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Letter from the President

BOARD FOCUS:
GOVERNANCE, COMMUNICATIONS,
RISK MANAGEMENT
in the preparation for this inquiry.
Once received, the transcript of the
proceedings will be made available on the
RACP website.
In March, the Board reaffirmed its
commitment to improving governance
structure in the areas of Education and
Policy & Advocacy. A Board Working
Party is continuing its deliberations
and consultations on changes to the
committee structure in Education to
ensure clarity of policy development,
operation and reporting lines. A proposal
for a new education governance structure
will come to the May Board Meeting.

T

he March 2011 Board Meeting
was held in Wellington as
part of the policy to move the
meeting around the capitals
and use the opportunity to engage
with local committees and Fellows. To
my knowledge, this is the first time the
entire Board (or Council) has met in New
Zealand. The Board had the moving
experience of a traditional Maori welcome
by a New Zealand Fellow.
There continues to be a tremendous
amount of activity on many fronts in
the College, including Education, with
the launch of PREP Advanced Training
and changes to CPD in line with
medical registration requirements in
both countries, and the various College
governance matters that are being
reviewed. Work already underway on a
major upgrade of IT capacity within the
College will also mean that many business
processes will alter.
A major focus of the March Board
Meeting was the development
of strategies to facilitate internal
communications and to improve the
consultative processes within the College.
A Communications Manager will soon be
appointed and a consultation policy will
be developed and presented to the next
Board Meeting.
As Fellows will be aware, there are a
number of inquiries into vocational
training being conducted or planned
in Australia. The first of these was the
House of Representatives inquiry into
the issue of overseas trained doctors.
The RACP made a written submission
and the CEO appeared before the House
of Representatives Committee on 25
February. The Board acknowledged
the hard work of staff and Fellows
4
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Further discussion and consultation
about the governance structure in Policy
& Advocacy will take place and this will
include the roles and reporting lines of
the Divisional and Faculty Policy and
Advocacy Committees, the EAGs and
the working groups. Working with the
College Policy and Advocacy Committee
(CPAC) and the regional offices, the
Policy & Advocacy team has developed
guidelines for public policy responsibilities
of the State Committees and these
were recently approved by the CPAC.
Each state and territory will also have a
dedicated policy resource supporting
the local public policy activities of the
State Committee. Notwithstanding the
calibre of the highly skilled staff of the
College and the enormous contribution
they make, it is essential that Fellows
be involved at all stages of policy
development and that appropriate
consultation take place.
The Board has approved changes to the
Constitution which will go before the
Fellowship at the AGM on Monday, 23
May 2011. The proposed revisions to the
Constitution will be circulated to Fellows
in the very near future. The proposed
amendments to the Constitution that will
be submitted to the 2012 AGM will also
be circulated to the Fellowship. These will
provide for ‘Trainee Membership’, with
these members having full voting rights.
This proposal is strongly supported by the
Board but has purposefully been delayed
until 2012 to allow circulation to, and
discussion by, the Fellowship.
There are currently two non-Fellow
directors on the Board. Geoff Laurence
has a finance background and is
also a member of the RACP Finance
Committee. Ron Paterson has a legal
background and until recently was the
Health and Disability Commissioner for
New Zealand. In acknowledging the

tremendous contribution made thus far
by these non-Fellow directors, the Board
recognised the need for more non-Fellow
and consumer representation on the Board
and is exploring mechanisms by which this
can occur.
At the request of the Board, a Risk
Management Framework for the College
will be developed with an oversight
committee consisting of three Board
directors. The oversight committee will
be supported by staff and an external
consulting firm on the development of
the Risk Management Framework. A
component of the framework will be the
identification, assessment and registration
of strategic and operational risks. This work
will provide the opportunity for wider input
into the development of the framework.
A criticism that is sometimes relayed to
me is that the College is becoming
‘corporatised’. I’m not sure I know exactly
what is meant by that term in the context
of the College, however:
• if it is meant to indicate a shift away
from providing support and services to
Fellows and trainees, then the answer is
most assuredly ‘no’
• if it means policies and procedures that
enhance openness, transparency and
procedural fairness, including
consistency in decision making, then
the answer is ‘yes’
• if it means the introduction of standard
business practices to ensure efficient
and effective use of College funds, then
the answer is ‘yes’
• if it means the introduction of sound
accounting procedures so that an
accurate picture of the College’s
financial position can be obtained at
any time, then the answer is ‘yes’
• if it means employing highly skilled,
dedicated staff so that the pro-bono
contribution of Fellows on which the
College depends is used for tasks that
only Fellows can do, then the answer
is ‘yes’.
It is assuredly in all our best interests that
the College is an effective, responsive and
professional organisation equipped to
deal with 21st-century challenges.
I hope to see many of you in Darwin
for the Annual Scientific Congress on
Indigenous Health.
John Kolbe
President

Rural and Remote Medicine

A LITTLE BIT OF PARADISE …
AND A LOT OF HARD WORK
consequences of extreme deprivation and
cultural alienation, and the realisation
that, although I was able to treat disease
and save the lives of many of my almost
exclusively Aboriginal child patients, I
could only rage at the determinants of
those diseases. I had strayed far from my
comfort zone.
I now offer my younger colleagues
the good news: for caring and careful
clinicians, comfort zones are infrequent
stops on one’s professional journey.

Dr Roger Tuck

I

was born and raised in the highly
populated south-eastern corner of
England and spent my undergraduate
and postgraduate medical years in
the centre of London. My wife and I left
London to spend the better part of two
years voyaging the oceans; professional
suicide was the consensus of the day
from peers and bosses alike. During our
voyaging, which finally ran aground
on the reef of impecunity, I had come
to the conclusion that adult medicine
was largely a matter of procrastinating
whilst observing the natural history of
degenerative disease. Paediatrics might
be an opportunity to mould a healthy
population, at the same time providing
the intellectual challenge of internal
medicine, with more hope than despair.
Naivety of resounding proportions I hear
you say.
Perth, Western Australia, and Princess
Margaret Hospital for Children beckoned.
Perth seemed very remote in those days
before personal computers and the
internet. It wasn’t until I found myself in
the Kimberley region of north-western
Australia that I began to appreciate the
true concept of remote practice. It was
also my first immersion in ‘Indigenous
health’ and the myriad images and
emotions that those two words evoke.
The day my wife and newly born first
child and I arrived in Derby, the town
was just emerging from floods of Biblical
proportions. ‘Vital’ supplies of alcohol
and tobacco were being offloaded ahead
of food and other supplies at the town
wharf after weeks of isolation. We were
meant to stay for six months; we left
after a year with indelible memories
ranging from the wonderful to the very
raw. This was my first encounter with the

Later, my growing family and I found
ourselves in that part of New Zealand
that was previously known as North
Auckland, is now Northland, and has
always been Te Taitokerau. Our passion
for sailing had brought us to the fabled
Bay of Islands. When I started work as a
general paediatrician in New Zealand, I
realised that the utopian and egalitarian
state that I had read about as a student
and young doctor in the 60s and 70s,
with its European and Indigenous
populations living in blissful harmony,
was in reality the product of a degree of
‘wishful thinking’! The health status of my
predominantly Maori child patients and
their families was, to me, disappointingly
reminiscent of my experiences in the
Kimberley. Fortunately, I had become
well versed in the diseases of poverty
such as rheumatic fever, child abuse and
neglect. I believe that clinicians who want
to make a difference cannot ignore the
social, cultural and economic context
within which they practise.

The very wealthy
have bought tracts of
our stunning coast,
and rub shoulders
with Maori kids on
dirt floors and with
third world rates of
rheumatic fever.
I have been a general paediatrician in
Northland for approaching 30 years. I am
based in Whangarei, the largest town in
Northland, about 160 kilometres north
of Auckland, where the District Health
Board and its major hospital are sited.
Northland is the long, skinny peninsula
that runs for about 300 kilometres. Our

Beats working in the city

population is approximately 150,000
and we have one of the highest
proportions of Maori at 30%. Our region
is predominantly poor, with high rates
of Maori unemployment and pockets of
contrasting wealth. We have one of the
highest proportions of unsealed roads,
with consequent issues around access
to healthcare. We are subtropical, with
tourism, forestry, pastoral farming and
orcharding the key economic activities.
Our coastlines are very beautiful and
support an important marine leisure
industry as well as commercial in-shore
fishing. International yachties escaping
the cyclone season in the Pacific in their
hundreds are an important source of
income for the region. The very wealthy
have bought tracts of our stunning coast,
and rub shoulders with Maori kids on
dirt floors and with third world rates of
rheumatic fever.
We have grown from a two consultant,
one house surgeon department to an
eight consultant, five SHO, one senior
registrar team today. The regional
hospital has most of the secondary
specialties and support services that one
would expect in a significant regional
hospital. We have a highly regarded
helicopter-based retrieval service enabling
us to perform intra- and inter-regional
transports. The paediatric medical
team is housed in a purpose-built,
multidisciplinary child health centre.
RACP News April 2011
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We share our workplace with paediatric
physiotherapists, occupational therapists,
speech–language therapists, dietitians,
clinical psychologists, social workers and
nurse specialists as well as an efficient
administrative team. Conveniently next
door to us on the campus is the Child
and Adolescent Mental Health Unit.

A current and future
challenge is to
address the tough
nature of the job,
as—quite rightly—
young colleagues and
trainees are more
healthily focused on
work–life balance.
In our centre we have telehealth facilities
and most of the specialties use these
for regular educational activities with
colleagues, both within and outside our
region. Telepaediatrics NZ, of which we
in Northland are a founding member,
has created a network that includes all
District Health Boards in New Zealand.
The network supports mainly educational
activities, but its use for direct patient
care is slowly building. As our region is
far-flung, we travel extensively, bringing
services to many remote communities.
Most of this travel is by road, but to our
farthest region we fly, and increasingly we
are using telehealth. We have excellent
tertiary support from our friends and
colleagues at Starship Children’s Hospital,
and most subspecialties visit on a regular
basis. I and my fellow Telepaediatrics
NZ board members are working hard to
increase the use of the network for direct
patient care, and to support remote
practice. We have a first world ambulance
at the bottom of the cliff in Northland, but
predominantly rhetoric masquerading as
a fence at the top for far too many of our
children. Those of us working outside the
metropolitan areas understand what a rich
and varied practice can be experienced in
rural and remote areas. There is a need to
be a well-trained and confident acute and
chronic care generalist, but also there is
opportunity to use subspecialty skills.
6
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Little man insistent on managing his own oxygen therapy

There are downsides, of course, many
of them self-evident. We tend to be
more ‘hands on’ compared to our metro
colleagues as there is usually less support
at RMO level. There is no doubt that our
‘worn-out-by date’ comes at a younger
age than for many of our cosseted city
colleagues, and this needs to be part of
good departmental and, indeed, national
planning to allow a dignified retreat from
out-of-hours acute care in particular. A
current and future challenge is to address
the tough nature of the job, as—quite
rightly—young colleagues and trainees
are more healthily focused on work–life
balance. We desperately need to look at
different ways of doing business.

One of the critical
strategies to address
recruitment and
retention of rural
practitioners ... is
to provide training
experience in these
non-metropolitan
regions of the country.
Our College has
provided leadership
in this regard.

A very obliging young patient

We are aware that one of the critical
strategies to address recruitment and
retention of rural practitioners, not
just paediatricians and physicians, is to
provide training experience in these
non-metropolitan regions of the country.
Our College has provided leadership in
this regard. Advanced trainees in general
paediatrics in New Zealand are required
to spend a minimum of six months
outside the tertiary centres.
Three of my young consultant colleagues
here in Northland passed through
our hands as advanced trainees in
general paediatrics. A number of other
paediatricians are now practising in
similar centres to ours, having spent
time training with us in Northland.
Our District Health Board has always
hosted final-year medical students, or
trainee interns as they are known in New
Zealand, and now we have 20 fifth-year
medical students from Auckland Medical

School based with us for their
academic year.
With us, these students are mining the
rich clinical lode that a region such as
ours can offer. They are experiencing
the high quality of practice, teaching
and lifestyle that we can offer. For us, it
keeps us young at heart and committed
to excellence. We have the best of all
possible worlds—the opportunity to
practise high-quality medicine, teach the
next generation of clinicians, and live a
lifestyle envied by those who inhabit the
concrete jungle.
Dr Roger Tuck FRACP
Paediatrician
Northland District Health Board NZ

Mobile ear clinic delivering services to children

THE CHALLENGE AND REWARDS
OF RURAL PRACTICE
Why would anyone want
to live and work in rural
Australia? What do you do
for entertainment?
Do you like country music?
These are questions that I
have often been asked over
the last 20 years that
I have lived in Tamworth
and worked in the New
England region.

D

eciding early in my career
that I wanted to live in rural
Australia allowed me to take at
the time an unusual training
pathway in renal medicine. I was able
to do four clinical years and avoid the
laboratory and my primitive fear of rats.
Without a PhD a career in a metropolitan
renal unit was unlikely. The three heads
of units where I trained all started their
conversations with ‘I am very pleased to
be able to offer you a registrar job but
you must understand that there will be
no permanent position at the end of your
training as these are already taken’. Their
relief and then surprise was consistent,
and almost palpable, when I replied that I
wanted to live and work in a rural area.
It has been interesting and gratifying
to see the Australian and New Zealand

People living in rural
and remote Australia
have higher mortality
and morbidity and yet
receive fewer medical
services than their
metropolitan cousins.
Society of Nephrology evolve over the
years to now embrace and promote
the concept of alternate paths for renal
physicians that will lead to a satisfying
and rewarding career.
At the time I had little understanding of
what working in a rural setting would
entail as, like all of my colleagues, my
training had been in major metropolitan
hospitals. This, I suspect, is still the case,
as unlike our more enlightened surgical
colleagues who have a rural rotation
as part of their training, the RACP has
largely avoided its responsibilities to the
30% of the population who live outside
the major population areas.
People living in rural and remote Australia
have higher mortality and morbidity and
yet receive fewer medical services than

their metropolitan cousins. In the 2003
physician survey, 11.5% of physicians
were rural based. In the 2007 nephrology
workforce survey, 11% of nephrologists
in Australia indicated a rural area as their
primary practice site.
Within a few weeks of moving to
Tamworth I was given a draft copy of
the Gale Report on renal services in New
South Wales, recommending that dialysis
services be limited to metropolitan areas.
Waving the rural flag then became part
of my unofficial job description. Selfinterest and the moral high ground
made good bedfellows. I have since seen
the same battle fought over coronary
angiography where decisions regarding
rural services have been made on very
suspect grounds.
Hopefully, by promoting rural medicine
through exposure to training, by making
rural physicians visible in the College and
speciality groups, and by spending time
on committees the barriers will ultimately
be broken down and the imbalance
in resource allocation addressed. Rural
medicine needs visible role models if it is
to attract good physicians to the cause.
This is difficult, as rural physicians already
spend more time at work than their
metropolitan cousins, so volunteering for
extra work, especially when a lot of this
is city based, is not easy—but ultimately
the world is run by those who show up.
RACP News April 2011

7

Rural and Remote Medicine

PHYSICIANS’
POETRY
This delightful, atmospheric
poem by Stephen Leeder
kicks off our new feature on
poetry written by Fellows
and trainees.
We welcome your
contributions. Please send
to: Kathryn Lamberton,
racpnews@racp.edu.au.
Dr Stephen May ready for an outreach clinic at Moree

There are still barriers to overcome. I note
that the current travelling road show
regarding the now compulsory CPD
program has Geelong representing rural
Victoria and completely misses rural New
South Wales.
There are lifestyle advantages and
disadvantages of living in a rural
environment. Admittedly, there is less
professional entertainment available—it
does take a few months for the Archibalds
to be displayed in Tamworth for example—
but I can park outside the art gallery and
I don’t have to queue. A traffic jam is five
cars at an intersection and when I swim in
the morning I often have a lane to myself.
My children, who have all been educated
locally, are well rounded, well educated, fit
and self-reliant. Life can be easier feeling
part of a smaller community. I know
the mayor and the local members and I
recognise many faces when I go shopping,
but ultimately it may just be the sun rising
and setting over tree-covered hills that
captivates me.
The patients and their diseases are the
same as in any practice—challenging,
rewarding, crushing at times—but as a big
fish in a little bowl the responsibilities and
rewards are magnified I suspect. There was
a perception that physicians who practised
in rural areas were there because they could
not make it in the city, but this has changed
over the years. My impression is that rural
physicians have to carry a big toolbox of
skills as they have to treat patients with
many diseases rather than just one disease.
And rural physicians are highly valued and
appreciated by their communities.
8
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My trainees, both basic and advanced,
have the opportunity to fly in small planes
to do outreach clinics in remote areas,
experience the complexities of Aboriginal
health, and learn to make decisions and
instigate treatment without all the aids and
resources available in large metropolitan
hospitals. They also have the opportunity
to be involved in interventional nephrology,
an exciting emerging field which is largely
being driven from rural areas, where they
learn and perform procedures not generally
available to trainees in metropolitan units.
The following words from Richard Baer, a
trainee working at Cairns Base Hospital in
2008, captures the essence of training in a
rural setting:
I believe the experience I have gained in
general, Indigenous and interventional
nephrology in Cairns in my second year of
training is akin to a fellowship overseas,
and as such adds significantly to my
resume. It has opened far more doors than
I expected possible. Every consultant I have
spoken to who has had rural experience
has wholeheartedly and enthusiastically
encouraged a rural stint. I have discovered
rural sites are a relatively untapped valuable
resource for nephrology training and career
progression. What do I like about rural
medicine? It is the variety, the challenge,
the teaching opportunities, the knowledge
that I am providing a service that is needed
and appreciated by my community. As far as
country music goes, with over 1000 concerts
to choose from I can generally find a few that
strike the right chord.
Dr Stephen May FRACP
Renal Physician
Tamworth Base Hospital

THUS WE PART
I
Dull’s the day and hope,
slips the mooring rope,
ends the quiet handshake.
Surely I could reach you,
jump across,
walk your deck again,
admire your paint,
see my face
reflected in your brass,
check your maps and canvas,
smell the sea-sweat in your
wood—
surely we could sail again!
Whether we could
is a leaf-thought drifting
through the sepulchral space.
II
Tide moves you slowly on.
They’re wrong who say
that parting can be sudden
even when by death.
Instead the mind spins a
dreamtime
complete with your voice,
your words distinctly heard,
smells of food you prepared.
Slowly the dust of days
settles softly on the glass,
and blunts the familiar
edges of your face.
Stephen Leeder

RURAL AND REMOTE HEALTHCARE:
IMPROVING ACCESS TO PHYSICIANS
consuming and logistically difficult task of
coordinating several appointments within
one trip to the city or regional centre for a
hospital visit, our healthcare system could
do a much better job in servicing rural
communities. Better coordinated referral
strategies would deliver savings in time,
trips and costs to both the patient and the
health system.

Sasha Grebe

Rural communities face
a number of challenges
regarding the ongoing
delivery of accessible, highquality healthcare. These
challenges are exacerbated
by the ageing population
and the growing complexity
of health systems.

T

here is an increasing need for
locally based medical specialists
in rural communities due
to the specialisation of the
medical workforce, and there is growing
evidence in support of multidisciplinary
teams providing best practice care for
many complex and chronic conditions.
While steps have been taken to improve
the recruitment and retention of the
general practice workforce in rural and
remote communities, there has been
less advancement regarding specialist
services.
Australia’s physicians provide crucial care
and support for people with complex
medical conditions, especially in rural
communities, as they have expertise in
the diagnosis and treatment of conditions
affecting different systems in the body.
Physicians can therefore treat multiple
illnesses in a patient and manage the
difficulties presented by the often
undifferentiated co-morbidities of complex
and chronic diseases.
Rural patients with complex care
requirements have particular need
for extended coordination and case
management. By coordinating tertiary
referral strategies to address the time-

It is critical that safety requirements
for primary care in rural and remote
communities take full account of the
potential safety risks for patients, not only
in the primary care that is available to
them close to home, but also in not having
specialist and allied healthcare nearby.
These include the risks associated with
travelling long distances over poor roads
or in difficult conditions to receive care;
travelling when injured or in ill health;
receiving care a long way from home
without the support of family and friends;
or not travelling and therefore not receiving
care because it is unaffordable or too far
from family responsibilities.
Crucial to this will be the role of
generalists in the ambulatory setting in the
management of chronic illness, aged care
and mental health, and the need by all
health practitioners, including specialists,
to harness the potential of eHealth and
telehealth.
Regulatory frameworks and financing
arrangements continue to strongly influence
the role of medical specialists within the
health system. Medical specialists in the
Australian and New Zealand health systems
have largely practised in secondary or
tertiary care. Typically, they have been
employed as consultants or staff specialists
within the hospital system, maintain a
referral-based private practice or have
Visiting Medical Officer arrangements.
Through the national health reform process,
there is a once in a generation opportunity
to align primary and ambulatory care with
acute and tertiary care and with sub-acute
and community care, through the new
Medicare Locals, Lead Clinician Groups,
Local Hospital Networks, Health Preventative
Agency, National Performance Agency, GP
Super Clinics and Health Workforce Australia.
This will be especially crucial in our nonmetropolitan communities and for those
suffering the devastating effects of social and
economic disadvantage.

Current situation regarding
physicians in rural areas
There is a significant need for people in rural
areas to be able to access specialist care

Luke Clarke

in a viable setting. General physicians in
this instance are sought after as they can
cover a wide array of specialist services
and provide a vital link in the provision of
specialist care in rural communities.
Under-supply results in inequities in
healthcare
There are shortages of health professionals
of all types across rural, regional and
remote regions (see Table 1 on page 10).
Serious shortages are generally more
prevalent in very remote regions.
Although there are now greater numbers
of students in medicine and nursing than
ever before, there is no robust policy in
place to ensure that a fair proportion
of them will choose to work in nonmetropolitan areas after graduation. Also,
despite the inventiveness and resilience of
rural health workers, many of the service
types that work well in rural areas cannot
be established without the necessary
workforce.
The loss of general and acute care
physicians has had a deleterious effect
on the quality of healthcare delivered in
the acute setting, especially in hospitals,
and their reduced numbers are an
impediment to health reform, especially
the development of integrated and
coordinated care to tackle the increasing
burden of chronic illness and an ageing
population.
Increasing the provision of acute care
outside the tertiary setting and the
availability of specialist care in ambulatory
and other non-hospital settings will reduce
the burden on hospitals and increase the
availability of services across the healthcare
system, especially in rural and regional areas.
RACP News April 2011
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Table 1: Persons employed in health occupations in regional and remote areas per 100,000 (2006)
Occupation

Major cities

Medical practitioners
Medical imaging workers
Dental workers
Nursing workers
Registered nurses
Enrolled nurses
Pharmacists
Allied health workers
Complementary therapists
Aboriginal and Torres Strait Islander
health workers
Other health workers
Other health services managers
Total health workers

324
58
159
1058
978
80
84
354
82

Inner
regional
184
40
119
1177
1056
121
57
256
82

Outer regional

Remote

Very remote

Australia

148
28
100
1016
886
129
49
201
62

136
15
60
857
748
109
33
161
40

70
5
21
665
589
76
15
64
11

275
51
143
1073
979
94
74
315
79

1

4

10

50

190

5

624
32
2777

584
33
2536

524
28
2166

447
28
1827

320
18
1379

602
31
2649

Source: ABS, Census of Population and Housing, 2006
A better integrated national healthcare
system will help to ensure that services are
provided as close to home as possible and
enhance continuity of care for patients
who need to travel for more specialised
treatment within the region or to
specialised services in urban centres.
Medical services in rural and remote
communities will benefit from effective
and efficient coordination of primary
and acute care, including specialist care,
with aged and community care, local
acute care, rehabilitation and palliative
care services through the local hospital or
Multi-Purpose Services.

Aboriginal and Torres Strait
Islander health – a policy focus
About 70% of Australia’s Aboriginal
and Torres Strait Islander peoples live in
rural and remote areas and they have
significantly poorer health, with a mortality
rate that is 3.2 times higher than for
non-Indigenous people living in our major
cities. For Aboriginal and Torres Strait
Islander peoples, the leading causes of
disease burden are cardiovascular disease,
mental disorders, respiratory disease,
diabetes and cancer.
Some important social determinants of
ill health for Aboriginal and Torres Strait
Islander peoples include forced relocation,
urban migration, poor education, lack of
employment, low income, inadequate
housing and a paucity of appropriate
health service provision.
10
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There is a long history of inadequate
health service provision for Aboriginal
people. Services have either been absent or
culturally inappropriate, which has resulted
in low levels of access to primary healthcare
settings by Aboriginal people. However, the
Inala example below shows that it is possible
to successfully provide culturally relevant
services to our Aboriginal population.
Improving Indigenous patients’
access to mainstream health
services: The Inala Experience
• In 1994, only 12 Indigenous people
attended the mainstream general practice
in Inala, a south-western suburb of
Brisbane, Queensland.
• An Indigenous community focus group
and telephone interviews revealed
deficits in the service, such as a lack of
items which Indigenous people could
identify with (e.g. artwork) and a
perception of staff as unfriendly and
inflexible regarding time.
• Access to the Inala Indigenous Health
Service by Indigenous people improved
when these issues were addressed, and
has grown significantly since 1995.
• Important factors for improving access
included energetic Indigenous leadership;
enabling bulk billing to increase funding;
moving to a stand-alone clinic and
engaging with teaching; research
and community programs; a culturally
appropriate waiting room; cultural
awareness; informing the Indigenous
community; and promoting inter-sectoral
collaboration.

Moving forward
The major areas affecting incentives for
physicians to practise in remote regions
in Australia include bed shortage, pay,
education and training access, support
for overseas trained doctors, locum relief,
staff retention, family support, access to
community services and IT infrastructure.
Hospitals and employers need to offer
attractive salary packages to doctors to
attract them to work in rural and regional
areas.
National health reform has the potential
through more coordinated care to provide
seamless services for patients in rural and
remote communities. The patient must feel
confident and know where and how their
care will be provided within the region, and
the regional entity must make sure that all
types of care required are catered for.
For further information, please refer to
the RACP Discussion Paper on Medicare
Locals and the RACP Submission to the
Commonwealth on Lead Clinician Groups
at www.racp.edu.au.
Sasha Grebe
Director Professional Affairs & Advocacy
Luke Clarke
Manager Policy & Advocacy
Meg McLoughlin
Senior Policy Officer
Policy & Advocacy

ADVANTAGES OF TELEHEALTH
for example by taking blood pressure
measurements, carrying out other aspects
of physical examination or by providing
feedback on the results of a patient’s
treatment.

Dr Les Bolitho

T

elehealth is an innovative method
of delivering healthcare, including
specialist care, to patients in rural
and remote areas. The College
is participating in the Ministerial Advisory
Group on telehealth.
Patients living in rural and remote
communities are currently disadvantaged
in comparison with their urban
counterparts because of their remoteness
from specialist care. There are
comparatively fewer specialists based
in rural and remote areas, and often
patients and their families must leave their
communities in order to receive care,
incurring significant costs, both financial
and in terms of lost productivity. The
result is that rural and remote patients
often receive specialist care later in the
course of their illnesses than their urban
counterparts. In some cases, rural and
remote patients simply go without. This
translates into poorer outcomes and
greater suffering for rural and remote
patients generally. It also leads to a greater
overall burden of disease within the
community and potentially avoidable costs
for health services.
Telecommunications technologies can
help physicians to deliver specialist services
to patients who are located in rural and
remote communities. The telehealth
conference can take various forms. The
consultation may involve only the patient
and the physician, being just a variant of
the usual form of consultation between
physician and patient. It may also involve
a patient together with a GP or other
healthcare professional consulting via
video-link with a medical specialist. In
this case, the GP or other allied health
professional can assist in the consultation,

Different forms of consultation may be
appropriate at any given time. Thus, the
initial encounter with a patient may be a
face-to-face consultation, while subsequent
consultations may be carried out via
videoconferencing, either with or without
an accompanying healthcare professional.
The appropriateness of telehealth in
any given situation will depend on the
scope of the particular consultation, the
particular specialty and the illness(es).
Telehealth is more likely to be suitable
for consultation and cognitive specialties,
and less so for examination-based,
investigative or procedural specialties
which require direct consultation. Even in
these latter specialties, telehealth may be
an appropriate means of following up after
procedures or investigations have been
carried out, or to exchange information
during the diagnostic or treatment stages.
A broad range of medical specialities
in Australia are already involved in
the delivery of medical care by way of
telehealth. Some examples of specialties
currently utilising telehealth in Australia
include:1
•
•
•
•
•
•
•
•
•
•
•

Paediatrics
Endocrinology
Cardiology
Geriatrics
Clinical Pharmacology
Rehabilitation
Nephrology
Oncology
Dermatology2
Palliative care3
Neurology.4

The patient’s venue may be a room at a
GP clinic or other location that is both
private and secure. Consultations may
also occur in clinics, aged care facilities,
Aboriginal Medical Services, patients’
homes or hospital wards.
Videoconferencing is currently the
focus of Commonwealth discussions,
but telehealth encompasses the use of
any telecommunications technology to
provide health services to a patient in
another location. Thus, telehealth also
encompasses teleconferencing using
standard telecommunications equipment.
It may involve specifically designed

equipment that can, for example, measure
the performance of a patient’s pacemaker.
It can even involve, as is done in a couple
of remote paediatric wards in Queensland,
mobile wireless units ‘dressed up’ as
robots. The technology, however, can
be as low key as the transmission of an
image taken from a mobile phone. The
possibilities of teleconference consultations
are also being explored.
Some scenarios in which physicians
could consult with patients via telehealth
include:
Scenario 1
C is a patient with epilepsy who requires
regular consultations to monitor response
to anti-epileptic medication. C lives
in Narromine and has been under
the management of a Sydney-based
neurologist. C could go to a local clinic
to attend a videoconference with the
neurologist in their rooms.
Scenario 2
B is an Aboriginal person with diabetes
living in Cape York. English is B’s third
language, and B is not comfortable
speaking English in medical consultations.
Videoconferencing between Cape York
and Cairns is available on a weekly basis.
Instead of travelling to Cairns or waiting
for an outreach service to arrive, B could
attend a videoconference with the
assistance of an Aboriginal health worker.
Scenario 3
D is a dialysis patient in a rural setting
with complications involving the AV
fistula site. A photograph of the problem,
along with clinical information, could be
transmitted to a metropolitan hospital,
which could schedule surgical intervention
the following week, without the patient
or family needing to attend multiple
outpatient clinic appointments (which are
coordinated for the one visit).
While the full potential of telehealth
is yet to be explored, developments
in Australia and overseas indicate that
its potential is enormous. Discussions
with the department to enable patient
reimbursement for telehealth consultation
are currently progressing and will be
concluded in the near future.
Dr Les Bolitho
President-Elect
See page 12 for references.
RACP News April 2011

11

Rural and Remote Medicine

RURAL HEALTH AND
CONTINUING EDUCATION
SUB-PROGRAM STREAM ONE
The Royal Australasian
College of Physicians is
proud to have been selected
to manage and administer
the Program Management
Unit (PMU) of the Australian
Government’s new Rural
Health and Continuing
Education Sub-Program
(RHCE) Stream One.

T

his important new program,
which replaces the previous
Support Scheme for Rural
Specialists (SSRS), has been
developed to provide education
opportunities that support CPD for
individual specialists, as well as groups of
specialists, in rural and remote locations in
Australia.
‘Based on the College’s successful
management of the previous rural CPD
program, Support Scheme for Rural
Specialists, the Committee of Presidents of
Medical Colleges selected the College to
manage the RHCE Stream One Program
on behalf of the Commonwealth,’
according to Mr Sasha Grebe, RHCE
National Director and RACP Director,
Professional Affairs & Advocacy. ‘The
RHCE Program is a great opportunity for
Specialist Medical Colleges to coordinate
multidisciplinary-team, inter-college
collaborative and sustainable rural-focused
CPD programs.’
Access to CPD is vital in supporting rural
workforce retention and in reducing
professional isolation as it provides
clinicians with systems and networks
to maintain clinical and professional
standards. RHCE Stream One will address
the specific challenges of lifelong learning
in rural and remote settings and will
enhance the quality of services provided to
these communities.
Administration of this program, along
with the administration on behalf of
the Commonwealth of the $80 million
Specialist Training Program (STP),
demonstrate that the RACP is viewed as a
capable and professional administrator by
government.

About RHCE Stream One
RHCE Stream One is funded by the
Department of Health and Ageing until
12
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June 2013 and is managed by the
Committee of Presidents of Medical
Colleges (CPMC) with the PMU
responsible for day-to-day management.
The primary objective of RHCE Stream
One is to deliver CPD to medical
specialists who are living and working
in rural and remote areas of Australia.
Under this program there are two distinct
funding components:
• funding available for individual
specialists who want to access CPD
• funding for projects to deliver CPD
activities.
The total amount of funds available for
grants is $4,415,140 (GST exclusive).
‘The Commonwealth and the CPMC
evaluation committee have placed a
priority on the provision of continuing
education as part of an inter-professional
learning framework,’ said Mr Grebe.
‘RHCE Stream One encourages, where
possible, projects that address the CPD
needs of the specialist service delivery
team, and therefore under the RHCE
Stream One funding criteria, projects
with a multi-disciplinary focus will have
priority.’

Funding Round One
The first round of applications to receive
funding under RHCE Stream One was
announced in January 2011.
More information on these projects
can be found at the RHCE Stream One
website: www.ruralspecialist.org.au.

Information on the remoteness
classification of any town or community
in Australia can be found through ‘Map
Locator’ available online at the Australian
Government’s DoctorConnect website:
www.doctorconnect.gov.au/internet/
otd/publishing.nsf/Content/Locator.
International Medical Graduates (IMGs)
who are undertaking Specialist Medical
College requirements for specialist
recognition following assessment by the
College via the Australian Medical Council
Specialist Assessment Pathway are also
eligible to apply.

RHCE Stream One Guidelines
and Applications
For more information on RHCE Stream
One or to access RHCE Stream One
Guidelines and Application Forms to
apply for funding, please visit the RHCE
Stream One website www.ruralspecialist.
org.au or contact the RHCE Program
Management Unit:
Tel: 02 9256 5419
Email: admin@ruralspecialist.org.au
To be provided with the latest information
and funding opportunities, subscribe to
the RHCE eNewsletter.
For more information, please contact
Caroline Higgins, RHCE Program
Manager, at:
Caroline.Higgins@ruralspecialist.org.au.
References for article,
‘Advantages of Telehealth’
1.

See generally: www.health.qld.gov.au/qhcss/
telehealth/patients/helping.asp.

2.

Moffatt J, Eley D (2010). The reported
benefits of telehealth for rural Australians.
Australian Health Review; 234:276–281. Table
1 lists some telehealth services in Australia
(paediatrics, endocrinology, radiology,
dermatology, nephrology, ophthalmology,
palliative care, psychiatry, obstetrics and
gynaecology, surgery.

3.

See www.healthnetworks.health.wa.gov.au/
cancer/home/telehealth.cfm; see also Moffatt
J, Eley D (2010). The reported benefits of
telehealth for rural Australians. Australian
Health Review; 234:276–281. Table 1.

4.

This is the subject of a current investigation:
see www.broadband.unimelb.edu.au/main.
php?id=442 (describing the ‘Telestroke’
study).

Funding Round Two
Calls for applications for Funding Round
Two for both project and individual
grants will open at the end of March and
close on 13 May 2011.
Are you eligible to apply for an RHCE
individual CPD grant to access CPD?
Grants of up to $10,000 are available to
rural and remote medical specialists to
support up to five days of CPD activities.
A rural and remote specialist is defined
as a specialist working in RA2 (inner
regional), RA3 (outer regional), RA4
(remote) and RA5 (very remote) areas
of Australia as defined by the Australian
Standard Geographical Classification—
Remoteness Areas (ASGC-RA) system
categories.

STP ROTATION IN QUEENSLAND
OUTREACH PROGRAM

S

pecialist Training Program (STP)
trainees in paediatric endocrinology
will have the opportunity to work in
a range of regional, rural and remote
settings across Queensland, as part of a new
rotation program begun this year at Mater
Health Services, Brisbane.
STP supervisor Dr Andrew Cotterill said the
Outreach Program has initiated a two-year
rotation in locations including Townsville,
Rockhampton, Gladstone, Bundaberg,
Toowoomba, Logan and, eventually,
Longreach. ‘It is an important concept
that will reduce centralisation of resources
and reduce the travelling for families, and
provide support for paediatricians in regional
centres in a manner they would like,’ he
said. ‘Working in partnership with teams in
their own environment gives you a humble
appreciation and changes your perspective
about what is possible.’

What supervisors and
trainees say
The following comments on the STP
experience in regional, rural and
remote settings were made in the STP
2010 Preliminary Evaluation Report:
‘Provides trainee with experience of
issues faced by a rural population
including lack of resources and access
to services.’
		
Supervisor
‘[Provides] one-on-one consultant
teaching supervision every day and
extensive exposure to high-tech
medical and surgical procedures
not seen in Metropolitan teaching
hospitals.’			
Trainee
‘Provide[s] a generic rural and remote
teaching program with strong
emphasis on improved care for rural
and remote Aboriginal communities.’
		
Supervisor
‘[STP trainees] on visits to rural and
remote largely Aboriginal settlements
in the Top End of the NT. This

Dr Andrew Cotterill

The training currently cannot be based
full time in regional areas as there
aren’t the facilities to accommodate the
full endocrinology training required.
The development of regular links with
paediatricians to develop support networks
could help with this, Dr Cotterill said.
STP paediatric endocrinology trainee
Dr Sudeep is completing her two-year
rotation in the Outreach Program, working
in a regional hospital supported by health
professionals, including paediatricians
and nursing staff. So far she has found it a
valuable experience.
‘It helped us to understand the limitations
of regional areas in terms of specialist
follow-up, for example, endocrine testing
for some patients, and also to build a
partnership with multidisciplinary teams
in those centres,’ she said. ‘It helps
us strengthen our bond with regional
paediatricians.’

provides a unique exposure to
Aboriginal medicine and ambulatory
paediatrics and allows the trainees
to experience the conditions in
Aboriginal communities first hand.’
		
Supervisor

One challenge Dr Sudeep has found is
the lack of experienced multidisciplinary
staff, such as dietitians and psychologists,
specialised in dealing with the important
issues her patients’ families are faced with.
‘[There is] isolation of these families
with children who have a rare disorder,
for example, Turner’s and Prader Willis
Syndrome,’ she said. ‘It would be good if
they had a chance to meet other families
in the clinics at tertiary centres.’
Funding for allied health professionals to
join the Outreach Clinic team would help
with these issues.
‘We have an educator but a psychologist
coming over once or twice would be an
added advantage.’
Louise Young
Project Officer, Specialist Training Program

RURAL SUPPORT
LOADING
FUNDING SCHEME
Rural and remote physician training
will receive a boost under the Specialist
Training Program’s (STP) Rural Support
Loading funding scheme, with funding
for up to $22,000 (GST Inclusive)
pro-rata full-time equivalent (FTE) per
annum available for supporting trainees
in inner regional, outer regional,
remote or very remote Australia.
The funding scheme can assist
trainees with costs related to travel,
relocation and accommodation,
as well as information technology
requirements, such as establishing
internet broadband access and
videoconferencing facilities. Funding
can also go towards attending training
courses, meetings and conferences,
ensuring that non-metropolitan-based
trainees don’t miss out on these
educational opportunities.
Application Round One opened in
February, and attracted more than 40
submissions from the 188 STP positions
administered by the College. A second
application round will open in August
for any sites that may have missed out
on Application Round One.
STP is an initiative of the Department
of Health and Ageing (DoHA) to
increase training opportunities for
medical specialists in expanded
healthcare settings, including rural
and remote, private healthcare and
community care. The College is
providing administrative and financial
management for 188 physician posts
for 2011–2013, and is also developing
enhancement support projects to
ensure that the quality of training
resources in expanded healthcare
settings is equivalent to those available
in major teaching hospitals.
For more information,
email stp@racp.edu.au or visit
our website at
www.racp.edu.au/page/stp.
Louise Young
Project Officer
Specialist Training Program
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RACP WELCOMES NEW DEAN,
PROFESSOR RICHARD DOHERTY

I

am pleased to announce the
appointment of Professor
Richard Doherty FRACP as
Dean of the RACP. Richard
will take up this appointment fully
from mid 2011, but will participate
in a range of College activities,
including the Dean’s Welcome
meetings, the first for this year
having been held in March.

as an accredited RACP supervisor
for PREP and Advanced Trainees,
as a co-opted RACP examiner and
as current Chair of the Australian
Medical Council’s Board of
Examiners. Previously, he was active
in other College roles, including
as a member of the Victorian State
Committee and the Infectious
Diseases SAC.

Richard has been very active in the
area of postgraduate education

Richard is Head of Paediatric
Infectious Diseases at Southern

Health and has been a Professor of
Paediatrics at Monash University
since 1994.
Richard brings vast experience
and expertise in education to the
College. I know you will extend
him a warm College welcome and
assistance as he settles into this
very important role.
Dr Jennifer Alexander
CEO

Professor Richard Doherty
Professor Doherty joined the AMC’s
Board of Examiners in 1999 and has held
the position of Chair of the Board since
November 2006.
‘My AMC role has meant that I have been
closely involved in a range of issues with
the implementation of the COAG National
Registration and Accreditation Scheme
over the last few years,’ Professor Doherty
said.
‘The implications of these changes in the
landscape of medical practice in Australia
will continue to unfold for the College into
the future.’
Professor Doherty had a significant role
in medical curriculum development at
Monash as Co-chair of the MBBS course
management committee from 1999 to
2006 and was Associate Dean for Teaching
Hospitals in the Monash Faculty of
Medicine, Nursing and Health from 2006
to 2009.
As a strong advocate for professional
development, the new Dean of the
Royal Australasian College of Physicians,
Professor Richard Doherty, has laid out his
priorities for the College, highlighting the
External Review of Assessment as a key
challenge.
Professor Doherty has been a Professor
of Paediatrics at Monash University since
1994 and is Head of Paediatric Infectious
Diseases at Southern Health. Previously,
Professor Doherty was the Deputy
Director of the Macfarlane Burnet Centre
for Medical Research and a paediatrician
at the Royal Children’s Hospital in
Melbourne. He was the Medical Director
of the Children’s Program of Southern
Health Care Network from 1997 to 2001.
14
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Professor Doherty undertook his original
training in infectious diseases at Harvard
University and the Children’s Hospital,
Boston as a Harkness Fellow of the
Commonwealth Fund, New York.
‘My interests in academic medicine include
clinical care of children with impaired
immunity, clinical and basic research into
retroviral and herpes virus infections,
effectiveness of hepatitis vaccine programs
for children and organisation of paediatric
clinical services in a tertiary level hospital.’
Professor Doherty has been intrinsically
involved in College matters over the last
20 years as a tutor, accredited supervisor,
co-opted examiner and member of the
Victorian State Committee and the SAC in

Infectious Diseases at various stages.
‘It has been a great source of pride
over the years to see trainees start in
Basic Training and progress through to
substantial career positions as independent
experts in their fields: perhaps this simply
marks me as a member of the old guard.’
One of Professor Doherty’s first tasks in the
College will be to assist with the conduct
of the External Review of Assessment.
‘The new regulatory environment
requires that the College’s educational
processes be accredited and the 2010
AMC accreditation process has identified
the proposed review as a key step in our
accreditation task list.
‘Any external review of our assessment
processes will examine the relationship
between curricula and assessment: terms
such as blueprinting, sampling, validity,
reliability and standard setting will become
second nature to those of us involved in
preparation for the review over the next
eight months.
‘This will be a big task, but recommendations arising from the review will be
extremely helpful for integrating formative
and workplace-based assessment into
the College’s education and assessment
processes.
‘I am looking forward to the challenge.’

GREAT START TO THE DEAN’S
WELCOME MEETINGS – A SUCCESSFUL
LAUNCH IN MELBOURNE AND HOBART

M

elbourne launched the first
of the 2011 Dean’s Welcome
meetings on Monday,
7 March, at which the new
Dean, Professor Richard Doherty, was
introduced along with the new Director
of Education, Dr Marie-Louise Stokes.
The purpose of the Dean’s Welcome
meetings is to give first-year Basic and
Advanced Trainees and their supervisors an
opportunity to network and find out more
information about the programs they are
starting for the year. This year, the Faculties
of Public Health, Rehabilitation Medicine
and Occupational and Environmental
Medicine were also invited.
Coupled with the MyCPD Workshop
for Fellows, the evening was very well
attended, with over 140 people passing
through the RACP Victoria Office. The
group split into two groups covering
Basic and Advanced Training for programspecific information and then re-formed
to ask questions of their new Dean and
Director of Education, Advanced Training
staff and Medical Education Officers.
Wine and cheese followed the
presentation, with Basic Trainees in
particular introducing themselves to their
new Dean and showing enthusiasm for the
program they had just commenced.

Hobart was the next meeting on
Wednesday, 9 March, which was held at
the beautiful Old Woolstore Apartment
Hotel. The Tasmanian Fellows and trainees
always put in an impressive effort and their
hospitality is appreciated.

Dr Emma Mitchell, BPT1; Dr Lloyd Nash, CTC representative; Dr Marie-Louise Stokes, Director of Education;
and Dr Kaspar Willson and Dr Robert Anderson, BPT1s

We wish to thank all those who attended
these evenings. Special thanks go
to Professor Richard Doherty and Dr
Marie-Louise Stokes for their enthusiastic
participation and contribution so soon
after their appointment to their positions
at the College.
Emma Cunningham
Manager, Victorian State Office

Professor Richard Doherty, Dean, with Basic Physician Trainees (BPT1s) Pradeep Balakrishnan, Dr Chan
Wen Yong, Dr Ming Khin Lim, Dr Susan Wang and Dr Ignatius Soon
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THE NEW FACE OF
EDUCATION SERVICES

T

wo thousand and eleven marks
an important year in education
at the College and already there
have been a number of significant
changes. The Education Deanery has been
renamed Education Services. The name
change reflects the College’s core business
of education as well as service provision to
Fellows and trainees across the breadth of
the College’s education and continuous
professional development programs.
The Education Services team is made up
of skilled professional staff with expertise
in a range of areas (see below). The
Education Services team works together
with Fellows and trainees through the
College’s education committees as well
as in new program development and
implementation. The team is led by the
Director of Education, Dr Marie-Louise
Stokes, who will work closely with the new
Dean, Professor Richard Doherty.

the portals and tools; developing new
formative assessment tools and online
portals for the Divisional Advanced
Training programs, Chapters and
Faculties, as well as enhancements to the
Basic Training online tools and portal;
conducting the External Review of
Assessments; publishing the new curricula
for Advanced Training and reviewing
the Professional Qualities Curriculum
(PQC); developing and refining Education
Policies; and developing PREP Program
Requirement Handbooks.

Trainee Education Programs

Dr Julie Gustavs, Manager, Education
Development, Research and Evaluation

Within Education Development, Research
and Evaluation are five units:
• Education Program Development
is responsible for the innovation,
development, review and
implementation planning of RACP
education programs.

This portfolio consolidates the key
operational delivery and coordination
of training for all Division and Chapter
trainees in Basic and Advanced Training.
Three areas of special focus are the
accreditation of training sites, the delivery
of the Divisional Written and Clinical
Examinations, and enhanced support for
trainees in difficulty.

• eLearning Design and Development
is responsible for the electronic
learning environments and resources
that support the RACP education
programs, incorporating the
educational needs of trainees and
Fellows.

Dr Marie-Louise Stokes, Director of Education

The Education Services department is
structured into three portfolios.

Education Development, Research
and Evaluation
This area focuses on the nexus between
evidence-gathering through the conduct
of research and evaluation and the
use of this evidence in the design and
development of sound educational
approaches to physician training.
Underpinning these processes is a focus
on developing clear policy frameworks as
well as ensuring that the RACP continues
to meet, if not exceed, the expectations of
accreditors, the Australian Medical Council
(AMC) and the Medical Council of New
Zealand (MCNZ).
16
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• Education Policy and AMC develops
education policies which underpin the
educational programs at the RACP
as well as coordinates the College’s
accreditation processes for the
Australian Medical Council and the
Medical Council of New Zealand.
• Assessment Development reviews,
evaluates and improves the
development of formative and
summative assessments.
• Education Research and Evaluation
systematically monitors and
evaluates key educational areas to
ensure that decisions about the design
of and improvement to the educational
approaches adopted by the College
are based on evidence from the
medical education literature and reflect
feedback from Fellows and trainees.
The key goals for Education Development,
Research and Evaluation in 2011 include
evaluating the PREP Program and
facilitating increased consultation around

Dennis Sligar, Manager,
Trainee Education Programs

Trainee Education Programs comprises
seven units:
• Basic Training supports the trainees,
supervisors and DPEs of the Divisional
Basic Training Programs.
• Advanced Training (two units)
supports the trainees and supervisors of
the Divisional and Chapter Advanced
Training Programs: 62 separate training
programs across 30 specialties.
• Assessment plans, organises, supports
and implements the Divisional
summative assessments, the Written
and Clinical Examinations.

• Site Accreditation coordinates the
accreditation of training settings across
Basic and Advanced Training.
• Training Support is a new unit created
to further develop and implement the
Trainee in Difficulty process.
• CTC provides support for the
College Trainees Committee (CTC),
and coordinates Independent Reviews
of Training (IRT).
The focus for Trainee Education Programs
in 2011 is the implementation of the PREP
Program; standardising and consolidating
operating procedures and processes across
all areas; providing advice and support
to trainees, supervisors, Faculties and
committees; improving site accreditation
operations; and providing enhanced
support for trainees in difficulty.

Fellows Learning Support
This area aims to assist Fellows with their
ongoing learning and development of
their professional qualities and to assist
Overseas Trained Physicians (OTPs) by
supporting and guiding them through their
assessment. A key focus is to establish and
strengthen links with key stakeholders, and
to learn as much as possible about what
Fellows and OTPs expect from the RACP in
relation to their learning and assessment.

• Overseas Trained Physicians (OTP)
manages the assessment of OTPs who
wish to work as specialists in Australia
and become Fellows of the RACP, and
handles applications for Specified
Training for International Medical
Graduates (IMGs) and OTPs who wish
to train for up to two years in Australia.
• Supervisors Learning Support equips
supervisors through the development
and implementation of workshops and
other resources.
In 2011, Fellows Learning Support
will be working towards improving
communication with OTPs and key
stakeholders, supporting the Medical
Education Officers (MEOs), developing
additional resources and an accreditation
process for supervisors, strengthening
support for Fellows completing mandatory
CPD, working closely with the Professional
Affairs and Advocacy and Fellowship
Relations departments as they carry out
the Fellowship segmentation study, and
contributing to the Supporting Physicians’
Professionalism and Performance
(SPPP) project.
Education Services team

NEW EDUCATION
POLICIES RATIFIED
The College Education Committee
ratified the following policies in
November 2010, effective immediately.
These policies define the requirements
for Australian and New Zealand trainees
enrolled in the Physician Readiness
for Expert Practice (PREP) Advanced
Training Program.
• PREP Program: Case-based
Discussion (CbD) This policy
supports the CbD tool, which is
used as a formative assessment to
help PREP program trainees improve
clinical decision making, clinical
knowledge and patient
management, and to guide the
trainee’s learning through structured
feedback.
• Revised PREP Program: Learning
	Needs Analysis (LNA) This policy
has been revised to be applicable for
both Basic and Advanced Training
and now includes details about
interrupted trainees and trainees
in their third year of Basic Training.
The online LNA provides a
framework to enable trainees to
tailor learning according to their
needs and progressively build on
previously acquired knowledge and
skills to achieve the level of learning
required.
• Revised PREP Program: mini
Clinical Evaluation Exercise
(mini-CEX) This policy has been
revised to be applicable to Basic and
Advanced Training and now includes
details about interrupted trainees
and trainees in their third year of
Basic Training. The mini-CEX is a
workplace-based assessment
consisting of an observed clinical
encounter with a patient.

Keith Johnstone, Manager, Fellows Learning Support

There are three units in Fellows Learning
Support:
• Continuing Professional
Development (CPD) manages the
College’s CPD programs, namely
MyCPD, and supports the MyResources
Gateway.

To read these policies, please go to
www.racp.edu.au/page/educationpolicies or contact educationpolicy@
racp.edu.au.
Holly Moraes
Executive Officer, Education Policy &
AMC Accreditation
Education Services
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PREP ADVANCED TRAINING:
RESOURCES FOR TRAINEES AND
SUPERVISORS IN 2011
immediately after the observation. The
results of the assessment are submitted
using the online tool.

Communication of 2011 PREP
Advanced Training requirements

Genevieve Foster, Will Bennett and Erin Murphy showing the new Advanced Training curricula booklets

T

his year sees the launch of the
new PREP Advanced Training
programs for Division, Chapter
and Faculty trainees and
supervisors. A staged approach is being
used for the rollout of PREP Advanced
Training formative assessment and
teaching and learning tools. These tools
are described below.

Curricula booklets
The majority of Advanced Training
specialty groups have developed
comprehensive curricula documents,
which are available on the RACP website
www.racp.edu.au/page/advancedcurricula and have been distributed in
hard copy to Advanced Trainees and
supervisors. Curricula should be used
to plan learning over a rotation, to map
progress within a training program, and
to determine the level of knowledge, skills
and attitudes graduates of the training
program are expected to attain.

Advanced Training Portal
The Advanced Training Portal is the
eLearning environment designed to
support Advanced Trainees in their PREP
AT program. The initial launch of the
Advanced Training Portal for Advanced
Trainees and their supervisors in Division
and Chapter training programs occurred
on 28 February 2011. Upgrades,
additions and enhancements to the
Advanced Training Portal will be released
progressively throughout 2011.
Advanced Trainees will be able to access
and use each of the PREP Advanced
Training tools via the portal. The trainee’s
overview page will present a summary
of each of the tools undertaken by the

trainee for each year of training.
The supervisor homepage within the
Advanced Training Portal contains
information about the trainees whom
the supervisor is supervising. It contains
a list of the Advanced Trainees, a link to
a summary of completed tools for each
trainee and a link to an overview page for
each trainee, summarising their training
details.

Learning Needs Analysis
The Learning Needs Analysis supports
the teaching and learning process of
a trainee during a training period. For
each training period, a trainee creates a
learning plan using the online tool. At
the conclusion of the period, the trainee
revisits their learning plan to perform a
self-evaluation of their achievements and
identify areas to focus on in the future.

Case-based Discussion
A Case-based Discussion (CbD) encounter
involves a comprehensive review of
clinical cases between an Advanced
Trainee and an assessor. The trainee is
given feedback from the assessor across
a range of areas relating to clinical
knowledge, clinical decision making
and patient management. The results of
the assessment are submitted using the
online tool.
Mini-Clinical Evaluation Exercise
(mini-CEX)
A mini-CEX encounter involves a trainee
being observed in their workplace
consulting with a patient. The trainee is
given feedback across a range of areas
relating to professional attributes and
clinical competence from an assessor

A number of initiatives have been
developed to inform Advanced Trainees
and supervisors of the 2011 PREP
Advanced Training requirements.
Information and resources distributed
to Advanced Trainees and supervisors
across the Divisions, Faculties and
Chapters include an informative PREP
DVD and resources to support the use
of the Learning Needs Analysis, Casebased Discussion and mini-CEX. Online
resources for supervisors and trainees
designed to provide instruction in the use
of the Case-based Discussion assessment
are in development. Additional online
resources will become available
throughout the year.
A suite of webpages has been created
for each Advanced Training specialty
to provide detailed information on the
requirements and available resources for
each program. The webpages can be
viewed on the RACP website by following
this link: www.racp.edu.au/page/
atspecialties.

PREP workshops
The Dean’s Welcome Meeting series
recommenced in March and will continue
in April (see report on the first meeting
for the year on page 15). These are
an initiative of the College Trainees
Committee for both new and existing
trainees, and will be held in various
locations in both Australia and New
Zealand. Supervisors and interested
Fellows are also welcome to attend.
Attendees will be given an overview
of the PREP training programs and will
have an opportunity to participate in
workshops on either PREP Basic Training
or PREP Advanced Training and to
engage in informal question and answer
sessions. Participants at the Dean’s
Welcome Meetings will receive the 2011
PREP DVD.
Medical Education Officers are available
in each Australian state and in New
Zealand to provide on-the-ground
support and advice to trainees and
supervisors on the use of the Advanced
Training Portal and other online tools.
RACP News April 2011
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Education

For information on upcoming workshops,
please go to: www.racp.edu.au/
page/educational-and-professionaldevelopment/supervisor-support.

PREP Advanced Training: Faculties
Online portals to support the PREP
Advanced Training programs for the
Faculties are now in development.
These will be similar in style to the
Advanced Training Portal and will serve

as a gateway to the online formative
assessment and teaching and learning
tools tailored for the Faculty Advanced
Training programs. The Faculty training
portals and online tools will be released
throughout 2011.

program will commence in 2011, and
we are hoping that 2012 will see the
development and release of online
progress reports, Multi-Source Feedback,
the Professional Qualities Reflection tool,
logbooks and research projects.

PREP Advanced Training: 2012

Genevieve Foster and Erin Murphy
Curriculum Development Officers
Education Services

Planning on the design and development
of the tools and resources for the next
phase of the PREP Advanced Training

RELEASE OF FRACP WRITTEN
EXAMINATION PAPERS

T

he Written Examination
Committees have recently
implemented a change in the
format of the release of questions
from past written examination papers.
This change in format is aimed at
improving the educational usefulness of
the material released. From this year on,
a subset of questions from past papers
will be released, together with a syllabus
description pertinent to the remaining
questions, rather than the verbatim text
of all of the questions and the answer
choices. The reasons behind this change
are as follows.
Traditionally, the Written Examination
Committees have reused some past
questions in papers in order to gauge
the difficulty of the papers from one
year to the next. This led to the practice
of candidates from large institutions
remembering questions and pooling

these to produce fairly good facsimiles
of the original papers. This process
gave easier access to past questions to
candidates from large institutions, and in
the interests of fairness, the Committees
made the decision to release the papers
in their entirety. It should be noted that
reused (marker) questions were never
more than a small subset of any given
paper.
The syllabus for the Written Examination
is much broader than the individual facts
tested in any one paper. The release
of past papers has meant that some
candidates have spent a disproportionate
amount of time concentrating on the
minutiae of the past questions rather than
covering the syllabus more broadly. For
the last two years, any questions reused
from past papers (marker questions)
have not contributed to the score in the
Written Examination. Unfortunately, in

spite of this, many candidates continue
to have an inordinate focus on the past
papers.
For these reasons, the majority of
questions used in past papers will now be
released in the form of a short statement
that covers the syllabus area examined by
the question. This will provide a genuine
guide to areas that are likely to be
assessed in future Written Examinations.
It is hoped that this change will assist
candidates in their preparation for the
Written Examination.
Leo Davies
Chair, Assessment Committee
Rodger Laurent
Chair, Adult Written Exam Committee
Mike Starr
Chair, Paediatric Written Exam Committee

SUPERVISOR WORKSHOPS
The Education Services Department (formerly known as the Education Deanery) will be conducting a substantial number of supervisor
workshops in 2011, mostly to be held in conjunction with Specialty Society annual scientific meetings. These workshops will be Advanced
Training focused and will provide up-to-date information for supervisors on PREP AT specialty-specific requirements and overall support for
supervisors.
Medical Education Officers will also be running workshops throughout 2011 in each state and in New Zealand. These workshops aim
to educate and support trainees, supervisors and Fellows on relevant College programs and will cover content specific to both Basic and
Advanced Training programs, including specific assessment tools, Portal Navigation and myCPD requirements.
The Physician Educator Subcommittee will also be holding two DPE workshops in 2011 on 11 May and 21 October.
Dates and details of all workshops will be announced as they become available and can be found at www.racp.edu.au. Please email
supervisor@racp.edu.au if you have any other enquiries.
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OPENING OF FELLOWS’ ROOM AT
145 MACQUARIE STREET

Photographs by Mr Anthony Wall.

T

he first Fellows’ Room in the
College was opened on 15 March
2011 by John Kolbe, College
President, in the presence of
guests from the Canadian Royal College
of Physicians and Surgeons. The room has
been fully fitted out with workspaces and
comfortable lounge furniture in keeping
with the Victorian style of the building.
Coffee and tea facilities are also available.

The College proposes that this will be
the first of a number of such facilities for
Fellows across Australia and New Zealand.
Next month the New Zealand Fellows’
Room will also be opened at 99 The
Terrace, Wellington, thereby ensuring that
Fellows on both sides of the Tasman will
have somewhere to take time out before
heading back to their places of work or
home.

All College Fellows are warmly invited to
take a moment to pop in and view the
facilities, take longer to relax with other
Fellows, or simply catch up on work while
waiting to attend meetings in the College
or elsewhere in Sydney. If you are waiting
to check into a hotel or to leave for the
airport, you are very welcome to make
yourself at home.

We hope as many Fellows as possible will
take the opportunity to view the Fellows’
Room in Sydney. We encourage feedback
and will do all that we can to respond if
there are additional facilities you think we
should consider.
Ruth Anderson
Director Fellowship Relations and New
Zealand Manager
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Adolescent and Young Adult Medicine

DEVELOPMENTS IN ADOLESCENT
AND YOUNG ADULT MEDICINE

I

n recent years, the College has
been considering a number of
issues relating to adolescent health,
including the development of a
curriculum and an Advanced Training
program in this field.
The Joint Adolescent Health Committee
(JAHC) was established by the Adult
Medicine Division and the Paediatrics
& Child Health Division to develop,
coordinate, implement and monitor
the interests and activities relating to
adolescent health within the Divisions.

noted that there was increasing interest
amongst trainees to train as adolescent
physicians.
The JAHC therefore proposed that
an Advanced Training framework be
developed for training in Adolescent and
Young Adult Medicine. This was approved
by the College and a subcommittee of the
JAHC was formed to develop the Advanced
Training curriculum. This important
work was led by Dr Donald Payne. The
Advanced Training curriculum was finalised
and ratified by the College Education
Committee in late 2010 (see www.racp.
edu.au/page/advanced-curricula).

collaboration with other agencies working
both inside and outside the health system.
It is anticipated that, by the time you
are reading this, a Specialist Advisory
Committee (SAC) in Adolescent and Young
Adult Medicine will have been established
to oversee all aspects of the Advanced
Training program in Adolescent and Young
Adult Medicine. The training program will
commence from 2012.

In 2007, the JAHC recognised that the
field of Adolescent Health was growing,
with a number of adolescent services/
departments being established across
Australia and New Zealand. It was also

The aim of this curriculum is to train
Adolescent and Young Adult Medicine
specialists who will not only become
excellent clinicians, but who will also
become leaders in this field of medicine,
advocating for the health of adolescents
and young adults and influencing policy
at local, state and national level. This is
reflected in the structure of the curriculum,
which highlights the clinical knowledge
and skills required to be recognised as
a specialist, as well as those needed for
successful leadership, advocacy and

The curriculum has deliberately been
developed and written for trainees wishing
to work as specialists in Adolescent
and Young Adult Medicine. However,
the College recognises that, while all
physicians work with adolescents and
young adults, there are many who work
particularly closely with this group within
their specialist area (e.g. endocrinology,
respiratory medicine, rheumatology,
addiction medicine, oncology,
gastroenterology and so on). Once
established, the SAC in Adolescent and
Young Adult Medicine aims to work with
these specialties to incorporate aspects of
the Adolescent and Young Adult Medicine
Curriculum into their training curricula,
where appropriate.

Associate Professor Simon Clarke
Chair
Joint Adolescent Health Committee

Dr Catherine Yelland		
President
Adult Medicine Division

Dr Gervase Chaney
President
Paediatrics & Child Health Division

The Committee’s focus has been on
education, with one of its main objectives
being to promote opportunities for
RACP Fellows and trainees to acquire
knowledge and skills in adolescent health.
The JAHC was instrumental in developing
an adolescent medicine curriculum for
Basic Training for trainees in both Adult
Medicine and Paediatrics & Child Health.

WHY WE NEED TRAINING IN ADOLESCENT
AND YOUNG ADULT HEALTHCARE

A

Dr Jemma Anderson
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lthough well past adolescence
I still have very fond memories
of a doctor I saw at the age of
15. It was the first time I recall
seeing a doctor by myself. It was for
something minor, probably a cold or sore
throat, and very likely an excuse for trying
to get out of going to school. He was the
GP I had been seeing since birth but, on
this occasion, rather than looking to my
mother for the information, he looked
me in the eye and said, ‘Now that you’re
a bit older, it’s probably time you saw
the doctor by yourself’. He made short
work of getting Mum out of the room
(no mean feat) and then sat me down
and asked me why I had come to see
him. I recall feeling a bit nervous, quite

relieved (there were in fact a few things I
wanted to ask the doctor without Mum
in the room, thank you very much) and
quite a bit more grown up than when I
had walked in. With the passage of time
and my development past the stage of
adolescence and into adulthood, I began
to forget what it was like to be in the
throes of puberty, not a child but not yet
an adult, wanting to be supported but
also wanting, quite desperately, to be
taken seriously as an individual.
Adolescents and young adults are
a unique group of people who are
medically, developmentally and
cognitively distinct from their child or
adult counterparts and who therefore

require their doctors to take a different
approach. Though it may come as a
surprise to some people reading this,
the specialty of Adolescent and Young
Adult (AYA) Medicine has been around,
in one form or another, for over 60
years. In the first half of the 20th century,
adolescent health needs started to be
discussed amongst physicians in both
the United Kingdom and North America.
The American Academy of Paediatrics
convened its first adolescent health
symposium in 1941 and the first formal
adolescent medicine unit was created in
1951 at the Boston Children’s Hospital.
Since then, interest in the health of
adolescents and young adults has resulted
in the creation of multiple adolescent and
young adult medicine units worldwide,
including a number of centres in Australia
and New Zealand, to cater for the various
health needs of this particular group.
In 2003 the RACP established the Joint
Adolescent Health Committee (JAHC)
to develop, coordinate, implement
and monitor the interests and activities
relating to adolescent health within the
Divisions of the College and to give
advice on adolescent health issues. The
undoubted success of this Committee
has relied on collaboration between
the Divisions of Adult Medicine and
Paediatrics & Child Health as well as the
Chapters and Faculties of the College,
particularly those of Sexual Health and
Addiction Medicine.

The provision of
confidential healthcare
underpins all clinical
consultations with
adolescents and
young adults … for
adolescents and young
adults this is frequently
cited as a critical
point for positive
engagement with a
practitioner.
A major focus of the JAHC has been on
the development of a number of policies
to promote best practice in adolescent
and young adult health. Three such
policies have been developed over the last
few years, all of which are available on the

RACP website:
• Confidential Health Care for
Adolescents and Young People
• Routine Adolescent Psychosocial
Health Assessment
• Transition to Adult Health Services for
Adolescents with Chronic Conditions.
These policies provide a framework for
clinical interactions with adolescents
and young adults and are intended for
use by any clinician, adult or paediatric,
who finds themselves involved in the
care of this group. The policies focus
on key components of AYA medicine.
The provision of confidential healthcare
underpins all clinical consultations with
adolescents and young adults. Although
this is important for all patients, for
adolescents and young adults this is
frequently cited as a critical point for
positive engagement with a practitioner
(indeed, if I had thought that any of
what I told my family GP as a 15 year
old would have got back to my mother
without my consent, I would have
been as uncommunicative as, well, a
stereotypical adolescent).
Adolescents and young adults also
have particular psychosocial healthcare
needs which are encompassed in
the ‘Routine Adolescent Psychosocial
Health Assessment’ policy, providing
an important means of understanding
both the presence and the context of
risk behaviours and helping to promote
engagement between the physician and
their patient.
The policy, ‘Transition to Adult Health
Services for Adolescents with Chronic
Conditions’, arose from the needs of
the 90% of young people with chronic
conditions who survive through to
adolescence, and the practitioners
who support them. The transition from
family-oriented, developmentally focused
paediatric health services to more
independently oriented adult services
can be challenging. This policy offers
flexible and responsive guidelines with
which to plan the transition and transfer
of adolescents and young adults from
paediatric to adult health services while
maintaining the optimum health of
the young person and their faith in the
integrity of the healthcare system.

The training
curriculum has been
established not only
to train specialists
in AYA medicine,
but also to link with
trainees in other
adult and paediatric
subspecialities …
work with adolescents and young adults.
A policy on ‘Young People in Custody’,
a group of people with particularly
poor psychosocial and health outcomes
and specific healthcare needs, will be
launched at the RACP Congress in
Darwin.
Most recently, the Committee has
been active in producing an Advanced
Training Curriculum for Adolescent and
Young Adult Medicine which has now
been ratified by the College Education
Committee. The next step will be
the formation of a Specialist Advisory
Committee (SAC) in AYA Medicine to
oversee training. Advanced trainees will
be able to enrol in this program in 2012
(see article on page 22). The training
curriculum has been established not only
to train specialists in AYA medicine, but
also to link with trainees in other adult
and paediatric subspecialities who will
spend a significant proportion of their
time managing adolescents and young
adults. It is hoped that the new SAC and
curriculum will effect a change in the
way that adolescents and young adults
are managed in the healthcare system
and improve health outcomes for this
vulnerable group.
Physicians and paediatricians who work
with the AYA population will benefit from
the policies which have been developed
by the JAHC. To read the policies go to
the RACP website >> policy & advocacy >>
paediatrics & child health.
Dr Jemma Anderson
Paediatric Trainee Representative
Joint Adolescent Health Committee

The continuing work of the JAHC will
result in further policies to assist adult
physicians and paediatricians in their
RACP News April 2011
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HEAR FROM EXPERTS ON INDIGENOUS
HEALTH FROM AROUND THE WORLD
AT CONGRESS 2011

T

including the reduction of Indigenous
disadvantage, by targeting life
expectancy, child mortality, access to
early childhood education, educational
achievement and access to health
services,’ Mr Grebe said.

he 2011 Royal Australasian
College of Physicians Congress
will focus on one of the most
important and challenging
health issues facing Australia and New
Zealand: the health of Indigenous people
within our communities.

The Congress program will be offering
an extensive range of workshops and
plenary and concurrent sessions across
the four-day program. In addition,
there will also be an industry exhibition
complementing the education program.
With all College Faculties, Divisions
and Chapters strongly represented
at the Congress, key sessions include
‘From clinical practice to academia and
population health: Indigenous health
and trust—hard to win, easy to lose’ with
Professor David Simmons, ‘Indigenous
dementia’ with Associate Professor Dina
LoGuidice, and ‘Chronic disease in the
working population’ led by Associate
Professor Tim Driscoll.

The Congress will be held in Darwin for
the first time, from 22 to 25 May, with a
robust program focused on Indigenous
health and chronic disease. Importantly
the Congress brings together Australia’s
foremost experts from various fields
including 2011 Queensland Australian
of the Year, Associate Professor Noel
Hayman, Sir Mason Durie from Massey
University, New Zealand, and Dr Kerry
Arabena from the Lowitja Institute in
Darwin.
Issues around Indigenous health will be
explored from an Australian Aborigine
and Torres Strait Islander and New
Zealand Maori perspective, with health
reform, chronic disease and education
forming the basis of Congress discussions.
Director of Professional Affairs &
Advocacy, Sasha Grebe, has heralded the
Congress program as one of the most
important works of the College in recent
times.
‘The Congress theme, Take up the
Challenge: Indigenous Health and Chronic
Disease, compliments the work of the
College and our Fellows in Indigenous
health through initiatives including the
Close the Gap campaign,’ Mr Grebe said.
‘Given the significance of Indigenous
health in Australia and New Zealand, the
College has an opportunity to further
advocate for reform in this critical area.
‘In the Australian context there is an
enormous opportunity for the current
national health reforms to tackle
the legacy of some of the systemic
problems in the provision and delivery of
appropriate healthcare for disadvantaged
Indigenous communities through better
coordination of care across all the
healthcare settings and a reduced reliance
on hospitalisation.
‘The Congress program, as it currently
stands, is a testament to the important
work the College undertakes in this field.
We’re calling on all our members to
attend the Congress and participate in
discussions that we hope will continue
the way to dedicated change.’
Although death rates have improved
since the 1970s, there is still a
24
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disparity between the life expectancy
of Indigenous and non-Indigenous
Australians. Current figures suggest
that Indigenous men and women can
expect to live on average 17 years less
than other Australians, and Indigenous
children are two to three times more
likely to die before their first birthday
than other Australian children.
In New Zealand, Maori life expectancy
is at least eight years less than that
for non-Maori and the Sudden Infant
Death Syndrome mortality rate in New
Zealand is five times higher for Maori
infants than for non-Maori infants. The
main barriers to access to care for Maori
have been identified as a lack of financial
means, low health literacy and structural
barriers.
Cultural and financial factors and
distance have been established as key
barriers limiting Indigenous access
to mainstream services. Low levels of
access by Indigenous people to primary
healthcare settings and inadequate
government funding contribute to their
continuing poor health status.
‘Indigenous health, in the Australian
and New Zealand settings, is one of
the College’s biggest priorities and
we continue to focus on initiatives,

Other key sessions include addiction,
meaningful rehabilitation for Indigenous
people and engaging with Indigenous
communities, drawing upon professional
experience and past successes. The
Australasian Faculty of Occupational
and Environmental Medicine (AFOEM)
will hold numerous worksite visits from
Monday, 23 May.
Important College social events during
the Congress include the College
Graduation Ceremony, Joint Graduation
and Welcome Reception, Trainees’
Cocktail Party, Sunset Session, AFOEM
Dinner and the annual Congress Dinner
‘Under the Stars’, all allowing fantastic
networking opportunities.
The Congress is one of many initiatives
currently undertaken by the College
in tackling Indigenous health gaps.
The College is currently finalising its
Reconciliation Action Plan, a Board
initiative drafted by a working party
comprising College employees and
Fellows. The Action Plan seeks to
establish new relationships, and build
on existing relationships, between
Indigenous and non-Indigenous people
and organisations and to promote
opportunities for Indigenous people in
the College for training programs.
The Congress location provides the ideal
opportunity to experience Darwin and
its surrounds, including the Kakadu,
recognised as a World Heritage listed
place and a key element in one of
Australia’s great National Landscapes.

TAKE UP THE CHALLENGE:

Indigenous Health and Chronic Disease

EARLY BIRD REGISTRATIONS
Book early and take advantage of additional
savings. Register online from the Congress
website and secure your accommodation.

Early bird registrations close 04 April 2011

ANNOUNCEMENTS
For all the latest Congress news, please refer
to the announcement page on the website
regularly and keep watch for our regular
Congress email updates.

Join us for the RACP Congress 2011 in spectacular Darwin from 22 – 25 May 2011.
The Congress will examine the challenges of indigenous health and chronic disease over a 4-day
program and will feature outstanding keynote presentations from the following leading specialists:
Sir Mason Durie – Massey University (New Zealand)
Professor David Simmons – Cambridge University Hospitals NHS Foundation Trust (United Kingdom)
Associate Professor Noel Hayman – Inala Indigenous Heath Service (Australia)
Professor Zulfiqar Bhutta – Aga Khan University (Pakistan)
Professor Jonathan Carapetis – Menzies School of Health Research (Australia)
Professor John Boulton – University of Newcastle (Australia)
Professor Lars Gemzoe – Gehl Architects (Denmark)
Dr Tom Calma – Australian Government, Department of Health and Ageing (Australia)
Dr Kerry Arabena – Lowitja Institute (Australia)

For more information visit www.racpcongress2011.com.au
Or contact the Congress Secretariat at WaldronSmith Management
61 Danks Street, Port Melbourne, VIC 3207, Australia
T: +61 3 9645 6311 F: +61 3 9645 6322 E: racpcongress@wsm.com.au

DISCOVER THE TERRITORY
Stay a little longer and discover the natural
beauty of Darwin and the Territory. Whether
it be a sunset cruise on Darwin Harbour,
a blue water fishing adventure, a Tiwi Island
Cultural experience, a day visit to Litchfield
Park or Arnhem Land or a 4WD through
Kakadu, the Territory offers the quintessential
Australian experience.
Details of touring options are available on
the website – don’t miss your opportunity
for a truly memorable experience.
Images provided by NT Tourism
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Pole’s a part of remote medicine
He noted precipitating factors in the fly-in,
fly-out lifestyle in WA, the first Australian
State to have an increase in HIV infections
among heterosexual people.
‘All mobility increases the risk of spreading
diseases ... you fly here for a few weeks, you
have a very cheap flight to Bali—where 10
per cent of prostitutes at least are infected
with HIV—so there are many opportunities,’
Dr Maruszak said.
He said nutrition was a great area of need
in communities which lack fresh vegetables
and fruit.

Public health registrar Dr Hubert Maruszak visiting
Jigalong community

S

wabbing the eyes of 30 dogs for
samples in the December heat of
Jigalong Aboriginal Community
was worlds away from Dr Hubert
Maruszak’s everyday job in metropolitan
Sydney.
But that’s exactly why the Hedland Health
Campus public health registrar was there—
to experience something different.

‘We talk about the prevalence of diabetes
here—and people who need health food
choices—but they don’t have them,’ he
said.
‘In Jigalong, everything in the shop costs $5,
a can of Coke is $5 and one apple is $5.’

Dr Maruszak with Royal Flying Doctor Service
visiting remote Aboriginal communities in the
Western Desert

Originally from Poland, Dr Maruszak’s other
Australian adventures have included working
as the public health commander at Sydney
airport during the swine flu pandemic last
year.

Dr Maruszak spent two months in the
Pilbara researching trachoma in Aboriginal
communities, amongst other health work.
Part of his legacy to medical research
will be a finding that dogs don’t carry
trachoma—being the first ever to test for it.
Travelling to remote communities of the
Western Desert, Dr Maruszak found you
don’t have to travel to Africa to see diseases
or conditions which are ‘unbelievable’.
‘Basic things like the cost of life here, the
distances people have to travel, health
delivery in remote settings and staff
turnover—is completely different,’ he said.

With members of Goodabinya Aboriginal
community, near Marble Bar, during a housing
and living conditions assessment
(environmental health)

Kim Kirkman
Text courtesy: North West Telegraph
Dr Maruszak swabbing the eyes of dogs at
Warralong; he said the community dogs proved
happy and healthy

Impressed with the range of high-quality,
expensive medicines and state-of-the-art
equipment freely available in rural health
services, he noted their juxtaposition with
the huge health problems and poor living
conditions of their remote setting.

‘All my life my father in Poland has been a
fisherman,’ he said.
‘But fishing in Poland is like fishing from
a fish tank. Sundays on the lake you got
nothing.

Note from Dr Maruszak
Training opportunities in the Pilbara
region are enormous. There are so many
competencies a public health trainee
can gain, including in tropical diseases,
chronic disease management, ‘flying in
flying out workers’ in the mining industry,
environmental health, sexual health,
disaster medicine and Aboriginal health.
The training program is well prepared and
supervised, so I encourage public health /
sexual health trainees to visit Port Hedland
and the Pilbara region.

Dr Maruszak looked especially at sexually
transmitted diseases and related behaviours
of people in the Pilbara.

‘So here … after I caught my first ‘shark’—a
big mulloway in the port—I sent him photos
of the type of hook you use in the Pilbara.’

For more information about training
in Port Hedland please email:
Heather.Lyttle@health.wa.gov.au.

He was struck by the effect of the desert,
from the concept of putting patients on a
plane for a specialist visit to everyday pills
whose lamination melts in 40C-plus degree
heat.
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He said his remote experience was
exhilarating—from cyclone drills to
weekends fishing.

The joy of rural training—the 2 am phone call!
her and provide ongoing management
in a non-paediatric ICU, liaising only by
phone with subspecialists. The consultant
and I took turns going in overnight for
regular review, performed all procedures
and stabilised the patient for transport on
the third day. Needless to say, in the bed
next door was a child with life-threatening
asthma and downstairs an oncology
patient with anaphylaxis to platelets.
Welcome to rural paediatrics!

Dr Annaliesse Blincoe

M

andatory rural training
remains a hot topic of
debate among trainees and
within the College. At least
six months of accredited rural training is
currently required for both New Zealand
and Australian trainees in the General
Paediatric SAC. This article is written from
my personal experience of rural training,
and I hope it highlights why it should
remain and be encouraged as an essential
part of training, as well as acknowledging
the difficulties that trainees may face.
The first question that must be raised
is ‘What constitutes “rural”?’ Rural
may be defined as a hospital in a nonmetropolitan area. This has implications
for the accreditation of rural sites based
on the experience, support and ongoing
education they are able to provide to
trainees. In New Zealand, hospitals
excluded from rural accreditation are
those with subspecialists on site and a case
mix limited by close location to a tertiary
centre, allowing patients to bypass a
peripheral hospital if they choose. Essential
elements of a Rural Advanced Training
attachment are considered to be:
• Exposure to undifferentiated
presentation, including an on-call
component

• High level of responsibility (e.g.
consultant on-call roster)
• Continuity of care
• Engagement with community services.
So what makes ‘going bush’ so great? Let
me take you through my first week as a

Senior Paediatric Registrar in Tauranga
Hospital, a week that highlighted the
challenges and excitement of working in a
peripheral centre.
Night one on call: 01:47. I became aware
of distinct tachycardia as I answered a
call: ‘You need to come to the hospital
immediately, nine-year-old boy, status
epilepticus, we are about to intubate’.

One of the great
advantages of being
an advanced trainee
in a rural centre is
the opportunity to
step up, to no longer
be banished to the
monotony of writing
ward round notes
and, essentially, to
take on the role of
junior consultant.
The first weekend provided somewhat
more of a challenge—a two-year-old girl
with chromosomal anomalies, refractory
status epilepticus and hypoxic liver failure
requiring intubation and ICU admission.
The tertiary PICU team, three hours away
by road, was unable to fly for 48 hours
due to weather, requiring us to stabilise

One of the great advantages of being an
advanced trainee in a rural centre is the
opportunity to step up, to no longer be
banished to the monotony of writing ward
round notes and, essentially, to take on
the role of junior consultant, operating
off the Consultant On Call Roster. It is the
opportunity to finally take responsibility
and ‘own’ your patients and develop
your practice. Many trainees have said
that their time in rural attachments was
one of the most beneficial components
of their training. Rural attachment as an
advanced trainee provides a sneak peek
at life as a consultant. The autonomy of
the position increases your confidence,
organisation skills and readiness to step up
to the consultant role. It is for this reason
that I am in agreement with many others
that the rural attachment should remain
a feature of advanced rather than basic
training.
Once over the sheer excitement of
having my own desk, I realised that
rural centres tend to be hot beds of
pathology with amazingly complex and
interesting patients. My work ranges from
management of acute undifferentiated
cases to development of relationships
with long-term patients and their families,
providing continuity of care. It is often the
long-term patients who provide a sense of
worth and fulfilment in your work. Rural
paediatrics always keeps you on your toes!
In a normal week on the ward we
care for children with complex cardiac
conditions and oncology patients
requiring chemotherapy, look after Level
1 and 2 neonates, and manage children
with complex respiratory, neurological,
immunological and other conditions,
which in a larger centre would be
managed by their respective subspecialist
team. I often find myself faced with
complex and difficult situations, and the
realisation quickly dawns that it is my
own responsibility to coordinate care of
the patients and solve the problems. Past
trainees have commented that this is what
RACP News April 2011
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makes medicine so exciting, and why many
consider it as ‘true’ general paediatrics.
Working in peripheral centres also brings
awareness of the geographical and
resource limitations that exist, as well as
the challenges that arise from not having
subspecialists or PICU. Investigations and
interventions may not always be able to
be done rapidly, if at all. This is highly
beneficial for those returning to work in
specialist centres and may encourage the
lines of communication with the general
paediatrician. The work also requires
building close links with community
organisations, taking part in Outreach
Clinics and, particularly in smaller places,
getting to know the community as a whole.
Along with the geographical isolation,
these small communities often have a
large percentage of indigenous patients,
who have their own distinct health needs.
Becoming an integral member of the team
is another significant highlight of the job.
Senior staff appreciate the influx of ‘young
blood’, and this can also be beneficial in
updating practices and protocols.

long commutes and surf after work and
am only 45 minutes away from New
Zealand’s top mountain biking tracks.
Getting away from the big smoke has
given me the chance to evaluate what is
important, and how to work towards that
elusive balance. Many consultants with
young families choose to move to smaller
places in order to have a better lifestyle
for themselves and their children. At a
workforce level, exposure to rural medicine
may also help to encourage new doctors
to work in those regions and address
ongoing shortages.
It must be acknowledged that there are
also difficulties with rural placement. Many
trainees have partners and families to
consider, and moving can be incredibly
stressful and disruptive. Issues often arise
through social and family isolation as well
as from serious financial imposition. In
Australia, there are obvious geographical
issues, with long distances involved in
travelling to remote sites. In some cases, it
may require time away from family. In fact,
I have had to leave my husband at home
in Wellington to complete his university
degree, which is not easy. It must be
noted, however, that compared to our
surgical compatriots fewer demands are
placed on our families to move frequently.
Another problem is that not all rural
centres are able to provide the quality
experience required by trainees. This leads
to the issues surrounding accreditation
of rural sites and the recent debate as to
whether learning needs can be met in
urban centres with adequate programs.
So what can be done to make rural
training a more attractive option?
Flexibility is important, including
acceptance of trainees for six-month
rather than one-year placements and
allowing flexible time off to see family.
Logistical support with transport and
accommodation would help, as would
ensuring that trainees have a quality
experience. Overall, it is the responsibility
of the College and the sites themselves
to ensure that trainees are supported and
have adequate supervision and training
while in these placements.

Easy access to great bike tracks—just one
advantage of my rural placement

Rural training is a fantastic and invaluable
part of physician training that should be
encouraged; however, the difficulties also
need to be appreciated and addressed in
order for trainees to embrace their time
‘going bush’.

We are all well aware of the need for work–
life balance, yet how many of us actually
achieve it? In Tauranga I am able to avoid

Annaliesse Blincoe
Senior Paediatric Registrar
Tauranga Hospital, New Zealand
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Mandatory
rural training

The issue of mandated rural rotations
has been a hot topic on the CTC
agenda since well before my time
on the committee. Rural training has
a significant impact on trainees in
many ways. For a lot of trainees the
experience of working in a rural setting
is overwhelmingly positive. But the
CTC is all too aware of others for whom
the disruption of an enforced move
away from home and family is not
only difficult in the short term, but also
discourages any consideration by them
of rural practice in the future.
So, in the face of very real needs in
rural and remote areas, as well as all too
frequently untapped opportunities for
exceptional learning and experience,
what is the best solution for facilitating
rural training?
At the RACP Congress Trainees’ Day
in Darwin on 22 May, the CTC is
hosting a debate on the topic, ‘That
Rural Rotations should be Mandated in
Training’. Trainees and interested Fellows
are invited to come and consider both
sides of the argument and also to feed
back to the CTC thoughts as to how
rural training can best be supported.
Josh Francis
CTC Chair

THE FLOOD – POWER CUTS AND
SHATTERED LIVES

Dr Penny Hutchinson

M

onday, 10 January, started
just like any other day
in Toowoomba. I had
returned from leave and
was planning to spend the day catching
up on events that had occurred over
the Christmas and New Year break. But
Monday, 10 January, didn’t finish like any
other day.
After seven years of drought, rain had
returned to the Darling Downs in a big
way. Constant rain had caused several
communities on the Western Downs
to be evacuated due to flooding. But
flooding is not something you associate
with Toowoomba. Why? Because it sits
on top of the Great Dividing Range!
Floods don’t occur on the top of
mountains. Or do they?

The creek next to the Public Health Unit (after the flood)

photos and made for the door. I
jumped into my car and drove off
looking for higher ground, completely
ignoring the evacuation procedures.
When I came to my senses, I realised
that I needed to get back to the
unit. But I was in a one-way street
and all exits were blocked by rising
flood waters. I couldn’t get home
and I couldn’t get to my family. I
ended up driving to the home of a
more clear-headed colleague, where

I was welcomed in by his partner. My
colleague returned home to find me
nicely ensconced on the couch, hot cup
of tea in hand.
Ten staff had lost their cars. One staff
member went into a state of shock
and had to be taken to hospital. The
television news revealed more.
Two people died that day in
Toowoomba, a mother and her 13-yearold son had been swept away despite

As I worked, the rain was so heavy I
thought it would come through the
roof. I looked out my window and, to
my surprise, I saw that the normally
innocuous East Creek had become
a raging torrent. That’s strange, I
thought. Why has someone parked
their car so close to another? They are
actually touching! It then struck me
that the raging torrent might have had
something to do with it. I dashed out to
the front of the office to see cars floating
past and water swirling around my own.
In a barrage of expletives (always useful
in a crisis) I dashed to grab my keys and
moved my car in the nick of time as the
water was rising fast.
It was then we realised that the Public
Health Unit was going to flood and
we needed to evacuate. I did a great
impression of Corporal Jones from
Dad’s Army (‘Don’t panic! Don’t panic!
Evacuate! Evacuate!’), grabbed my

Car park opposite the Public Health Unit
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the efforts of bystanders. Buildings
had been destroyed and people were
missing. Then we heard about the
Lockyer Valley. People swept away inside
their homes screaming for help. Others
clinging to guttering for hours on end
hoping that it would not give way. As
the water subsided, people were lost,
others were missing, and there was a
growing realisation that many could not
go home.
Evacuation centres, both official
and unofficial, were set up. Disaster
management groups were activated and
an emergency was declared.
Public Health, already primed from the
previous flooding, swung into action.
For Communicable Diseases it was
disease outbreaks in evacuation centres,
farmers selling unpasteurised milk and
well-meaning GPs wanting to vaccinate
without considering the cold chain. For
Environmental Health it was dealing with
well-meaning citizens donating meals
to the evacuation centres, stopping
shops from restocking their shelves with
flood-damaged foods (and medicines!)
and monitoring water so that the boil
water notices could be rescinded. In
Toowoomba, we had to deal with these
issues as well as arrange for electricians
to make sure the unit was safe, remove
wet carpets, stationery and files, and
monitor the wellbeing of our staff.
I had the opportunity to visit an
evacuation centre in Helidon and
another in the village of Grantham and
to witness some of the devastation in
the Lockyer Valley. My Helidon visit was
to investigate rumours of a hepatitis A
outbreak (a false alarm, thankfully). The
evacuation centre was ‘unofficial’—it
had been set up by several members
of the local community. People from
Helidon and the surrounding areas of
Murphy’s Creek and Grantham came
here to be fed and clothed. There was a
real community spirit as those who were
unaffected opened their homes so that
those in the evacuation centre could
have a shower, wash their clothes and
try to feel human. While this goodwill
is always appreciated, the cold reality
of health protection remains. Most of
the perishable food had been stored
in two portable cold rooms with both
temperature monitor readings outside
the recommended range for safe storage
(<5°C and >65°C). The immediate
danger may have passed, but more
challenges lay ahead.
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What looks like a river is actually the main road from Toowoomba to Brisbane

These people were vulnerable. Some
had lost their homes (and everything
in them), their loved ones (including
pets), their livelihoods. They were
disempowered evacuees who couldn’t
go home, or search for those missing.
As the week progressed, the heat, lack
of privacy, boredom and frustration all
began to take its toll. Tempers flared,
‘Why can’t we go home?’, ‘Why can’t
we look for our neighbours?’ ‘What
about our animals?’ and ‘Why weren’t
we warned?’ Anger was directed at the
authorities (including me) and at each
other. This changed, however, when the
local policeman in charge broke down
and everyone realised that ‘they’ were
human too.

One of the organisers
said to me that even
though the medical
team only came for
a few hours per day
the community knew
this and felt more
secure.
It was eerie driving into Grantham five
days after the flood. The silence and
sense of tragedy was palpable. But
the mood amongst the residents was
different, much calmer than in Helidon.
The local school had become the hub of
activity. Community Recovery and Health
were there and a makeshift kitchen had

been set up to feed those residents who
remained. One of the organisers said
to me that even though the medical
team only came for a few hours per
day the community knew this and felt
more secure. I had been asked to go to
Grantham to provide advice on personal
protection for the clean-up. My words
sounded hollow as I looked into those
haunted faces and spoke of gloves and
boots. People were resigned to their fate
but they needed to take control of what
was left and that is why the need to
return home was so strong.
I drove through Grantham again recently
and the silence is still there. Empty
spaces where houses used to be. Once
immaculate homes lying in ruins. Not
many people in town—most had gone
to stay with friends and family. Some will
never return.
But all will remember amidst the shock,
the disbelief, the voyeurism of the media
and the platitudes of politicians how the
vulnerability of the human condition
became so clearly evident. And we
should not forget that, through social
connectedness, compassion and a need
to help, a community can find strength
and pull together to see the more
positive side of humanity.
Dr Penny Hutchinson FRACP
Public Health Physician
Darling Downs Public Health Unit
Toowoomba, Queensland

A FLOOD OF (NORMAL) EMOTIONS:
RESPONDING TO PEOPLE AFFECTED BY
NATURAL DISASTERS

T

here is widespread opinion that
those affected by natural disasters,
such as the floods in Australia
and the earthquake in New
Zealand, need, and should immediately
seek, counselling. In this context it’s
important to reaffirm that much of what
we see in people’s responses is normal:
the full range of emotions from shock and
confusion through distress and despair to
acceptance and resolve. We saw during
these tragic disasters as much resilience
and coping as we saw capitulation and
collapse. Even if it takes a little while,
most people do bounce back, and it is
important that we don’t pathologise what
is essentially normal behaviour.
This is not to minimise the impact of such
events, and there are some important
things you can do for anyone in these
shocking situations. These include:
• Take a calm and empathic
approach—listening, reassuring
and normalising their experience and
response.
• Give practical support directed
towards assuring safety, restoring a
semblance of normality to the
extent possible, providing relevant,
accurate and accessible information,
perhaps some simple problem
solving and advocacy if appropriate,
and perhaps encouragement to begin

The aim is to
attempt restitution
of the familiar, of
normality (to the
extent possible) ...
The overarching goal
is to rehabilitate
integrity and
meaning.
doing something active towards
clean-up and so on.
• Prevent isolation by aiding the
process of enlisting and enjoining
with the person’s usual supports—
family, friends and the broader
community.
• Monitor the person on an ongoing
basis if concerned about their failure
to respond adequately.

greater intensity, focus or duration or, if
necessary, local admission and/or referral
and transfer.
The aim is to attempt restitution of the
familiar, of normality (to the extent
possible), of previously effective coping
styles and defences and, in doing so,
restore continuity of experience of self
and the world. The overarching goal is
to rehabilitate integrity and meaning.
That which is forever changed must be
grieved and if that loss is substantial,
such as death of a loved one or loss of a
lifetime of work, then this will mandate
a new configuration of self and the
world—a new meaning.
Dr Geoff Riley
Winthrop Professor
Head of the Rural Clinical School of WA
Fellow of ACRRM
Adapted from an article published on the
‘Natural disaster readiness and recovery’
page of the website of the Australian
College of Rural and Remote Medicine:
www.acrrm.org.au.

For those who are vulnerable by virtue
of age, illness (particularly mental illness)
or perhaps pre-existing psychological
overload, then other interventions may
be appropriate. These may include
much the same as the above but with

COLLEGE SUPPORT FOR ALL AFFECTED
BY THE CHRISTCHURCH EARTHQUAKE

T

he 22 February earthquake
that devastated Christchurch
has had a significant impact on
the College, our Fellows and
trainees, and a community that showed
tremendous courage, just five months
earlier, in overcoming the challenges of
the September earthquake.
Following the September earthquake,
we applauded the professionalism and
adaptability of our Fellows and trainees
in dealing with the natural disaster. This
time, however, the loss is far reaching,
and the pressure on College Fellows and
all Christchurch healthcare professionals,
significantly greater.
The College would like to extend
support and condolences to the people

of Christchurch and to all those across
New Zealand affected by the earthquake.
We would also like to acknowledge the
hard work and dedication of our New
Zealand Fellows and trainees during a
difficult and uncertain time.
It has been a tough start to the year
in both Australia and New Zealand,
with earthquakes, floods and cyclones
challenging us and the communities in
which we live and work.
The loss of life, as well as the damage
to infrastructure and livelihoods, in
Christchurch is devastating, and the
College offers our support to all those
who have experienced these hardships.
Despite these extreme conditions, the
people of Christchurch have acted with

dignity and quiet determination. We
have been hearing stories of remarkable
bravery from our Fellows and trainees.
In particular our thoughts are with
College Fellows and trainees in
Christchurch and Fellows, trainees and
employees who have family and friends
there. Our hopes are that they and their
families are safe and will soon begin the
healing and recovery process.
We recognise the recovery process will
be long and arduous, as many come
to terms with their loss, and the city
begins to rebuild. In this difficult time,
the College will continue to explore
how we can best support and assist our
New Zealand Fellows and trainees in
Christchurch.
RACP News April 2011
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RENAMING RACP MEETING ROOMS

R

ecently, the College conducted
an internal competition for which
all employees were presented
with the challenge of coming up
with some interesting new names for our
15 meeting rooms. The winning entry
was a suggestion to name the rooms
after distinguished physicians. The joint
winners were Priya Khanna, Research
Officer with Education Services, and Keith
Johnstone, Fellows Learning Support
Manager, Education Services.
Former name

The physicians chosen come from various
periods throughout history and from a
variety of countries, including England,
France, Scotland, Australia, Canada and
the United States. Each was responsible
for a major research breakthrough or an
outstanding contribution to medicine.
The names of rooms in 145 Macquarie
Street were not changed, as they are
steeped in tradition.
Jennifer Alexander presenting the shared first prize in
the competition to Keith Johnstone and Priya Khanna

New name

Level 5, 70 Phillip Street
Melbourne Room

Osler Room William Osler (1849–1919) is considered the father of modern medicine.

Perth Room

Jenner Room Edward Jenner (1749–1823) was an English physician who popularised vaccination

Brisbane
Meeting Room

Jamison Room
Thomas Jamison (1753–1811) arrived in New South Wales in 1788 as surgeon’s mate on the Sirius, and was later appointed Assistant
Surgeon General. In 1804, Jamison carried out the first successful vaccination program for children against smallpox and he published the
first medical paper in Australia, in the Sydney Gazette.

Level 6, 52 Phillip Street
Boardroom

Redfern Room
William Redfern (1774–1833), a Canadian doctor, was one of the greatest of the early medical practitioners in the Colony of New South
Wales. He was the first to receive an Australian qualification, the first teacher of Australian medical students and the author of important
reforms in convict transport.

Small Meeting Room

Blackwell Room
Elizabeth Blackwell (1821–1910) is known worldwide as the first woman to graduate from Medical School; she represents a historic
moment in modern medicine and equal rights for women.

Level 7, 52 Phillip Street
Cairns
Meeting Room

De Chauliac Room
Guy De Chauliac (1290–1368) was a French surgeon who served as personal physician to Pope Clement VI, Pope innocent VI and Pope
Urbain V. His seminal work, Chirurgia magna, on surgery, published in 1363, comprised seven volumes covering anatomy, bloodletting,
cauterisation, drugs, anaesthetics, wounds and fractures, among other things.

Adelaide
Meeting Room

Taussig Room
Helen Brooke Taussig (1898–1986) is known as the founder of paediatric cardiology for her innovative work on ‘blue baby’ syndrome. As
founder of the subspecialty of paediatric cardiology, she was elected president of the American Heart Association in 1965, the first female
recipient of the highest award given by Johns Hopkins University School of Medicine, and received the Medal of Freedom from President
Lyndon Johnson.

Wellington
Meeting Room

Windsor Room
Harry Windsor (1914–1987) performed the first heart transplant operation in Australia in 1968 at St Vincent’s Hospital, Sydney.

Darwin
Meeting Room

Koch Room
Heinrich Hermann Robert Koch (1843–1910) was a Prussian physician renowned for isolating Bacillus anthracis, Tuberculosis bacillus and
Vibrio cholerae, and for his development of Koch’s postulates (diagnostics).

Level 8, 52 Phillip Street
Meeting Room 1

Fleming Room
Sir Alexander Fleming (1881–1955) was a Scottish physician who discovered penicillin.

State Offices and New Zealand
Melbourne Office –
The Meeting Room

Laennec Room
René Laennec (1781–1826), a French physician, invented the stethoscope—from stethos (chest) and skopos (examination). He also coined
the phrase ‘indirect listening’.

Melbourne Office –
The Conference Room

Snow Room
John Snow (1813–1858) was an English physician and a leader in the adoption of anaesthesia and medical hygiene. He is considered the
father of epidemiology.

Brisbane Office –
The Conference Room

Banting Room
Sir Frederick Grant Banting KBE, MC, FRSC (1891–1941) was a Canadian medical scientist, doctor and Nobel Laureate, noted as one of the
main discoverers of insulin.

Wellington Office –
Meeting Room

Galen Room
Galen (129–c. 210), Roman physician and anatomist.

Wellington Office –
Boardroom

Harvey Room
William Harvey (1578–1657) was an English physician who described the circulatory system.
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WHERE ARE WE NOW? SUPPORTING
PHYSICIANS’ PROFESSIONALISM
AND PERFORMANCE PROJECT

T

he changing medical and
community landscape is
asking more of doctors. The
complexity and cost of modern
healthcare, together with an inevitable
move towards collaborative and patientcentred models of care, demand a new
way of thinking about clinical practice
and medical professionalism. The College
recognises a need to support Fellows in
their workplaces by providing guidance
(e.g. the recently published RACP Code
of Conduct) to support us in this new
healthcare paradigm.
The Supporting Physicians Professionalism
and Performance (SPPP) Project began
with a view to developing a framework
that could be used to guide and support
Fellows’ professional practice throughout
their medical career. The project has been
exploring the concept of ‘demonstrable
professionalism’, which the RACP aims to
identify through the SPPP framework.

After reviewing many different
frameworks that aim to describe the
elements of a ‘good’ doctor, the SPPP
project team has developed an approach,
building upon the CanMEDS framework
and the RACP Professional Qualities
Curriculum. The evolving SPPP framework
aims to identify what it means to be a
good physician, by describing good and
poor behaviours within each domain.
These ‘behavioural markers’ will help
to define and describe excellence in
physician professional practice and also
help to identify underperformance.
Input from the Fellowship is essential to
ensure that these markers are applicable
and acceptable across the breadth of
physician practice. The consultation
process for SPPP is seeking feedback
from the Fellowship on the proposed
framework.

SPPP benefits to the Fellowship
The Framework will help to support
Fellows in their practices, but will also
support physicians’ relationships with
employers and contracting organisations.
The framework will also assist Fellows and
organisations to understand a doctor’s
performance and will complement but
not take the place of organisational
performance development processes. It
is clear that the professional satisfaction
of Fellows will be heightened by this

new paradigm if we are able to readily
demonstrate that we are practising in a
professional manner.

How can you be involved?
The project consultant, Dr Ian Graham,
is currently consulting with the RACP
Fellowship through meetings with various
groups within the College. For a full list
of sessions that he will be attending,
please visit: www.racp.edu.au/page/sppp.
If your group wishes to be engaged in
the consultations and has not yet had a
meeting confirmed, please email
sppp@racp.edu.au.
An SPPP draft document for consultation
and feedback has been developed to
capture feedback from the Fellowship and
will shortly be available online or in hard
copy. We will notify you of its availability
via the regular divisional emails. Please
email the above address to access your
copy. In addition, a feedback session,
open to all interested Fellows, will be held
on the first day of the Darwin College
Congress, Monday, 23 May 2011. SPPP
representatives will also staff a booth
in the exhibition area throughout the
Congress and are keen to hear from
Fellows interested in contributing to the
development of the SPPP Framework.
Grant Phelps and Sarah Dalton
Co-Chairs SPPP Executive

ALCOHOL LAW REFORM IN NEW ZEALAND
The College and the New Zealand Society of Gastroenterology made an oral submission on the Alcohol Reform Bill to the New Zealand Justice
and Electoral Select Committee on 14 March 2011 prompting close attention on the part of the Select Committee members. This submission
followed an earlier joint written submission to the Committee.
Representing the College were Dr Geoffrey Robinson, previous New Zealand RACP President, Dr Peter Roberts, General and Acute Physician,
and Dr Archie Kerr, Paediatrician and Chair of the New Zealand Adult Medicine Division. Dr Linda Watt represented the New Zealand Society
of Gastroenterology. The physicians put measured and convincing evidence to the Committee indicating that alcohol is the most harmful
drug , with 1000 people a year dying in New Zealand as a result of using it and 4% of the New Zealand population being addicted to it.
The College’s submission also included an outline of the harm experienced by patients, such harm ranging from gastric disorders to chronic
health problems such as liver, oesophageal and pancreatic cancers, to name but a few. During the course of the submission, the College’s
representatives stressed that societal pressure prompted by legislative change, especially in relation to access, could change behaviour as
illustrated by the tobacco law reform that led to a significant change in smoking behaviour in New Zealand.
The four Select Committee members present, Chair Chester Burrows, Mr Charles Chauvel, Ms Sue Kedgely and Mr Paul Quinn, had clearly
read the joint submission and were keen to ask questions. However, it was apparent that there were differing views amongst members as to
the approach required to address some of the issues raised both by the College and the New Zealand Society of Gastroenterology and by
other submitters. The Select Committee is due to report back to the House on 11 May 2011 on the Alcohol Reform Bill.
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THE JOHN SNOW SCHOLARSHIP: A TROJAN
HORSE APPROACH TO ATTRACTING
MEDICAL STUDENTS TO PUBLIC HEALTH
medical school curricula (by requiring
the application to be based on a piece of
work that was assessed by their medical
school), and vertically within the AFPHM
competencies (by requiring applicants to
reflect on their learning of a selected AFPHM
competency). One finalist from each state/
territory is selected and supported financially
to attend and present their work at RACP
Congress.

Professor Donna Mak

D

espite public health physicians’
important role in Australia’s
public health workforce, their
numbers have not kept pace
with the clinical medical workforce. From
1997 to 2007, the public medical workforce
decreased from 528 to 416 (oscillating
between 360 and 670) while Australia’s
clinical medical workforce experienced a
37% increase (from 45,641 to 62,652).1
Factors contributing to this include the
paucity of public health placements for
medical students and junior doctors.2-5 The
Australasian Faculty of Public Health Medicine
(AFPHM) responded to this problem by
establishing the John Snow Scholarship (JSS)
in 2009 to improve the profile of public
health medicine among medical students.
The JSS application process is unique in
that it is integrated both horizontally with

One-third (33.7%) of medical students were
unaware of public health medicine as a
specialty/career option before hearing about
the JSS, and 81% were unaware that AFPHM
is responsible for training and assessment
of public health medicine specialists. Twothirds (67.2%) reported that hearing about
the JSS increased their awareness of public
health medicine as a specialty/career option.

employed by the JSS could be adapted
by other specialities and professions to
improve their profile among students.
See www.racp.edu.au/page/johnsnow
for more information about the John Snow
Scholarship.
Professor Donna B Mak
Councillor
Australasian Faculty of Public
Health Medicine
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Andrew Webster, a JSS finalist wrote:
When I saw the John Snow Scholarship
application flyer arrive in my inbox … I very
nearly hit that ‘archive’ button … Perhaps
the reason I didn’t … was because … I was
curious also to answer this question—’what is
public health?’
Through the process of application, I learned
about what is required of Public Health
Registrars through their training program.
Additionally, I gained more of an idea of
what this field broadly involves and what
practitioners within this field actually do! I was
surprised, impressed and encouraged to the
extent that Public Health remains on my list of
possible future careers …6
Knowledge of the JSS appears to have
stimulated medical students’ curiosity about
public health medicine and increased their
awareness of this career option. Strategies

CALL FOR NOMINATIONS – HOWARD WILLIAMS MEDAL 2012
Each year at the RACP Congress the Paediatrics & Child Health Division officially acknowledges a person who has made an outstanding
contribution to Paediatrics and Child Health in Australia or New Zealand. This acknowledgement takes the form of the Howard Williams
Medal.
In general, the recipient of the medal will be a Fellow of the College or a Member of the Division. In exceptional circumstances the invitation
may be extended to a person not connected with the College. The contribution may be in the areas of research, education, teaching or
administration, or in the development of special services or practice.
Fellows of the College are invited to make nominations to the Division Council. Nominations will be strictly confidential. Submissions must
include a statement of support that addresses the key selection criteria and curriculum vitae of the applicant.
The medal will be awarded at the RACP Congress in May 2012. Although not compulsory for the award of the medal, the recipient is strongly
encouraged by the Division Council to give an oration at the Congress.
Nominations must be received no later than 31 August 2011. For a copy of the key selection criteria, please contact the Divisional Office
either by phone: + 61 2 9256 5409; via fax: +61 2 9256 5465; or email paed@racp.edu.au.
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ROAD TO RESEARCH FOR A
RURAL PAEDIATRICIAN

R

ural paediatricians are generally
too busy with clinical work to
become involved in research or
clinical innovation. However, since
retiring from the public system in 2006,
but remaining in Gippsland, I have found
much more time to consider how models
of clinical care can deliver the best possible
care in a rural setting, with particular
application to chronic diseases such as
diabetes, cystic fibrosis, autism and allergy.
My fellow paediatrician Jo McCubbin and I
therefore developed a purpose-built facility
in Sale, incorporating a multidisciplinary
team comprising nurses, speech therapists,
occupational therapists, a diabetes
educator, a psychologist and a counsellor.
In addition, we host visiting subspecialists
and subspecialist teams, including cystic
fibrosis, genetics and rehabilitation.
In 2007, I established a new model of care
for children with diabetes in rural Australia.
The model was evaluated and published in
August 2010 in the international journal,
Pediatric Diabetes. The article had an
accompanying editorial which was very
complimentary of the model. The study
demonstrated success in dramatically
improving glycaemic control and quality
of life, as well as high patient satisfaction.
An integral part of the model was the
development of a rural insulin pump
therapy program. Currently over 80% of
my 68 patients with diabetes are managed
with insulin pump therapy, clearly the
highest of any centre in Australia and
certainly far higher than in any other rural
centre. Evaluation of the insulin pump
program was presented at the Australian
Paediatric Endocrine Group (APEG) in 2009
(two posters) and the International Society
of Pediatric and Adolescent Diabetes
(ISPAD) in October 2010 (two posters).

Testing insulin pump delivery at 300 metres in the
Eureka Tower, Melbourne

I strongly believe
that the wisdom of
such experienced
and clear-thinking
veterans of medicine
is not sought as
much as it should be;
even in retirement,
they have much to
contribute to modern
medicine.
I wished to capitalise on my experience
to further develop my program and apply
innovative methods of diabetes care and
to strengthen my team’s management
of juvenile diabetes even further. Unlike
my colleagues in the public hospital
system, the downside of working privately
in a rural setting is having no access
to funding for postgraduate education
while overhead costs have to be met.
Hence, being awarded the Murray-Wills
Fellowship for Rural Physicians was a
great honour and provided me with a real
opportunity to broaden my education
and potentially enhance my models of
care. I used the research fellowship to
travel to England in February 2011.
Upon arrival, I took the opportunity
to renew acquaintance with the first
professor of Perinatal Medicine in the
UK, Professor Peter Dunn, in Bristol.
His mentoring, experience and wisdom
played an important part in my final
years of training. He is widely published
on many neonatal topics, particularly
congenital dislocation of the hip, and
encouraged me to continue my local
population study of unstable hips. I
strongly believe that the wisdom of such
experienced and clear-thinking veterans
of medicine is not sought as much as it
should be; even in retirement, they have
much to contribute to modern medicine.
I was then fortunate to meet and
discuss research models with esteemed
Australian physician and epidemiologist
Dr Ander Cohen. Ander has carved out
a distinguished career at Kings Hospital
in London and is world renowned for
research on thromboembolism. His
guidance in how I could further develop

my interesting rural paediatric research
was invaluable.
I was also pleased to meet ear, nose and
throat (ENT) surgeon Gabriel Weston,
author of an insightful, compassionate
and hilarious bestseller, Direct Red,
which is based on her experiences as she
established herself as an ENT surgeon in
Britain’s male-dominated health system.
A must read for every physician!
The major part of the itinerary
encompassed attendance at the 4th
International Conference on Advanced
Technologies and Treatments for Diabetes
in London. The meeting has grown from
about 300 attendees in 2008 to 1400
delegates this year. I was co-author of a
poster presented at the conference by
lead author Professor Bruce King of the
John Hunter Hospital, Newcastle. The
poster was entitled:

Changes in Atmospheric Pressure
Alters Insulin Delivery from
Insulin Pumps.
This Causes Short Haul Airport
Carousel Hypoglycaemia.
Our poster described how a child and
an adult with type 1 diabetes on insulin
pump therapy regularly developed
hypoglycaemia one to two hours after
takeoff. We are now aware of over 50
diabetics who have experienced the same
problem. Airline cabin pressure can drop
200mmhg during flight. We studied
the effects of atmospheric pressure on
insulin pump delivery in a decompression
chamber, a skyscraper, an aeroplane and
a hypobaric chamber. When atmospheric
pressure decreased, excess insulin
delivery occurred; when the pressure
increased, the delivery decreased. Bubbles
developed in the insulin when the
pressure decreased. We concluded that
decreases in atmospheric pressure caused
unintended insulin delivery by three
mechanisms:
1. Air coming out of solution and
forming bubbles
2. Expansion of existing bubbles
3. Plunger movement with large pressure
changes (waterproof/resistant insulin
pumps only).
Methods of avoiding unwanted clinical
effects from pressure changes that have
since proven successful were discussed.
RACP News April 2011
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The Murray-Wills
Fellowship enabled
me to gain valuable
postgraduate
education and
exposure to
information,
technologies and
colleagues that I
would never have
acquired as a rural
paediatrician.

The poster was extremely well received,
and Professor King and I fielded
questions for two days from delegates
from around the globe. We were told
of further clinical examples, including
flight attendants, which demonstrated
the value and implication of the study.
We were advised that in an earlier
version of an insulin pump in 1993,
an inadvertent bolus of 200 units of
insulin was delivered to a diabetic on a
pump during a flight to New York. That
incident, with its dire outcome, resulted
in improvements in the plunger stability
at standard flight pressures, but it is still
important to know about the application
of the laws of physics to insulin delivery
and, most importantly, when cabin
pressure drops beyond standard flight
pressures.
Learning about the attempts and current
barriers of ‘Closing the Loop’, patch

pumps, continuous glucose monitors and
an Australian hypoglycaemia detection
device ‘HypoMon’ at the meeting was
an extremely positive experience. I have
decided that I will incorporate the latter
device into my rural practice as soon
as possible and expand my continuous
glucose monitoring even further.
Overall, the Murray-Wills Fellowship
enabled me to gain valuable
postgraduate education and exposure to
information, technologies and colleagues
that I would never have acquired as a
rural paediatrician. It has inspired me to
continue my rural research with vigour
and apply the latest technologies to
treatment of my rural patients. I was
extremely appreciative and honoured to
be awarded the Fellowship.
Dr Peter Goss
2011 Recipient of the Murray-Wills
Fellowship for Rural Physicians

EDUCATING CHILDREN IN RURAL AND
REMOTE AREAS ABOUT HEALTH CAREERS

R

ural and remote Australia faces
a severe chronic shortage
of a diverse range of health
professionals. For many years,
Australian and overseas studies have
reported that health professionals who
grew up in a rural area are more likely
to return to work in a rural area than
colleagues raised in the city.1-6 However,
the pathway for students living in rural
and remote Australia towards careers
in the health professions is often hard
to find.
The broad aims of the project I have
been involved with, exploring issues
around health professional careers with
school students living in rural and remote
Australia and studying by distance
education, were:
1. To provide these students with
information about health professional
careers, so that when it is their turn
to make a career choice they will have
some information to help them
decide if such a career matches their
interests and needs
2. To contribute, in some small way,
to redressing the shortage of a diverse
36
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range of health professionals in rural
and remote Australia in the long term.
This project involved predominantly
primary school children, and their
parents, teachers and governesses,
because it is generally agreed among
career theorists that children start to
develop ideas about careers from an
early age. The details of the project
were outlined in an earlier edition of
RACP News7 and I won’t repeat them
here. Instead, this article will review the
methodology used and conclude with a
call for help.
My original plan was to do a quantitative
study, exploring issues relating to
knowledge of and perceptions about
health professional careers, both
before and after the introduction of
educational activities concerning these
careers. However, my supervisors were
unyielding in wanting me to use a
qualitative approach. They spoke about
‘deep’ and ‘rich’ data collection. As
they were my bosses and a PhD is like
an apprenticeship, I reluctantly agreed.
And so began my sceptical journey in
qualitative research. I won’t dwell on the
love/hate—mainly hate—relationship

one develops with voice recorders when
doing qualitative interviews.
This project, which ran throughout
one school year, involved qualitative
interviews with participants before and
after the introduction of a spectrum
of educational activities to inform the
students and their parents, teachers and
governesses about health professional
careers. By necessity the interviews
were conducted on the phone. The
design of the project drew loosely on
Kemmis and McTaggart’s action research
framework.8 The interviews were semistructured to allow follow-on gentle,
probing questions, asked politely and
persistently, to find the ‘deep’ and ‘rich’
data the supervisors had talked about.
Just as my supervisors had predicted,
there were many examples of informative
responses that could never have been
obtained from a quantitative study using
a short-answer, multiple-choice or Likert
Scale9 questionnaire. These responses
would never have been obtained without
the gentle probing and without the
opportunity to ask the right follow-on
questions arising from the participant’s
response to a previous question.

Obituary

Science, and therefore medicine, has
traditionally used quantitative studies to
conduct research, so most of us struggle
to believe that a qualitative study, which
usually involves a smaller number of
participants, can collect a volume of
data comparable to that collected in
a quantitative study involving more
participants. However, consider for a
moment Container A and Container
B in Figure 1. Container A, the wide,
shallow container, could represent
quantitative research. The large surface
area at the top is symbolic of the large
number of participants recruited in a
quantitative study. The shallowness of
container A could represent the relative
shallowness of the responses that could
be expected from a short-answer,
Likert Scale or multiple-choice survey.
Container B, the tall container, could
represent qualitative research. The top
of Container B has a smaller surface area
compared with that of Container A. This
smaller surface area could represent the
smaller number of respondents involved
in qualitative research, while the height
of this container could represent the
penetration of data that can be obtained
by using, for example, open-ended,
loosely structured qualitative interviews
as described above. Container A and
Container B have the same volume.
Using my overly simplistic analogy,
it may be possible to argue that a
qualitative approach can yield the
same volume of data as a quantitative
approach using a larger number of
participants. The content of the data
obtained from the two approaches
would have similarities and differences.
Figure 1: Which container has the
greatest volume?

Height

Depth
Length

Height

Length

Depth

Container A

Container B

The harsh reality is
that as long as this
shortage [of health
professionals] exists
many citizens in
rural and remote
areas of Australia
will not benefit from
the health advances
achieved through
medical research …
enjoyed by the rest of
the country.
Quantitative research remains the
backbone of medical research. However,
given, for example, the role of the
‘human factor’ in treatment responses
and compliance, there is also a place for
qualitative research in areas of health, in
addition to the exploration of workforce
issues. As noted by Liamputtong, it has
only been in the last decade or so that
qualitative research has been accepted
as an important component of our
understanding of health.10
The shortage of health professionals in
rural and remote Australia is a complex
problem with many origins and many
suggested solutions. The harsh reality is
that as long as this shortage exists many
citizens in rural and remote areas of
Australia will not benefit from the health
advances achieved through medical
research, such as those supported
by the RACP Research and Education
Foundation, enjoyed by the rest of the
country. As individuals, we can assist
in many ways, no matter where we
live. One way to shape the future is
to remember our position as health
profession role models in our interactions
with students and their families from
rural and remote areas. Just asking the
question, ‘Have you considered a health
profession as a possible career for you in
the future?’ is a good start.

distance education, and my supervisors,
the James Cook University and the
Queensland Government Growing the
Smart State PhD program.
Dr Sue Gorton FRACP
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Thank you sincerely to the RACP
Research and Education Foundation for
making this research project possible. I
also wish to express my gratitude for the
support received from the two schools of
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ANNOUNCING THE MIRIAM
GREENFIELD RACP FELLOWSHIP
FOR 2012
The Miriam Greenfield RACP Fellowship
Purpose:

To further research in neurology, with a preference for research relating
to the aetiology and/or management of brain tumours

Value:

$50,000 per annum
$2000 to support travel to a local or overseas research meeting to
present a paper

Eligibility: Australian and New Zealand Fellows or Advanced Trainees of the RACP,
its Divisions, Faculties and Chapters
Tenable:

Australia, New Zealand or overseas

This award is jointly funded by the Greenfield and Kaplan families and the RACP.
The travel grant is funded by the Malki Family.
Miriam Greenfield

T

he RACP Research and Education
Foundation (REF) is delighted
to announce the addition of
the Miriam Greenfield RACP
Fellowship to the 2012 REF awards.
In honour of RACP Fellow Dr Jerry
Greenfield’s late mother, Miriam Greenfield
(nee Kaplan), who suffered from recurrent
meningiomas, the Greenfield and Kaplan
families have jointly funded an annual
Research Fellowship in Miriam Greenfield’s
name to support research related to brain
tumours.
Dr Greenfield is a Staff Specialist in the
Department of Endocrinology and the
Deputy Director of the Diabetes Centre
at St Vincent’s Hospital, Sydney. He also
holds the position of postdoctoral Clinical
Research Fellow in the Diabetes and

Obesity Research Program at the Garvan
Institute of Medical Research.
Following his medical training, Dr
Greenfield undertook a PhD at Garvan
and then continued overseas to undertake
a two-year postdoctoral fellowship at the
University of Cambridge, United Kingdom.
Dr Greenfield was also the recipient
of the Royal Australasian College of
Physicians Servier Cardiovascular Metabolic
Fellowship. The Servier Fellowship was an
important component of his postdoctoral
funding and enabled him to undertake
his postdoctoral studies in the UK, which
resulted in a number of publications in
peer-reviewed international journals,
including the New England Journal of
Medicine.

Inspired by his own experience as an
RACP fellowship recipient, Dr Greenfield,
together with the Greenfield and Kaplan
families, has generously established this
fellowship, in memory of his late mother,
to support a young researcher in their
work to help alleviate a condition that
can be devastating for sufferers and those
close to them. The fellowship is valued at
$52,000 per annum.
The Research and Education Foundation is
now accepting applications for the Miriam
Greenfield Fellowship for 2012. For more
information regarding the fellowship,
eligibility requirements or how to apply,
please visit the REF website www.racp.
edu.au/page/research-ed or contact the
Grants Administrator on 02 9256 9639 or
foundation@racp.edu.au.

INTERESTED IN RESEARCH IN RURAL AND
REMOTE AUSTRALIA?

T

he RACP Research and Education
Foundation is now accepting
applications for the 2012 Rural
and Remote Awards. For the
purpose of the awards, Rural and Remote
eligibility is classified as Very Remote (RA5),
Remote (RA4) and Outer Regional (RA3).
Please check your eligibility at:
www.doctorconnect.gov.au/internet/
otd/publishing.nsf/content/locator
For more information about the awards,
eligibility requirements and how to apply,
please see the 2012 awards booklet or visit:
www.racp.edu.au/page/foundation
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Geoffrey T Ey Travelling Fellowship for Isolated Rural Physicians
Purpose: To support rural physicians seeking to further their own continuing
		
education through a short-term project in an institution overseas or
		
within Australia
Value:
$5000
Maynard Rennie Fellowship for Isolated Rural Physicians
Purpose: To support rural physicians who are seeking to further their own
continuing education through a short-term project in an institution
overseas or within Australia
Value:
$5000
Murray-Will Fellowship for Rural Physicians
Purpose: To support rural physicians who are seeking to further their own
continuing education through a short-term project in an institution
within Australia or overseas
Value:
$10,000

Obituary

Please help support
our young physician researchers
achieve their goals …
“I am sincerely grateful for the support of the RACP Research and Education
Foundation and Diabetes Australia. It is a challenge to undertake translational
research in adipocyte biology. I hope to understand how energy utilisation in brown
fat cells impacts on whole body metabolism. The Diabetes Australia Fellowship has
given me the opportunity to explore a new frontier of human obesity research,
which hopefully will shed light on potential novel therapeutic targets for obesity
in the future.”
Dr Paul Lee, 2011 Diabetes Australia Fellowship Winner

Join the Research and Education Foundation: simply tick your level
of support, complete your payment details and mail or fax to:
Research and Education Foundation
145 Macquarie Street
Sydney NSW 2000
Fax: (02) 9256 9697

Please list my name on the Honour Roll as:

or send your details by email to
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$
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 Visacard
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10,000
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__ __ __ __ / __ __ __ __ / __ __ __ __ / __ __ __ __

Life Governor
(one-off or cumulative
donations)

25,000

Expiry Date:

I would like to make a
donation (other amount)

 $.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Name on Card:

Please send me information
about how to make a bequest to
the Foundation



Signature:

Research and Education Foundation
Royal Australasian College of Physicians
145 Macquarie Street
SYDNEY NSW 2000
Tel: 02 9256 9620
foundation@racp.edu.au
www.racp.edu.au

 Mastercard

__ __ / __ __		

Cheques should be made payable to:
Research and Education Foundation
Donations are allowable deductions under Item 1.2.8 of section
30-25 of the ITA Act 1997.
Quarterly payments only available when paying by credit card.
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MARY GWENYTH (GWEN) FLEMING
MBBS, FRACP (1916–2011)

Gwen Fleming

S

ome time before she passed away
on 18 January, Dr Gwen Fleming
reacted to a Get Well wish with
Don Quixote: ‘To get well when
you are dying is a terrible waste of good
health.’
This wry, pithy humour characterised her
remarkable life which began in Taree on
9 June 1916 as the third eldest of John
and Caroline Lusby’s six children. Her
surviving sibling, Sr Elizabeth Lusby OP,
recalls that as a young girl Gwen took
charge of the family when Caroline was
ill. During the Depression, the children
shared shoes, they ‘went without’, and if
a visitor was seen approaching, each of
the family scraped some of their modest
dinner onto a spare plate for their guest.
The innate altruism that adorned her long
life was further fuelled by a firm Christian
belief that God travelled through human
action. Regularly attending Mass, she was
not ostentatiously holy (‘God save me
from the Pious Carrrthlic’), and some of
her dearest friends held no beliefs. Nor
was her Catholic devotion entirely devoid
of heresy (‘God has His favourites’).
Her father, a schoolmaster in the Classics,
insisted his three daughters be educated
to the full reach of their potential. Gwen
was a fine Latin scholar, another asset
for a career in Medicine, where, as she
quipped, everything was expressed in
Latin, except ‘sore throat’. She was one
of the first wave of women doctors to
pass through Sydney University and
Sancta Sophia College, graduating with
a Bachelor of Medicine and Bachelor of
Surgery in 1939, just in time to answer
40
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Gwen Fleming in the dissection room (presumably at Sydney University Faculty of Medicine), c. 1937–38.
Readers may be able to identify other students in the photo.

Among the gifts
she brought to
medicine were
clarity of judgement,
patience of manner
and accuracy of
diagnosis. The trust
of the patient was
part of the healing.
the call to service. Appointed to the rank
of Captain, then promoted to Major
Gwen Lusby at Concord Military Hospital
(‘They called me Sir, during the war’),
she was the first woman major in the
Royal Australian Army Medical Corp
(RAAMC). Although her specialty was
thoracic medicine, she was the Officer
Commanding the Medical Company
(OC), while her colleague, Margery ScottYoung, was charged with the surgical
aspects. Legend has it that when the
Governor-General visited and asked to
see the doctor, Gwen replied: ‘I am the
Doctor’.
Among the gifts she brought to medicine
were clarity of judgement, patience of
manner and accuracy of diagnosis. The
trust of the patient was part of the healing.
The War challenged her in every way:
the returning soldiers, cringing in foetal
spasms of shellshock, some disfigured and
limbless, were joined by their wounded

Japanese counterparts. While Gwen
was treating both with the equal care
demanded by her Hippocratic oath, her
own brother, Bobby, of the 2/30 Australian
Infantry Battalion, was dying at the hands
of the Japanese as a prisoner of war on the
Thai-Burma railroad.
The flame in her life, a brilliant young
surgeon, Justin Fleming, serving as part of
the Flying Doctor Service, called her late
one night from Broome, insisting it was
urgent. Sounding a little tipsy, he said:
‘I’m sorry to call at this hour but I was
wondering if you would marry me?’
After their wedding in Sydney on 4 May
1946, Justin was awarded a Nuffield
Fellowship to Oxford, where they took up
residence at the Radcliffe Infirmary. With
Gwen pregnant, and England subject to
rations, war damage and Cold War politics,
they returned to Sydney in 1950 to raise
what would be a family of six children,
five of whom were delivered by another of
Gwen’s fellow medical graduates, Dr Gwen
Kennedy.
The family settled in Wollstonecraft, in
a home of character, where a love of
cricket, theatre, art, music and literature
was encouraged. The walls were hung
with the works of living artists, the Boyds
and Dobells sharing the space with family
portraits by Louise Cornwell. Gwen and
Justin somehow fitted in some art lessons
for themselves, and their efforts were too
modestly consigned to the family holiday
retreat, Camelot, on the banks of Lake
Eucumbene.
As her son, Peter, eloquently observed
in Gwen’s eulogy, she and Justin wanted

happiness for their children, not duty from
them. The children were neither spoilt
nor denied. They were given love and
education along with a range of gifts, joys
and powers. There was fish on Fridays
from Eric’s in Crows Nest, and one formal
family meal a week, a raucous affair,
joined by current girlfriends, boyfriends or
school friends, where fervent ideologies
or nascent political creeds were raised,
bandied or demolished over a roast with
a drinkable Seaview Claret, an ongoing
payment in kind from a grateful patient.
Justin would play the shows on the piano
and everyone would sing.
Apart from science and good ABC drama,
television was restricted to The Saint,
Homicide, The Johnny O’Keefe Show and
Doctor Who. The family motto was animo
toto laborate—which was translated as
‘no half jobs’. Apart from the expectation
that the children attend to their studies
and behave decently, discipline was
by osmosis. To quell a rabble, Gwen
occasionally resorted to the Wooden
Spoon. She once deftly landed the Spoon
on her son Paul’s backside, causing a
packet of throwdowns to explode in his
rear pocket. After a moment of shocked
surprise, Gwen collapsed against the wall,
helpless with laughter.
Though her medical career was
suspended, the home sometimes
resembled a dormitory where her
expertise was invaluable. A note from
her for school purposes also served as a
medical certificate. Gwen was tested by
Justin’s heavy workload, usually waiting to
have dinner with him. On one occasion
she left his dinner in the warmer and went
to bed. In his exhausted state, he ate not
just the fish but also the Gladwrap that
enshrined it.
Gwen was one of the first women
admitted as a Member (1945) and
subsequently as a Fellow (1973) of the
Royal Australasian College of Physicians.
In 1974, aged 57, Justin suffered a fatal
heart attack. Gwen and all the young
family were shattered. Becoming the
breadwinner, Gwen joined a cancer
practice run by Dr Brian McEwen in
Macquarie Street, and took a post
teaching Medicine at St Vincent’s Hospital,
a demanding regime she continued
until she was 77. Both her patients and
her students were struck by her calm,
inductive method, elucidating upon both
the detail and the big picture.
She thought outside the square: a

Gwen Fleming tending a patient

monarchist, she voted for a republic
because she saw no point in obstructing
what her children and grandchildren
desired for the country that was their
future. When her daughter, Judy, was
Mayoress of Sydney with her husband,
Frank Sartor, Gwen attended a royal dinner.
When the Queen visited their table for a
special greeting to the Whitlams, Gough
said: ‘You see, Dr Fleming, she still talks to
you, even if you’re a Republican!’
In 1999, Gwen’s son, James, aged 43,
died after a cerebral haemorrhage, leaving
a wife and young children. No mother
wishes a child to predecease her, yet in
tragedy, Gwen was the rock. To her five
children, her 17 grandchildren and three
great grandchildren, she has been the still
point of the turning world; to her children’s
spouses, Leigh, Janet, Frank, Fay, Sue, Tess
and Jim, she was guide, philosopher, friend
and physician.
She especially cherished two mentors, Dr
Tim David and the Jesuit, Father Bob Walsh,
with whom she had graduated in medicine.
Recently, when he came to visit her, she
advised him not to drive himself but ‘to
catch an ambulance’.
Maintaining that crosswords and bananas
were the secret to enduring health, Gwen
regularly did the Times cryptic with her
daughter, Margaret, and son, Justin. She

had a voracious appetite for knowledge,
with a leaning tower of books beside her
favourite chair. She loved the cutting edge
of science—Hawking, Penrose, Dawkins,
Denton, Davies—and she rejoiced in Les
Murray along with Shelley, Keats and
Wordsworth. She read The Lancet and The
Tablet. Her taste in music was eclectic,
everything from Sondheim to Wagner,
and even in recent days, at her home in
Clancy Terrace, Greenwich, she asked her
French night nurse, Aurelie, to put on a
CD of Mahler’s Resurrection and take her to
the window from where she could see the
sunset.
On 21 January 2011, Professor Marie Bashir,
Governor of NSW, wrote to the Fleming
family expressing gratitude on behalf of
the people of NSW for the life of Dr Gwen
Fleming, ‘an outstanding Australian woman
who was an inspiration to so many who
had the privilege of meeting her—both
within the medical profession and beyond.’
Whether making bread sauce for Christmas
or diagnosing a transitory ischemic attack,
Gwen did everything well. Embracing so
many dimensions, she lived for others and
she gave her whole heart and mind to the
country she loved. She was, to the end,
civilised and beautiful.
Justin Fleming
justin@fleming.net
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Obituary

VALE PENELOPE LOWE FAChSHM,
1973–2010

I

t is with much sorrow that the
Australasian Chapter of Sexual Health
Medicine marks the passing of Penny
Lowe, who died suddenly in Sydney
on Wednesday, 22 December 2010.

Penny Lowe

The Chapter was very saddened to
lose a very valued colleague who made
significant contributions to her profession
and, in particular, the specialty of Sexual
Health Medicine during her short life.
Penny was involved in a lot of Chapter
committee work—recently on the
Chapter Education Committee, with
lead responsibility for managing site
accreditation—and had previously been
an enthusiastic trainee representative. Her
exceptional talents were obvious while still
a Chapter trainee and the Chapter filmed
her as the candidate in the example Exit
Assessment Interview, which remains a
valuable resource for Chapter trainees.
Penny was passionate about supporting
quality training environments and lobbied

for a more trainee-centric model of
training. As a result of her efforts, she has
left a worthwhile legacy for current and
future trainees.
Penny was a gifted musician and singer,
as well as being a delightful person and
a first-rate Sexual Health Physician, who
was liked and respected by all. She trained
and worked in New Zealand, London and
Sydney, and more recently did locum work
in Queensland.
Her vibrancy, great warmth and humour
will be greatly missed by Chapter Fellows
and trainees and all those who knew her.
Penny was so young and full of vigour
and our thoughts at this time go to
her partner, Peter Wigley, and her baby
daughter, Sophie Rose, along with the rest
of her family and friends.
Australasian Chapter of
Sexual Health Medicine

Letter to the editor
Looking after retired fellows
I am writing in support of Drs Feltoe,
Johnson and Schubert (‘Valuable
contribution of retired doctors’) and Dr
Hanrahan (‘MyCPD versus
Your CPD’), published in RACP News,
February 2011.
I have been an MRACP-FRACP since 1970,
after nine years in GP and altogether seven
years in hospitals. During the whole time,
like the majority of the Collegiate, pursuits
such as teaching of students, registrars,
etc. were expected, and I greatly value
particularly my College connection and
its requirements. I retired at 70 in 2000
and continued to teach final year students
for one or two sessions at St John of God
Hospital, Subiaco.
I look forward to the bi-monthly issues
of RACP News, as well as issues of
two, sometimes three, other journals.
Accordingly, I attended the MyCPD show
at UWA (Perth) on Tuesday, 8 March. I
must say I was disappointed in the event.
The first presenter (I understand he was
a non-medico) was very difficult to hear
even halfway down the auditorium, and
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I thought the thrust was unnecessarily
threatening. We were told the four reasons
we should participate were: (1) it is law;
(2) benefits of ongoing learning; (3) risk of
loss of Fellowship and perhaps expulsion
from the College; and (4) ultimately, the
likelihood of deregistration.
No cost to participants was presented
and I asked the lady who collected the
individual personal comments about this.
She said she would ask someone to email
me details and that came through, dealing
with my enquiry, and she asked if I could
clarify my question—I will try to do so.
The second presenter was good, clear in
delivery and answered questions well. My
electronic skills are at least the last century,
and most participants were pleased, but
the visual documents were difficult for me
and perhaps some others.
Of course, all this may seem to be the
complaints of a ‘grumpy old man’, but
I do think the College could be more
friendly and accommodating to the aged
Fellows who still strongly value their
College advantage in learning and the
‘learning curve’ of the journal and still have

something to offer to some of the public—
in my case ‘limited, occasional practice’.
Dr David Gulland FRACP
Response from the college
We apologise if the CPD 2 U presentation
came across as unduly negative; that was
certainly not its intention. The College,
and specifically the CPD Unit within
Education Services, exists to support
Fellows in meeting the regulatory
requirements of CPD. The CPD 2 U road
show’s main aim is to explain what the
introduction of mandatory CPD means to
medical practitioners and how MyCPD can
help our Fellows adequately plan, record
and reflect their ongoing learning.
Please contact the CPD Unit directly if you
have any concerns about the 31 March
return date or need any assistance in
completing your return. We’re here to help
you. Australian residents, please phone
(02) 8247 6201 or email MyCPD@racp.
edu.au; New Zealand residents, please
phone (4) 460 8122 or email
MyCPD@racp.org.nz.

Book Review

NO MAGIC BULLET FOR
DRUG PROBLEM
in providing a conceptual basis for analysing
within an evidence-based approach what
works well and what is thought to work but
has little grounding in evidence.
A welcome addition to the drug policy area
is the chapter on the legal market in relation
to prescription and diversion of prescription
drugs such as OxyContin. The book could
have described in more detail the aggressive
marketing by the industry, particularly in
developed countries. This could have been
accompanied by, what is yet an unexplored
area, the impact of disclosure to patients
by health practitioners of their relationships
with industry groups. In the declarations
of interest by the authors it is interesting to
note that most of them have received some
form of financial assistance from the alcohol
or pharmaceutical industry.

Drug Policy and the Public Good by
Babor et al. Oxford University Press and Pan
American Health Organisation. 2010. 368
pages. RRP $57.95.

T

his is an important addition to the
evidence-based literature on drug
policy. The authors are drawn from
a range of international policy, drug
research, mental health and criminology
backgrounds. Many people in drug policy
will be familiar with Thomas Babor’s book,
Alcohol: No Ordinary Commodity—Research
and Public Policy, published in 2003. Unlike
that book, this one does not cover alcohol or
tobacco smoking but uses a similar format

Another interesting addition is the section
on electronic applications used in a number
of countries especially in prescribing
and electronic data transfers. The use
of electronic applications has the added
benefit of providing data that can be used
for monitoring inappropriate use.
A large part of the book critically evaluates
the scientific evidence in relation to the
impact of strategies and interventions to
reduce drug use and the related harm.
The main message of the book is that
scientific research is available to inform
the development and implementation of
effective drug policy. The sad thing about
this is that so much money is spent or
promised—particularly during election
campaigns—on strategies that take little
or no account of this research. This is very
evident in Australia where, for example,
money is spent on repeated media and
social marketing approaches.

TURNING IT OUTWARDS
– DESPAIR AND DELIGHT
AN EXHIBITION OF DOCTORS’ ARTWORKS
In the February issue of RACP News, we provided information about this
exhibition. If you would like to apply to be part of this collaborative exhibition,
this is a reminder to send a detailed submission of your proposed artwork(s) in
any medium, together with your CV and some images of your previous work by
30 April 2011, to:
Dr Jeremy Rosenbaum, jeremy@rosenbaum.net
OR
Jeremy Kibel, info@blockprojects.com.au
For further information, please call Jeremy Rosenbaum
on 0412 313 411.

A key message is that there is no magic
bullet or a single solution that will solve
the drug problem. There never has been
despite numerous attempts at strategies
such as prohibition, thereby ignoring
the social consequences. This is also very
well documented in all the drug policies
published by the RACP.
The evidence in this book could be well
utilised during election campaigns and as a
core text for developing or reviewing drug
policies.
Mary Osborn
Senior Policy Officer
Policy & Advocacy

The Making of
Mr Gray’s Anatomy
By Ruth Richardson
Oxford University Press, 322 pages, RRP
$52.95, NOW $14.95
This book was published many years ago,
but we thought it may be of interest to
some readers.
Gray’s Anatomy is widely regarded as a
classic work on the subject. However, this
much smaller book is the story of how it
was originally created. In the publisher’s
words, ‘The painstaking historical research
reveals rich and unknown aspects of the
work and presents a complex slice of
Victorian life’.
Available from Clouston & Hall Booksellers,
www.cloustonandhall.com.au, or you
can email your enquiry to: enquiries@
cloustonandhall.com.au.

RACP MEMBERS SAVE 25%
ON ALL WILEY BOOKS!
Royal Australasian College of Physicians members
are entitled to 25% off their entire book order. To
obtain your savings, choose the titles you wish to
purchase and proceed as follows:
1. For members in Australia and New Zealand,
purchase online only through the links on the
webpage: http://au.wiley.com/WileyCDA/Section/
id-410782.html.
2. For members outside Australia and New
Zealand, purchase online or place your telephone
order with the Customer Service team on (toll
free) +1 800 835 6770 and provide the promotion
code SDP93 to obtain your discount.
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OUT OF THE ETHER

VK3SN (call-sign of Stephen Warrillow) talking via linked repeaters to amateurs in the UK from Mt Nelse on a
winter XC ski trip in the Victorian Alps

E

ver since seeing my very first
crystal set, radio has held a
captivation for me. The concept
of sending signals through space
without the physical connection of wires
seemed wonderful and almost magical,
even if it could be explained by the laws
of physics. As a youngster, listening to
voices from far-off places fade in and
out over the hiss and crackle of static on
old short-wave receivers was perhaps
the first time it was apparent to me that
there was an amazingly wide world out
there that held all sorts of possibilities and
adventures. Since those early experiences,
I have continued my interest in radio and
explored the rich realm of possibilities it
provides.
As with most pastimes, my interest in
radio started small. Having tinkered with
broadcast receivers and building crystal
sets for a while, the prospect of actually
sending, rather than just receiving signals,
was very enticing. Amateur radio was a
hobby I had heard of, but at the time it
was not quite something I was ready for.
Instead, I built small, simple kit transmitters
that could transmit a few hundred metres
on low power. These were a great way
to learn many technical skills such as
soldering and also to understand the basics
of electronics, physics and computing.
Later still, I graduated to Citizens Band
(CB) radio using bits of second-hand gear
passed on by friends. CB was a lot of fun,
but the limitations of low power, few
frequency options and being permitted
only to use commercially built transmitting
gear made it less than completely
satisfying. Also, because no licence was
required, anyone could use it (which is
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good) and could say just about anything
(which is potentially bad). Listening to
CB for a bit can certainly broaden one’s
‘vernacular’ vocabulary!
For a while, though, CB had to suffice, as
more attention was required to complete
school and then university study. It was
not until internship that I was in a position
to properly pursue radio studies. Through
the phone book, I was able to track down
contact details for the Wireless Institute
of Australia (at 100 years old in 2010, it is
the world’s oldest national amateur radio
society), which put me in touch with a
local radio club. A short time later I was
booked in for their novice course and
subsequently passed my exams in theory,
regulations and morse code. With further
work, I was able to successfully pass the
intermediate level exam, but then got
sidetracked for a while by preparations for
the FRACP written and clinical. It was only
while doing a stint of advanced training in
the UK that I finally reached advanced level
by passing the final hurdle—the ‘full-call’
morse exam at 12 words per minute.
Most readers will at least have heard of
amateur (popularly referred to as ‘ham’)
radio. The hobby is regulated under
federal legislation administered by the
Australian Communications and Media
Authority (ACMA) and all operators must
undergo training and examination before
being licensed. In this context, the term
‘amateur’ is genuinely being used as per
its original meaning—‘lover of’. A look
inside the ‘radio-shack’ of most amateurs
quickly dispels any misconception about
their approach being ‘amateurish’. I
am sometimes asked, ‘Why bother with
a radio when a mobile phone or the

Operating from a remote igloo on the Bogong High
Plains in the Victorian Alps (VK3SN holding the mike)

internet lets me talk anywhere I like
anyway?’ Aside from amateur radio being
free and available in places that are far
beyond mobile phone and internet range,
there is a deeper, truer response that
would resonate well with anyone who
loves fishing. It is obviously easier, more
convenient and more reliable to buy a
fish from the local shop than it is to go
and catch one in some distant stream.
However, to ask an avid recreational
fisherman (or fisherwoman) why they
don’t just buy the fish they expend so
much effort on catching misses the point
entirely. Fishing is about so much more
than just the act of actually landing the fish
(or indeed eating it!). It is the acquisition
of knowledge and skills, the practice of
technique and the opportunity to be in
wonderful environments that fires the
passion of recreational fishers. Similarly,
amateur radio is about far more than the
act of communication—it is the chance to
acquire specialised knowledge and skills
and apply them in a practical manner.
Operators experiment, create, invent and
build hardware and software. Amateur
radio has more access to the radio
spectrum than any other group (excluding
the military) and has contributed
much to modern communications
technology through experimentation and
development. A community of over three
million amateur operators communicate
with one another around the world and
have done so for decades prior to the
development of satellite and internet
technology.
Like all great hobbies, there are niches
and subcultures. Amateurs share a
common love of radio technology and

Home amateur radio station with computer control
and logging system

Portable set-up on Fafa Island in Tonga

communicating, and have come up with
a broad array of techniques which enable
them to explore the fullest extents of both.
These range from using small portable
hand-held radios to talk across town
through to high-powered transceivers
that communicate across the planet.
Amateurs will bounce signals off planes,
clouds, satellites, meteors, the ionosphere
and even the moon to achieve effective
communication. Some use ultra-low power
(equivalent to less than that of a small
pocket torch) with very small antennas
and can still cross continents. Others crank
out several kilowatts to beam out from
large towers. Frequencies range from a
few kilohertz (lower than the broadcast
AM band) up to several gigahertz (higher
than a microwave oven). Some even work
in with light and can beam signals over
hundreds of kilometres with modified LED
sources.

In most jurisdictions, amateur radio
organisations have formal links into the
local disaster plan and emergency service
providers.

Modes of communication include voice,
morse code, digital data and television,
with each one having a series of sub-modes
that are suitable for varying applications.
Clubs will often build and maintain
extensive repeater systems and deploy
satellites which offer communications
facilities that are free for all licensed
operators to use. Amateur radio operators
are permitted to build and modify gear
and it is normal to have various projects
at different stages of completion on the
workbench at any given time. Amateurs
also make important contributions to
emergency services support and provide
backup communications when all else fails
in major disasters (a recent example being
the 2010 Haitian earthquake (see www.
youtube.com/watch?v=JqaKzIkyBug).

The richness of amateur radio has brought
me a lot of satisfaction. Being able to
communicate with people in any part
of the world, no matter how remote, is
truly exciting. I have had the opportunity
to take portable gear to many countries
and operate under reciprocal licensing
arrangements from Europe, North America
and the Pacific. Operating locations have
included igloos, thatched huts, tents,
beaches, mountain summits, trains, boats,
cars, cable cars and bicycles. Without
exception, every amateur I have ever
‘worked’ has been keen to learn about
where I am and also to share a little
about their own locality. On any occasion
when I have been set up in a particularly
remote or austere location, they have
been extremely helpful in providing
communication links to home and weather
updates. The variety of people involved
in amateur radio is remarkable. In a
busy afternoon, it is possible to work a
retired engineer at home in New York, a
scientist working on a base in Antarctica, a
volunteer food aid worker in Afghanistan
and a cosmonaut on the international
space station. Exotic and distant stations
have an undeniable appeal, but some
of my favourite contacts have been with
friends or family who simply happen to be
overseas. It was wonderful talking to my
brother (also licensed) in London whilst
out skiing on the Bogong High Plains using
a hand-held miniature radio—free!
It is particularly rewarding to use lowpowered, ultra-light gear that can be

deployed anywhere and still be able to
communicate long distances. During
extended hikes or when on back-country
ski trips, I always take radio gear and
have often found fellow amateurs the
only means of communication with the
rest of the world for days at a time. These
situations demand more than just technical
knowledge of equipment. There is
something of an art to ‘reading’ the band
conditions and being able to draw out
faint signals from the ether to complete a
successful contact with stations thousands
of miles away. Detecting the intelligence
within a ‘Donald-Duck’ sounding single
sideband (SSB) transmission or hearing the
words within morse code rather than ‘dits’
and ‘dahs’ takes practice. Each trip also
brings the opportunity to refine the design
and construction of the gear to make it
more effective, reliable and lightweight.
Usually planning for the next adventure
has already commenced before returning
home from the last.
People have always sought to overcome
barriers of distance to achieve effective
communication with one another.
Amateur radio facilitates this very human
drive by pushing the development
of technology in a very personal and
accessible way. Whether it is talking across
town, across the world or into space,
amateur radio operators will find a way to
get through. If the energy and drive of the
last hundred years of amateur radio are
anything to go by, the hobby has a bright
future.
Stephen Warrillow FRACP FCICM VK3SN
Staff Specialist in Intensive Care
Austin Health
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04644-CS Medical Personnel (58x84mm) Advt

Specialist Consultants in
permanent and temporary
medical staff placements.
Contact Carol Sheehan
Conjoint Committee for the Recognition of Training in Peripheral
Endovascular Therapy

END OF GRANDFATHERING APPLICATIONS

Established since 1977

NOTICE TO APPLICANTS

Phone
Facsimile
Email
Website
Address

03 9429 6363
03 9596 4336
csmedical@iprimus.com.au
www.csmedical.com.au
22 Erin St Richmond 3121

Please note that applications for recognition by the
Conjoint Committee under the Grandfathering Clause will
cease after 29 April 2011. Grandfathering applications will
not be considered after this date.
To be eligible to apply for Recognition of Training under the Grandfathering
Clause, applicants must:
1.

Be a Fellow of RACS, RACP or RANZCR, or an Educational
Affiliate of RANZCR.

2.

Have completed their Training (Fellowship year) more than two
years ago. If training has been completed within the last two
years, Fellows may apply under the “Training Clause”.

3.

Have completed the minimum procedural requirements as outlined
on the Conjoint Committee website.

4

Submit the appropriate documentation to demonstrate that key
criteria has been met.

Please visit the Conjoint Committee website at http://conjoint.surgeons.org for
Application Forms and further information.

Contact:
Conjoint Committee Secretariat
Tel: +61 (0)3 9276 7480
Email: college.pet@surgeons.org

Member Advantage

10% off* Best Western accommodation rates
Member Advantage values members who are not only based in the city, but also in regional and country areas. That’s why we offer
RACP Fellows and Trainees 10% off the best available rate* at Best Western. Choose from over 200 hotels, motels and apartments
across Australia and New Zealand, including luxury beachside resorts, grand country estates and cosy highway inns.
Locations around Australia and New Zealand include:
NSW / ACT
VIC
TAS
SA / NT

Sydney, Broken Hill, Newcastle, Canberra
Melbourne, Ballarat, Geelong, Mildura, Warrnambool
Hobart, Launceston, Burnie, Ulverstone
Alice Springs, Darwin, Mount Gambier, Port Augusta

WA
QLD
NZ

Perth, Esperance, Bunbury, Albany
Brisbane, Cairns, Toowoomba, Mackay
Christchurch, Auckland, Dunedin, Hamilton

Call Member Advantage on 1300 853 352 or visit www.memberadvantage.com.au/login/racp
*Not to be used in conjunction with any other discount or offer. Accommodation is strictly subject to availability. Available to both Australian and New Zealand residents.
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The 2011 Australasian Sexual Health Conference will be held in Canberra on
Wednesday 28 September – Friday 30 September.
Back-to-back with the Australasian HIV/AIDS Conference 2011 (23rd Annual ASHM Conference).
International Invited Speakers
Dr Charlotte Gaydos: Professor, Division of Infectious Diseases, Department of Medicine, Johns Hopkins University,
Baltimore, MD, USA.
Dr Jeanne Marrazzo: Professor, Division of Allergy & Infectious Diseases Medical Director, Seattle STD/HIV Prevention
Training Center, University of Washington, USA.
Key Deadlines
Abstract Submissions are open - deadline Friday 27th May 2011.
Further information regarding the conference and program will be available at - www.sexualhealthconference.com.au or
contact +61 2 8204 0770

RACP News April 2011

47

Medical Finance

Experien
48

RACP News April 2011

