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PRESIDENT’S REPORT:
DR JAN COLES
Dear Medical Women,

I have been asked in the past why I 
belong to VMWS when women have 
achieved equity and gender-based 
discrimination is a thing of the past. My 
reply is that unfortunately gender-based discrimination 
still exists; some recent indicators show that women’s 
position in Australia is actually losing ground. 

This morning I attended the 2009 Premier’s Women’s 
Summit on behalf of VMWS. The topic under discussion 
was women in the workplace. The keynote speakers were; 
the Minister for Women’s Affairs, Ms Maxine Morand, 
the Premier of Victoria the honourable Mr John Brumby 
and Dr Anne Summers. The summit was chaired by one 
of our members, Dr Sally Cockburn. 

The speakers all addressed the issue of women leading in 
the workplace. The concern raised by Maxine Morand 
and Anne Summers was that women in the workplace 
remain behind men and the key performance 
indicators show their status is going backwards. Women 
in Victoria earn 83.4 cents for every dollar earned by a 
man in a similar position and over the last 20 years 
women’s earnings have DECREASED in comparison to 
men’s. In terms of income the greater up the organisation 
the higher the disparity between men’s and women’s 
earnings, for example there is a 62% pay gap between 
senior male and female lawyers. In 2009, it takes an 
average women working full time until the 1st September 
to earn what the average male earns by June (62.78 more 
days), full time female managers earn 25% less than their 
male counterparts, women retiring have an 
average superannuation payout $37,000 and a man 
$100,000, not surprisingly women (and their children) are 
more likely to live in poverty and 2 ½ times more likely 
to live in poverty in old age.

Women make up 46% of the Victorian Workforce, but 
only 30% of all managers are women and these are 
concentrated in health and community service. Thirty one 
percent of the state and federal parliamentarians are 
women. Women have a declining membership on boards 
decreasing from 129 in 2006 to 125 in 2008 (8.3% 
decrease) in ASX200 companies surveyed. 51% of 
companies had no women directors (compared to 50% in 
2006) and 11.5% have two or more women 
directors (13.5% in 2006). Barriers included lack of 
opportunity, gender stereotypes in organisational cultures 
and outdated work practices. Details can be accessed at 
http://www.women.vic.gov.au/web12/owpMain.nsf/
a l l D o c s /
RWPCECEFA41A42541BBCA2573DA000B02ED?
OpenDocument.

Congratulations to Dr Jill Tomlinson for her leadership in 
the AFMW leadership project. AFMW has just released 
its final report on leadership project report (http://
afmw.org.au/publications/392-bridging-leadership-
barriers-project-final-report). Congratulations, to Jill and 
her team, for a job well done. With the Victorian and 
Australian community trends for women in leadership 
positions, it is important that medical women continue to 
work and develop as professional leaders.

Sexual harassment is unfortunately still alive and well in 
the medical workplace. I came across this link that maybe 
a useful resource: http://www.hreoc.gov.au/
s e x u a l h a r a s s m e n t / q u i c k g u i d e /
QuickGuide_2008_web.pdf. Sexual harassment is against 
the law and cannot be supported by medical 
o r g a n i s a t i o n s .  F u r t h e r  p o l i c y 
information and support for those experiencing sexual 
harassment is available on University and College 
websites. VMWS is a support resource for its members 
dealing with this issue. Feel free to contact 
vmws@afmw.org.au.

Take care
Jan

In this edition:

 Asia Pacific Breakthrough Summit  Pg 2
 “On the spot: Medical women in the media” 

workshop & VMWS/AFMW AGM  Pg 4 & 5
 Australia’s Invisible Women Surgeons: 

Their World War One Contribution (Part 
III)  Pg 6

 Privacy Basics  Pg 8

 Konyagi in Tanzania—a medical student 
perspective  Pg 9

 Building up & phasing down—financial 
article  Pg 10

 A Day in the Life of a Gynaecologist  Pg 12

VMWS Co-editors: 
Dr Shueh Hwuei Lim & Dr Jenny Huang



2

2009 VMWS 
Committee
President, 
AFMW Representative
Dr Jan Coles

Vice-President
Dr Raie Goodwach

Treasurer
Dr Mikhaila Lazanyi

Secretary
Dr Mariolyn Raj

Web Sponsorship
Dr Jillian Tomlinson

Immediate Past President
Dr Desiree Yap

AFMW National 
Co-ordinator
A/Prof Deb Colville

Publicity Officer
Ms Linny Kimly Phuong 

Social Secretaries
Dr Laura Edwards
Dr Marissa Daniels

AFMW Regional Liaison 
Dr Kate Duncan

AMA Representative
Dr Natalie Marijanovic

Newsletter Editors
Dr Shueh Hwuei Lim
Dr Jenny Huang

General Committee
Dr Magdalena Simonis
Dr Miriam Bartlett
Dr Ivy Tan
Dr Bronwyn Scarr
Dr Rekha Ganeshalingam

Medical Student 
Representatives
Ms Madhura Naidu 
(Monash)
Ms Annie Kilpatrick 
(Monash)
Ms Linny Kimly Phuong 
(Melbourne)
Ms Claire Steiner 
(Melbourne)

Secretariat
Elisa Carroll

2009 VMWS Event Calendar
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Asia Pacific Breakthrough is a global initiative 
calling for women‘s groups, faith communities, 
development agencies, business and philanthropists to 
work together to support local and regional action to 
reach the targets for Millennium Development Goals 3 
and 5, women‘s equality and maternal health. You are 

invited to participate in the first regional Summit in the global movement. Join the 
dialogue with local and international leaders in Federation Square in Melbourne on 
December 2nd and 3rd, 2009.

The Breakthrough Summit will:
 Announce new commitments and investments for women and girls.
 Highlight the priorities needed to reach the MDGs.
 Convene people from across the women, faith and development communities to 
join a new alliance supporting women and girls.

More than twenty national and international leaders will speak and participate in this 
Summit, including, Vice President of UNIFEM Australia, Leonie-Ruth Acland and 
UNIFEM Australia's Humanitarian Scholar from Timor Leste, Ermalinda De Mon-
tinero who will be speaking about her experiences working in maternal health. Other 
speakers include:
 Sister Joan Chittister OSB of the Global Peace Initiative of Women, New York

 Nyaradzayi Gumbonzvanda, General Secretary, World YWCA

 Dr Musdah Mulia, Chairperson of Indonesian Conference on Religion and Peace (ICRP)

 Jackie Ogega, Director, Religions for Peace, New York

 Hon Dame Carol Kidu, CBE, MP, Minister for Community Development and Religion 
and Sports, Papua New Guinea

 Hon Mr Bob McMullan MP, Parliamentary Secretary for International Development As-
sistance

 Jane Sloane, Executive Director, International Women‘s Development Agency

 Sharon Bhagwan-Rolls, Coordinator, femLINKPACIFIC, Fiji

 Dina Lumbantobing, Women‘s Crisis Center, PESADA, Indonesia

 Rev Tim Costello, Executive Director, World Vision

 Dr Julia Newton-Howes, Chief Executive Officer, Care Australia

 Andrew Hewett, Executive Director, Oxfam

Asia Pacific Breakthrough is a call to action for women living in poverty. Be part of 
the Breakthrough. To register to attend this Summit and to find out more information 
about the Asia Pacific Breakthrough Summit, please visit 
www.breakthrough2009.com.au. 



3

Did you know that when you join VMWS you automatically become a member of the 
Australian Federation of Medical Women (AFMW) and the Medical Women’s 

International Association (MWIA)? 

The Australian Federation of Medical Women: 
The voice of medical women advocating for, and supporting, the health 

and welfare of our local, national and international communities.

About AFMW
The AFMW offers our members, colleagues and the community access to the collective 
knowledge and experiences of medical women. The AFMW seeks to ensure equity and equality 
for women doctors, so as to achieve their potential throughout all stages of their professional 
and personal lives. AFMW also seeks to improve the health of all Australians, especially women 
and children.

In 1896 Australia’s first medical women’s society was formed by an inspiring group of ten 
Victorian female doctors, including Constance Stone. The AFMW was formed in 1927 and is a 
not for profit, politically neutral, non sectarian, non government organisation.

Today the AFMW offers an important network for female doctors in all regions of Australia. 
AFMW membership is automatic for doctors who are members of their affiliated state medical 
women's society; medical women can join AFMW directly where they have no active local State 
Society. Full membership is open to registered female medical practitioners of Australia. 
Associate membership includes non-registered female medical practitioners and medical 
students.

Membership Entitlements:
� Leadership development, networking and mentoring opportunities

� The opportunity to become actively involved in key issues surrounding the health and 
wellbeing of women and children, in Australia and globally

� Automatic membership of the Medical Women's International Association, 
an organization with United Nations representation

� Attend educational and social events
� Join the AFMW leadership skills database

� Receive updates and e-newsletters from AFMW

To ensure you receive emails from AFMW please visit http://afmw.org.au 
and subscribe to the AFMW quarterly e-newsletter. While you are there, 

check out the new, improved AFMW website!

To find out more about the Medical Women’s 
International Association visit http://mwia.net.
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“On the Spot: Medical Women in the Media”

      An interactive workshop presented by 
Dr Sally Cockburn 

Dr Sally Cockburn is Australia’s leading health communicator.  She is a GP who is 
perhaps most widely recognised as Dr Feelgood, host of her 1990s late night radio 
programme “Pillowtalk”.  She has almost two decades of media experience, particularly 
as presenter of talk-back radio, and has made regular guest appearances on television.

Dr Cockburn will explore the role of medical women in the media in this interactive 
workshop.  There will be an opportunity to learn communication skills and develop the 
confidence to interact effectively with the media, to the benefit of our patients and our 
profession.

To be held prior to the VMWS Annual Dinner on

Saturday, November 21st
at Trinity College

Royal Parade, Parkville
2pm – 4.30pm

$20 VMWS students, VMWS/AFMW members $50, non-members $200
VMWS membership available at www.afmw.org.au/vic

Please RSVP to vic@afmw.org.au or Call/SMS 0415 221 982

Payment options:

1. Pay online via Paypal at http://www.afmw.org.au/vic/vmws-events
2. Pay by cheque (made payable to Victorian Medical Women’s Society and mail to PO Box 202, 

East Melbourne 3002)
3. Pay by electronic funds transfer (BSB: 033089 Account number: 297664) Please include your 

initials & surname in the transfer information and advise us of the transfer date in your RSVP.
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Australian Federation of Medical Women 
and 

The Victorian Medical Women’s Society
   

Annual General Meeting and Dinner 
will be held on

Saturday, November 21st
at University Café

257 Lygon St, Carlton

VMWS members join us at 5pm for the VMWS AGM, and AFMW members at 5.45pm 
for the AFMW AGM. The VMWS / AFMW Annual Dinner will follow, incorporating 

the Constance Stone Oration. 

A three course meal will be provided, wine included with champagne on arrival.
Lucky door prize valued at $500 thanks to Jan Marini skin research products

VMWS members free; $60 AFMW members; $80 non members.

Dr Sally Cockburn will deliver the  
Constance Stone Oration

VMWS membership available at www.afmw.org.au/vic
Please RSVP to vic@afmw.org.au or Call/SMS 0415 221 982

Payment options:

1. Pay online via Paypal at http://www.afmw.org.au/vic/vmws-events
2. Pay by cheque (made payable to Victorian Medical Women’s Society and mail to PO Box 202, 

East Melbourne 3002)
3. Pay by electronic funds transfer (BSB: 033089 Account number: 297664) Please include your 

initials & surname in the transfer information and advise us of the transfer date in your RSVP.
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Australia’s Invisible Women Surgeons
Their World War One Contribution

(Part III)
By Heather Sheard

As outlined in Part Two, Endell Street Military Hospital 
was the creation of Dr Louisa Garrett Anderson and Dr 
Flora Murray who had formed the Women’s Hospital 
Corps in late 1914, to recruit and administer staff for their 
hospitals, first in France and later in the Covent Garden 
area of London.  Like Dr Elsie Inglis and the female 
doctors of her Scottish Women’s Hospital, the motivation 
of the women who established and staffed these hospitals 
was complex.  They undoubtedly felt the same sense of 
duty as their male colleagues, to use their medical skills 
for the benefit of their country, the Empire and wounded 
soldiers.  But they also recognised that the administrative 
shambles that characterised the organisation of army 
medicine combined with the overwhelming numbers of 
wounded and sick soldiers provided an unprecedented 
opportunity for women doctors to be involved.  

Shortly after the war, Flora Murray wrote that the long 
years of struggle for the enfranchisement of women had 
taught them the discipline and organisation they needed 
to create these extraordinary wartime hospitals.  She also 
concluded that ‘Endell Street represented work for the 
country and work for the woman movement combined…a 
double chance of service, a double devotion, a double 
inspiration…’.  The First World War also presented an 
exceptional chance for women doctors to develop 

professionally, albeit in less than ideal circumstances and 
to treat male patients for the first time rather than being 
restricted to women’s and children’s medicine.  And there 
was the strong urge to be involved in a great experience, 
in an adventure that was not to be missed or you risked 
missing out on life itself!  

Endell Street Military Hospital was open from May 1915 
to early 1919, treating more than 26,000 patients in their 
563 beds and performing over 7000 major surgical 
procedures.  Two of the five Australian doctors at the 
hospital were Dr Rachel Champion and Dr Vera 
Scantlebury, student colleagues and friends from the 
University of Melbourne medical school.   

The outbreak of war in August 1914 had a profound 
effect on Vera and her newly graduated colleagues.  
Within a few weeks, ‘…a considerable percentage…’ of 
the male students resident in her College, Trinity, had 
enlisted and over the course of the war, three hundred and 
ten Trinity men and women would enlist and thirty-two 
would die. There was a constant background awareness of 
war.  The daily papers showed long columns of casualty 
lists – killed, wounded and missing. After two years of 
war, in late 1916, Vera was Senior Resident or Medical 
Superintendent at the Children's Hospital, coping with 
severe shortages of doctors and nursing staff.  Her brother 
Cliff was serving with the Australian Army Medical 
Corps in France, her sister Dorothy’s fiancé Robert Bage 
had been killed at Gallipoli and Rachel Champion had 
travelled to London to work at Endell Street.

Final year medical students of 1913, University of Melbourne.  Vera Scantlebury, fifth from the left, second row and Rachel Cham-
pion fifth from the right.  Courtesy University of Melbourne Medical History Museum
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In October 1916, Vera was offered a position as an 
Assistant Surgeon at the Endell Street Military Hospital 
in London in a letter from Dr Flora Murray.  A six month 
contract with a salary of 20/- (twenty shillings) - £1- per 
day and a rank equivalent of Lieutenant was offered.  
Vera decided to take up the offer and departed on The 
Morea in February 1917.

Fifteen volumes of Vera’s diary letters generously 
entrusted by her family, are preserved in the University of 
Melbourne archives, containing fifteen hundred pages of 
letters written during her two year stay in London from 
March 1917 to January 1919.  Vera wrote almost daily of 
her life in the operating theatre and wards of Endell Street 
and of the doctors, nursing staff, orderlies and patients.  
The letters chart the journey of a twenty seven year old 
doctor with less than three years experience, mostly of 
children’s medicine and surgery, entering the immediacy 
and complexity of war wounds and infection. 

Through her letters, Vera tries to include her family in all 
her experiences and in her first week at hospital she 
provides a description of the arrival of a convoy of 
wounded soldiers, at 4.30am.

‘The scene in the hospital courtyard was rather 
impressive.  It was very early morning and not 
quite dark.  The ambulance girls and stretcher 
bearers were lined up in waiting on one side and 
the night sister stood on the other with her lantern.  
The Sargeant Major (a man!) dodged about.  Then 
came the ambulances.  Silently the stretchers were 
lifted down from the motors which held four and a 
nurse – I had a great feeling of pity, a fellow 
feeling…’.

Her first few months at the hospital were difficult ones 
requiring adjustment to the work and to her role as the 
most junior member of the surgical staff.  ‘…never have I 
felt so small and helpless useless and insignificant as I do 
now since I became a member of the Endell St staff.’  But 
Vera also said that the process was good for her and that 
her character would be strengthened!  After two months 
she writes ‘…a hard day.  I am not at all keen on military 
surgery but I suppose I shall get used to it and do it better 
than at present but I think it is horrible’ and ‘It is so awful 
to struggle along…the wounds are so awful’.  By 
September 1918 and with a very busy hospital, Vera has 
gained confidence, signed on for another six months and 
writes ‘I am getting to like the work much better.  I am 
glad to be of use anyway’.  Her list of surgical procedures 
for the 24th October include the ligature of a femoral 
artery, the excision of a shoulder joint/humerus, repair to 
a gunshot wound in the hip joint, a secondary amputation 
and repairs to a fractured scapula.

Heather Sheard is the author of All the Little Children: The 
Story of Victoria’s Baby Health Centres published in 2007 and 
is currently undertaking a PhD entitled The Milk of Human 
Kindness:  the Life and Vision of Dr Vera Scantlebury Brown at 
the University of Melbourne’s Australia Centre.  
h.sheard@bigpond.com
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Dr Vera Scantlebury with her brother Dr Cliff Scantlebury,
AAMC, in London, 1918, courtesy Catherine James Bassett 

Women’s Hospital Corps uniform badges, buttons and name 
bars from the uniform worn by Dr Vera Scantlebury at Endell 

Street Military Hospital, 1917-1919, 
courtesy Catherine James Bassett
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Privacy Basics
Privacy obligations in relation to patient records and 
health information
Medical practitioners in all states and territories must 
comply with the Commonwealth Privacy Act 1988 which 
contains the National Privacy Principles. In addition, Vic, 
NSW and ACT have their own legislation governing 
privacy obligations with which medical practitioners must 
also comply.

Dealing with requests from partners and spouses for 
information on each other
A patient is entitled to have kept confidential his or her 
health information. Provided a patient is competent to 
request access to health information, no other person, 
even if they are the patient’s partner or spouse, is entitled 
to access information without the individual’s authority. 

Dealing with requests from a parent for information 
concerning their child
Parents cease to have a right of access to their child’s 
health information when their child is of sufficient 
maturity. The child at this point can provide informed 
consent for medical treatment and competency to exercise 
their rights to privacy of and access to their health 
information (See also in this series: ‘Consent for Minors’)

Before the child has sufficient level of competency, both 
parents have the right to exercise their access to  health 
information on their child. It does not matter that the 
parents may be separated or divorced, unless a Court has 
directed that a parent has no right of access to their 
child’s health information. 

If one parent asserts that the other is not to have access to 
their child’s health information, this should be verified 
with a copy of the Court order to that effect.

Privacy issues on dealing with patients over the telephone
The duty of confidentiality requires caution in discussing 
a patient’s health information over the telephone. There 
are obvious problems in knowing the identity of a person 
you are talking to. You must be satisfied that you are in 
fact speaking to the patient.

You can do this in a similar fashion to other 
circumstances in which individuals are required to 
substantiate their identity when accessing their private 
information. For example when dealing with banks, 
insurers and credit card providers, confirmation of 
personal particulars is a common approach for 
substantiating a person’s identity. If you are not satisfied 
with the particulars exchanged over the telephone, no 
health information should be discussed.

If a patient makes a request by telephone to provide 
information by telephone, email, fax or mail to a third 
party, you should require at the least a signed authority 
from the patient, in the same manner as would be required 
to provide a medical report or information to any third 
party. (See also in this series: ‘Telephone Consultations –
Giving Clinical Advice Over the Phone’).

Practice staff obligations regarding patient privacy
Your patient is entitled to have his or her privacy 
respected by all who work with you and have access to 
health information. It is your responsibility to ensure that 
all practice staff that work with you are aware of the 
privacy obligations you all work under. 

You must regularly review the manner in which practice 
staff interacts with patients to ensure that they meet the 
obligations of privacy. Issues requiring evaluation include 
the following:
 Whether telephone conversations being conducted 

by staff can be heard by patients at the reception 
desk or while waiting to see a medical practitioner. 
If so, strategies must be implemented to ensure that 
patients do not become aware of other patients’ 
health information as a result of over-hearing 
telephone conversations. 

 Similar considerations apply to conversations 
which practice staff have with patients at the 
reception desk. It is inappropriate for practice staff 
to triage patients where discussions may be 
overheard by other patients. 

 Clinical records, whether in storage, or waiting the 
attention of a medical practitioner, must not be in 
the view of patients attending the practice. 

 Care must be taken to site computer screens so that 
they cannot be viewed by patients attending the 
practice. 

Exceptions to the privacy principles 
Privacy of health information of patients is not absolute. 
Circumstances may arise where it is necessary to balance 
the public interest in maintaining privacy of health 
information and the public interest in avoiding danger or 
harm to the community or individuals in the community.

From time to time, doctors are faced with the dilemma 
that they have information which they are expected to 
keep confidential, but which if disclosed to an appropriate 
authority may prevent avoidable harm, or result in the 
apprehension of a person who has engaged in serious 
criminal activity. If you are faced with this dilemma it is 
unwise to make a decision to maintain privacy, or to 
provide information to an appropriate authority, without 
first obtaining advice. A college or the ethics committee 
of a college is one avenue of advice. The Australian 
Medical Association is another. 

Your medical defence organisation (MDO) can help you 
to navigate the medico-legal landscape. Avant is 
Australia’s largest MDO, providing members with 24/7 
access to highly experienced medico-legal advisors. 

For more information please telephone Avant on 1800 
128 268 or visit www.avant.org.au .

This information is general information relating to legal issues within 
Australia.  It is not intended to be legal advice, nor and should not be 
considered as a substitute for obtaining personal and specific legal 
and/or other professional advice. Avant Mutual Group Limited and its 
subsidiaries will not be liable for any loss or damage, however, caused 
(including through negligence) that may be directly or indirectly suf-
fered by you or anyone else in connection with the use of information 
provided in this forum.   
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Konyagi in Tanzania 
By Kristie Fan

6th year medical student, University of Melbourne

After enduring 8 hours of unrelenting Swahili tunes and a 
bone-shaking bus journey in 40 degrees African heat, we 
finally arrived in the bucolic village of Ilula, a community 
nestled south of Tanzania’s bustling capital, Dar es 
Salaam. We began our virgin walk to the Ilula Lutheran 
Hospital, a walk we will remember for many years to 
come, armed with bright eyes, bushy tails and a month’s 
worth of anti-malarials among other things. That first 
track through the dusty main ‘street’ was like waltzing 
down the red carpet at the Oscars sans the Oscar de la 
renta evening gown. Villagers pointed from their 
storefronts, heads poked out of windows, kids peered 
inquisitively.  It appears the town of Ilula had just 
acquired 2 new members – an asian female, yellow as 
Ilulian pineapples, and an Indian bloke, black as the 
locals.

Our first befriender was the well-respected town pastor 
Father Gordon, who insisted on carrying our haversacks 
as soon as he got wind of our altruistic aspirations we had 
for his hometown. Everything after was a whirlwind.

Ilula has a population of a thousand, mostly peasants 
working the maize fields. Ilula Hospital however, a 40 
bed unit situated amongst rolling hills and pineapple 
plantations, serves the entire district of 10,000.  My 
colleague and I were eager for a hands-on medical 
elective. Little did we know that by the end of our stint, 
our hands would be thoroughly exhausted. 

Our morning rituals at the hospital begin promptly at 8am 
with morning prayer in Swahili followed by hand-over in 
English before we commenced ward rounds of the entire 
hospital, initially with the doctor in charge, and 
subsequently as the doctor’s confidence grew, on our own
with a nurse as a translator.

The wards are split into obstetrics, an 8 bed pediatrics 
ward and separate male and female wards. All wards 
come fully equipped with plump African flies (settling on 
anyone who does not move), ‘free-range’ kuku (means 
chicken in Swahili) and droppings and a multitude of 
relatives spanning generations. 

Obstetrics forms a major part of the hospital’s work, 
being the only hospital in the vicinity capable of 
performing ceasareans. On average, 2 classical c-sections 
are performed a day.  My colleague and I take turns 
scrubbing in to assist, and by the end of our month, we 
harbor thoughts of getting jobs at Royal Women’s. 

The condition of the patients at Ilula Hospital will not 
shock anyone who has read about the plight of the third 
world. Cerebral malaria, fungal meningitis, conditions 
rarely seen in the first world, predominate in rural 
Tanzania. Every patient presenting to our hospital gets a 
thick and thin film done, one of the six investigations 
available at the hospital. The other five being blood type, 
done old-school style with Ig antibodies, Hb level, stool 
microscopy, X-ray and blood glucose (the whole hospital 
has one glucometer).

Our hospital accommodation overlooked a deep 
cavernous valley and our patio soon became the new 
happening kid on the block. Locals would gather round 
for a laugh and share a bottle of Konyagi, a potent local 
liquor said to impart power to those who consumed it. 
Every Saturday involved securing a seat on the wooden 
benches to watch MTV on the only television in town, 
strategically located in the hospital foyer.

Every afternoon was occupied by outpatient clinic where 
we saw on average 100 patients between 2 rooms. Many 
of whom had been carried miles by relatives to receive 
medical attention. Some are brought in semi-conscious; 
few are on the brink of death.

As the time passed, our responsibility and credibility 
exponentially increased. There were many a time when 
we were called to a patient’s side, “ Doctor, doctor, the 
patient is gasping!” In Tanzania, that translates to ‘code 
blue’.  And many a time, we could do little to save that 
life. What we did was try our hardest, beat ourselves up 
after and suffer countless sleepless nights for fear of 
being haunted by that day’s dead if our lids shut. 

I had known it would be mentally and emotionally trying, 
but no matter how much preparation you thought you had 
given yourself before embarking on a trip like this, no 
amount will be sufficient.  I did not prepare myself for the 
immense guilt, or the overwhelming frustration. Nor was 
I ready to handle the pangs of self-reproach that flooded 
in after breaking the news to each grieving family. 
Somehow, I dealt with it. We both did, we had to. 

At the risk of sounding completely contrived, it was ut-
terly life changing. 

“Free range chicken”
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Building up & Phasing Down
By Mr Joe Romeo

Vision Financial Planning & Insurance Services

Nearing retirement and want to work part-time or make a 
career change, but can’t afford to? If a better balance of 
work and lifestyle is what you want, the good news is that 
it’s possible under superannuation rules.

If you are 55 or over, you can scale back your work hours 
and use your super to take a Transition to Retirement 
(TTR) pension, which gives you an income stream and all 
the flexibility and freedom that comes with cash flow. 

In short, you can reduce your work hours and supplement 
the lost income with a TTR pension income stream that 
you draw down from your superannuation savings. The 
benefit of this strategy is that you may have the same 
after-tax income as when you worked full time.

The big advantage is that once you reach age 60, any 
withdrawals you make from your super are totally tax 
free. 

Lifestyle benefits
This strategy can be highly appealing to those wanting to 
ease into retirement. Rather than downing tools 
altogether, it gives you the chance to become familiar 
with the shift in responsibilities and adjust gradually to 
retirement. 

It will also be particularly helpful in situations where 
there is a lifestyle or personal need for part-time work, 
such as having to care for an elderly parent or taking care 
of the grandchildren. This gives you the time off to 
handle these issues and still work.

It is important to be aware that if you are working shorter 
hours and supplementing your income with money from 
your super this could result in less super in retirement. 

Speak to your financial adviser to ensure that a phase 
down strategy is appropriate for your needs and 
objectives before making any decision. 

Salary sacrificing: a super way to minimise tax
Salary sacrificing pre-tax income into superannuation has 
long been a popular strategy used to accelerate retirement 
savings. 

Thanks to the Federal Government’s ‘Transition to 
Retirement’ (TTR) rules, those aged 55 and over can 
continue working full time, salary sacrifice most of their 
employment income into super and live off an income 
stream drawn from a TTR pension.

In short, investors pay just 15% tax on their super 
contributions, instead of high marginal income tax rates, 
and generally will enjoy a 15% pension offset on the 
money drawn down from their income stream if they are 
younger than 60.

By taking out a TTR pension, you could receive between 
4% and 10% of your super balance each year as income 
(note for 2009/10 financial year, the minimum payment is 
2%). However you cannot withdraw a larger amount until 
you retire or turn 65.

The optimal outcome is reaching age 60, staying at work 
full time and using a TTR/salary sacrifice strategy 
because you won't pay any tax on the funds you receive 
from the TTR pension.

Prepare for a better retirement

Take Jane who has an annual gross salary of $90,000, her 
employer pays the 9% Superannuation Guarantee. She 
receives $67,000 after tax. With $325,000 accumulated in 
super, she could choose to switch to a TTR pension when 
she turns 55. 

Up until she is 60 she could salary sacrifice $40,558 of 
her salary into super and draw down $32,500 from her 
TTR income stream. Added to her regular salary, this 
would give her an annual income of $67,000 after tax –
exactly the same amount she received before implement-
ing the strategy. 

The great benefit of this strategy is the positive impact on 
Jane’s retirement savings. Just in the first year alone, 
using this strategy will boost her savings by an additional 
$4,445.

Even better, once she reaches 60, the payments from her 
TTR pension are tax free. This means she can reduce her 
pension payment amount and boost her retirement 
savings. For example, if Jane was 60 she could receive 
the same take home income by reducing her TTR pension 
payments to $26,410 – this translates into a boost to her 
super savings of $10,771 for one year.

Seek expert financial advice
Clearly, if you are 55 or older and intend staying at work 
full time, it is possible to build a larger retirement nest 
egg by sacrificing a portion of your employment income 
into super.

To ensure that a TTR strategy appropriate to your needs 
and objectives can be implemented, speak to your 
financial adviser.

Assumptions
Jane’s super account balance of $325,000 is all taxable and fully preserved. 
S u p e r a n n u a t i o n  G u a r a n t e e  i s  a s s u m e d 
unchanged at 9% of the original earnings base. No taxation deductions have 
been claimed. Qualifying private hospital cover is in place.

The best of both worlds
As a result of the Federal Government’s Transition to 
Retirement (TTR) initiative, those nearing retirement can 
start to enjoy the benefits of retirement whilst continuing 
to earn an income.   

Essentially, you can continue working full time while 
taking a TTR pension that draws down on your 
superannuation, providing you with an income stream to 
cover basic expenses and even the fancy extras.

The increased income you receive from your TTR 
pension can be put to work by reducing non-deductible 
debt, funding pre-retirement home improvements or as a 
source of cash flow for the self-employed during times of 
reduced income.
A TTR pension, can be taken once you have reached 
superannuation preservation age. If you were born before 
1 July 1960 your preservation age is 55. For those born 
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between 1 July 1960 and 30 June 1964, it rises gradually 
until it reaches 59. From then on it's 60.

Generally you will enjoy a 15% pension offset on the 
money drawn down from the TTR pension if you are 
younger than 60. And once you reach 60, all the income 
you drawn down from the pension will be totally tax free. 

As the pension has been established under TTR 
provisions, you could take between 4% and 10% of your 
super balance each year as income (note for 2009/10 
financial year the minimum payment is 2%). But you 
cannot withdraw a larger amount until you retire or turn 
65.

Not the retiring type
This strategy is designed to give you more after-tax 
income simply by restructuring your salary payments 
through the TTR pension.

Take Patricia for example. She is 60 and is still working 
full time. She currently earns a gross salary of $58,800 
p.a. ($46,836 after tax) and has accumulated $400,000 in 
superannuation.

Patricia approaches her adviser because she is looking for 
a way to supplement her income to meet everyday living 
expenses until she retires at 65.

Patricia’s TTR strategy
Patricia discovers that under the new TTR rules people 
currently over the age of 55 who are employed can access 
their retirement savings. 

She opens a TTR pension which allows her to access up 
to 10% of her super each year via an income stream. As 
Patricia has already turned 60, her entire pension 
payments will be tax-free.

Patricia was also salary sacrifices $30,000 p.a. into her 
super account and draws an annual payment of $25,492 
from her TTR pension. By implementing this strategy, 
Patricia will receive an increase in disposable income of 
$5,164 in the first year alone. And over the five years to 
her retirement the total benefit of introducing this strat-
egy, which covers the changes to Patricia’s income and 
retirement savings, could be as high as $55,000.

As everyone’s lifestyle and income needs are different, be 
sure to seek expert financial advice before implementing 
a similar strategy. 
Assumptions
P a t r i c i a ’ s  S u p e r a n n u a t i o n  G u a r a n t e e  i s 
assumed unchanged at 9% of the original earnings base. No taxation 
deductions have been claimed. Qualifying  private hospital cover is in place. 

Disclaimer

This information has been prepared to provide you with general infor-
mation only. It is not intended to take the place of professional advice 
and you should not take action on specific issues in reliance on this 
information. In preparing this information, we did not take into ac-
count the investment objectives, financial situation or particular needs 
of any particular person. The case studies in this publication are hypo-
thetical and are not meant to illustrate the circumstances of any par-
ticular individual. Before making an investment decision, you need to 
consider whether this information is appropriate to your needs, objec-
tives and circumstances, read the relevant Product Disclosure State-
ment and consult with a financial adviser.
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A Day In The Life Of A Gynaecologist
By Dr Desiree Yap

President of Australian Federation of Medical Women

3.30am: A little body pads in and climbs into bed. We 
arrange ourselves and doze back off… Soon, another little 
body pads in and climbs into bed. We all rearrange our-
selves and try to get back to sleep…

5.15am: I wake up feeling a warm wet spreading patch…
and I leap out of bed to grab a towel cursing the fact that 
my five year old boy is yet to become nocturnally 
continent…put it under us, look wearily at the clock and 
think ‘another half an hour…’

7.15am: @#$% (Expletive deleted) – I hear the Nanny 
coming in the door and I am to start a private theatre list 
at 8.00am. I leap out of bed, tell her the instructions for 
the day whilst running around getting ready for work.

7.40am: After a shower and ‘just one more cuddle’, the 
Nanny gives me a cup of coffee for the car and I am out 
of the door, hoping the traffic is not too heavy. I call the 
theatre to let them know I might be 5-10 minutes late 
(despite the fact I think they now expect it, but I always 
seem to live in hope!)

8.15am: The patient is now ready in theatre and I am 
having a lovely time chatting to my anaesthetist and the 
theatre staff.

11.15am: Despite only having 4 minors, the list seems to 
have expanded to take up the time (which included an 
unexpected find in one case!). My anaesthetist and I chat 
again, go see how the women are recovering and tell them 
the findings and the plan, before returning for the lunch 
organised by the hospital.

12.10pm: I dash down to the rooms to look at results, put 
out any fires and have a ‘rooms meeting’ with my 
secretary to review the week and plan the next one. By 
the time I finish my clinical jobs, I realise I am going to 
be late for my public outpatient session at Monash 
Medical Centre due to heavy traffic. I therefore get to 
leave the ‘business related’ work again (which always 
seems to happen as I do not like it!) and zoom off.

2.15pm: After a few laps of circling the car park, I finally 
get a park and go in to start my afternoon in the 
Menopause Clinic. Despite appearances, this is a very 
challenging clinic. We see women who have intractable 
symptoms of the Menopause which are severely upsetting 
their lives (drenching sweats, sleeplessness and a raft of 
other unpleasant symptoms) who have other health issues 
such as Breast Cancer or multiple medical conditions in 
which all the things to fix one problem make another 
problem worse! In this clinic we also see the adult women 
with Turner’s syndrome and women with their 
menopause before the age of 40 (occurs in 1% of the 
population and for a variety of reasons, iatrogenic, 
medical and idiopathic). For some of the women we see 
here though, they have not only complex medical issues 
but terrible lives and it seems we are one public clinic 
where they can come and be heard, even if we think we 
are not able to improve anything for them. Luckily this is 

a multi-disciplinary clinic staffed not only by 
gynaecologists, but also endocrinologists, a clinical 
psychologist and a nurse. This means we can share the 
really difficult problems as well as ensure that certain 
things are sorted by the correct professional.

At the end of the clinic, which usually runs horrendously 
late, we have a clinical meeting. This is usually a high-
light as we get the chance to discuss the new and 
interesting or more challenging patients and see what we 
agree on (or not!). We also get a chance just to ‘share the 
pain’ if we have had a particularly difficult consultation.

6.00pm: Clinic is finally over and I get to travel back 
home in the peak hour traffic. This is often the time when 
I wonder what I am doing this for, as I live on the 
opposite side of town.

7.10pm: The traffic was particularly horrendous and I 
finally get in the door. The ‘out-laws’ are there (as the 
Nanny left at 15.30) and they and the kids are just 
finishing their dinner. I get to hear about their day, start 
the bath-book-and-bed routine whilst eating cold pasta 
and trying not to look at the mess. I encourage Oma to 
supervise the bath and read the books whilst I start to 
clean up the house.

8.15pm: Kids are in bed demanding I lie down and give 
them a cuddle. Oma and Opa are still here also wanting a 
little discussion time. In the end I have to put a firm end 
to the cuddling and debrief Oma and Opa.

9.10pm: Finally the house is mine and all is quiet. I 
glance through today’s paper, do a few domestic jobs 
which include packing bags for tomorrow (kinder all day 
and swimming lessons) and then check my emails.

10.45pm: The house is still untidy and the cleaning lady 
is coming in the morning, I decide I am too tired and that 
I will get up early in the morning to finish the dishes and 
the rest of the tidying. I decide I had better get to bed as I 
can expect nocturnal visitors and that tomorrow holds an 
action packed morning getting the kids ready, then a dash 
to do the kinder drop off (we are always late!) and a full 
day of clinics at the Royal Women’s Hospital. At the end 
of the day will be a dash back to kinder and an attempt 
not to be late to Swimming lessons. It will be another 
busy day.

My background...
I studied Medicine at Melbourne University and the 
Royal Melbourne Hospital, before switching sides of the 
Yarra to do my basic O&G training at Monash Medical 
Centre. I spent a year of training doing an MPH at James 
Cook University in Townsville, which gave me a chance 
to work in a variety of jobs across the top third of 
Australia. I then went to Canterbury, Kent in the UK to 
finish my last 2 years of training – and I nearly didn’t 
come back! Until I had children, I had trouble working 
more than 2 or 3 years in a row as there was always a 
reason to travel and work overseas! As a Consultant and 
pre-children, I have done project work in Abu Dhabi, 
worked for WHO in China and was to go to Kandahar in 
Afghanistan with the Red Cross although we never got 
there due to security concerns. These type of projects 
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lasted 1-3 months. I also continued to do short-term 
locums in Rural Australia – and I still am happy to do 
weekend obstetric locums so long as I can take the 
children.

Currently I am working a ‘medical part time’ as ‘medical 
part time’ is usually about 40 hours a week! I consult a 
day a week in Private practice and have a private 
operating list alternate weeks. I have been working 2 days 
a week at the Royal Women’s Hospital and go to Monash 
Medical Centre for a session fortnightly in the Meno-
pause Clinic there. I am currently on Sabbatical from my 
public appointments and am also taking long service 
leave this year. 

I am a single parent of an almost 4 year old girl and a 5 
year old boy.  I have a fabulous Nanny for about 24 hours 
a week as well as fabulous grandparents and a fabulous 
cousin. I love Medicine, I love my kids and although 
every day is an incredible juggle, I feel lucky to have 
been blessed with so many opportunities. I do not like 
running a business and I am not good at it, but Private 
Practice affords me flexibility and an income Public 
Practice doesn’t. As I am so bad at the business side (and 
don’t have a partner who does it for me), I have recently 
contracted Practice Management Consultants and this has 
been a great decision. Sometimes I feel like I support and 
economy the size of a small African nation – between the 
Rooms, the Nanny, the Cleaning Lady and the Gardening 
people… 

I am actively involved in the Medical Women’s Society. I 
do this because I think it is important, even though many 
people do not think a Medical Women’s Society is rele-
vant anymore. I do it because if it were to cease to exist, 
where would Medical Women have a forum for the needs 
that are unique to them? The data shows we are not 
promoted equally, we aren’t paid equally and there 
remain lots of evidence that there are still lots of basic 
workplace issues as well. Many Medical Women feel the 
AMA doesn’t represent them that well nor do some of the 
Colleges and yet we will be 60% of the workforce. 
Women’s and Children’s Health  also remains an area 
many of us also work in and are sought out for by the 
general public.  Medical Women’s provides us a platform 
to have a voice in this area as well. Women’s and 
Children’s Health has been the traditional medical 
domain for many Medical Women, both personally and 
professionally since its inception.

Desiree & her 2 children
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Did you know that being a member of VMWS auto-
matically makes you a member of the Australian 

Federation of Medical Women (AFMW) and Medical 
Women’s International Association (MWIA)?

Check out their websites:
AFMW http://afmw.org.au

MWIA http://mwia.net

Sign up for your free AFMW e-newsletters!

Are you receiving e-newsletters from the Australian 
Federation of Medical Women (AFMW)? If not, 
visit the AFMW website at http://afmw.org.au to 
subscribe free of charge online! The AFMW website 
contains a wealth of information about activities and 
events relevant to you, so do yourself a favour and 
visit today!

Jokes to lighten up your day
from WorkJoke.com

A doctor and a lawyer were attending a cocktail party 
when the doctor was approached by a man who asked 
advice on how to handle his ulcer. The doctor mumbled 
some medical advice, then turned to the lawyer and 
asked, "How do you handle the situation when you are 
asked for advice during a social function?" "Just send an 
account for such advice" replied the lawyer. On the next 
morning the doctor arrived at his surgery and issued the 
ulcer-stricken man a $50 account. That afternoon he 
received a $100 account from the lawyer.

A lawyer, who was talking to his son about entering 
college, said, "Now what got into your head such that 
you want to be a doctor instead of a lawyer?" "Well, 
dad," answered the son, "did you ever hear anybody get 
up in a crowd and shout frantically 'Is there a lawyer in 
the house?' ?"

Have your say in the government review 
of the Equal Opportunity for Women in 

the Workplace Act 1999!
The Equal Opportunity for Women in the Workplace Act 
1999 (the EOWW Act) is currently being reviewed by 
the Office for Women on behalf of the Australian 
Government. 

The EOWW Act requires certain employers to take 
actions and report on equal opportunity for women in 
their workplaces. The review is being undertaken to 
ensure that the EOWW Act, and the Equal Opportunity 
for Women in the Workplace Agency (EOWA), are 
operating as effectively and efficiently as possible. 

You are encouraged to take part in the review by 
completing this brief online survey at https://
www.surveys.kpmg.com/mmi/2w44CSP/Link.html


