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PGY1 REPRESENTATIVE ELECTION

Join the DiTC
Nominations are now open
Are you interested in health policy?
Keen to advocate for your colleagues and peers?
Want to see first-hand the decision-making processes
in medical education and vocational training?

Nomination
period closes on
Friday 30
October

Run for the PGY1 representative
position on the DiTC!
This role is open to all NZMA members
who will be PGY1 in 2021 (ie. trainee
interns who are graduating in
November 2020). Being a member of
the DiTC offers a fantastic opportunity
to experience and be involved in the
work that NZMA does. It allows you to
interact with senior colleagues from
general practice, medical and surgical
specialties, and have your say on
matters that directly impact you and
your peers in the medical profession.

You must be nominated by a fellow
NZMA member who will be a PGY1 in
2021.
Information handbooks and nomination
forms have been sent out by email. If
you would like to receive another copy,
please email communications@nzma.
org.nz.
If there is more than one nominee, an
election will be held.
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Your professional association
As a new doctor, you’ll be finding
out that there are many different
groups to belong to or register
with: the Medical Council of New
Zealand (MCNZ), which registers
and regulates us; doctors’ unions
(RDA, STONZ), which advocates
almost solely for RMO working
conditions and underpins our
employment
arrangements;
plus, as you progress through
your career, Colleges and
Societies will provide your
training and promote the
interests of doctors who share
your chosen branch of practice.
Many of the big issues and
challenges we encounter as
doctors affect us all, no matter
which branch of medicine we

end up practising in—and that’s
where NZMA plays a vital role.
We are the only national body
that represents the collective
interests
of
ALL
doctors
(regardless of stage or specialty),
promoting collegiality and all
that we share in common.

Advocating on your behalf is
the main role of NZMA; we are
ideally placed to be a voice that
is heard by the public, media
and Government on health and
policy issues. Your membership
strengthens this ability and
allows us to do more.

As doctors, our day-to-day
responsibilities to our jobs,
patients and communities often
mean that our time and ability
to advocate for change in the
health system we work in is
limited. The issues we often
want to advocate for on behalf
of our patients — like obesity,
alcohol and climate change —
may take time we simply don’t
have as individuals.

New Zealand Medical Journal
Your NZMA membership gives you access to every issue of the New Zealand Medical Journal as it is
released, keeping you informed with the latest in medical and scientific research.
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From the Chair
I

want to start with an excerpt
from one of the greatest doctors
of all time…
Congratulations!
Today is your day.
You're off to Great Places!
You're off and away!
You have brains in your head.
You have feet in your shoes.
You can steer yourself
any direction you choose.

The time has come to lose the term
“student” and accept the wellearned title of “doctor”. Over the
coming months many people will
congratulate you and it’s important
to feel proud. You have worked
hard to get where you are and will
continue to work hard as a doctor.
Transitioning from Trainee Intern
to a first-year doctor is exciting
but can be tough. You’ll be feeling
bombarded with new information.
For many of you it will feel like you
are learning more each day than
you ever learnt during six (or more)
years of medical school. However,
with time things become second
nature, you become more confident
and realise you have come a long
way in a short time. Remember
you are never alone; make sure
you utilise all the resources
available to you in both human and
technological forms. I encourage
you to always keep learning.
Remember a smile and the ability
to ask for help or advice goes a

long way. It is also so important
to look after yourself. Take leave
in advance and plan some time
for yourself and with family and
friends.
Many of you have been NZMA
members throughout medical
school – thank you! For those
who weren’t, now is a great time
to join. NZMA is New Zealand’s
professional organization for
doctors of all specialities and
stages of training. With over 5,000
members we are the largest
and most unified voice for the
profession. We provide regular
submissions to the Government,
DHBs, Universities and the media
on matters and health issues
affecting our patients and the
health workforce. Some recent
submissions include the change in
RMO rotation dates, access to PPE
during COVID and distribution of
vaccines to name a few. Feedback
from all members is included in
these submissions and we always
welcome your input.
As a new graduate doctor, you are
specifically represented within the
NZMA by our Doctors-in-Training
Council (DiTC). The DiTC represents
RMOs on all submissions but
also for specific training issues.
This year we held out first ever
Prevocational Trainee Forum for
students and RMOs not yet on a
training programme. We have a
seat on the ACE Reference Group

and can directly feedback on this
process. We also work with groups
such as Medical Council of New
Zealand, HQSC, the international
Junior Doctor’s Network, DHBs
and Colleges to give RMOs a voice
without industrial or financial bias.
We acknowledge that this time of
the year can be tough because you
haven’t actually started working,
however I strongly encourage
you to commit to NZMA and the
voice we provide for the medical
profession.
I look forward to meeting many of
you during your transition into our
profession of medicine. Best of luck
and please don’t hesitate to get in
touch!
P.S. If you haven’t ever read Dr Seuss’
Oh the Places You’ll Go, it’s a great
inspiring quick read!

Katelyn Costello
DiTC Chair
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Trainee intern checklist

Things to think about when starting your first house officer year.
Renew your NZMA Membership to support our advocacy, and utilise our advisory service
in the next phase of your career.
Review and clean up your social media presence before you start work — what can
patients find about you online? See page 14 for tips and actions to take.
After confirming your job offer:
Ask around about run choices at your hospital and make your preferences known early.
In the last few months before starting work:
Apply for Medical Council registration (need to contact MCNZ about when and how).
Keep your invoice and receipt to claim this back through your employer.
Arrange professional indemnity insurance (through MPS, Medicus or your union scheme).
Some hospitals have group medical indemnity plans. Keep your receipt to claim this back
through your employer.
Consider joining a union (STONZ or RDA).
Keep receipts for any moving costs to claim some of this back through your employer.
Consider when you want annual leave and apply for it — the earlier the better.
Read your employment agreement and job description.
Know your orientation dates and key information.
Go over correspondence from DHB to ensure you have completed all your paperwork,
including health and safety and occupational requirements.
Make sure you have signed up to Kiwisaver and picked your contribution rate - all DHBs
will match your contribution up to 6%!
Leading up to your first day:
Organise your ‘ward bag’—a notebook for tips and contacts, on-call guide, extra pens,
examination equipment, snacks, phone charger etc.
Introduce yourself to the head nurse and ward clerk on your ward(s).
Arrange a time to meet with and get handover from the house surgeon you are replacing.
Don’t forget that for your first financial year you qualify for a tax rebate!

Need
to update
your contact
details?

We’ll be sending you some info when you graduate, so make sure you let
us know what email address you use most often (not your student one),
and your new physical address if you move.
Email Julie Hare with your new details, or call us on 0800 65 61 61.
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Are you OK?
T

he figures around doctors’ mental health
and resilience continue to be alarming.
New Zealand has a tragic record of suicide,
depression and anxiety, and research suggests
these rates are higher in RMOs than in their agematched peers.
In recent years, we know at least two RMOs lost
their lives to suicide. The NZMA, including the
DiTC, is directing more effort towards the health
and wellbeing of its members. The job we do as
doctors can be highly rewarding, but if the dayto-day work takes us to dark, sad and stressful
places, then we need the strength to move on, the
peer support to pull us through, and the flexibility
in our work places and training programmes to
give us space and time to work things out.
While not all stress is negative (and is sometimes
necessary), the compounding effect of many
internal and external stressors can seem
overwhelming.
Our first step is to ensure that the barriers to
accessing and asking for help are low. We strive
to do this for our patients and should try just as
hard to do this for our colleagues.

NO

GET URGENT HELP

Don’t suffer in silence—ask for help. If you
believe that one of your colleagues is
struggling, speak up. We try to do this for
our patients, it’s the least we can do for
ourselves and our colleagues.

MAYBE

WARNING SIGNS AND SUPPORT

Some stress is normal and, in some cases,
necessary. Chronic stress is not normal
and can negatively affect your health and
wellbeing. Get to know your warning signs
and have a look at the options for help
and support on these pages.

YES

STAY WELL, MAINTAIN HEALTH

Maintain your health and wellbeing
so you continue feeling balanced and
happy. There are lots of simple things you
can do to stay mentally and physically
well. Check out some of the suggestions
on our website www.nzma.org.nz

As well as the info on these pages, check out:
Keeping your Grass Greener
Although aimed at medical students, this guide is still very relevant for doctors and well worth a read. It contains
articles by leading experts and covers stress management and mental resilience. You can find it on AMSA’s website.
www.depression.org.nz
A useful website which has a self-test to help you recognise signs of depression and options for support and
treatment.
Fatigue and shiftwork training
All 20 DHBs and the RDA recently agreed to provide free online training on fatigue and shift work. There is real
benefit in learning about fatigue and how to better manage shift work and rosters. Email your RMO office if you want
to do this course. g
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Tips and tricks
for PGY1
The do's, don'ts
and must knows
from someone in
the know.

•

by Jibi Kunnethedam

•

B

eing a PGY1 is a funny role.
You spend six years studying
at med school learning
medicine and surgery, and then
you graduate and effectively
become an administrative engine
within an incredibly busy health
system. As a TI, you’ll have been
exposed to most of the tasks that
a House Officer is confronted with,
but it’s always a slightly different
beast when the responsibility does
fall squarely on your own set of
shoulders.

Find the hidden gems no
one really tells you about
• Where to go to find help when
things hit the fan.
• How the online systems works.
• Shortcuts in using Medchart
or Task list (protocols,
automatically populating
medications etc).
• How does your roster system

•
•

cycle, and how can you get the
most bang for your buck with
your leave?
Where is the shower you have
access to?
Is there a bike shed?
Where is the coffee machine
you can access at 3AM?
Which wards usually have the
best baking?

Figure out a useful resource
you can bookmark or rely on!
• Is there a website that has
pathways to help you in your
decision making (DHB pathway
sites, other DHB pathway sites,
UptoDate, your med school
notes, your more diligent
colleague’s med school notes…)

Find out who the good sorts
are, and who are the not so
good sorts…
• Every hospital has this. The
colleagues who are absolute
legends, and someone who
you can ask the most stupid
questions without feeling like
you’re about to be stripped of
your practising certificate. So
do some ground work and find
out who they are! They are the
people who you can call on
when times get tough!
• Unfortunately on the flip side,
there are a few people you may

need to be cautious about and
tread carefully when calling
or referring to. Finding this out
early will probably be beneficial
to your sanity and well-being. No
one particularly likes a surprise
grilling, so figure out when you
need to take that deep breath
before dialling…

Take a break!
• Make eating lunch a priority
• Make a morning coffee break
a must and/or grabbing an
afternoon tea!
• We’re hard workers, and
unfortunately with no protected
breaks that’s something that is
often exploited by the system.
We’re not designed to do up
to 15-16 hours straight without
a break. So don’t feel guilty
about taking a little bit of time
to sit down and eat your lunch,
or taking 5-10 minutes to grab
a drink and settle your mind,
and don’t forget to pee, is your
urine output worse than your
patient’s?
• As a PGY1, we’re particularly
vulnerable to burning out, so do
take care of yourself and make
regular mental and physical
relief breaks a priority! It may
sound a bit silly, and getting
leave isn’t easy, so remember
PGY1 is more of a marathon than
a sprint! g
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The evolution of a
medical student
Reflecting on
the journey
from rookie to
RMO, from the
2020 NZMSA
President.
By Ellie Baxter

W

e are all well aware of
the Theory of Evolution.
That heritable traits
are selected for or against over
successive generations so that a
species can adapt to better survive
in their environment. If you ignore
all of the biological, genetic and
reproductive components of this, I
feel that principle of evolution can
apply to Medical School.
I have spent a quarter of my life in
Medical School. Six years is a long
time, through which many lessons,
big and small, have been learned
to shape who I am today. With our
graduation and new jobs on the
horizon, this has prompted me to
pause and reflect on my past and
present self.

HEALTH SCI

PRE-CLINICAL

CLINICAL

"Let's do health
sci like everyone
else!"
No clue what
I was getting
myself into.
Didn't realise
that medicine
was more than
just a degree
or a job, but a
lifestyle.

Fell asleep in
boring lectures,
unsure about
relevance
of anything.
Worrying about
formative
OSCEs. Steins at
Starters Bar.

Not knowing
where I fit or
where to stand
on ward rounds.
Days filled
with pulling
curtains and
occassionally
interpreting the
obs chart.

TRAINEE
INTERN
The 'best year' of
medical school.
Navigating
an uncertain
final year with
COVID-19,
cancelling
elective.
Preparing for the
big changes on
the horizon.

DOCTOR
Made it?

This is all very optimistic thinking.
I know that as a new Doctor,
realistically I am nowhere the end
of my evolution. We have picked
a career where there are never
ending lessons to learn and career
milestones to meet. Medical school
is just the first step of a very long
road!
Starting our House Officer years
means the situation we are in is
about to change dramatically and
there will be much adapting to
do. We will no longer be ‘just the
student’, with no more sitting in on
clinics observing, or passing off the
med chart for a signature. There
will be no more assessments, or at
least for a short while. Our class is
going to spread across the country,
which means separation from our
friends and colleagues, and no
more med wine and cheese nights.
Instead we are stepping into a role
with much more responsibility,
greater working hours and pay, and
excessive amounts of paperwork.
There are things that we will miss
dearly, and others we will be more
than happy to give up. Despite the
mixed emotions, I am sure we are
all looking forward to this step with
anticipation.
So fellow Trainee Interns, I hope
that this has given you the chance
to think about how much you
have grown over the last six years.
Congratulations on finishing your
medical degree! Take the time
to celebrate your achievement
and give thanks to everyone that
has helped along the way; family,
friends, teachers and mentors.
All the best for your future
endeavours, I’ll see you on the
wards! g
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When the
virus hit
Experience of
a New Zealand
house officer
on the frontline
of COVID-19 in
London.
By Dr Imogen Whyte, SHO

A

fter months of PLAB
examinations, paperwork for
the medical council, signing
up to local hospitals and locum
agencies my GMC registration
came through at the beginning of
March 2020. A week later COVID-19
hit London.
During the height of the pandemic I
worked at two London hospitals as
an SHO on the COVID-19 wards — I
thought I would share a few of my
pertinent experiences and some
observations I made along the way.

Unsure and unprepared

The first hospital I worked at, a
South London DGH, seemed
unprepared for COVID-19. From the
start nearly everything was reactive
rather than pre-emptive. In the
space of two weeks the Respiratory
ward I was on, turned into a high
dependency CPAP unit. Both ICU
and the theatres (which were
turned into over-flow ICU) had filled
up quickly.

Initially we weren’t entirely sure
what we were doing, everything
was quite slow and inefficient.
We knew the basics — to look
for lymphocytopenia and chest
x-ray changes, to turn up their
oxygen and call ICU if deteriorating.
Other aspects were unknown and
controversial. As we unreassuringly
told patients many times: “we
were still learning the effects of
coronavirus and how to manage it”.
At this time we were listening to
chests unnecessarily, doing ABGs
like they were going out of fashion,
whenever there was any slight
change in oxygen requirement—all
of which put us at more risk and
did not alter management which
ultimately revolved around treating
hypoxia.
The aerosol generating risks of
CPAP were controversial and a
major concern but in the face of
patients desaturating before us, it
was trialled for those who weren’t
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ICU candidates. Consultants
ran crash courses for juniors on
CPAP’s usage and how to change
the settings, suddenly it had to
be within our clinical skill set with
senior medical staff overstretched.

Triage and lack of resources
— the reality of those words
These first weeks were the most
shocking weeks of the whole
experience for me. The decisions
about who qualified for ICU care
were pragmatic but also to an
extent arbitrary in view of the lack
of evidence. Similarly when patients
on CPAP were deteriorating and
we were short of circuits we had
to decide when to commence
palliation. This, of course, would
then free up a CPAP system for
another patient, as even early on
the CPAP machines, masks and
circuits rapidly became a sparse
resource when the tsunami of
patients hit us.
Almost immediately we were
auditing the amount of oxygen we
were using, as we quickly began
to overwhelm the oxygen delivery
systems and run out. Overflow ICUs
had to be moved to lower floors
as oxygen pressure couldn’t be
generated high up the tower. We
had to laugh when an email alerted
us that national guidelines now
recommended to target oxygen
saturation levels of 90–94% rather
than the previous 92–96%, as if
human physiology had suddenly
changed?
During this time I was calling home
to my parents in New Zealand to
make sure they knew the drill — if
they had to go into hospital for
coronavirus they had to talk up
their exercise tolerance — “aim
for a Rockwood score of 1”, I told
them (the Rockwood frailty score
really came into it’s own during
this pandemic).1 As at this time in
London, even someone in their
early sixties without any comorbidities was a borderline case
for ICU!
At times the decisions that had to
be made were challenging, both
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professionally and emotionally,
and sometimes seemed harsh. As
a doctor who has only worked in
Western, relatively well-resourced
health systems it was very
distressing to be confronted with
such a lack of “standard resources”.
It was a stark reminder of what
some countries deal with on a
routine basis and I fear for how they
will weather this pandemic.

Communication and end of
life care in a crisis

The severity of so many patients’
illnesses made for many difficult
conversations with patients and
their families; compounded by
the fact that communication
was another huge challenge of
the lockdown. As a junior doctor
our skills of breaking bad news
to patients and families, as well
as DNAR and ceiling of care
discussions, were put to the test.
There were simply too many
patients for senior members of the
team to manage, so it fell to us and
our learning curve was rapid and
steep.
Another shocking and upsetting
aspect was watching people pass
away without loved ones with
them. Initially strict rules meant
no visitors. This relaxed slightly to
allow a maximum of two family
members to see loved ones for ten
minutes when they were declared
palliative. However, this came
with the proviso that they then
self-isolated for two weeks postexposure, which wasn’t feasible for
some with essential jobs or at-risk
family members in their “bubble”.
Zoom cannot replace human
contact and you especially felt for
older, less technically proficient
patients.
An interesting, yet heart-breaking,
pattern we noticed was that often
multiple members of one extended
family were critically unwell at
once. Noticeably this situation
appeared more commonly in
poorer families and some ethnic
groups, as subsequent statistical
data has also suggested.2 This
made it even tougher for those left

"As we unreassuringly
told patients many
times: we were still
learning the effects of
coronavirus and how
to manage it."
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at home.
The preferred placement of
palliative patients in side-rooms
wasn’t feasible and this was
extremely hard for other patients.
I remember one middle-aged
gentleman who had a high oxygen
requirement for weeks, neither
improving nor deteriorating. On one
ward round he was crying with fear
that he would be next, as during his
time in the six-bedded bay he had
seen multiple other patients pass
away.
Often due to mortuary space,
decontamination procedures and
sometimes lack of body bags these
patients often stayed on the ward
much longer than they normally
would in non-COVID times. This
only added to surrounding patients’
distress and anxiety. I expect there
may be long-term psychological
effects for some of these
traumatised survivors.

Clinical characteristics of this
new viral illness evolve
Weeks into the crises I felt
somewhat used to the new
“normal”. Amazingly you became
relatively used to most of your
patients being on maximum oxygen
therapy and everyday a few of
your patients being intubated and
ventilated.
Our practices and thoughts also
evolved, initially we thought ICU

care paramount and found it hard
to comprehend so many people
being turned down. Later as the low
survival rates from ICU admission
became apparent we started to rethink what was best for the patient
and their families. In saying that,
the reality of not being able to offer
them that option never got any
easier though. It’s been interesting
to see over the course of the
pandemic some hospitals creating
withdrawal of care committees to
ensure some consistency when
rationing.2
Medically it was fascinating to
watch our understanding of the
clinical presentation evolve week
by week. Particularly the prothrombotic state many of these
patients developed.
At the beginning all the hypoxia
was attributed to the inflammatory
response but soon D-dimers
became routine admission bloods
as all were raised. However, many
were coming back extremely high.
There were no clear guidelines
so our empiric approach was
only to do CT scans when
D-dimers were particularly high
and they had increasing oxygen
requirements—the majority of
those had extensive pulmonary
emboli. In many patients, emboli
were also forming elsewhere
with organ and limb threatening
complications. As the picture

"I expect there
may be long-term
psychological
effects for some of
these traumatised
survivors."
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developed the complications
ranged across specialities from
DKA to coronavirus induced GBS.

The positive and the
negatives of this experience?
The negative was obviously the
limitations of care we could provide
to this unprecedented wave of very
sick patients. Not to mention the
lack of routine care and treatments
for other conditions, all to allow
hospitals to be able to avoid being
overwhelmed and their system
collapse. Especially as there was
no established “best practice” it
was clinically challenging and you
had to ensure that both the human
element and the basics of care
were done well.
Of course I had many positive
experiences during this pandemic
and to me the three core positives
were teamwork, flexibility and the
dedication of NHS staff.
Of particular mention was the
camaraderie of everyone involved.
This crisis not only meant breaking
down seniority barriers between
doctors, but also those between
all healthcare professionals in
the hospital. Everyone from
laboratory staff to porters were
putting themselves at risk and we
all appreciated that. It also made
for efficient teamwork, especially
between ED and medicine; for
example aiming for single-clerking
of patients to decrease staff
exposure.

"This crisis not only
meant breaking down
seniority barriers
between doctors, but
also those between
all healthcare
professionals in the
hospital."
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On general medicine/COVID we
were relatively well staffed as these
disciplines could pull many doctors
from other specialities, teaching,
research and even retirement.
However, throughout the time there
was an overwhelming appreciation
and respect for ICU and ‘patient
at risk teams’. They were rushed
off their feet often having a line
of four or five patients needing
to be intubated. On the ward ICU
wards nurses had a 1:4 or worse
nursing ratio for very sick, ventilated
patients. Not to mention the
higher risk they were all exposing
themselves to daily. They had to
constantly juggle need, staffing,
safety and bed space all under time
pressure. However, inventiveness
came from necessity with surgical
consultants becoming proning
teams in ICU. Everyone was very
willing to help out whenever
possible as ICU doctors and nurses
skill set was so limited.
I have to say in the later stages
the NHS probably had the best
frontline staffing level that has
been seen for a long time. It
also gained a lot of respect and
appreciation from the public and
was the recipient of many generous
donations to keep us going.
While I often wished I was home
in the safety of New Zealand, with
large open spaces compared to
bustling London, especially on
overcrowded public transport, it
has certainly been memorable
experience, teaching me many
lessons which I will never forget as I
move forward in my career. g
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Your guide to
social media

Be careful about what
you say and how you say it

As you begin to navigate
the world as a doctor,
your online presence
will need to reflect your
new role and workplace.
Follow these simple
guidelines to keep it
professional, ethical and
secure on social media.

Doctors have an ethical and legal responsibility
to maintain patient confidentiality - regardless
if the audience are friends,
doctors, or the public. Ensure
you have patient consent
before posting anything online,
and that any patient
or situation could not
be identified by what
you have posted, or in
combination with what
others have posted.

Keep your friends close
and others... not so close

Consider the destiny of
your data

It is important to maintain clear professional
boundaries to protect both doctor and patient,
and this includes online. In general, it is best to
avoid online relationships with current or former
patients. If a patient does request to add or
connect with you
online, politely let
them know it is
your policy not to
establish online
friendships with
patients.

Even the most stringent privacy settings can
still leave your information accessible online.
A good rule to use is if you don't want it to be
viewed online, don't post it. Recruiters often
use social media to
search for information
on candidates, so it is
important to ensure your
online presence reflects
your professional values,
and won't impact any
future opportunities.

Take control of your
privacy

Maintain professional
standards online

Most social networking sites will have privacy
settings enabling you
to control (to some
extent) how accessible
your information is.
Make sure to familiarise
yourself with the privacy
settings for each site
you are signed up to,
and ensure they are set
to a level that is secure
enough to protect you.

Social media has challenged the concepts of
‘public’ and ‘private’, and changed the way
in which online aspects of private lives are
accessible to others. Once something is online,
it is almost impossible to
remove and can quickly
spread beyond your control.
Try Googling yourself to check
you are comfortable with
the results, and ensure you
are familiar with your privacy
settings across all social sites.

Trainee inTurn
October 2020

/15

Renew your NZMA Membership
and go in the draw to win a

Deluxe Kiwi
Mystery Break

Upgrade your NZMA Membership status from TI to RMO
before Friday 13 November 2020 and be in the draw to
win a two night deluxe mystery break for two, including
return airfares, 4-5 star accommodation, and a rental
car with unlimited kms.
Only $10 per month for your PGY1 year if you sign up for direct
debit payment. Find details to enter on page 20.

This competition is only open to NZMA members who are trainee interns in 2020. When you graduate in November your
student membership is upgraded to RMO (usually $200 per membership year). If you continue your membership by direct
debit payment you will get our special membership rate of only $10 per month for your PGY1 year and a chance to win an Air
New Zealand Mystery Break, valid until September 2021. Enter before 13 November be in the draw.
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Life admin
An open letter to
all TIs.

Medical Financial
Advisory Services
(MFAS)
09 337 0730
0800 379 325
info@mfas.co.nz
Level 3, 149-155 Parnell
Road, PO Box 37343,
Parnell, Auckland 1151
www.mfas.co.nz

H

i, my name is Ti. I am 25
years old and about to start
my first house officer year
with the DHB. I planned every step
of my way through med school
and now I need to plan my working
career.
I have met with a professional
financial planner who has shown
me that between now and me
turning 65, I have the potential
to earn a net income of over $4
million – and this is conservative, as
it assumes I remain on my starting
salary throughout. This is a large
amount of income, but I am likely to
earn a lot more, depending on my
chosen specialty and career path.

KiwiSaver/Superannuation
While employed by the DHB it
will match my contribution of 6%
with another 6%. This is a generous
scheme. While I can choose to
contribute up to 10% to KiwiSaver
(the DHB would still contribute 6%)
I will instead use an investment
portfolio for my extra savings, so
these funds remain flexible for me (I

do like to change my mind!). At 6%
contributions matched by the DHB,
by time I retire at 65 my KiwiSaver
will be worth over $2.0m.
I plan to use my KiwiSaver to help
buy my first home, but this won't
be until I have finished my specialty
training so at least 6 years from
now. I have chosen a KiwiSaver
that provides me with access to
my own personal financial adviser
as they will help ensure I change
my allocation as I get nearer to my
home purchase.
Some DHBs will only contribute
3% to KiwiSaver and then another
3% to one of the 3 Super schemes
they approve. One Super scheme
would allow me to withdraw my
funds each time I resigned from a
DHB which might be helpful if I had
a mortgage, as then I could repay
lump sums from this. While my
mortgage would be repaid faster
the downside is that I will have
less in retirement. Another Super
scheme will allow me to withdraw
funds from age 55. I have talked to
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senior docs who say by that age
you are focused on retirement
and unlikely to want to withdraw
funds, unless you are eyeing early
retirement.

Risk protection
I always thought my house would
be my biggest investment, but
my adviser reminds me that my
(minimum of) $4m of future income
is my most important asset. I
wouldn't consider not insuring my
house or car, and so I have also
chosen to insure my income. I'm
young and healthy now and I love
to travel off the beaten track as I
enjoy tramping and skiing - and
I am well aware that at anytime I
could be injured for a decent period
of time. While ACC will cover 80% of
my income if I have an accident (up
to a limit of $107,000 p.a. though!) if
I was sick for a prolonged period of
time (or from a condition I couldn't
recover from) then my income
will be gone. How would I repay a
mortgage? How would I take care
of my family? I wouldn't be able
to contribute to KiwiSaver, which
means my employer wouldn't
contribute either – a double
whammy!
Trauma and income insurance
cover is there to provide me with
choices at a really difficult time. Life
insurance may be important for
the loved ones I leave behind, but
at this stage I have chosen only a
small amount of life insurance for
final expenses (repaying the last
of my credit card debt and cost of
funeral). I will review this when I get
married, have children or take on a
mortgage.
Trauma cover and income
protection will provide me with
options and hopefully dignity, in the
event of a serious illness. I see this
as vital to protect my future. I have
chosen level premiums as opposed
to premiums that will increase each
year as I get older. Its a little more
costly to begin with but there is a
significant saving over time.

My estate
My financial planner tells me it
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is important to make a will and
appoint an enduring power of
attorney to look after my affairs
should I become incapacitated.
These are pivotal documents
to ensure that I don't become a
problem for my family and friends.
To complete both a will and power
of attorney will cost around $500
with a lawyer - it will possibly cost
my loved ones thousands without!
So my plan to commence
employment is in place:
• KiwiSaver/superannuation
• house purchase on track
• I know where I am heading
financially
• personal risk protection and
• will and power of attorney are
all in place.
But you won't find me resting
on my laurels. I know I will need
to monitor, measure and review
my position regularly and ensure
my plan evolves with me and
my changing needs. My financial
planner will be there to assist me
with decisions as I get busier and

my time even more pressured.

My retirement

This is a strange concept to
consider at the start of my career.
However, I want to be in control
of my future and have choices.
Retirement savings beyond
KiwiSaver contributions are likely
to be required. If I save between
$100- $200 a fortnight from when
I start earning, I am likely to be
in a far better position than, say,
my professor who is 57 and now
(reluctantly) saving $5,000 per
fortnight to meet her retirement
targets.
The earlier I consider my options
the easier my future path will be! g

Medical Financial Advisory Services (MFAS) are one of the NZMA'S
membership benefit partners.
MFAS offer a free review and a financial plan worth $1500 to
NZMA members.
With sound advice and extensive experience in dealing with
medical practitioners, this exclusive offer will help you achieve
your objectives - be it wealth accumulation, dealing with
superannuation and KiwiSaver, retirement or mortgages. This
is an opportunity for your various financial considerations to be
streamlined to meet your specific personal objectives.
To book an appointment, contact:
Hamish | 021 632 226 | hamish@mfas.co.nz
Sue | 027 297 0950 | sue@mfas.co.nz
Nera | 021 056 1771 | nera@mfas.co.nz
Lynda | 021 213 3422 | lynda@mfas.co.nz
To chat with a MFAS adviser, call the NZMA financial helpline:
0800 379 325
www.mfas.co.nz
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MEDICAL
TEACHING
AWARDS
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The New Zealand Medical Teaching
Awards aim to recognise medical
professionals who:
• create and facilitate a positive
learning environment
• are innovative and engaging in their
teaching
• provide a unique contribution to
teaching
• show commitment and passion to
education
• exemplify professionalism
• are excellent clinical role models
• provide constructive feedback in
an appropriate manner
• go above and beyond their normal
duties
• actively seek feedback for
continuous improvement
• display other exemplary
characteristics not covered by the
above.
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Medical
Teaching
Awards

by Jibi Kunnethedam
PGY1 Representative 2020
Doctors-in-Training Council

“The mediocre teacher
tells. The good teacher
explains. The superior
teacher demonstrates.
The great teacher
inspires.”
- William Arthur Ward

T

eaching and medicine have
been inseparable since
the days of the earliest
physicians. Medical knowledge can
only be retained and accumulated
in a society where it is passed on
through successive practitioners.
Even the first substantive paragraph
of the classical Hippocratic
Oath delves into details of the
importance of teaching, and
the very word ‘doctor’ finds its
etymological roots from a Latin
term for teacher.
“I will give to my teachers the
respect and gratitude which is their
due” – Physicians Oath, WMA
It is in keeping with this venerable
tradition that the New Zealand
Medical Association (NZMA)
and the New Zealand Medical
Students Association (NZMSA)
launched a National Teaching and
Professionalism Award designed
to exemplify and celebrate some
of the great doctors who teach in
Aotearoa.
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Why do we have this award?

Firstly we wish to recognise and
reward high calibre teaching. We
are aware that teaching occurs
throughout New Zealand, most
obviously in academic centres,
but also in remote areas where
more determination and innovation
may be required, alongside
limited resources. We want to
acknowledge and reward teachers,
and an award of national profile
will go further than what currently
exists to identify the very best
of our teachers in all workplace
settings.
Secondly — and perhaps more
importantly — we wish to elevate
the profile of teaching throughout
our profession. In an environment
where we most often hear first
about examples of bullying,
inappropriate behaviour, and other
examples of scandals or disgrace,
we want to recognise and reward
those fighting the good fight;
providing a reminder that there are
plenty of colleagues to be proud
of and inspired by. We also hope
that drawing attention to these role
models and their techniques might
inspire us, and provide us with
practical suggestions to improve
our own practice.
We acknowledge that simply
providing two awards (one for
SMOs and one for RMOs), and
writing about just the shortlisted
candidates means that a very large
number of excellent teachers
will not be directly recognised.
However, we hope that these
awards may help start local
conversations about what teaching
opportunities the profession
already has, and how we can
supply support to build and further
improve teaching for the future.
After a few delays due to COVID-19,
our judging committee have
reviewed the feedback and
selected the winners for the 2019
awards. Both the RMO and SMO
winners will be presented with
their awards at NZMA's Christmas
cocktail function in December.
We are now looking forward to
launching our awards for the 2020

teaching year, and will be opening
nominations in February 2021.

So how do you take part?

Well, you can keep an eye out for
examples of good clinical teaching,
and consider nominating someone
when we open the 2020 awards.
Furthermore, you can also keep
an eye open for the shortlisted
nominees, and send us further
feedback on any of the candidates
you know about.
However, most importantly, we
want you to feel inspired to teach
with excellence, and to be proud
in the knowledge that you are
continuing an excellent tradition
spanning thousands of years and
generations of doctors.
Remember to show gratitude
for the teaching you receive, at
whatever stage you find yourself
in your career. Teaching is central
to both the science and art of
medicine, and we are pleased
to help provide a reminder of its
importance. g

Trainee Intern Prize 2020
In order to go into the draw to win a Deluxe Mystery Break for two to a mystery New
Zealand location, you must update your membership status from TI to RMO, renew your
NZMA membership, and set up payments via direct debit, before 13 November 2020.
Please complete this form in full, as well as the Membership Direct Debit Form on the
next page, and return by post or email to NZMA by Friday 13 November 2020, to secure
your entry into the draw.
By post: New Zealand Medical Association
Freepost 185168
PO Box 156
Wellington 6140
Or scan and email to: madeleine@nzma.org.nz

Surname:
First name(s):
Postal address:

Mobile number:
Email:
Graduation date:
Terms and Conditions
1. By entering the New Zealand Medical
Association (NZMA) Trainee Intern prize
competition, all entrants agree to renew their
membership with the NZMA for the next year
(2021) by completing the attached
Membership Direct Debit Form.
2. Membership cost: $10 per month from
December 2020 to August 2021 via direct
debit ($90 total). If you choose another
payment method, the cost of membership
from Dec 2020-Sept 2021 is $200.
3. The competition is open to the Trainee Intern
class of 2020 only.
4. Only one entry per person will be accepted.
5. Entries will only be accepted if a fully
completed Membership Direct Debit Form is
returned, either by post or scanned and
emailed.
6. This competition closes Friday 13 November

2020. The prize draw will be made in the
following week/s.
7. The winners will be contacted by NZMA by
email or phone. The winners’ name will also be
announced in the NZMA newsletter Vital Signs.
8. The prize is an AirNew Zealand two night
Deluxe Mystery Break for two people.
The prize includes two nights of 4-5 star
accommodation, return f ights for two to a
mystery NZ destination, and a rental car with
unlimited kms.
9. The mystery break must be redeemed before
its expiry in September 2021
10. HOW TO ENTER: Complete the entry form
(above) and the attached Membership Direct
Debit Form and send by Friday 13 November
2020 to:
New Zealand Medical Association
Freepost 185168
PO Box 156, WELLINGTON 6140
OR scan and email to: madeleine@nzma.org.nz

Membership Direct Debit Form
TRAINEE INTERN
PRIZE 2019

Trainee Intern Prize 2020

Please complete and send to:
Freepost 185168
New Zealand Medical Association
PO Box 156
Wellington 6140

Membership Number (if known):

Member Name:
BANK INSTRUCTIONS
NAME:

AUTHORITY TO ACCEPT
DIRECT DEBITS

(Of Bank Account)

(Not to operate as an
assignment or agreement )

AUTHORISATION CODE
BANK ACCOUNT FROM WHICH PAYMENTS TO BE MADE:

0 3 1 5
Bank

Branch

Account Number

7 9

8

Suffix

(If possible, please attach an encoded deposit slip to ensure your number is loaded correctly)
To: The Bank Manager,
BANK:
BRANCH:
TOWN/CITY:

I/We authorise you until further notice, to debit my/our account with all amounts which
New Zealand Medical Association
(hereinafter referred to as the Initiator)
the registered Initiator of the above Authorisation Code, may initiate by Direct Debit.
I/We acknowledge and accept that the bank accepts this authority only upon the conditions listed below.
INFORMATION TO APPEAR ON MY/OUR BANK STATEMENT:
PAYER PARTICULARS
PAYER CODE
PAYER REFERENCE

YOUR SIGNATURE(S)
DATE:
Approved

15790
02

/

/
For Bank Use Only
Original - Retain at Branch

BANK

08

Conditions of this authority to accept direct debits
1 The Initiator:
(a) Will not initiate a direct debit on my/our account unless authorisation is received from me/us in accordance with the terms and conditions agreed between me/us and the
Initiator of each amount to be debited from my/our account.
(b) Has agreed to send notice of the net amount of each Direct Debit and the due date of debiting after receiving authorisation from me/us under clause 1 (a) but no later than
the date the Direct Debit will be initiated. This notice must be provided either:
(i) in writing; or (ii) by electronic mail where the Customer has provided prior written consent to the Initiator
The notice will include the following message:- 'The amount $.., was direct debited to your Bank account on (initiating date).'
(c) May, upon the relationship which gave rise to this Authority being terminated, give notice to the Bank that no further Direct Debits are to be initiated under the Authority. Upon
receipt of such notice the Bank may terminate this Authority as to future payments by notice in writing to me/us.
2 The Customer may:
(a) At any time, terminate this Authority as to future payments by giving written notice of termination to the Bank and to the Initiator.
(b) Stop payment of any Direct Debit to be initiated under this Authority by the Initiator by giving written notice to the Bank prior to the Direct Debit being paid by the Bank.
(c) Where a variation to the amount agreed between the Initiator and the Customer from time to time to be direct debited has been made without notice being given in terms of
1(a) above, request the Bank to reverse or alter any such Direct Debit initiated by the Initiator by debiting the amount of the reversal or alteration of the Direct Debit back to the
Initiator through the Initiator’s Bank, PROVIDED such request is made not more than 120 days from the date when the Direct Debit was debited to my/our account.
3 The Customer acknowledges that:
(a) This authority will remain in full force and effect in respect of all Direct Debits passed to my/our account in good faith notwithstanding my/our death, bankruptcy or other
revocation of this authority until actual notice of such event is received by the Bank.
(b) In any event this authority is subject to any arrangement now or hereafter existing between me/us and the Bank in relation to my/our account.
(c) Any dispute as to the correctness or validity of an amount debited to my/our account shall not be the concern of the Bank except in so far as the Direct Debit has not been
paid in accordance with this authority. Any other disputes lies between me/us and the Initiator.
(d) Where the Bank has used reasonable care and skill in acting in accordance with this authority, the Bank accepts no responsibility in respect of: - the accuracy of information
about Direct Debits on Bank statements - any variations between notices given by the Initiator and the amounts of Direct Debits
(e) The Bank is not responsible for, or under any liability in respect of the Initiator’s failure to give written advance notice correctly nor for the non-receipt or late receipt of notice
by me/us for any reason whatsoever. In any such situation the dispute lies between me/us and the Initiator.
4 The Bank may:
(a) In it’s absolute discretion conclusively determine the order of priority of payment by it of any monies pursuant to this or any other authority, cheque or draft properly executed
by me/us and given to or drawn on the Bank.
(b) At any time terminate this authority as to future payments by notice in writing to me/us.
(c) Charge its current fees for this service in force from time-to-time.

