have received attention in the 
literature in recent years. It has been appreciated that the construct of the final year 
course can influence anxiety, confidence, and competence levels amongst new 
graduates undertaking their first JD position.6,7  

In New Zealand, the aim of undergraduate medical education is to produce graduates 
with a broad generalist base8 and the clinical, procedural, and professional skills 
necessary for general registration. Constructing a course (that equips FYMS with 
broad generalist skills, and provides them with sufficient specialty experience whilst 
still preparing them adequately for their first JD role) involves finding a balance 
between the necessary breadth and depth within the curricula and across the different 
disciplines.  

This study asked FYMS undertaking a 47 and 42-week course respectively to reflect 
on their experiences of the final year medical course at the University of Auckland. 

Methods 

Study population—All 2006 FYMS completing a 47-week year and all 2007 FYMS completing a 
shortened 42-week year, were invited to complete a questionnaire on the final academic day. The 
questionnaire was reviewed by staff members at the School of Medicine for comment on content, 
consistency, clarity, and potential for bias (prior to ethics approval and subsequent distribution). 

Ethics approval—The questionnaire was anonymous and distribution and collection was undertaken 
by a third party. Ethics approval was obtained from the University of Auckland Human Participant’s 
Ethics Committee (UAHPEC). 

Survey design—The survey assessed 5 key components: 

• Recent stress. 

• Feelings about the final year medical course. 

• The usefulness of the year’s clinical attachments (general practice, medicine, obstetrics and 
gynaecology, procedural skills course, psychiatry, paediatrics, surgery, radiology, advanced 
cardiac life support course and the elective). 

• The length of the attachments. 

• The length of the year overall. 

Stress was assessed using a 14-item stress questionnaire, the Perceived Stress Scale. This measure 
assessed how stressful students perceived their lives to be over the past month. Scale items are scored 
on a 5-point scale (0–4). Scores range from 0–4 with higher scores indicating greater perceived stress.8  

Feelings about the final year’s course were assessed using Likert scales of agreement on which students 
were asked to rate their satisfaction with their training, anxiety and preparedness to work as JDs. 
Attachment usefulness was assessed on a scale of 1–10. Length of attachment was ranked on a 3-point 
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scale (1=too short,; 2=about right; 3=too long). Overall length of the year was assessed on a 5-point 
scale (1=far too; 5=far too long). 

In 2007, the construct and length of the year was altered as outlined in Table 1. General medicine, 
general surgery, obstetrics and gynaecology, and paediatrics were reduced by 1 week. The attachment 
structure was altered so that their was more judicious use of “after hours” clinical contact, in order to 
allow students to continue to meet the overall learning outcomes of the course. The elective period was 
also reduced by 2 weeks. The advanced cardiac life support course and the procedural skills course 
were also rearranged, so that students participated in these courses prior to their medical and surgical 
attachments. 

 

Table 1. Construct of the final medical school year: 47-week year (2006) versus 

42-week year (2007) 
 

Attachment 2006 2007 

 47-week academic year 42-week academic year 

General Medicine 7 weeks 6 weeks 

General Surgery 7 weeks 6 weeks 

Skills Week 
(ACLS, PSC, Unexplained medical symptoms) 

0 1 week 

Radiology 1 week 1 week 

Paediatrics 6 weeks 5 weeks 

Obstetrics/Gynaecology 6 weeks 5 weeks 

General Practice 6 weeks 6 weeks 

Psychiatry 4 weeks 4 weeks 

Elective 10 weeks 8 weeks 

 

Statistical analysis—Questionnaire responses were manually entered into an electronic spreadsheet. 
Statistical analysis was performed using Microsoft Excel and SPSS v15.0 software. Data are presented 
as mean ± SD unless otherwise stated. Differences between the two cohorts of students were tested for 
significance using Chi-squared tests and the independent groups’ t-test. P values of less than 0.05 were 
defined as significant. 

 

Results 

The overall response rate in both years was high with 116/136 (85.3%) of the 2006 
cohort and 118/132 (89.4%) of the 2007 cohort completing the questionnaire.  

Baseline characteristics—The mean age of the 2006 and 2007 cohorts of FYMS 
were 25.0 and 25.2 respectively. In both cohorts there were a higher proportion of 
female students (57.8% and 60.2% respectively). The most common ethnic groups 
were European (33.6%, 30.5%), Chinese (18.1%, 21.2%), and Indian (9.5%, 10.2%). 
Māori students comprised 6.0% and 7.6% of the respondents respectively. 

The most common mode of entry into medical school amongst respondents was the 
school leaver category (56%, 56.8%) followed by graduate admissions (27.6%, 
15.3%). International students comprised 12.1% (2006) and 15.3% (2007) of those 
who responded. 2.6% of the respondents had entered via the Māori and Pacific 
admissions scheme (MAPAS) in the 2006 cohort of FYMS and 8.5% in the 2007 
cohort.  
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Perceived stress—The mean Perceived Stress Scale score was 21.7, SD 7.0, for the 
2006 cohort and 21.2, SD 7.4, for the 2007 cohort undertaking a shortened academic 
year (p>0.05). Furthermore, the Perceived Stress Scale scores obtained by the two 
cohorts of FYMS were similar to those in the general population (mean=19.6, 
SD=7.5, range 0–45) and to a general university student sample (mean=23.18, 
SD=7.31).9 

Feelings about the course—Visual analogue ratings (0–100) showed that FYMS felt 
the medical programme was enjoyable (72.4±18.1, 73.9±17.9), although felt a degree 
of pressure (51.22±21.27, 47.19±20.31) and fatigue (51.4±20.3, 53.2±21.3). FYMS 
were largely happy with their decision to become doctors (75.9±18.6, 76.2±21.1). 
Most felt there was sufficient time to prepare for exams (57.21±22.1, 58.31±24.4). 
Feelings about the course and career decisions, were not significantly different 
(p>0.05) between the two cohorts. 

Anxiety and preparedness—FYMS felt mostly prepared (60.6±18.7, 62.3±20.8) but 
anxious (63.1±23.5, 57.7±24.4) about working as a junior doctor the following year. 
Reassuringly, 76% and 73% of the 2006 and 2007 cohort reported being at least 
adequately prepared for their first house officer role (Visual analogue score ≥50). 
There was no significant difference (p>0.05) in feelings of either preparedness or 
anxiety between the two cohorts. 

Length of the overall course—A significantly smaller proportion of the 2007 cohort 
undergoing the shorter academic year compared to the 2006 cohort undergoing the 
longer academic year, reported finding the length of the overall course length ‘a little 
too long’ (12±10.1 versus 34±29, p=0.001). See Figure 1. 

Although a higher proportion of the 2007 cohort compared to the 2006 cohort 
reported finding the length of the overall course length ‘about right’ (62% in 2006 
versus 73.7% in 2007) this trend did not reach significance (p=0.069). See Figure 1. 

Usefulness of clinical attachments—The results for both cohorts are shown in Table 
3. Overall for both cohorts, about two-thirds of students rated the usefulness of 
attachments as ≥7/10. The exceptions to this were the perceived usefulness of 
obstetrics and gynaecology and psychiatry, where only approximately one-half and 
one-third of students respectively rated these as ≥7/10.  

Students in both the 2006 and 2007 cohorts ranked Medicine, Advanced Cardiac Life 
Support course, Procedural Skills course, and the Elective as being of the greatest use 
(scores of 9-10), followed by Radiology and Surgery. There was no significant 
difference (p>0.05) between cohorts as to the usefulness of any of the ten clinical 
attachments. Refer to Table 2. 

Length of clinical attachments—The majority of students in both cohorts felt that all 
attachment lengths were “about right”. However, approximately one-third of both 
cohorts felt that ACLS, the procedural skills course and the radiology attachments 
were too short. Similarly, between 27–47% of both cohorts felt that general practice. 
Obstetrics and gynaecology and psychiatry were too long (Table 3). 

 



 

 
NZMJ 3 April 2009, Vol 122 No 1292; ISSN 1175 8716 Page 36 of 115 
URL: http://www.nzma.org.nz/journal/122-1292/3530/ ©NZMA 

  

 

Figure 1. Student perceptions on length of the overall course in 2006 versus 2007 
 

 

 

Table 2. Usefulness of attachments 

(1=not useful at all; 10=extremely useful) 
 

2006 Cohort 2007 Cohort Attachments 

n=116 n=118 

ACLS 

1 to 3 (%) 
4 to 6 (%) 
7 to 8 (%) 
9 to 10 (%) 

 
0(0) 

4(3.5) 
18(15.5) 
83(71.6) 

 
1(0.8) 
4(3.3) 

21(17.8) 
75(63.6) 

Elective 

1 to 3 (%) 
4 to 6 (%) 
7 to 8 (%) 
9 to 10 (%) 

 
4(3.5) 
14(12) 

24(20.7) 
62(53.4) 

 
8(6.7) 

15(12.6) 
23(19.5) 
56(47.4) 

General Practice 

1 to 3 (%) 
4 to 6 (%) 
7 to 8 (%) 
9 to 10 (%) 

 
4(3.5) 

27(23.3) 
46(39.7) 
28(24.1) 

 
7(5.9) 

25(21.1) 
47(39.7) 
23(19.4) 

Medicine 
1 to 3 (%) 
4 to 6 (%) 
7 to 8 (%) 
9 to 10 (%) 

 
0(0) 
1(.9) 

24(20.7) 
80(69) 

 
2(1.7) 
3(2.5) 

38(32.3) 
59(49.9) 

Obstetrics/Gynaecology 
1 to 3 (%) 
4 to 6 (%) 
7 to 8 (%) 
9 to 10 (%) 

 
11(9.5) 

44(29.4) 
39(33.6) 
21(18.1) 

 
9(7.6) 

36(30.5) 
48(32.1) 
18(15.2) 
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Procedural Skills 

1 to 3 (%) 
4 to 6 (%) 
7 to 8 (%) 
9 to 10 (%) 

 
1(0.9) 
9(7.8) 
29(25) 

63(54.3) 

 
0(0) 

10(8.4) 
31(26.3) 
61(51.6) 

Psychiatry 

1 to 3 (%) 
4 to 6 (%) 
7 to 8 (%) 
9 to 10 (%) 

 
9(14.6) 

34(29.2) 
40(24.5) 
14(12.1) 

 
10(8.4) 

49(27.3) 
35(29.6) 

8(6.7) 

Paediatrics 

1 to 3 (%) 
4 to 6 (%) 
7 to 8 (%) 
9 to 10 (%) 

 
3(2.6) 

26(22.4) 
51(43.9) 
25(21.5) 

 
3(2.5) 

21(17.7) 
49(41.5) 
29(24.6) 

Radiology 
1 to 3 (%) 
4 to 6 (%) 
7 to 8 (%) 
9 to 10 (%) 

 
5(4.4) 

19(16.4) 
45(38.8) 
36(31) 

 
7(5.9) 

15(12.7) 
47(39.8) 
33(28) 

Surgery 
1 to 3 (%) 
4 to 6 (%) 
7 to 8 (%) 
9 to 10 (%) 

 
2(1.7) 

10(8.6) 
45(38.7) 
48(41.4) 

 
291.7) 
9(7.6) 

50(42.4) 
40(33.9) 

 

There was no significant difference in perceptions between the two cohorts as to the 
length of attachment for the Advanced Cardiac Life Support course, Medicine, 
Obstetrics and Gynaecology, Procedural Skills course, Paediatrics and Radiology, or 
the Elective. There was a statistically significant difference between course length 
perceptions for the attachments of psychiatry and surgery.  

The 2007 cohort, had a higher percentage of respondents who believed the psychiatry 
attachment was too long, compared to the 2006 cohort (46.6% in 2007 vs 31% in 
2006, p=0.04), although the length of this attachment did not change between 2006 
and 2007. 

There was also a statistically significant difference between the two cohorts for course 
length perceptions for the surgery attachment; however this occurred in the opposite 
direction to that of psychiatry. A higher percentage of 2007 respondents found the 
surgery attachment too short (29.7% in 2007 vs 8.6% in 2006, p=0.001).  
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Table 3. Attachment lengths as perceived by students in 2006 versus 2007  
 

Attachments 2006 Cohort 2007 Cohort 

ACLS 

1 = too short (%) 
2 = about right (%) 
3 = too long (%) 

 
38(32.8) 
70(60.3) 

2(1.7) 

 
31(26.3) 
84(71.2) 

0(0) 

Elective 

1 = too short (%) 
2 = about right (%) 
3 = too long (%) 

 
16(13.8) 
84(72.4) 

9(7.8) 

 
7(5.9) 

93(78.8) 
15(12.7) 

General Practice 

1 = too short (%) 
2 = about right (%) 
3 = too long (%) 

 
5(4.3) 

73(62.9) 
32(27.6) 

 
4(3.4) 

78(66.1) 
34(28.8) 

Medicine 
1 = too short (%) 
2 = about right (%) 
3 = too long (%) 

 
15(12.9) 
92(79.3) 

2(1.7) 

 
23(19.5) 
91(77.1) 

2(1.7) 

Obstetrics/Gynaecology 
1 = too short (%) 
2 = about right (%) 
3 = too long (%) 

 
1(.9) 

63(54.3) 
45(38.8) 

 
6(5.1) 

70(59.3) 
37(31.4) 

Procedural Skills 

1 = too short (%) 
2 = about right (%) 
3 = too long (%) 

 
36(31) 

70(60.3) 
1(0.9) 

 
29(24.6) 
82(69.5) 

4(3.4) 

Psychiatry 

1 = too short (%) 
2 = about right (%) 
3 = too long (%) 

 
4(3.4) 

69(59.5) 
36(31) 

 
2(1.7) 

58(49.2) 
55(46.6) 

Paediatrics 

1 = too short (%) 
2 = about right (%) 
3 = too long (%) 

 
2(1.7) 
87(75) 

21(18.1) 

 
7(5.9) 

93(78.8) 
15(12.7) 

Radiology 

1 = too short (%) 
2 = about right (%) 
3 = too long (%) 

 
28(24.1) 
77(66.4) 

3(2.6) 

 
32(27.1) 
79(66.9) 

5(4.2) 

Surgery 
1 = too short (%) 
2 = about right (%) 
3 = too long (%) 

 
10(8.6) 

90(77.6) 
10(8.6) 

 
35(29.7) 
77(65.3) 

4(3.4) 

 

Discussion 

Overall, students were happier with a shortened, 42-week academic year. However, 
shortening the academic year did not change students’ perceived stress scores, 
feelings of pressure, fatigue, or anxiety. Despite differing academic year lengths 
students felt similar preparedness for work. 

FYMS at the University of Auckland are anxious, but demonstrate similar levels of 
stress, to other university students and levels in the general population. The pervasive 
nature of stress in medical school is discussed widely in the medical literature, and is 
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a common theme in reports (both anecdotal and substantive) of experiences at both a 
medical student and junior doctor level.10,11 However, the findings of this study are in 
keeping with studies suggesting that medical students experience similar stress to 
other students (e.g. law and graduate students and the general population)10 although, 
they do suffer a higher rate of psychiatric and mood related disturbances.10,12 

The transition from medical student to junior doctor has been identified as being a 
stressful period in ones training4 and was a transition facing the FYMS surveyed in 
this study. The results of this study affirm that while FYMS feel prepared to work as 
junior doctors, most feel anxious about making the transition into working life.  

Shortening the academic year length by 5 weeks did not significantly alter feelings of 
stress, anxiety, or preparedness. This suggests that sources of stress and anxiety 
amongst FYMS are less likely to be related to the course length or leave time, and 
may be more likely related to FYMS’ perceived competence and confidence in 
making the transition into the junior doctor years. Factors influencing anxiety 
amongst FYMS may include task-preparedness, appreciation of increasing role-
responsibility, as well as pre-existing tendencies to anxious traits.3,4,11,13,14  

In part, the shortening of the academic year may have helped in some of these areas, 
as parts of the course were restructured. For example, the ACLS and procedural skills 
course were undertaken prior to the medical and surgical attachments and may have 
enhanced the quality of learning. 

Perceptions around the overall year length tended to be in favour of the shortened (42 
week) course length as being ‘about right.’ While the majority of students undertaking 
the longer academic year in 2006 were happy with the overall course length, a 
significant proportion had felt the year was “a little too long”. The initiative to shorten 
the year length came about after students reported feeling stressed and fatigued, partly 
due to the short break between final examinations at the end of Year 5, and the start of 
the final year, 3 weeks later. 

There were concerns initially that shortening the academic year may increase stress 
placed on students, who had to achieve the same outcomes with reduced contact time, 
but this does not appear to have occurred. However, increased pressure and stress as a 
result of reduced contact time across the year may have been offset by the longer 
period of leave between the end of fifth year and the start of the final year that now 
occurs with the shortened course. 

Shortening the academic year did not significantly alter the perceived usefulness of 
each of the clinical attachments, except for the general medicine attachment, which 
the 2006 cohort rated more useful than the 2007 cohort (p=0.004). Attachments that 
were rated as being very useful—namely medicine, surgery, procedural skills, ACLS, 
and the elective—were either attachments that form the basis of the first postgraduate 
provisional registration year (medicine and surgery), or attachments that were 
predominantly procedurally based (ACLS, procedural skills course).  

General practice, psychiatry, obstetrics and gynaecology and paediatrics are not 
routine first-year house officer attachments, and this may have impacted on the 
perceived usefulness of these attachments by FYMS, whose learning is predominantly 
focused towards preparation for their first house officer position.5 
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Interestingly, attachment length perceptions did not significantly alter between the 
2006 cohort and the 2007 cohort for obstetrics and gynaecology and paediatrics, 
despite these two attachments being shortened by one week (one-sixth of the 
attachment) in 2007. This may be explained again by the fact that FYMS are focused 
towards preparation for their first house officer role, of which paediatrics and 
obstetrics and gynaecology are not routine rotations. 

Another attachment that was significantly shortened in 2007 was the elective—this 
was reduced from 10 weeks to 8 weeks. Despite initial resistance amongst the 2007 
cohort when the shortened elective was introduced, 79% of this cohort felt the elective 
length was ‘about right’, only 6% thought it was ‘too short’ and there was no 
significant difference in length perceptions compared to the 2006 cohort whom had 
undertaken the longer (10-week) elective. 

Over a quarter of respondents in both cohorts reported finding their obstetrics and 
gynaecology, general practice, and psychiatry attachments ‘too long.’ In contrast, over 
one-quarter of both cohorts reported finding the ACLS, procedural skills, and 
radiology courses as being ‘too short.’ We hypothesise that this may reflect the drive 
of students towards a curriculum constructed to prepare them for their first house 
officer role and away from specialty areas that do not form a core component of their 
first house officer year. 

Another possibility is that the quality of the experiences on these attachments is not 
optimal. For example, in obstetrics and gynaecology, tensions between various 
healthcare workers over access to births has been reported as affecting the quality of 
experience for medical students on these attachments.15 Similarly, low morale in 
general practice in New Zealand is reported16 and this may have flow on effects in 
terms of the learning experience of students on this attachment. 

The surgical rotation, which was shortened by 1 week down to 6 weeks in 2007, was 
perceived to be too short by a significantly higher proportion of students in 2007 
(almost one-third of the class) compared to the 2006 cohort. General surgery is a 
MCNZ Category A post and thus a routine rotation in the first JD year prior to 
achieving registration. General surgical skills contribute heavily to both the 
University and the Medical Council’s lists of indicative skills to be acquired across 
the final year of medical school and the first JD year.17,18  

A 6-week surgical rotation, comprising of 1 week of emergency medicine and 5 
weeks of general surgery (or 3 weeks of general surgery and 2 weeks of specialty 
surgery) may not provide sufficient time or opportunity for FYMS to achieve the 
necessary learning outcomes for the attachment, nor the exposure to a range of 
surgical conditions likely to be encountered in their first JD role for some students. 
Whether this is simply a perception among students, or a reality of the reduced 
attachment length, requires further investigation. 

FYMS perceptions around the usefulness and the length of clinical attachments raise 
interesting points for debate as to what a final year curricula should incorporate. 
General medicine and general surgery were rated the most useful attachments by both 
cohorts. Whether this is because these disciplines feature so heavily in the first 
postgraduate year or whether they are foundational to all medical practice, and as 
such, rate highly, is beyond the scope of this study to answer.  
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New Zealand faces a shortage of general practitioners, psychiatrists, rural 
practitioners, and pathologists. It is acknowledged that positive exposure to a vocation 
at an undergraduate level influences later career choice,19,20 and in the case of 
specialties which are held in low esteem amongst students, may help overcome 
previously held assumptions and misconceptions.21 Hence, there has been an 
argument in recent years for increased exposure within the medical course to areas 
such as general practice, especially rural general practice, and psychiatry.20 

Psychiatry and general practice attachments were not shortened—yet FYMS in this 
study did not find these attachments as useful as other rotations in their final year 
course. Again this may be because these attachments are not routine first year house 
officer rotations, and because they are designed to achieve outcome change at a 
vocational training level, rather than at PGY1.  

Conclusion 

Readiness to work, tempered with a degree of anxiety about making the transition to 
the JD role, is a feature of FYMS at the end of their medical undergraduate training. 
FYMS are happy with their decision to become doctors, and are not more stressed 
than the general population. Shortening the academic year was welcomed, but did not 
significantly alter perceived stress nor readiness to work as JDs.  

Attachments that are considered the most useful by FYMS are those that are geared 
towards preparation for the first JD role—namely general medicine, general surgery, 
ACLS, and the procedural skills course, raising interesting points for debate around 
the objectives and construct of the final year medical curriculum.  

These findings are of benefit to those designing a final year medical undergraduate 
curricula in order to meet the immediate and more long-term needs of FYMS as they 
transition into professional life. 

We acknowledge that the study has some limitations. The survey was distributed on 
the final day of the academic year, after students had been given their final grades 
indicating they had passed the year. This may have positively biased responses to 
questions on perceived stress and feelings about the course. Conversely, anxiety 
levels may have been higher at the time of surveying as FYMS started their first 
house officer positions, a known stressor, in the fortnight following when the survey 
was conducted.  

A further limitation is that students’ self reported preparedness for the Junior Doctor 
role was sought prior to them commencing the JD year and thus their responses are 
based on perceptions of what they believed was required of them for the JD year, 
rather than what they actually experienced upon commencing the JD role. 
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“Waste not, want not”: making better use of house officers 

in the Otolaryngology Department at Christchurch Hospital, 

New Zealand 

Matthew Seeley, D Scott Stevenson 

Abstract 

Aim To quantify the surgical preadmission workload for ORL house officers, to 
outline a protocol for enhancing nurse-led preadmission, and to consider the effects of 
implementing nurse-led preadmission for selected patients. 

Methods Clinical records for patients undergoing ORL procedures in February 2008 
were retrospectively audited, noting ASA score, patient age, procedure type and 
duration, and duration of hospital stay. Adults undergoing inpatient procedures were 
deemed suitable for nurse-led preadmission if they had an ASA score of 1, procedure 
length <90 minutes, and were aged less than 60 for females and 50 for males. 

Results 171 procedures were performed in February, of which 164 (96%) were 
elective procedures, on patients with a mean age of 24 years, and range 0–93 years. 
The mean procedure length was 51 minutes, with a range 2–374 minutes. 92 patients 
were assessed as ASA 1, 62 as ASA 2, and 9 as ASA 3. The ASA score was not 
recorded for 1 patient. House officers do not preadmit paediatric day cases or cases 
performed under local anaesthesia. 23 (23%) of the 99 patients preadmitted by house 
officers fulfilled all three criteria for nurse-led preadmission. 

Summary Surgical preadmission is a significant part of the workload for ORL house 
officers. Many patients who are preadmitted are well. Nurses currently preadmit 
paediatric day-case patients and we found no significant barriers to implementing 
nurse-led preadmission in a larger patient group. Patient safety is very unlikely to be 
compromised provided a strict protocol is followed for selection of appropriate 
patients. The time saving for house officers by implementing nurse-led preadmission 
is approximately 3 hours per week in our service. 

Preadmission surgical clinics allow efficient use of health resources by assessing 
patient fitness prior to surgery and having any required tests, minimising gaps on 
operating lists. Preadmission allows patients who are not fit for surgery to be 
identified and replaced. Nurse-led preadmission already occurs at Christchurch 
Hospital using a preoperative health questionnaire, for fit paediatric patients 
undergoing day-stay procedures. 

Many patients attending oto-rhino-laryngology (ORL) preadmission surgical clinics 
are well, and preadmission clinics contribute significantly to the workload of ORL 
house officers. Reducing their workload is important given the shortage of junior 
medical staff in the New Zealand health system. Identifying fit patients listed for short 
elective procedures, for whom medical preadmission is less likely to be of value, 
could increase the amount of time available for clinical apprenticeship. 
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The aim of the study is to investigate the elective surgical preadmission workload of 
ORL house officers at Christchurch Hospital and to identify a larger group of patients 
who may be suitable for nurse-led preadmission. The preadmission workload of house 
officers in New Zealand has not been studied before. 

Methods 

A retrospective audit of the records for all surgical procedures performed by the Otolaryngology 
Department at Christchurch Hospital during February 2008 was undertaken. Minor operations 
performed in the outpatient department under local anaesthesia were excluded.  

Procedure length, procedure type, and patient National Health Index (NHI) and American Society of 
Anesthesiologists (ASA) score were extracted from the Homer Patient Management System (iSoft, 
Banbury, Oxfordshire, UK). Most data was entered by theatre nurses at the time of the procedure. 
Length of stay was added at the time of discharge. ASA score was assigned by the anaesthetist at 
induction of anaesthesia. Additional data was obtained from electronic patient records held in the 
Concerto 6 Portal for physicians (Orion Health, Auckland, New Zealand) application. 

The ASA score classifies patients on the basis of physical status on a 6 category scoring system. A 
score of 1 denotes a normal healthy patient; 2, a patient with mild systemic disease; and 3, a patient 
with severe systemic disease.1 

Patients who may not require house officer assessment are those with an ASA score of 1, procedure 
duration of 90 minutes or less, who are aged less than 60 years if female, and less than 50 if male. 2 
This patient group has the lowest perioperative risk for any procedure. Christchurch Hospital 
anaesthetic policy recommends that asymptomatic patients do not require a chest radiograph or 
preoperative blood tests for procedures where minimal blood loss is expected. ECG examination is not 
required for asymptomatic females less than 60 years and males less than 50 years.2 

Results 

171 procedures were performed by 12 surgeons and trainees during February 2008. 
Of these, 7 (4.1%) were to treat patients admitted acutely. 164 patients (95.9%) 
underwent elective procedures (Table 1). 

 

Table 1. Procedures during February 2008 
 

Variables n % 

Total 171 100 

Elective 164 95.9 

Acute 7 4.1 

Elective 

ASA 1 
ASA 2 
ASA 3 
ASA not available 
Length ≤90min 
Length >90min 
Age <60yrs 
Age ≥60yrs 
Day-stay 
Inpatient 

(n=164) 
92 
62 
9 
1 

131 
33 

145 
19 
84 
80 

 
56.1 
37.8 
5.5 
0.6 

79.9 
20.1 
87.9 
12.1 
51.2 
48.8 

 

The range of elective operation times was from 2 minutes to 374 minutes (6 hours, 14 
minutes) with a mean time of 50.3 minutes. The mean age of elective patients was 
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23.7 years, with a range from 0 to 93 years. 95 (57.9%) elective patients were 
paediatric (defined as age 15 years or less) and 69 were adult patients. 84 (51.2%) of 
the elective patients had day-stay procedures. For the remaining 80 patients, the mean 
length of inpatient stay was 1.74 days. The most commonly performed elective 
procedures were myringotomy with ventilation tube insertion (49, 29.9%), 
tonsillectomy with adenoidectomy (15, 9.1%), and adenoidectomy (11, 6.7%).  

Paediatric day-stay procedures and procedures performed under local anaesthesia 
already have no house officer input in pre-admission. Excluding these groups, 99 
patients were pre-admitted by house officers during the study period. There were 23 
patients who fulfilled the criteria of having an elective procedure of less than 90 
minutes duration, aged less than 60 years for women, and 50 for men, and with an 
ASA score of 1. This represents 23.2% of the patients treated in Christchurch in 
February 2008. This data is outlined in Table 2. 

 

Table 2. Patients preadmitted by house officers (n=99) 
 

Variables n % 

ASA 1 
ASA >1 

33 
66 

33.3 
66.7 

Procedure <90min 
Procedure ≥90min 

56 
43 

56.6 
43.4 

Age <50M, <60F 
Age ≥50M, ≥60F 

64 
35 

64.6 
35.4 

Patients meeting 0 criteria 
Patients meeting 1 criterion 
Patients meeting 2 criteria 

21 
26 
29 

21.2 
26.3 
29.3 

ASA 1, <50/60 years, procedure < 90min 23 23.2 

 

Figure 1 
 

 
Note: Paediatric day-stay patients and patients undergoing local anaesthetic procedures are not 
included in the figure above. 21 patients did not meet any of the criteria (see Table 2). 
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Discussion 

This data shows that a modest proportion of the patients currently assessed by ORL 
house officers are fit, young, and attending for short procedures. These are ideal 
characteristics for nurse-led pre-admission, avoiding routine clerking and 
examination. The time freed up could allow house officers to gain more clinical 
experience in ORL. This should increase house officer job satisfaction, without 
compromising patient safety. It may also streamline the preadmission clinic, with less 
time spent waiting to see another staff member. This approach has been implemented 
in ORL departments overseas and by other specialties in New Zealand with some 
success.3–5 

Currently at pre-admission, the house officer reviews any medical conditions, 
previous surgery, alcohol and smoking history, medications, and allergies. Brief 
cardiovascular, respiratory, gastrointestinal, and ORL examination is performed. 
Investigations such as a chest radiograph, ECG, or blood tests are ordered based on 
the results of history and examination, with reference to the Canterbury District 
Health Board (CDHB) guidelines.2 This is documented on a ‘Multidisciplinary Care 
Pathway’ (C240198) pro forma, used for all adult patients having short-stay surgery. 

Other departments within CDHB have implemented nurse-led preadmission, (e.g. 
Burwood Hospital for elective orthopaedic procedures). Identification of health 
problems prior to the procedure is achieved by sending out a preoperative 
questionnaire (C17001A) (Appendix 1) at the time of booking. This questionnaire 
covers cardiovascular, respiratory, neurological, endocrine, haematologic, and 
gastrointestinal problems. It also assesses functional status, as well as asking about 
medications and allergies, and potential anaesthetic issues. Questions mirroring those 
found in the questionnaire have been validated for use in a pre-anaesthetic screening 
questionnaire.6  

If a patient has no serious health problems, he is seen in the preadmission clinic by a 
nurse specialist, with an anaesthetist available as required. Anaesthetic consent is still 
obtained by an anaesthetist, and surgical consent by the operating surgeon. If the 
questionnaire reveals more complex health problems the patient is seen in pre-
admission clinic by the anaesthetist. More than 75% of elective orthopaedic patients 
in one study were seen by a nurse with no further medical input.3  

Patient safety should not be affected by nurse-led preadmission, provided an accurate 
screening tool is in place to identify patients with complex health problems. This has 
been the experience of other elective nurse-led preadmission clinics in New Zealand.3 

The in-depth anaesthetic questionnaire (C17001A) outlined above could be adopted, 
as an indicator of ASA score, for use in assessing patient suitability for nurse-led 
preadmission. Patient age and the proposed procedure should also be taken into 
account. Surgery for head and neck malignancy, thyroid surgery, and complex 
otological surgery would be excluded on the grounds of procedure length. Examples 
of procedures that would be appropriate include tonsillectomy/adenoidectomy, 
septoplasty, and myringoplasty. A list of procedures appropriate for nurse-led 
preadmission would need to be formulated before the program was implemented. 
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In an ORL preadmission clinic in the United Kingdom, the doctor added to or altered 
preadmission nursing management in only 26% of patients, in the absence of a 
protocol for ordering preoperative investigations.4 Preoperative investigations such as 
ECG, chest radiographs, and blood tests could be ordered according to CDHB 
anaesthetic guidelines.2  

Having a strict protocol in place for ordering investigations is important from an 
economic perspective, as there is evidence that preadmission nurses tend to over 
investigate patients.5 A close working relationship between nursing and junior 
medical staff is important for efficient operation of the clinic, but if a house officer is 
still continuously available to see patients, one of the main benefits of the nurse-led 
clinic (i.e. time freed up for other tasks) is negated. Patients would still be seen by the 
surgeon. 

In reality, the most important staff members for the patient to meet are the surgeon 
and the anaesthetist. There can be a significant amount of overlap in history taking 
and examination roles performed by these staff members, nursing staff and the house 
officer. The protocol outlined focuses on adult patients, as fit paediatric patients 
undergoing day-stay surgery at Christchurch Hospital already have no assessment by 
house officers. With the addition of appropriate questions regarding developmental, 
social and immunisation history, the protocol could also be applied to paediatric 
patients. This arrangement is consistent with protocols from ORL nurse-led pre-
admission clinics in the UK.5 

At a time when junior staff shortages are prevalent, increasing job satisfaction among 
junior staff should be a priority for hospitals in New Zealand. The nurse-led 
preadmission process has been shown to increase house officer job satisfaction and 
manage reduced house officer availability in a New Zealand study.3 There is evidence 
that a nurse-led preadmission clinic may also improve patient satisfaction.7 

The reduction in working hours for junior staff during the past two decades has led to 
‘service’ roles taking precedence over ‘training’, particularly in high-volume 
outpatient specialties like ORL.8 A nurse-led preadmission process has been shown to 
increase the opportunities for junior medical staff to attend theatre and other 
educational opportunities, and work more closely with consultants.3 

Based on the demographics of patients treated in February 2008, the estimated time 
saving to house officers by implementing nurse-led preadmission would be 
approximately 3 hours per week (based on a 30-minute preadmission duration). This 
is a modest time saving, but it would enable attendance at a further clinic or operating 
list each week.  

In conclusion, there do not appear to be significant barriers to broadening the scope of 
nurse-led elective ORL preadmission clinics in Christchurch from paediatric day-stay 
procedures, and procedures under local anaesthetic, to all low risk patients, as 
outlined above. Existing anaesthetic and ORL documentation could be adopted for 
use by nursing staff without requiring significant alteration. There are a number of 
administrative issues that need to be addressed prior to implementation. Nurse-led 
preadmission is unlikely to pose a risk to patient safety, provided an appropriate 
patient screening process takes place.  
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Finally, a change in practice will allow more efficient use of house officers’ time, 
which is vital given current junior medical staff shortages in New Zealand. 
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Characteristics of University of Auckland medical students 

intending to work in the regional/rural setting 

Thomas Pasley, Phillippa Poole  

Abstract  

Aims To assess the level of interest in regional/rural (RR) practice in final year 
Auckland medical students and to investigate the demographic characteristics and 
speciality intentions of these students.  

Methods A questionnaire was distributed to all graduating students from The 
University of Auckland’s School of Medicine (SOM) in 2006 and 2007. Students 
intending to work in a RR setting had their demographic data and intended specialty 
compared with students intending to work in the city.  

Results There were 186 respondents, with a response rate of 71%. Of this cohort, 
58% stated an intention to work in a city, 15% in an RR setting, and 27% were 
undecided. RR-destined students were more likely to be Māori and less likely to be 
Asian then their city-destined counterparts. RR students were more likely to have 
strong interests in general practice than students intending to work in the city. 

Conclusion Prior to the introduction of a specific rural selection pathway, Auckland 
medical students have shown a similar level of interest in RR medicine when 
compared to previous studies. However the proportion of students interested in RR 
health is significantly below the current proportion of people living in RR areas. The 
large proportion of students undecided on career setting at graduation suggests there 
may be room to increase the proportion further through formative early postgraduate 
experiences, or other incentives.  

There is a significant shortage of doctors in regional and rural areas around the world 
and this is particularly evident in New Zealand (NZ). Currently in NZ there is a 
particular shortage of rural general practitioners (GPs) and in this sector an ongoing 
loss of doctors exists. This exodus is evidenced by a recent workforce survey, which 
showed that 34% of rural GPs were intending to leave their rural practice within 5 
years.1 
Currently, 38 rural GPs in NZ are working with doctor/patient ratios of over 1:2000, 
which is above the ‘alert’ level set by the Ministry of Health.2 It is also expected that 
with the aging rural population and the feminisation of the medical workforce, a 
significantly larger number of doctors will be needed to replace the full-time (mainly 
male) doctors that are leaving rural practice. In NZ, female doctors work, on average, 
8 hours fewer per week than their male counterparts.3  

At present only 43% of rural GPs are NZ trained1 emphasising the strong reliance on 
overseas-trained doctors and the lack of NZ graduates choosing rural medicine. As 
global medical workforce shortages increase, it is difficult to see this situation 
improving in the absence of targeted action.  
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There are limited data on the number of specialists working in rural hospitals but 
Nixon et al4 stated that of the 120 doctors working in rural hospitals around NZ, 
almost all were either general practitioners or Medical Officers of Special Scale 
(MOSSs—experienced doctors who are not members of a specialist college),with 
only a very small number being surgeons, physicians, or emergency medicine 
physicians. Regional base hospitals are also particularly vulnerable to staffing 
changes and workforce shortages.  

To address the shortage of rural doctors, the NZ Ministry of Health recommended 
changes in their Primary Health Care Strategy,2 including:  

• Providing training places for students of rural origin, on the grounds they are 
more likely to return to rural areas;  

• Encouraging the Schools of Medicine to move core curricula into rural 
practices.  

Medical schools around the world have tried to tackle the rural workforce shortage by 
introducing rural-orientated curricula including rural attachments, and/or admitting 
students from a rural background. In 2000, the University of Otago’s Dunedin School 
of Medicine introduced a 7-week rural placement for their 5th year students. In the 
same year, the University of Auckland Medical School introduced a rural attachment 
in each of Year 4 and Year 6 of their general practice rotations.  

In 2004, the Rural Origin Medical Preferential Entry (ROMPE) scheme was 
introduced. This scheme allocated 20 undergraduate places to each of the two medical 
schools, Auckland and Otago, for students who meet one of three criteria: 

• Have undertaken their pre-secondary education whilst living in a rural area; 

• Have spent at least 3 years at a secondary school in a rural area; 

• Any other applicant who considers they may be eligible. 

For the purposes of the ROMPE programme, ‘rural’ includes towns with populations 
of less then 20,000. Statistics New Zealand defines a city as an urban centre of a 
region where the population exceeds 50,000.5  

We planned a study with the aim of identifying a group of graduating Auckland 
medical students interested in working in RR settings. We evaluated the 
characteristics of this group and compared them with graduating medical students 
who were intending to work in a city.  

Methods  

Graduating medical students were invited to take part in the FMHS Tracking Health Professional 
Students and Graduates Project. This is a longitudinal investigation of the characteristics and career 
patterns of students studying to become health professionals through the MBChB, BNurs, BPharm, and 
BHSc programmes at The University of Auckland.  

The Tracking Project will continue to survey participants at 2, 5, 12, and 20 years post graduation. The 
aim of the project is to evaluate the effect of curriculum and selection policies on the shape of the 
future health workforce in New Zealand.  

Ethics approval was granted by the University Of Auckland’s Human Subjects Ethics Committee.  

This study involved data from the exit questionnaires from the classes of 2006 and 2007 with this being 
collected around the time of completion of the final year of the programme. Questions were focused on 
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career intentions, factors influencing career choice and intended region of practice following 
graduation. Students were asked whether they intended to practice in either a ‘city’ or ‘regional/rural’ 
community. Students who were ‘undecided’ were not included in the analysis. The questionnaire also 
asked about a student’s ethnicity, relationship status and if they had dependent children. The 
characteristics of students intending to work in RR areas were compared to those wanting to work in a 
city setting. As the first students entering under the ROMPE scheme will complete their final year at 
the end of 2009, they were not yet eligible for the study. 

Every student involved in the survey was given a unique number, with analysis being conducted 
blinded to student identity. Data were entered into a Microsoft Excel spreadsheet and p values were 
calculated using the Chi squared test or Fisher’s exact test. Data was recorded as a percentage to the 
nearest significant figure. 

Results  

The response rate was 88% (n=115) in the 2006 exit survey and 53% (n=71) in the 
2007 exit survey. The overall response rate was 71% (n=186).  

Long-term intentions—Overall, 58% (n=108) of graduating students (2006/2007) 
indicated an intention to work in a city, 15% (n=27) wanted to work in a RR setting 
and 27% (n=51) were undecided (Figure 1).  

 

Figure 1. Intended career setting of graduating students 2006/2007 (n=186) 
 

 

 

The majority (55%) of all graduating students intend to work in the greater Auckland 
region for their first postgraduate year (Table 1).  
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Table 1. Destination of graduating students 2006/2007 
 

Location All students % (n=186) 

Northland 
Auckland 
Waikato 
Bay of Plenty 
Gisborne 
Taranaki 
Hawke’s Bay 
Manawatu/Wanganui 
Wellington/Hutt/Wairarapa 
Tasman 
Nelson 
Marlborough 
Canterbury 
Otago 
Southland 
Westland 
Australia 
Other overseas 

4 
55 
10 
8 
1 
2 
4 
3 
2 
0 
1 
3 
1 
1 
1 
0 
4 
1 

 

Gender—59% (n=16) of respondents intending to work in RR setting were female 
and 41% (n=11) were male. There was no significant difference between the gender 
make up of RR group compared with those intending to work in the city (p=0.5).  

Ethnicity—Participants were given five choices for reporting ethnicity: European, 
Māori, Asian, Pacific Island, and Other. Ethnicity was recorded by 26 of the 27 
respondents intending to work in a RR setting and by 92 of the 108 respondents 
intending to work in a city (Table 1).  

There was a significant difference (p = 0.02) between the numbers of Asian students 
wanting to work in a city (n=47) compared with a RR environment (n=5). There was 
also a significant difference (p < 0.05) between numbers of Māori students who 
wanted to work in the city (n=2) versus those intended to work rurally (n=6). There 
were no significant differences among the other three ethnic groups (p=0.5).  

Dependent children/relationships—Only small numbers of graduating students had 
children. Five of those intending to work in the RR setting had dependent children 
compared with three of students intending to work in the city (Fisher’s exact test, 
p=0.10). Of the 27 students intending to work in a RR setting, 40% (n=11) were 
married or in a de-facto relationship compared to 20% (n=22) of students intending to 
go to a city (p=0.12). 
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Figure 2. Ethnicity (RR intentions versus city intentions) 
 

 

 

Career intentions—From a list of 18 careers, participants were asked to state 
whether they had ‘strong interest’, ‘some interest’, or ‘no interest’ in each career.  

Those intending to practise in RR settings were significantly more likely to have 
strong interest in general practice (p<0.05) when compared to students intending to 
work in the city. While not significant, RR students also tended to show increase 
interest in paediatrics and obstetrics and gynaecology (O&G) and decreased interest 
in specialty and general surgery (Figure 3). None of those interested in a RR setting 
expressed a strong interest in pathology or radiology. Only one RR student expressed 
an interest in psychiatry.  

Factors influencing career choice—Participants rated eight factors as to whether 
they had a ‘significantly positive effect’, ‘little/no effect’, or ‘significantly no effect’ 
on their career choice. There was no significant difference between the RR and the 
city-intending groups as to how students rated these factors. Overall, the most 
significantly positive factors for all students were clinical attachments (rated by 97%) 
and medical role models (89%) (Table 2).  
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Figure 3. Careers in which graduating students have strong interest (n=186) 
 

 

 

Table 2. Factors affecting career choice (n=186) 
 

Factor affecting career choice Significant positive 

effect (%) 

Little/no effect 

(%) 

Significant negative 

effect (%) 

Positive experience of clinical attachment & 
location 

97 3 0 

Positive role model 89 11 0 

Flexibility of specialty 82 17 1 

Positive experience of attachment/teaching 67 33 0 

Area of need in health care 43 53 4 

Remuneration available 30 65 5 

Friend/family in area 17 77 6 

Extent of student debt  10 77 13 

 

Discussion 

This is the first study from The University of Auckland School of Medicine 
specifically looking at the proportion of students intending to work in the RR 
community, their demographic characteristics, and their specialty intentions. The 
study does not include ROMPE students, who will not be graduating until the end of 
2009, nor does it include the 20 Auckland students who have undertaken the Year 5 
Pūkawakawa regional/rural immersion scheme in Northland, introduced in 2008. 
Consequently, this study will serve as a baseline to evaluate any additional effects of 
these new initiatives. 

A study from the Christchurch School of Medicine found that only 1% of students 
were definitely intending to practice rurally, while another 10% were likely to.6 A 
survey of just under 2000 medical students in Canada (which has a higher proportion 
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of people living rurally) found that 11% of students intend working in the rural 
community.7  

All of the students in the survey will have completed at least two rural GP placements 
and a significant number will have had hospital attachments in North lsland cities and 
towns outside the greater Auckland metropolitan area. The investigators did not know 
who the subjects were, hence it was impossible to use other information to investigate 
the extent to which a rural upbringing might have led to a stated intention to work in a 
RR setting.  

As the majority of respondents indicated that clinical attachments and role models 
have significantly positive effects on future career choice, it could be argued that 
curriculum policies in place during the early 2000s had a positive effect, even in the 
absence of specific selection policies aimed at rural students. By providing all 
students with rural experiences, they are given the opportunity to make an informed 
decision about rural practice as a career. This assumption will be able to be tested 
once paired data from students completing questionnaires at entry and exit from the 
programme is available; that is, after 2010. The entry surveys include questions on 
student background and entry pathway.  

Another NZ study has confirmed the benefits of rural health experiences. Williamson 
et al8 found that participating in a rural attachment had a ‘strongly positive’ effect on 
the attitudes of students towards a career in rural general practice.  

A systematic review of 12 studies9 showed that the likelihood of working rurally is 
around twice as much in doctors coming from a rural background then an urban one. 
Rural background students are relatively under-represented in medical schools.10 As a 
way of addressing this shortfall in NZ, the ROMPE admission programme was 
devised and successfully introduced into both medical schools in 2005. Long-term 
tracking will be necessary to ensure it meets its stated aim of increasing the number of 
rural practitioners. A secondary aim of the ROMPE scheme was to increase the 
numbers of students considering psychiatry as a career, however there is little 
evidence as to how this might be achieved. It is concerning that only one of the 
students interested in RR practice reported a significant interest in this discipline.  

Recruitment of female doctors to the rural environment is not a problem unique to 
NZ; countries such as the United States and Australia are experiencing shortages of 
rural female doctors.11,12 Approximately 30% of NZ’s rural GPs are female. This 
study found that the percentage of female students intending to work in a rural 
community (59%) was similar to the proportion of females in the classes as a whole 
(62%). This increasing female interest in rural medicine has been mirrored in a recent 
survey of NZ’s rural workforce, which showed an increasing proportion of females 
entering rural medicine.1  

An increasing proportion of rural doctors being female may help alleviate problems 
with access to healthcare for the rural female population; however this potentially has 
a negative impact on the workforce with female doctors being more likely to work 
fewer days and hours than their male counterparts.3,13 

Māori in New Zealand have lower life expectancies on average than non Māori.14 
Additionally, Malcolm15 found that Māori rates of GP utilisation are significantly 
lower then the rest of NZ suggesting that geographical and cultural issues were 
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significant barriers to access. These issues might be addressed with an increase in 
rural Māori GPs—at this stage, Māori make up 16% of the total rural population,16 yet 
only 3% of rural doctors.1  

Even though numbers are small, the percentage of graduating Māori students 
interested in RR practice is significantly higher than the number of Māori students 
interested in working in a city setting, although is not possible to determine the 
reasons for this difference. It will be particularly important to track these graduates 
through the next few years to determine final location of practice.  

In this study, 7% of students identified themselves as Māori; well above the current 
proportion of Māori doctors in NZ (2.5 %).17 While this appears encouraging, unless 
there is a significant jump in the numbers of young Māori with both the passion and 
educational preparation for medical study, the proportion of doctors that is Māori will 
never approximate the current population percentage (15%). A necessary corollary 
will be a decrease in NZ’s heavy reliance on overseas trained doctors to reduce the 
denominator.  

One the other hand, a low proportion of Asian students expressed intentions to work 
rurally. This is consistent with The Rural Workforce Survey of 2005 which showed 
low numbers of Asian doctors in NZ rural practice.1 A rural health tracking survey 
from Australia also found that medical students of Asian descent are more likely to 
want to work in a city and less likely to want to work rurally then any other 
ethnicity.18  

In 2008, Asian students comprised 35% of the Auckland medical student population 
(P Poole, personal communication, 2009). It is a relatively urgent task to investigate 
these observations further so that strategies may be devised to encourage a wider 
geographical scope of practice in this group.  

The major limitation of this study is that it can only assess graduating students’ 
intentions. In the near future, paired comparisons will be able to be made between 
entry intentions and exit intentions, and also with longer term Medical Council of 
New Zealand data on eventual location and vocational scope of practice. Not all of the 
students who state an intention to work in RR environment will actually end up there. 
On the other hand, there is the potential that at least some of the 47 students 
undecided on where they will work, will also end up working in RR practice.  

In the University of Auckland School of Medicine there is a focus on growing the 
‘regional/rural’ medical workforce rather than on ‘rural’ alone as regional hospitals 
also need a steady supply of New Zealand graduates. The survey relied on the 
students’ own interpretations of ‘city’ and ‘regional/rural’ - no definitions were used. 
While this may be regarded as a limitation, it could be argued that as all Auckland 
students are exposed to rural general practice and many to regional hospitals during 
their medical training, they might have a good working understanding of these 
categories.  

Most who indicated a ‘city’ preference will be working in Auckland in PGY1, 
suggesting that students in the study linked ‘city’ with metropolitan or major centre. 
By default, any thing outside this would be ‘regional/rural’. Therefore while our 
results are similar when compared to previous studies, the 15% of students intending 
to work in the RR setting is below the current proportion of people living in RR areas.  
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In future surveys, definitions will be more clearly defined and examples given. This is 
being largely driven by a need to standardise definitions with those being used in an 
Australasia-wide tracking project (details available from 
http://www.medicaldeans.org.au/msod.html) with similar goals. 

Another limitation of this study is the lower response rate for the 2007 exit survey 
which occurred for administrative reasons. Despite this oversight, the overall response 
was 71%. The 2007 findings were very similar to the 2006 findings; as there had been 
no recent major changes in selection or curriculum we felt that data from these years 
could reasonably be combined. There is the possibility of both Type 1 and Type 2 
errors because of the small numbers in some categories, however the power to draw 
accurate conclusions will increase as data from more cohorts are included. A range of 
interventions will be employed in order to increase the overall response rates in 2008.  

There was internal consistency in the responses given in this study - the majority of 
graduating students intending to work in RR setting are interested in general practice 
with this proportion higher than their ‘city’ intending colleagues. Reassuringly the 
proportions interested in general surgery and general medicine were similar between 
the two groups.  

Prior to the introduction of a specific rural origin selection scheme, graduating 
University of Auckland medical students show a comparable level of interest in RR 
practice when compared to similar studies. However the proportion of students 
interested in working in a RR setting is still below the population percentage living in 
RR areas.  

New rural schemes (ROMPE and Pūkawakawa) have been introduced to increase 
interest in regional/rural health and this study provides a baseline for ongoing 
evaluation of these programmes. The relatively large proportion of students undecided 
on career setting at graduation suggests there may be room to increase the proportion 
through formative early postgraduate experiences, or other incentives. Medical 
students rate positive experiences on clinical attachments and role models as 
important factors in future career choice. There is no reason to think this would be any 
different for junior doctors if more rural attachments were to become available.  

Effective educational supervision away from traditional tertiary teaching hospitals 
places further demands on a workforce that is already under threat. It is also relatively 
expensive. Care needs to be taken to ensure that RR placements are used optimally, 
and learners and supervisors are well-supported by the various stakeholders in 
medical student and junior doctor training.  

The effects of the introduction of the ROMPE scheme and the Northland 
regional/rural programme on RR intentions will be able to be quantified in the next 
few years. The aim of these programmes will be to increase interest in RR health in an 
attempt to address the shortages that currently exist. Long-term data from tracking 
projects will help to unravel the complex interplay of curriculum and selection 
policies in order to better inform educators interested in providing the requisite range 
of doctors for New Zealand’s health needs. 
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Abstract 

This article describes recent changes to years 2 and 3 of undergraduate medical 
education at the University of Otago, now termed ‘Early Learning in Medicine’. 
These changes focus on learning that is contextually relevant, student centred, 
horizontally and vertically integrated, and community based. Three new programmes 
have been introduced to the course; Integrated Cases, Clinical Skills, and Healthcare 
in the Community. Innovative teaching and learning activities have been implemented 
to prepare students for a greater level of interaction with patients, carers, health 
professionals, and community organisations. This curriculum also aims to increase the 
relevance of their theoretical learning within and across years, and foster an early 
appreciation of professional responsibilities. Challenges to facilitating this direction 
are described and framed by an evolutionary approach that builds upon the strong 
features of the previous course. 

The Medical School of the University of Otago was established in 1874, is proud of 
the reputation of its medical graduates, and is committed to evolutionary curriculum 
critique and development.  

The learning for undergraduates is framed by a number of broad outcomes related to 
personal and professional practice as well as interactive skills (doctor and patient) and 
competence in medical disciplines (knowledge of medical and clinical sciences).1 The 
Faculty provides educational programmes and opportunities which allow students to 
meet these outcomes and in so doing will prepare graduates to meet the diverse health 
needs of New Zealanders.  

There has been wide spread international reform in medical undergraduate education. 
This article describes recent changes in 2008 to the early years of undergraduate 
medical education at the University of Otago; Years 2 and 3 are now termed ‘Early 
Learning in Medicine’.  

Otago has retained the best of the current course whilst being innovative in others 
areas. The revised course details are provided, then the educational rationale for 
changes are outlined. These include the importance of learning that is contextually 
relevant, student centred, horizontally integrated, and community based.  

Students now start to acquire clinical skills in their first year and have more frequent 
patient contact, some in community settings. In addition to the existing Module 
programme where students engage with traditional subjects such as physiology and 
anatomy, the course now includes three new programmes; Integrated Cases, Clinical 
Skills, and Healthcare in the Community.  
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There have been a number of pressures for change, the first being changes in 
healthcare delivery in the past few decades. There are fewer patients accessible to 
students within the traditional tertiary teaching environment. Patients spend shorter 
time in hospital with an increasing role of community care coordinated by general 
practitioners with specialist follow-up as required. Furthermore, a strong primary 
health care system is central to improving the health of New Zealanders;2 this 
changing emphasis should be reflected in the education of future doctors. 

Secondly, there has been an unprecedented increase in medical information that 
informs current clinical practice. Traditional programmes of undergraduate medical 
education struggle with the effective delivery of such volumes of material. The new 
student-centred approach to learning provides both a structure for the assimilation of 
new information and a context within which students can identify relevant, 
scientifically informed research.  

Thirdly, students have also identified a need for change; suggestions being earlier 
clinical skills, more patient contact, and more clinical relevance to biomedical 
science.3 A typical comment on the old curriculum is as follows: 

…Still too much emphasis on gaining knowledge (in the preclinical years) that has no 
relevance in the day-to-day practice of clinical medicine. It just serves to distance students 
from the reality of patient care and clutter our minds with unnecessary information. The 
course needs to be patient orientated from the beginning, and certainly needs to have a greater 
focus on the development of real, practical clinical skills. 

The need for curricular change along these lines was mooted and planned for in the 
late 1990s through to 2004, but political and funding issues resulted in the proposed 
‘New Pathway Curriculum’ being cancelled in 2004 shortly before implementation. 
However, following Australian Medical Council (AMC) recommendations at the 
same time and with improved funding from the Tertiary Education Commission, the 
Faculty of Medicine re-initiated reappraisal of curricular directions in 2005.  

The introduction of a new course in 2007 for Health Science First Year (HSFY) was 
also a driver and temporal focus for a revised course. HSFY is the common 
undergraduate entry point to all health professional courses at Otago (medicine, 
dentistry, physiotherapy, pharmacy, and laboratory science). After HSFY, all students 
admitted to medicine in Year 2 begin the Early Learning in Medicine curriculum in 
Dunedin, then attend one of three campuses for the Advanced Learning in Medicine 
curriculum (Years 4–6) in Christchurch, Wellington, and Dunedin.  

248 students started the revised Year 2 curriculum in 2008; this article describes the 
course changes in more detail, and then outlines the background educational rationale. 
We believe the revised curriculum will provide a stimulating educational platform for 
our undergraduates which will serve them well in the constantly evolving world of 
medical practice.  

The revised ‘Early Learning in Medicine’ curriculum 

The previous curriculum (1997–2007) comprised three main programmes: the Module 
Programme (biomedical science and body systems): Systems Integration (SI; clinical 
case or scenario learning); and Patient, Doctor, and Society (PDS; population health, 
psychological/social dimensions of illness, doctor-patient issues). The Module 
Programme for the biomedical sciences has now been revised, SI and PDS are 
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combined into the Integrated Case Programme, and two new modules have been 
established: Clinical Skills and Healthcare in the Community.  

Table 1 provides an overview, then the main programmes are described in more 
detail.  

 

Table 1: Summary of major structural changes 
 

Components Previous course (1997–2007) Revised course (from 2008) 

Tutorial group size 12–16 students per small group 10 students per small group 

Integrated cases 

(Case based learning) 
PDS tutorials and Systems Integration (17 
cases) 
Total case weeks: 17 

One case every two weeks, with two tutorials 
plus independent learning, 27 cases 
Total case weeks: 54 

Clinical skills 

 
Limited exposure often laboratory based, 
patchy, and lacking coherence. No patient 
contact, other than in ECC. 

2 hours per week, systematic learning 
focusing on history taking, examination and 
communication skills, problem formulation. 
Early patient contact. 
Total hours: 120 

Healthcare in the 

community 
(community-based 
learning) 

Early Community Contact (ECC): One 
week immersion courses in Years 2 and 3, 
but limited patient/community contact. 
Total hours: 80 

2 hours per week plus retention of ECC 3 
immersion week, increased patient/community 
contact 
Total hours: 160 

Revised module 

programme 

(Body system and 
vertical subject learning) 

Concurrent modules, not usually linked to 
SI. Vertical modules poorly defined. 

Sequential modules with embedded relevant 
cases and linked to clinical skills training. 
Vertical modules well defined and 
represented. 

Independent study time Average of 13 hours per week Increased to 16 hours per week 

 

The integrated case programme 

The Integrated Case Programme is the backbone of the Early Learning in Medicine 
curriculum; there are 27 cases over Years 2 and 3 with widely varying student tasks. 
Contextual and integrated learning are combined within small group work (10 
students per group). The use of clinical cases facilitates the attainment of basic 
science principles whilst demonstrating and enhancing clinical relevance.4  

Students work on a clinical case or health scenario for a two week period. This is 
often initiated by a volunteer patient with a particular condition talking to the whole 
class about their personal health experiences of arthritis, angina, HIV, and so on. The 
clinical scenario is reviewed in the initial two hour tutorial, then students complete 
tasks to further their understanding of the health issue, drawing on previous medical 
science and clinical learning.  

Students then have tasks to complete in their independent study time. The second 
week tutorial allows them to share their independent learning and to apply their 
accumulated learning from the scenario to more advanced tasks. 

In Year 3, independent learning will become more self-directed, whereby the students 
also identify what they need to learn. This will be a further step in the students’ 
learning evolution. 
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Important central concepts such as the ‘patient-as-person’ as the central focus of 
medical care5 are reinforced with clinical scenarios that include the management of 
the patient’s problems as well as the doctor’s diagnoses. In the case involving 
polyarthritis, for example, students listen to a woman’s experiences of coming to 
terms with her diagnosis and her acceptance of future limitations to her sporting 
career.  

In the first case tutorial they address the scientific issues of a systemic inflammatory 
disease, and later discuss the psychology and pharmacology of pain management. 
Alongside in the clinical skills course, students are practising basic history taking and 
examination relevant to the musculoskeletal system; they also meet with volunteer 
patients to learn about the illness experience of arthritis within the Healthcare in the 
Community programme. 

Clinical skills  

The clinical skills programme is a major addition to the Early Learning in Medicine 
curriculum. Every week students spend 2 hours learning basic clinical skills in the 
new purpose-built Hunter Centre. Clinical skills are learned using peers5 as well as 
volunteer and simulated patients (actors). The intention is to prepare students for their 
transition to the clinical environment; by the end of Year 3 they will able to take a 
medical history, carry out a complete physical examination, carry out bedside 
procedures, and formulate a basic patient management plan.  

Communication skills are included in the clinical skills programme, building on the 
previous course run by the Department of Psychological Medicine. Consistent with 
the majority of medical schools in the UK,7 the new course is based on the Calgary 
Cambridge model of medical interviewing which combines both content and process 
within each consultation, leading to improved awareness of consulting skills and 
responses to communication problems.8  

Healthcare in the community  

Community-based learning and awareness were an important part of the previous 
programme (Early Community Contact) with two dedicated immersion weeks in 
Years 2 and 3, some within a Māori setting.9 However, this model lacked continuity 
of exposure or links back to the rest of the course.  

The new Healthcare in the Community module develops community contact further 
and widens its scope; students are allocated at least 2 hours per week over 2 years. 
The immersion week in a community setting is retained with the focus being on rapid 
participatory appraisal of community health needs in small towns throughout New 
Zealand.10 

The Faculty of Medicine has promoted the development of a volunteer patient base 
termed ‘The Friends of the Medical School’. Up to 900 volunteer patients, carers, and 
volunteers with a disability are being recruited within the Dunedin area for students to 
interview and sometimes perform limited clinical examinations.  

Students in this programme are expected to function as ‘student-doctors’; they work 
independently to interview patients, carers, community agencies, people with 
disabilities, and other health professionals, and work as care-givers themselves in 
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community hospitals and rest homes.11 These activities increase the relevance of their 
otherwise theoretical learning; such interactions and experiences of health 
professional work can foster an early appreciation of professional responsibilities and 
challenges.12–14 

The module programme 

The previous programme was structured almost exclusively on various body systems. 
However, several modules were often present in any week of learning which gave 
students the impression of a congested and fragmented course. The revised module 
programme now contains body system modules configured as sequential blocks of 
learning for 4–6 weeks. In addition, there are several vertically integrated modules 
throughout Years 2/3. These include pathology, infection and immunity, blood, 
professional development, Hauora Māori, and others. Learning within these modules 
is supported by, and linked to, the associated clinical cases during that period of time 
to achieve greater horizontal integration within modules.  

The lecture is still an important aspect of teaching,15 used to clarify difficult concepts, 
introduce material not contained in the literature, and/or direct the students in their 
independent and small group work. Didactic spoon feeding has been reduced, raising 
the expectation of the students to be prepared, thinking adults. Laboratory based work 
remains a key practical element of the module course. Years 2/3 build on some of the 
independent learning skills acquired in the revised HSFY course.  

Assessment and evaluation  

It is often stated that assessment drives learning; it is perhaps the most important 
aspect of the educational process.16 The assessment programme has been reconsidered 
in light of the changes to the course. In the past, Years 2/3 paper-based examinations 
were driven by clinical scenarios with the application of basic sciences, and this is 
retained. Students also sit regular multiple choice tests related to current topics, write 
essays about their learning in community settings, and are tested on their acquisition 
of clinical skills through Objective Structured Clinical Examinations (OSCEs).  

The expectations and experiences of the new students and their tutors and the 
challenges in delivering this revised course will be evaluated regularly using focus 
groups, discussion with student educational representatives, and web based survey 
tools. Initial feedback (May 2008) has been positive.  

Trends in medical education 

Recent international educational research has indicated a number of trends in 
undergraduate medical education.17 While some of these approaches have already 
been implemented within the Otago curriculum there are still areas requiring 
evolutionary improvement. Four key areas will be described briefly. 

Student-centred and active learning  

To enhance cognitive gains learning should be an ‘active’ rather than passive 
process;18,19 student-centred learning allows the learner to take more responsibility for 
learning rather than being directed by a teacher. It also mirrors more closely the need 
for the independent work required in clinical settings. These goals can be achieved 
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through enhanced small group work, prescribed independent learning, and ultimately 
self-directed study modules. Independent work encourages students to learn to seek 
answers to set tasks and/or problems whilst self-directed learning requires students to 
start asking themselves what they need to learn.  

Small group learning is a method that is student-centred and active.20 Benefits 
include: greater cognitive gains; deeper understanding of material; development of 
interpersonal and team working skills; problem solving; and awareness of differing 
views and attitudes.21 

By its nature, independent learning is both active and learner centred. While medical 
knowledge is always expanding and changing, the ability to extract relevant 
information and to understand and apply it is a generic skill that is more valuable in 
the long term than the ability to recall facts for a moment in time.  

Early introduction of clinical skills and patient contact 

‘Early patient contact’ refers to students interviewing and examining patients in their 
first 2 years of training; there has been a significant shift in perception in the last few 
decades that this idea is both feasible and desirable.22 Early exposure to patients and 
clinical practice may encourage a more intrinsic motivation to learn, compared to 
extrinsic motivation fuelled only by external examinations.23 Early patient contact 
facilitates more appropriate attitudes towards future practice, and improves the 
undergraduate educational experience24 (Box 1). 

 

Box 1. Summary of educational benefits of early patient contact  
 

Early clinical experience ‘fostered self awareness and empathic attitudes towards ill 
people, boosted students’ confidence, motivated them, gave them satisfaction, and 
helped them develop a professional identity. By helping develop interpersonal skills, 
it made entering clerkships a less stressful experience. Early experience helped 
students learn about professional roles and responsibilities, healthcare systems, and 
health needs of a population. It made biomedical, behavioural, and social sciences 
more relevant and easier to learn. It motivated and rewarded teachers and patients 
and enriched curricula. In some countries, junior students provided preventive health 
care directly to underserved populations.’24 

 

The traditional pre-clinical/clinical divide has caused anxiety for students. Students 
move from a theoretical-, lecture-, and laboratory-based environment to the complex 
clinical setting; many suffer anxiety based on the abrupt changes to their learning 
environment.25  

Earlier acquisition of clinical skills and cognisance of the complexity of the clinical 
environment may ease this transition; students also need to have a legitimate service 
role to feel more valued within the clinical environment. Furthermore, the 
combination of early acquisition of clinical skills and community learning can 
facilitate a better appreciation of the role of the health professional and professional 
behaviour.12,13,22,24 
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Community-based learning  

Learning about community-based healthcare is important; the majority of healthcare 
interactions now occur within community settings, which is also where the majority 
of graduates will practice. The opportunity for students to listen and talk with elderly 
patients in the community may be synergistic with later training.23  

The Australian experience of undergraduate learning in rural settings has also been 
informative; outcomes include better synergy between the university and local health 
services, student perception of being more valued by supervising doctors and their 
patients, and ‘opportunities for students to learn how professional expectations can 
mesh with their own personal values.’12 

Contextually relevant and integrated learning 

The psychology literature supports the relationship between learning material in 
context and the ability to recall information in an aligned contextual setting.26 In other 
words, students can achieve greater recall of basic sciences if this is linked with a 
particular patient at the time (contextual anchoring). The concern leveled by clinicians 
regarding lack of basic science acquisition may have more to do with retention and 
recall of learning rather than with lack of teaching. 

Grundy described two main types of integration in medical education: horizontal and 
vertical.27 Horizontal integration is the linking of various disciplines despite teaching 
at different periods of time (e.g. anatomy to physiology to surface anatomy), while 
vertical integration refers to linkages across different years of a course or 
programme.28  

Challenges to implementing changes in years 2 and 3 

The changes proposed for the first 2 years of the MBChB curriculum have not been 
without their challenges; some of these are listed below.  

Teaching versus research—Within the University setting there is emphasis on 
research, driven more recently by performance-based research funding. Anecdotal 
data suggests that university staff are feeling increasingly pressured to increase their 
research outputs. A symbiotic relationship needs to be re-established to avoid 
education being perceived as an extra burden on clinicians and researchers.  

The Faculty of Medicine has responded by implementing new appointments that 
focus predominantly on education. These include programme conveners to design and 
develop each of the new programmes, teaching fellows, and administrative support. 
This has had a positive effect by reducing the burden on existing staff to put time 
aside for curriculum design.  

Departmental structure—Traditionally, many undergraduate medical curricula have 
been structured around disease-centred teaching based on departmental interests. 
Students are exposed to widely differing approaches in clinical practice; integration of 
learning between various clinical rotations has been problematic.  

Given current clinical pressures, releasing clinicians for Year 2/3 teaching has been 
difficult. The Faculty of Medicine has responded by consolidating more funding 
within Faculty for the revised course, particularly funding of tutors. This will 
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represent a partial move away from departmental bulk-funding. Furthermore, it is 
hoped that better vertical integration will be achieved by involving Year 4–6 
clinicians in the planning of cases with the Year 2/3 biomedical scientists. 

Geographical constraints—The Dunedin area hosts a large medical school with up 
to 250 entrants per year. This requires creative solutions if Year 2/3 students are to 
interview and examine a wide variety of volunteer patients. This is partially achieved 
through volunteers from the ‘Friends of the Medical School’. Furthermore there are 
ongoing challenges in the coordination of the Years 4–6 programmes, being spread 
across three widely separated centres. Faculty is responding to these geographical 
challenges by promoting inter-school meetings and communal inter-school learning 
opportunities for Years 4 and 5.  

Resistance to change—Compared to the ‘green field’ approach in developing brand 
new medical schools,29 it is more difficult to achieve curricular change within 
established institutions. Such change is inherently slow;30 staff are not always aware 
of research identifying educational innovation and/or progress, and generally it is 
easier to continue with the status quo than revise the overall structure and/or 
individual courses. While, anecdotally, the graduates from Otago are commended and 
sought after in other countries, it does not mean that better methods of education 
cannot be found.  

The Faculty of Medicine has initiated a programme of regular review of the 
undergraduate programmes to ensure there is periodic updating and improvement of 
the curriculum. The focus is evolution rather than revolution; this should help avoid 
the disruption associated with major curricular change. 

Attention to change management—Similarly, there has been much written about the 
management of innovations.31,32 Otago has been no different to many other medical 
schools where more attention is focused on planning than on managing the desired 
changes. For the University of Otago, this problem is further compounded by having 
three different campuses delivering advanced learning in medicine, increasing the 
problems of communication and coherence.  

Leadership is essential within change management.33 The Faculty of Medicine has 
offered strong and supportive leadership from the top down. The changes in the 
curriculum have been deliberately incremental fulfilling many of the criteria espoused 
for change.34 Key coordinators of the Early Learning in Medicine programmes have 
made attempts to include staff in proposed changes through road shows, conferences, 
and written resources.  

Staff expertise and training—The movement to an expanded cased-based 
programme, clinical skills teaching, and learning in community settings has brought 
new challenges in terms of staff training. Staff development is an essential 
requirement for these programmes in which most tutors facilitate learning rather than 
teach didactically. Training is now ongoing and comprehensive, while ‘teaching 
fellows’ have been employed to take tutorial groups and assist other academic staff.  

Conclusions 

It is hoped that the changes will ensure that the broad outcomes of the Faculty of 
Medicine are met and that it maintains its central role in the New Zealand healthcare 
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system through the provision of excellent undergraduate education in medicine and 
the biomedical sciences.1  

It is anticipated that the graduates from Otago will continue to serve the community 
with its changing health care needs and demographics and will be responsive to 
individual patients with varying personal needs.  

Changes are intended do develop the individual student ensuring the ability of the 
graduate to continue as a growing independent practitioner for the whole of their 
career. 

The educational model adopted by Otago is a hybrid system acknowledging diverse 
learning styles of the students and different learning modalities. The lecture, small 
groups, practical sessions, and patient-based sessions all contribute to the varying 
learning demands of the course and styles of the learners.  

Irrespective of the challenges, it is anticipated that these evolutionary changes for the 
Early Learning in Medicine curriculum will build upon the strong features of the 
previous course and produce a student who is able to function effectively in the 
clinical environment at an earlier stage. It is also hoped that the new programmes of 
Clinical Skills, Integrated Cases, and Healthcare in the Community will enhance the 
graduates’ ability to function effectively as first year house officers and beyond.  

There will be an inevitable impact of this revised early course on the current format of 
Years 4 to 6, and changes are now being considered. There have been, and will be, 
many challenges in implementing the revised Early Learning in Medicine curriculum, 
but there are two factors that we hope will ensure success. These are the students and 
staff who continue to be a source of inspiration: the students in their desire and ability 
to learn; and the staff’s dedication and desire to teach.  

Despite the challenges and difficulties of curricular change, the opportunity to 
enhance the learning environment for our undergraduates and instil lifetime learning 
skills in our graduates is both exciting and compelling. 
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Successful treatment of transplant-associated 

microangiopathy with rituximab 

Helen Marr, Emma-Jane McDonald, Eileen Merriman, Mark Smith, Hilda Mangos, 
Catherine Stoddart, Peter Ganly 

Abstract 

The microangiopathic anaemia with thrombocytopenia—which can occur after 
haematopoietic stem cell transplant—resembles thrombotic thrombocytopenic 
purpura but has different pathophysiology and does not respond to plasma exchange. 
We describe a patient with severe manifestations of this disorder who recovered 
promptly following treatment with rituximab, an anti-CD20 antibody.  

Thrombotic thrombocytopenic purpura (TTP) causes microangiopathic haemolytic 
anaemia with neurological and/or renal dysfunction. Sporadic TTP is due to an 
antibody against ADAMTS13, a protein required to cleave von Willebrand factor, 
preventing pathological platelet aggregation. Treatment with plasma exchange 
removes antibody and replaces ADAMTS13.1 TTP also occurs infrequently post 
haematopoietic stem cell transplant (transplant-associated microangiopathy, TAM) 
associated with factors such as endothelial damage from chemoradiotherapy, CMV 
infection, and use of ciclosporin for graft versus host disease (GvHD) prophylaxis.  

There is no antibody to ADAMTS13 and plasma exchange is ineffective in patients 
with TAM—indeed there is no standard treatment for this devastating condition.2 
Some recent reports have suggested the benefit of the anti-CD20 antibody rituximab 
in this setting.3,4  

Case report 

In April 2007, 4 months after a diagnosis of severe aplastic anaemia, one of the 
authors (CS), a 26-year-old woman, underwent a matched sibling allogeneic bone 
marrow transplant with cyclophosphamide and anti-thymocyte globulin conditioning.  

She experienced significant post-transplant complications including drug-induced 
cardiomyopathy, acute skin and gut GvHD requiring systemic corticosteroids, and 
CMV viraemia treated with ganciclovir. Her GvHD had come under good control 
when, at day +35, she became severely thrombocytopenic (platelets <10×109/L) and 
had 0.7% red cell fragments in her blood.  

Haptoglobin was undetectable and lactate dehydrogenase (LDH) elevated. 
Disseminated intravascular coagulation was excluded and direct antiglobulin test was 
negative. ADAMTS13 functional activity was normal. A diagnosis of TAM was 
made.  

Ciclosporin, used for GvHD prophylaxis, was replaced on day +36 with 
mycophenylate mofetil. Encouraged by recent reports,3,4 with a rapidly deteriorating 
patient, we did not perform plasma exchange but administered four doses of rituximab 
375 mg/m2 between day +41 and +57. LDH peaked at 3501 U/L (n=110–220 U/L) on 
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day +48 when she had 7.4% red cell fragments in the blood and required red cell 
transfusion on alternate days (Figure 1).  

 

Figure 1. Lactate dehydrogenase, creatinine, and red cell transfusion 

requirement during transplant course and treatment with rituximab 
  

 

 

The patient suffered severe complications of TAM. At day +41 she developed 
seizures and by day +52 she became aphasic, with hemiplegia and a reduced 
conscious level.  

MRI brain showed a large left frontal lobe haemorrhage. She required anti-
convulsants and aggressive medical therapy for hypertension and renal failure, 
creatinine peaking at 320 mcmol/L (base line 70 mcmol/L). From this point, she was 
given regular platelet transfusions which had previously been avoided.  

Following rituximab treatment, her laboratory and clinical parameters gradually 
improved, indicating resolution of microangiopathic haemolysis (Figure 1).  

The patient recovered speech and limb function, and was discharged on day +86. At 
10 months she was symptom-free and returned to work as a scientist, with normal 
LDH, creatinine, haemoglobin, and platelets. She remains on venesection only, to 
remove excess iron accumulated from transfusion with 80 units of packed red cells.  

Discussion 

TAM is a grave complication of transplant, associated with a high mortality. Our 
patient satisfied diagnostic criteria for TAM, recently proposed by an independent 
International Working Group.5  

There is no accepted optimal treatment for TAM. Plasma exchange is no longer 
considered the standard of care and was not performed. Cyclosporin which is 
implicated in its pathophysiology should be withdrawn. Our patient had TAM of 
increasing severity despite control of GvHD and cessation of ciclosporin.  
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Mortality is 85% or higher in those with early onset of TAM and neurologic 
symptoms.6 There was no improvement until several days after stopping cyclosporin 
treatment. Although this measure was undoubtedly important, resolution closely 
followed rituximab therapy which seemed to us to be life-saving.  

The mechanism of action of rituximab is unknown. GvHD usually coexists with 
TAM, which suggests there is an underlying immune process which may be 
favourably modulated by rituximab. Further investigation into its efficacy is 
warranted as it may represent real progress in the management of this grave condition. 
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Intrahepatic pancreatic pseudocyst 

Reyadh Al-Ani, Khalil Ramadan, Fikri M Abu-Zidan 

Abstract 

Intrahepatic pancreatic pseudocyst is an extremely rare complication of acute 
pancreatitis. Herein, we report the case of a 37-year old diabetic male who presented 
with mild pancreatitis as predicted by modified Glasgow criteria. Abdominal CT scan 
showed a left hepatic subcapsular cyst of 9×4 cm that progressively increased in size. 
CT guided aspiration of the cyst yielded 90 ml of yellow brown fluid with a high 
amylase concentration. Bacterial culture of the fluid was negative. The patient 
dramatically improved after aspiration; 3 months later the patient was asymptomatic 
and follow-up abdominal ultrasound has shown complete resolution of the cyst. 

Intrahepatic pancreatic pseudocyst is an extremely rare complication of acute 
pancreatitis. Herein, we report the management of such a case that we recently 
encountered.  

Case report 

A 37-year-old diabetic male was admitted to our surgical department complaining of 
severe epigastric pain (of 1 day duration) radiating to the back and associated with 
fever and sweating. The patient had two previous attacks of pancreatitis due to 
hyperlipidaemia over the last 6 months which were managed conservatively. He had a 
temperature of 39°C, a pulse rate of 116 beats per minute, and blood pressure of 
140/90 mmHg.  

Abdominal examination has revealed tenderness and guarding all over the abdomen 
with an ill-defined mass in the epigastrium. The patient had mild pancreatitis as 
predicted by modified Glasgow criteria (only one criteria: leukocytosis of 
15,500×109/L). The amylase was marginally raised (149 IU/L). Abdominal CT scan 
has shown a left hepatic subcapsular cyst of 9×4 cm (Figure 1A), loculated fluid 
collection in the lesser sac, mild pelvic fluid collection, and a mildly enlarged 
pancreas with dirty fat around it.  

The patient responded to conservative management and antibiotic therapy (tazocin, 
(pipracillin, and tazobactam) 4.5 gm intravenously 8 hourly). One week later, follow-
up abdominal CT scan showed an enlarged cyst (10×5 cm) (Figure 1B) and resolving 
lesser sac collection. CT guided aspiration of the cyst (Figure 1C) yielded 90 ml of 
yellow brown fluid with a high amylase concentration (730 IU/L). Bacterial culture of 
the fluid was negative.  

The patient dramatically improved after aspiration; 3 months later the patient was 
asymptomatic and a follow-up abdominal ultrasound showed complete resolution of 
the cyst. 
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Figure 1. Abdominal CT scan with intravenous contrast (image A) showing a 

subcapsular liver cyst of 9×4 cm (arrow) and a small collection of fluid (arrow 

head). One week later, follow-up CT scan (image B) has shown increase size of 

both the cyst (arrow) and the fluid (arrow head). Percutaneous drainage has 

resulted in resolution of the cyst (image C) 
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Discussion 

Pancreatitis pseudocysts can occur in different locations of the abdomen to wall off 
the destructive process and tissue digestion of activated pancreatic enzymes.1 They 
locate predominantly around the pancreas but may locate in the liver, spleen, or the 
pelvis depending on the track of pancreatic enzymes.  

Intrahepatic pancreatic pseudocysts are extremely rare. They predominantly occur in 
the left lobe 2 and usually develop 4 weeks after pancreatitis although may occur 
earlier.2 

There are two types of intrahepatic pancreatic pseudocysts, one which is subcapsular 
(similar to our patient) and the other is intrparynchymal. In the first type, pancreatic 
juice tracks through the lesser sac and spreads along the hepatogastric ligament into 
the liver.3 In the second type, the pancreatic juice spreads through the hepato-
duodenal ligament to the porta hepatis.1  

The first type, similar to our patient, can be missed for a hepatic cyst while the second 
type can be missed for intrahepatic dilatation.2,4 Majority of intrahepatic pancreatic 
pseudocysts can be treated with percutaneous, endoscopic, or surgical drainage.1,3,4 
but a minority may resolve spontaneously.2  

Aspiration proved to be diagnostic and therapeutic in our patient. 
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Kinky carotids  

Manar Khashram, David R Lewis 

An 80-year-old man was admitted to hospital with a left hemispheric transient 
ischaemic attack (TIA)—his second episode of TIA that month. Physical examination 
revealed no focal neurological signs.  

A CT angiogram (CTA) was performed (Figure 1). 

 

Figure 1. Arterial phase CT arteriogram superior to the common carotid 

bifurcation. Left ICA (solid arrow) and right ICA (dashed arrow) are shown 
 

 

 

What is the abnormality? 
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Answer 

Left retropharyngeal cervical internal carotid artery 

Comment 

The CTA shows the left cervical internal carotid artery (ICA) lying in the 
retropharyngeal space almost in the midline, distorting the retropharyngeal space. The 
CTA suggested a 90% ostial stenosis of the ICA (Figure 2). 

 

Figure 2. CTA showing extreme tortuosity of the left CCA (solid arrow). The left 

ICA is kinked and deviates almost to the midline; atheromatous plaque is 

causing 90% stenosis (dashed arrow) 
 

 

 

Anatomical variations of the ICA leading to tortuosity, kinking, or looping are 
reported to be relatively common, occurring in approximately 20% of the population.1 
A cadaveric study on 282 specimens showed kinking of the ICA in close relation to 
the pharynx in 2% of the prosections.2  

Causes of the variations are attributable to embryological or degenerative changes. In 
the case of kinking it is believed to be due to the former. These variations are of 
significance in carotid endarterectomy. In this case, surgical access to the stenosed 
ICA would be very difficult.  
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A crackling thigh 

Lynn Ling, Sujit Nair, Oliver Byass 

Clinical 

A 58-year-old male presented to the emergency department with a painful, swollen, 
erythematous right thigh. Past medical history include an anterior resection with a 
defunctioning colostomy, with subsequent colostomy closure and bilateral ureteric 
stenting for malignant external compression of the ureters. Blood results showed 
WBC count of 25.4×109/L and a CRP of 275 mg/L. A plain radiograph of the thigh 
(Figure 1) and an MRI of the pelvis (Figure 2) were performed. 

 

Figure 1. Lateral radiograph of the 

right thigh 

Figure 2. Transverse MRI image of 

pelvis 

 

 

 

What is the diagnosis? 



 

 
NZMJ 3 April 2009, Vol 122 No 1292; ISSN 1175 8716 Page 82 of 115 
URL: http://www.nzma.org.nz/journal/122-1292/3538/ ©NZMA 

  

 

Answer 

Gas gangrene 

The plain radiograph (Figure 1) shows air within the subcutaneous tissue and fascial 
planes. Post-contrast T1-weighted MRI scan (Figure 2) shows a pre-sacral abscess 
(arrow) at the site of previous surgery with extension into the lateral right thigh 
through the sciatic notch. 

Discussion 

Gas gangrene is commonly caused by exotoxin-producing Clostridium species 
(Gram-positive, spore-forming, anaerobic rods) usually found in soil and the 
gastrointestinal tract. Predisposing factors to infection include diabetes mellitus, 
peripheral vascular disease, and immunocompromised states. Infection occurs in 
surgical/traumatic wounds with a compromised blood supply allowing anaerobic 
proliferation.  

Patients may present with signs and symptoms of shock. On clinical examination the 
site is extremely tender with evidence of muscle oedema, crepitus, and skin mottling. 
Gas gangrene carries a mortality of 25–85%.  

Management includes supportive resuscitation with debridement and amputation if 
required. Antibiotics are frequently administered as an adjuvant to surgery but are not 
always effective in penetrating necrotic tissue. Hyperbaric oxygen therapy is an 
additional option.  
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Some exploded theories and forgotten remedies in medicine: 

part 1 

Published in NZMJ 1909;7(29):51– and written by Dr De Lisle, District Health 
Officer for Hawke’s Bay. Read before the Annual Meeting of the B.M.A., Napier. 

The mention of one ancient, very nasty, and forgotten remedy may interest you. Its 
administration was recommended in cases of compression of the brain, and I have 
read that it was one of the many remedies administered to the Merry Monarch in his 
last illness. Take six she moles when big with young; stab them in the throat till they 
die; bake them in the oven; grind them to powder, and administer as much as will 
cover a great piece in black cherry water. 

The immortal Harvey, discoverer of the circulation of the blood, was before his time, 
and thus fell into disgrace with the authorities and perhaps his colleagues and 
contemporaries by his advanced views on sanitation. He had the temerity to declare 
that the sin that caused the plague in London in 1665 was the sin of filth. His treatise 
on the subject gave rise to so much indignation that it was ordered to be burnt at the 
hands of the common hangman, and we find this complaint in his diary :—“That the 
soldiers, not only with the consent, but by order of the Parliament, entered my house, 
destroyed some of my furniture, and removed from my museum the results of many 
years of labour and toil.” The Department of Public Health would have fared badly in 
those days.  

Sydenham was the first to point out the essential difference between measles and 
scarlatina. Prior to this time they were considered different manifestations of the same 
complaint.  

In the early part of the last century, practitioners, more especially the teachers of 
medicine and surgery at the various schools in the ‘United Kingdom, considered that 
their knowledge was their own private property, and no one had a right to it without 
payment. When the “Lancet” came into existence in the year 1826 it commenced to 
publish the lectures of the London schools, and as a consequence had to defend an 
action for damages instituted against it by Mr. Abernethy, of St. Bartholomew’s 
Hospital. Mr. Abernethy lost his case, and the cause of liberalism in medicine was 
assured. 

But, the battle raged for many years. Every effort was made to prevent the reporters 
from taking notes of the lectures, and they were delivered in darkness. This did not 
prevent them from being transcribed from memory. The students sympathised with 
the cause of their teachers, and on more than one occasion the reporters were 
subjected to violent assaults at their hands. 

Conservatism died hard. Dr. Owen Rees, who was a lecturer on the practice of physic 
at Guy’s when I was a student, told me that in his student days, one physician always 
came into the wards carrying flowers in his stethoscope, would place it carefully on 
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the table and say: “There, gentlemen, that is the proper use of the stethoscope, now we 
will see our patients.” 

When Dr. John Bright was making investigations into the disease which now bears his 
name, another physician refused to go into the ward in which “piddle” was boiled. 
Times have changed since then, and for the better. 

The theory that insanity was a special form of wickedness which had to be treated 
with severity was firmly rooted and acted upon. Even King George III. was not 
exempt from ill-treatment when he was an inmate of an asylum. One observer records 
that he has seen the unfortunate King felled to the ground and flogged. If a king could 
be served thus, what treatment was meted out to patients in a lower walk of life? This 
had better be left to the imagination! 
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Improving access and grading evaluations using in-depth 

teledermatology: image it trial 

E. Tan, A. Oakley, M. Rademaker, M. Jameson* and A. Yung 

Department of Dermatology, Waikato Hospital, Hamilton, New Zealand 

Department of Oncology, Waikato Hospital, Hamilton, New Zealand 

New Zealand has one of the highest incidences of melanoma in the world. Melanoma 
and non-melanoma skin cancer exert a significant disease burden to society. The 
dermatologist plays a crucial role in diagnosis and management of skin lesions, but 
access to dermatology clinics is limited by an undersupply of dermatologists.  

In this study, we assessed a highly structured form of teledermatology incorporating 
dermoscopy for its diagnostic accuracy and its role in triage for the public hospital 
lesion clinic. Patients attended a teledermatology consultation and face-to-face 
consultations with two dermatologists on the day of their clinic appointment. The 
teledermatology digital images were then evaluated by two experienced 
teledermatologists 4 weeks’ later. The diagnosis and management were then 
compared to those made at the face to face consultation. 

Here we are reporting the results of the first 100 patients with a total of 228 lesions 
imaged. The mean age of participants was 60 years old. There was excellent 
concordance between face-to-face and teledermatology diagnosis for all lesions with 
only a 6-7% significant difference. This technology was 100% sensitive and >90% 
specific for detecting cancerous lesions. Furthermore of all lesions referred, there was 
potential for >80% of all lesions to be managed by the General Practitioner. The 
results of this study showed that teledermatology can be used as a triage tool to 
improve healthcare access and delivery. 

 

Predictors of loneliness in older persons: a New Zealand study 

Dr. P.S.D.V. Prasadarao
@

, Dr. Paul L. Merrick, Dr. Gary Cheung & Selvaraj 

Vasanthan 

@
Mental Health Services for Older people (MHSOP), Waikato Hospital, Hamilton. 

New Zealand’s population is ageing. As people live longer, health promotion 
behaviours become more important, with regard to maintaining function and 
independence and improving quality of life. Older persons become increasingly 
susceptible to experience of loneliness due to the likelihood of multiple life changes 
and losses. The proportion of loneliness experienced by older persons varies across 
cultures. Internationally, the rates of loneliness ranged from 4% to 36% among older 
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persons. Loneliness is linked to depression, anxiety and increased vulnerability to 
health problems. It is also associated with changes in immune functioning. Loneliness 
may lead to impaired quality of life, greater need for institutional care and increased 
mortality. Research exploring loneliness may have important implications in 
developing strategies to deal with loneliness and in enhancing quality of life of older 
persons. There is paucity of research on loneliness in New Zealand, which prompted 
the present study.  

The present research was a cross-sectional exploratory study utilizing convenience 
sample. The aims were to: 1) assess the degree of subjectively experienced loneliness; 
2) find out the relationship between loneliness and subjectively rated depression; 3) 
find out the relationship between loneliness and subjectively rated anxiety; and 4) 
explore the predictors of loneliness. Individuals over 65 years of age, with adequate 
cognitive functioning, and independent in carrying out daily living activities were 
included. 176 persons consented to participate in the present study. Variables, namely, 
degree of perceived loneliness, subjectively rated depression and anxiety were 
assessed using UCLA Loneliness Scale (Russell, 1996), Geriatric Depression Scale 
(Sheikh & Yesavage, 1986) and Geriatric Anxiety Inventory (Pahana et al., 2007). 
Findings, implications and suggestions for further research were discussed.  

 

Untreated severe aortic stenosis is associated with poor outcomes. 

Suresh Perera*, Namal Wijesinghe, Elene Ly, Gerard Devlin, Sanjeevan Pasupati 

Department of Cardiology, Waikato Hospital, Hamilton, New Zealand 

Background Symptomatic severe aortic stenosis (AS) is a common problem in the 
elderly. Aortic valve replacement remains the gold standard of treatment but is often 
not considered due to excessive risk factors and co-morbidities. We describe the 
burden of untreated severe AS at Waikato Hospital.  

Method All Consecutive patients who were diagnosed with severe AS (at least 1 
echocardiographic parameters of valve area <1 cm2, maximum velocity > 4 m/s and 
mean pressure gradient > 40 mmHg) at Waikato hospital between 01.01.2005 and 
30.09.2005 were studied retrospectively. 

A total of 87 patients were included. The outcome was assessed by mortality and 
among surviving patients, number of days spent in the hospital per year and ongoing 
symptoms (angina > CCS class 2, dyspnoea > NYHA class 2 and syncope). 

Outcome data were gathered by reviewing of medical records, telephone contacts of 
patients and GPs.  

Results A total of 87 patients (mean age 77.3 +/- 14.1 years, 52% men) were studied. 
Two patients were lost to follow up. The Other 85 patients were divided into 3 groups 
according to their management method.(Group 1: Not referred for surgery as 
asymptomatic, Group 2: Declined for surgery, Group 3: Accepted for surgery) 
Median (Q1, Q3) follow up: Group 1: 33.3 (23.2, 35.7) months, Group 2: 24.7 (12.0, 
36.0) months, Group 3: 35.4 (31.5, 36.4) months  

Outcome 
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 Number 

of patients 

Age (+/- SD) 

year 

All cause 

mortality 

Hospital 

days/100pts/year 

Symptoms 

on follow up 

Group1 (Asymptomatic) 20 (24%) 80.8 +/- 15.9 45% 6 00% 

Group 2 (Symptomatic-No 
Surgery  

31 (36%) 85.2 +/- 6.5 74% 16 63% 

Group 3 (Surgery) 34 (40%) 66.2 +/- 11.8 21% 3 00% 

 

Limitations Non- randomised data leading to the more sick patients being denied 
surgery. 

1. Small numbers which could skew the results. 

2. Survival is projected from median follow-up compared to Kaplan-Mier curves. 

Conclusion 

• 36% of severe AS patients (48% of symptomatic patients) have been 
denied aortic valve replacement. Patients who are considered 
asymptomatic with severe AS and managed conservatively have poor 
survival and more hospital admissions compared to patients who had 
surgery. 

• For asymptomatic severe AS patients, risk factors that predict mortality 
and morbidity should be sought and high risk patients should follow 
the treatment pathway of symptomatic patientsPatients with 
symptomatic severe AS  

i. have a major survival advantage by surgical valve replacement. 

ii. have more impact on the health dollar by recurrent hospital 
admissions.  

iii. have a poor quality of life with more debilitating symptoms.  

• For symptomatic patients who are denied surgery, alternative therapies 
like transcatheter aortic valve insertion should be considered 

 

Mindfulness-based stress reduction programme for chronic pain: a 

pilot study 

Jeannette Shennan*, Philippa Thomas**, Wendy Tuck”, Helen Conaglen^, Jill Bell^ 

* Pain Clinic, Waikato Hospital, ** The Psychology Centre, Hamilton, ” Health 

Waikato,  

^ Private Practice, Hamilton 

This study describes a randomised waitlist controlled trial of a mindfulness-based 
stress reduction (MBSR) programme for sufferers from chronic medical conditions 
including chronic pain. 

Participants were randomised to either treatment (N=23) or waitlist (N=24) 
conditions; waiters were subsequently offered treatment places. Measures were 
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administered at screening, pre- and post- treatment and at 6month follow-up. 
Measures included SF-36, pain NRS, Pain Catastrophising Scale (PCS), Depression 
Anxiety and Stress Symptom Scale (DASS) and the Kentucky Inventory of 
Mindfulness Scale (KIMS). Participants also kept records of daily mindfulness 
practice. Treatment was an 8 week group MBSR programme adapted for New 
Zealand conditions. Results from the whole groups were presented at the previous 
research seminar. Results evaluating MBSR for chronic pain are presented here. 

Results from the randomised groups, excluding those with pain<3 at screening, 
showed significant differences between post-treatment and post-wait in the mental 
health and social function sub-scale of the SF-36, and with 2 additional SF-36 
subscales by follow-up. Apart from one KIMS subscale, no other measure showed a 
significant difference. 

Pooled pre- vs post-treatment measures of 36 treatment completers excluding those 
with pain <3 at screening were analysed, to consider the process of change over time. 
There was a significant difference in pain NRS at treatment end, maintained at follow-
up. Differences in PCS subscales were greater during treatment for helplessness and 
magnification, and greater at follow-up for rumination. All DASS subscales 
differences were significant. There were significant differences in the Pain and 4 other 
of the 8 SF-36 subscales, with effect size increasing for Social Functioning and Pain 
subscales at follow-up. A minority of participants reported little or no benefit. Most 
continued with self-directed mindfulness practice to follow-up, with many individuals 
reporting significant achievements. 

The study suggests that MBSR may be effective in reducing chronic pain and its 
negative consequences, with effects persisting or developing after treatment end. 

Supported by a research grant from The Waikato Medical Research Foundation. 

 

Comparison of primary melanomas excised in Waikato Hospital with 

the New Zealand Cancer Registry 

L Chan, A Oakley 

Malignant melanoma is the fourth most common cancer in New Zealand, with 
approximately 37.2/100 000 registered in 2004 with 244 deaths in 20011,2. Accurate 
and early diagnosis is critical. Melanomas are diagnosed and removed by a variety of 
health professionals including general practitioners (GPs), plastic surgeons, 
dermatologists and junior hospital doctors.  

Aim To compare melanomas excised at Waikato Hospital with those recorded in the 
New Zealand Cancer Registry 1994-20041. 

Methods Histopathology reports and request forms were examined for all primary 
melanoma diagnosed at Waikato Hospital in the Dermatology and / or Plastic Surgery 
Departments in 2007. 

Results 105 melanomas were excised in 2007, of which 49% were invasive 
melanoma and the remainder melanoma in situ. Similar patterns of occurrence by 
body site and gender were obtained compared to the data from the New Zealand 



 

 
NZMJ 3 April 2009, Vol 122 No 1292; ISSN 1175 8716 Page 89 of 115 
URL: http://www.nzma.org.nz/journal/122-1292/3550/ ©NZMA 

  

 

Cancer Registry and international studies1,3. All thick melanomas (Breslow depth > 
3mm) occur in patients over 60 years old (8 in total) and 50% occurred in females 
compared to 75% and 42% respectively in the Cancer Registry.  

Conclusion There was some variation in distribution of melanoma compared with the 
New Zealand Cancer Registry with more males overall (60% compared to 50%) and a 
greater proportion of thick tumours in females and those over 60 years old. 

 

Is subclinical hypothyroidism a disease? 

Veronique Gibbons, Steven Lillis, John V Conaglen, Ross Lawrenson. 

Introduction The prevalence of subclinical hypothyroidism (SCH) in the adult 
population lies between 4% and 10%, increasing with age. Treatment for subclinical 
hypothyroidism is contentious, with protagonists disagreeing over the rationale for 
medical intervention. How GPs handle patients with elevated TSH and normal 
FT4/FT3 results has not been investigated. The aims of this study were to examine the 
views of GPs about SCH. 

Design A qualitative study using focus groups conducted between December 2007 
and March 2008. 

Participants and setting 13 GPs in 3 focus groups in Waikato, New Zealand. 

Main outcome measures To understand how GPs perceive SCH and their diagnostic 
and management process.  

Results There is wide variability in how GPs perceive SCH and their knowledge of 
the disease. A patient centred approach to diagnosis and management was commonly 
reported. Consideration of overt pathology and medico-legal issues also influenced 
perceptions, of SCH but lack of evidence regarding outcomes of treatment made such 
issues complex.  

Conclusion SCH remains a complex entity because of ambiguity regarding 
symptoms, uncertainty regarding prognosis and variation in advice regarding 
treatment. This complexity is reflected in the quite disparate responses by GPs to the 
diagnosis and management of SCH.  

What gap does this fill? GPs impressions of subclinical hypothyroidism and 
rationale for thyroid function testing are not well studied. This paper provides 
perspectives from GPs in Waikato.  

This study was made possible by a grant from the Waikato Medical Research 
Foundation. 

 

Prevalence of chronic kidney disease among diabetes patients in New 

Zealand general practice 

Grace Joshy, Tesa Porter, Clem Le Lievre, Jane Lane, Mike Williams, Ross 

Lawrenson 
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Aims To estimate the prevalence of chronic kidney disease (CKD) in a population of 
New Zealand patients with diabetes, using estimated Glomerular Filtration Rate 
(eGFR); to measure the agreement between the Modification of Diet in Renal Disease 
(MDRD) equation and Cockcroft Gault (CG) equation in identifying CKD among 
Europeans and Maori.  

Methods All patients diagnosed with diabetes were identified though general practice 
records of diagnosis codes, prescriptions and laboratory results. The MDRD equation 
and CG equations were used to calculate the eGFR. Agreement between the two 
equations was expressed using Kappa statistics and was tested using McNemar’s chi-
square test.  

Results  

 

 

 

 

There were significant differences in agreement between the MDRD and the CG 
equations in identifying patients with eGFR <60 ml/min/1.73m2 for Maori females, 
European females and European males. While CG equation identifies more European 
of both genders, more Maori females were identified by MDRD. 
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Conclusion There are significant ethnic/gender differences in the agreement between 
MDRD and CG equations in identifying patients with eGFR <60 ml/min/1.73m2. 
MDRD equation may be overestimating CKD among Maori females or CG may not 
be sensitive enough for Maori females. Validation of eGFR among ethnic minorities 
is needed to make it a robust screening tool for CKD among diabetes patients. 

 

Partners’ preference study: an examination of preference for 

tadalafil or sildenafil from the heterosexual partners’ perspective 

Helen M Conaglen, University of Waikato, New Zealand 

John V Conaglen, University of Auckland, New Zealand 

Introduction Most research regarding oral medications for erectile dysfunction (ED) 
has concentrated only on the experience of the men using the drugs. This study 
investigated the experience of 100 heterosexual couples for whom erectile 
dysfunction (ED) was the presenting problem. The study hypothesis was that the 
female partner would reflect the previously described male preference for tadalafil 
over sildenafil. The specific aim of this study was to understand the extent of, and the 
reasons for, the women’s preference for tadalafil.  

Materials and Methods This was a mixed method randomized crossover study. 100 
couples (relatively naïve to ED drugs) were randomly assigned to either tadalafil or 
sildenafil for the first 12-week treatment period, followed by the alternative treatment 
for another 12 weeks. Recorded interviews with the women at baseline, crossover, 
and end of study allow reporting on their experience of their partner’s erectile 
difficulties and the couple’s experience using the medications. Both male and female 
participants also completed self-report sexual desire, function, relationship and 
general psychopathology questionnaires at each stage of the study to supplement the 
qualitative findings.  

Results Overall 79% of the women preferred tadalafil, and 16% sildenafil, with the 
remainder expressing either no preference, or preferring no drug. The women’s 
interviews detailed reasons why they preferred one medication over the other, and the 
overall positive impact of the use of oral medications on their relationship. The men 
expressed a 76% preference for Cialis over Viagra. Questionnaire responses 
demonstrated that sexual function, sexual self-confidence, and general well-being 
were areas where most change occurred for the couples.  

Conclusions Couples reported positive effects of using oral medications beyond the 
achievement of a useful erection; these couples reported greater intimacy, better 
communication and more satisfying relationships. This study demonstrates the varied 
clinical context in which prescribing oral medications for men with ED takes place, 
and argues for the inclusion of the man’s partner in the assessment and treatment 
process. 
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Doctor on the move within the European Union (EU) 

One of the major benefits of the EU is the freedom of movement between the 
constituent countries. And how does that effect medicine? Very much indeed. In the 
United Kingdom, for example, the General Medical Council reports that 2205 Polish 
general practitioners have commenced practice since 2000, while the number of 
German physicians has shot up to more than 8000 from 383 in 2003. This means that 
15% of all new registrants in the UK since 2003 came from Germany. Why do they 
migrate? One suspects the prospect of better remuneration. There is a down side, apart 
from displacement of UK medical graduates. Germany, in turn, has had to pick up 
more physicians elsewhere, which it has done by filling posts with doctors from 
Greece, Austria, Poland, and other European countries. 

A medical merry-go-round which ends up with the poorer countries paying for the 
medical education of doctors who never practise in their own countries. Ireland or 
Malta, for example, report that in 2005 they lost, respectively, 47.5% ( 10,065) and 
23.1% (376) of the physicians they had trained. And, it seem likely that patients 
would probably prefer consulting doctors who share language and ethnic background 
with them. 

CMAJ 2009;180:158–61. 

 

Breathing exercises for asthma? 

Physiotherapy-based breathing modification studies have reported improvements in 
quality of life and reductions in bronchodilator use in asthma. However, a Cochrane 
review of breathing exercises for asthma concluded that there were trends to 
improvement, but the current evidence was inadequate. The perfect setting for a 
randomised prospective trial—and here it is. Patients were randomised to receive 
three sessions of either physiotherapist-supervised breathing training (n=94) or 
asthma nurse-delivered asthma education (n=89). Quality of life assessments and 
various other parameters including spirometry , bronchial hyper-responsiveness, 
exhaled nitric oxide, and induced sputum eosinophil count were studied. 

The results showed that breathing training results in improvements in asthma-specific 
health status and other patient-centred measures but not in asthma pathophysiology. 
So maybe helpful but not able to replace the usual medication. 

Thorax 2009;64:55–61. 

 

Rotator cuff disease—local or systemic injection of corticosteroid? 

Shoulder pain is very common and the diagnosis of rotator cuff is frequently made. 
Diagnosis is difficult as there is no definitive test. But what about treatment? In this 
randomised trial, patients were given 20 mg of triamcinolone into either the 
appropriate subacromial bursa, with the use of ultrasound guidance, or the same dose 
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of triamcinolone in their buttock. In addition, 50 mg of lidocaine was injected into the 
subacromial bursa and the buttock of patients in both randomised groups. 

The authors report that "no important differences in short term outcomes were found 
between local ultrasound guided corticosteroid injection and systemic corticosteroid 
injection in rotator cuff disease." An editorial commentator noted that both treatments 
were moderately successful but cautioned that placebo effect or natural course of the 
disease may also be relevant. Your scribe wonders whether a short course of oral 
steroids might be as effective (and cheaper)? 

BMJ 2009;338:a3112 and 245. 

 

Severe coronary artery disease treatment options-percutaneous 

coronary intervention (PCI) versus coronary-artery bypass grafting 

(CABG) 

Severe coronary artery disease—3 vessel or left main coronary disease may be treated 
by PCI with drug-eluting stents or CABG. Which is best? In this multi centre trial, 
1800 such patients were treated by PCI or CABG. Local experts agreed prior to 
treatment that either mode was acceptable. The results demonstrated that major 
adverse cardiac or cerebrovascular events at 12 months were significantly higher in 
the PCI group (17.8%, vs. 12.4% for CABG; P=0.002), in large part because of an 
increased rate of repeat revascularisation (13.5% vs. 5.9%; P<0.001). However, the 
risk of stroke at 12 months was 2.2.% for CABG and 0.6% in the PCI group 
(P=0.003). We note that the use of antiplatelet medication was less in the CABG 
patients, particularly clopidogrel which was used in less than 20%, whereas the vast 
majority of the PCI patients took clopidogrel for 1 year. 

The triallists conclude that CABG remains the standard of care for severe coronary 
artery disease. They concede that a longer follow-up would be desirable. The fact that 
78% of their patients were male mayor may not cloud the issue of general 
applicability. 

N Engl J Med 2009;360:961–72. 

 

Locally advanced prostate cancer-endocrine treatment, with or 

without radiotherapy? 

This paper from Scandinavia starts off by noting that hormone therapy alone or 
radiotherapy alone have for decades been acceptable treatments for locally advanced 
prostate cancer. The addition of hormonal therapy to radiation adds survival benefits 
compared with radiation alone, but the effects of this approach is still unclear. They 
report on a prospective randomised trial involving 875 patients in 47 centres in 
Norway, Sweden, and Denmark which began in 1996. The patients were randomly 
assigned to endocrine treatment alone (3 months of total androgen blockade followed 
by continuous endocrine treatment using flutamide; 439 patients), or to the same 
endocrine treatment combined with radiotherapy (436 patients). The primary endpoint 
was prostate-cancer-specific survival. 
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They conclude that the combined treatment halved the 10-year prostate-cancer-
specific mortality, and substantially decreased overall mortality with fully acceptable 
risk of side-effects compared with endocrine treatment alone. In the light of these 
data, endocrine treatment plus radiotherapy should be the new standard. 

A commentary is impressed with the trial and agrees that combined treatment should 
be the standard of care. The commentators point out that improved contemporary 
radiotherapy techniques might be even more effective. They also favour bicalutamide 
rather than flutamide. 

Lancet 2009;373:301–8 and 274–5. 
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Contaminant berries in frozen vegetables 

We wish to draw the attention of healthcare professionals to the occasional suspected 
presence of black nightshade (Solanum nigrum) berries in some packs of frozen peas 
and other vegetables. Over the last year, for example, the National Poisons Centre 
(NPC) has been alerted to nine suspected incidents. Whilst some of these inquiries 
may involve berries from other weeds, previous investigations by Crown Research 
Institutes have in some instances confirmed berries from black nightshade.  

Black nightshade is a common weed widely distributed throughout New Zealand.1 It 
has green leaves up to 10 cm long and small, white, star-shaped flowers with bright 
yellow anthers (Figure 1). The plant’s fruits are small and round, up 10 mm in 
diameter1; these berries are green when unripe, ripening to dull black (Figure 2). 

Berries can be mistaken for those of deadly nightshade (Atropa belladonna); this plant 
is, however, very rare in New Zealand.2 

 

Figure 1. Solanum nigrum flowers. 

Photo credit Robin Slaughter© 

Figure 2. Solanum nigrum berries. 

Photo credit Robin Slaughter© 

  

 

Black nightshade contains solanine and other related glycoalkaloids that are present in 
all parts of the plant, but are most concentrated in the unripe green berries. Presenting 
symptoms following toxic exposure include fever, sweating, vomiting, abdominal 
pain, diarrhoea, confusion and drowsiness1; they are typically delayed for 6 to 12 
hours post-ingestion. The NPC only recommends medical attention if more than 3 
unripe berries per kilogram bodyweight have been ingested or following ingestion of 
significantly large amounts of ripe berries or other plant matter. Activated charcoal 
should be considered for compliant patients followed by supportive care including 
electrolyte and fluid replacement. Delirium and hallucinations can generally be 
managed without pharmaceutical intervention.3 In the majority of accidental 
ingestions, a toxic dose of berries or plant material would not be consumed. 
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More often, consumers have been alerted to these berries when they are ripe and are 
readily distinguished as the characteristic dark red to black berries. Although these 
berries are practically non-toxic, there is a likelihood that green toxic berries which 
may be indistinguishable from green peas, can also be present, either with or without 
the ripe berries, and could therefore be ingested. Although toxicity in an adult is 
unlikely, young children are more at risk. If there is a suspected ingestion, appropriate 
advice can be sought from the NPC (calling 0800 POISON). The local Health 
Protection Unit, as agent for the NZ Food Safety Authority, should also be informed. 

Leo J Schep 
Poison Information Specialist 
leo.schep@otago.ac.nz  

Robin J Slaughter 
Poison Information Officer 

Wayne A Temple 
Director 

New Zealand National Poisons Centre 
University of Otago, Dunedin 

 

References:  

1. Conner H, Fountain J. Plants that poison: A New Zealand guide. Lincoln, New Zealand: 
Manaaki Whenua Press; 2009. 

2. Roy B, Popay I, Champion P, et al. An Illustrated Guide to Common Weeds of New Zealand. 
Lincoln, New Zealand:Plant Protection Society; 1998. 

3. TOXINZ. Poison information. Solanum nigrum datasheet. Dunedin, New Zealand: New 
Zealand National Poisons Centre, 2007. http://www.toxinz.com  

 

 



THE NEW ZEALAND  
MEDICAL JOURNAL  

Journal of the New Zealand Medical Association 

 
NZMJ 3 April 2009, Vol 122 No 1292; ISSN 1175 8716 Page 97 of 115 
URL: http://www.nzma.org.nz/journal/122-1292/3546/ ©NZMA 

  

 

 

A tweet a day keeps the doctor away 

Social Network sites (SNSs) have grown exponentially over the last 2 years and their 
impact on the health sector cannot be ignored. It has become prevalent that many 
users of these SNSs are sharing information that would previously not be shared on 
such global scales.  

The advent of Twitter is a clear example whereby people are sharing information to 
an audience that is truly global. Twitter is social networking and micro blogging tool 
that allows a user to send and read other users’ updates, known as tweets. Twitter can 
also be used to update statuses on the users’ other SNSs such as Facebook, Orkut, etc. 
Thus their tweet is being broadcast to both members on the SNS list as well as 
strangers. Users can then choose to respond to the tweet in a chosen manner. 

The impact of SNSs and Twitter on healthcare cannot be ignored. The main impact 
being that health consumers are now able to use these social tools to broadcast their 
health condition, their health prescription, their health status, etc to a wider population 
than before.  

The effect of this is the potential feedback that they could get from their friend group 
and strangers. The quality and quantity of the information could have both positive 
and negative implications to not only the initiator of the message content but to 
anyone that maybe following the discussion.  

This method of health information dissemination is something that health 
professionals now need to take into consideration when addressing the increasingly 
informed and connected health consumer. It must be remembered that the knowledge 
of the group far outweighs the knowledge of one, the whole premise behind social 
networking. 

In a population that is relatively small with a large rural population, the role of social 
network sites and Twitter cannot be ruled out. The reality of the situation is that health 
professionals should start utilising such mediums to promote lifestyle programs such 
as smoking cessation, push play, and other programs that utilise the knowledge of the 
group.  

Having just been popularised on TV3’s John Campbell Live show,1 it is only a matter 
of time till the phrase “a tweet a day keeps the doctor away” becomes a reality. 

Prajesh Chhanabhai 
PhD Candidate Health Informatics 
Department of Information Science 
University of Otago 
Dunedin  
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High levels of smoker regret by ethnicity and socioeconomic 

status: national survey data 

Some previous international work has studied levels of regret among smokers. In 
Australia, Canada, the UK, and the US, the proportion of smokers who agreed, or 
agreed strongly, with the statement “If you had to do it over again, you would not 
have started smoking”, was very high (range: 89.2% to 91.3%).1 This study also 
reported significantly lower regret by higher level of education, but no significant 
differences by ethnicity or income.  

New Zealand is a good country to further explore smoker regret by socio-
demographic variables given the ethnic diversity of the population and detailed small 
area data on deprivation levels. We have asked this same question on regret (as 
mentioned above) in a survey of New Zealand smokers. The survey involved a 
national sample of 1376 New Zealand adult (18+ years) smokers and was conducted 
between March 2007 and February 2008. Further detail on the survey methods is 
available elsewhere.2 

The results, weighted to reflect the national population of smokers in New Zealand, 
showed that most smokers (83.3%; 95%CI=80.2% to 86.4%) showed regret about 
starting smoking. There were no significant differences in the level of regret by 
ethnicity (Europeans 82.8%, Māori 84.7%, Pacific peoples 89.2% and Asian peoples 
75.5%). Similarly, there were no significant differences by small area deprivation 
quintile (range: 81.1% to 85.8%, using NZDep2006). Nevertheless, those reporting 
“smoking-induced deprivation” (subjects who reported spending money on cigarettes 
in the last six months which would have been better spent on household essentials like 
food) were significantly more likely to report regret (89.1% versus 81.4%, odds 
ratio=1.87; 95% confidence interval=1.04 to 3.37). 

These results are fairly similar to those reported for youth smokers in New Zealand 
for a very similar question. The NZ Tobacco Use Survey found that 72.3% of youth 
smokers aged 15-19 years regretted starting smoking (82.2% for Māori and 68.7% for 
non-Māori).3 

These high levels of regret are consistent with the previous work in developed 
countries1 and further highlight that regret is widely shared among different groups of 
smokers. Such high levels of regret help to justify government action to substantially 
expand existing tobacco control interventions and smoking cessation support (which 
New Zealand still uses at below full potential4). They also support arguments for 
governments to explore more innovative regulatory options to advance tobacco 
control, such as re-designing the tobacco market in order to accelerate reductions in 
smoking prevalence.5 6  

Competing interests: The first two authors have previously undertaken work for government and non-
government agencies involved in tobacco control. 
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Iodine deficiency does exist but is difficult to assess in 

individuals 

It is with concern that we read the letter by James Davidson entitled An epidemic of 

nonexistent iodine deficiency due to inappropriate urine iodine testing and reference 

ranges published in the NZMJ (http://www.nzmj.com/journal/122-1291/3519) on 
13 March 2009.  

We strongly disagree with his statement that iodine deficiency is non-existent in New 
Zealand. The re-emergence of iodine deficiency in New Zealand (and Australia) since 
the 1990s has been well documented with a number of studies reporting iodine 
deficiency in different groups of the population including children, pregnant women 
and adults.1–6  

Mild iodine deficiency was confirmed in a large, nationally representative sample of 
children as part of the 2002 Children’s Nutrition Survey (CNS02);7 a similar study 
was conducted in Australia in 2004.8 The traditionally held view that there are no 
consequences of mild iodine deficiency because TSH, T4 and T3 concentrations still 
fall within the normal reference range is being challenged; experts believe that even 
mild iodine deficiency can have adverse effects on health.9–11  

To improve iodine intakes and safeguard iodine-related health in Australia and New 
Zealand, the mandatory fortification of bread with iodine will take effect from 
September 2009. 

Dr Davidson is correct in stating that urinary iodine concentration (UIC) determined 
in a single urine sample or the urine iodide test should not be used as a diagnostic test 
for iodine deficiency in an individual. He is also correct in stating that the reference 
ranges published by WHO are for population medians and are not for individual UIC.  

WHO states that adequate iodine status is indicated by a population median UIC ≥100 
µg/L and that <50% of the population should have UIC below this value(12). In the 
CNS02, the median UIC was 66 µg/L and 77% of children had a UIC below 100 
µg/L(7). It should be clear, however, that when the median UIC in a population is as 
low as that typically reported in New Zealand, it would be expected that the majority 
of the population would have individual UICs below the 100 µg/L cut-off used for 
populations.  

The difficulty lies in trying to assess iodine deficiency in an individual, particularly in 
an environment of mild iodine deficiency as seen in New Zealand. Thyroid volume or 
goitre can be measured by ultrasonography in children but this is not practical, while 
TSH, T4 or T3 concentrations only change in response to moderate-severe iodine 
deficiency. The mean of three 24-hour urine samples collected on different days of the 
week over a number of weeks combined with a measurement of serum thyroglobulin 
(<10 µg/L) is suggested as a possible practical alternative but caution should still be 
used interpreting the results for an individual.  
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The most sensible solution for someone who believes they are iodine deficient is to 
increase their consumption of iodine-rich foods such as fish, sushi, eggs, and dairy 
products, which also contain a plethora of other good nutrients, and to ensure that if 
they use salt it is iodised. Hopefully the addition of iodine to bread later this year will 
quell the epidemic of inappropriate urine iodine testing and eliminate the iodine 
deficiency that is currently existent in Australia and New Zealand. 

Sheila Skeaff, Christine Thomson 
Department of Human Nutrition 
University of Otago, Dunedin, New Zealand 

Creswell Eastman 
Vice Chairman and Regional Coordinator Asia Pacific Region 
International Council for the Control of Iodine Deficiency Disorders (ICCIDD) 
University of Sydney, Sydney, Australia 
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Victor David Morrow Jacobson 

The passing of Victor David Morrow Jacobson [on 1 February 2009] marks the end of 
an era for the people in Pelorus, according to Marlborough Sounds resident and health 
advocate Roz Freeth.  

 

The 92-year-old was the sole doctor in the 
Sounds for 50 years, dispensing aid from his 
boat to some of the most remote parts of the 
area from the 1940s up to his retirement in the 
early 1990s, travelling 25,000 kilometres a 
year by boat. With no roads in the area at the 
time, he would be called out day and night, 
through wind and rain, to deal with any 
problems the farmers and fishermen in the 
region would have. 

One of his successors, [Blenheim-based 
doctor] Phil Dashfield, said nowadays people 
don't have the durability that “Dr Jakie” had. 
“His was a remarkable working life, one that a 
lot of us aspired to. Havelock has lost a 
legend, but his time had come.” 

After leaving medical school, Dr Jacobson 
practised in Gore Hospital as a house surgeon 
before moving to Blenheim to work at Wairau 
Hospital in 1945. 

Some time later it was suggested he go to 
Havelock, a responsibility that the young 
physician felt keenly but found fascinating and 
“loved every minute of it.” 

At first, a local would ferry him in a slow single-cylinder engine vessel, but as the 
need increased, Dr Jacobson bought his own faster, more reliable boat. The 
government of the day used to subsidise the diesel required for his marine house calls, 
and the community-conscious doctor would therefore not charge his patients. He 
remained with Havelock Hospital until it closed in the 1960s. 

“We all have very vivid memories of Dr Jakie,” said Ms Freeth. “The whole area 
benefited from his total commitment being a country doctor.” For Vic, it meant that 
he could be relied on to go the extra mile (and in his case, often tens of miles) to 
attend to a patient. 

“With Vic around, there was no question of whether he was being funded to do the 
work or the travel; he responded to the needs of the patient and the result was a safe 
and secure community.” “Especially the elderly people in the Sounds—they stayed in 
the Sounds much longer then and he used to pop in and keep an eye on them. He took 
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a real interest in them,” said long-time local Jan Godsiff who also wanted to give 
credit to Dr Jacobson’s wife for her tender care of the good doctor in his final years. 
“I would like to commend Rita's care of him in the past [he suffered a stroke]. She has 

given him excellent care…just devoted.”  

Mrs Godsiff said she was grateful to Dr Jacobson for his care of her family too, 
recalling one time when he attended her call for help with typical good humour. “I 
was expecting a baby and wasn't feeling too good. I was [taking] a lot longer than he 
thought I should. He got a special boat and came down to meet us.” 

“By the time he arrived, I started to feel well again and I was a bit embarrassed. He 
had the ambulance waiting on the wharf. I had a toddler with me with a doll and he 
got a shawl out, wrapped the doll up and handed it to the ambulance people.” 

Ms Freeth agreed that Dr Jakie’s bedside manner was always a bonus to his diagnosis. 
“We received the treatment along with a dose of his own brand of humour. We all 
appreciated how lucky we were to have Vic as our GP and felt that he richly deserved 
his retirement and the recognition that his work brought. His death marks the end of 
an era for the people in the Pelorus area.” 

As well as his membership of the Royal New Zealand College of General 
Practitioners he was made a Fellow of the College and was awarded an MBE in the 
New Year’s Honours list. 

A father, grandfather and great-grandfather, Vic Jacobson lies at Braeside today for 
those who wish to pay their respects. 

Rose Daley of The Marlborough Express wrote this obituary under the heading Doctor known for 

durability. It appeared in that newspaper on 5 February 2009. We thank the editorial staff for reprint 
permission as well as Dr Jacobson’s wife, Rita, for supplying the photograph. 

 

Additional comments by Dr Phil Dashfield 

Vic Jacobson’s standing in the communities he served for almost 45 years is difficult 
to overstate. After graduating from Otago Medical School circa 1941, he moved to 
Gore Hospital for his first house surgeon job then to Wairau Hospital. 

In 1945 he moved to the practice based at Havelock, providing medical services to the 
people of a huge area extending from Okaramio on the way to Blenheim, Havelock, 
the Pelorus and Rai valleys, and the Pelorus Sound and all its offshoots right out to 
D’Urville Island. 

Affectionately known to one and all as “Jakie,” his practice was mostly house-call 
based, by boat to those in the Sounds, and by car elsewhere. He especially enjoyed 
obstetrics and delivered many babies in the Havelock cottage hospital. 

In the pre-helicopter era, and with far fewer roads than there are now, his medical 
exploits are the stuff of Sounds legend. Even when other boats were running for cover 
in a storm, he was known to head off down the Sound when duty called. 

But he is memorable also for his no-nonsense personality, his moustache and 
monocle, and his love of fast cars and fast boats. For many years he used a converted 
whale chaser to go about his water-borne business, a vessel equipped with a minor 
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operating facility and the usual emergency equipment, cruising speed 18 knots 
(32kph).  

For a time he was also the only person licenced to drive the local ambulance, and 
having got his patient safely into Havelock would then put them in the ambulance and 
take them into Wairau Hospital. 
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Geoffrey Bruce Kiddle  

3 May 1925–14 November 2008; BSc MB ChB NZ (1953) MRACP (1957) 

FRACP (1972) MRCP (1959) FRCP (1980) 

Geoffrey Bruce (Geoff) Kiddle was born in Wellington, son of Walter Kiddle (an 
engineer) and his wife Angie (nee Wright). He had three siblings, Reginald Kiddle 
(chartered accountant), Kenneth Kiddle (orchardist), and Wilfred (Bill) Kiddle, a civil 
engineer. He attended Eastern Hutt Primary School and Hutt Valley High School.  

 

After leaving school, he worked as a bacteriological 
technician at Wellington Hospital and subsequently studied 
at Victoria University College for a BSc degree which was 
awarded in 1948.  

This degree enabled entry to Otago Medical School in 1949 
where he successfully passed all examinations over the next 
4 years.  

He subsequently spent the sixth year (1953) and two house 
surgeon years at Wellington Hospital after graduating 
MB ChB at the end of 1953. 

In 1955 he married Judith Ann (Judy) Booker, a registered nurse, in Wellington. Judy 
was the daughter of Tom and Alma Booker, who had a long-standing association with 
the Rothwell family. 

Geoff raised a family of four children: Paula Joanne (registered nurse), Bruce Thomas 
(land surveyor), Grant John (orthopaedic surgeon), and Julie Ann (marketing 
manager). 

He spent a year as medical registrar at Waikato Hospital in 1957 which was followed 
by success at the MRACP examination, and a year of GP locums during which Paula 
was born. Geoff, Judy, and Paula then embarked by sea for England on a Port Line 
Ship in 1959. He attended the postgraduate course in medicine at the Royal 
Postgraduate Medical School, Hammersmith Hospital, and was successful in passing 
the MRCP (London). Two years of medical registrarships followed at the Whittington 
and University College Hospitals, gaining useful general medical experience. 

On return to New Zealand, Geoff set up in private consultant practice as a general 
physician in Wellington, and from 1962 to 1990 was a visiting physician at Hutt 
Hospital, serving also several years as Chairman of the Medical Staff. During this 
time, he had a particular interest in the hypertension and chest clinics. 

From 1962 to 1968 he was also a visiting physician at Calvary Hospital, Wellington 
(later Wakefield) where he also served on the Trust Board from 1970 to 1987. From 
1967 he was physician to the Mary Potter Palliative Care Ward and for a further 10 
years served as Medical Director of the Mary Potter Hospice. 
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Geoff served in a variety of capacities as Secretary of the Wellington Division of the 
NZMA, Secretary of the NZMA Education Committee, and Committee Member of 
the Wellington Cancer Society. He had a particular interest as Committee Member 
and Chairman of the Wellington Asthma Society (1972 to 1984), and as a Council 
Member of the NZ Asthma Foundation (1984 to 1988).In addition, he was a regular 
attender and active supporter of meetings of the RACP, and the Thoracic Society of 
New Zealand. 

Throughout his clinical career, Geoff was a reliable, careful, and caring physician 
who was widely known and respected in the Wellington community. His extra 
curricular activities included playing hockey for Otago University and serving in the 
Otago University Medical Corp and Territorial Force from 1950 to 1965 where he 
achieved the rank of Captain. 

He was a member of the Royal New Zealand Institute of Horticulture. In 1968, he was 
ship’s doctor on HMNZS Endeavour, supply ship to Antarctica and he was a member 
of his local Probus Club in recent years. 

Geoff enjoyed carpentry and gardening, but his main interests encompassed close 
family associations with his children and eleven grandchildren, particularly at the 
family holiday home in Kenepuru Sound. It was there that Geoff undertook most of 
the building alterations and enjoyed many happy holidays and regular boating and 
fishing with a wide range of family and friends. 

He and Judy were regular attenders at the “class of 1953“ reunions and her death in 
November 2004 was a severe blow from which he never really recovered. 

He attended subsequent class reunions in 2006 in Christchurch and in 2008 in 
Auckland where he was supported by son, Bruce, and enjoyed the meeting with old 
friends despite his general physical disability. 

Geoff was generally imperturbable. He could be disarmingly frank, without ever a 
hint of malice. He was a gentleman, and a gentle man. He was farewelled by a large 
attendance of family and friends at St Peter’s Anglican Church, Wellington, on 19 
November 2008. 

Peter Rothwell wrote this obituary. 
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Billie Rosemary Jane Porter 

21 October 1940–9 January 2009 

Billie died early this year after a long battle with breast cancer. Billie graduated from 
Otago in 1966 and after house surgeon years at Wellington Hospital proceeded to the 
UK where she obtained the DA.  

On returning to New Zealand, Billie worked diligently as a staff anaesthetist from 
1972 to 1984. Serious-minded, as she was, she worried about the viruses she might be 
administering in the "bank's" blood products long before this became a political issue.  

In 1984 she married Brian Campbell (CEO of the Wellington branch of Dental & 
Medical and later Syntex Laboratories) and then she retired from medicine. She 
travelled a great deal with Brian in the course of his work and they finally retired to 
Tauranga.  

We shall miss Billie's lovely quiet personality and smile. Billie had no children—we 
extend our sincerest condolences to Brian. 

Dr Bruce Cook wrote this obituary. 
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Nalin Rohitha Wijeyesekera 

1943–2008 

Dr Nalin (Wijey) Wijeyesekera was born in Colombo, Sri Lanka (then Ceylon) in 
1943. He was the fourth son of Nicodemus Wijeyesekera, a prominent public health 
specialist. Sadly his much loved father died when he was 11 years old. 
Nicodemus Wijeyesekera was keen that his sons become doctors also and this 
paternal wish influenced the young Wijey.  

 

He studied medicine in the Faculty of Medicine, 
University of Ceylon (Colombo) from 1963 to 1968, 
graduating MB BS in 1969. He began his anaesthesia 
training in Colombo and passed the London primary 
FFARCS. In 1971 he passed the ECFMG and in that 
same year he became aware that the UK was to 
change its immigration laws meaning that subjects of 
former British colonies would no longer have entry 
rights.  

Wijey wished to continue his anaesthesia training in 
the UK so at some personal cost immediately left 
Ceylon for London and obtained full registration 
with the GMC in 1972. 

The desire to further his training in the UK and the pending immigration law changes 
meant that his newly formed family was separated for a while, his wife Deepti was 
not to join him in London until 1973 and their 3-year-old daughter Shamila joined 
them in 1974.  

His first anaesthetic job in the UK was as a registrar in Whittington Hospital, London. 
Wijey obtained his Final FFARCSI in 1978. In 1980, following a brief stint in the 
USA, Wijey was appointed as a consultant anaesthetist in Wellington Hospital, New 
Zealand. He obtained his FANZCA in 1984. He continued in anaesthesia practice in 
Wellington until 2008. 

Wijey’s special interest was neuroanaesthesia and he formed a close partnership with 
prominent Wellington neurosurgeon Balakrishnan that lasted a practicing lifetime. He 
enthusiastically volunteered his skills for the newly formed neurovascular and 
craniofacial unit with David Glasson and Balakrishnan.  

His calmness and close contact with the neurosurgeons while performing complex 
neurosurgery, especially surgery in sitting position, made all the surgeons feel very 
comfortable working with him. His reputation and techniques for neuroanaesthesia in 
the sitting position were widely recognised in other neurosurgical units in New 
Zealand.  



 

 
NZMJ 3 April 2009, Vol 122 No 1292; ISSN 1175 8716 Page 110 of 115 
URL: http://www.nzma.org.nz/journal/122-1292/3529/ ©NZMA 

  

 

Wijey’s high level of skill, experience. and his calm and patient nature endeared him 
to all of his anaesthetic, surgical, nursing, and technical colleagues and also to 
generations of Wellington anaesthetic trainees.  

Wijey was of the school of anaesthesia where unless you looked carefully you would 
never be aware of his actions; he was the antithesis of anaesthetic flamboyance. This 
did not mean that his skills were not of the highest order, quite the contrary. In his last 
10 year of practice Wijey divided his time between Wellington Hospital and private 
anaesthesia practice. He continued in private practice after his retirement and was still 
working clinically until a few months before his final illness. 

Going to work as an anaesthetist was a pleasure to Wijey, and he took genuine 
pleasure from the daily bandinage that is part of hospital life. Sadly he was 
predeceased by his adored wife Deepti who died 3 years before his illness. Her loss 
deeply affected Wijey although of course that would not be obvious except to those 
who knew him well. 

Wijey was a great traveller and intensely interested in what was happening in other 
countries. He tended to couple his travelling with work as an anaesthetist and would 
use his annual leave to do locums in other countries, doing this work in Canada, the 
Netherlands, Sweden, Australia, and Saudi Arabia. In his younger days he was a keen 
track athlete and maintained a lifelong interest in cricket. 

Wijey was the embodiment of his Buddhist faith in his gentle and dignified manner. 
Never was this more evident than in his final illness which he accepted with a 
calmness, serenity, and an utter lack of self pity that was truly remarkable.  

He is survived by his much loved daughter Shamila and two grandsons 
Solomon Nalin Gurr and Jai Lamont Gurr. 

Dr Phil Thomas wrote this obituary, which first appeared in New Zealand Anaesthesia (newsletter of 
the Society of Anaesthetists). 
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University of Otago Faculty of Medicine 

Freemasons Postgraduate Fellowships in Paediatrics and 

Child Health for 2010 

The above Fellowships or Scholarships are open to University graduates who intend 
long term to pursue work in Paediatrics or Child Health within New Zealand. The 
Fellowships include full-time salary for one year with provision for a further year. 

Applications close on 19 June 2009 with the Department Manager, Department of 
Women’s & Children’s Health, Dunedin School of Medicine, PO Box 913, Dunedin 
9054, from whom further details may be obtained (wch.admin@otago.ac.nz)  
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National Heart Foundation: 2009 Grant Applications 

View this notice here (pdf) 

((Libraries, print out the pdf and replace this page)) 
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National Heart Foundation: 2009 Senior Fellowship 

View this notice here (pdf) 

((Libraries, print out the pdf and replace this page)) 
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Maori Cardiovascular Research Fellowship 

View this notice here (pdf) 

((Libraries, print out the pdf and replace this page)) 
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Medical Benevolent Fund 

NZMA Members, and families of deceased Members, may apply for aid when in 
situations of financial hardship or distress. 

Applications should be directed through the NZMA: 

Central Office 
P O Box 156 
Wellington 

Tel: 0800 656161 

 

 


