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In the past 12 months we’ve achieved a lot.

 11 new Curated Collections to  
  earn CPD
 eLearning uptake doubled
 40 training curricula under review  
 Ran 59 face to face and four online 

  Supervisor workshops

 Nine new policies or position     
  statements on healthcare issues
	85 positions released for  

  consultation
	Advisory seats on 47 external bodies

 Physician Health and Wellbeing  
  Framework is under development
 24-7/365 counselling and legal  

  advice helpline launched
 Healthy workplaces and advocacy  

  for doctors’ health promoted
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A message from 
The President

Welcome to the September/
October edition of RACP 
Quarterly. 

Many Fellows tell us of their 
ongoing desire to learn as 
much as possible about 

genetics and genomics. Rapid advances 
in speed and accuracy of whole genome 
sequencing mean we are on the 
threshold of ushering in a new era of 
truly personalised medicine.

Some of the most advanced research is 
occurring in the Southern Hemisphere, 
and in this issue our cover story 
profiles work at Genome.One, a clinical 
subsidiary of the Garvan Institute of 
Medical Research, which promises the 
ability to detect predisposition to up to 
30 different types of cancer and a range 
of heart conditions. 

We’ve all heard the phrase “Physician 
heal thyself.” But at times of extreme 
stress and pressure, it is unwise to try 
to do so on our own. In these situations 
physicians may need specialist help 
as much as any other patient. In our 
ongoing focus on improving health and 
wellbeing, Cardiologist Dr Geoffrey 
Toogood talks about his personal 
experience overcoming mental illness 
and his campaign to raise awareness 
which went viral; you can read more on 
page 48.

On that theme, our Board continues 
to treat doctors’ health and wellbeing 
as one of its highest priorities. 
Influencing change in medical 
culture, achieving healthier workplace 
practices and encouraging doctors to 
speak up about stress, burnout and 

their own health and wellbeing are 
long term projects. On pages 12 and 
13 you will find an update in more 
detail from me on exactly what we are 
doing to develop an RACP Health and 
Wellbeing Framework, and how the 
College intends to act as advocates for 
our own health. 

Considerable change is also underway 
within our College itself at the moment. 
On pages 10 and 11 our Chief Executive 
Officer Linda Smith writes about the 
project that is currently transforming 
the way the RACP provides services 
and value to all of us. 

Next year will also see a significant 
change in the way the College is 
governed, with our move to a smaller, 
skills-based Board. On page 9 we  
have included a reminder of what 
these changes will mean in practical 
terms for you as a member.

We also include a research update 
on the link between respiratory 
infection and heart attacks in a 
fascinating recent study conducted 
by Professor Geoffrey Tofler 
and fellow researchers from the 
University of Sydney and Royal 
North Shore Hospital, Sydney.

The findings from the study 
– ‘Triggers and Modifiers of 
Acute Myocardial Infarction’ 
– confirm a relationship that 
has been explored, but until 
now not fully quantified.

I hope you enjoy the issue.

Kind regards,

Dr Catherine Yelland
RACP President

 



A message from  
The Board

Since the last edition of RACP 
Quarterly the Board met on 
Thursday, 29 and Friday, 30 
June 2017 in Auckland.

Strategy Day
On Thursday, 29 June 2017 the Board 
held a Strategy Day to discuss some 
important issues for the College.

Physician Health and 
Wellbeing
The Board considered the College’s 
development of a strategy on the 
important issue of physician health  
and wellbeing, particularly the 
College’s leadership role in the 
healthcare system and how we 
can influence positive change, and 
partner with our members and other 
organisations, predominantly Health 
Departments, which employ most of 
our trainees. 

To refine and implement the strategy 
the Board established the Physician 
Health and Wellbeing Reference 
Group which will provide specialist 
advice and expertise in relation to the 
implementation of the strategy. 

The Reference Group will comprise 
members of the College with specific 
expertise and interest in health and 
wellbeing in an occupational setting, 
including representatives from the 
College Council and the Australasian 
Faculty of Occupational and 
Environmental Medicine, as well as 
Fellows and trainees.

Physician of the Future
The Board continued its discussion 
from May 2017 on the future of 
healthcare, and the future for 
physicians and what this means for the 
future of the College and how we train 
and support our members to ensure 
they are in the best position to adapt to 
what the future may look like.

Board Meeting
On Friday, 30 June 2017 the Board held 
a meeting that covered a broad range of 
topics. This was followed by a regional 
ceremony to congratulate new Fellows.

International Philanthropy
The Board received an update on the 
College’s ongoing work to develop 
philanthropy activities in the South 
West Pacific and Timor-Leste. The 
College is continuing to develop 
relationships with organisations in  
the region. 

To support the implementation of the 
College’s International Philanthropy 
Strategy, the Board established an 
International Philanthropy Reference 
Group. The reference group will 
provide specialist advice and expertise 
regarding the implementation of the 
College’s approach to philanthropy 
in the South West Pacific and Timor-
Leste, where the core capabilities of the 
College align with in-country needs 
for capability and capacity building in 
specialist medical education.
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RACP Foundation
The Board discussed the ongoing 
Foundation Strategy activities, the 
important role the Foundation plays 
in the College and the education and 
research work it has supported in the 
past and wishes to continue to support 
in the future. We aim to increase the 
funds in the Foundation so that we can 
extend the support we offer to young 
physician researchers. 

RACP 2017 Congress
The Board discussed the recent RACP 
Congress in Melbourne. The Congress 
achieved high satisfaction scores from 
attendees for the overall program, 
individual topics and the speakers at 
the sessions. Planning is underway for 
the RACP 2018 Congress in Sydney, 
where the theme will be Disruption for 
Healthy Futures. We encourage more 
Fellows to attend this flagship event, 
which will mark 80 years since the 
College was established in 1938. 

A number of the 2017 Congress 
sessions were recorded and are available 
to view on the College website.

Chief Executive’s Report  
to the Board
The Chief Executive Officer 
highlighted the following 
achievements:

• All Board strategic initiatives 
remain on track to be delivered on 
time and on budget.

• High satisfaction scores were 
recorded from Congress 2017 
attendees for the overall program, 
individual topics and session 
speakers.

• 93 per cent of polled participants 
at Congress indicated that the new 
shared interest format provided 
either a better or similar experience 
to that of previous Congresses. 

• Media coverage was strong since the 
last Board meeting, primarily from 
Congress, reaching an estimated 
audience of two million people.

• Social media activity continues to 
increase, predominantly as a result 
of Congress.

A significant outcome for Policy 
& Advocacy saw the defeat in the 
Australian Senate of a Government 
proposal to introduce mandatory drug 
and alcohol testing for people receiving 
a disability support pension.  

Policy & Advocacy briefed senators 
in Canberra and a number who voted 
against the change cited the College’s 
concerns as the reasons why the 
proposal was defeated.

The Board has approved the adoption 
of a Parental Paid Leave Policy for 
College staff. Employees who have 
served at least 24 months of continuous 
employment at the College will be 
eligible for eight weeks paid leave.

A principle-based Statement of 
Professional Behaviours has also 
been finalised by the Board. It 
outlines the College’s zero tolerance 
approach to bullying and harassment 
in healthcare professions, and its 
promotion of equality and inclusion. 
The statement is expected to be 
released to members shortly.

Dr Catherine Yelland
RACP President
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College finances in focus
As most Fellows and trainees 
pay annual fees to the College, 
many are interested in finding 
out how this money is spent. 
The situation is slightly different 
for some of our New Zealand 
colleagues employed by District 
Health Boards whose training 
and Fellowship fees are paid by 
their Boards.

That said, continuing financial 
transparency is very important 
so all members of the College 
can understand the sources 
of College income and how it 
is expended for the benefit of 
members in the not-for-profit 
organisation that is our College.

As Honorary Treasurer and Board 
member, I chair the Finance and 
Risk Management Committee 

that drives the financial direction of the 
College by advising the Board regarding 
decisions and strategies relating to 
prudent financial and risk management. 

Following last years’ release of 
2015 Financial Year income and 
expenditure to the membership in 
the RACP Quarterly, we wanted 
to publish the simplified details of 
College financial activity for 2016 
and comment on 2017 to ensure all 
members remain well informed. 

For full details of College financial 
activity in 2016, I refer you to the 
RACP Annual Report for 2016 that was 
presented at the RACP Annual General 
Meeting in Melbourne earlier this year 
in May. It is available at:  
www.racp.edu.au/docs/default-source/
default-document-library/racp-annual-
report-2016.pdf 

In 2016, total revenue for the College 
was A$56,316,066. This included:

• 53 per cent from training and exams

• 35 per cent from subscriptions

• 12 per cent derived from investment 
and other income.  

Whole of College expenditure for the 
2016 Financial Year was broadly similar 
in allocation to 2015. Notable were 
increases in trainee education spending, 
curriculum and policy development 
related to curricula renewal, with 
reductions in costs of governance and 
committee support services. 

As in previous years, in 2016 the RACP 
Foundation provided funding for the 
full range of College academic and 
research awards. Each year the funding 
of College awards is considered by 
the Finance and Risk Management 
Committee and even in the current low 
interest rate environment we have been 
able to fund awards as usual.

Breakdown of single fees 
This year we have also provided a 
further indicative breakdown of how 
the College spent a single Fellow and 
trainee fee – with an explanation of the 
differences between the two (see the  
pie charts opposite). 

There are 16,612 individual Fellows 
across the College and 8,093 trainees. 
Trainee administration is more cost 
intensive due to the provision of 
support services like human resources 
and the greater number of College 
staff devoted to education, although 
administration expenses are broadly 
similar for both trainees and Fellows. 

Trainees
Firstly, I will discuss expenditure 
incurred for trainee learning, assessment 
and recognition of training. Some 
trainees have expressed a view and been 

concerned that their higher fees cross-
subsidise services for Fellows. This is 
not the case. At 56 per cent, education 
related expenses make up just over half 
of an average individual annual trainee’s 
fee of $3,427. This includes costs that 
may not be immediately obvious to 
trainees such as running the Supervisor 
Learning Support program (aimed at 
improving supervisors’ skills) and the 
College’s accreditation program which 
certifies hospitals and other training 
facilities across Australia and New 
Zealand as being of a sufficient standard 
to host RACP training programs. 

There is also an enormous amount 
of behind the scenes work and 
large incurred costs in meeting the 
accreditation requirements of the 
Australian Medical Council (AMC) 
to renew the curriculum for Basic and 
Advanced Training. In all, 109 College 
Education staff are employed full-time 
to work on this complex multi-year 
project. AMC accreditation underlies 
the authority of the College to educate 
and assess members learning activities.

As such, a significant portion of 
expenses in the yellow Education and 
orange Education Curriculum and 
Policy categories (see the pie charts 
opposite) fall under the Education 
Renewal Project and increased training 
resources such as eLearning modules.

Similarly costly, but not always 
immediately visible to the membership, 
is the expense of running clinical exams 
across Australia and New Zealand, 
requiring significant examiner travel 
expenses, the organisation of venues, 
patients and supervisors, as well as 
quality assurance programs. 

Fellows
Secondly, I will discuss some aspects 
of expenditure incurred for Fellows 
life-long learning. In contrast to the 
situation for trainees, Continuing 
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Administration 
Human Resources, 
Procurement, Finance

Policy & Advocacy   
Policy & Advocacy and Policy  
& Advocacy support 

Governance 
Company Secretary,  
President and CEO,  
Strategic Coordination Unit

Committees and  
support services  
Support for Divisions, Faculties 
and Chapters, Congress, 
Events 

State offices 
Support for Australian State 
offices.  
New Zealand office costs are 
split across all other categories
 
Membership services and 
contact centre

RACP Foundation

Education – Curriculum  
and Policy

Education – Trainees
Supervisor Learning Support, 
Accreditation, Education 
Development Program, 
eLearning Design and 
Development, Basic Training  
and Advanced Training 
Support 

Education – CPD
Office of the Dean, Fellows 
Learning, Continuing Professional 
Development, Fellows Learning 
Support  

Publications and 
communications

Specialist training  
program 

KEY
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Professional Development (CPD) 
programs for Fellows are less people 
and process intensive to produce, so 
the percentage cost of Education for 
Fellows is lower. There is however, 
significant expenditure in dollar terms 
and I refer you again to the figures to 
better understand the breakdown. 
Governance is a higher proportionate 
expense for Fellows, given the 
activities of the Company Secretary, 
Office of the President and CEO, 
audit and legal expenses, and the 
College’s Strategic Coordination Unit 
that deals primarily with projects 
and activities related to Fellows. 
Committees and support services 
make up just over a quarter of Fellow 
fee expenditure. This category of 
expenditure accounts for costs such as 
travel administration of the College’s 
large number of Fellow-formed 
committees and working groups (more 
than 200). Events such as our annual 
RACP Congress are also included in 
this category.  
Per Fellow, individual annual 
membership fees equate to 
approximately $34 per week which, 
I believe, is very good value for 
money given the depth and breadth 
of resources available in our College. 
For most Fellows this is not a large 
financial impost.

The current year
In 2017, the Board has undertaken 
several projects above and beyond 
‘business as usual’. Among other 
projects, this includes a new process 
for determining which doctors will 
enter training under the supervision 
of the College. There is also ongoing 
significant project expenditure on 
information technology development 
that will continue into coming years. 
Some members may not be aware 
that the historic College building 
at 145 Macquarie Street in Sydney 
accommodates only a limited number 
of College staff. Consequently, 
the College rents space in nearby 
buildings in central Sydney, which 
is a significant expense. With 

impending expiry of some RACP 
office leases, new leases have been 
negotiated this year and, as expected, 
rental costs have increased.

Project and additional expenditure 
in 2017 will in part be funded from 
College financial reserves that have 
built up over the last five years such 
that they can now be used for Board 
initiatives for the future benefit of the 
College. In this setting, we are moving 
toward annual budgets being seen 
within the context of triennial budgets 
(or longer periods depending on 
project duration) to take into account 
variation in financial results in each 
calendar year, the reporting period of 
the College. 

As well as in the RACP Annual Report 
showing audited College statutory 
accounts, the Finance and Risk 
Management Committee will continue 
to report to the membership in the 
RACP Quarterly. I encourage Fellows 
and trainees to contact the Finance 
and Risk Management Committee 
with any suggestions 
or questions they  
may have.

Associate Professor 
Charles Steadman
RACP 
Honorary 
Treasurer 

NB Due to inclusion of expenses such as Supervisor Training Program  
and Foundation, expenditure for whole of College does not exactly  
correlate exactly to individual trainee and Fellow expenditure.



September/October 2017     9

Your guide to how our 
Board will change 
Next year marks an important 
evolution in the way the RACP  
is governed. 

Until recently, our Board 
structure had served us well. 
But there had been increasing 

signs it needed reform.

Currently the College has 18 Directors 
around the Boardroom table, despite 
best practice guidelines1 from the 
Australian Institute of Company 
Directors saying that large charities or 
not-for-profits like the RACP should 
have between eight and no more than 
12 Directors. 

As voted for by members in 2016, in 
June next year we move forward to 
a Board of 10 Directors. This change 
allows us to be more responsive to your 
needs and wishes in a number of ways.

Best use of time  
and resources
Timely decision making is one. 

In an era when the professional 
and clinical practice of medicine is 
rapidly evolving, and Board agendas 
are filled with significant decision 
and discussion points, an 18 member 
Board is unwieldy. For example, 
allowing each Director three minutes 
to speak about an issue means nearly 
an hour passes before a single decision 
can be made. 

Moving to skills based 
Just as significant is the change to a 
more skills based Board. Again this is 

driven by a need to be more responsive 
to our members.

In the past, our College was served 
well by a purely representative Board. 
It mirrored our Divisions, Faculties, 
trainees and the communities in which 
we practise.

Now, as well as being a physician or 
trainee, the College is seeking directors 
who have skills in organisational 
strategy, governance, finance, or risk 
analysis – given the College is an 
incorporated Australian body. 

These changes reflect the evolution of 
our College itself. Twenty years ago, 
the RACP had 7,668 Fellows – trainees 
were not included. There were two 
Divisions and three Faculties.  

Today our membership exceeds 25,000, 
there are nine Divisions, Faculties 
and Chapters in total, we administer 
60 different training pathways in 40 
specialties and our revenue last year 
alone was more than $56 million. 

The RACP now exceeds many medium 
sized commercial enterprises in 
complexity of risk, legal nuance, and 
requirements for financial management 
and strategic foresight. Physician 
expertise is still important, but today a 
much broader suite of governance skills 
is also needed on our Board.

Increasing democracy
At least 60 per cent of Directors on 
future Boards will be members who 
have been elected by the entire College, 
as opposed to 11 per cent under the 
current structure. 

The President, the President-Elect, 
one Trainee Director and three other 
member Directors will be elected by all 
members of the College. New Zealand 
based members will also vote for a New 
Zealand President (as President-Elect).

Preserving representation
At all times, the Board will still include 
the RACP President and President-
Elect, the New Zealand President, a 
Trainee Director, an adult medicine 
specialist, a paediatric and child health 
specialist and a finance expert.

Up to three Directors (either College 
members or from the community) will 
be directly appointed by the Board. 
This will provide flexibility and ensure 
that the Board has at least one Director 
who fits one of the above categories – if 
these positions are not already filled by 
an election process.

Our College Council now also serves 
as an additional place for up to 50 
members from across Australia 
and New Zealand to directly advise 
the Board and raise important 
membership issues. 

For all the change – the RACP will still 
remain a representative organisation, 
with members at its heart. RQ 

1. http://aicd.companydirectors.com.
au/~/media/cd2/resources/director-
resources/director-tools/pdf/05446-3-
1-mem-director-tools-gr-number-of-
directors_a4-web.ashx 

http://aicd.companydirectors.com.au/~/media/cd2/resources/director-resources/director-tools/pdf/05446-3-1-mem-director-tools-gr-number-of-directors_a4-web.ashx
http://aicd.companydirectors.com.au/~/media/cd2/resources/director-resources/director-tools/pdf/05446-3-1-mem-director-tools-gr-number-of-directors_a4-web.ashx
http://aicd.companydirectors.com.au/~/media/cd2/resources/director-resources/director-tools/pdf/05446-3-1-mem-director-tools-gr-number-of-directors_a4-web.ashx
http://aicd.companydirectors.com.au/~/media/cd2/resources/director-resources/director-tools/pdf/05446-3-1-mem-director-tools-gr-number-of-directors_a4-web.ashx
http://aicd.companydirectors.com.au/~/media/cd2/resources/director-resources/director-tools/pdf/05446-3-1-mem-director-tools-gr-number-of-directors_a4-web.ashx
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Transforming 
the way we  
do business 

After just six months, a new program to transform 
and modernise the RACP’s business processes and 
IT systems is already reaping benefits.
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Over decades, our College has evolved 
many hundreds of different processes for 
dealing with everything from Admission 

to Fellowship through to Financial Reporting. In 
parallel, a multitude of bespoke IT systems have 
been developed.

While these may have worked in the past, it’s no 
secret that the result today is at times archaic and 
unnecessarily complex processes. Those processes 
can frustrate Fellows, trainees and staff alike.

With Board approval, in January this year, the 
Business Transformation Program was launched, 
with the aim of bringing the RACP’s business 
processes and IT systems into the 21st century.

In the commercial world, external consultants 
are often brought in and given sole responsibility 
for driving and delivering these types of 
programs. As a result, the changes may not be 
entirely suitable and implementation can be 
patchy. 

Because of this the College deliberately chose 
to have its own staff, who know the College’s 
workings best, drive the change process. They 
put forward several hundred suggestions for 
improving and streamlining workflows across 
the College. External experts then trained teams 
in techniques to eliminate unnecessary steps and 
duplication and speed up completion of work.  

Already there have been significant results. 

• The time needed to complete month-end 
financial reporting has been cut in half. 

• New opportunities have been identified to allow 
Fellows and trainees to perform their own 
services quickly online, rather than having to 
contact the College.

• The College’s financial management software 
has been updated to its latest release. 

• Instead of maintaining a costly and outdated 
onsite data centre, our data has been transferred 
to secure cloud-based storage. 

Next under the efficiency microscope is the entire 
process of how the College spends money with 

external vendors and contractors – known as the 
procure-to-pay cycle. 

Efficiencies in all of these areas are projected to 
bring quantifiable savings, which will be used to 
fund further IT system investments at no extra 
cost to the RACP or its members. 

The College is rolling out Office 365 to all 
staff, ensuring they have the latest tools to 
communicate with and serve Fellows and 
trainees, and replacement of the College’s 
outdated videoconferencing system, used by many 
Committees and College bodies, is being actively 
investigated. 

In the medium term, major IT projects such as 
new learning and development systems are on the 
Business Transformation work plan. 

While much of this change is taking place 
amongst the College’s professional staff, the 
RACP has been explicit in stating that there will 
be no redundancy program as part of College 
transformation, instead utilising opportunities 
from vacant roles to help realise benefits.

The ultimate objective is clear – to speed up and 
continue to improve our services to our members 
as befits a leading 21st century medical college.

Ms Linda Smith
RACP Chief Executive Officer
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– changing our culture
The headlines in the media 

have been confronting – 
stories of young doctors who 

have burnt out because of 
pressure or, worst of all, taken 

their lives in desperation.  

Physician health and wellbeing
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Some of those doctors were our 
members. No one should ever 
feel they have to be in such a dark 

place without help and support. These 
tragic events have led to a great deal of 
examination of mental health issues for 
doctors across the healthcare sector. 

Many medical colleges, along 
with health professionals, health 
administrators and government 
representatives, have met over the last 
few months to begin a concerted long-
term effort to fundamentally shift the 
culture in the medical profession.

This is about much more than just 
improving the resilience of Fellows  
and trainees.

We know from recent research in 
Australia and New Zealand that 
intense and unrelenting workloads, 
under-staffing, onerous on-call duties 
and frustrations with management are 
key factors in contributing to burnout. 

The College has no direct control 
over many of these workplace related 
factors. But we can advocate for, 
and lead, change – and the RACP is 
determined to do so.

Our strategy
This issue is now a key focus from Board 
level outwards within the College. The 
statements below are one of the outputs 
of a recent Board Strategy Day on the 
topic of physician wellbeing. 
The RACP’s vision is a stronger 
community of doctors supported by 
the RACP and employers that nurtures 
the health and wellbeing of doctors and 
their families.
The College will established a reference 
group with a high level of expertise in 
health and wellbeing. It has published 
an updated Health of Doctors Position 
Statement 2017.1 

We have also made clear what 
constitutes unacceptable conduct, 
and what members can do if they 
experience bullying or harassment,  
in the document Respectful Behaviour 
in College Training Programs.2  

We have introduced a Flexible Training 
Policy.3 A new webpage compiling 
all information relevant to doctors’ 
health and wellbeing is now live. Visit: 
www.racp.edu.au/fellows/resources/
physician-health-and-wellbeing

Shifting deeply ingrained cultural and 
workplace practices will take time, 
and it is not something the RACP can 
achieve on its own.  

There is strength and support in 
numbers. To improve doctors’ 
health we are developing a 
strategic approach with agreed 
principles that can be shared with 
our partners across the sector. 

Our College is now actively seeking 
like-minded healthcare partners to 
develop a network of organisations to 
influence this change, and we will keep 
you informed of progress. 

Dr Catherine Yelland 
RACP President

LEADERSHIP
Promote healthy workplaces and healthy 
behaviours by developing a culture of 
compassionate and courageous leadership.

EDUCATION
Incorporate health and wellbeing into professional 
standards, curricula, CPD and learning resources 
shared with members and broader partners.

STANDARDS AND ACCREDITATION
Ensure consistent health and wellbeing standards 
that are clear and achievable and are driven 
through collaboration and accessible systems.

 ADVOCACY
Advance the importance of doctors’ health 
and the changes required to legislation and in 
workplaces to make a positive impact on the 
profession, patients and the community.

ADDING VALUE
Provide value through: 
• supporting all members to achieve better  

health during their career 
• sponsoring active research and pilots to 

improve the health system 
• environment and physician health 
• providing opportunities to connect with  

other physicians.

OUR ROLE  
To improve the health and wellbeing of doctors through:

                                     UNDERPINNED BY

COLLECTING AND USING DATA                        COMMUNICATION AND ENGAGEMENT

1. www.racp.edu.au/docs/default-source/
default-document-library/doctors-39-
health_position-statement_2017_f.pdf

2. www.racp.edu.au/docs/default-
source/default-document-library/
edu-respectful-behaviour-in-college-
training-programs.pdf

3. www.racp.edu.au/trainees/education-
policies-and-governance/education-
policy#flexible

http://www.racp.edu.au/docs/default-source/default-document-library/doctors-39-health_position-statement_2017_f.pdf
http://www.racp.edu.au/docs/default-source/default-document-library/doctors-39-health_position-statement_2017_f.pdf
http://www.racp.edu.au/docs/default-source/default-document-library/doctors-39-health_position-statement_2017_f.pdf
http://www.racp.edu.au/docs/default-source/default-document-library/edu-respectful-behaviour-in-college-training-programs.pdf
http://www.racp.edu.au/docs/default-source/default-document-library/edu-respectful-behaviour-in-college-training-programs.pdf
http://www.racp.edu.au/docs/default-source/default-document-library/edu-respectful-behaviour-in-college-training-programs.pdf
http://www.racp.edu.au/docs/default-source/default-document-library/edu-respectful-behaviour-in-college-training-programs.pdf
https://www.racp.edu.au/trainees/education-policies-and-governance/education-policy#flexible
https://www.racp.edu.au/trainees/education-policies-and-governance/education-policy#flexible
https://www.racp.edu.au/trainees/education-policies-and-governance/education-policy#flexible
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College members 
recognised in Queen’s 
Birthday Honours lists
The medical community was 
widely acknowledged in the 
Australian and New Zealand 
Queen’s Birthday Honours lists 
in 2017. Congratulations to the 
24 RACP members recognised.

AUSTRALIA

Officer (AO) in the General 
Division
Professor Ian Phillip Anderson 
FAFPHM 
For distinguished service to the 
Indigenous community, particularly 
in the areas of health equality, aged 
care and education, as an academic, 
researcher and medical practitioner, to 
policy reform, and as a role model.

Professor Helen Edith Herrman 
FAFPHM

For distinguished service to medicine, 
and to mental health, as a leading 
clinician, researcher and scientist, to 
national and international professional 
organisations, and through programs 
to support youth and women.

Dr Ian Thomas Ring FAFPHM
For distinguished service to medicine 
as an academic, researcher and 
advisor, and for improving Indigenous 
and economically disadvantaged 
population health outcomes, and to 
professional organisations.

Professor Donald James St John AM 
FRACP
For distinguished service to medicine, 
and to medical research, as a 
gastroenterologist, to innovative public 
health cancer screening programs, and 
as a mentor of young clinicians.

Professor Jeremy Somers Wilson 
FRACP
For distinguished service to 
medicine as a pancreatologist, to 
medical administration and clinical 
governance, to education as an 
academic, researcher and mentor, and 
to professional associations.

Member (AM) in the General 
Division
Associate Professor Ann Mary Bye 
FRACP
For significant service to medicine in 
the field of paediatric neurology as a 
clinician, academic, and mentor.

Professor Peter Grahame Colman 
FRACP
For significant service to medicine in 
the field of endocrinology, particularly 
diabetes research, patient education 
and clinical management.

Dr Ivan Thomas Lorentz FRACP 
For significant service to medicine 
as a neurologist, and to pioneering 
treatment methods for neurological 
disorders.

Professor Peter Simon Macdonald 
FRACP
For significant service to medicine 
in the field of heart transplantation 
and cardiovascular research, and to 
medical education.
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Professor Graeme John Morgan 
FRACP
For significant service to medicine as a 
clinical geneticist and paediatrician, to 
medical education, and to professional 
organisations.

Associate Professor Rosemary Louise 
Nixon FAFOEM
For significant service to community 
health in the field of occupational 
dermatology, as an academic and 
researcher, and to professional 
standards.

Dr Nicolas John Radford FRACP
For significant service to medicine as 
a nephrologist, to the management 
of medical complications during 
pregnancy, and to professional 
standards.

Dr Raymond David Snyder FRACP
For significant service to medicine, 
particularly as an oncologist, to cancer 
research, and to professional and 
service delivery organisations.

Medal (OAM) in the General 
Division
Dr David Miller Coles FRACP
For service to medicine, and to rowing.

Dr Robert James Craig FRACP
For service to medicine as a 
cardiologist.

Associate Professor Ronald John 
Dick FRACP
For service to medicine as a 
cardiologist.

Associate Professor Martin Roderick 
Jude FRACP
For service to medicine as a 
neurologist.

Associate Professor David Langton 
FRACP
For service to thoracic and sleep 
medicine.

Dr Mahomed Said Patel FRACP 
FAFPHM

For service to medicine, particularly to 
field epidemiology.

Dr David Robert Starte FRACP
For service to medicine as a 
paediatrician.

Associate Professor Gwynne Wilton 
Thomas FRACP
For service to medicine in the field of 
nephrology, and to the community.

NEW ZEALAND

Companion of the New 
Zealand Order of Merit (CNZM)
Dr George Cockburn Salmond 
FAFPHM
For services to health.

Officer of the New Zealand 
Order of Merit (ONZM)
Professor Hamid Ikram FRACP
For services to cardiology and 
education.

Dr Geoffrey Maxwell Robinson 
FRACP FAChAM
For services to medicine.
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A journey in search 
of child health 

From Dien Bien Phu to Fitzroy Crossing and Christmas Island

The 2017 recipient of the 
Howard Williams Medal, 
Professor Elizabeth Elliott 
AM has for many years been 
preoccupied with addressing 
the links between disadvantage 
and child health. 

Professor Elliott delivered 
an inspiring oration at RACP 
Congress 2017 that moved 
many in the audience to 
tears. Above all her oration 
emphasised the importance of a 
healthy start to life.

Below is an edited version of 
her presentation.

Whether directly, or through 
epigenetic mechanisms, 
we cannot underestimate 

the impact of early life trauma on later 
health,” says Professor Elliott. 

“In Australia, you could argue that we 
have arrived at our destination of child 
health because overall health has never 
been better. We have highly trained 
paediatricians, universal vaccinations, 

sophisticated therapies, and good 
outcomes. 

“We ventilate babies, as small as 
my hand, born as early as 23 weeks, 
we repair complex cardiac lesions 
and replace non-functioning livers, 
and infant and child mortality rates 
are low. However, many Australian 
children continue to live at extreme 
disadvantage with poor healthcare and 
poor outcomes,” she said.

Sombre facts outlined in recent 
Royal Commissions and inquiries 
“have sent shockwaves through the 
Australian community” she said. These 
include the Royal Commission into 
Institutional Responses to Child Sexual 
Abuse, the Royal Commission into the 
Protection and Detention of Children 
in the Northern Territory, and 
Parliamentary Inquiries into Foetal 
Alcohol Spectrum Disorder (FASD), 
domestic violence and the harmful 
use of alcohol in Aboriginal and 
Torres Strait Islander communities, as 
well as the Australian Human Rights 
Commission’s National Inquiry into 
Children in Immigration Detention. 

“These leave us in no doubt that 
we have a long way to travel,” said 
Professor Elliott. “The question for 
clinicians is ‘how can we enable health 
in these groups’?”
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“The importance of a good start in life 
was evident to me when I first began 
working in developing communities 
– ironically the first being the East 
End of London. Nothing was yuppie 
about Hackney in those days when 75 
per cent of the population were from 
the Indian subcontinent, they lived in 
poverty, and gastroenteritis was rife. 

“This was a bonanza for an aspiring 
paediatric gastroenterologist and it was 
the impetus for my doctorate on oral 
rehydration therapy.

“Mary Poppins fans will know that 
‘just a spoonful of sugar helps the 
medicine go down’. For three years I 
worked at St Bartholomew’s Hospital 
in the lab of Sir Tony Dawson who had 
discovered that the addition of sugar to 
a saline solution promoted water and 
solute absorption. When taken orally 
this enabled both prevention and 
treatment of dehydration. 

“Oral rehydration therapy worked 
even in secretory diarrhoea, such as 
cholera, all but eliminating the need 
for intravenous fluids. We worked in 
search of the ideal oral rehydration 
solution and I am pleased to say that 

even today the low sodium solution 
that we developed is still used.”  

The Lancet described oral rehydration 
therapy as ‘potentially the most 
important medical advancement 
of this century’ because it reduced 
deaths in children under five from 
five million to two million per year. 
It also appeared on the front cover of 
Time magazine, but this cheap and 
effective therapy has not been taken up 
sufficiently in developed communities 
such as Australia where we continue 
to use unnecessary intravenous fluids 
with their inherent iatrogenic risk. 

“Our failure to use such proven 
therapies puts unnecessary strain on 
health budgets and puts children at 
risk,” said Professor Elliott. 

Children are also at risk of a poor 
start in life from lack of access to 
healthcare, something exemplified by 
Professor Elliott’s work with the Hoc 
Mai Foundation in Dien Bien Phu in 
northern Vietnam. 

Dien Bien Phu is located in a remote 
mountainous province 500 kilometres 
from Hanoi but just 13 kilometres 
from the Laos border. It is home to 

about 400,000 people, comprising 21 
ethnic minority groups. Most live in 
poverty having been systematically 
neglected by the central government 
for decades. 

Just like in remote Australian settings, 
barriers to healthcare in Dien Bien Phu 
include poor access to services. 

“There’s only one provincial hospital 
with limited capacity. Most health 
workers are men and women are 
reluctant to consult them. In some 
places there’s no refrigeration – a 
problem for maintaining the vaccine 
cold chain, and there are limited 
training opportunities and education 
for health professionals. As in remote 
Australia there are also language and 
cultural barriers and poor health 
literacy,” said Professor Elliott.

“So our education there has focused on 
the major causes of maternal and child 
death including management of post-
partum haemorrhage and the third 
stage of labour, infection, nutrition and 
resuscitation of the newborn. 
“We have used small group interactive 
teaching in collaboration with 
paediatricians from Hanoi who act as 
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interpreters, and we’ve used the train-
the-trainer model to increase capacity 
locally. This long term relationship 
has led to many other research and 
education programs in Vietnam 
including a recent project to develop 
a surveillance system to document 
the epidemiology of cerebral palsy in 
Hanoi,” explained Professor Elliott. 
Speaking about her work with remote 
Indigenous communities in Australia, 
Professor Elliott shared a good 
news story about the courage and 
leadership of two Indigenous women 
in the remote community of Fitzroy 
Crossing. Their determination to 
improve outcomes in their community 
has seen funding and resourcing for 
Foetal Alcohol Spectrum Disorder 
(FASD) increase, not only in their 
community, but across the country.
In 2008, following a spate of suicides 
in their community – 13 in 13 
months – Ms June Oscar AO and Ms 
Emily Carter successfully lobbied for 
restrictions on the sale of takeaway 
alcohol in their community, so that 
only light strength beer, nothing 
stronger, was available. This circuit 
breaker allowed the community 
to pause, and to their dismay they 
realised alcohol use in pregnancy was 
damaging their children. 

In 2009, leaders in the Fitzroy Valley 
Aboriginal community developed 
the Marulu Strategy to diagnose and 
prevent FASD and provide support for 
families living with the effects of the 
condition. Marulu is a Bunuba word 
meaning precious, worth nurturing. 

Professor Elliott had been working on 
FASD, including through an Australian 
Paediatric Surveillance Unit study, 
and was invited, together with two 

colleagues, to help conduct an FASD 
prevalence study in the Fitzroy Valley, 
working with Ms Oscar and another 
Aboriginal leader, Ms Maureen Carter. 

“Working in the Fitzroy Valley 
has been a real reality check for 
those of us who call cities like 
Sydney or Melbourne home,” 
said Professor Elliott. 

“In the first part of our study we used 
a diagnostic questionnaire to record 
pregnancy exposures and outcomes in 
a population based sample of children. 
Ninety-seven per cent of those eligible 
gave consent to participate, and this is 
really because it was a project initiated 
and led by Aboriginal communities.

“We found high rates of low birth 
weight, high use of hospitalisation 
and lots of behavioural and learning 
problems, and of course we found high 
levels of alcoholic exposure. Forty-five 
per cent of these women did not drink 
alcohol during pregnancy, but those 
who drank, drank at high risk levels.

“In stage two of the study we did 
a multidisciplinary assessment of 
these children with a physiotherapist, 
a psychologist, speech therapist, 
an ear, nose and throat specialist, 
ophthalmologist and, of course, 
a paediatrician. One in five of 
the children we saw, using quite 
conservative criteria, had FASD. 

“Every one of these children had 
experienced a stressful life. This 
included things like: a death of a close 
family member, food and money 
insecurity, overcrowding (16 people 
was the average number of people 
in a house), a close family member 
in prison, drug and alcohol use in 
the house, and involvement of child 

protection. This is on top of living in 
an extremely remote location, some 
500 kilometres east of Broome, often 
along inaccessible roads, where they 
also have to face cyclones, flooding 
which is common, frequent motor 
vehicle accidents and even plagues of 
grass hoppers. 

“Despite the difficult data on FASD 
the community felt that this study 
was beneficial to the kids’ families 
and community, enabling diagnosis 
and treatment, raising awareness 
of the harms of alcohol use in 
pregnancy, training local people and 
health professionals and introducing 
parenting programs which we’re now 
implementing in the Fitzroy Valley. 

“It also enabled the community to 
advocate for services. The community 
was praised for their courage in 
tackling this difficult disorder by our 
former Governor General Ms Quentin 
Bryce who visited, being Patron of 
the National Organisation for Fetal 
Alcohol Spectrum Disorders. They were 
complimented by the Social Justice 
Commissioner on the research who 
said this was a genuine partnership, 
done, not about the community, but 
with the community and guided by a 
meaningful, respectful relationship,” 
said Professor Elliott.

“The data collected in this study has 
enabled support for continuation of 
alcohol restrictions in the Fitzroy 
Valley and has also led to a better 
understanding of why Indigenous 
women drink – it’s their underlying 
stress, disadvantage, overcrowding, 
domestic violence, lack of education 
and opportunity. The study has also 
enabled schools to develop alternative 
education pathways for children 

“  Whether directly, or through 
epigenetic mechanisms, we cannot 
underestimate the impact of early life 
trauma on later health.” 
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who are clearly not going to achieve 
academically as well as the development 
of resources for both health workers 
and teachers.”

But probably the biggest impact from 
this small study in a remote community 
led by Aboriginal women was achieved 
when the data was submitted to the 
national inquiry on FASD. When this 
House of Representatives report came 
out in 2012 it included a number of 
recommendations, most of which were 
taken up, the best outcome being the 
allocation of 10 million dollars to a 
national action plan for FASD.

The last step in Professor Elliott’s 
virtual journey in search of child health 
was Christmas Island. In 2014 Professor 
Elliott was invited as a consultant 
paediatrician to the Australian 
Human Rights Commission’s National 
Inquiry into Children in Immigration 
Detention. She travelled to Christmas 
Island where 100 families with nearly 
200 children were interviewed.

“Our aim was to give those families  
a voice through the Inquiry report,”  
she said.

Professor Elliott spoke of new mothers 
who had self-harmed, attempted suicide 
and were so profoundly depressed they 
were unable to care for their child. 
She also recalled conversations with 
children who lacked any sense of hope.

“Christmas Island is billed as a tropical 
paradise, but it was no party, it was a 
toxic environment – physically and 
emotionally. Only 300 kilometres from 
Jakarta, it is unbearably hot, humid 
and dusted with phosphate powder 
from the mines and populated by the 
most extraordinary range of animals. 
Mothers complained that the phosphate 
dust made their children wheeze and 
itch and gastroenteritis spread quickly 
in the crowded conditions.

“Parents lamented the lack of space for 
children to develop and play, there was 
a lack of fresh food, loss of autonomy, 
children were subjected to unnecessary 
force and they feared assault.

“Despite this there was no resident 
paediatrician, no child psychologist or 
child psychiatrist on the island,” said 
Professor Elliott.

The awarding of compensation to a 
nine-year-old asylum seeker in April 
2017 is something that Professor 
Elliott hopes will encourage future 
governments to “reconsider the 
way we treat children and their 
families seeking asylum”.

In closing, Professor Elliott 
enthusiastically told the audience that 
she had found paediatrics to be “a great 
career” and that “we can influence 
policy and practice AND, make a 

difference in children’s lives, but we 
must embrace difference, we must learn 
from different cultures and we must 
never lose sight of compassion.” RQ

  WATCH  
Professor Elliott’s 
Howard Williams 
Oration in full on 

the RACP YouTube 
channel – 
RACP1938

AUSTRALIAN PAEDIATRIC SURVEILLANCE UNIT

Professor Elliott set up the Australian Paediatric Surveillance Unit (APSU) 
in 1993 and refers to it as “a bit like my fourth child”.

It is a research resource modelled on a similar system in the United 
Kingdom and elsewhere, which facilitates active surveillance of rare 
childhood diseases, complications of common diseases or adverse 
effects of treatment. 

Each month, over 1,600 paediatricians report whether or not they have 
seen a child with one of the rare diseases being studied. If a case is 
reported, the paediatrician provides de-identified data via electronic 
questionnaire. 

Paediatricians have said the APSU data generates knowledge, identifies 
research priorities, informs policies and, most importantly, they say the 
data informs their clinical practices. 

Over 400 researchers have used the APSU to complete 62 studies on 
rare infections, rare genetic disorders and rare injuries – providing unique 
national epidemiological data which have informed policy and practice. 

An example of one recent APSU study is female genital mutilation (FGM) 
in children, requested by the Australian Government. Over 200 million 
women worldwide live with FGM, but there was no Australian data. 

Researchers found that three per cent of paediatricians had seen a child 
with FGM in the last five years, mostly in refugee clinics, but they lacked 
the knowledge of who was at risk, what to look for, how to classify it and 
whether to report to child protection.

Most of these children had FGM performed under the age of 10 and 
overseas and many had severe complications.

An article in The Conversation based on the study results has already 
received 52,000 views, indicating the importance of, and interest in, 
getting this data out, not just in medical journals but to the broader public.

For more information visit: www.apsu.org.au

https://www.youtube.com/watch?v=dMcUP51yhlg&list=PLsSX-vyeOa3nBtGkX9yL6qAUv59URgWqg&index=24
https://www.youtube.com/watch?v=dMcUP51yhlg&list=PLsSX-vyeOa3nBtGkX9yL6qAUv59URgWqg&index=24
https://www.youtube.com/watch?v=dMcUP51yhlg&list=PLsSX-vyeOa3nBtGkX9yL6qAUv59URgWqg&index=24
http://www.apsu.org.au
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Significant strides for 
genomics in Australia 



September/October 2017     21

In July 2016, the Garvan Institute 
of Medical Research launched 
Genome.One, Australia’s 
first clinical whole genome 
sequencing (WGS) facility. 

Until now, the key focus of 
the service has been to offer 
diagnostic WGS for unsolved 
and undiagnosed paediatric 
conditions. In its first year of 
operation, Genome.One has 
taken on 100 such cases – 
successfully diagnosing over  
50 per cent of them. 

In July 2017, Genome.One 
expanded its service to offer 
a new class of diagnostic 
testing – whole genome 
sequencing for personal 
health management. This 
new service allows seemingly 
‘well’ people to receive a 
risk assessment for over 30 
different types of cancers and 
a range of heart conditions. 

The vision is to see a world where 
instead of waiting for people 
to get sick and then finding the 

cure, you can use genetics, genomics 
and the other ‘omics’ to try and predict 
who’s at risk and what’s best for you and 
your treatment together, so ideally you 
can either avoid or delay the onset of 
illness, or when it occurs, you can avoid 
or minimise the side effects. 

“So far we are well on the way to 
bringing this vision to reality – in a 
surprisingly short period of time,” said 
Professor Leslie Burnett, Chief Medical 
Officer at Genome.One.

The clinical service is the first of its 
kind in Australia and New Zealand to 
combine WGS with a comprehensive 
health assessment to enable a more 
precise approach to managing health. 
It uses genomic, health and lifestyle 
information to provide a comprehensive 
picture of an individual’s current health, 
together with insight into health risks 
for their future.  

“As well as finding out one’s health 
status and being provided with advice 
and professional support for both 
medical and lifestyle interventions, the 
individual is also tested for the presence 
of pathogenic variants in several 
hundred genes for which there is an 
evidence base of disease causation.

“If the individual is found to have 
personalised genetic risks for the tested 
conditions, they can be offered either 
preventative treatment or ongoing 
monitoring and surveillance, with the 
expectation that this will either prevent 
or enable earlier diagnosis of the 
conditions than would otherwise have 
occurred,” explained Dr Burnett. 

The service is not currently available 
to the general public, as it is only 
available as part of a medically 
supervised comprehensive health 
assessment. However, Dr Burnett 
believes that as testing becomes more 
widely available, it will make genomics 
part of the fabric of medical practice, 
which will need to be navigated by 
patients and physicians alike. 
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“I would imagine there will be an 
expansion of personalised health 
medicine because we’re starting with 
a very narrow list of things that we 
can currently identify and are able to 
explain. As knowledge grows, that list 
will expand. We’re not quite at that stage 
yet, but it will happen.”

Dr Burnett and his colleagues see 
WGS starting off with specialists then 
trickling down to general practitioners. 

“In our mind’s eye, in the future 
a large part of the population will 
already have had their genome 
sequenced. Firstly you’ll have your 
genome scanned to see what you’re 
predisposed to and your increased 
risk. Secondly, you’ll go through life 
and experience other things that 
might represent a risk based on your 
known genome. Your GP will check 
you out and may say, of these potential 
medicines we would recommend 
only some of them based on your 
genes and the predicted side effects.” 

According to CEO of Genome.One, 
Dr Marcel Dinger, “Advancements in 
genomic understanding means we can 
currently detect a person’s increased 
genetic risk for more than 49 conditions 
across more than 230 genes. These 
include 31 types of cancer and 13 heart 
conditions where monitoring and 
intervention can be of benefit as well as 
the body’s predicted response to more 
than 220 medications.1

Dr Burnett says current applications of 
personalised medicine are “very much 
focused on cancer therapies”.  

“There are huge studies underway, 
many with the Garvan Institute as a 
key partner, where instead of treating 
patients based on which cancer an 
individual has, they treat on the basis 
of which genetic variation they have. 

1. https://www.garvan.org.au/news-events/
news/genome-one-news-australia2019s-
first-whole-genome-and-health-
assessment-service-to-provide-an-
unprecedented-insight-into-our-
current-and-future-health

ABOUT GENOME.ONE
Genome.One runs the first facility in Australia to be 
accredited by the National Association of Testing 
Authorities to perform whole genome sequencing 
for medical testing.

Envisaged by Executive Director of the Garvan 
Institute, Professor John Mattick, Genome.One was 
made possible by a fruitful coincidence of advances 
in research and technology, clinical expertise, and 
an invaluable charitable donation. Located next 
door to the Garvan Institute in the Kinghorn Cancer 
Centre in Sydney, Genome.One is uniquely placed 
to leverage the Garvan Institute’s existing advanced 
infrastructure, data analysis and archiving systems 
to interpret and apply genomic data.

However, the relationship between the two 
organisations goes far beyond proximity and shared 
resources. Professor Leslie Burnett provides his 
insight into why the organisation was created and 
the symbiotic relationship that now exists. 

“Garvan has an incredibly strong research 
culture, but research and diagnostics have 
different approaches. One is about exploring 
and tinkering to find answers – the other is about 
meeting evidence standards, reproducibility and 
consistency. So it was decided that the best way 
forward would be to separate the issues, to have 
one clinically focused arm that brings that rigour, 
and the other – right next door – which is the 
ideas machine. The two have a close relationship, 
where the Garvan Institute is the discovery 
pipeline, and Genome.One translates the work 
into clinical professional practice.” 

The Genome.One team is then able to use the 
results of clinical application to feed back – with 
consent – into the research pipeline, in what 
Professor Burnett describes as a “virtuous circle”. 

https://www.garvan.org.au/news-events/news/genome-one-news-australia2019s-first-whole-genome-and-health-assessment-service-to-provide-an-unprecedented-insight-into-our-current-and-future-health
https://www.garvan.org.au/news-events/news/genome-one-news-australia2019s-first-whole-genome-and-health-assessment-service-to-provide-an-unprecedented-insight-into-our-current-and-future-health
https://www.garvan.org.au/news-events/news/genome-one-news-australia2019s-first-whole-genome-and-health-assessment-service-to-provide-an-unprecedented-insight-into-our-current-and-future-health
https://www.garvan.org.au/news-events/news/genome-one-news-australia2019s-first-whole-genome-and-health-assessment-service-to-provide-an-unprecedented-insight-into-our-current-and-future-health
https://www.garvan.org.au/news-events/news/genome-one-news-australia2019s-first-whole-genome-and-health-assessment-service-to-provide-an-unprecedented-insight-into-our-current-and-future-health
https://www.garvan.org.au/news-events/news/genome-one-news-australia2019s-first-whole-genome-and-health-assessment-service-to-provide-an-unprecedented-insight-into-our-current-and-future-health
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“The treatment looks at which genetic 
driver of disease is active, which drugs 
will affect that genetic driver, and 
which drugs we know you will respond 
to – that’s the great white hope of 
precision medicine,” said Dr Burnett.

Genome.One’s service is also being 
used to advise on routine medicine in 
diseases such as diabetes, hypertension 
and hypercholesterolaemia. Dr 
Burnett says: “Even though they’re 
complex genetic disorders and only 
a minority will have a single gene 
disorder, we already know that 
some people respond well to some 
cholesterol medicines, while others 
will get terrible muscle aches and 
pains from those same medications. 
Now it turns out that this can be due 
to a genetic variant. So if we can work 
out for the person – in addition to 
lifestyle changes – there are, say, three 
medicines available, but two aren’t 
going to work as well… it is a great 
outcome because we can create a more 
precise and acceptable treatment path 
the first time around. 

FIND OUT MORE 
The Garvan offer events and 
courses to “encourage informed 
discussion and debate about 
genomics and develop the clinical 
genomics workforce”. Details are 
available at:  
www.garvan.org.au/kccg 

Listen to Dr Leslie Burnett on 
episodes 20 and 21 of the RACP 
podcast series, Pomegranate 
Health titled ‘Genomics for 
the generalist – Part 1 and 2’ 
available at: 
www.racp.edu.au/pomcast 

“  The vision is to see a world where 
instead of waiting for people to get 
sick and then finding the cure, you can 
use genetics, genomics and the other 
‘omics’ to try and predict who is at 
risk and what’s best for you and your 
treatment, so ideally you can either 
avoid or delay the onset of illness, 
or when it occurs, you can avoid or 
minimise the side effects.”  

“Another example of the benefits of 
the service might be sudden cardiac 
death, people in their prime who die 
overnight, or after running something 
like the City2Surf and the question 
is – ‘why?’ You might find that a 
proportion of these people have 
actually had a genetic variant that 
could have predicted that they were 
at increased risk, and offered them 
and their relatives the testing and 
monitoring for it, because genes run  
in families. 

“So if I know that it was your close 
relative who was affected, we can 

construct your family tree, and by 
knowing who in the family has the 
genetic risk, we can predict that you’re 
likely or not to carry this gene variant, 
and you could have genetic counselling 
and decide whether to act in view of 
your personal genetic risk.

“Once we find that an individual in a 
particular family is carrying that gene 
variant – if it’s a nasty genetic variant 
– you can offer testing to other family 
members using conventional genetics, 
you don’t have to do the whole genome 
sequencing for them.” RQ

http://www.garvan.org.au/kccg
http://www.racp.edu.au/pomcast


The world says no to 
nuclear weapons
Two-thirds of the world’s 
governments reached a 
landmark agreement when 
more than 120 countries adopted 
a treaty to prohibit nuclear 
weapons in July this year. 

The Treaty on the Prohibition 
of Nuclear Weapons fills an 
important legal gap on nuclear 
weapons at a global level. It 
is also a major step towards 
creating a nuclear-free world. 

What role did doctors play in 
influencing these negotiations? 

RACP Fellow Dr Tilman Ruff 
AM is an Associate Professor at 
the Nossal Institute for Global 

Health in the School of Population 
and Global Health at the University of 
Melbourne. He was in the room in New 
York throughout the negotiations and 
when the treaty was adopted, providing 
prominent health input alongside other 
medical professionals. Dr Ruff talks 
about how public health evidence was 
at the core of these discussions.  

“Nuclear weapons can appear to 
be these abstract concepts that are 
difficult for people to engage with, 
and obviously there’s a deliberate 
obfuscation on what they do on the part 
of those who wield and support them,” 
explains Dr Ruff.  

“This has drawn away from what these 
weapons really mean and what they do 
to human beings, to all living things, 
to the fragile climate and biosphere we 
depend on.

“The process that led to this ban 
has been quite ground breaking in a 
number of respects. It has been the 
only nuclear disarmament treaty that 
has referenced the health concerns in 
detail and its motivation is primarily 
humanitarian. 

“It has also led to the inclusion, for 
the first time, of an explicit statement 
that recognises that any use of nuclear 
weapons would have catastrophic 
humanitarian consequences, which 
cannot be adequately addressed.”

Dr Ruff said the input of medical 
professionals and scientists was crucial 
in providing the authoritative and 

up-to-date date 
evidence  
that informed 
and motivated 
support for the 
treaty. 

“We were able to 
get all of the major 
health professional 
international federations – 
the World Medical Association, 
the International Council of Nurses, 
the World Federation of Public 
Health Associations – to join with 
International Physicians for the 
Prevention of Nuclear War (IPPNW) 
to make a united health professionals 
call to prohibit and eliminate nuclear 
weapons as an urgent global health 
imperative.”

He explains that the voices of survivors 
of nuclear weapons use and testing 
were also crucial to influencing policy-
makers and giving a human face to 
nuclear weapons. 

“The transgenerational impacts, 
radiation impacts, the displacement 
and dispossession – all of these things 
are real, ongoing, lived experience. 

“One of the things that has been 
personally very moving for me, as well 
as being from a medical point of view 
important and influential, has been 
ensuring that the survivors of the atomic 
bombings in Hiroshima and Nagasaki, 
with nuclear test survivors from 
Australia, the Marshall Islands, Polynesia 
and elsewhere, were in the room and 
were heard. 
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“  The World Health Organization 
published two reports on the effects 
of nuclear war on health and health 
services, finding that nuclear weapons 
constitute the greatest immediate 
threat to human health and welfare. 
I think there’s a very profound, 
professional and ethical responsibility 
to engage with this.” 

“Everywhere that nuclear weapons 
have been tested, and there were over 
2,000 test explosions conducted (over 
500 of those atmospheric), a lot of 
radioactive fallout was produced, which 
contaminates all of us and will do for 
geological time. Those people suffered an 
awful lot and continue to suffer.

“Nuclear test survivors offered a 
powerful presence and voices that 
moved the diplomats deeply – showing 
what nuclear weapons are, and not some 
abstraction – weapons that are inherently 
inhumane and indiscriminate.”

In his role as Co-President of IPPNW, 
Dr Ruff focuses on getting rid of nuclear 
weapons, the last to be banned and worst 
of all weapons of mass destruction, from 
a public health perspective. 

He trained in infectious diseases and 
developed an interest in travel medicine 
with a focus on humanitarian and 
development organisations, serving 
as International Medical Advisor to 
Australian Red Cross for more than  
20 years.

“I got interested in human rights 
issues as a teenager,” he explains. 
“We established the first Amnesty 
International high school group in the 
world in 1970. It was an enormously 
moving experience as a 15 year old to 
help to get a political prisoner out of jail 
on the other side of the world. 

“That was very empowering, this sense 
that you could make a difference to 
people you didn’t even know based on 
universal humanitarian values.”

He recalls that as a young doctor he had 
attended talks with two very inspiring 
people, Dr Bernard Lown, who 
invented the defibrillator and Dr Helen 
Caldicott, an Australian paediatrician 
who spoke about nuclear war as the 
ultimate preventive medical issue. 

“I became a parent in 1982 and it 
was the combination of those things, 
a real sense of the existential risk, 
becoming convinced this was a 
medical responsibility and a parenting 
responsibility that got me involved in 
this work.”

Dr Ruff ’s first major scientific 
contribution focused on outbreaks of 
ciguatera fish poisoning, a disease of 
the food chain which is common in 
tropical regions in the Pacific. His work 
was published in The Lancet in 1989 
and served as the first well-documented 
health consequence of nuclear test 
explosions in French Polynesia.

“There was very strong evidence of 
major outbreaks of ciguatera in French 
Polynesia during the French testing 
program at a time when the French 
Government was claiming there were 
no adverse health or environmental 
consequences from its nuclear 
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test program. It was a completely 
implausible claim but one that they 
made for many years. So this was an 
important story to tell, with current 
political relevance,” explained Dr Ruff.

Dr Ruff believes that doctors have an 
important role to play in preventing 
armed conflict and violence; whether 
from conventional weapons, landmines 
or conflicts within or between states. 

“There are many great organisations 
that work on trying to meet the needs 
of those worst affected. Fewer focus on 
prevention.”

He notes that the World Health 
Organization (WHO) identified the role 
of physicians and other health workers 
in the preservation and promotion of 

peace as the most significant factor for 
the attainment of health for all.

“Recent events make plain how raw 
and real the danger is that as long as 
nuclear weapons exist – by madness, 
miscalculation or accident – nuclear 
war could be unleashed. 

“Obviously nuclear war is both the most 
acute existential threat we face and is 
totally preventable. We really do have 
a particular role. The WHO has made 
this very clear. 

“The World Health Organisation 
published two reports on the effects 
of nuclear war on health and health 
services, finding that nuclear weapons 
constitute the greatest immediate threat 
to human health and welfare. I think 

there’s a very profound, professional 
and ethical responsibility to engage 
with this.” 

On the new treaty, Dr Ruff concludes: 
“The treaty banning nuclear weapons 
is a historic step. It will open for 
signature at the United Nations in 
New York on 20 September, 2017 and 
will enter into force once 50 states 
have ratified it. Governments that are 
serious about nuclear disarmament and 
want to be on the right side of history 
will sign the treaty. We should urge all 
governments, including our own, to 
join and implement the treaty, all the 
way to zero nuclear weapons.” RQ



September/October 2017     27

Indigenous health –  
a College priority 
Improving access to healthcare 
for Indigenous Australians and 
Māori, to support better health 
outcomes, is a key priority for 
the College. 

There are many other aspects 
to improving outcomes and 
equity for Indigenous peoples, 
such as the need to grow the 
Indigenous medical workforce 
and strengthen the cultural 
competency and safety of 
our non-Indigenous College 
members and staff. 

Indigenous Strategy 
underway
To help deliver on this commitment, 
work has begun on a new long-
term Indigenous Strategy, which 
will provide direction and set 
goals for the RACP to harness and 
coordinate our work in this area.

During a recent one-day workshop in 
Sydney, Board Directors, Fellows from 
the RACP’s Aboriginal and Torres Strait 
Islander and Māori Health Committees, 
and College staff were guided through 
a wide-ranging agenda by Associate 
Professor Wendy Edmondson, a 
Badimaya Aboriginal woman who is 
helping with the strategy.  

Embedding cultural safety, 
increasing the number of Indigenous 
physicians and educating the 
broader physician workforce were 
some of the topics discussed.

A cross-College project group has 
been established to ensure there is 
appropriate consideration of a wide 
range of strategic and operational 
matters that will be relevant to this 
going forward. 

Led by the College’s two Indigenous 
Committees, the Board will provide 
feedback on the Strategy before it is 
approved for release early next year.

Continuous learning about 
Indigenous health
The RACP’s Continuing Professional 
Development unit has created two 
Pomegranate Health podcasts on 
Indigenous health, with a third 
specifically focusing on Māori health 
due for release in October 2017. 

The podcasts titled ‘Cultural Humility’ 
and ‘Perspectives on Aboriginal and 
Torres Strait Islander Health’ are 
available at: www.racp.edu.au/pomcast 

Australian Indigenous 
Doctors Association (AIDA) 
Conference 2017
The AIDA annual conference is an 
important date on the calendar for 
many Aboriginal and Torres Strait 
Islander doctors, trainees and medical 
students, helping them to connect with 
colleagues and build a network of peers 
and mentors. 

Being a regular sponsor and supporter 
of the conference is a great opportunity 
for the RACP to talk with Indigenous 
students and registrars, promote our 
training pathways and Indigenous 
scholarships, and hear from a range of 
speakers about successful Indigenous-
led initiatives and models of care.  

This year’s conference was held in 
September, celebrating 20 years since 
the inception of AIDA. 

Māori Health Committee  
Hui 2017
In November, the RACP will be 
holding its third biannual Māori  
Health Committee Hui in New 
Zealand. It will be a chance for 
the Committee and its guests to 
come together and share ideas 
about integrating improvements in 
Indigenous health. RQ 

INDIGENOUS HEALTH 
SCHOLARSHIPS –  
APPLY NOW
The RACP appreciates and 
values the experience Indigenous 
doctors can provide to the 
health sector and communities, 
particularly when treating 
Indigenous health issues.

As part of its strategy to play 
a strong role in growing the 
Indigenous medical workforce, 
the RACP annually offers up to 
eight scholarships to medical 
graduates and doctors who 
identify as being of Aboriginal, 
Torres Strait Islander, Māori or 
Pasifika heritage.

Applications for scholarships 
in 2018 open on Sunday, 1 
October 2017. Find out more: 
www.racp.edu.au/about/racp-
foundation-awards/indigenous-
and-international-awards/
racp-indigenous-health-
scholarship-program

https://www.racp.edu.au/pomegranate/View/episode-12-perspectives-on-aboriginal-and-torres-strait-islander-health
https://www.racp.edu.au/pomegranate/View/episode-12-perspectives-on-aboriginal-and-torres-strait-islander-health
http://www.racp.edu.au/pomcast
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During Refugee Week, the RACP 
drew attention to and celebrated 
the role our members have 
in supporting refugee and 
asylum seeker health. 

Below are five personal 
accounts from paediatricians 
working with refugees 
in Australia.

These stories showcase 
the strength, resilience and 
courage of refugees and 
asylum seekers in Australia, 
but they also highlight 
something else – a wide 
variety of specialists working 
together to make a difference. 

Associate Professor  
Karen Zwi

Subspecialty: 
Community 
Child Health
“My first contact 
with refugees 
was when I saw a little boy who had 
been admitted to hospital from an 
immigration detention centre back in 
2000. He was suffering severe post-
traumatic stress disorder and was not 
eating, playing or speaking.

“Many of the children I see have 
treatable infections or vitamin 
deficiencies. A lot have severe 
mental health conditions related to 
the traumatic experiences of war, 
particularly the deaths of friends and 
family members.

“We have also seen a number of 
disabled children arrive in recent 
months. It is really difficult for them to 
access disability services, which means 
that they risk missing out on early 
intervention programs which are so 
important for their long term health.

“While refugees require initial support 
they are very motivated to make a 
success of their new lives in Australia. 
I am always so proud when I see my 
former patients and their families go 
on to make valuable contributions 
in our society. Their resilience and 
strength is inspiring.”

Dr Josh 
Francis

Subspecialty: 
Infectious 
Diseases
“I first worked 
with refugees at 
the paediatric refugee health service  
in Perth.

“The health problems I see in refugees 
are as varied as the stories they have 
to tell.

“Their health needs are generally 
complicated by the trauma that caused 
them to flee their home, the challenges 
and unsuspected twists and turns of 
their journey to safety, and the massive 
culture shock that can occur when 
they arrive in Australia.

“Cultural and language differences can 
also make access to healthcare difficult 
for refugees.

“Our health system and our society 
have the capacity to provide care to 
refugees and help them overcome these 
challenges. These are people with great 
potential. It’s a privilege to be a part of 
their journey towards brighter futures 
for themselves and for all of us.”

A focus on 
REFUGEE 
HEALTH
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Dr Kajal  
Hirani

Subspecialty: 
Adolescent and 
Young Adult 
Medicine
“I have worked for 
the Refugee Health Service at Princess 
Margaret Hospital for Children in 
Perth for the past few years.

“Just like any teenager, sexual and 
reproductive health is a big issue for 
young refugees. Many have missed out 
on sexual health education because 
their schooling has been interrupted 
and cultural stigma can make 
conversations with parents  
very difficult.

“Some young women have suffered 
female genital mutilation while others 
have been sexually assaulted in their 
home countries or during their refugee 
journey. These issues often unravel 
only when discussed in confidence 
with young people.

“It is important for health 
professionals to develop a better 
understanding of these issues so 
they can identify and address them 
appropriately. This can enable us to 
positively impact the lives of these 
young people and give them the ability 
to grow into happy, healthy adults.”

Professor David  
Isaacs

Subspecialties: 
Infectious 
Diseases, 
Refugee Health 
and Ethics
“I started a refugee clinic at the 
Children’s Hospital at Westmead in 2005.

“At first we were testing for malaria in 
children from Burundi. Now we see 
children from many different countries 
– Sri Lanka, Burma, Iran, Iraq and 
Nepal, to name a few. Sixty per cent 
of the children seen in the clinic have 
post-traumatic stress disorder (PTSD). 

“Vitamin D and iron deficiency are also 
common problems, as well as infections 
like tuberculosis (mostly latent, but 
occasionally active), hepatitis B, 
malaria, schistosomiasis, strongyloides 
and cutaneous leishmaniasis. 

“Refugees and asylum seekers are not 
at all frightening once you meet them 
and start to talk to them. When you 
get to know these families you come  
to understand that they are just like 
any stressed families we see. They are 
just people. 

“People have the right to seek asylum 
and we must treat them with respect 
and humanity.”

Dr Mary 
Abraham

Subspecialty: 
Endocrinology 
“I’ve worked with 
refugees a lot over 
the years, but 
lately I have been seeing them in our 
type 1 diabetes clinics. 

“When working with refugee children 
with type 1 diabetes, we have to be 
really aware of language barriers, 
variations in lifestyle and diet, and 
cultural understanding of diabetes.

“Often we don’t have much 
information about the dietary, cultural 
and religious beliefs of refugee 
communities. This means, for example, 
that we sometimes introduce dietary 
changes that do not fit with cultural 
food habits.

“As an individual, I believe the health 
system can make a real difference 
in the lives of these children. As a 
community, we can make a difference 
by understanding the experiences and 
needs of refugees.”

RESOURCES
See the RACP’s curated collection on refugee and 
immigrant health:  
www.racp.edu.au/fellows/resources/curated-
collections/refugee-and-immigrant-health
Read the RACP’s Refugee and Asylum Seeker 
Health Position Statement: 
www.racp.edu.au/docs/default-source/
default-document-library/refugee-and-
asylum-seeker-health-position-statement.pdf

http://www.racp.edu.au/fellows/resources/curated-collections/refugee-and-immigrant-health
http://www.racp.edu.au/fellows/resources/curated-collections/refugee-and-immigrant-health
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Defending your health

Dr Alison Drewry FAFOEM

When Dr Alison Drewry joined 
the New Zealand Navy in 1991, to 
complete her specialist training in 
occupational and environmental 
medicine, she only planned to 
stay for three years. 

Twenty-three years later, she 
left the Defence Force, after 
a long and rewarding career 
which saw her become Director 
of Naval Medicine, and Defence 
Health, and awarded four 
medals for military service. 

When she first joined, the New 
Zealand Navy was really into 
technical diving – mixed gas 

and deep diving.

“I specialised in diving and aviation, 
and a big part of my role at the time 
was to go away with divers to operate 
the chamber on board the ship. This 
was sometimes for months on end. It 
was really quite exciting.

“I’ve stood right on the top of a bridge 
of a ship sailing through a tropical 
storm in the South Pacific, climbing up 
the rig changing the shapes or flags for 
communication, in torrential rain with 
lightning and thunder. I’ve done some 
really ‘naval’ things,” she said. 

It was after completing two years of 
internal medicine training that Dr 
Drewry said she found herself trying 
to decide what to specialise in when a 
friend suggested she consider joining 
the Defence Force.

“At that time, the Navy had just opened 
a new recompression unit for diving 
related injuries and there were only two 
uniformed occupational physicians 
there – so they were looking to train 
more people in the specialty. 

“I finished my military training and 
became a full-time, Surgeon Lieutenant 
in the New Zealand Navy. I completed 
my occupational and environmental 
medicine (OEM) training with them,” 
said Dr Drewry. 

With the Defence Force every job is 
safety critical – whether you’ve got a 
weapon, or you’re in charge of operating 
machinery, or you’re responsible as 
part of a group for some type of safety-
critical task.

“If you’ve got a ship with 200 people on 
it, every single person has to be up to 
the task every single day. If they’ve got 
some medical issues, you need to be able 
to work out if that person is safe and 
effective in the role that they have.

“It’s a fine balance between wanting 
them to be effective at work, and not 
wanting them to be at increased risk of 
injury and illness, but also looking at it 
from the organisation’s side and making 
sure they have optimum productivity,” 
she said.

During her time in the Defence Force, 
Dr Drewry says she saw a lot of change. 
In particular, she believes the Australian 
and New Zealand Defence Forces have 
grown in their understanding of the 
benefits and importance of good work 
to health. 

“We know that work is good for you. 
People in good work have better health 
overall. I think that’s where occupational 
physicians can really add value to the 
health system, the national economy 
and to people in general. People 
sometimes need an advocate to stay in, 
or to have, good work. You are better off 
if you are working,” she said.  

Over the last 10 to 20 years, she says 
there has also been a dramatic social-
modernising of the Defence Force.

“Defence Forces are much more 
accommodating now with gender, 
equity, human resources, human 
rights, relationships, and youth health. 
They have got mental health strategies 
and a lot more expertise in managing 
psychosocial aspects of military service. 

“I don’t mean just obvious things like 
post-traumatic stress disorder (PTSD). 

Two RACP Fellows share their experiences of working in occupational and  
environmental medicine for the New Zealand and Australian Defence Forces. 
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Military service by nature is very 
isolating both physically and socially. 
You are away from family and friends, 
it can be lonely. A lot of people join at 
17 or 18 years of age, a crucial period of 
development for young adults – it can 
be hard and that’s recognised now,”  
she explained. 

According to Dr Drewry, just like 
many workplaces, Defence Forces are 
currently experiencing the ‘Gen Y 
phenomenon’, which has forced them to 
adapt their recruitment processes.

“People don’t stay as long as they used 
to. Young recruits join, go on a few 
adventures and then go off and do 
something else. So Defence Forces are 
now accepting older or lateral recruits 
– for example someone from another 
country’s army or the police force.

“When people are older, they’ve often 
had more health issues. That’s where 
it’s really useful to have someone 
with occupational and environmental 
expertise who can say the MRI shows 
some degenerative changes in their back 

but actually, that episode of back pain 
they had when they were 22 has never 
reoccurred, they are not at increased 
risk and are medically fit to join.

“Similarly, if someone has had a period 
of depression but has responded 
well to treatment, and they have had 
a stable mood for some time, and 
developed good coping strategies, 
there’s no reason why they can’t join 
the military. The rules used to be 
more rigid about what was accepted 
and what wasn’t,” said Dr Drewry.

“  I’ve stood right on the top of a bridge 
of a ship sailing through a tropical 
storm in the South Pacific, climbing up 
the rig changing the shapes or flags 
for communication, in torrential rain 
with lightning and thunder. I’ve done 
some really ‘naval’ things.”
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Dr Neil Westphalen AFOEM

Dr Neil Westphalen knew he 
wanted to join the Australian 
Navy for as long as he can 
remember, first trying to apply 
at just 12 years old.  

It has been a career that’s 
seen him become the Director 
of Navy Occupational and 
Environmental Health, Director 
of Navy Health and the Navy’s 
Fleet Medical Officer, where he 
was responsible for all seagoing 
health services.

I’ve had 29 years of being paid to do 
a job that I would have gladly done 
for free,” he said.

Dr Westphalen says the Defence 
Force not only has one of the most 
complex workforces in Australia, but 
also the widest range of workplace 
hazards ranging from: biological 
hazards and infectious diseases, to 
physical hazards such as climate 
extremes, to chemical hazards like 
asbestos and diesel exhaust, to 
psychosocial hazards – fatigue and 
isolation, and ergonomic hazards. 

“Unlike most civilian workplaces, 
Defence personnel can also be 
exposed to weapons hazards that are 
deliberately intended to cause harm,” 
said Dr Westphalen. 

He says the scope of military 
occupational and environmental 
health is far broader than 
simply providing health advice 
surrounding workplace hazards. 

“It also includes providing workplace-
based treatment and health promotion 
services, assessing medical suitability 
for employment and deployment 
– including for aircrew, divers and 
submariners – working out when 
and how to evacuate casualties when 
they’re ill or injured, and applying 
a risk management approach to 
delivering the health services required 
to do all of the above.

“Furthermore, commanding officers 
need to know their people’s health 
status, so they don’t assign tasks that 
will mess with their medical conditions 
or vice versa,” he added.

According to Dr Westphalen, the key 
aims of seagoing health services are 
to keep crew members at sea, so ships 
can complete their missions, and to 
provide emergency healthcare in the 
event of accidents or enemy action.

Dr Westphalen has himself spent 
two-and-a-half years at sea. His first 
operational deployment was to the 
Northern Red Sea in 1993, enforcing 
United Nations sanctions against Iraq 

after the First Gulf War. His other 
deployments include Southeast Asia, 
East Timor, the Southern Indian Ocean 
and the Solomon Islands.

“All Navy officers and sailors need 
to be fit to go to sea at short notice – 
either because it’s their turn as part of 
their career progression, or because 
extra people are needed to do disaster 
relief or other short-notice operations, 
or because someone at sea has been 
landed and needs to be replaced in a 
hurry,” he said. 

Healthcare for Navy personnel entails 
not only managing all of the clinical and 
other health services for the men and 
women who man the ships, submarines, 
aircraft and clearance diver teams – 
both at sea and home alongside – but 
also for the Navy and other Australian 
Defence Force personnel who provide 
the shore-based engineering, logistics 
and other support.

“The health services for shore-based 
men and women focus on maintaining 
everyone’s fitness for sea where 
possible, getting them back to seagoing 
fitness as soon as possible when they 
can’t, and managing those cases for 
who this regrettably is no longer 
achievable, by working closely with a 
range of Defence and other agencies.

“I think the challenges of military 
medicine aren’t so much about the 
clinical care itself, but working out how 
to provide the best available clinical 
and non-clinical health services 
wherever they’re needed, whatever the 
circumstances,” he said. RQ
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Heart health  
on wheels 
When engineer-turned-
cardiologist, Dr Rolf Gomes 
thought up the idea to create 
a cardiology clinic on wheels, 
complete with a reception area, 
testing room and two private 
clinics, most of his friends 
thought he was crazy.

Three years later, a second clinic 
is in development and while he 
says it hasn’t always been easy, 
it’s definitely been worth it.

The Heart of Australia, or ‘the 
heart bus’ as it is affectionately 
known, is a 25 metre long, 

custom designed clinic-on-wheels, 
driven by a semi-trailer. 

Trucking on average 10,000 kilometres 
per month, the heart bus rolls into 12 
towns in rural and remote Queensland 
per fortnight – averaging 310 clinic 
days per year. 

On board is a cardiologist, 
sonographer, medical aide, medical 
students and operations manager, with 
teams spending up to seven days on 
the road at a time, before rotating. 

This innovative approach to frontline 
medical service is playing a vital part 
in bridging the gap of distance. A 
gap that sees many Australians living 
in remote areas forgo much needed 
specialist assistance. 

According to the National Heart 
Foundation, people living in rural 
and remote areas are 44 per cent more 
likely to die of heart disease than 
people living in urban areas.  

“A lack of access to specialist services 
in regional and remote areas plays a 
significant role in that figure. 

“If you live in the city and have a pain 
in your chest, you can easily see a 
general practitioner, who could then 
refer you to a cardiologist and if they 
thought it was your heart, refer you to 
have some tests done, all within a day. 
If you are in the middle of nowhere, 
there isn’t that option.

“A lot of patients who come to the bus 
can’t afford to travel or they have a sick 
spouse or they are in jobs that are hard 
to get away from – they might be in the 

middle of planting a crop – and they 
just won’t be able to get away as easily 
as other people. So going to The Heart 
Bus makes a huge difference.

“In a lot of these communities they see 
services stripped away constantly. A 
reinjection of any service, especially 
health, means so much. They look at 
this truck and even though it’s not 
made of bricks and mortar, it’s there 
every fortnight. It makes them feel 
like someone gives a damn and has 
gone out of their way to do something 
for the bush,” explained Dr Gomes. 

Dr Gomes first had the idea for the 
bus during his registrar training, when 
he started to see the importance of 
not only transporting specialists to 
rural areas, but their equipment too. 

“The practice of medicine 
nowadays, involves more than 
just a stethoscope – we need 
equipment to help us do our job. 

“As cardiologists, we use 
treadmills, stress testing machines, 
ultrasound machines and heart 
monitoring machines. 

“I started to think – if we are 
going to go out to see people in 
remote areas then it would be 
good to take our equipment with 
us,” explained Dr Gomes.

With a background in engineering, Dr 
Gomes designed the bus from scratch. 

“I say to people that building the 
truck was the easiest part, the 
logistics of delivering the service 
is a beast. But when you’re in the 
middle of nowhere and the patients 
turn up, and you make a lifesaving 
diagnosis it makes it all worthwhile. Dr Rolf Gomes



34     RACP Quarterly

“  A lot of patients who come to the bus 
can’t afford to travel or they have a 
sick spouse or they are in jobs that are 
hard to get away from – they might be 
in the middle of planting a crop – and 
they just won’t be able to get away as 
easily as other people. So going to The 
Heart Bus makes a huge difference.” 
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You suddenly realise how essential 
the service is for those people.”

Dr Gomes recalls one of the first patients 
he saw on the heart bus in 2014.

“I was in St George in remote 
Queensland and I saw a patient who 
had worked all his life as a shearer. He 
didn’t smoke or drink but had some 
family history of heart disease and was 
diabetic. 

“I remember the conversation because 
I asked him if he had had chest 
pain, heart palpitations or had been 
blacking out and he said to me ‘not 
really doctor, the only thing is, I go for 
a jog along the Balonne River every 

morning and I get this terrible feeling 
that something bad is going to happen 
if I don’t stop’.

“I was able to say to him – you have 
identified a few of the risk factors and 
we have the option to do a stress test 
right now on the bus.

“He got on the treadmill and within 
about three of four minutes it was 
pretty obvious that there was a 
significant issue there.

“It was just fantastic to get the letter 
back from Prince Charles Hospital 
where I had referred him to say that 
he had had his angiogram and they 
had found multiple blockages and he 

had been listed Category One for open 
heart surgery.

“He is a gentleman who would never 
have been able to see a cardiologist and 
probably would have dropped dead one 
morning running along the Balonne.

“He’s probably alive because of that 
simple fact that the truck rolled into 
town,” said Dr Gomes. 

Dr Gomes encourages like-minded 
physicians to get in contact by email at: 
info@heartofaustralia.com RQ

To find out more visit: 
www.heartofaustralia.com

mailto:info@heartofaustralia.com
http://www.heartofaustralia.com
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Organ donation in  
New Zealand
The need for organ transplants 
is outpacing available donations 
across the world, and in New 
Zealand while rates of organ 
donation are increasing, they 
are still considered ‘low’ by 
international standards.

A new national strategy, 
Increasing Deceased Organ 
Donation and Transplantation, 
aims to further improve organ 
donation rates, taking lessons 
from other countries that have 
succeeded in increasing rates.

In 2015, there were 233 organ 
transplant operations in New 
Zealand (from both living and 

deceased donors), an increase of 25 per 
cent from 2011.1

“The benefits of organ donation are 
immeasurable, the value of a donation 
is in the improved quality, and length, 
of life of recipients,” said Dr Humphrey 
Pullon, immediate past Chair of the 
New Zealand Adult Medicine Division 
Committee and RACP Council member.

Research in New Zealand shows that 
while most people are in favour of organ 
donation, they haven’t always shared 
their intent to donate. This is consistent 
with international research findings.

“This willingness to donate is an 
opportunity to open up conversations 
with patients and their whānau, 
particularly when discussing Advance 
Care Plans.

“Physicians and paediatricians can 
use conversation about Advance Care 
Plans to ensure patients and their 
whānau are aware of their options 
around organ donation, as well as 
ensuring their patient’s beliefs, values 
and preferences are documented and 
respected for future treatments,” said 
Dr Pullon.

Many myths around organ donation 
persist. One of which is that many New 
Zealanders, where ‘intent’ to donate 
organs is listed on driver licences, 
believe they will not receive lifesaving 
treatment in the event of an accident if 
they have selected this option, or that 
selecting this option is all they need to 
do to ‘register’ as an organ donor.

The Human Tissue Act 2008 specifies 
that the general agreement made on 
a drivers licence does not constitute 
informed consent, or objection, to 
organ donation – it can only be viewed 
as a register of ‘intent’. Improving 
New Zealand’s system of registering 
and sharing donation intent for 
individuals, families and clinicians 
is a strategic priority of the national 
strategy. However, the most important 
thing someone can do is make their 
wishes known to their family/whānau.

“Conversations with patients and 
their whānau are also a chance to 
educate the community and provide 
reassurance that saving the life of 
a patient is always the priority and 
organ donation will only be considered 
once medical professionals are certain 
recovery is not possible.

“It is also important that potential 
living donors are aware of their 
entitlements,” said Dr Pullon.

In New Zealand, the Compensation 
for Live Donors Act 2016 will come 
into force no later than Tuesday, 
5 December 2017. This legislation 
provides for qualifying donors to 
receive an entitlement to cost-neutral 
compensation for loss of earnings 
as well as discretionary earnings 
compensation in some circumstances 
relating to loss of earnings in the  
lead-up to donor surgery. RQ

Read Starting the conversation about 
organ donation: a resource for physicians 
and paediatricians in New Zealand
www.racp.edu.au/fellows/
resources/new-zealand-resources

DID YOU KNOW?
The first successful human-to-human transplant 
was a corneal transplant in 1905 in Moravia (now 
Czech Republic).*

In 2016, there were 61 deceased organ donors in 
New Zealand.**

Less than one per cent of all deaths occur in a 
way that makes organ donation possible. Organ 
donation is only possible when a person is on a 
ventilator (breathing machine) in an intensive care 
unit (ICU), usually with severe brain damage.**

*www.donatelife.gov.au/sites/default/files/
History_of_Organ_and_Tissue_Donation.pdf

**www.donor.co.nz/facts-and-myths/statistics/

1. www.donor.co.nz/facts-and-myths/
statistics/

http://www.racp.edu.au/fellows/resources/new-zealand-resources
http://www.racp.edu.au/fellows/resources/new-zealand-resources
http://www.donatelife.gov.au/sites/default/files/History_of_Organ_and_Tissue_Donation.pdf
http://www.donatelife.gov.au/sites/default/files/History_of_Organ_and_Tissue_Donation.pdf
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“  The benefits 
of organ 
donation are 
immeasurable, 
the value of a 
donation is in 
the improved 
quality, and 
length, of life 
of recipients.”

http://www.racp.edu.au/fellows/resources/new-zealand-resources
http://www.racp.edu.au/fellows/resources/new-zealand-resources
http://www.donatelife.gov.au/sites/default/files/History_of_Organ_and_Tissue_Donation.pdf
http://www.donatelife.gov.au/sites/default/files/History_of_Organ_and_Tissue_Donation.pdf
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The value of Patient 
Reported Measures
Understanding how a patient 
feels about their healthcare 
and what they perceive to 
be its effect on their quality 
of life is vital in delivering 
patient centred care. 

As healthcare organisations 
across the globe increase 
their focus on patient centred 
approaches to care, the 
use of Patient Reported 
Measures is growing. 

Patient Reported Measures are 
proving their value as tools to 
enhance clinical interactions 

and improve the assessment of 
the quality of healthcare. 

“They provide a way to focus on 
outcomes that matter to patients but, to 
date, they have not been used widely as 
‘routine’ measurements in Australia,” 
said Dr Jane Ingham, Medical Advisor 
at the NSW Agency for Clinical 
Innovation and specialist physician.

She emphasises that many clinicians 
are already strongly committed to 
keeping the patient at the centre of care, 
focusing on assessing each patient’s 
symptoms, concerns and priorities. 

Given this, she said some naturally 
question the evidence for the ‘value-
add’ of Patient Reported Measures as a 
part of quality healthcare.

“The use of Patient Reported Measures 
is not a replacement for the vital 
engagement between a dedicated and 
knowledgeable clinician and a patient. 

“Patient Reported Measures provide 
clinicians with enhanced information 
to help optimise medical care and 
deliver optimal outcomes to patients,” 
said Dr Ingham.

Patient Reported Measures are being 
used at three different levels in 
healthcare systems across the world:

1. The clinical interface – to 
enhance the quality of 
immediate and ongoing patient–
clinician interactions.

2. Practices and services – to 
incorporate patient voices in efforts 
to improve the quality of care and 
health service delivery.

3. Health systems – to ensure 
that patient voices are heard in 
population-based evaluations 
of care and treatments. This is 
generally undertaken through 
the collation of population-wide 
patient reported outcomes and 
experiences that relate to particular 
interventions or treatments. The 
analyses of population outcomes and 
benchmarking data are then made 
available to services. As examples, 
both Sweden and United Kingdom 
have Patient Reported Measures 
embedded into health service 
evaluations at the health system level. 

The field of Patient Reported Measures 
implementation is rapidly evolving and 
in Australia, the Australian Commission 
on Safety and Quality in Health Care is 
currently scoping an appropriate role at 
national level to support their consistent 
and routine use. 

The Commission has recently 
released two reports prepared 
by the Centre for Health Service 
Development, the Australian Health 
Services Research Institute and 
the University of Wollongong. 

One is a literature review of the 
current international evidence for the 
use of Patient Reported Outcome 
Measures and the other an 
environmental scan of their use in 
Australian healthcare.  

They are available at: 
www.aci.health.nsw.gov.
au/make-it-happen/prms/
resources/research

https://www.aci.health.nsw.gov.au/make-it-happen/prms/resources/research
https://www.aci.health.nsw.gov.au/make-it-happen/prms/resources/research
https://www.aci.health.nsw.gov.au/make-it-happen/prms/resources/research
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In New South Wales the 
implementation of Patient Report 
Measures is being trialled across the 
continuum of care in hospital clinics, 
community services and general 
practices, facilitated by both the NSW 
Agency for Clinical Innovation and the 
Cancer Institute NSW. 

Work at this time is primarily engaging 
with people who are living with 
chronic and complex conditions, 
including cancer, and is focused on 
the role of these measures in clinical 
interactions and in fostering improved 
patient experiences in local settings.

What are Patient Reported 
Measures?
Generally, Patient Reported Measures 
fall into two categories.

Patient Report Outcome 
Measures (PROMs)

PROMs questionnaires gather 
information directly from a patient to 
systematically capture and track their 
perceptions about aspects of their 
health. This includes symptoms, and 
how their specific health condition and 
its treatment are impacting on quality 
of life – tracking clinical progress 
and the outcomes that matter to the 
patient.

“The evidence is strongest for their 
[PROMs] use in understanding 
variation in clinical practice, as they 
can help in determining the relative 
effectiveness of different treatments 
and interventions. There is also good 
evidence that the use of PROMs 
enhances processes within the patient-
clinician interaction.” 1 

Patient Reported Experience 
Measures (PREMs)

PREMs assess a patient’s experience 
and perception of the healthcare 
services they have received. 

PREMs are completed anonymously 
and aggregated to produce reports to 
drive service delivery and 
improvement. Different organisations 
ask patients to complete PREMs at 
varying intervals.

RACP Framework for 
Improving Patient Centred 
Care and Consumer 
Engagement
The RACP Framework for Improving 
Patient Centred Care and Consumer 
Engagement guides the RACP’s 
approach to patient centred care for 
each of its key purposes – to educate, 
advocate and innovate – and outlines 
new and systematic ways for how it 
engages with healthcare consumers 
and the broader community.

Implementing this Framework and 
associated strategies will allow the 
RACP to lead the way in patient 
centred care in Australasia, and ensure 
that consumer voices are considered 
in its policy, advocacy and education 
activities to provide patients, families 
and communities with highly 
competent specialists who deliver the 
best care possible. RQ

For more information visit:  
www.racp.edu.au/news-and-events/
all-news/news-details?id=31875eaf-
bbb2-61c2-b08b-ff00001c3177

For more information visit: 
www.safetyandquality.gov.
au/our-work/information-
strategy/indicators/
patient-reported-outcome-
measures/
www.aci.health.nsw.gov.au/
make-it-happen/prms

“  Patient Reported 
Measures 
provide clinicians 
with enhanced 
information to help 
optimise medical 
care and deliver 
optimal outcomes 
to patients.” 

1.   Australian Commission on Safety and 
Quality in Health Care Patient-reported 
outcome measures Literature review 

http://www.safetyandquality.gov.au/our-work/information-strategy/indicators/patient-reported-outcome-measures/
http://www.safetyandquality.gov.au/our-work/information-strategy/indicators/patient-reported-outcome-measures/
http://www.safetyandquality.gov.au/our-work/information-strategy/indicators/patient-reported-outcome-measures/
http://www.safetyandquality.gov.au/our-work/information-strategy/indicators/patient-reported-outcome-measures/
http://www.safetyandquality.gov.au/our-work/information-strategy/indicators/patient-reported-outcome-measures/
http://www.aci.health.nsw.gov.au/make-it-happen/prms
http://www.aci.health.nsw.gov.au/make-it-happen/prms
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Setting sights on prevention: 
FROM COMMON COLD  
TO HEART ATTACK

Respiratory infection can acutely increase the risk of heart attack 
17-fold, according to a recent study conducted by  
Dr Lorcan Ruane, Professor Geoffrey Tofler and researchers 
from the University of Sydney and Royal North Shore Hospital, 
Sydney. The findings from the study of triggers and modifiers 
of acute myocardial infarction1 – confirm a relationship that 
has until now been explored, but not fully quantified. 
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There is growing evidence 
that respiratory infection can 
increase the short-term risk of 

heart attack.1 However, most previous 
research into this relationship has used 
general practice records and regional 
registries that could include heart 
conditions other than myocardial 
infarction. They have also tended to 
limit investigation to infections that 
affect the lower respiratory tract such as 
pneumonia, bronchitis and influenza. 

In their study, Professor Tofler (senior 
author) and the team have gone 
further. By using angiographic data, 
they excluded other diagnoses such as 
viral myocarditis that could also cause 
electrocardiography (ECG) changes 
and elevation of cardiac enzymes, and 
focused on confirmed incidents of 
myocardial infarction due to coronary 
artery blockages. Importantly, by 
including upper respiratory tract 

infections, they have uncovered 
that less severe, but more common 
infections can also significantly 
increase the likelihood of heart attack. 

The researchers conducted interviews 
with 578 patients, who were asked 
to report diagnoses of pneumonia 
or bronchitis and signs of other 
respiratory infection – such as sore 
throats, coughs, fevers, sinus pain and 
other flu-like symptoms – prior to 
their heart attack. 

Using case-crossover study 
methodology, the team was then 
able to match hazard and control 
periods in each individual, to establish 
the relative risk of respiratory 
infection leading to myocardial 
infarction. Their analysis revealed a 
17-fold increase in the risk of heart 
attack in the seven days following 
symptoms of respiratory infection; 
a risk that gradually diminishes, 
but remains elevated for up to one 
month. Interestingly, when looked 
at in isolation, symptoms of upper 

respiratory tract infection were 
associated with a 13.5-fold increase in 
risk. This is substantially higher than 
previously believed and confirms that 
these common symptoms may act as 
an acute trigger. 

The frequency with which respiratory 
infections occur and their potential to 
trigger a heart attack have significant 
implications for public health, 
in terms of understanding risk, 
identifying preventative measures and 
administering appropriate treatment. 

According to Professor Tofler “the 
most effective preventative measure is 
to reduce your exposure to infection, 
which supports the need to vaccinate 
against influenza and pneumococcal 
infection. Current vaccination rates 
remain suboptimal, and in addition to 
people at increased risk of infection, 
healthcare workers and others in 

regular contact with people at risk of 
respiratory infection should vaccinate. 
Those at risk of respiratory infection 
should also be alert: if they experience 
unusual symptoms, it may be possible 
that they have developed a heart-
related condition.” Once a person is 
exposed to respiratory infection “it 
is important that they have adequate 
rest and fluids, and avoid contact with 
others. Their doctor may also want to 
weigh up the benefits of antibiotic use.” 

The study also highlights the role of 
preventative strategies that specifically 
target triggers of acute cardiovascular 
disease, an area of inquiry that is of 
particular interest to Professor Tofler.

“A lot of people are aware of chronic 
risk factors for heart disease and 
other disease, but it’s intriguing how 
somebody may be stable, with or 
without symptoms, then something 
happens that triggers an acute 
change… in this case the onset of a 
heart attack.” 

This is something that Professor Tofler 
has explored in a previous study2 
which looked at a range of potential 
acute triggers – including physical 
exertion, emotional stress, respiratory 
infection and heavy meal consumption 
– and the benefits of targeted 
preventive medication at the time of 
the potential trigger. 

The current findings support the 
need for greater investigation, and 
the possibility to further understand, 
target and prevent heart disease based 
on acute triggers remains a priority for 
Professor Tofler.

“I’m very interested in the idea of 
using our knowledge about triggers 
to ask ‘can we look at prevention 
of heart disease in relation to these 
triggers?’ A Triggered Acute Risk 
Prevention (TARP) approach is still 
largely a hypothesis, but in addition to 

respiratory infection, there’s a swathe 
of research that could put heart disease 
in its broader context,” he said. 

Read the full article, ‘Triggering 
of acute myocardial infarction by 
respiratory infection’, in the June 2017 
issue of Internal Medicine Journal.  RQ

 

Setting sights on prevention: 
FROM COMMON COLD  
TO HEART ATTACK

1.    Lorcan Ruane, Thomas Buckley, Soon 
Y.S. Hoo, Peter S. Hansen, Catherine 
McCormack, Elizabeth Shaw, Judith 
Fethney, Geoffrey H. Tofler, ‘Triggering of 
acute myocardial infarction by respiratory 
infection’, Internal Medicine Journal.

2. Geoffrey H. Tofler, MD, Monica Spinaze, 
RN, Elizabeth Shaw, MBBS, and Thomas 
Buckley, PhD, ‘Therapy for Triggered Acute 
Risk Prevention in Subjects at Increased 
Cardiovascular Risk’, The American Journal of 
Cardiology, 2013.
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Presentation events for the RACP 
Trainee Research Awards for 
Excellence competition will be held 
across Australia and New Zealand 
through to December 2017. 

Fellows and trainees are welcome to 
attend these events to find out about 
the research RACP trainees are doing, 
ask questions and support those 
presenting in this competition.

The RACP Trainee Research Awards 
for Excellence are recognised within 
the research sector, and previous 
representatives have found the 
experience to be rewarding. The 
opportunity to gain experience in 
presenting research and the confidence 
through acknowledgement by 
Fellows and their peers has opened 
opportunities for further career 
development for participating trainees.

Fellows are eligible to claim CPD 
credits in MyCPD for attendance at 
these events.

For more information about the 
Trainee Research Awards in your  
state visit:
www.racp.edu.au/about/racp-
foundation-awards/ 
college-congress-prizes/racp-trainee-
research-awards-for-excellence
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The Australian Government 
wants to introduce new 

laws that will drug test up 
to 5,000 welfare recipients. 

As part of the trial, the 
Government plans to put 

welfare recipients on 
income management if they  
return a positive result for 
ice, ecstasy or marijuana. 

Humiliating 
Australians

on welfare is
not the
answer
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As an addiction medicine 
specialist, I see the enormous 
damage caused by drug 

and alcohol addiction. Everyday 
patients with major drug and alcohol 
dependency are presenting to hospital 
emergency departments or are in  
our wards. 

These are patients who are battling 
alcohol and other dependence, and who 
are suffering from other problems, like 
trauma, domestic violence, and mental 
health issues. The damage caused to 
these people by their addiction, to 
their ability to think and to function as 
productive members in our community, 
is so evident.

The Government doesn’t need a 
punitive drug testing regime to know 
who these people are. The reasonable 
excuse and exemption provisions in 
the Government’s own Social Services 
Legislation Amendment (Welfare 
Reform) Bill, is evidence that a large 
number of individuals with substance 
abuse problems have already been 
identified. Why can’t we focus on this 
group that we already know about and 
encourage and refer them to treatment 
on a voluntary basis? 

As doctors we value evidence and we 
don’t accept that this trial will create 
a meaningful evidence base. History 
shows that drug testing people is an 
incredibly unreliable and ineffective 
way of identifying those who are 
suffering from substance abuse issues, 
particularly when used indiscriminately.  

In 2013, the New Zealand Government 
introduced a drug testing program as 
a pre-employment condition among 
welfare recipients. Of the 8,001 people 
tested, only 22 returned a positive result 
for illicit drug use. Similar results were 
produced in drug testing programs in 
the United States. In Missouri’s 2014 
testing program, 446 people were tested, 
with 48 returning positive results. In 
Utah, 838 people were screened with 29 
returning a positive result.  

 Supporters of the trial in Australia have 
used these examples of drug testing 
overseas, with their small number 

of positive test results, as 
proof that these programs 
created a behavioural change 
among welfare recipients. 
But there is no evidence to 
support these claims. All we 
know is that a lot of money 
was spent on identifying 
a very small number of 
drug users while subjecting 
a very large number of 
people to an intrusive and 
poorly conceived testing 
requirement. The program 
cost the New Zealand Government 
around $1 million. This equates to 
$45,000 for each positive result. Was 
this taxpayer money well spent? 

We have heard that the trial will be 
rolled out at Mandurah in Western 
Australia, Bankstown in New South 
Wales and Logan in Queensland. 
These locations were selected, in part 
on their ‘availability of services’. But 
with services already available in these 
locations (a disputable claim according 
to medical colleagues), how will the 
‘evidence’ collected from drug testing 
welfare recipients in these three selected 
locations inform a broader rollout in 
areas where support services are even 
less available? 

As a clinician in a national leadership 
role in the medical specialty of 
addiction medicine, I can attest that 
these services don’t exist in the many 
areas of Australia including those that 
need them most. 

 We know that a program of this 
nature can’t operate effectively across 
Australia, due to the lack of accessible 
pathology and treatment services. 
There aren’t sufficient drug testing 
services that can offer appropriate and 
expensive technologies required to 
ensure valid and reliable results. We 
also know there isn’t treatment capacity 
in certain regions in Australia for the 
trial to go ahead more broadly. Drug 
and alcohol treatment services are 
chronically underfunded and the $10 
million of funding allocated to health 
services for this trial, will go nowhere 
near to meeting current needs. 

Overcoming addiction isn’t easy. There 
are times where people will stumble 
and relapse. 

People need to feel supported in seeking 
help for their problems, not humiliated 
or stigmatised as a ‘drug user’ at their 
local Centrelink, with a compulsory 
drug test compounding other stresses 
in their lives.

What the Government is proposing isn’t 
a compassionate approach to treating 
addiction; it’s a blunt instrument that 
will harm an already vulnerable group. 
It will waste money on a trial that has 
been developed by policy-makers who 
don’t seem to understand the technical 
clinical issues that must be considered. 

This approach doesn’t recognise the 
complex structural and functional 
brain changes associated with alcohol 
and other drug addiction, the chronic 
relapsing and remitting nature of 
addiction and the complexity of what 
is required to facilitate recovery. It 
doesn’t acknowledge the prevention or 
minimisation of harm to those who face 
seemingly insurmountable personal 
and external barriers to recovery.

The solution lies in increasing 
investments to address the limited 
availability of alcohol and other drug 
services and suitably trained clinicians, 
across Australia. We already have many 
patients waiting for treatment and 
know of others who we could refer if 
there were more, well trained clinicians 
and services available.  

Associate Professor Adrian Reynolds 
President, Chapter of Addiction 
Medicine, RACP
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ODD SOCKS  
opening  
conversations  
about mental illness

“  It’s not a sign of weakness to seek 
help for mental health issues; it’s 
okay to say you’re not okay. If you’re 
struggling, the colleagues around 
you need to provide support. On the 
flipside, you need to be supportive 
of your colleagues that you suspect 
might be having a rough time.”

Starting out literally as a dog’s 
breakfast, the crazy socks 
campaign quickly grew into a 
worldwide conversation about 
the mental wellbeing of doctors.

When Cardiologist Dr Geoff 
Toogood came up with his idea 
for #CrazySocks4Docs, he 
hoped he would reach maybe 
a few hundred locals on social 
media. The outpouring of 
support from all corners of the 
globe took him by surprise. 

When the campaign went viral, 
I was kind of amazed by that, 
basically,” Dr Toogood said. 

“When you reflect a few hours later, you 
realise you must have hit a nerve. Lots of 
other countries were getting on board – 
clearly it was not only an Australian issue 
but a world issue.”

It all began one morning, when Dr 
Toogood woke up to find his new 
dog had chewed its way through all 
his socks except for two mismatched 
colourful socks. With no other option, 
he wore these socks to work expecting 
a normal day. He certainly didn’t expect 
anyone to question his mental health.

“I found out shortly after the day 
I wore odd socks that one of my 

colleagues  
said to 
another ‘I think he’s 
going off again’. I’d 
already recovered from 
an illness of depression 
and this behind-the-scenes 
questioning of my mental health 
was not helpful.”

In an effort to combat stigma around 
mental health, Dr Toogood seized the 
opportunity to create a social media 
campaign titled #CrazySocks4Docs, 
which launched on Thursday, 1 June 
this year.

The response was a strong show of 
solidarity, with hundreds of pictures 
of doctors, healthcare professionals 
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and supporters posted on Instagram, 
Twitter and Facebook, wearing fabulous 
mismatching colourful socks. 

“At least two doctors saw the campaign 
on social media and it triggered 
them to seek help for themselves. The 
significant community backing has 
gone a long way to further the cause.

“Where it touches is when orderlies 
come up to me and say ‘Well done 
mate, getting out there’. It shows that 
it’s more than just doctors, it’s about all 
of us,” Dr Toogood said.

“They’re seeing someone stand up and 
take a leadership role and the upshot is 
that people will feel empowered.”

The campaign had some high profile 
support with both Federal Health 
Minister The Hon. Greg Hunt and 
his Opposition counterpart Shadow 
Health Minister The Hon. Catherine 
King taking part in the action. 

Dr Toogood hopes to capitalise on the 
success of this movement by doing the 
same next year on a grander scale. 

“Going global again would be great. I 
think for a long time doctors’ mental 
health and wellbeing has been ignored. 
It’s the patients who suffer when we’re 
not well.

“The idea of the campaign was to break 
down the stigma, get doctors to seek 
help and to make it quirky and fun. 

And if you’re a doctor wearing crazy 
socks, the patients want to ask you 
about it too.”

Dr Toogood emphasised the need 
for support of friends or colleagues 
and having a general practitioner you 
can trust as two incredibly important 
factors to combat mental illness. 

“It’s not a sign of weakness to seek help 
for mental health issues; it’s okay to say 
you’re not okay. If you’re struggling, 
the colleagues around you need to 
provide support. On the flipside, 
you need to be supportive of your 
colleagues that you suspect might be 
having a rough time.”

“We need genuine human interaction. 
Even though we’re getting so busy, we 
need that chat, that small town, small 
football club interaction. Take an 
interest in each other.

“Mental health issues have been 
around for a while but it’s just reached 
this crisis point and now is the time 
we’ve got to turn it around. Everyone 
can do their little bit.” RQ
This October, Dr Toogood will feature 
in episode 30 of Pomegranate Health. 
Keep an eye out:  
www.racp.edu.au/pomcast

Everyone feels sad or down sometimes, especially during tough times. 
Feeling sad or upset is a normal reaction to difficult situations. But, if 
you have these feelings intensely for long periods of time and are having 
trouble with normal activities, you may be experiencing depression.  
You can seek support from agencies such as:

Lifeline 13 11 14 (Australia) or the  
National Telehealth Service 1737 (New Zealand)
You can also phone Converge, the RACP’s confidential support line, 
available to all RACP Fellows and trainees, 24 hours, seven days per week. 
To make an appointment, or to speak with an RACP Support Program 
consultant, call:

1300 687 327 (Australia) or 0800 666 367 (New Zealand).

http://www.racp.edu.au/pomcast
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RESEARCH  
begins with you



As we near the end of the 
calendar year, and we ask you, 
our members, to consider a 

gift to the Foundation as part of your 
subscription, take a moment to consider 
these numbers.

Over the past five years, the RACP 
Foundation has granted almost $10 
million to enable Fellows and trainees 
to start or further their research career, 
and maybe change the way a particular 
disease is treated.

This year alone, the Foundation 
awarded $2.1 million towards 48 
research awards. Thanks to your 
support new research careers have 
started, creating inspiration and 
innovation.

In 2015, Dr Helen Benham was 
one such award recipient, receiving 
the Barbara Cameron Australian 
Rheumatology Association Research 
Establishment Fellowship. She has 
since gone on to receive National 
Health and Medical Research Council 
(NHMRC) funding. 

“The RACP award helped with my 
research career as it was one of the first 
project grants that I received after I 
completed my PhD. It allowed me to 
establish a research cohort of people 
living with rheumatoid arthritis (RA), 
their first-degree relatives and people 
without RA (healthy controls).

“We have been using the research 
cohort to study the contribution 
and intersection of genetics and 
environment in the development of 
RA and in particular the immune and 
microbiome alterations. We now have 
a number of research outcomes from 
the cohort and I have presented these 
nationally and internationally.”

For Dr Benham, satisfaction came 
from being able to conduct her research 
while continuing to practise.  

“The most rewarding aspect of my 
career is the ability to function as both 
a clinician and a researcher. My hope 
is that on most days as a clinician-
researcher I contribute to caring for 
people living with RA in the clinic 
and I also contribute to advancing and 
expanding their care options into the 
future through research.” 

Professor Paul Colditz, RACP Board 
Member, Chair of RACP’s Research 
Committee, and member of its Grants 
Advisory Committee, knows better 
than most the value of seed funding 
having been both a recipient and now 
an evaluator.

“Of course I had no real idea how 
this would influence or determine 
my career path, but the awards set 
me on a path where I developed the 
confidence to keep asking questions, 
to keep acquiring new research skills 
and to make worthwhile research 
contributions across a whole clinical 
research career. A future as a clinician-
researcher had been forged.

“For me, research is about the 
future, a future that we have a role in 
determining. My clinical work is in 
contrast, much more about the past, 
of opportunities lost, of inadequate 
understanding of disease and of 
inadequate treatments. Saving a baby’s 
life is a great buzz, but the real issue 
for me is preventing disability and 
optimising outcomes for all children.  
They absolutely are the future.”

Professor Colditz indicated that quality 
was the benchmark for what should be 
prioritised.

“Quality can be measured by metrics 
related to research skills and outputs. Is 
the application well-constructed? Are 
the aims/hypotheses achievable? Are 
the methods the best and the analytic 
approaches the most appropriate? 
What is the likely impact?  This 

provides a level playing field.”

Both Professor Colditz and Dr Benham 
offered advice to aspiring researchers.

“If you have aspirations to undertake 
research, don’t give up. The first papers 
seem insignificant against established 
researchers who have published 
hundreds or even thousands of papers. 
However they provide the starting 
point of a trajectory. No researcher 
arrives there overnight,” Professor 
Colditz said.

Dr Benham also emphasised the need 
for a mentor. 

“My advice is to seek out both 
research and clinical mentors. Ask 
your mentors to help you navigate 
your career and support and assist 
you to advance your career.”

As the RACP enters its 80th year, you 
can look back at the accomplishments 
that have come from your investment 
with pride. However this is only the 
beginning; there is more to be done.

Continual inquiry forms the basis 
of effective research and provides 
the evidence needed to bring 
about change in diagnosis and 
treatment. Your support of the 
RACP Foundation enables us to 
give the best and brightest more 
opportunities to ignite their research 
careers, to meet challenges head-on 
and to question the status quo. RQ

More information about 
research awards and how you 
can contribute visit the RACP 
Foundation webpage: 
www.racp.edu.au/about/racp-
foundation-awards

More information on Dr Benham’s 
work can be found here: 
researchers.uq.edu.au/
researcher/9273

In the last five years, $10 million has seen 318 research careers 
kick started. Thanks to you, countless lives have been impacted.

RACP FOUNDATION
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The Dudgeon 
sphygmograph
This beautifully designed, 
ingenious little instrument is a 
Dudgeon sphygmograph.  

The inventor, Dr Robert Ellis 
Dudgeon (1820–1904) held 
an MD from Edinburgh 

University but was better known for 
his leading homeopathic practice. He 
was at one time President of the British 
Homeopathic Society and Editor of 
their journal.  

A sphygmograph recorded the 
properties of a peripheral pulse. The 
machine, placed over the radial artery, 
amplified the small oscillations of the 
pulse and displayed this recording on a 
small paper strip. 

There had been other sphygmographs 
before Dudgeon’s but this one had 
the advantage that it was small, 
lightweight and easily slipped 
into the physician’s pocket.

Dudgeon displayed his little machine at 
The International Medical and Sanitary 
Exhibition in 1881 and the following 
year published a small monograph The 
Sphygmograph: its history and use as an 
aid to diagnosis in ordinary practice. He 
anticipated that this would be used in 
routine daily practice.

Within a few years the 
sphygmomanometer replaced 
the sphygmograph and in the 
early twentieth century the 
electrocardiogram proved a much more 
useful tool for the physician in practice. 
However, the Dudgeon Sphygmograph 
remained popular in the laboratories of 
experimental physiologists.

Dr John R Sands FRACP, Councillor of 
the RACP from 1968 to 1974 and Vice 
President from 1974 to 1976, donated 
the Dudgeon’s sphygmograph to the 
College in 1971.
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In yet another of the RACP’s diverse 
collections is a set of handwritten 
lecture notes c 1908, which 
belonged to Archibald ‘Archie’ 
Scot Skirving MB (1911) ChM 
(1913), University of Sydney, son of 
Robert Scot Skirving (1859–1956), 
a Founding Fellow of the RACP.  

Archie enlisted at the announcement 
of the First World War while in 
England studying for his Surgical 
Fellowship. Tragically he was wounded 
at Gallipoli during the Suvla Bay 
Landing and he died of his wounds on 
Wednesday, 9 August 1915.  

These notes from his lectures from 
‘Experimental Physiology’ at the 
University of Sydney show that 
students still learnt the principles of 
the sphygmograph in their practical 
classes in the early 1900s. 

Clinical Associate Professor 
Catherine E Storey OAM MB 
BS MSc FRACP
RACP Library and Heritage 
Committee Chair 
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Members in the media

The big problem facing half of all  
pregnant women  
According to new research, the world’s largest and most 
comprehensive international study of more than 1.3 million 
pregnant women, three-quarters are not staying within the 
healthy weight-gain range. Of these, about 50 per cent are 
gaining more than recommended while 23 per cent don’t 
gain enough.
“It’s been increasing over time since about 1980, but 
especially in the last two decades, reproductive-age women 
have been gaining a lot more weight, especially in Australia,” 
said Professor Helena Teede FRACP, who led the research 
alongside Dr Rebecca Goldstein FRACP.

The Sydney Morning Herald, 8 June 2017

 

Damp homes adding to  
hospital backlog  
Children with preventable respiratory illnesses are 
being re-admitted to hospital because they’re being  
sent back to cold, damp homes.

Dr Jeff Brown, President-Elect of the RACP New 
Zealand Committee, said hospitals were getting busier 
and busier each winter. “We can have the best hospital 
system in the world, the best emergency departments 
in the world, but we help them recover and send them 
back to the same conditions.”

Radio New Zealand, 20 July 2017

Meet the little girl no one can diagnose 
and the doctor giving her family hope
Charleigh Hayes has a smile that lights up a room and 
a personality to match. But it is her delightful little face 
that is of particular interest to one Newcastle geneticist. 

And not just her face, but also the faces of the many 
children worldwide with rare and undiagnosed diseases.

Dr Tracy Dudding-Byth FRACP, a clinical geneticist 
at Hunter Genetics, is determined to help children 
like Charleigh and believes her ground-breaking Face 
Diagnosis project is the key to unlocking the  
diagnostic door.

Newcastle Herald, 28 April 2017

 

 

 World Health Organization data reveals 
‘worrying’ rise in drug-resistant gonorrhoea
Aussie travellers engaging in sexual exploits overseas are being 
warned to be more careful than ever, with rates of drug-
resistant gonorrhoea on the rise.

New data from the World Health Organization reveals the 
sexually transmitted disease, known as the clap, is becoming 
impossible to treat.

“If you do have any symptoms, immediately see a doctor and 
let them know that you have been travelling so that we can test 
for resistance and give you the appropriate antibiotics,” said 
Professor Cheryl Jones, President of the Australasian Society 
for Infectious Diseases.

ABC Radio, 7 July 2017
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Would you inject yourself with pregnancy hormones 
to be slimmer? 
Health experts slam ‘HCG Diet’ saying it can cause ‘major health problems.’

The ‘HCG Diet’ (human chorionic gonadotropin) sees people inject 
themselves in the stomach twice-daily with a hormone derived from the 
uterus of pregnant women. It allows dieters to suppress their appetite and 
subsist on just 500 calories a day.

“HCG doesn’t have any approval for weight loss and we strongly 
recommend against it,” said Professor Bu Beng Yeap from the Endocrine 
Society of Australia.

Daily Mail, 8 June 2017

 

Deadly workplace disease linked in Australia to 
bathroom and kitchen stone products
A New South Wales parliamentary inquiry this week heard people are 
now being diagnosed with potentially life-threatening silicosis, linked 
to newer engineered stone products increasingly used for kitchen and 
bathroom benchtops. 

“It’s a disease we saw quite commonly in the 1940s, 50s and 60s in 
people who were jack-hammering Sydney sandstone. 

“Control measures were introduced, mainly just putting water on the 
process to keep the dust down and with those measures, it basically 
disappeared. But in the last five years, we have seen quite a number of 
cases re-emerge,” said Dr Anthony Johnson who is a member of the 
Thoracic Society of Australia and New Zealand.

Sydney Morning Herald, 3 July 2017 

Childhood obesity is a ‘wicked problem’ but we 
shouldn’t blame parents
One in four Australian children are overweight or obese. Blaming 
parents for the problem is short-sighted, says Professor Louise Baur, 
a paediatrician and an internationally renowned childhood obesity 
researcher from the University of Sydney. 

“The factors influencing obesity are largely beyond the responsibility 
of a family. Of course parents have an important role in influencing a 
child’s food and physical activity environment. But, it’s not as though 
all these families have suddenly gone and done something really bad 
– many things have changed and most of them are beyond the control 
of an individual, or even a family, to modify,” she said.

Essential Kids, 6 July 2017
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The traditional view of a 
physician is that they are the 
expert in their field and the 
definitive source of medical 
knowledge. Contemporary views 
of physicians have changed, with 
the expectation that physicians 
will be experts in their scope of 
practice, integrating a range of 
professional skills in order to 
work in partnership with patients 
and their families. One of these 
skills is communication.

The ability to share information 
clearly, accurately, respectfully 
and empathetically is vital for 
developing good relationships 
with colleagues and patients.  
A member shares their story. 

The importance of listening and communication

A recent personal experience on 
the receiving end of medical 
care has taught me a valuable 

lesson about doctor patient-family 
communication. The experience 
involved my 93 year old father who had 
a distinguished medical career and has 
been admitted to hospital to receive 
treatment for pneumonia.

My siblings asked me to intervene as 
they were concerned with the lack of 
interest his clinician was taking in his 
care. My phone call with his clinician 
ceased after being advised dad was “just 
another patient” and that his advanced 
care directive for treatment be ignored.

Physicians and surgeons are responsible 
for treatment decisions and should 
not undervalue the importance of 
providing clear empathetic and sensitive 
communication with those receiving 
their care.

Communication has two parts; it 
involves receiving a message and 
sending a message, listening to the 
patient and their family’s story and 
valuing that rather than unilaterally 
withdrawing or restricting treatment 
without considering points of view. 

The experience reminded me how old 
patients are far from irrelevant, indeed 
it is their collective effort that has 
delivered the wonderful safe country 

we currently live in. As I go about my 
own busy specialist practice, I am now 
far more cognisant of the need to treat 
patients with deep respect, especially 
older patients who may be a little deaf, 
fragile and apparently disconnected. 

Medical schools pride themselves on 
choosing graduates of exceptional 
quality through an extensive interview 
process; of course we can all practice 
and fudge such tests. No system is 
perfect. I believe it is up to the senior 
hospital staff to mentor younger 
graduates, reinforce the principles of 
respect, common decency, politeness 
and kindness in dealing with the sick 
and their anxious relatives. They need 
to set an example for younger doctors 
and students to emulate.

Dr Luke Crantock 
MBBS, FRACP

RESOURCES
Visit the RACP’s Curated 
Collection on communication: 
www.racp.edu.au/fellows/
resources/curated-
collections/communication 

Take our eLearning course on 
‘Communication Skills’: 
elearning.racp.edu.au

 LISTEN UP  
communication skills matter

http://www.racp.edu.au/fellows/resources/curated-collections/communication
http://www.racp.edu.au/fellows/resources/curated-collections/communication
http://www.racp.edu.au/fellows/resources/curated-collections/communication
https://elearning.racp.edu.au
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  IN MEMORY

Dr Roderick McEwin am 

Dr Roderick ‘Rocky’ Gardner 
McEwin FAFRM, FRACP 
passed away on Saturday, 11 

March 2017 from pneumonia, at the 
age of 95. He showed a deep personal 
commitment to providing the best 
healthcare.

For 27 years, he worked in the 
Commonwealth Repatriation 
Department (now Veterans’ Affairs) 
and rose to the Department’s most 
senior medical post, Chief Director of 
Medical Services. In this role he gave 
repatriation hospitals a new life and his 
research on the rare disease, porphyria, 
gained him an international reputation.

In 1973, he was offered the position of 
Chairman of the newly formed Health 
Commission of NSW. He served in 
this post for more than nine years 
where he was responsible for 77,000 
staff, 300 hospitals and an annual 
budget of up to two billion dollars. 

The Commission was a new concept 
in the delivery of health services. 
Previously, the public health, 
hospital and ambulance services of 
the state had been administered by 
four independent organisations. 

During his time there, Dr McEwin 
introduced major health promotion 
programs, with an emphasis on 
avoiding smoking, alcohol and drugs. 
The Commission became widely 
recognised for its effectiveness in 
this field and many of its successful 
programs were copied by other health 
authorities in Australia and overseas. 

He led by example and his courage 
was evident when he crawled 
through confined spaces of twisted 
metal looking for survivors of the 
Granville train disaster of 1977. 

Following his retirement from the 
NSW Health Commission in 1982, 
he engaged in private practice as a 
specialist physician and a specialist in 
rehabilitation medicine until 2004. 

Dr McEwin produced more than 
150 publications in medical and 
scientific literature, and was a member 
or chairman of about 70 councils 
(including Chairman of the Federal 
Council of the Royal Flying Doctor 
Service), committees and boards. He 
retired from medicine at the age of 83.

His career in clinical medicine and 
medical administration has been 
recognised by the award of Fellowships 
to 10 professional health colleges, 
including the Royal Australasian 
Colleges of Physicians. In 1990, 
he was appointed a member of the 
Order of Australia for his services.

He is survived by Betty, their four 
children, eight grandchildren 
and six great-grandchildren.

Adapted from an obituary written by 
Ann McEwin. 

Dr Roderick McEwin am
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       IN MEMORY

Dr Andrew Bryant mbbs, fracp  

Dr Andrew Bryant passed away 
on Thursday, 5 May 2017 
after taking his own life. This 

was in part driven by overwhelming 
circumstances, the burden of his 
workload, mental and physical 
exhaustion, and undoubtedly the 
demands of everyday life. 

His death has prompted calls for us 
all within the profession to look after 
ourselves more, be more attentive to, 
and care more for our colleagues, and 
if possible seek timely intervention.

Andrew’s death will not be in vain. 

Born in New Zealand on St Andrew’s 
Day in 1962, Dr Bryant was the 
second of seven children. He was 
raised in Toowoomba and attended 
Downlands College, where he excelled 
in his studies and expressed a wish to 
study medicine from an early age. 

He graduated with a Bachelor of 
Medicine, Bachelor of Surgery in 1985 
from The University of Queensland 
(UQ). He had a lifelong love of classical 
music and possessed an excellent 
singing voice, delighting in being a 
member of the UQ Medical Choir.

Dr Bryant was known for his quirky 
sense of humour, great sense of fun, 
exuberant warmth and his great love 
of, and pride in, his own family. He 
and his wife Sue raised four children 
who were fortunate to share in his 
joy of travel and his excitement 
with various sports and pastimes 
including rugby (particularly the 
Wallabies), sailing, bush walking 
and road cycling. It was noted by his 
family that Andrew was never about 
winning or being competitive but 
rather just taking part and having fun. 

In 1989, after completing his 
internship and resident years, 
he commenced as a registrar at 
Westmead Hospital and then as a 
Gastroenterology Advanced Trainee 
at Royal North Shore Hospital from 
1991 and 1992. In 1993, he returned to 
Queensland and completed a Research 
Fellowship year at the Royal Brisbane 
and Women’s Hospital (RBWH). 

From 1994 to 2010, he was a Visiting 
Medical Officer (VMO) at The 
Prince Charles Hospital (TPCH) and 
the success of the new endoscopy 
day procedure unit was attributed 
to his efforts. He maintained his 
part-time VMO appointment at 
RBWH from 1995 until his death, 
alongside his large private practice.  

His colleagues reflected that his 
gastroenterology knowledge was wide, 
he had a reputation of having a very 
thoughtful approach to consultative 
practice, and that he possessed 
excellent procedural skills. He had a 
reputation as a compassionate clinician 
who cared deeply about his patients.

The RBWH staff remember Andrew 
with fondness, particularly the nursing 
and administration staff. At the recent 
retirement of a senior administration 
officer at RBWH, Andrew was 
singled out as the one consultant 
in her memory who had never 
complained and was always polite.

Andrew is survived by his wife 
Susan, children John, Alexander, 
Charlotte and Nicholas; his father 
Dr Fabian Bryant; his siblings 
Alison, Christopher, Nicholas, 
Mark, Matthew and Cate and a 
very large extended family.

Dr Carol Douglas FAChPM RBWH

Dr Andrew Bryant mbbs, fracp
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IN MEMORY

Neil Stanley Paget 
ba ma dip ed mba (1939–2017)

Born in Wellington, New Zealand 
Neil’s first experiences of 
teaching were as a mathematics 

and biology teacher in Wellington, 
Christchurch and Samoa. In 1973, 
with his wife Anita and family, he 
migrated to Australia and took up a 
key position with the Higher Education 
Research Advisory Unit at Monash 
University. For the next 20 years he 
was highly influential in all aspects of 
teaching and learning at that university 
and far beyond, including: The Royal 
Australasian College of Physicians 
(1973 to 1992), The Royal Australian 
College of General Practice (1974 
to 1999), The New Zealand Clinical 
Schools (1977 to 1991), The Victorian 
Postgraduate Medical Foundation 
(1985 to1992), The Australian Society 
of Emergency Medicine and multiple 
international bodies. 

In 1993, his outstanding leadership 
in medical education resulted in 
his appointment as Director of 
Education for the Royal Australasian 
College of Physicians (RACP), with 
responsibility for oversight of training, 
examinations, continuing medical 
education and recertification. He 
improved assessment processes, 
implemented training of clinical 
supervisors and had a big influence 
on specialty training programs.  

In 1994, he was awarded the Australian 
and New Zealand Association for 
Health Professional Educators 
Achievement Award for Medical and 
Health Professional Education. 

While at the RACP, in 1997 Neil began 
his association with the Australian 
Medical Council (AMC), serving 
on a number of key assessment 
development committees. Following 
on from the RACP, he was appointed 
as a full-time technical advisor to the 
Council and his guiding influence 
has been outstanding for the AMC, 
achieving significant new initiatives 
in assessment methodologies over the 
past 20 years.

Staff and course development 
workshops and seminars he conducted 
with international and national 
education and professional bodies, 
over more than 40 years, are recalled 
by many of today’s academic leaders as 
having had a great influence on their 
career development. 

His enthusiasm was palpable, his 
style encouraging and embracing – 
particularly of young academics, his 
patience and polite manner a welcome 
influence at ‘testy’ times, his academic 
rigour disciplined and exemplary, and 
his humour ever present. Those of us 
who travelled the medical academic 
road under his influence are indeed 
fortunate. Thank you to Anita and to 
Neil’s extended family for sharing him 
with us. 

Professor Barry P McGrath FRACP, 
Deputy Chair Australian Medical 
Council Assessment Committee
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20
OCT
2017

RACP Western Australia Advanced 
Training Information Evening

This information evening is open to trainees in 
Western Australia entering Advanced Training as well 
as current Advanced Trainees approaching Fellowship. 
Presentations will include information on career path 
opportunities, overseas training, research, portfolio 
development and work−life balance.

Friday, 20 October 2017 

Joske Room, Level 8, G Block,  
Sir Charles Gairdner Hospital, Nedlands

Free 

www.racp.edu.au/news-and-events/all-events 

 RACP
 upcoming events

For more comprehensive info on the latest events visit
www.racp.edu.au/news-and-events/all-events

27
OCT
2017

Australasian Faculty of Rehabilitation 
Medicine Bi-National Training Program 

The Bi-National Training Program sessions are 
conducted to provide trainees with knowledge and 
information regarding rehabilitation medicine. In 
this session hear about ‘Multiple sclerosis (MS) – 
pathogenesis and management’ with  
Dr Phu Hoang. Dr Hoang has been working as a 
clinical physiotherapist with people with MS for  
15 years.  

Wednesday, 25 October 2017 

Online   

Free 

www.racp.edu.au/news-and-events/all-events 

RACP Northern Territory Annual  
Scientific Meeting

The Annual Scientific Meeting (ASM) program will 
commence with a doctor’s health and wellbeing 
seminar, facilitated by Alice Springs local, Dr Sam 
Heard. Highlights of the ASM program include the 
RACP Trainee Research Awards for Excellence and 
the Australasian Faculty of Public Health Medicine 
Gerry Murphy Prize presentations. This event will 
be held in Alice Springs and streamed live to Royal 
Darwin Hospital.

Friday, 27 to Saturday, 28 October 2017 

Alice Springs Convention Centre, Ellery Room,  
93 Barrett Drive, Alice Springs or via webinar

Various costs apply

www.ntasm.com.au 

21
OCT
2017

RACP Victoria/Tasmania New Fellows’ 
Forum

Have you been admitted into Fellowship in the past 
five years or are you an Advanced Trainee soon to 
become a Fellow? This Forum is designed to assist 
Advanced Trainees and New Fellows with the 
transition from trainee to Fellow.

Saturday, 21 October 2017 

RACP Melbourne office, Level 2, 417 St Kilda Road 
or via webinar

Free 

www.racp.edu.au/news-and-events/all-events 

25
OCT
2017

http://www.racp.edu.au/news-and-events/all-events
http://www.racp.edu.au/news-and-events/all-events
http://www.racp.edu.au/news-and-events/all-events
http://www.ntasm.com.au
http://www.racp.edu.au/news-and-events/all-events
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Australasian Faculty of Occupational 
and Environmental Medicine New South 
Wales/Australian Capital Territory 
Regional Training Meeting

Network with colleagues and hear registrars 
present the latest topics from the occupational and 
environmental curriculum at the AFOEM NSW/
ACT Regional Training Meeting.

All AFOEM Fellows and trainees are welcome  
to attend.

Monday, 6 November 2017 

RACP Sydney offices, Fairley Room,Level 9, 52 
Phillip Street or online

Free 

www.racp.edu.au/news-and-events/all-events 

Victorian Further Education and Training 
(VicFEAT): Paediatrics Further Education 
and Training 2017

Each VicFEAT event focuses on a pertinent 
paediatrics medical issue and provides current 
information on that topic for paediatric practice. 

Wednesday, 15 November 2017

RACP Melbourne office, Level 2, 417 St Kilda Road 

Free 

www.racp.edu.au/news-and-events/all-events/
victorian-further-education-training-(vicfeat)-for-
paediatric-fellows-and-advanced-trainees 

 

RACP Victoria Family Christmas Lecture

This Family Christmas Lecture will be hosted by the 
RACP Victorian State Committee for RACP Victoria 
members. The topic of this lecture will be the Health 
of US Presidents throughout history and will be 
delivered by Professor Richard Harper. 

Friday, 17 November 2017

RACP Melbourne office, Level 2, 417 St Kilda Road 

This is a free event for RACP members and their guests. 

www.racp.edu.au/news-and-events/all-events 

Western Australia Rural Physicians’ 
Workshop 2017

This is the sixth annual Rural Physicians’ Workshop. 
The program will focus on topics such as: 
osteoporosis and dermatology. We hope you can 
join us, either in person or by videoconference, 
to talk about issues important to physicians and 
paediatricians working outside metropolitan areas.

Saturday, 18 to Sunday, 19 November 2017 

RACP Western Australia, 1–3/24 Leura Street, 
Nedlands or via videoconference 

Free

www.racp.edu.au/news-and-events

RACP Member Professional Development 
Day

This is the fourth event of the Continuing 
Education Workshop 2017 series. It focuses on 
‘What physicians need to know management 
wise’. This event, hosted by the RACP Victorian 
State Committee, will be a longer one day format 
workshop compared to other Continuing Education 
Workshop events.

Saturday, 18 November 2017

RACP Melbourne office, Level 2, 417 St Kilda Road or 
via videoconference 

Free 

www.racp.edu.au/news-and-events/all-events/
continuing-education-workshops

17
NOV
2017

15
NOV
2017

18
NOV
2017

18
NOV
2017

06
NOV
2017

http://www.racp.edu.au/news-and-events/all-events
http://www.racp.edu.au/news-and-events/all-events/victorian-further-education-training-(vicfeat)-for-paediatric-fellows-and-advanced-trainees
http://www.racp.edu.au/news-and-events/all-events/victorian-further-education-training-(vicfeat)-for-paediatric-fellows-and-advanced-trainees
http://www.racp.edu.au/news-and-events/all-events/victorian-further-education-training-(vicfeat)-for-paediatric-fellows-and-advanced-trainees
http://www.racp.edu.au/news-and-events/all-events
http://www.racp.edu.au/news-and-events
http://www.racp.edu.au/news-and-events/all-events/continuing-education-workshops
http://www.racp.edu.au/news-and-events/all-events/continuing-education-workshops
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18
NOV
2017

Australasian Faculty of Rehabilitation 
Medicine Bi-National Training Program 

The Bi-National Training Program sessions are 
conducted to provide trainees with knowledge and 
information regarding rehabilitation medicine. 
In this session learn about Parkinson’s and Motor 
Neuron Diseases.

Wednesday, 29 November 2017

Online 

Free

www.racp.edu.au/news-and-events/all-events 

Australasian Faculty of Occupational 
and Environmental Medicine New South 
Wales/Australian Capital Territory 
Regional Meeting 

Registrars who are hospital-based are able to 
attend grand rounds and departmental meetings 
to discuss and present cases. Registrars in the 
OEM training program, however, work in a variety 
of industry-based roles and therefore monthly 
regional training meetings are held at which 
registrars are required to present. 

Presentation topics cover the occupational and 
environmental curriculum and can range from 
a clinical case to a review of the literature on an 
occupational hazard, illness or injury. All Fellows 
and registrars are welcome to attend.

Monday, 4 December 2017 

RACP Sydney offices, Fairley Room, Level 9, 52 
Phillip Street, or via videoconference 

Free

www.racp.edu.au/news-and-events/all-events 

04
DEC
2017

Australasian Faculty of Public Health 
Medicine (AFPHM) Australian Capital 
Territory (ACT) Committee Meeting 

AFPHM ACT Committee meetings provide a 
forum for AFPHM members to: receive Faculty 
information and provide input through the AFPHM 
ACT Regional Committee Chair, discuss trainee 
needs and regional opportunities available to 
meet these, share information regarding regional 
continuous professional development opportunities, 
and more. 

Wednesday, 6 December 2017

The Hellenic Club of Canberra,  
Matilda Street, Woden 

Free

www.racp.edu.au/news-and-events/all-events

06
DEC
2017

Work capacity certificate  
for work-related injuries

The doctor’s role in the workers’ compensation 
scheme is essential to ensure a successful 
return to work for your patients. 

The Office of Industrial Relations introduced the 
Work capacity certificate on 1 July 2016 to support 
doctors when assessing a patient who has suffered a 
work-related injury and to reduce a claim’s duration. 

The certificate is then used to communicate with 
the patient’s employer and insurer about your 
assessment of their physical and mental capacity to 
return to the workplace. This information is used by 
employers to find appropriate suitable duties for the 
worker to help speed their recovery in the workplace.

You can access the certificate in 
various formats at our dedicated 
medical support webpage at 

worksafe.qld.gov.au/ 
medicalsupport

http://www.racp.edu.au/news-and-events/all-events
http://www.racp.edu.au/news-and-events/all-events
http://www.racp.edu.au/news-and-events/all-events
http://worksafe.qld.gov.au/medicalsupport


Noosa Hospital, on Queensland’s Sunshine Coast currently has an ideal opportunity for 
a Physician (general or sub-specialist) to join a team of 4 Physicians to help service the 
growing patient population and demands.

Physician required for Noosa Hospital, QLD

Benefits:
• Competitive pro-rata salary allowing you to 

progressively build your private practice whilst being 
assured of a guaranteed public patient income;

• Right to private practice giving you the opportunity to 
substantially add to your base salary;

• 5 weeks paid annual leave pro-rata; 
• 1 week of paid study leave pro-rata;
• 1:5 on-call roster;
• Junior doctor support including a Registrar;
• Full marketing support to assist with establishing your 

private referrals; and
• Rent free consulting suites for first 6 months as well as 

all administration, reception and medical typing.

@RamsayDocsramsaydocs.com.au ramsay-health-care

Noosa Hospital, owned and operated by Ramsay Health 
Care, is a 92 bed facility, offering a broad range of 
private medical and surgical services with a contract with 
Queensland Health to treat some public patients. 

Essential Criteria: 
• Must have FRACP and specialist registration with AHPRA
• Access to an unrestricted Medicare provider number

Contact:
If you are interested in finding out more about this unique 
opportunity, please contact Jude Emmer, CEO,  
Noosa Hospital on (07) 5455 9203 or email: 
KellyCatherine@ramsayhealth.com.au

UPDATE YOUR DETAILS  
on MyRACP

The member dashboard is the place where you can:
• update your contact details 
• download and pay invoices
• edit communication preferences 
• view receipts. 

VISIT my.racp.edu.au

MyRACP_Ad_Update_concept.indd   1 11/09/2017   4:23:48 PM

http://my.racp.edu.au


For more information: email info@memberadvantage.com.au  
or call 1300 853 352

The program offers you and your family unlimited use and lets 
you save money on your everyday expenses. Log in now with 

your member number to your dedicated website and access an 
extensive range of financial and lifestyle benefits:

YOUR RACP MEMBERSHIP 
IS KEY TO GREAT BENEFITS

www.memberadvantage.com.au/racpwww.memberadvantage.com.au/racp



All prices listed are per issue and will be billed quarterly. They are 
GST inclusive. RACP Fellows are entitled to a 20% discount on 
the listed advertising price.

Size
mm height
mm width

Casual 2 Issues 3 Issues 4 Issues

Full page Trim size
297 x 210 $4,083 $4,023 $3,961 $3,901

1/2 page Type area
140 x 194 $2,134 $2,073 $2,012 $1,951

1/4 page 133 x 96 $1,092 $1,061 $1,024 $1,000

1/8 page 58 x 84 $604 $574 $542 $513
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RACP Congress 12–15 May 2019, Auckland, New Zealand

14–16 May 2018
Sydney

RACP
CONGRESS 2018

DISRUPTION
FOR HEALTHY FUTURES.

Registrations open 6 October 
www.racpcongress.com.au

http://www.racpcongress.com.au
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