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THE MEDICOS FROM 
RANDWICK RACECOURSE

On a recent Sunday morning in 
Sydney . . . “There was movement at 
the racecourse for the word had passed 
around / That the colt from medical 
indemnity had got away / And had 
joined the government horses - he was 
worth a thousand pound / So all the 
doctors had gathered to the fray. / 
All the tried and noted medicos from 
the nation near and far / Had mustered 
at the racecourse overnight”.*

In an extraordinary display 
of purpose, nearly 4000 doctors 
assembled at Randwick Racecourse to 
voice their discontent with yet another 
impost — the new IBNR levy. The 
gathering listened patiently as their 
leaders railed against this new tax, but 
the meeting’s mood was crystal clear: 
enough is enough, it’s time for action!

And unprecedented action followed, 
as surgeons withdrew their services 
from the public health system, 
prompting the yet-to-be-anointed 
federal health minister to propose a 
levy moratorium. Politicians accused 
the surgeons of exaggerating the 
indemnity burden, while doctors 
dismissed the moratorium as a 
political expedient to bridge the 
looming federal election.

But this very public stoush has 
deeper roots — doctors’ growing 
impatience with years of political 
inertia and buck-passing, the absence 
of a blueprint for healthcare reform, 
a system stultified by increasingly 
bureaucratic red tape, and a service 
struggling with a waning workforce. 
In short, doctors have had enough 
of politicians playing with their 
professional lives.

“And down by Kosciuszko . . . / 
Where the air is clear as crystal and the 
white stars fairly blaze . . . / The man 
from Snowy River is a household word 
today”.*

The medicos from Randwick Race-
course may too become the stuff of 
legend in Australian medical folklore.

Martin B Van Der Weyden

* With apologies to AB “Banjo” Paterson’s 
The Man from Snowy River (1895).
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COMMENT: Chaffey and Brooks draw
attention to the negative effects of spe-
cialists badmouthing general practition-
ers: undermining GPs’ self-image and
community status, and discouraging
medical students and young doctors
from pursuing a career in general prac-
tice. Hays has made similar observa-
tions about problem-based learning
exercises, written by specialists, wherein
the mismanaged rural patient is “res-
cued by clinicians in the nearest large
teaching hospital”.1

Medical badmouthing has been
defined as “unwarranted, negative and
denigratory comments made by doctors
about other doctors in different
branches of medicine”.2 It is most visi-
ble when uttered by specialists in teach-
ing hospitals, but is almost equally as
common from GPs criticising some real
or imagined lack of common sense in
the treatment received by one of their
patients in a teaching hospital.2

The underlying psychological mecha-
nism of badmouthing stems from a
common human need for self-aggran-
disement and defining of group mem-
bership by aggressively putting down
people outside the “in-group”.3

So, while badmouthing is maladaptive
behaviour for the medical profession as
a whole, it does have some adaptive
features for different subgroups.

Specialists in private practice usually
have good working relationships with
GPs — indeed, their practice would
suffer if they didn’t. But, in my (non-
evidence-based) experience (I haven’t
done a study on the topic), nearly all
specialists see themselves as part of a
medical elite who have achieved their
status through having the ambition,
energy and fortitude to complete a rig-
orous postgraduate training and exami-
nation process beyond that required of
GPs.

And we GPs are appropriately grate-
ful for their skills, especially when one of
our patients is faced with a life-threaten-
ing emergency. Also, most continuing
medical education is given by specialists
“teaching” GPs. Reciprocal opportunity
for constructive GP feedback about
patients’ hospital outcomes is rarely
given or gratefully received.

Specialists and their junior staff are
frequently inconvenienced by over-
loaded outpatient clinics and by emer-
gency patients, referred by GPs, who
arrive at 6 pm instead of 9 am. And on
rare occasions they see a patient with a
necrotic ulcer due to a basal cell carci-
noma, referred by a GP who agreed
with a patient’s diagnosis of “spider
bite”. What the specialist doesn’t see is
the other 100 patients bitten by an
uncaptured white-tail spider who are
managed solely, logically and effectively
by GPs. Extrapolating from one or two
cases to the whole of general practice is
bad epidemiology and evidence of
sloppy scientific thinking.

Badmouthing is an ingrained feature
of human nature and a historically unat-
tractive part of medical culture. It will
continue until all doctors realise that
they are on the same team, fighting the
same war against the many facets of
disease and disability. GPs and special-
ists need to understand and respect
each other’s role and task. This requires
mechanisms to enable already time-
poor doctors to interact regularly with
each other.

In one survey, about 10% of students
admitted that negative comments by
specialists about GPs had influenced
their decision to reject a career in gen-
eral practice.2 This was part of the
rationale for setting up a medical school
counterculture through rural student
clubs.4

But even more harmful than bad-
mouthing is the perception by students
and young doctors that general practice
is an unattractive branch of medicine,
beset with governmental red tape, a
divided leadership, and, after failure of
the Relative Value Study initiatives,5 a
guaranteed continuation of poor remu-
neration for heavy responsibility taken
and long hours worked.

1. Hays R. Problems with problems in problem-based curric-
ula [letter]. Med Educ 2002; 36: 790.

2. Kamien BA, Bassiri M, Kamien M. Doctors badmouthing
each other. Does it affect medical students’ career choices?
Aust Fam Physician 1999; 28: 576–579.

3. Peach HG. Badmouthing between disciplines. Aust Fam
Physician 1999; 28: 581.

4. Kamien M. Rural student clubs and the social responsibility
of medical schools. Aust J Rural Health 1996; 4: 237-241.

5. Royal Australian College of General Practitioners. Relative
values. What is the RVS? Available at: www.racgp.org.au/
document.asp?id=512 (accessed Oct 2003). ❏

Integrated critical care: an 
approach to specialist cover 
for critical care in the rural 
setting

Michael J O’Leary
Intensive Care Physician, St George Hospital, Gray 
Street, Kogarah, NSW 2217. m.oleary@unsw.edu.au

TO THE EDITOR: Hore and colleagues
argue for “integrated critical care” as a
solution to the problem of providing
intensive-care cover for patients in rural
and non-tertiary metropolitan hospi-

tals.1 They claim that such an approach
is required uniquely in these hospitals,
whereas in tertiary centres “subspecial-
ists would be involved in each phase of
the management process”.

That this occurs is undisputed; how-
ever, it is far from the optimal model of
care.2 Over the past 3 decades, the
management of critically ill patients has
evolved to require its own specialty.
Other than in the traditional critical-
care disciplines of anaesthesia and
emergency medicine, training in critical

care is not a significant component of
specialty training programs. Within ter-
tiary hospitals, therefore, the require-
ment that critically ill patients be cared
for by specialists trained in critical-care
medicine (and not a “committee” of
subspecialty experts) is no less impor-
tant than in the rural setting. There is
consequently little difference between
the skills and experience required of
tertiary and rural critical-care special-
ists, and the continuum of critical care
is the same in both settings.

LETTERS
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The recent creation of the Joint Fac-
ulty of Intensive Care Medicine by the
Royal Australasian College of Physicians
(RACP) and the Australian and New
Zealand College of Anaesthetists
(ANZCA) has enabled many of the past
artificial barriers to effective critical-care
training and accreditation in Australasia
to be broken down. It is now possible to
enter intensive-care training from varied
training programs, including those of the
Australasian College for Emergency
Medicine, the RACP and the ANZCA.
Completion of training is recognised by
successfully passing a broad-based criti-
cal-care examination.

The argument that training could and
should include rural practice is well
made. However, any comprehensive crit-
ical-care training will inevitably require
some high-volume experience only avail-
able within a tertiary institution.

That there are differences in emphasis
in the workload of our rural colleagues
should be recognised. However, our job
is essentially the same. There is no need
for a separate specialty, but there is a
need to ensure provision of high quality
critical-care services to all patients into
the future.

1. Hore CT, Lancashire W, Roberts JB, Fassett R. Integrated
critical care: an approach to specialist cover for critical care
in the rural setting. Med J Aust 2003; 179: 95-97.

2. Pronovost PJ, Angus DC, Dorman T, et al. Physician staffing
patterns and clinical outcomes in critically ill patients. A
systematic review. JAMA 2002; 288: 2151-2162. ❏
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TO THE EDITOR: The article by Hore et
al1 raises many important issues for
acute-care medicine in rural settings,
including the need for specialists to be
multiskilled and collaborate across disci-
plines, the lack of professional support
for rural training programs and rural
specialists, and the difficulty of oversee-
ing multidisciplinary credentialling.

These issues are not unique to acute-
care medicine or to the Joint Faculty of
Intensive Care Medicine (JFICM). They
are problems for other faculties and col-
leges, rural healthcare facilities and gov-
ernments. Many rural specialist services
in Australia and New Zealand have the
benefit of considerable expertise provided
by medical practitioners who are not nec-

essarily Fellows of the relevant specialist
colleges. They should be supported by
collaborative efforts of the relevant col-
leges, which should develop initiatives to
increase the numbers of specialist medi-
cal practitioners working in rural settings.

The JFICM, representing some 464
Fellows and 391 trainees, has been devel-
oping frameworks to support rural inten-
sive care. JFICM’s goals are to develop a
more flexible training program to encour-
age rural training; to establish a rural
officer on the JFICM Board; to support a
rural focus group, working through rural
structures with the Committee of Presi-
dents of Medical Colleges; and to explore
liaisons with other colleges.

The argument for developing a spe-
cialty of integrated critical-care medicine
implies that current programs are defi-
cient and cannot provide a holistic, inte-
grated approach to rural acute care. Hore
and colleagues argue that “there is no
formal program for training specialists for
multidisciplinary rural critical-care prac-
tice”. I must correct them on this point.
Their proposal in fact eloquently
describes the elements of the JFICM
training program, which has existed since
1977. An internationally recognised and
comprehensive intensive-care/critical-
care training program, its status has been
confirmed with its successful accredita-
tion by the Australian Medical Council.

The authors also suggest that “critical
care” is in some way different from
“intensive care”. This is not contempo-
rary reality. The terms “intensive care”
and “critical care” are one and the same.

Healthcare workers in rural and remote
locations have collaboratively developed
multidisciplinary working relationships
that provide comprehensive acute and
non-acute healthcare. The same
approach should be used by authoritative
bodies to resolve important issues for
rural specialists and training programs.
The issues do not require establishing a
separate specialty.

The above comments notwithstanding,
the suggestion by Hore and colleagues
that specialties involved in acute care lead
a collaborative process to strengthen clin-
ical links is to be applauded. The discus-
sions need to be inclusive of medical
specialists working in intensive care med-
icine.
1. Hore CT, Lancashire W, Roberts JB, Fassett R. Integrated

critical care: an approach to specialist cover for critical care
in the rural setting. Med J Aust 2003; 179: 95-97. ❏

John Stokes
Director of Intensive Care, Mater Private Hospital, 
Fulham Road, Pimlico, QLD 4812.
john.stokes@matertsv.org.au

TO THE EDITOR: Hore et al1 raise some
very pertinent issues relating to the deliv-
ery of integrated critical care in the rural
setting and raise the possibility of a new
specialty to help solve the problem.

The issue of providing many services
in rural, remote and regional Australia
will not be solved by more subspecialisa-
tion, which is actually having the effect of
centralising services in major metropoli-
tan centres distant from important and
productive portions of our population.

Rather than propagate another group
of subspecialists, our medical colleges,
and in particular the Australian Medical
Council (AMC), need to look at new
ways to empower specialists and general-
ists who work in regional areas to con-
tinue to provide services without their
expertise being undermined in the eyes
of the public. We need to encourage state
governments to spread services more
widely rather than to centralise and
remove rural services.

The push for so-called “centres of
excellence” that draw all patients to a few
centres is for the convenience of the few
and is financially attractive to govern-
ments. Artificial standards for care (pro-
duced by the medical colleges), with
restrictions on practice related to the
number of patients treated or the
number of patients ventilated, are unre-
lated to the quality of care delivered to
individual patients. These restrictions
may soon lead to many specialties not
being sustainable outside capital cities or
major urban centres because of insuffi-
cient caseload to meet the guidelines. In
regional areas, specialists (such as anaes-
thetists) who have the experience to pro-
vide additional services (eg, intensive
care), but not the formal recognition, are
being discouraged from doing so by the
college guidelines and the current legal
climate.

My observation of the actions of most
medical colleges is that, by their good
intention to maintain standards, they are
supporting the concentration of services
but are discouraging the wide delivery of
services. Surely, when we do studies that
demonstrate that care is better delivered
in special or centralised units, the aim
should be to find out why, and to seek
ways to deliver that expertise in less
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specialised and more decentralised units,
rather than to immediately call for more
centralisation of services. This, I believe,
is the real challenge for our AMC and
our Committee of Presidents of Medical
Colleges.
1. Hore CT, Lancashire W, Roberts JB, Fassett R. Integrated

critical care: an approach to specialist cover for critical care
in the rural setting. Med J Aust 2003; 179: 95-97. ❏

Craig T Hore,* William Lancashire,†

John B Roberts,‡ Robert Fassett§

* Director of Critical Care, † Director of Critical 
Training, ‡ Director of Emergency Medicine, Port 
Macquarie Base Hospital, PO Box 2466, Port 
Macquarie, NSW 2444; § Director of Renal Unit, 
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Hospital, Launceston, TAS.
hore@maynegroup.com

IN REPLY: We thank the correspondents
for their interest, insights and discussion.
In general, there appears to be much
common ground between our views and
theirs, although a few points of clarifica-
tion need to be made.

We do not argue that a “committee of
subspecialty experts” undertakes critical
care in tertiary centres, as O’Leary sug-
gests. The subspecialists we refer to are
those within the discipline of critical
care, particularly intensivists, emergency
physicians and anaesthetists. In tertiary
settings, these specialists operate pre-
dominantly within their base critical-care
“subspecialty”. In rural settings, they are
also involved in the other phases of criti-
cal care on a regular basis. Hence, while
the principles of critical care are similar
in rural and metropolitan settings, their
effective delivery differs.

We do not question that the Joint
Faculty of Intensive Care Medicine
(JFICM) provides a comprehensive
intensive-care training program. How-
ever, there are very few JFICM-accred-
ited intensive-care units in Australia
outside metropolitan centres, and few
JFICM-endorsed specialists working in
the public sector in rural and remote
intensive-care units.1 Unfortunately, this
suggests that the current JFICM pro-
gram is not addressing the needs of rural
and remote centres. Indeed, in their
recent review, the Australian Medical
Council encouraged the JFICM to give
more opportunity and encouragement
for trainees to gain rural experience.2

The steps being undertaken by the
JFICM that Matthews outlines are
encouraging.

We believe the statement by Matthews
that “intensive care and critical care are
one and the same” is insular and at odds
with the reality of critical care, especially
outside tertiary metropolitan centres. It
is pleasing to note that O’Leary includes
emergency medicine as a “traditional
critical-care discipline”. There are strong
clinical and curriculum similarities
between emergency medicine and inten-
sive-care medicine that cannot be over-
looked. In this respect, rural centres may
be leading the way in further breaking
down barriers. The formation of the
JFICM has been a positive step, but it
remains a liaison of only two bodies. A
greater presence from emergency medi-
cine, rural anaesthesia, rural medicine
and surgery  would be beneficial and a
significant step towards a truly multidis-
ciplinary specialty.

We reaffirm that, to ensure high stand-
ards of critical care for rural patients,
solutions need to match the existing real-
ities of rural practice. We agree that these
must be collaborative and inclusive. The
integrated critical-care model has been
successful in a number of rural hospitals
and offers potential for wider implemen-
tation.
1. Anderson T, Hart GK. Review of intensive care activity 1999/

2000. Melbourne: Australian and New Zealand Intensive
Care Society, December 2001.

2. AMC report. Joint Faculty of Intensive Care Medicine. 2003.
Available at: www.jficm.anzca.edu.au/publications/amcrpt/
conclusion.htm (accessed Sep 2003). ❏
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