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EDITORIAL

As we progress through medical school, we acquire the skills and knowledge 
necessary to diagnose and treat patients.  As well, we need to develop an 
understanding of the social context of medicine and develop the personal 
and professional skills and attributes necessary to effectively practice it.  
There are many subtly different ways to define medical professionalism.  In 
2002, the Annals of Internal Medicine and The Lancet published ‘Medical 
professionalism in the new millennium: a physician charter’.  This charter 
argued that ‘professionalism is the basis of medicine’s contract with 
society’.1  Within the idea of professionalism, the charter identified three 
fundamental principles:

• The principle of primacy of patient welfare

• The principle of patient autonomy

• The principle of social justice

In this way, professionalism can be seen as a way of doing things to best 
treat the patient in front of us, as well as serve the wider community.  A 
commitment to professional development requires us to utilise the 
skills and values we learn throughout our undergraduate training, and to 
continue this growth beyond medical school.

These values expected of us in our profession include honesty, 
trustworthiness, compassion, benevolence and confidentiality, amongst 
others.  Professionalism can also encompass how we present ourselves, for 
instance, how we dress and how we talk.  This can be both within a clinical 
setting and in society at large.  You may remember a lecture on this topic at 
some point during medical school; however professionalism is an abstract 
concept that is often best understood when seen in practise.

The New Zealand Medical Association (NZMA) published a consensus 
statement on the role of the doctor at the end of last year (2011).  It 
acknowledges doctors as leaders within a healthcare team, as well as 
leaders and advocates working towards improving public health.  It is very 
evident that we do not practice medicine in isolation, and that the wider 
socioeconomic factors play an important role in determining which patients 
present to us at the hospital.  It makes sense for doctors to advocate on 
behalf of our patients in both an acute setting and regarding the upstream 
factors that affect their health.  The Editorial Team for the New Zealand 
Medical Student Journal (NZMSJ) feel the consensus statement published 
by the NZMA is an important document for all medical professionals 
working in New Zealand, and as such we have re-printed the statement in 
this issue of the Journal.

As well as the values and skills that we develop throughout our training, 
there are other things we can do to develop professionally.  For instance, 
keeping up-to-date with the latest advances in research is a necessary 
aspect of our work.  Conducting research, and contributing to the growing 
body of medical knowledge, is something we should all strive to do.  There 

Professionalism in Medicine
Mariam Parwaiz

Trainee Intern
Christchurch School of Medicine
University of Otago

are many opportunities for undertaking research during medical school.  
These include: the Bachelor of Medical Science with Honours, summer 
studentships, and clinical audits.  When the NZMSJ was established by a 
small group of students in Dunedin in 2003, the rationale behind it was 
to create a medium to publish summer studentship research.  The Journal 
provided, and continues to provide, an opportunity for students to learn 
more about the process of getting their writing published.

Another way to further develop professionally is by attending conferences.  
This can be daunting as a student, but can nonetheless be a hugely valuable 
experience.  Conferences offer the opportunity to present research, and 
to interact with experts in the area.  Some conferences, such as the NZMA 
General Practice and Medical Exhibition Conference, actively encourage 
student attendance and are a great opportunity to interact with more 
knowledgeable professionals, and to meet other students with similar 
interests.

In this issue of the NZMSJ, we present work done by your colleagues.  We 
have an original research article by Calvin Lim looking at serum PSA in BPH; 
Cameron Schauer has written a case report on profound hypothyroidism; 
and Karyn Anderson shares her experience of the RANZCOG Annual 
Scientific Meeting.  We also publish articles from overseas that we believe 
would be of interest to medical students in New Zealand.

The NZMSJ is the labour of love for a dedicated team of medical students 
based throughout the country.  We hope you find this issue of the New 
Zealand Medical Student Journal educational and thought-provoking.  As 
always, we are keen to hear from you.  We welcome your letters to the 
editor, articles and book reviews.  We wish you all the best for the second 
half of the academic year.
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INTRODUCTION

As the future of the New Zealand medical workforce, we will inherit the 
burden of responsibility for caring for the health of New Zealanders. We will 
also be responsible for the meeting of  challenges currently facing the New 
Zealand health system. It is therefore imperative that medical students have 
a strong voice, not only on the issues directly affecting medical students, 
but also on issues pertinent to the New Zealand health system. The New 
Zealand Medical Students’ Association (NZMSA) is the peak representative 
body for New Zealand medical students. One of the key roles of NZMSA 
is to provide a strong voice and advocate for medical students on national-
level issues of importance. NZMSA recently launched a series of press 
releases and advocacy pieces on issues ranging from the impact of changes 
to the student allowance scheme on access to the medical degree. Others 
include the impact of the new health policy announcements in Budget 
2012/13 on access to healthcare.

CHALLENGING FACING THE NEW ZEALAND HEALTH SYSTEM

Across the world, the cost of healthcare provision is growing rapidly – 
and New Zealand is no exception. In New Zealand, healthcare spending 
is growing 2% per annum faster than current growth in GDP (healthcare 
spending is increasing 4% of GDP per annum versus GDP growth of 2% 
per annum)1 . Furthermore, Treasury predicts that by 2050, health spending 
will have doubled from 6.4% in 2006 to 12.6% of GDP1. Recently, just over 
one third of new spending in Budget 2012/13, an estimated $382 million, 
is going to health alone2. 

The drivers of this projected rapid growth in healthcare demand (and 
expenditure) can be categorised into supply-side and demand-side factors. 
Supply-side factors include the costs associated with how new technologies 
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and interventions expand what the health system can do for patients, and 
the fact that New Zealand has to compete on the global market for a 
worldwide shortage of doctors. Demand-side factors driving up costs 
include caring for an aging population; the emerging epidemics of chronic, 
non-communicable diseases such as diabetes, cardiovascular disease 
and dementia; and a rising expectation amongst the public for new and 
expensive medical technologies and interventions. The importance of the 
impact of chronic diseases on the health budget cannot be underestimated; 
the incidence of chronic diseases is rising and it is estimated that chronic 
disease accounts for approximately 80% of healthcare use1. 

In response to the challenge of increasing cost, the government has taken a 
number of steps to drive efficiency in the health sector by improving access 
to primary care; commissioning workforce planning via Health Workforce 
New Zealand (HWNZ); considering the use of role-extenders, such as 
Physician Assistants (PAs); and promoting clinical leadership3, 4. 

Despite increasing levels of health expenditure, New Zealand still suffers 
from significant and systematic disparities in health outcomes along the 
socioeconomic gradient and between ethnic groups. Those born and 
living in the poorest parts of the country are likely to die seven to eight 
years younger than those living in the most privileged areas, with a similar 
difference in life expectancy observed between Maori and non-Maori5,6.  
Inequalities in the social determinants of health are one of the key driving 
factors behind the resurgence of third-world infectious diseases such 
as rheumatic fever and impetigo in New Zealand; children from poorer 
backgrounds are three-to-four times more likely to suffer from a severe- 
to life-threatening infection than those from the most wealthy families7. 
Not only are such systematic disparities in health outcomes arguably unjust, 
the presence of these inequities in health also constitute a significant cost 
to society through productivity losses through illness, and the social costs 
associated increased incarceration and exposure to the criminal justice 
system8.

It is now well established that New Zealand faces an immediate and 
major medical workforce crisis. Not only do we have fewer doctors per-
capita than the OECD average, New Zealand also has one of the highest 
proportions of overseas-trained doctors in the OECD (41% of the medical 
workforce as of 2010)9,10. New Zealand’s reliance on overseas-trained 
doctors places our medical workforce in a precarious position at the whim 
of the global market for doctors. Making matters worse, the gap between 

Michael Chen-Xu
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University of Otago

The role of medical student advocacy in the future of the 
New Zealand health system
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New Zealand and the OECD average for the number of doctors per 
capita has steadily grown over the past thirty years11.  In response to these 
concerns, consecutive governments have committed to increasing medical 
student numbers and have introduced a series of policies in an attempt 
to improve medical graduate retention, such as the Voluntary Bonding 
Scheme, the increase in the Trainee Intern Grant and career planning. The 
abolition of the Bonded-merit and Step-up scholarships in Budget 2009/10, 
the introduction of the 7EFTS (equivalent full time student) lifetime limit on 
Student Loans in Budget 2010/11, and the recently announced 200-week 
cap on access to Student Allowance, may however undermine some of the 
positive effects of the earlier policies on medical graduate retention.

 
KEY ISSUES FACING MEDICAL STUDENTS

The impact of medical student debt on vocational choice and equitable 
access to the medical degree are important issues for both medical students 
and the New Zealand health system. Medical graduate indebtedness has 
a strong influence on medical graduate retention and vocational choice. 
Increasing levels of indebtedness are a strong driver of doctors choosing 
to practice medicine overseas, and have a strong influence over what 
vocational speciality doctors in training choose.10,12

NZMSA is concerned that the recently announced changes to the Student 
Allowance scheme in Budget 2012/13 and the 7EFTS lifetime limit on 
Student Loans will have a negative effect on indebtedness for postgraduate-
entry students and students from lower socioeconomic backgrounds. This 
is because postgraduate students have to do a minimum of eight years of 
study to finish a medical degree and may therefore exhaust their 7EFTS 
of access to student loans before finishing. If such students were unable to 
source financial support from their families, they may be forced to fund 
their tertiary fees and living costs through work or potentially by taking 
out expensive personal finance loans from elsewhere to finish, thereby 
increasing their levels of indebtedness and potentially reducing retention 
rates. Furthermore, the changes do not take into account the length of the 
medical degree in comparison to other, shorter undergraduate degrees 
such as law or accounting that have comparable levels of remuneration 
after graduation. . Finally, the changes may discourage students from lower 
socioeconomic groups from choosing a career in medicine, restricting the 
quality and standard of those studying medicine to only the wealthiest in 
society.

SO, WHAT IS NZMSA DOING ABOUT THESE ISSUES? 

NZMSA has a vision of a health system that we can be proud to work in 
and to return to as doctors. Faced with a world of opportunities, there 
has to be a compelling reason for medical students to continue to work in 
New Zealand. The realities of the global economy, the worldwide shortage 
of doctors, and the increasing cost and demand for healthcare indicate that 
financial reward is unlikely to provide that reason in the near future. Other 
economies and systems to which we will have access to, such as Australia 
or the United Kingdom, offer significantly higher rates of remuneration than 
here in New Zealand. For New Zealand to continue to retain doctors, it 
needs to look after its investment in medical students and provide rewards 
other than remuneration for graduates. This is where NZMSA and the 
advocacy we provide for medical students has an important role to play.

Given the current medical workforce and the government’s commitment 
to continue to increase medical student numbers, it is important that the 
government invest in policies that promote medical graduate retention 
and limit and/or reduce student indebtedness. As stated earlier, NZMSA 
has concerns about the effect of the recent policy changes to the student 
allowance and student loan schemes on medical student indebtedness, 
retention and access to the medical degree. NZMSA has drafted a letter 

expressing our concerns about the changes to the Minister of Tertiary 
Education, Steven Joyce, and we are currently liaising with both universities, 
the New Zealand Medical Association, the New Zealand Union of 
Students’ Associations and others in the health and education sectors on 
a joint approach to both the student allowance and student loan changes. 
NZMSA has also featured prominently in the media recently on the issue, 
with appearances in The New Zealand Herald, The Otago Daily Times, Radio 
New Zealand, and New Zealand Doctor13, 14, 15, 16. We have also developed a 
number of press releases on the changes that can be found on the NZMSA 
website.

The NZMSA has a representation on the NZMA Doctors in Training 
Council (DITC). Through the NZMA DITC, NZMSA has a say on some of 
the government’s new workforce initiatives, such as the Physician Assistants 
trial and the workforce planning undertaken by HWNZ. 

NZMSA is also advocating on the issue of health equity and the impact of 
social determinants on health outcomes. By getting medical students aware 
of the importance of addressing the social factors that contribute to both 
inequalities in health outcomes and the increasing prevalence of chronic 
diseases, we hope to help maintain the sustainability of the New Zealand 
health system for the future. Consequently, NZMSA has been working 
a campaign to get medical students aware of the importance of health 
equity, which has included a video, a Q+A sheet on the importance of 
health equity on our website, and health equity-related breakout sessions at 
NZMSA Conference 2012: Catalyst for Change17. This campaign culminated 
in NZMSA ratifying the NZMA Position Statement on Health Equity at 
the NZMSA Conference, and we hope that it will provide an evidence-
based platform for medical students to advocate for changes in health, 
social, financial and trade policies for the health of all New Zealanders9. 
Ratifying the position statement on health equity allowed NZMSA to speak 
out against the rise in the part-charge for prescriptions proposed in Budget 
2012/13 in a press release because of its negative impacts on equity of 
access to primary care for patients from poorer backgrounds.

CONCLUSION

The issues facing medical students and the challenges facing the New 
Zealand health system are inextricably linked, as we will be the ones who 
will inherit the responsibility for caring for the health of New Zealand. 
Given the backdrop of an increasing demand for healthcare services, a 
shortage of New Zealand-trained doctors, and the spectre of persistent 
systematic inequalities in health outcomes, medical students need to have 
their voice heard. NZMSA has been working hard to provide that voice for 
students, and we will continue to do so in the future. 

Improving medical graduate retention will require limiting medical student 
debt and a health system that allows doctors and medical students to 
make meaningful contributions to society. Building such a health system 
will involve ensuring equitable access to the medical degree so that future 
generations of doctors are more representative of society and therefore 
more in-tune with the needs of the communities they will serve. It will also 
require that today’s medical students are both well informed and keen to 
address the key challenges facing the New Zealand health system. 

NZMSA, through its advocacy on medical student issues, such as the recent 
changes to student allowances and student loans, as well as its advocacy on 
broader health issues, such as health equity, is working hard to ensure that 
New Zealand trained doctors are ready and able to address the challenges 
facing the New Zealand health system. 



The New Zealand Medical Student Journal Number 15 July 20127

10.Perry WR, Wilkinson TJ.  
Taking	the	pulse:	medical	student	workforce	intentions	and	the	impact	
of debt.  
N Z Med J. 2010 Jul 16;123(1318):15-23.

11.Medical Training Board.  
The	Future	of	the	Medical	Workforce:	Discussion	paper.	 
Wellington: Ministry of Health, 2008.

12.NZMSA, NZUSA, NZMA.  
Doctors and Debt; The Effect of Student Debt on New Zealand’s 
Doctors. 
March 2005.

13.Davison I.  
Four-year allowance cap restricts study for many. 
NZ Herald. May 4, 2012. http://www.nzherald.co.nz/education/news/article.
cfm?c_id=35&objectid=10803426 (accessed 15 June 2012).

14.Elder V.  
Changes ‘will push students overseas’. 
Otago Daily Times. May 6, 2012. http://www.odt.co.nz/campus/university-
otago/208118/changes-double-whammy (accessed 15 June 2012).

15.Radio New Zealand.  
Student loan changes ‘will force graduates overseas’. 
Radio New Zealand National. May 4, 2012. http://www.radionz.co.nz/news/
national/104946/student-loan-changes-%27will-force-graduates-overseas%27 
(accessed 15 June 2012).

16.Montalk J.  
Loan	changes	will	drive	graduates	away:	NZMSA.	
NZ Doctor. May 4, 2012. http://www.nzdoctor.co.nz/news/2012/may-2012/04/
loan-changes-will-drive--graduates-away-nzmsa.aspx (accessed 16 June 2012)

17. New Zealand Medical Students’ Association (NZMSA).  
Why Health Equity Matters.  
http://www.youtube.com/watch?v=s9S0rgayV68 (accessed 16 June 2012).

REFERENCES

1.Government of New Zealand, The Treasury. 
Health	System	Sustainability	in	the	Long-term:	Why	we	need	to	act	today.	
Presented to the Health Economists Group. Wellington, 2008. http://www.
treasury.govt.nz/publications/informationreleases/health/longterm (accessed 14 
June 2012).

2.Government of New Zealand, The Treasury.  
Minister’s Executive Summary – Budget 2012.  
Wellington: The Treasury; 2012.

3.Government of New Zealand, Ministry of Health. 
Better, Sooner, More Convenient Health Care in the Community. 
Wellington: Ministry of Health; 2012.

4.Health Workforce New Zealand.  
Home, Health Workforce New Zealand.  
http://www.healthworkforce.govt.nz/  (accessed 14 June 2012).

5.Tobias M, Blakely T, Matheson D, et al. 
Changing	 trends	 in	 indigenous	 inequalities	 in	 mortality:	 lessons	 from	
New Zealand. 
Int. J. Epidemiol. 2009;38(6):1711-22.

6.Statistics New Zealand.  
New	Zealand	Life	Tables:	2005–07.	 
Wellington: Statistics New Zealand, 2009.

7.Baker MG, Barnard LT, Kvalsvig A, et al. 
Increasing incidence of serious infectious diseases and inequalities in 
New	Zealand:	a	national	epidemiological	study.
Lancet. 2012 Mar 24;379(9821):1112-9. Epub 2012 Feb 20.

8.New Zealand Medical Association.  
Health equity position statement. 
N Z Med J. 2011;124(1330). http://www.otago.ac.nz/wellington/otago023745.
pdf (accessed 15 June 2012).

9.Medical Council of New Zealand.  
The New Zealand Workforce in 2010.  
Medical Council of New Zealand, 2010.



The New Zealand Medical Student Journal Number 15 July 20128

GUEST EDITORIAL

Choosing the right BMedSc(Hons) project

Amr Alwakeel is a MBChB/BMedSc(Hons) student on a Saudi 
Arabia government medical scholarship to New Zealand. 
He is currently doing his 5th year at Christchurch School 
of Medicine. His BMedSc(Hons) research at the Anatomy 
Department investigated the effects of stem cells on a 
neonatal rat model of cerebral palsy.

Amr Alwakeel
5th year MBChB/BMedSc(Hons) 
Christchurch School of Medicine
University of Otago

INTRODUCTION

The number of medical students choosing to intercalate a Bachelor of 
Medical Science with Honours (BMedSc(Hons)) degree with their medical 
degree has been on the rise.1 One of the difficulties that many medical 
students face when undertaking a BMedSc(Hons) is choosing a project. 
One must realise that a BMedSc(Hons) project consists of both a topic 
and a supervisor. Choosing the right supervisor is as equally important as 
choosing the topic. At the time of publication, many students will be starting 
to think about undertaking a BMedSc(Hons). The aim of this article is to 
provide tips from my personal experience on how to go about choosing a 
suitable BMedSc(Hons) project. Some of these tips may be more focused 
toward lab-based research due to the nature of my BMedSc(Hons) project.

BE CERTAIN.

Undertaking a BMedSc(Hons) project might sound easy, however, research 
can at times be challenging, stressful and frustrating. It is very common 
for research students to reach a point where they wonder why they had 
decided to undertake research and possibly regret the decision. If one is 
not motivated from the beginning, they may find it hard to be motivated 
midway through their project. Being certain about wanting to undertake a 
BMedSc(Hons) will certainly help in keeping one motivated to complete 
the project. If you are still sitting on the fence, it may be useful to undertake 
a summer studentship or possibly spend a day or a week at the lab before 
committing to a full year project. 

BE INTERESTED IN THE RESEARCH TOPIC. 

Being interested in the research topic is essential because research will 
involve labouring for hours and hours, both reading and writing about a 
particular topic for a whole year, if not more.  Being enthusiastic about 
the research topic will help to increase motivation during difficult times 
and also motivate oneself to complete the project. If the suggested topics 
in the handbook are not appealing, it is always possible be innovative and 
create one’s own project, provided that there is a willing supervisor. When 
meeting a supervisor, be willing to discuss possible changes to the research 
topic or even other potential research topics. Previous BMedSc(Hons) 
students have been able to find supervisors who have allowed them to 

undertake part of their projects overseas. A useful resource to assist in 
finding a suitable supervisor with similar research interests as you is the 
online staff profile pages. Furthermore, lecturers and BmedSc(Hons) 
students may also be good resources in identifying potential supervisors 
within their departments.

MEET THE SUPERVISOR. 

Initially, it is important to assess one’s compatibility with the supervisor 
and whether one would be able to spend a full academic year under their 
supervision. An important consideration in choosing a supervisor is their 
experience in the particular research topic. Thus, it is vital to enquire if 
this particular experiment and methods have been carried out in the 
lab previously, as much of the experimental work will require training 
and technical assistance from the supervisor or more senior members 
of the team. Another important aspect is the supervisor’s experience in 
supervising student projects and whether they have supervised previous 
BmedSc(hons) students. It would also be useful to know if there are 
other students or postdocs in the lab. Too many students in a lab may 
mean less time with the supervisor. Furthermore, supervisors with other 
administrative responsibilities may also have less time for their students. It 
may be useful to ask if the research team have regular lab meetings as it 
could be worth attending a meeting and observing how the supervisor 
interacts with their students and postdocs.

ASK ABOUT YOUR GO-TO PERSON. 

In research, things don’t always go the way they should so it is important 
to have a go-to person with an open-door policy who is accessible and 
available during times of need. If there are periods when it may not be 
possible to contact one’s supervisor, then it would be wise to enquire about 
having a co-supervisor. Co-supervision is usually undertaken by a postdoc 
working in the lab under the primary supervisor. It is typical for primary 
supervisors who are undertaking administrative roles in their department 
or supervising multiple projects to assign a postdoc to each student.

TALK TO THE SUPERVISOR’S RESEARCH STUDENTS AND 
POSTDOCS.

It is always useful to consult with students and postdocs who are working 
or have worked with a potential supervisor. Ask them lots of questions. It 
is essential to enquire about their supervision style as some have a hands-
off approach while others can be more involved. It is worth considering 
how much direction and supervision one might need from a supervisor, as 
having a supervisor who is slightly demanding may be useful in maintaining 
one’s focus and dedication to the project. Talking to other students may 
also help in envisaging what the project entails and how busy it might be. 
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Another thing to ask about are difficulties that students have faced during 
their research. Identifying these issues may help one to avoid such problems 
and possibly plan ahead with your supervisor in case one is faced with 
similar issues. They may also be aware of useful resources for the research 
topic. It can also be worthwhile to look up previous theses supervised by 
a potential supervisor to get a better idea of their expectations. Theses can 
be accessed from the reserved section at the library and possibly from the 
supervisor.

 

THINK BEYOND THE BMEDSC(HONS). 

A BMedSc(Hons) can be upgraded into a PhD, where an additional year 
is given to the student following the BMedSc(Hons) year to continue their 
research. The student is also allowed to continue the PhD during summer 
vacations as well as the 3-month trainee intern elective period. If there is 
a possibility that one might upgrade their BMedSc(Hons) into a PhD, one 
should consider undertaking the BMedSc(Hons)/PhD project in the same 
city that they plan to complete their advanced clinical training in. This is 
because PhD students will likely need time during their advanced clinical 
years to complete their PhD and it is more convenient and efficient to be 
within the same geographical region as the supervisor. In my opinion, long-
distance research projects can be very challenging and inefficient.

Once committed to a project, I would highly recommended reading the 
article by Alamri published in the NZMSJ, regarding tips on succeeding in 
the Bmedsc(Hons).2 The most important thing is to make sure you enjoy 
your journey of research, and I wish you all the best.  

REFERENCES:

1.Al-Shaqsi, S.  
To intercalate or not to intercalate.  
NZMSJ. 2010 May;(11): 29-30.

2.Alamri, Y.
How	to	breeze	through	your	BMedSc(Hons)	year:	Tips	from	my	personal	
experience.
NZMSJ. 2010 October;(12): 26..
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information.
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ACADEMIC : ORIGINAL ARTICLE

Measurement of serum PSA: Is it a good predictor of the 
severity of symptoms scored on the International Prostate 
Symptom Score (IPSS) for patients with benign prostatic 
hyperplasia?
Calvin FJ Lim
Trainee Intern
Christchurch School of Medicine
University of Otago

Calvin is currently a Trainee Intern at the University of 
Otago, Christchurch campus. His future plans include non-
invasive surgery and ideas on how to broaden the appeal of 
contributing to medicine from the radiology perspective. He 
is a massive supporter of Wikipedia, with other non-medicine 
related interests in modern history, finance and good classic 
rock. 

INTRODUCTION

Prostate specific antigen (PSA) measurements are done in almost all health 
care practices in New Zealand as an indicator of prostatic disease. Prostatic 
diseases are the main causes of lower urinary tract symptoms in men (LUTS). 
Lower urinary tract symptoms are divided into two broad categories: 
storage symptoms (urinary frequency, urgency, dysuria, and nocturia) and 
voiding symptoms (terminal dribbling, poor stream, hesitancy, incomplete 
voiding and overflow incontinence).  Benign prostatic hyperplasia (BPH) is 
thought to account for almost all the pathologies of prostatic diseases that 
cause LUTS. BPH affected approximately 90% of men over the age of 80.1 
In a random population cross sectional study done on 515 New Zealand 
men from Porirua, it was found that BPH affected approximately 10% of 
men over the age of 40 and almost 34% of men over the age of 60. There 
has been no difference in prevalence amongst Caucasian, Maori and Pacific 
Island populations although there is some evidence to suggest that Maori 
and Pacific Island men seek less help for their condition.2  Although benign, 
symptoms caused by BPH have significant effects on the quality of life for 
men worldwide.

PSA is used as a measure of prostate growth hence is a potential tool to 
detect prostate malignancy early. PSA is produced solely in the epithelial 
cells of the prostate gland, initially as a proenzyme (proPSA) by the 
secretory cells.  Then it undergoes removal of its pro-peptide and becomes 
proteolysed within the lumen of the prostate to form the structure that 
is measureable in blood test. However, in addition to growth of prostatic 
tissue, inflammation of the prostate, urinary tract infections, trauma to the 
perineal area and male ejaculation have been shown to increase serum 
PSA levels.3 Therefore, clinical context and knowledge of the patients’ 
background have to be taken into account when interpreting the results. 

Due to the fact that serum PSA level was shown to be a good measure of 

the amount of glandular epithelium of the prostate, it was therefore seen 
as a good indicator for the size of the prostate gland in BPH patient.4 There 
was a study done in 1999 which analysed placebo-controlled multicentre 
trial data collected on 4627 patients with BPH under the age of 80. This 
study showed a statistically significant strong correlation between serum 
PSA level and age as well as the size of prostate. In essence, as age increases, 
prostate volume increases and the growth rate of the prostate increases 
as the PSA level increases.5 Similar findings were shown in a 2003 Korean 
multicentre study of 5717 patients with benign prostatic disease where 
this strong correlation was demonstrated as well.6 Traditionally it has been 
thought that an increase in prostate volume precipitates the development 
of lower urinary tract symptoms (LUTS), due to the bladder outlet 
obstruction caused by the prostate exerting pressure on the urethra.

The International Prostate Symptom Score (IPSS) was developed in 
1992 following the previous use of the American Urological Association 
(AUA) score, with an intention to quantify the symptoms experienced by 
patients. The questionnaire is divided into seven parts where symptoms 
of incomplete emptying, frequency, intermittency, urgency, weak stream, 
straining, and nocturia are quantified on a scale of 0 (not at all) to 5 (almost 
always) to give a total score out of 35. The score is then further categorised 
into ranges where 0-7 is termed mildly symptomatic; 8-19 moderately 
symptomatic; 20-35 severely symptomatic. There is a further 8th question 
which requests patient to state and rate it on a scale of 0 (delighted) to 
6 (terrible):  “If you were to spend the rest of your life with your urinary 
condition the way it is now, how would you feel about that?”. Severity 
of symptoms, reported on IPSS in addition to the quality of life question 
score provide important information which are factored in to decide on 
management of the prostate : to manage it conservatively with medication 
or proceed to surgery.

Currently, there are conflicting evidence for the relationships between 
size of the prostate and severity of symptoms reported by patients: 
One study implicating a positive relationship by observing an increase in 
LUTS due to a measured increase in prostate volume when a group of 
patients were monitored over time.7 Another study, a Chinese survey, 
which showed statistically significant results based on data from 1295 local 
prostate patients in the seven national urological centres, also supports this 
argument.8 On the other hand, other studies showed that prostate volume 
is a weak determinant of symptom scores.9,10,11 A small Japanese study 
on 67 men with BPH which compared all three parameters of interest: 
PSA, prostate volume and IPSS scores - showed statistically significant 
correlation between PSA and prostate volume but a statistically non-

-
-
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significant relationship between PSA and IPSS symptom score.11

The aim of this study was to evaluate the use of PSA as a proxy to the 
prostate volume to be used as a predictor for LUTS given that we have 
convincing evidence showing a relationship between PSA levels and 
prostate size5,6 and some evidence showing a positive correlation between 
prostate size and LUTS.7,8,11

METHOD

A retrospective analysis of cross sectional data collected within the 
Canterbury urology database was performed. The data was collected 
from patients at the point of clinic attendance. Patients included in the 
study were males who attended the prostate clinic in Christchurch Public 
Hospital, who had no previous diagnosis of prostate cancer and lived within 
the Canterbury DHB from the period of Jan 2007 to 24 Jan 2012. Excluded 
from the study were patients with histological evidence of malignancy; 
either prostatic intraepithelial neoplasia (PIN) on biopsy or by evidence 
of malignancy noted in clinical records. If there was no record of biopsy or 
note in the patients discharge summary, it was assumed that there was no 
evidence of malignant growth. Patients with current infection or chronic 
prostatitis were also excluded. Data about patients age at the time of 
presentation to the clinic, serum PSA level, IPSS score (0-35) and quality 
of life score (0-6) were collected. Obtained data were then graphed on a 
scatter plot and correlated using a Pearson product moment correlation 
analysis (reflected as the r-value) to illustrate any trends. Also, a coefficient 
of determination (R2 value) was calculated in order to estimate the extent 
of one of the variable to directly influence the other hence demonstrating 
the degree of its clinical significance.

RESULTS 

3545 patients’ entries from prostate clinics were included in the Canterbury 
urological database. Of those, only 1346 (38%) were found to have 
completed data sets to be analysed (serum PSA, IPSS, QoL score). Out 
of those 1346 patients, 833 (62%) were ultimately diagnosed with benign 
prostatic disease resulting in a response rate of 23%. The mean age of men 
who attended the prostate clinic was 68 years old (range: 28 years to 107 
years).  A summary of the results is shown in Table 1:

Relationships r - value R2 Value  P-value

Serum PSA vs IPSS 0.1375 0.0189 0.00003

Serum PSA vs QoL 0.2070 0.0430 0.00001

IPSS vs QoL 0.6805 0.4632 0.00001

Age vs PSA 0.2404 0.0602 0.00001

Age vs IPSS 0.0710 0.0051 0.02145

    

 

An analysis using a scatter plot of the individual patient data points 
for PSA in relation to the IPSS showed a mild trend (Figure 1), with a 
Pearson product-moment correlation coefficient ( r -value ) of  0.1375 
(p = 0.00003): this  demonstrates a mild statistically significant correlation 
between these two parameters. However, the coefficient of determination 

(R2 value) was only 0.0189. This means that, each unit increase of serum 
PSA only influences 1.89% of the change in the symptom score. Similarly, 
for PSA vs QoL scores, there was a mild correlation found with the r-value 
of 0.207 (p=0.00001) (Figure 2). However the R2 value was only 0.043, 
showing a mild 4.3% influence by PSA on QoL.

Figure 1:   A scatter plot illustrating the relationship between PSA and IPSS 
symptom scores. N= 833; r =-0.1375; R2 = 0.0189.

Figure 2:  A scatter plot illustrating the relationship between PSA and QoL scores. 
N= 833; r =0.207; R2 = 0.04.

There was a moderate correlation (Figure 3) found between the IPSS 
symptom scores and the QoL scores, with a r-value of 0.6805 (p=0.00001) 
and R2 of 0.4632, showing a convincing evidence that an increase in 
symptom score affecting 46% of the QoL score.

Figure 3:   Illustration of the relationship between the IPSS symptom scores 
measured in the population and the QoL scores.  N=833; r = 0.6805; R2 of 0.46. 

Table 1: Summary of the correlation findings 

[Note: r- values can be positive or negative.  A positive value shows a direct trend (i.e a 

relationship where one variable increases the other increases) and a negative value showing 

an indirect trend ( i.e when one variable increases, the other decreases).  An r-value of 

(0.09 to 0) indicates no correlation, (0.1 to 0.3) a small correlation, (0.3-0.5) a moderate 

correlation and (0.5 to 1.0) a strong correlation. An R2 value >0.5 generally indicates the 

measure to be a significant potential influence on the outcome of interest. Cut-off values are 

variable depending on the type of research however for purposes of this study a value of < 

0.5 is deemed insignificant]
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Further analysis was done to evaluate whether the age of patient at 
presentation to clinic was related to PSA or IPSS. It was demonstrated 
(Figure 4) that increasing age had a mild statistically significant relationship 
to increasing PSA, with r-value of 0.2404 (p = 0.00001) but a low R2 value 
of 0.0602.  Age however (Figure 5) was not shown to correlate to the IPSS 
score with r value of 0.071 (p = 0.02145).

Figure 4: A scatter plot illustrating the relationship between patient age and 
serum PSA level. N= 833; r=0.2404, R² = 0.0602.

Figure 5 :  A scatter plot illustrating the relationship between patient age and 
IPSS . N= 833; r=0.0710, R² = 0.0.0051.

DISCUSSION

The results indicate that serum PSA has only a mild association with 
symptom scores reported by patients with BPH, as suggested by the 
Tsukamoto study.11 However, the significance of this finding is minimal as it 
is only able to influence <4 % of the symptoms (IPSS and QoL) reported 
by patients, hence making it a poor predictor.

Because this study was done retrospectively and was a cross sectional study, 
it is only able to provide a snapshot of the situation and cannot clearly 
demonstrate the trend that PSA is related to symptom scores. A further 
study which follows up the same BPH patients for a number of years to 
monitor any changes in the above study parameters would provide a 
stronger evidence for any relationships and/or associations. However, given 
the poor significance of the relationship between PSA and symptom scores, 
the usefulness of such a study being conducted is very much doubted.

No data on prostate volume measurements were available within the 
Canterbury urological database and therefore no correlation could be 
drawn between the patients’ serum PSA and prostate volume, or prostate 
volumes and symptom scores. Having prostate volume measurements 
would have enabled the study to examine its relationship to study 
parameters and analyse the correlations between them, thus providing 
some insight into contributing factors of the symptoms experienced by 
the patient. 

In addition, there are also some inherent weaknesses in the IPSS as a 
measurement. While the total score is taken into account, individual 
breakdown of its seven different components are not. Because of this, 
actual severity of symptoms could be underestimated or overestimated. 
Based on the results of this study showing a positive relationship between 
IPSS and QoL score, it could be suggested that increase in some categories 
of symptoms correlate more strongly with the quality of life that the patient 
experiences (e.g. nocturia affects the quality of life more strongly for some 
patients compared to having a weak stream of urine). Furthermore, as 
subjective as symptoms and QoL are individual patient variability in 
completing questionnaires and personal biases are also present. For 
example, patients might be inclined to rate their symptoms worse than it 
actually is hoping that a procedure would be done or vice versa where they 
report less in order to avoid treatment.

There was no correlation between age and LUTS on the IPSS score in this 
study, or a clinically significant increase in serum PSA as age increases. This is 
in conflict with previously established evidence which suggest that increase 
in age, LUTS or serum PSA are related to the increased development of 
such symptoms being reported on the IPSS.1,5,10 This discrepancy could be 
attributed to the weaknesses of this study with low numbers of patient data 
entries and poor “response rate” of the patients (23%) , hence the skewed 
results towards a null correlation.  Apart from the result of this study, causes 
other than prostatic disease have to be considered in clinical practice when 
there is an increase in LUTS in older men. Such causes include bladder 
dysfunction and/or non-prostatic bladder outlet dysfunction. Examples of 
bladder dysfunction pathologies are bladder hypersensitivity/over-activity, 
and reduced detrusor muscle contractility. Instances of bladder outlet 
dysfunction apart from prostatic enlargement are the development of 
urethral strictures, poor urethral sphincter relaxation and pseudodysenergia 
of the sphincter due to neuropathy.12 

CONCLUSION

Although there was a statistically significant correlation found between 
PSA, IPSS and QoL scores, the influence that PSA has on IPSS and QoL are 
minimal. This strongly suggests that PSA would not be a good predictor for 
symptom scores and hence it is unable to accurately gauge the symptomatic 
severity in BPH patients.
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ACADEMIC : CASE REPORT

An ‘incidental’ case of profound hypothyroidism - 
important implications on the cardiovascular system
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University. He spent his 5th year in Whangarei Hospital for 
the regional-rural medical program, and is now in Auckland 
working at Middlemore Hospital. General Medicine and 
its subspecialties are of particular interest to him, and he is 
hoping to work as a first year house officer in Whangarei 
where there is plenty of hands-on action. 

Cameron Schauer
Trainee Intern
Auckland School of Medicine
The University of Auckland

INTRODUCTION

Mr R is a 45-year-old Fijian Indian man who presented to his General 
Practitioner (GP) for a routine health check. He had a background 
of dyslipidaemia and obesity, and was diagnosed with hypertrophic 
cardiomyopathy (HCM) three months ago following an episode of chest 
pain. During this admission, he had a normal coronary angiogram; however, 
the echocardiogram showed a posterior wall thickness of 1.5cm (normal 
0.6-1.0 cm) with moderate concentric left ventricular hypertrophy and an 
ejection fraction of 65%. An outpatient exercise tolerance test showed 
symptomless electrocardiogram (ECG) changes, identical to those seen on 
this admission. At his GP, the patient’s ECG again showed T wave inversion 
in leads I, II, aVL, and V3 to V6, and 1 mm of ST depression in leads I, aVL, 
and V3 to V6.  The GP did not have access to previous ECG records and 
admitted the patient to the hospital as he could not compare the ECG to 
a baseline.

At the hospital, a full systems enquiry and physical examination was 
completed. Mr R reported significant recent weight gain despite his diet 
remaining unchanged, thinning and loss of his hair, progressive hoarseness 
of his voice, and constipation. He had also noticed worsening fatigue, 
somnolence and impaired concentration. In addition, he complained of 
progressive swelling of his legs and was requiring more clothing to stay 
warm.

On physical examination, his BMI was 32 kg/m2 and his skin was cool and 
dry. There was no goitre on palpation. His pulse was 62 and the seated 
blood pressure was 156/100 mmHg. Heart sounds were dual with a grade 
3/6 systolic murmur at the left sternal edge which was accentuated during 
the Valsalva manoeuvre. There was non-pitting oedema to the mid tibial 
region on both legs, and his ankle reflexes relaxed slowly.

Table 1 below shows the abnormal results of his laboratory investigations. 
He had deranged liver function test values with increased thyroid-
stimulating hormone (TSH) and creatine kinase (CK) levels. A chest x-ray 
showed a slightly increased cardiothoracic ratio of 0.51 but revealed no 
evidence of pulmonary oedema. 

Investigation Result Normal 
Range Investigation Result Normal 

Range

AST 72 U/L (<45) Cholesterol 6.6 mmol/L (<5.0)

ALT 48 U/L (<45) HDL 0.90 mmol/L (>1.0)

GGT 73 U/L (0-60) Cholesterol/HDL ratio 7.4 (<4.5)

Triglycerides (TG) 5.4mmol/L (<2.0)

Troponin I <20 (0-40) Creatine Kinase 1254 U/L (60-220)

TSH 100mU/L (0.4-4.0)

T4 5.8pmol/L (9-19).

     Table 1:  Abnormal blood test results

 
DISCUSSION

Primary hypothyroidism is one of the most common endocrine diseases. 
The prevalence of hypothyroidism in the general population ranges from 
3.8% to 4.6%, with suggestion of an increasing incidence. 1 Levothyroxine 
is now the third most commonly prescribed medication in the United 
Kingdom after Simvastatin and Aspirin. 2

Symptoms of hypothyroidism appear in multiple organ systems, owing to 
the hormonal association with nearly all major metabolic pathways. This 
includes protein, carbohydrate and lipid metabolism. Thyroid hormone also 
directly and indirectly alters other regulatory hormones such as insulin and 
catecholamines. 3 

Studies have shown all-cause mortality to be increased in patients with 
untreated hypothyroidism. 4 This is particularly related to the increased 
risk of cardiovascular disease by increased systemic vascular resistance, 
decreased cardiac contractility and diastolic function, decreased cardiac 
output and accelerated atherosclerosis.5

Mr R was diagnosed with HCM three months prior to this presentation. 
A review of literature dating back to 1980 demonstrated that 75 patients 
in nine separate studies with varying degrees of hypothyroidism have 
been described as having myocardial hypertrophy, manifested as reversible 
asymmetric septal hypertrophy. 6-14 The hypertrophy was corrected once 
they were maintained in a euthyroid state. It has been suggested that 
this structural change in myocardium could be a direct result of cellular 
deposition of myxoedematous material or just the biological effect of 
increased TSH levels. 14 

In addition, dyslipidaemia is common in those with significant hypothyroidism.  
Thyroid hormones regulate the expression of enzymes involved in many 
different steps of lipid metabolism, including HMG-CoA reductase. Mr R’s 
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presentation was typical in that his total cholesterol (TC) and low density 
lipoprotien (LDL) were increased – this is due to decreased catabolism 
from decreased LDL-receptor activity. 15 The effect of TSH is rather potent 
that even within the normal range, a linear increase in TC, LDL, and TGs has 
been observed with increasing TSH. 16 

Mr R had been started on statin therapy by his GP many months before his 
presentation.  Despite that, there had been little effect on the lipid profile 
but elevation of his CK level.

One study has confirmed that statins given to hypothyroid patients elevates 
their level of CK. Patients ‘accidently’ starting statins for dyslipidaemia with 
unrecognised and thus untreated hypothyroidism had significantly higher 
CK levels (1095 U/L) compared with T4 matched patients not taking 
statins (n=18; CK=395; p<0.05).17 Cases of rhabdomyolysis in patients 
using statin therapy with unnoticed hypothyroidism have been described. 
18-21 Hypothyroid patients often have elevated baseline CK levels although 
the pathophysiology of this remains unclear. 22  Mr R certainly reported 
diffuse myalgia with cramping in his calves and he had an elevated CK 
level. Hypothyroidism is one of the most common causes of secondary 
dyslipidaemia, therefore appropriate evaluation of thyroid function should 
be undertaken before starting a lipid lowering therapy. Usually, 4-6 weeks of 
thyroxine replacement therapy is sufficient to see a significant improvement 
in the lipid profile. 15 

Serum TSH level is an inexpensive and sensitive test for disorders of thyroid 
function. Vigorous debate exists around the issue of screening for thyroid 
dysfunction. The argument for screening has traditionally been based on 
three strands. Early recognition and treatment would prevent progression 
to overt hypothyroidism, reduce rates of secondary dyslipidaemia, and treat 
potentially unrecognised symptoms that diminish quality of life. 23 

In 2000, the American Thyroid Association suggested, based on a consensus 
of its 780 members, that adults should be screened for thyroid dysfunction 
by measurement of the serum TSH concentration, beginning at age 35 
years and every 5 years thereafter.24 This is corroborated by recent 
evidence which suggests that aggressive case finding in high risk populations 
may be useful so as to treat hypothyroidism at an early stage.25 In response, 
a randomised, double-blind crossover trial to investigate the efficacy 
of screening for adult hypothyroidism found that 8% (341) of the 4365 
people attending wellness centres had TSH values exceeding 4.0 mU/L, 
with 1% of people screened having a better quality of life after treatment.26 
Investigators concluded that this warranted a screening program, but 
granted further evidence in the form of pilot studies would be required to 
assess feasibility, logistics and acceptability.

Evidence for cost-effectiveness of screening is sparse. One study completed 
in 1996 investigated this via a cost-utility analysis based on the American 
Thyroid Association recommendations.23 A computer model accounted for 
case finding, medical consequences of mild thyroid failure, and costs of care 
during 40 years of simulated follow-up. The intervention used was simply 
adding a serum TSH assay to total serum cholesterol screening.  The cost 
effectiveness calculated was $9223 per QALY for women and $22595 
per QALY for men. Researchers concluded that screening for mild thyroid 
failure in adult populations over 35 years of age was cost effective, with 
comparable cost-effectiveness ratios for accepted practices such as breast 
cancer and hypertension screening.27 - 28 

The case of Mr R is of importance because it demonstrates a constellation 
of potentially reversible symptoms and signs of hypothyroidism. Left 
unrecognised and untreated, hypothyroidism has significant morbidity and 
mortality. In retrospect, screening in a primary care setting was indicated 

in this patient, particularly due to his dyslipidaemia which was refractive to 
treatment. This case reinforces the importance of screening for secondary 
causes of dyslipidaemia before prescribing lipid lowering agents.
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Consensus Statement on the Role of the Doctor in  
New Zealand

PREAMBLE

In an environment of changing societal expectations, workforce pressures, 
significant scientific and technological advancements, including the 
increasing influence of the internet, the medical profession has developed 
this Consensus Statement that defines our aspirations as to the role of the 
doctor in 21st Century New Zealand and reaffirms our commitment to 
patients and the community.

KEY STATEMENTS

• Doctors regularly take ultimate responsibility for medical decisions 
and diagnoses in situations of complexity and uncertainty, drawing 
on scientific knowledge and principles, clinical experience, and well 
developed judgement.

• Doctors accept their ethical responsibilities to act in the best interests 
of their patients, and the population as a whole, and undertake this 
in a caring, compassionate, competent, and trustworthy manner.

• Doctors work in partnership with patients in the delivery of their 
healthcare and serve as advisors and interpreters in the pursuit 
of optimal health outcomes using evidence-based medicine and in 
accordance with available resources.

• Doctors work effectively as leaders. As members of healthcare 
teams, doctors recognise and respect skills and attributes of other 
practitioners.

• Doctors are advocates for improved population health and health 
equity for all people.

• Doctors are committed to the spirit and principles of The Treaty of 
Waitangi, particularly as it relates to the attainment of health equity 
for Maori.

• Doctors have diverse roles, within and outside of the health 
sector, in the promotion and maintenance of both individual and 
population health.

• Doctors accept responsibility for maintaining the high standards 
of the medical profession to uphold the trust placed in them 
by patients and the community, and demonstrate this through 
adherence to relevant declarations including the New Zealand 
Medical Association Code of Ethics and the Code of Health and 
Disability Services Consumers Rights.

DOCTORS AS SCIENTISTS

Doctors have the ability to access, interpret and assimilate new knowledge 
critically, have strong intellectual skills and grasp of scientific principles, and 
are capable of effectively managing uncertainty, ambiguity and complexity. 
They have the capacity to work out solutions from first principles when 
patterns do not fit, and the ability to work outside guidelines when 
circumstances demand.

Doctors use scientific tools and techniques, including audit and research, to 
develop new knowledge.

DOCTORS AS HEALTH PROFESSIONALS 

Doctors share attributes with many health professionals that include 
listening and communication skills, the ability to work as part of a team, 
non-judgmental behaviour, compassion and integrity which combine to 
merit the trust of patients and whanau (extended family). They have the 
ability to assess patients’ healthcare needs taking into account personal and 
social circumstances, culture and beliefs.

Doctors	are	trained	to:

• Integrate information from a variety of sources in order to make 
decisions or reach diagnoses.

• Provide medical and/or surgical interventions, including the 
prescription of medicines, in both elective and emergency situations.

• Practise specific clinical skills such as the art of history taking and 
physical examination.

• Identify and minimise risk and harm.

• Identify and advise on appropriate tests, treatment options 
(including non-intervention) or preventative measures, and explain 
and discuss any associated risks, benefits and uncertainties.

• Support patients in understanding their condition and empower 
them to make informed decisions.

• Assist patients and whanau to decide when supportive care 
is preferable to intervention, including in relation to end-of-life 
decisions.

Doctors recognise the importance of maintaining their own health and are 
committed to supporting each other in achieving this.

Doctors’ breadth and depth of training enables them to provide oversight 
of patient care in both acute and longer term care settings. This breadth and 
depth of training also enables doctors to move between a variety of roles 
in their daily practice and throughout their careers.

Reprinted from: Journal of the New Zealand Medical 
Association, 04-November-2011, Vol 124 No 1345
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DOCTORS AS LEADERS 

Doctors embrace the concepts of clinical leadership and clinical governance, 
and are well suited to leadership roles within healthcare teams and the 
health sector more broadly.

Doctors exhibit leadership in making day-to-day clinical decisions based on 
using their medical knowledge to assess the impact, risk and likely outcome 
of decisions. Further, it is the role of doctors as leaders to apply their skills 
in the development of policy, strategy, service design, and clinical processes. 
As leaders, doctors have a responsibility for ensuring patient safety and 
monitoring both individual and service level outcomes.

Doctors have a key role in providing higher level sector leadership, including 
in leading and facilitating change. Some doctors will further utilise their skills 
in formal leadership or management roles at various levels.

DOCTORS AS HEALTH ADVOCATES

Doctors uphold the primacy of the individual patient:doctor relationship, 
with the requirement to advocate for the patient and advise about all 
treatment options. Doctors also appreciate the needs of their patients 
in the context of the wider health needs of the population. Where the 
capacity to treat is growing but resources are finite, doctors, as critical 
decision makers with responsibility for allocation of significant health 
resources, have a duty to use those resources wisely, and to engage in 
constructive debate about such use. As significant resources themselves, 
they are committed to ensuring their own and others’ skills and knowledge 
are deployed to best effect. When appropriate, doctors use their influence 
to advocate for increased resources to improve health outcomes for their 
patients and populations.

Doctors have a role in the promotion of population health, including ongoing 
efforts to achieve health equity. Some doctors will take an increased focus 
on the health of the population through formal roles in health education or 
promotion, service improvement, public health and/or health advocacy. This 
commitment is to the health of all New Zealanders, but it exists alongside 
a professional responsibility for the health of individuals and communities 
throughout the world.

DOCTORS AS TEACHERS AND LEARNERS

Doctors are committed to the education of current and future generations 
of medical practitioners, with the apprenticeship model central to this 
education. In addition, doctors recognise the importance of new methods 
of learning, such as simulation based learning, as vital adjuncts.

Doctors are also involved in the education of other medical and health 
practitioners as well as their patients, whanau and communities.

Doctors accept their responsibility to continue personal education and 
other professional development activities throughout their careers.

Doctors interact with colleagues in clinical practice, quality improvement 
and educational settings, are involved in supporting each others’ practice, 
and in identifying and remediating each others’ performance.  Through 
these collaborative endeavours, doctors strive to ensure that they and their 

colleagues are fit to practise.

DOCTORS AS MEMBERS OF THE HEALTHCARE TEAM AND THE 
BROADER HEALTH SECTOR 

Doctors accept responsibility to positively influence the culture and the 
environment in which they work. They achieve this through exhibiting 
behaviours that are nurturing, supportive and respectful, and which enable 
individuals and teams to flourish and enjoy their work, and through advocacy 
for safe and health promoting workplaces and health care settings.

Doctors are committed to excellence in healthcare both in their individual 
performance as well as contributing to the systems essential to delivering 
quality care.

Doctors possess the ability to work effectively as members of healthcare 
teams, recognising and respecting skills and attributes of other practitioners 
and of patients and whanau.

This Statement has been developed through extensive consultation over 
a 6-month period that began with a 2-day symposium, at which over 
80 leaders of the profession and other key players in the health sector 
expressed their vision as to the role of the doctor in 21st Century New 
Zealand.  The signatories recognise that the role of the doctor will continue 
to evolve and offer this Statement to assist both the profession and policy 
makers to attract, train, and retain the most appropriate medical workforce 
for our needs.

It is endorsed by: The New Zealand Medical Association (NZMA), Cardiac 
Society of Australia and New Zealand (NZ Branch), Royal College of 
Pathologists of Australasia, Royal Australian New Zealand College of 
Radiologists, Royal Australian New Zealand College of Obstetrics and 
Gynaecologists, Council of Medical Colleges, New Zealand College of Public 
Health Medicine, Australasian College for Emergency Medicine, Australian 
and New Zealand College of Anaesthetists, New Zealand Rural General 
Practice Network, Royal New Zealand College of General Practitioners.

Acknowledgements: The NZMA acknowledges the particular contributions 
of Dr Andrew Old, Professor Harvey White and Dr Peter Foley who led 
the development of the written Statement and ensured that it accurately 
reflected the consensus view of the stakeholders involved.
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ABSTRACT

This article presents a consensus statement that arose from 
the views of participants that attended the multidisciplinary 
conference “The Health of the Health Professional”, in 
Auckland in November 2011. A healthy workforce is the key 
to improving the health of all New Zealanders. Yet health 
practitioners’ health is of concern, and despite the evidence 
of real problems little has been done to constructively 
and systematically address these issues. This consensus 
statement provides some potential ways to move forward. 

In this article we briefly cite examples of some issues affecting the health of 
New Zealand practitioners, before moving on to present a summary of the 
key messages from the recent multidisciplinary international conference, 
“The Health of the Health Professional” (HOHP).

Internationally, conferences focusing on the health of the health workforce 
are driven and informed by concerning statistics regarding the health of 
health professionals at all levels, from students to experienced clinicians.

Even at the point of student selection, there is evidence indicating that some 
may well already be at a higher risk of developing mental ill-health compared 
to their peers.1 Certain personality traits are a risk factor for mental ill-
health, for instance conscientiousness,2,3 and maladaptive perfectionism.4 
These same traits may also be seen as ‘desirable’ characteristics for future 
health professionals. Being a student in one of the health professions, may 
contribute to ill-health, now or in the future.5,6

There are many stressors alongside the workload, which contribute to this 
picture.7,8 For instance, financial stress in nursing students has been shown 
to be a predictor of both mental and physical health problems.9 Medical 
students at the University of Auckland report lower depression and anxiety 
scores and are more satisfied with life compared to students from other 
disciplines (nursing, health science and architecture).10

This is one of the few New Zealand studies which compares the mental 
health characteristics of medical students to other student groups. 
However it has also been reported that Asian medical students have 

lower satisfaction with social relationships compared with their non- Asian 
peers.11 In a qualitative study it was found that students felt clinicians would 
view them ‘as weak’ if they took time off when unwell.12

The health of the health professional may also be affected by their help-
seeking behaviour. It is well documented that students and staff perceive 
a variety of barriers to asking for help,13 often founded on fears of lack of 
confidentiality, and further influenced by habits such as self-prescribing or 
informal consultations with colleagues and peers.14,15

In terms of the medical profession the recent Consensus Statement 
defining aspirations as to The Role of the Doctor in New Zealand 
highlighted the importance of doctors maintaining their own health as well 
as being advocates for a health-promoting workplace for all staff: “Doctors 
accept responsibility to positively influence the culture and environment in 
which they work...exhibiting behaviours that are nurturing, supportive and 
respectful and which enable individuals and teams to flourish and enjoy 
their work...”16

The prevalence of health issues in the New Zealand health workforce is 
of concern. Up to 10% of doctors across disciplines display psychological 
symptoms 17–19 and there are similar trends reported in nurses and 
audiologists.20,21 One overseas study, which followed up doctors regularly 
in the 10 years following graduation, found that they had a lower life 
satisfaction than other people the same age.22

In New Zealand there is minimal research comparing the health of health 
professionals with others the same age and of the same socioeconomic 
bracket in the general population. However one study examining suicide 
rates reports that nurses and female pharmacists are at higher risk of 
suicide than other occupational groups including doctors.23

Whilst more research needs to be done to document the prevalence 
of illness in the New Zealand health workforce, it is clear that there is a 
problem. Issues of stress, burnout, staff retention and low morale persist, 
upheld by anecdotes and research.8,24

A disempowered workforce can languish in a state of learned helplessness 
which affects staff recruitment and retention.25,26 There is nothing to be lost 
and perhaps much to be gained by proactively taking steps towards change. 
Some of this has started to happen. There has been inter-professional 
leadership in the form of Health Workforce New Zealand, set up in 2009 to 
provide co-ordination and development of the health workforce. Although 
some direction may need to be provided at an institutional/system level, 

Reprint from: Journal of the New Zealand Medical Association, 
20-April-2012, Vol 125 No 1353.
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there may be other smaller changes which can be accomplished by an 
individual.

Change to enable a move towards a more supportive culture has been 
called for,24,27 but in an era in which staff may feel undervalued it may be 
difficult to instigate. However research has shown that even establishing 
simple habits like eating regularly can make a difference to personal and 
professional practice.28

In summary, the HOHP conference reached the conclusion that the status 
quo is not acceptable because an unhealthy health practitioner workforce 
impacts on the effectiveness of the health workforce and on patient 
outcomes.29,30 The conference participants made a commitment to focus 
on some solutions and take action as outlined in Table 1.

LEVEL SOLUTIONS

At all levels

Establish one organisational framework or overseeing body for the health of 
health professional in New Zealand

Convene an annual multidisciplinary conference

Start a compassion revolution by joining Hearts in Health Care www.
heartsinhealthcare.com

Adopt a strength-based approach

Encourage improvement in collaboration and communication

Advocate for HOHP at a political and professional level

Advocate for de-stigmatisation and normalising of HOHP

Address the frequent negative dialogue by reframing issues positively

Establish programmes for early intervention and prevention

Assist in career matching - the process of finding a role that makes the most 
of a person’s innate strengths

Develop a culture of trust between health professionals and society and 
facilitate reasonable expectations

Develop a code of health rights or charter for health professionals and 
students

Individual

Encourage self-empowerment and personal responsibility for change

Role model ‘wellness’ in the community

Develop and implement a personal health toolkit: 
e.g. self-care contract as part of performance appraisal, own general 
practitioner, undertake supervision or mentoring, participate in Balint groups, 
retreat weekends and other groups

Organisational

Support managers to understand, embrace and act on HOHP

Develop a constructive cultural approach to managing errors

Encourage debate about what sort of leadership is needed and then 
implement effective leadership training programmes

Develop more support for practitioners at all transition points e.g. new 
managers, new graduates, new specialties, retirement

Develop organisational support for practitioner well-being

Introduce funding for supervision in work time

Implement healthy workplace practices for all

Educational

Support continuing research e.g. neurosciences, qualitative approaches

Develop and implement HOHP into health practitioner education

Encourage sharing of curriculum internationally and showcasing what works

Encourage a culture of support in students

Table 1. Recommended solutions and actions to improve the health of the New 
Zealand health workforce

It is important to acknowledge that we need to address these issues at 
all levels—from the individual through to all levels of health organisations, 
primary through tertiary, and in educational institutions. By collating the 
evidence, learning from colleagues, sharing ideas and research, we will 
initiate a dialogue which reaches across disciplines and countries, and is a 
call to action.
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Heart block simplified

Dr Mohsin A Hussain is a cardiology registrar working in 
London, UK. He has a passion for teaching and explaining 
medical concepts which, with a bit of time and effort, can 
be easy to understand. The following heart block article 
demonstrates this and he looks forward to any feedback 
readers may have.

SECOND DEGREE HEART BLOCK

Type 1 (also known as Mobitz I or Wenckebach)  

Second degree heart block Type I is represented by a PR interval that 
progressively increases with every beat. This is followed by a dropped QRS 
complex, after which the PR interval resets itself and gradually starts to 
lengthen again. The cycle repeats.

Figure 2 shows a progressively increasing PR interval in second degree heart 
block Type I. Following the dropped QRS complex, the PR interval returns to its 
shortest before gradually increasing again. This cycle then repeats itself.

Type II (also known as Mobitz II)

PR length prolongation does not occur in this form of heart block. Instead, 
P waves fail to conduct to the ventricles. Therefore, every so often—in a 
random manner—a QRS complex fails to follow a P wave. This is outlined 
in Figure 3.

Figure 3 Mobitz II heart block. 

 

The aim of this section is to remind the reader to be aware of the different 
types of heart block and understand key ECG features, thereby assisting 
in diagnosis. The aetiology or management of the heart block will not be 
discussed.

FIRST DEGREE HEART BLOCK 

First degree heart block is simply a fixed PR interval greater than the upper 
limit of normal. A normal PR interval is 0.12 – 0.20 seconds; therefore, first 
degree heart block is a fixed PR interval greater than 0.2 seconds.

Each small square on an ECG represents 0.04 seconds. Therefore, a normal 
PR interval is between 3-5 squares. 

Figure 1 illustrates first degree heart block, where the PR interval is greater 
than the upper limit of normal. The arrows also show the PR interval remains 
constant..

FEATURE	:		ARTICLE

Dr. Mohsin A Hussain
Cardiology Registrar
London
United Kingdom
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Another form of second degree heart block Type II is when there are a 
fixed number of P waves prior to every QRS complex. For example, two P 
waves may be present prior to every QRS complex (2:1 block).

Figure 4 shows an example of second degree heart block Type II, in which there 
are 2 P waves prior to every QRS complex. This pattern repeats itself, and is also 
known as a 2:1 heart block. Similarly, if there are 3 P waves prior to every QRS 
complex, it is known as 3:1 block.

Complete heart block (also known as third degree heart block)

In a normal heart, the SA node is the intrinsic pacemaker and leads to 
activation of the AV node in an organised fashion.

Complete heart block is a condition whereby the SA node in the atrium 
does not lead to coordinated ventricular activity. Instead, the atria and 
ventricles contract independent of each other at different rates (Figure 5). 

This manifests itself on an ECG as an absence of a relationship between 
the P waves (atrial activity) and the QRS complexes (ventricular activity). 
Both the P-P interval (atrial rate) and R-R interval (ventricular activity) are 
constant. The AV node is normally stimulated following SA node activation, 
but in complete heart block, there are no impulses from the SA node 
propagating through to the AV node. Therefore, a new, slower rhythm kicks 
in.  This rhythm is sometimes referred to as a nodal, junctional, or an escape 
rhythm. 

Figure 5 illustrates third degree heart block. There is no relationship present 
between the P waves (atrial activity) and the QRS complexes (ventricular 
activity). Instead, both rhythms coexist each at a different, but regular, rate. The 
atrial rate tends to be faster than the QRS rate. The QRS complexes present in 
the example are broad. They are therefore likely to originate from lower down 
in the bundle of His.

This slower rhythm can originate from high up in the bundle of His or AV 
node and therefore be narrow on the ECG (normal QRS duration). If, 
however, it originates from lower down in the bundle of His, then it can lead 
to broader QRS complexes. 
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The anatomy of a medical mission

Atisha Pandya (22 years) and Aayushi Pandya (18 years) are 
sisters who have an interest in medicine and Operation Smile. 
Atisha is currently in her fourth year of medical school at 
King’s College London (GKT). Aayushi is currently sitting her 
A-Level exams and has been accepted into medicine with the 
course commencing September 2012. Along with medicine, 
both enjoy reading, yoga, music and participation in various 
clubs.

Atisha Pandya
Fourth Year Medical Student
King’s College London
United Kingdom

Cleft lips and palates, caused by abnormal facial development during 
gestation, are birth deformities that go unaddressed in many countries due 
to the lack of available surgical services. This adds to the overall Global 
Burden of Surgical Disease (GBD) and was highlighted in the WHO study 
looking at strategies to reduce the burden of craniofacial anomalies1. Both 
are variations of clefting congenital deformities where the body’s natural 
structures have a non-fusion prior to birth. Approximately one in 700 
children born has this birth deformity, but for these individuals and for those 
with afflicted burns, there are numerous challenges ahead. Burns victims 
and those with cleft lips and palate face social isolation and stigma from 
their peers, which can have truly devastating psychological and emotional 
implications. Burns patients also face chronic scarring and various functional 
difficulties, in movement and in commonplace activities. Those with cleft 
lips and/or palates face difficulties involving eating, speech, dentition, normal 
facial growth and recurrent ear infections. Surgery is usually done between 
the ages of 6 weeks and 9 months for a child with a cleft lip, to avoid 
future complications; and prior to one year of age for cleft palate, to enable 
normal speech development. Sadly, some countries are unable to facilitate 
the needs of those affected by clefts or burns, and this is the very reason 
why an organisation such as Operation Smile can be so helpful.

Growing up with parents in the medical profession, both of us had 
always been exposed to medicine and the way in which people can 
help as volunteers. Our father had recently got involved in Operation 
Smile missions and one day mentioned to us that they were looking for 
volunteers. Following this, we looked up the sort of work Operation Smile 
do and realised that despite only being a medical student and a high school 
student, our help could be useful. We signed up to the mission to Jordan but 
no amount of previous reading or research prepared us for the exact way 
a mission runs. We were fascinated by the number of everyday individuals 
like ourselves that were volunteering on the mission. Some would help 
with photography; others with screening and administration; some students 
were there to help take care of the children when parents were anxious 
about their other child’s surgery. We quickly became part of a team and 
after a few days it felt like we were all family, working towards one goal, to 
help those in need of medical care.

Acting as Student Volunteers on a mission to Amman, Jordan was a unique 
and rewarding experience.  It opened our eyes to what medical skills can 

achieve in countries which do not have the infrastructure or technology 
fully facilitative of its patients’ needs. Operation Smile is an international 
charity which strives to provide free medical healthcare in numerous 
countries, and repair cleft lips and palates, as well as burns. It was first 
founded in 1982 and currently supports international and local in-country 
medical projects to 25 countries, performing up to 175 missions every year. 
In March 1992, Operation Smile UK gained registered charitable status and 
has continued to provide free surgery to thousands of children around the 
world, changing lives one smile at a time.

While out on a mission, the team comprises of various professionals and 
students, each with unique skills to offer the team. Within the medical 
professionals, there are intensive care surgeons, nurses, child life specialists, 
orthodontists, dentists and paediatricians, with the addition of both 
medical and non-medical students. There are also local interpreters and 
photographers who play a crucial role during the mission in order to 
evaluate the success of each surgery. Some volunteers deal with the medical 
records, as administration during such a large and fast-paced mission is key. 

On the first day of the mission the entire team met for the first time. 
Introductions were made along with an attempt to get to know one 
another and create rapport. It is important when working within any 
team to maintain a good relationship with your colleagues and foster an 
environment of trust and respect.

The first day of an Operation Smile mission involves a rigorous screening 
process. The team sees hundreds of patients, assessing them and identifying if 
they are eligible candidates to be operated on. During this screening process, 
we saw how important decisions are made within a team, the process 
behind the decisions and the way in which they impact different individuals. 

In our medical mission in Amman, there were 140 patients screened, of 
which 87 were surgically treated. Of the 87 patients, 51 were male and 
36 were female. The age of the patients varied from 3 months to over 26 
years. The majority of patients were under 18, with the 5-12 age bracket 
having the largest number.

The selection criteria for suitability for the operation were based on the 
type of deformity and the age of the patients (Table 1).

Priority 1 Primary repair of a cleft lip. Age 6 months to 1 year, or wound 
dehiscence affecting any age group

Priority 2 Primary repair of cleft palate age 1-6 years

Priority 3 Primary repair of cleft palate, age 6- adult

Priority 4 Secondary repair of lips and palates affecting any age group

Priority 5 Other injuries or conditions such as burns

Table 1. Surgical priorities.

Aayushi Pandya
High School Student
London
United Kingdom
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Using these criteria, decisions were made on which patients should be 
operated on. The decision also took into consideration the ease of 
operation, the probability of success and the level of post-operative and 
outpatient care needed on follow up. Due to the nature of the mission 
and the time constraint, certain patients with more complicated conditions 
were not eligible for surgery as there were too many complications that 
would have needed to be dealt with later on.

Once the screening process was completed, the patients were briefed 
on what their surgery would entail and given information on what would 
happen on the day of the surgery, including pre- and post-operative 
care. Their medical records were collected and looked at along with any 
orthodontic records and dentist records that were available.

For the next 5 days of the mission the surgeries took place. In total there 
were 96 procedures that took place on five operating tables (Table 2).

Each patient who had a procedure done had a team looking after them. 
This team included the surgeon, anaesthetist, medical volunteers, student 
volunteers, pediatrician and local volunteers.

Each morning a team meeting would take place, where the aims of the 
day and the various procedures that would take place during the day were 
discussed. Then the team would prepare the rooms and theatres for the 
day’s work. The patients from the previous day would be discharged and 
new patients would be marked up ready for surgery. The surgeries would 
then take place, with usually two surgeries going on simultaneously in 
one room on two operating tables. Once the surgeries for the day were 
completed the patients would be sent to recovery and then transferred to 
the appropriate ward.

Procedures Numbers

Lips 36

Palates 22

Contracture release 13

Correction of polysyndactyly 5

Moles/tumours/haemangioma 4

Scar excision 3

Other 10

Total 96

Table 2. Summary of procedures.

As with any operation there are always risks of complications, and on 
the mission there were two major complications. These were a post-
operative bleeding and oozing of a cleft lip repair, and a post-operative 
fistula of a palate repair. Both patients were immediately operated on and 
the complications were managed. At the end of the operative period, all 
patients were evaluated and the skeleton team remained to continue giving 
care to those who needed it.

One aspect of the team which truly intrigued us was the skeletal body of 
volunteers who remained after the surgeries at the end of each day to be 
with the patients. They would monitor the patients’ progress and be always 
available in case of any complications. We loved how close the team were 
and how everyone arrived at the hospital at the same time, with no one 
leaving until the last patient was safe in recovery. 

Prior to the mission, we were unsure as to what our roles would be in the 
team. As students, we were eager to be just as helpful as the volunteers 

already in the medical profession. We realised however, soon after the first 
day of the mission, that there was always some way to aid the team and 
keep busy. At times, we assumed an administrative role, an area crucial in 
the smooth running of a medical mission. We also spent time in outpatients, 
with patients who had just undergone surgery, and were by their side to 
ensure that they always had someone with them to aid them wherever 
possible. We learnt so much during the mission, both in medical terms and 
in understanding the emotions and fears of the patients and their family 
members. 

It was an amazing experience, and a fantastic cultural one at that, where 
even the differences in language were no barrier to providing this medical 
treatment. It was truly enriching as you bonded with each team member 
and made many friends from numerous countries. These friendships stay 
with you through life as the whole team were part of something so magical, 
transforming a large number of lives in so short a time. We felt needed 
on the mission, whether we were involved in transporting equipment or 
whether we were just listening to a mother’s concerns, reassuring her child 
with the child therapist prior to surgery. 

If you are interested in being part of something so instrumental in altering 
a person’s life forever, we would not hesitate to make it happen. By visiting 
the Operation Smile UK website (www.operationsmile.org), and applying 
as a student volunteer, you can make a real impact and have a profound 
effect on someone’s life. It is simply amazing that even as students, we can 
do so much whilst having so much to gain.  
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RANZCOG Annual Scientific Meeting

Karyn is currently a fifth year medical student at the Dunedin 
School of Medicine. Growing up in rural West Auckland, Karyn 
strongly values community and family. She has a passion for 
women’s health and rural medicine. Apart from her academic 
interests, her hobbies include reading, baking and outdoor 
sports.

Karyn Anderson
Fifth Year Medical Student
Dunedin School of Medicine
University of Otago

The 2011 Royal Australia New Zealand College of Obstetrics & 
Gynaecology (RANZCOG) Annual Scientific Meeting (ASM) was held at 
the Melbourne Convention Centre between the 27th and 30th of November, 
and was my first conference experience. The theme of this year’s ASM was 
“Today’s Science; Tomorrow’s Practice”, which was particularly relevant.

As a 4th year medical student, my introduction to research has been a 
positive one. Over the 2010-2011 summer break, I conducted a research 
studentship under Dr Celia Devenish and Dr Noelyn Hung, investigating 
the effects of maternal smoking on the developing placenta. This research 
was subsequently accepted for a poster presentation at the RANZCOG 
ASM alongside approximately 60 other posters from registrars, consultants 
and research institutions from across Australia, New Zealand, and as far 
afield as the UK and Canada. 

 

Throughout medical school we are taught that our medical practice ought 
to be based on both basic and clinical scientific evidence. The RANZCOG 
ASM offered me a chance to experience the translation from research to 
clinical medicine first hand, and become a part of it with my own research. 
Many studies were presented and topics included discussion regarding 
further evidence behind our current practice, how some treatments have 
no scientific basis, promising new treatments and studies which revealed a 
fresh understanding of diseases that have long baffled clinicians. 

Dr Alan Trounson, President of the Californian Institute for Regenerative 
Medicine, spoke of recent breakthroughs in stem cell research, 
including the development of iPS cells: mature adult cells that can 
be induced to be pluripotent and go on to become any cell type in 
the human body. Professor Michael Quinn, of the Department of  
Obstetrics and Gynaecology at Melbourne University, lectured about 
the results and consequences of uncontrolled cell growth and new, less 
invasive techniques in the treatment of vulval and cervical cancers. He also 
presented new research indicating that many ovarian cancers may not, in 
fact, originate in the ovary.  He instead suggested that they might result from 
the “dripping” of tubal cells from intestinal origin onto the ovary surface 
or develop from endometriosis tissue. Consequently, he recommends 
prophylactic removal of the fallopian tubes for prevention of ovarian cancer. 

Other topics included the development of an RNA measurement for 
maternal blood to monitor the hypoxic status of a fetus in utero, presented 
by Dr Tong and his team, which is particularly useful in the monitoring of 
intra-uterine growth restricted (IUGR) fetuses. IUGR was a key focus of this 
year’s ASM, with debate raging as to the right time to deliver preterm babies. 
This is a delicate balancing act between ensuring adequate growth and 
oxygenation of the baby while working to prevent the adverse outcomes 
associated with preterm birth. Dr Jane Norman, Professor of Maternal and 
Fetal Medicine at Edinburgh University, contributed to this debate with her 
work on preventing preterm birth with the use of anti-inflammatory agents 
as well as conventional tocolytics.

In addition to attending presentations, I networked with clinicians and 
researchers from all around the world, along with many of the RANZCOG 
registrars and president, Dr Rupert Sherwood. I learnt how to perform 
trans-vaginal ultrasounds, and as well as how to estimate the age of a fetu 
with measurements.  I also practiced inserting a Mirena intra-uterine device 
on a robotic simulator that gave real world feedback, such as resistance 
to inserting instruments, and performed a post insertion ultrasound 
to check the positioning of the device after insertion. I also learnt what 
operations such as mesh prolapse repair and mid-urethral sling procedures 
involved with the help of demonstrations by the Johnson & Johnson sales 
representatives using anatomical models and surgical instruments. 

For me the conference theme: “Today’s science; tomorrow’s practice” ran 
deeper than the translation of scientific research into every day clinical 
practice as this experience was more about the transformation of a 
research studentship into a passion for clinical practice in obstetrics and 
gynaecology and the desire to one day make this a reality. It is hard to 
believe that I boarded my plane to Australia with feelings of trepidation 
regarding the conference. I was asking myself: was I making a mistake 
attending a prestigious obstetrics and gynaecology conference without 
even having completed the attachment at medical school? Would I even 
understand what they were talking about? However, I need not have 
worried as I was greeted with the same warmth and sense of collegiality 
as the fellow attendees.  

I would strongly encourage every medical student to attend as many 
conferences as they can while they are still at medical school to gain 
exposure to and develop a greater appreciation of the different medical 
specialties. I believe it is in the best interest of the schools to make medical 
student registrations mainstream and easily available to enable students 
to attend such conferences.  In the increasingly competitive environment 
of specialty training, I see no down sides in fostering a passion for medical 
specialties among students.  The RANZCOG ASM conference experience 
was invaluable and will be a treasured moment during my time at medical 
school. 
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Greg recently completed his medical training at the Dunedin 
School of Medicine, University of Otago and is now a House 
Surgeon at Dunedin Hospital. While he thinks psychiatry is 
interesting, in the long run he will probably end up doing 
medicine – possibly renal or endocrinology. He also enjoys 
research and recently cycled (most of the way) across New 
Zealand.

A Primer of Clinical Psychiatry
David Castle and Darryl Bassett, 2009
Publisher: Churchill Livingstone
ISBN:0729539032
RRP: $109.39

        
Show me a psychiatry textbook that 
is clear and makes good sense of 
what goes on in psychiatric clinics and 
wards and I will kiss the author’s feet. 
This is not that book. ‘A Primer of 
Clinical Psychiatry’ by Castle and Bassett  
aims to be an “easy entry… for medical 

students; a resource for established clinicians and also a thorough overview 
for the… advanced psychiatric trainee.”  With such an enormous range 
of aims and only 311 pages to accomplish them, it is not surprising that it 
falls short.

As a bare minimum, I think an introductory textbook must cover the 
psychiatric interview, conditions, treatments, and side effects in sufficient 
depth whilst remaining approachable. Admittedly, this book ticks all of 
these boxes. It outlines each condition, compares them to other similar 
conditions, discusses the diagnostic criteria and provides a brief list of 
important differentials (and sometimes a long list of obscure ones). 

Positive aspects of this book include some comprehensive sections. There 
are large tables comparing and contrasting the side effects of medications, 
extensive lists of organic differential diagnoses and a number of pages 
listing cytochrome P450 interactions. The section on drug therapy was 
also thorough, with page upon page devoted to the specifics of dozens of 
psychiatric medications.

  

If you were to read just one section, I would recommend pages 121/122, on 
“medically unexplained/functional disorders”, something which is important 
in any speciality.  This section provides a frank and honest account of 
the difficulties in dealing with patients who have no obvious pathology 
underlying their symptoms and the negative feelings that these encounters 
often engender in clinicians.

BOOK REVIEW

Dr Greg Tarr
House Surgeon
Dunedin Hospital

The book ends with two practice OSCEs. One is on eating disorders and 
the other on alcohol dependence which could be helpful.  A wider range 
of topics would have been useful.

At times “A Primer of Clinical Psychiatry” seemed overly long. It could 
have been one-third the length and still include most of the drugs that you 
would come into contact at an undergraduate level. Additionally, this book 
does not answer the question of which drug might be prescribed to a given 
patient. Decision-making flow charts could improve the text in this regard.

Due to their broad aims, the authors have tried to provide “sufficient” 
depth not only to novice medical students but also to advanced 
psychiatric trainees. One example is an excerpt from the section regarding 
management of “acute psychotic emergencies” (never defined) which 
reads: “Zuclopenthixol acetate 100 mg (intra muscular) as starting dose 
(may repeat after 24 hours if tolerated and needed)…  Never use in a 
neuroleptic-naïve patient”. It seems to me that this is too much information 
for a medical student but not enough for a registrar. What should you use 
in a neuroleptic-naïve patient? 

Some sections feel a bit tired. The authors start out enthusiastically but end 
up cobbling notes together to finish the chapter. Sometimes there is missing 
information, e.g. “renal cortical damage can occur… and renal failure can 
occur”. We are left clueless as to whether this is acute or chronic renal 
failure and what we should do about it. Finally, there is a lot of technical 
information, which can be hard going, and the book lacks a glossary. 

Overall, while the book is mostly clear and straightforward to read, it is 
a bit dry. The authors have tried to present a huge amount of psychiatric 
facts. As a result of this, I think it would be difficult for a first-time student 
of psychiatry to pick out what exactly is important. I wanted the authors 
to transmit their understanding and passion for their careers to the reader, 
and I don’t think this has happened in this book. 

If you’re looking for a text to get you through the test at the end of the run, 
this book will do. However, it may not be enjoyable and if you are sitting 
on the fence, it probably won’t inspire you to pursue psychiatry as a career. 
So 311 pages later, my search for the ideal psychiatry textbook continues.. .
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App	Review:	MyMedicalTutor
Available via: iTunes
RRP: NZ$6.49 

 

In undergraduate medical training and 
thereafter in vocational training, practical 
clinical skills are as essential as theoretical 
knowledge. Candidates are required to sit 

clinical exams in the form of short-cases, long-cases or Objective Structured  
Clinical Examinations (OSCE). Although medical knowledge is assessed in 
these exams, the main focus is assessment of clinical skills such as physical 
examination and communication of findings. MyMedicalTutor app aims to 
improve presentation skills through built-in clinical cases. This app is available 
through iTunes and costs NZ$6.49. It is compatible with apple devices 
running iOS 3.0 or later.

Moayed Alawami
House Surgeon
Timaru Hospital

Moayed Alawami is currently a first year house officer in 
Timaru. He graduated from University of Auckland and is 
interested in general medicine and would like to pursue a 
career as a physician.

APP REVIEW

This app contains 40 short clinical cases in a variety of medical specialties 
as shown in Figure 1. There are no surgical cases however. Users start 
by choosing a specialty and then a clinical condition to be presented. A 
snapshot of physical examination findings is displayed (Figure 2) and users 
present their findings orally which are recorded by the app. Then, users 
can playback their presentation and review a model answer regarding that 
case (Figure 3). The model answers are excellent and are presented in a 
systematic manner similar to the examination pattern, and finish off with a 
summary paragraph.

 

 
Each case represents a common condition in that specialty, such as multiple 
sclerosis for neurology and rheumatoid arthritis for rheumatology. In 
addition, short notes pertinent to each condition are provided including 
aetiology, diagnosis, management, prognosis (Figure 4) and a link for further 
information. I believe the short notes provided are very detailed and they 
are certainly more than what would be expected in New Zealand clinical 
exams. Nonetheless, knowing more may impress examiners.

However, the app does have short-comings. It could be improved by adding 
more clinical cases in the endocrinology section, such as hypothyroidism 
and panhypopituitarism. In neurology, it would be good to add some cases 
addressing cranial nerves isolated neuropathies. The app has not updated 
its case list for more than a year despite being a paid app. Regular updates 
and addition of cases would be useful. 

Figure 1 medical specialties included in the app.

Figure 2 An example of a snapshot physical examination findings in a liver 
transplant patient.
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I recommend this app to all medical students preparing for their short case clinical exams. I believe the variety of cases and depth of discussion makes the 
app suitable to 5th year medical students and trainee interns. House officers with interests in general medicine may find it a good visual aid for revision. 
However, medical registrars will be unlikely to benefit from it.

 

Figure 4 A screenshot of prognostic scores used in liver transplant.Figure 3 A model presentation of liver transplant case. Note that this screenshot 
does not show the whole model answer.
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