
THE PRACTICE OF MEDICINE IN THE COMMONWEALTH OF AUSTRALIA

C. S. lONES, M.B., CH.B., Department of Anaesthesia, Prince Henry Hospital, and The University of New South Wales
Medical School, Sydney

18 ~oveD1ber 1961

My thanks are due to Prof. B. J. P. Bekker of the University of Pretoria
for the pathological report, and to Dr. T. B. FOrTest of Bloemfontein for
tbe radiological report. Witbout tbeir cooperation it would bave been
impossible for me to publisb this case.

REFERENCE
1. Bergman, F. and Linder, E. (1958): J. Thorac. Surg., 35. 628.

entitled to free hospital and medical treatment in the many
hospitals established by the various states. In these hospitals
the public patients are cared for by the 1st and 2nd year
residents (Intern and Senior Intern), supervised by Registrars
and Honoraries. In consequence the hospitals are inefficient
and the public patients inevitably receive care of a rather
lower standard than their richer brethren. There is evidence
that this last outpost of the Honorary system (an admirable
practice originally, but now hopelessly out-dated by modern
medical needs), is slowly crumbling, and in centres such as
Melbourne an increasing number of full-time and part-time
specialist posts are being provided. It is common knowledge
that the standard of medical practice is higher in Melbourne
than elsewhere in the Commonwealth.

There appears to be a trend towards group practice, among
both specialists and general practitioners. Where no spe
cialist register is kept, such groups may be heterogeneous, and
it is not uncommon for generoal practitioners to carry on a
specialist consultant practice at another address in addition
10 their own general practice.

Because the honorary system is not conducive to the most

appearances are consistent with a diagnosis of pneumopathia
osteoplastica racemosa in which bone formation occurs with
in the lung tissue and bronchial tube walls. Note also the
wedging of the body of one of the lower dorsal vertebrae.
This probably represents senile osteoporosis with wedge com
pression of the involved vertebra.

DISCUSSION

Frank Bergman -and Erland Linder give the following infor
mation about amyloidosis:

'Incomplete knowledge of the aetiology and nature of
amyloid degeneration makes classification of amyloid diseases
difficult Research has recognized three groups in addition to
the secondary amyloidosis of chronic infectious diseases,
namely (I) Primary atypical amyloidosis characterized among
other things by the absence of any disposing basal disease;
(2) nodular solitary or multiple local amyloidosis; and (3)
amyloidosis, associated with multiple myeloma amyloid
tumours, has been the subject of research for many years,
especially in Germany where Leopold emphasized the value
of publishing cases of localized amyloidosis and stressed the
importance of descriptions of the tumours in -the elucidation
of problems bearing on amyloidosis.'

The factors considered of importance for the development
of secondary amyloidosis can nearly always 'be excluded in
nodular amyloidosis.

Another important difference is that amyloid tumours are
seldom seen in parenchymatous organs. They show a liking
for smooth muscle, skin, lymph nodes, and the mucous
membrane of the digestive and urinary tracts. This form of
amyloidosis is roarely seen in the lung tissue. As far as the
lung itself is concerned, changes sometimes produce symptoms
of pneumonia and pleurisy, but at other times no clinical
signs are present and are only discovered incidentally by
X-ray examination. It will be noticed from the above his
tory that this was what occurred in the present case, when
it was only by X-ray examination that the strange condition
was discovered. This form of amyloidosis' is rarely seen in
the lung parenchyma, and a search in the literature failed
to reveal reports of more than 13 cases.
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RADIOLOGICAL REPORT

11 March 1959 - Chest (Fig. 1)

There are multiple irregular densities scattered throughout
both lung fields. These opacities are extremely den e and
there is evidence of involvement of some of the bronchi and
possibly of some of the blood vessels in the lungs. There is
surpri ingly little distortion of the lung anatomy. These

Fig. 1. Cbest X-ray sbowing calcified masses in both lung fields.

Diagnosis
Primary pulmonary tumour-forming amyloido i .

As in the United States, each of the 6 States forming the
Commonwealth of Australia has its own Medical Board which
is responsible for maintaining a register of medical practitioners
and acts as a licensmg body. These Boards do not have any
disciplinary powers (beyond withdrawing the names of practi
tioners who do not comply with the ordinary requirements for
registration such as the payment of an annual fee), the conduct
of members of the profession being subject to the ordinary
rules of society as mterpreted by the courts of law and to
the weight of professional opinion as represented by the
British Medical A ociation. For purposes of registration the
Australian Capital Territory of Canberra is included in Tew
South Wales and the orthern Territory in South Australia.

The Honorary System
Medical practice follows the same lines as elsewhere in

the British Commonwealth, but the honorary system still pre
vails, particularly in ew South Wales. Unlike America, only
a mall part of the population (about 40%) are private patients
either in their own right or by virtue of their regular contri
butions to insurance schemes. The balance are public patients
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TABLE I. REQUIREMENTS OF THE VARIOUS STATES

Number of Number of SOIl/
Population practitioners practitioners Specialist African

State (30 Sept. registered resident register degrees Remarks
1958) (May 1961) (May 1961) registrable

ucr The Republic of South Africa is regarded
ew South Wales 3,769,000 6,067 4,388 No Wits. as part of the British Commonwealth (as

Pretoria from 1June 1961) for purposes of registration
alal

ucr
Victoria 2,771,000 5,590 4,014 0 Wits. Must appear in person before Medical Board

Pretoria
Natal

Must satisfy professors of professional know-
Queensland .. .. 1,425,000 1,616 1,467 Yes Tone ledge and ability and prove 3 years' practice

(422) in medicine

ucr 'The medical degrees of the South African
South Australia 927,000 1,681 1,181 0 Wits. Universities are still acceptable'. Must

Pretoria interview President or member of Board
Natal

Yes None Must make personal application at Board
Western Australia 714,000 1,200 900 (173) office

ucr
Tasmania 347,000 341 341 No Wits. Applicant for registration must be a British

Pretoria subject
Natal

TABLE n. CLASSIFICATION OF DOCTORS BY CATEGORIES AND STATES

General list
State Specialists Salaried RMOs Total

Metropolitan Country doctors
N.S.W. and A.C.T. 1,556 895 1,099 191 705 4,446
Victoria 1,190 498 781 118 511 3,098
Queensland 293 371 313 64 294 1,335
South Australia and Northern Territory 342 190 250 63 140 985
Western Australia 255 134 187 46 142 764
Tasmania .. 75 56 88 15 63 297

ew Guinea 93 93

Total 3,804 2,144 2,718 497 1,855 11,018

>

TABLE m.. CLASSIFICATION OF SPECIALISTS BY CATEGORIES AND STATES
TOTAL OF 2,718

N.S.W. Vie. Q'land S.A. W.A.
Ophthalmology 103 57 28 17 16
Dermatology 53 29 8 10 8
E.N.T. 54 32 18 10 12
Surgery 190 175 66 47 29
Pathology 80 38 13 13 11
Medicine .. 138 124 43 48 23
Paediatrics 32 16 20 11 5
Orthopaedics 39 14 18 4 10
Anaesthetics 56 66 17 16 11
Allergy 13 14 2 3 2
Gynaecology 104 61 33 30 25
Psychology } 53 50 17 10 10
Psychiatry
Arthritis 5 I
Rheumatism 7 2 2 2
Heart 14 3 4

eurosurgery 10 3 2 2
Tuberculosis and chest 20 15 1 5 8

eurology 8 8 2 2 4
Sterility 1 I
Urology 32 18 11 2 2
X-ray 87 54 14 14 9

Total 1,099 781 313 250 187

Tas. Total
6 227
2 110
6 132

19 526
5 160

14 390
3 87
3 88
4 170

34
15 268
3 143

6
13
22
17

4 53
24

2
65

3 181

88 2,718
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efficient utilization of hospital bed , there eem to be more
ho pitals than might be trictly necessary in the more ettled
parts of the country, but of course, in the sparsely populated

. areas the problems of providing a medical service are more
difficult to urmount than in outh Africa and have led to
the formation of the Flying DoclOr Service.

Training
There are at present 5 medical chools preparing under

graduate ludents for medical degrees: those of ydney,
Melbourne, Adelaide, Queensland and Western Au tralia. The
latter graduated its first M.B., B.. students in 1957. The
University of ew outh Wales and Monash niver ity are
developing medical schools at pr ent. The total number of
doctors graduating per annum is about 450, which appears 10

be grossly inadequate for the population of 10 millicn, parti
cularly ince it i the intention to increase thi population a
rapidly as may conveniently be p ible by natural means and
by immigration. Tbe requirements of the various . tate with
particular regard to outh African trained medical practi
tioners are set out in Table 1. for those who may be intere ted,
and the distribution of doctor, including pecialists, is shown
in Tables ]J and Ill. These latter tables are provided by
Messrs. Permindex Mailing Ltd., and are not completely
accurate since not all States have a specialist regi ter. Some
specialists have no higher degree and will not be reflected in
Table Ill.

The information et out in Table 1. has been obtained
directly from the various licensing boards and is accurate to
30 May 1961.

Remuneration of Practitioners
Judging by the various schedules of fees (Workers' C<?m.pen

sation - Commonwealth BenefIt, etc.) the remuneration of
medical practitioners throughout Australia is somewhat lower
than in South Africa and living costs, particularly the rental
or purchase of accommodation, is higher, ~ that the general
practitioner must turn hi hand to a cOOSlderable volume of
clinical material in order to make a good liVIng. This fact,
combined with the higher ration of public cases, probably
accounts for the part-time consultant practice carried on by
many general practitioners in tho Slates ~here no specia!i t

. regi ter exists, as well a for the low ratio of anaesthetists
to surgeons (l to 8).

It will be noted (Table In that, as in South Africa, there are
far more practitioners in the large centres than in th~ co~y

towns, despite the fact that. the . latter .are well I?TOVlded WIth
ho pital accommodatIon which IS conllnually bemg expanded
and improved. The road and ra:il ystems are berng .lffiproyed
steadily throughout the ub-conunent .and excellent atr ser:vICes
exist at very reasonable rates. The fIrst-class fare from Perth
to Sydney, a 7t-hour flight by turbo-prop planes, is R88. The
di tance is close to 2,000 miles.

At present Australia appears to be in a similar position to
that of the United States at the turn of the century, all types
of industry being developed and n w sources of mineral
wealth being exploited almost daily. Along wi~. the rest. of
the world there is a shortage of medical practllloner<s which
cannot be made good from Commonwealth Medical School
and it is probable that, particularly if more efficient hospinal
services are developed, this country will be able to absorb
a considerable number of practitioners from elsewhere in the
near future.

MINES BE rEFIT SOCIETY PRACTICE

SOME ASPECTS OF ITS ECO 'OMICS

A. M. GOLDBERG, M.B., CR.B., Brakpan

In the Brakpan - Springs area the panel doctors of the Mine
Benefit Society (MBS) have additional ources of income from
appointments and from private practice, including medical aid
society practice. It i difficult, if not impossible, to calculate
what proportion each benefit society contributes to the total
costs of running the practice. If any practice were to consist
solely of MBS panel patients it would be a simple matter to
assess the cost to the doctor for each member of the panel.

o such practice exists, but from practical experience and after
discussion with many colleagues in the area I feel that such
a practice could be constructed in theory, and valuable
deductions could result.

An attempt will be made to answer the following questions:
I. What houlci be an average day's work of a doctor in

solus practice?
2. What remuneration hould he reasonably expect for thi

amount of work?
3. What size of panel will keep a doctor fully occupied?
4. What are the expenses of running such a practice?
5. What panel fee should he receive?

1. A Day's Work in the Brakpan - Springs Area
Consulting sessions: 2 hour, both morning and afternoon.

The usual sessions are from 10.30 a.m. to 12.30 p.m. and
from 4 p.m. to 6 p.m. Although some patients will require
20 - 30 minutes, there are other who can be dealt with in 4 - 5
minutes (e.g. repeat attendances, certificates, or requests for
simple prescriptions for headache tablets, etc.). A considerable
proportion of each session is occupied on the telepbone in
an wering querie from patients, or in discussions with
pecialists. I find that on an average 1 can see about 6 patients

per hour, i.e. a total of 24 patients during the consulting
se ions.

Hospital rounds: It hours per day, including operations.
Calls: 3t hours. about 10 calls (limits 5 - 20).
After hours: 4 call (limits I - 8).
Week-ends and holidays: 6 calls per day (limit 3 - 20).

Lnjuries received on duty are also treated during the day
(see para. 5 below).

The usual 'working' day is 8 a.m. - 6 p.m., allowing I hour
for lunch. Calls made after 6 p.m. are considered to be 'after
hours'.

2. Suitable Remuneration
A useful comparison is the new post of 'principal' medical

officer in many Transvaal hospitals. The salary is R4,800 per
annum for a suitably experienced general practitioner. (In this
area practically every panel doctor is widely experienced,
having been in practice for many years.) The usual period of
duty is 7 hours per day and there mayor may not be an
occasional night or week-end duty. There are sick leave and
travel privileges, 50 days annual leave (including public holi
days), a holiday bonus of RI20 p.a., in some cases quarters
and board at low rates, rail concessions and a pension scheme.

With th.is post as a yardstick the hard-working panel doctor
perpetually on caU is surely entitled to an income 50% above
that of the hospital medical officer, after making provision
for some of the latter's privileges? Thus it is submitted that
his net income should be R600 per month, and allowance
for the privileges mentioned will be made under the heading
of expenses in para. 4.

3. Size of Panel
If the MBS patient is to receive full attention from hi

doctor in his own house, in the doctor's consulting room, and
in hospital, I do not consider that the panel doctor can under
take to care for more than 600 families (1,500 individuals).
When I commenced practice in this area 16 years ago, the
practitioners were able to cope with far bigger panels than
this, but the practice of medicine appears to have changed for
the better, and doctors are now devoting far more time to
eacb patient in the examination (including special examina
tions). in record-taking, and in the follow-up. With the in
creasing complexity of medicine far more discussions than
previou Iy are being held with specialists. and much time i


