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President’s Communiqué

LEADERSHIP IN THE COLLEGE
Dr Bolitho draws on the recent work of Health Workforce Australia, influential author Daniel Goleman,
and the management expertise of David Rooke and William Torbert to discuss the benefits to the
College of effective leadership.
‘I never did anything alone. What was accomplished, was accomplished
collectively.’
Golda Meir

M

embers of this College are leaders, each in their own way,
through professional roles and activities undertaken in medical
practices, institutions and communities. Each member of this
College has the potential to be an active leader within the
College, and in national and jurisdictional healthcare. It is important that the
College draws on your leadership skills and that you consider your potential
to contribute as a leader within the College and in the wider healthcare
debates and issues that affect us all.
It is particularly important that the College supports members in their
leadership roles and potential, if we as physicians are to contribute to the
best of our abilities, collectively and individually, to ongoing improvement in
the quality and appropriateness of healthcare policy and service provision.
To foster strong leadership within the College and by the College, we need
to examine how we can use our abilities to support and develop individually
and as a collective.
Health Workforce Australia has recently concluded national consultation
for an Australian Health Leadership Framework – a program called Health
LEADS Australia.1
This is a leadership framework, which aims to define the capabilities needed
for leaders in all areas of health. Health LEADS Australia is currently being
revised in line with feedback from participants in consultation, including
staff and Fellows of this College. The graphic and content from the DRAFT
version are reprinted here with permission from HWA.

Health LEADS has five areas of focus: Leads self; Engages others; Achieves
outcomes; Drives innovation; and Shapes systems. Together, the five focus
areas reflect the challenge of leadership in health today (refer to Figure 1).
The Health Leads framework states that leadership requires reflection and
improvement in one’s self (Leads self); fostering change in others (Engages
others); communicating a vision for the future and enabling decisions
to support value propositions (Achieves outcomes). To achieve those
outcomes, leaders embrace the spirit of change and innovation (Drives
innovation) and strategically understand and align complex systems with the
vision and desired outcomes (Shapes systems).

capabilities in the framework in a
manner consistent with their personality,
style, strength and roles. This framework
is expressed as capabilities rather than
competencies
The Health LEADS Australia framework is
designed to be flexible and adaptable for
different audiences and will benefit:
1. Individuals working in or using any part
of the health system as a guide to identify
areas of leadership capability for their
personal development
2.	Organisations that have leadership
in a broader competency or capability
framework, in further developing their
leadership work
3. Professions including regulatory and
accrediting bodies, in the development of
registration standards and standards for
the accreditation of courses
4. State, Territory and private sector agencies
as a checklist in the short term to fill in any
gaps in the existing models and in the
longer term, as a guide to updating existing
approaches.
The framework sets out three capabilities
associated with each focus area, as follows:
1. LEADS SELF
Capabilities

A self-aware leader:
1.1 is emotionally
intelligent

1.1.1 understands and manages
the impact of their assumptions,
values, attitudes and
behaviours on themselves and
others, particularly in stressful
situations

1.2 seeks out
opportunities
for personal
development

1.2.1 assumes responsibility to
reflect on their performance
as a leader and engages in
personal learning and growth

1.3
demonstrates
strength of
character

1.3.1 is honest and shows
integrity, courage and resilience

The Principles set out to guide the Health LEADS Australia approach are:
1. Everyone owns leadership. The quality of leadership throughout a
system is vital for its operation and reform. In health, quality leadership
is a public good for which everyone shares responsibility.
2. Development is essential and lifelong. The framework provides a focus
for individuals, groups and organisations to improve their leadership
capabilities.
3. The person you are is the leader you are. People will express their
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Behaviours

Figure 1: Health Workforce Australia’s proposed Australian Health
Leadership Framework1

4.2 actively
contributes to the
change process

4.2.1 inspires and leads
others to research, canvas
possibilities, invest in good
ideas, evaluate, celebrate
and disseminate the best

4.3 builds political
and public support
for change

4.3.1. influences media
and key opinion leaders to
encourage informed public
discussions about health
issues and proposals for
change

5. SHAPES SYSTEMS
Capabilities

Behaviours

A transformative leader:

2. ENGAGES OTHERS
Capabilities

5.1 applies systems
thinking

5.1.1. communicates and
negotiates within and across
health teams, services and
sectors to improve individual
and local health outcomes
and clinical best practice

5.2 engages and
enables consumers
and communities

5.2.1 involves consumers
and communities in decision
making, health policy,
education and training, and
health care re-design

5.3 builds
coalitions across
silos, organisations
and sectors

5.3.1 promotes
understanding, respect
and trust between different
groups, professions, cultures,
and points of view to enable
effective collaboration,
enhance interconnectedness,
and minimise unintended
consequences

Behaviours

An engaging leader:
2.1 values diversity and deepens cultural
understanding

2.1.1 demonstrates respectful and inclusive
communication: listens actively and
champions efforts to close the gap in
Aboriginal and Torres Strait Islander health
outcomes

2.2 strengthens individual and team
capabilities

2.2.1 expects and promotes growth of
others and develops collaborative, highperforming team environments

2.3 promotes development of leadership
capabilities in others

2.3.1 models leadership development
and encourages mentoring for potential
and current leaders within their area of
influence and responsibility

3. ACHIEVES OUTCOMES
Capabilities

Behaviours

A goal oriented leader:
3.1 shapes and communicates a compelling
vision for the future

3.1.1. uses collaborative approaches to
identify, establish and communicate a clear
and meaningful vision for better value
health services and outcomes

3.2 enables better value health services
and outcomes

3.2.1 facilitates alignment of resources
and decisions with vision, goals and
evidence, and with both the consumer and
populations’ perspective of value

3.3 measures progress and is accountable
for results

3.3.1 celebrates and communicates
achievements and holds those with
responsibility, including self, accountable
for results against benchmarks and
population health outcomes

4. DRIVES INNOVATION
Capabilities

Behaviours

An innovative leader:
4.1 champions the need for innovation and
change

4.1.1. creates a climate of curiosity,
collaboration, creativity and continuous
improvement to enable innovations for
better clinical, consumer and system
outcomes

David Rooke and William R Torbert, the
authors of a study of leadership, ‘Seven
Transformations of Leadership’2, identify
seven approaches to leadership, describing
different leaders as exhibiting different kinds
of ‘action logic’ – the ways in which they
‘interpret their surroundings and react when
their power and safety is challenged’ (see
Table 1 on page 6).
Rooke and Torbert found that the least
effective leadership approaches are those of
‘the Opportunist’ and ‘the Diplomat’, and the
most effective are those of ‘the Strategist’
and ‘the Alchemist’.
According to Rooke and Torbet, ‘Knowing
your own action logic may be the first
step toward developing a more effective
leadership style. If you recognise yourself as
an Individualist, for example, you can work,
through both formal and informal measures,
to develop the strengths and characteristics
of a Strategist.’
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Table 1: Seven leadership styles
Action
logic

Characteristics

Strengths

% of research
sample
profiling at
this action
logic

Opportunist

Wins any way
possible. Self oriented,
manipulative: ‘might
makes right’.

Good in
emergencies
and sales
opportunities

5%

Avoids overt conflict.
Wants to belong: obeys
group norms; rarely
rocks the boat.

Good as
supportive glue
within an office;
helps bring
people together

12%

Rules by logic and
expertise. Seeks rational
efficiency.

Good as an
individual
contributor

38%

Meets strategic goals.
Effectively achieves
goals through teams:
juggles managerial
duties and market
demands.

Well suited to
managerial
roles; action
and goal
oriented

30%

Interweaves competing
personal and company
action logics. Creates
unique structures
to resolve gaps
between strategy and
performance.

Effective in
venture and
consulting roles

10%

Diplomat

Expert

Achiever

Individualist

Strategist

Alchemist

WHAT DISTINGUISHES GREAT LEADERS
FROM MERELY GOOD ONES?
According to Daniel Goleman3, it isn’t IQ or
technical skills. It’s emotional intelligence
(EI): a group of five skills that enable the
best leaders to maximise their own and
their followers’ performance. When senior
managers at one company had a critical mass
of EI capabilities, their divisions outperformed
yearly earning goals by 20%.
The EI skills are:
• Self-awareness – knowing one’s strengths,
weaknesses, drives, values and impact on
others

Generates organisational Effective as
transformational
and personal
leader
transformations.
Exercises the power of
mutual inquiry, vigilance
and vulnerability for both
short and long term.

4%

Generates social
transformations.
Integrates material,
spiritual, and social
transformation.

1%

Good at leading
society wide
transformations.

• Self-regulation – controlling or redirecting
disruptive impulses and moods
• Motivation – relishing achievement for its
own sake

The Rooke and Torbert study offers each of us insights into ourselves,
and perhaps offers us, individually and collectively, ideas to interpret and
understand what is important for ourselves and for our College, particularly
at this time of considerable debate and change in healthcare and in the
ongoing growth of the College.
Whilst Health Workforce Australia is promoting leadership in health, it is
important that our College looks to its own leadership role in healthcare in
Australia and New Zealand, and to the leadership needs of the College; and
each College member has the potential to contribute to both.
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If you are interested in contributing to the
development of the leadership of your College,
please talk to a Board or committee member,
or contact the Director, Fellowship Relations,
Ms Linda Smith at: linda.smith@racp.edu.au.
Associate Professor Leslie E Bolitho AM
President RACP

Reprinted with permission from ‘Seven transformations of leadership’ by David Rooke
and William R Torbert. Harvard Business Review, April 2005. Copyright © 2005 by
Harvard Business Publishing; all rights reserved.
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Leaders within the College include members
who contribute to College committees,
which work on the continuous development
of issues such as educational governance,
College policy positions influencing the role of
physicians in the Australian and New Zealand
healthcare environments, organisational
management and many other areas of
professional significance to physicians.

• Empathy – understanding other people’s
emotional makeup
• Social skill – building rapport with others to
move them in desired directions.
Each one of us is born with a certain level of
EI skills. But we can strengthen these abilities
through persistence, practice and feedback
from colleagues and coaches.

References
1. Health Workforce Australia (2012). DRAFT
Australian Health Leadership Framework.
www.hwaleadershipframework.net.au.
2. Rooke D, Torbert, WR (2005). Seven
transformations of leadership. Harvard
Business Review; April.
3. Goleman D (2004). What makes a leader?
Harvard Business Review; January.

YOUR COLLEGE: CELEBRATING 75 YEARS –
PAST, PRESENT AND FUTURE
‘If I have seen further it is by standing on the shoulders of giants.’
Isaac Newton 1676 (attributed to Bernard of Chartres, 12th century)

I

have sincere pleasure in inviting you all to join in the activities planned
for the next 12 months to celebrate the 75th Anniversary of the
formation of Your College. These celebrations will honour those who
have gone before us, will review College history and development,
and will contribute to the future of a robust and agile College able to
continue to support all physicians to deliver the best in healthcare to our
communities now and to develop a shared vision for the future to ensure
that present and future challenges are met and opportunities are realised.

History teaches many things
‘History teaches us many things. Most importantly, the things that made us
who and what we are.’
Robert Bonville
The history of the College is really the history of our Fellows.1 The past is
important to the future.
Until the 1930s, physicians in Australia and New Zealand needed to seek
membership of one of the UK Colleges in London (1518),1 Glasgow (1599),
Edinburgh (1681) or Ireland (1654).2 Then, from 1930, meetings of physicians
in Australia were conducted under the auspices of ‘the Association of the
Physicians of Australasia (including New Zealand)’. Sir Richard Stawell was
elected chairman of the meetings in June 1930.
Over the following years there was discussion around the formation of a
College – with significant interest in where the College should be located.
Sydney and Melbourne were the only cities considered as locations, with
Canberra still in the early stages of development.
In April 1937, delicate and secretive negotiations were concluded for
the purchase of the Warrigal Club (originally a club for gentlemen
pastoralists) at 145 Macquarie Street, after considering offers from the State
Government and the University of Sydney. The original two-storied house
was built in 1848 for the Fairfax family. The additional three stories were
added between 1910 and 1936 by the Warrigal Club. Tenants remained in
the upper floors until 1971. There was a lecture theatre established, named
Stawell Hall, which was demolished in 1974 to make way for the lift and
toilet ‘tower’ and the car park.
The time between the winding up of the Association and the formal
inauguration of the College was a busy period of transition. The Prime
Minister of the time, Joseph Lyons, advised on 29 July 1937 that the King
had granted the College the use of the title ‘Royal’. In the same year, New
Zealanders agreed to unite with the College. Incorporation was legalised
on 1 April 1938.

RACP 75TH ANNIVERSARY

The last meeting of the Association was
held on 29 April 1938, and the Association
effectively underwent a metamorphosis to
become The Royal Australasian College of
Physicians. A Dominion Committee (for New
Zealand) was established. Hominum Servire
Saluti (To serve the health of our people)
was adopted as the legend for the College
Coat of Arms.
The inaugural ceremony of the College took
place in the Great Hall of the University
of Sydney on 14 December 1938. Notable
dignitaries included His Excellency Lord
Wakehurst, Governor of New South Wales;
Dr Morley Fletcher, representing the Royal
College of Physicians of London; and
Dr Noble Wiley Jones, representing the
American College of Physicians.
Dr Fletcher gave the formal address from
the London College and then presented the
new College with a replica of the ancient
caduceus, and the insignia of the office of
President, saying:

… the silver rod indicates that the President
should rule with gentleness and clemency
unlike those of old time who ruled with a
rod of iron. The serpents, the symbols of
prudence, teach the necessity of ruling
prudently, while the Arms of the College
placed on the summit indicate that
gentleness and clemency are the means by
which the College will be sustained.
Sir Charles Blackburn, the inaugural
President of the College, in his response
said that the purpose of the College was
the promotion, by all means in its power,
of the scientific approach to the study of
disease. There were 23 paragraphs in
the Memorandum of Association of the
College, setting out the formal statement
of the objects for which the College was
established.
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On 18 August 1939, the College moved into
the refurbished headquarters at 145 Macquarie
Street. Almost immediately, with the outbreak
of war on 3 September 1939, the College’s
activities were curtailed. A letter was sent to the
government offering for war work the buildings
and staff of both the RACP in Sydney and the
RACS in Melbourne. There were many changes,
including a high brick wall on the street frontage
to protect the premises from potential air raids.

PRESIDENTIAL ROLL 1938–2012
Surname

Title and Given Names

Fellow
No.

Years of
Presidency

State at time of
Presidency

Blackburn

Sir Charles Bickerton

1

1938–40

New South Wales

Sewell

Sir Stanley Valentine

2

1940–42

New South Wales

Champion de Crespigny

Dr Constantine Trent

3

1942–44

South Australia

Ritchie

Dr Harold John

4

1944–46

New South Wales

Smith

Dr Stewart Arthur

5

1946–48

New South Wales

Latham

Dr Leslie Scott

14

1948–50

Victoria

Holmes a Court

Dr Alan Worsley

11

1950–52

New South Wales

Murphy

Sir Alexander Paterson

152

1952–54

Queensland

McDonald

Sir Charles George

15

1954–56

New South Wales

Sayers

Sir Edward George

177

1956–58

New Zealand

Hayden

Dr John Gerald

9

1958–60

Victoria

Greenaway

Sir Thomas Moore

84

1960–62

New South Wales

Noad

Sir Kenneth Beeson

160

1962–64

New South Wales

Williams

Dr Morvyn

211

1964–66

New Zealand

Morrow

Sir Arthur William

150

1966–68

New South Wales

Chinner

Dr Melville Ernest

276

1968–70

South Australia

Rennie

Dr Harry Maynard

272

1970–72

New South Wales

Frew

Sir John Lewtas

316

1972–74

Victoria

Goulston

Dr Stanley Jack Marcus

343

1974–76

New South Wales

Gilmour

Dr Arthur Oswald Michael

427

1976–78

New Zealand

McDonald

Dr Geoffrey Lance

455

1978–80

New South Wales

Grant

Professor Allan Kerr

449

1980–82

South Australia

Hudson

Dr Bryan

432

1982–84

Victoria

Hickie

Emeritus Professor John
Bernard

592

1984–86

New South Wales

There have also been many distinguished
Fellows recognised locally, nationally and
internationally in all fields of medicine and
medical science as leaders, clinicians and
researchers. I would like to pay my respects to all
those who have gone before and to those who
are the leaders in today’s changing and evolving
healthscape.

Kincaid-Smith

Emeritus Professor
Priscilla Sheath

725

1986–88

Victoria

Clark

Dr Emeritus Arthur Colvin
Lindsay

663

1988–90

Victoria

Chalmers

Professor John Phillip

1412

1990–92

South Australia

Cohen

Professor Alexander
Kevin

621

1992–94

Western Australia

Tiller

Professor David John

1580

1994–96

New South Wales

The College Roll is maintained to honour all
deceased members of the RACP.2 To keep
abreast of the times, there is now an electronic
roll and it is important that we each maintain our
College history by contributing obituaries for
colleagues and friends.3

Smallwood

Professor Richard Alan

1103

1996–98

Victoria

Cameron

Dr Donald Patrick

1170

1998–2000

Queensland

Larkins

Professor Richard Graeme

1961

2000–02

Victoria

Mortimer

Dr Robin Hampton

1762

2002–04

Queensland

Sewell

Associate Professor Jillian
Ruth

4248

2004–06

Victoria

Your College: now and in the future

Thomson

Professor Napier

302

2006–08

Victoria

The College currently has a broad cohort of
active and interested Fellows and trainee
members who are involved in the many
committees of the College. We are fortunate

Metz

Professor Geoffrey Lionel

98

2008–10

Victoria

Kolbe

Professor John

4153

2010–12

New Zealand

Growth and expansion of the College
Significant changes have occurred since the
inaugural meetings in 1938. There were 231
Foundation Fellows of the College in 1938, which
rose to 1179 in the Jubilee Year of 1963 and then
to 4146 in 1986. For the first 40 years, there was
a two-tier system of Fellowship and Membership.
Membership was attained in most cases by
examination and Fellowship by election. The
Membership category was finally phased out in
1978. In January 2013 there were 15,300 Fellows
and over 6000 trainee members of the College.

Leaders and Fellows of the College
There have been 38 eminent leaders of the
College through the past 75 years. Each
President has led the College with distinction,
providing guidance and counsel to the College
and to the many Fellows who have been its
raison d’être. Opposite is a Roll of the Presidents
since the RACP was formed – many of the
names will be familiar to you.
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to have such a devoted group who contribute pro bono and willingly to
ensure that the College functions well, provides supervision and support
for Fellows and trainee members, and conducts the examinations and
assessments fairly and transparently whilst maintaining world-class
standards. There is a continuous review and assessment process to
ensure that College education of physicians maintains world best practice
standards. There is always room for improvement and hence the need
for review, reflection and change. To this end, currently in progress are an
Educational Governance Review, a review of Policy and Advocacy, and a
newly announced Board Governance Review to determine an appropriate
College Governance structure to lead the College into the future.

Your role in the College of the future
All College Fellows contribute to the strength and potential of the College
through their practice. The future of the College is in the hands of the
trainee members, as all Fellows are but custodians for the present.
I encourage all Fellows and trainee members to also participate in
determining the future of the College through participation in the many
anniversary activities this year, and through your engagement in the
ongoing work of the College. By working with and for our College, we
will ensure a strong, robust and dynamic College that will remain a world

leader in physician education, be a strong
proponent for the design and delivery of
the highest quality healthcare to all our
communities, and advocate for equity of
access to appropriate health services for all
Australians and New Zealanders.
Associate Professor Leslie E Bolitho AM
President RACP

References
1. Kincaid-Smith P (1988). Foreword. In RR Winton,
Why the pomegranate?
2. McDonald G L (Hon. ed.). Roll of the Royal
Australasian College of Physicians. Volume
1: 1938–1975; Wiseman JC, Mulhearn, RJ (Hon.
eds); Roll of the Royal Australasian College of
Physicians. Volume 2: 1976–1990.
3. www.racp.edu.au/page/search-college-roll/

THE PRESIDENTIAL YEARS 1992–1994
With erudition and wit, Clinical Professor Alex Cohen reflects on the years of his presidency, as
representative for the 90s, and the changes that have occurred in the College over the subsequent
two decades.

M

y accession to the presidency was a gentlemanly affair. This
is said advisedly, first because the only maiden to be seen
within the Council chamber at that time was the illustrious
Judith Whitworth, and second, the whole process was devoid
of the need for the coy denials of desire that characterise US and Federal
Presidential charades. There is also a constitutional precept whereby the
vice-president succeeds the incumbent unless there are strong forces aligned
in opposition. However, the appointment is not a ‘shoe in’ and, as I have
observed in many other contests over the years, those in the positions of
influence often delight in wielding it in a manner that will frustrate the cocky,
conniving candidate – however well-equipped he or she may be.
A newly appointed president should have nascent projects itching to be
outed and set in train. This does not mean that those which have been
espoused by his or her predecessor should be immediately or gradually
abandoned. I was indeed fortunate to have worked closely in my bridesmaid
years with that amazing man, John Chalmers, whose political prescience and
clinical clairvoyance set the seal on the academic, corporate, material and
ethical direction of the College. As I assumed office, following his retirement, I
found myself at the head of a strongly based Specialties Board; a developing

RACP 75TH ANNIVERSARY

Clinical Professor Alex Cohen
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Fellowship Board; the framework of a constructively enlightened certification
process and a coterie of Faculties, either established or in the process of
evolution. Chalmers’ legacy was even more diverse than can be catalogued
here, but the creation of a Research and Education Foundation, launched
with his own brand of earnestness, influence and chutzpah, has welded
commitment within the Fellowship, returning to the donors and their collegiate
legatees a manifold benefit. The central, integral and essential role of research
began to take greater prominence in the consideration of career pathways for
the young physician.
I came to the presidency as a General Physician and Endocrinologist, trained
in this country and overseas. There is no doubt in my mind that the two are
inseparable in their influences on humankind, being subtle, interactive, global
and at times subliminal, extending from the earliest of years into the time of
departure.
This view was not shared by those owing allegiance to the rapidly emerging,
instrument-orientated boutique specialties wherein the husk of human illness
was becoming secondary to the kernel of sometimes incidental, interesting
but not necessarily relevant findings. Moreover, Government bodies, rising and
disappearing like the lunar phases, paid increasing obeisance to ‘skills’. Their
fascination with the mechanics of diagnosis knew nothing of the ‘art’. This
unjustified ignorance was already evident in the administration of hospitals
where the bottom line increasingly became the DRG and there appeared, with
monotonous regularity, dicta from DEET* and nostra from NOOSR** seeking
to clamp, confine and catalogue activities within these ‘skills’, each of which
aimed at the lowest denominator of performance. This outlook was even more
rigid and threatening in New Zealand. There it was suggested that universities
should assume the education of the professions – rather like delegating the
manifold features of plumbing failure to an expert in the hydrology of aquifers.
It was in this setting that MOPS first raised its tousled head after a long time
in preparation and deliberation. Based upon wide contributions from Quality
Assurance: Peer Review: Personally Attested Study, Scholarship and Didactic
Learning, the process has become an unqualified success culminating in
the current MyCPD. This has proven to be an almost impregnable barrier
against which the slings and arrows of outrageous hospital administration
fall harmlessly to the bedside. Yet the process of attrition toward General
Medicine continued.
By the middle of my first term of office I was determined to find a way of
halting the decline in influence, numbers and hospital recruitment of the
General Physician. With broad advice from the wily Chalmers and the
unqualified, tireless support and companion fieldwork of the charmingly
erudite Peter Greenberg – another Endocrinologist and General Physician –
we set about creating the Australian Society of General Physicians in Medicine
(ASPIGM) whose unfortunate acronym redolent of the rear end of a forbidden
animal did nothing to dissuade the faithful, enthusiastic and eager coterie of
generalists from clustering to its flag and its ideals.
I was able to speak on the matter wherever my pastoral duties took me,
finding almost universal accord in many countries or, I hope, warning them
as to the approaching fossilisation of their craft.1 ASPIGM has now become
IMSANZ – the Internal Medicine Society of Australia and New Zealand – and
has grown into a most prestigious, authoritative and numerous organisation
which wields an appropriate place in Hospital Administration Programs and the
particular problems of General Consultant Medical Practice. Peter Greenberg
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became, deservedly, the first President of
ASPIGM and laid the ground for the seminal
succession of Rob Beattie as head of IMSANZ.
A peripheral but highly controversial event
was the creation of the Hong Kong Academy
of Medicine in November 1993. The criteria
of membership was by an examination, alien
to those of the Royal Colleges of the UK,
Edinburgh and Ireland as well as ourselves,
and concern was expressed by all three that
their hard-won high standard of evaluation,
which was subject in each College to
calibration and peer review, was in jeopardy.
At that meeting I was able to frame my
thoughts, concerns and aspirations as to the
fate and future of the general physician.1
There were still dark rumblings in the ranks,
threatening to disrupt the whole corpus of
the College. The first separated identity was
Public Health whose place on the launching
pad had been already amicably secured by
accord between its President, Sue Morey, and
Chalmers. Others progressively followed, most
after validated individuality, some with rather
nebulous credentials for clinical adulthood
until certain enhancements and critical
rationalisations were made, and others by
the sensible expedient of amalgamation with
slender disciplines of like training and outlook.
The paediatricians posed a much more
complicated and seemingly intractable
problem. In contradistinction to their charges,
they were articulate, coordinated, continent
and implacably calm. Their dissatisfactions
included a perception of little benefit in a
continuing parentage since their interests
were not being met – either through the
Journal of Internal Medicine or the content
of the Annual Scientific Meeting. Throughout
the period of my presidency discussions
continued without a solution. David Tiller
resolved the impasse early in his own tenure
and in his own inimitable way.
From the rather lonely plateau of advanced
age I now see about me a College
represented strongly by women, with broadly
widened interests which are the inevitable
consequence of the recruitment and inclusion
of multiple discrete and energetic allied
disciplines. There is manifest involvement with
all Australians. It is encouragingly orientated
toward youth and youthful entry into
research, yet tenacious in terms of its tenets
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and heritage. The difficulties associated with the resolution of a serious
deficiency of consultants in almost all disciplines are worrying. In this setting,
with the paradoxical influx of a plethora of overseas-trained clinicians, there
is a temptation toward ‘dumbing down’, such as is being seen in many
Australian universities. Yet the future of the College is in safe, dexterous and
innovative hands.
All of we past-presidents have hoped that we fulfilled these criteria, in our
own fashion. None of us can claim more than titular headship supported
by great councils and superb CEOs (in my case Don Swinbourne) who
marshalled a dedicated and devoted staff. It is they who brought out the best
in us.
I cannot conclude this memoir without an anecdote. It is customary for a
visiting president to bring to the host college a gift as a memento. For the
Canadian College Meeting in 1993 I chose a large square glass vase about
the size of a morbidly obese Weeties box on which was etched – not the
Monarch of the Glen, but the Marvel of Macquarie Street.
At the meeting I hefted this into the hands of the Canadian President who
was breathlessly grateful. Following me was the President of the Irish
College who shamed us all by bearing a beautiful Waterford Crystal whisky
decanter. In handing it over, the object dropped from their outstretched
hands, shattering to the floor with a sound which was almost drowned by
that emanating from the aghast assembly.

Quick as a flash the Irishman said, ‘Don’t
worry – I’ll get youse another one – youse’ll
have two stoppers! Now that is truly
presidential.
Clinical Professor Alex Cohen AO MBBS MD
(Adel) FRACP FRCP FRCPE FRCPI D.Litt (Hon)
The University of W. Australia
Emeritus Chancellor, The University of
Western Australia
* DEET – Department of Education,
Employment and Training (also a potent
insecticide)
** NOOSR – National Office of Overseas
Skills Recognition (also a well-known
Queensland watering hole)
Reference
1. What does the future hold for the General
Physician? An Address to the Hong Kong
College of Physicians at the Inauguration
of the Hong Kong Academy of Medicine,
Friday December 10 1993. Fellowship Affairs;
13(1):February 1994:13–14.

THE FEMALE VOICE OF THE COLLEGE
Representing the first decade of the new millennium, Associate Professor Jill Sewell, the second
female President of the College (2004–2006), recalls the issues faced during her presidency, the
achievements, and the challenges for the College now and into the future.

W

hen I took office as President of the RACP in May 2004 I was
conscious, as all new presidents must be, of my stewardship
role in promoting the goals the College first set out in 1938
and which are now being celebrated 75 years later in 2013.
My particular stewardship role was the further development of the Education
Strategy commenced in previous years, and still to come to fruition as I
completed my presidency. The RACP Education Strategy was developed in
order to promote the highest quality healthcare and patient safety through
education, training and assessment. This Education Strategy envisaged
development of curricula, blueprinting of innovative assessment against
curricula, cross-College educational modules and vertical integration
of education through basic and advanced training and into continuing
professional development (CPD).
At that time, the College was also preparing for its first formal accreditation
by the Australian Medical Council (AMC), a voluntary process which became
mandatory under national law in 2010. An enormous amount of work
was done by Fellows, trainees and College staff led by the reorganised
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Education Unit, culminating in a visit by the
AMC accreditation team in August 2004.
We were granted four years accreditation
in recognition of the very significant
changes we were making to our education
program. We were also accredited by the
New Zealand Medical Council through a
highly collaborative process, taking into
account specific legal requirements in New
Zealand. Subsequently, AMC accreditation
was extended to six years, and then further
extended to the maximum possible 10 years
until mid 2014. Some of the recommendations
in 2004 included advice to reorganise
the governance structure of the College,
to link training with workforce planning,
and for assessment to align with required
competencies.
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A strategic review of the governance structure had already been planned and
in December 2004 the decision was made to change the role of the College
Council to that of a board of directors with more defined legal and fiduciary
responsibilities. At that time, the interim trainees committee was formalised
and the chair of the Trainees Committee became a formal member of Council.
In the new governance structure trainees were represented on all College
committees, and quickly breathed new ideas and new life into the forward
thinking of the College. The new governance structure also led towards more
collaborative and formal relationships with the Specialty Societies, so important
for specialty advanced training. College Fellows lobbied hard and were
instrumental in the development of training networks in New South Wales,
South Australia and Victoria.
The College’s first Dean of Education, later the Director of Education, was
appointed, and led the development of a professional qualities curriculum
to sit alongside the basic and advanced curricula and to aid in the vertical
integration of training into continuing professional development.
During this period, the College was also very active in health policy and
programs. The better practice coordinating committee, the clinical systems
support program, the support scheme for rural specialists, developments
in eHealth, tobacco policy, and the policy on ethical relationships with the
pharmaceutical industry were all actively supported by many Fellows, with
very significant effects across the health system. The title of the Arthur E Mills
oration at the annual scientific meeting in Wellington in May 2005, ‘Science
and Serendipity in the Art of Medicine’, delivered by Professor Jane Harding,
demonstrated the continued value placed on research by College Fellows.
The following year, in Cairns, Noel Pearson delivered his Arthur E Mills oration
entitled ‘Our Vision for the Future of Cape York Peninsula’ – a challenging call
to arms for all of us to contribute to improved health of Indigenous Australians.
During my presidency from 2004 to 2006, the most significant issues were the
development of the education strategy/AMC accreditation, the governance
review, and the closer engagement of trainees and Specialty Societies with
the College. Such issues remain of great importance today as the Physician
Readiness for Expert Practice program is finalised, MOUs are developed with
Specialty Societies for advanced training, the online CPD program drives selfreflection and quality improvement projects, and the One College policy drives
consistent educational values and processes across the College. The risk
with standardising the structure of this very complex organisation comprising
Divisions, Faculties and Chapters is the loss of voice and independence of
significant groups within the College such as my own specialty of Paediatrics
and Child Health, Public Health and others – groups which have great potential
to contribute to advocacy and policy development.
Having contributed to College activities since 1984, I have seen the gradually
increasing difficulty in engagement of Fellows with essential College
programs, as health service funding tightens and becomes more controlling,
as educational oversight and supervision become more demanding, and
as physicians of all ages demand a better personal work–life balance. One
example of the consequences of work–life balance is that with contemporary
feminisation of the medical and physician workforce and associated periods
of part-time work, there may be even less opportunity for active engagement
in College activities. Despite this, there remain many wonderful examples
of men and women, from trainees to retirees, who contribute tirelessly, and
with great skill and expertise. Nowadays they are helped by the increasingly
professionalised College staff, who need to sensitively collaborate with College
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Associate Professor Jill Sewell PRACP
2004–2006

Fellows in planning and implementing College
policies and programs.
As the second female President of the RACP
I was conscious of the need to represent the
College as a whole as well as encourage
and affirm the capacities and contribution of
women in the profession. At that time, there
had been a small number of female College
presidents in Australia and New Zealand, and
I overlapped with the first (world first) female
president of the Royal Australasian College
of Surgeons. Now 6 of the 15 members of the
Committee of Presidents of Medical Colleges
are women.
In the future, there is likely to be greater
regulatory oversight of and direction to the
Colleges, from federal and state jurisdictions,
from nationally legislated bodies such as
the Medical Board of Australia and Health
Workforce Australia, and from the health
reform agencies. Meticulous attention to
mandated education and training standards, a
drive towards measuring competencies rather
than elapsed time in training, a better balance
between specialisation and generalism, an
enthusiastic take-up of eHealth opportunities,
and much more detailed and directed
workforce planning will be essential as the
College strives to maintain an independent,
evidence-based and contemporary approach
to education and training in order to promote
the highest quality of healthcare and patient
safety in Australia and New Zealand.
Associate Professor Jill Sewell AM MBBS
FRACP FRCP FRCPCH FAICD
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JOURNEY TO BECOMING THE AUSTRALASIAN
FACULTY OF REHABILITATION MEDICINE
The behind-the-scenes story of the formation of the Australasian Faculty of Rehabilitation Medicine
and the people who championed it.

R

ehabilitation Medicine in Australia owes its development to a small
group who over the years established clinics, brought an academic
discipline to the subject, were associated with the establishment
of an Australian academic qualification and then set about creating
an organisation which would ensure the recognition of the discipline and
which would protect the standard that was practised and the status of
its practitioners. Today, that organisation is an integral part of The Royal
Australasian College of Physicians (RACP) and is named the Australasian
Faculty of Rehabilitation Medicine (AFRM).
Following World War II, a number of diplomas in various disciplines of
postgraduate medicine were established so that ex-service doctors would
have the opportunity to specialise without having to travel overseas. At
this time the concept of retraining injured and chronically impaired civilians
gradually became apparent and a group of like-minded pioneers founded an
Australian Association of Physical Medicine in 1948. The term ‘rehabilitation’
was added later. As a mechanism was needed to recruit young graduates
to the field of rehabilitation medicine, in 1969 the Australian Association of
Physical and Rehabilitation Medicine (AAP&RM) proposed the establishment
of a Diploma Course in Physical and Rehabilitation Medicine, under the
auspices of the Australian Postgraduate Federation in Medicine.
Work commenced on writing the first curriculum. The first Diploma in
Physical and Rehabilitation Medicine (DPRM), which was modelled on
the existing diplomas from Sydney University, was awarded in 1970 and
conferred in 1971. The majority of applicants were required to have had
junior and senior hospital residencies at approved institutions and to pass
a part one examination in general medicine before proceeding to part two
training. Part two training was to cover a period of two years with approved
appointments in recognised rehabilitation units under a supervisor, who was
required to report on the applicant’s work. It culminated in an examination
in Medicine, Orthotics and Prosthetics and in Rehabilitation techniques.
Successful candidates were then awarded the Diploma on the decision of
the Federation on the basis of the report of the examiners. The Federation
provided the principal source of postgraduate education in Rehabilitation
Medicine for the next 15 years.
In 1974, an application was made to the Specialists Recognition Advisory
Council (SRAC) for recognition of the DPRM as a registrable higher
qualification. Unfortunately, it was about this time that various specialist
colleges were upgrading their requirements for fellowship. The SRAC
accorded recognition of the DPRM up to 1972, but not in subsequent years.
The regulations for the Diploma in Physical and Rehabilitation Medicine were
now seen as inadequate, and specialist recognition for those gaining the
DPRM after 1972 was refused.
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In 1974, The Royal Australasian College
of Physicians set up a small committee
to consider how best Rehabilitation
Medicine might be covered by fellowship
of that College. This group advised
on possible courses of study and
examination standards. In 1975, when the
RACP established Advanced Training in
Rehabilitation Medicine, there became
two possible pathways for postgraduate
education in Rehabilitation Medicine: one
through Fellowship of the College, and the
other through the Australian Postgraduate
Federation in Medicine. The RACP pathway
provided a mechanism for gaining a
qualification in Rehabilitation Medicine
as well as Fellowship of the College and
recognition as a Consultant Physician, but
there was little interest from trainees, who
elected not to take up this pathway.
Most doctors interested in a career
in Rehabilitation Medicine were still
choosing to undertake the DPRM,
but after that qualification failed to be
officially recognised as a specialist
qualification, some members of the
AAP&RM became involved in an initiative
to establish a separate specialist College,
with its principal role being to provide
postgraduate training in the field of
Rehabilitation Medicine throughout
Australia.
In 1977, the same year that the National
Specialist Qualifications Advisory
Committee (NSQAC) formally recognised
Rehabilitation Medicine with the status of a
principal specialty, the concept of forming
a College of Rehabilitation Medicine was
passed by an overwhelming majority at the
Annual General Meeting of the AAP&RM.
Other medical colleges were consulted to
seek their cooperation to provide for the
vocational, academic and training aspects
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April 1988, it was noted that disciplines with
small numbers of specialists could benefit
by coming under the aegis of one of the
major colleges. This was the stimulus for
discussions to commence in 1989 between
The Royal Australasian College of Physicians
(RACP) and the Australasian College of
Rehabilitation Medicine (ACRM) to explore
the prospects of incorporating the ACRM
into the RACP as a Faculty.

First Council of the Australasian Faculty of Rehabilitation Medicine
(taken July 1992)
Front row (left to right): Kathleen McCarthy, Jenny Ault, Alex Cohen PRACP,
David Burke (Faculty President), Lorraine Jones. Second row: Greg Bowring, Joe
Sandanam, John Olver, Roy Lee. Third row: Michael Pollack, Alex Ganora, John
Durkin, David McConachy. Fourth row: Robert Oakeshott, Bill Stone, Warren Kemp,
Rob Weller. Back row: Barry Rawicki, David Tiller, Peter Disler, Ben Marosszeky,
Dennis Smith, Peter Henke. Absent: John Ker, Ronald Hazelton

of the specialty of Rehabilitation Medicine, which relates so closely to
numerous other specialties.
The Australian College of Rehabilitation Medicine (ACRM) was incorporated
as a public company in New South Wales on 22 August 1979 and was
inaugurated on 23 February 1980 with 127 Foundation Fellows by the
Governor General of Australia, Sir Zelman Cowen. The College Office,
located at 55 Charles Street in Ryde, was provided rent free by the Royal
Rehabilitation Centre, Sydney.
A three-year training program in Rehabilitation Medicine (preceded by three
years of medical surgical experience) was established with Part I and Part
II examinations. There were 14 training positions available in the Sydney
area and positions were available in other states as well when the College
was inaugurated. In 1983, the first four doctors to successfully complete the
ACRM training program were admitted as Fellows by examination, gaining
the qualification FACRM.
In 1989, the ACRM took on the role of training specialists in Rehabilitation
Medicine in New Zealand and the name of the organisation was changed to
the Australasian College of Rehabilitation Medicine in April 1990.
In July 1984, the NSQAC had recognised the ACRM as its Advisory Body on
Rehabilitation Medicine, and the FACRM as an acceptable qualification for
recognition as a Specialist in Rehabilitation Medicine.
When the Report of the Committee of Inquiry into Medical Education and
Medical Workforce, chaired by Professor Ralph Doherty, was released in
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The decision to join the RACP was hotly
debated amongst the ACRM Fellows and,
although not a unanimous vote, the majority
of the Fellows of the ACRM eventually
decided in favour of joining the larger
organisation. Following a further period
of negotiation, the Australasian Faculty of
Rehabilitation Medicine (AFRM) was officially
formed on 9 May 1991. Although the first
draft of the By Laws of the Faculty proposed
by the RACP were initially rejected by ACRM
members in June 1991, after revisions were
made a final draft was accepted in February
1992. A dedicated space was allocated
for the new ‘Faculty Office’ in The Royal
Australasian College of Physicians’ building,
on the ground floor (front) of 145 Macquarie
Street, Sydney (now the Fellows’ Lounge).

In November 1995, Fellows
of the Australasian
Faculty of Rehabilitation
Medicine were recognised
by the then Department
of Human Services and
Health as Consultants in
Rehabilitation Medicine
… for the purposes of
Medicare.
An Interim Council of the new Faculty was
appointed by the RACP, being the existing
members of the Council of the ACRM,
with the addition of two nominees from
the RACP Council, namely Professor Alex
Cohen and Professor Peter Brookes. The
first Faculty Council meeting of the AFRM
was held on 24 July 1992. Dr David Burke,
the first President of the AFRM, chaired the
meeting. All functions of the ACRM were
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The Faculty has carved
for itself a place of
respect in the medical
fraternity with its wellconducted training
program, and has gained
recognition as the peak
body in Rehabilitation
Medicine in Australia and
New Zealand.

in Rehabilitation Medicine was very soon
disbanded.
AFRM caduceus, a replica of the caduceus presented to the RACP by the Royal
College of Physicians (London) at the first College Ceremony in 1938

progressively taken over by the AFRM, in particular, the Board of Censors,
the Board of Continuing Education and the (State) Branches. The President of
the AFRM became a full member of the Council of the RACP and a member
of the Committee of Presidents of Medical Colleges. The training program of
the ACRM was retained in its entirety and became the responsibility of the
AFRM’s Board of Censors.
Most of the ACRM Fellows accepted the invitation to become Founding
Fellows of the AFRM and about 50 took the opportunity of receiving their
new testamurs in person from the President of the RACP at the College
Ceremony held on 28 April 1993 in the Great Hall of the University of Sydney.
During the same Ceremony, the Faculty was formally inducted and the RACP
President, Professor Alex Cohen, presented the Faculty with a caduceus,
which is a replica of the silver wand or caduceus given to the RACP by the
Royal College of Physicians (London) at the first College Ceremony held in
the same location in Sydney on 12 December 1938.
Dr John Caius, Founder of Conville and Caius College, Cambridge,
presented the original silver caduceus to the parent College (the RCP) in
1555. It was a herald’s wand, similar to the wand or staff traditionally held
by Hermes or Mercury, the messenger of the Greek Gods, and is regarded
as the emblem of authority when carried by the President. The caduceus
presented to the AFRM is used during formal ceremonies of the College, in
particular on processional occasions such as the annual College Ceremony.
With the inauguration of the AFRM in 1993, the College now had two
different pathways for postgraduate training in Rehabilitation Medicine.
One pathway was via Advanced Training with the College’s Rehabilitation
Medicine Specialist Advisory Committee (SAC), established in 1975, resulting
in Fellowship of the College (FRACP) and subsequent recognition as a
Consultant Physician. The other pathway was now by completing the new
Faculty’s training program leading to Fellowship of the Faculty (FAFRM) and
recognition as a specialist in Rehabilitation Medicine. However, with trainees
now electing to complete the Faculty’s training program, the College’s SAC
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In 1994, a submission was sent to the
NSQAC requesting recognition of Fellows of
the AFRM as Consultants in Rehabilitation
Medicine. The response was received from
NSQAC after many months that Fellows of the
Faculty were to be recognised as Consultants
in Rehabilitation Medicine. In November
1995, Fellows of the Australasian Faculty of
Rehabilitation Medicine were recognised
by the then Department of Human Services
and Health as Consultants in Rehabilitation
Medicine under the Health Insurance Act for
the purposes of Medicare.
Since that time the Faculty has carved
for itself a place of respect in the medical
fraternity with its well-conducted training
program, and has gained recognition as
the peak body in Rehabilitation Medicine in
Australia and New Zealand. By December
2012, there were 167 trainees in adult
Rehabilitation Medicine, 11 trainees in
paediatric Rehabilitation Medicine and 525
Fellows.

This article has been adapted by Ms Sybil
Cumming (Executive Officer, AFRM) from
The History of the Australasian Faculty
of Rehabilitation Medicine, which can
be viewed at: www.racp.edu.au/index.
cfm?objectid=E4B9BBF5-C47F-4FB298A021B55A45435E.
With special thanks to Dr Pesi Katrak and
Professor Hugh Dickson who reviewed the
article.
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PROFESSIONAL DEVELOPMENT

REFLECTING ON REFLECTION: DEEP
LEARNING OR MEDICAL NARCISSISM?
Medical Oncologist Associate Professor Matthew Links delves into self reflection: what can
we learn from our experiences?

I

t was a ‘difficult case’, a 36-year-old man with metastatic lung cancer
desperately sick with pain from bony metastases – bad news. He turned
out to have a mutation where we could offer some targeted therapy
with an excellent chance of response – some good news. At the same
time he had the most terrible pain, despite the best efforts of the palliative
care team, requiring high-dose steroids and perhaps an intrathecal catheter
– very bad news. Celebrating his daughter’s first birthday in hospital didn’t
help. Things got even more complicated when he developed pneumocystis
pneumonia (yet more bad news) and deteriorated despite early institution
of appropriate antibiotics. He developed respiratory failure and then died
within six weeks of diagnosis.
How is one to respond? All involved felt devastated. There were so many
difficult decisions. What was to ‘blame’ for his death – what could we have
done differently?
• Reduced the steroids more quickly?
• Referred for an intrathecal catheter earlier?
• Did the chemotherapy contribute?
Complex questions with no answers and much distress.

Associate Professor Matthew Links

Fortunately, we have an excellent team who debriefed and provided
emotional support, but this didn’t feel enough. As the physician responsible,
could I have done better? As a medical expert, as a communicator, as a team
member: Was there room for improvement? How do I reflect productively
and not ruminate? What was there to learn from this experience?

Associate Professor Matthew Links
Medical Oncologist, St George Hospital, NSW
Chair, CPD Joint Divisional Sub-Committee
Member, SPPP Working Group

The reflection framework came to mind – ‘what happened, so what,
what next?’

References

After thinking and reading around the questions above, my thoughts went
to Donald Schon’s work on double loop reflection. Although there was much
to learn about the individual case, there was more to learn about the way
we organised our system. Do we use interventional pain techniques early
enough? Should we consider prophylaxis for palliative care patients on highdose steroids? What implications does this have for policy? This was the
second loop of double loop learning.
But the issues go deeper: how do we structure our learning from these sorts
of incidents? This led to thinking about a structured approach towards using
critical incidents to improve our professional performance – a third loop of
reflection.
I am left with many questions: perhaps this is intellectualising a process that
really required a good cry! Is reflecting on reflection too much? But there is
no doubt in my mind that process exemplifies deep learning. It came from
a clinical experience and the distressing gap between what happened and
what I wanted to happen.
The literature informs what we can learn, and application of new knowledge
to the experience leads to new ways of doing things – trying this out leads
to new experience – and the cycle continues.

16

RACP News / APRIL 2013

1. Stark P, Roberts C, Newble D, Bax, N (2006).
Discovering professionalism through guided
reflection. Medical Teacher; 28(1):e25–e31.
2. Peile E (2004). ‘Double loop’ learning. BMJ;
329(7464):502–503.

On pages 17 and 18 are templates to
help you undertake your own guided
self reflection. The College’s SPPP and
CPD Units would be very interested in
your feedback regarding the usefulness
of these tools. Please contact SPPP
Project Manager, Fiona Hilton, via email
with your feedback: sppp@racp.edu.au.
Further reflection resources and
templates can be found on the SPPP
webpage, together with information on
how SPPP and self reflection can reward
you with CPD credits: www.racp.edu.au/
page/sppp.

REFLECTION MODEL – WHAT HAPPENED,
ANALYSIS, MAKING GENERALISATIONS,
PLANNING FUTURE ACTION
Documenting your reflections and any subsequent professional
development is essential. Reflective writing has the advantage of capturing
both documentation and your reflections at the same time.
Figure 1 shows one model which you might like to use to document your
reflections.
This model encourages you to consider specific situations and your
response(s) to them.
Guided reflection questions and/or prompts:
What happened?
___________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________
Analysis (of event, difficult case etc.):
___________________________________________________________
___________________________________________________________

Figure 1: Reflection model. Kolb DA (1984).
Experiential learning: experience as the source of
learning and development. Englewood Cliffs NJ:
Prentice-Hall.

___________________________________________________________

Planning future action (What will I do
differently next time? What learning or
professional develop do I need to focus on for
a better outcome?):

Making generalisations:

____________________________________

___________________________________________________________

____________________________________

___________________________________________________________

____________________________________

___________________________________________________________

____________________________________

___________________________________________________________

____________________________________

___________________________________________________________

Was the self reflection useful?
Time spent on reflection:

______________minutes

1. The reflection template was useful.

Strongly Disagree 1 2 3 4 5 6 7 8 9 Strongly Agree

2. Following the reflection process I have useful information to
develop my learning plan.

Strongly Disagree 1 2 3 4 5 6 7 8 9 Strongly Agree

3. I will use the reflection template again.

Strongly Disagree 1 2 3 4 5 6 7 8 9 Strongly Agree

Documented reflective practice is currently claimable in MyCPD under Category 5: Practice Review and Appraisal at 3 credits per hour.

Looking for more information? The SPPP Guide, together with the most up-to-date information regarding professionalism and
self reflection, is available to all Fellows and trainees electronically via the RACP website: www.racp.edu.au/page/sppp.
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PROFESSIONAL DEVELOPMENT

REFLECTION MODEL – WHAT,
SO WHAT, NOW WHAT?
Documenting your reflections and any subsequent professional
development is essential. Reflective writing has the advantage of capturing
both documentation and your reflections at the same time.
Figure 1 shows one model which you might like to use to document your
reflections.
This model encourages you to consider specific situations and your
response(s) to them.

Guided reflection questions and/or prompts:
Do it (events that trigger reflection may be based on clinical incidents,
difficult cases, or a feeling of discomfort arising from being outside your
professional comfort):
___________________________________________________________
___________________________________________________________
___________________________________________________________
What? (What happened? What were the results?):
___________________________________________________________

Figure 1: Reflection model. Burton AJ (2000).
Reflection: nursing’s practice and education
panacea? J Adv Nurs; 31(5):1009–1017.

___________________________________________________________

Now what? (What will I do differently
next time? What learning or professional
development do I need to focus on for a
better outcome?):

So what? (What do these results imply? How did I influence the outcome?):

____________________________________

___________________________________________________________

____________________________________

___________________________________________________________

____________________________________

___________________________________________________________

____________________________________

___________________________________________________________

____________________________________

___________________________________________________________

Was the self reflection useful?
Time spent on reflection:

______________minutes

1. The reflection template was useful.

Strongly Disagree 1 2 3 4 5 6 7 8 9 Strongly Agree

2. Following the reflection process I have useful information to
develop my learning plan.

Strongly Disagree 1 2 3 4 5 6 7 8 9 Strongly Agree

3. I will use the reflection template again.

Strongly Disagree 1 2 3 4 5 6 7 8 9 Strongly Agree

Documented reflective practice is currently claimable in MyCPD under Category 5: Practice Review and Appraisal at 3 credits per hour.

Looking for more information? The SPPP Guide, together with the most up-to-date information regarding professionalism and
self reflection, is available to all Fellows and trainees electronically via the RACP website: www.racp.edu.au/page/sppp.
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RURAL HEALTH

RURAL HEALTH EDUCATION AT
THE COLLEGE – PLANS FOR 2013

T

wo thousand and twelve was very successful for the College in
rural health education. Through Rural Health Continuing Education
(RHCE) funding, a number of educational opportunities were provided
to members including online interactive modules, workshops
and videoconferences. This year, the focus is on providing an increase in
online opportunities for members who were unable to attend workshops or
videoconferences and extending and improving existing resources.

Indigenous Health Modules (formerly Australian Aboriginal
Child Health Modules)
In 2012, a four-module eLearning resource covering the important issues in
Aboriginal Child Health including cultural competency, social determinants of
health, and fetal alcohol syndrome was developed.
Due to the success of the resource, the College has been granted an extension
to encompass wider Indigenous health issues. Two new modules with an
adult health focus will be created, covering risk management and chronic
lung diseases. The modules will also include the overarching issues of social
and emotional wellbeing throughout and additionally enhance the cultural
competency modules with this theme.

The Critically Obstructed Airway
Face-to-face workshops and simulations to address the rare, life-threatening
problem of an upper airway obstruction from anatomical causes such as
infection were run to great success in 2012. In 2013, an extension of this work
aims to provide the workshop in an online format in order to provide increased
availability of the workshop content for those in rural and remote locations or
those who could not attend. This will be a joint resource developed with the
College of Anaesthetists.

Rural Outcome Measurement Enhancements (ROME)
The ROME project provided a videoconference and a one-day workshop in

2011 and three video conferences and a oneday workshop in 2012 for rural specialists
interested in health outcome measurement
in the areas of:
1. Falls, Fractures and Outcomes for
	Older People
2. Indigenous Health Outcomes
3. Sepsis Management
4. Mental Health in Indigenous Populations.
In 2013, four interactive online modules
incorporating video content from the existing
videoconferences will be developed. These
modules will be available for those who
were unable to attend the videoconferences
and will provide reflective and formative
assessment questions.
All online modules will be available by
October 2013.
For more information on RHCE at the
College and upcoming eLearning resources,
please visit www.racp.edu.au/page/rhce or
email rhce@racp.edu.au.
This project has been funded by the Department of
Health and Ageing under the Rural Health Continuing
Education Sub-program (RHCE) Stream One which
is managed by the Committee of Presidents of
Medical Colleges. The RACP is solely responsible for
the content of and views expressed in any material
associated with this project.

RACP HISTORY OF MEDICINE COURSE 2013 – COMMENCES 20 JULY 2013
The RACP History of Medicine Library Committee has designed a unique medical history course for physicians, medical
specialists, historians and other academics with a keen interest in the history of modern medicine.
This engaging series will explore the evolution of modern medical practice within the context of a developing colonial
society, covering themes such as Patterns of Disease in Colonial Australia, The Development of an Australian Medical
Identity, and Translational Medicine: from Europe to Australia.
This year’s course will be run over five consecutive Saturday mornings, commencing 20 July 2013. All presentations in the
series will be given at the RACP Education Centre, Level 8, 70 Phillip Street, Sydney.
Don’t miss this opportunity to take a journey through Australia’s rich medical history. For further information about the course,
including course fees, dates and speaker details, visit www.racp.edu.au and click on the Library tab. Alternatively, contact
RACP Librarian David Russell by email david.russell@racp.edu.au or by telephone + 61 2 9256 5413.
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SPECIALIST TRAINING PROGRAM

STP TRAINEES EMBRACE NEW TRAINING
EXPERIENCES IN EXPANDED SETTINGS
Specialist Training Program (STP) trainees are experiencing positive, unique training opportunities
in non-traditional settings and most would recommend STP to a colleague, results of the 2012 STP
Trainee Exit Survey show.

T

he College sent an online survey to 296 trainees completing an
STP rotation between December 2011 and November 2012, with
222 completing the survey (75%).

STP is a Commonwealth initiative providing salary contributions
of $100,000 per annum for training posts in non-traditional settings such
as rural and remote settings, private hospitals and community health
organisations. The Department of Health and Ageing funds the program,
which is administered by the specialist medical colleges, with the RACP
currently administering 291 training posts.
Results from the 2012 survey show that STP is meeting its key aims, with 78%
of trainees feeling their placement was different from what they experienced
in major teaching hospitals. The majority of recipients rated their STP training
experience as either excellent (46%) or very good (38%), with 97% stating
they would recommend STP training to colleagues.

Why would you recommend STP training to colleagues?
• ‘No other training position can prepare you for clinical practice
outside the hospital like this one.’
• ‘Great experience that leads to a deeper understanding of
Indigenous health issues and providing healthcare in a remote
location.’
• ‘It delivers training in settings that are outside of the usual
healthcare system which you are likely to encounter in
private practice.’
• ‘Really challenges you to extend your skills and take ownership
of decision making and patient management. Also exposes you
to a wide range of clinical problems in a single day. Very fulfilling
experience.’

Trainees identified communication and quality and safety as the most
significant areas in which the STP rotation improved their skills, closely
followed by patient care and leadership and management. Meetings with
supervisors, multi-disciplinary meetings and outpatients were considered the
most useful resources. The majority of trainees (83%) were also happy with
the amount of protected learning time.
The survey showed trainees were happy with the supervision they received,
with 90% of trainees satisfied with the amount of time spent with their
supervisor and 96% rating supervisor helpfulness as satisfactory. At least
80% of trainees rated supervisor feedback as ‘a lot’ or ‘enough’. Areas where
more than 10% of trainees thought they had inadequate supervision were
procedural skills (18%) and research (18%). The majority of trainees (94%)
felt that they would receive adequate support if they were experiencing
difficulties.
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How was your STP rotation
different from what you would have
experienced in a major teaching
hospital?
• ‘Ability to take on clinical challenges
by being away from a major
hospital.’
• ‘Smaller centres mean that there is
lot of communication and
cooperation between specialities.’
• ‘Community experience rather than
hospital experience (health
promotion rather than disease
focus).’
• ‘Different patient population,
greater variety.’
• ‘Exposure to many procedures and
environments that would not
be exposed to in public hospitals.’
• ‘Exposure to Aboriginal patients.’
• ‘More autonomy and responsibility,
less supervision.’
• ‘More one-on-one time with
consultant.’
• ‘Private system is different from
public, patient characteristics
are different.’
• ‘Exposure to remote locations
and patients.’

The survey was implemented by the
College to assess the quality of training and
supervision in STP posts nationwide. For
the full survey report and for reports from
previous years, contact the STP unit at
stp@racp.edu.au.
The RACP encourages trainees to consider
rotations to STP posts as a way of gaining a
different, yet valuable, training experience.

INTERNATIONAL CONGRESS OF PEDIATRICS 2013

BRIDGING THE GAPS IN CHILD
AND ADOLESCENT HEALTH
Y
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Register now for the International Congress of Pediatrics 2013!
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INTERNATIONAL
CONGRESS
OF PEDIATRICS 2013 (ICP)
The 27th Congress of the International
Pediatric Association

The Royal Australasian
College of Physicians
Paediatrics and Child Health Division

24--29 AUGUST 2013 Melbourne, Australia

H

osted by the Paediatrics & Child Health Division (PCHD), the
International Congress of Pediatrics 2013 (ICP 2013) is a must
attend event for the paediatric calendar. For the first time, the ICP
2013 will be held in Australasia, at the Melbourne Convention and
Exhibition Centre, 24–29 August 2013.
Planning the ICP 2013 program continues apace with some 4000 delegates
expected to attend. Interest in presenting at the conference is also very high
with over 2000 abstracts submitted for peer review, an increase of about
30% over the last Congress.
Remember that for this year only the PCHD awards have been opened up to
international candidates – the Wiley Blackwell Publishing New Investigator
award, Best Poster Presentation and the Rue Wright Memorial award will
be huge this year! In addition, the paediatric component of the esteemed
College Research Trainee award, with candidates from across Australia and
New Zealand, will be held at ICP 2013.
The PCHD President, Associate Professor Susan Moloney, announced that
Professor Ed Mitchell is the winner of the 2013 PCHD Howard Williams
Medal; his oration is scheduled for Wednesday, 28 August. Please come
along and support this prestigious award (see box).
The plenary and keynote sessions have all been finalised. Each day of
Congress has a specific theme supported by eight parallel sessions: ‘meet
the expert’ breakfast sessions, evening industry-sponsored symposia and
afternoon site visits. Each morning kicks off with a plenary session, with
two or more speakers, and late afternoon there will be keynote speaker
presentations. During each day there will be eight workshop, symposia and
paper presentation sessions running in parallel, covering the widest possible
range of paediatric, child health and paediatric surgery topics. As they say –
there is something for everyone – not to mention the opportunity to network
with your peers.
For full information please visit the conference website: www2.kenes.com/
IPA/Pages/home.aspx.
How to register for ICP 2013
Register online now at the ICP 2013 website: www2.kenes.com/ipa/
registration/Pages/Registration.aspx. You have until 8 May 2013 to take
advantage of the early bird rate of $520 for the full five days. You can
also sponsor attendance by some of your junior staff (students/fellows/
nurses) for just $250 each.

A DESERVED AWARD
Congratulations
to the winner of
the Paediatrics
& Child Health
Division Howard
Williams Medal
for 2013,
Professor Ed
Mitchell. Ed
Professor Ed Mitchell
will deliver
the oration,
‘Preventing the “Unpreventable”:
The Cot Death Story’ at ICP 2013, on
Wednesday, 28 August 2013.
Ed, a New Zealand paediatrician and
clinical researcher, has worked in the
United Kingdom, Zambia and New
Zealand. He is the Cure Kids Professor
of Child Health Research at the
University of Auckland, a role he has
undertaken since 2001. Ed’s oration is
supported by a wealth of experience,
knowledge and recognition: he has
published over 350 original papers,
particularly on the epidemiology of
asthma and sudden infant death
syndrome (SIDS), and he has received
several awards for his landmark
study of SIDS including a Doctorate
of Science from the University of
London in 1996 for his work on ‘The
Epidemiology and Prevention of SIDS’.
Professor Elizabeth Elliott
Chair, ICP 2013 Scientific Program
Committee
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POLICY & ADVOCACY

DUAL TRAINING PROGRAM TO BEGIN
IN REGIONAL NSW
For the first time in Australia, trainees will have the opportunity to apply for an advanced, dual training
program in regional NSW that is mapped out and pre-accredited over four years.

T

he dual training program will allow the trainee to undertake the
General and Acute Care Medicine Advanced Training program,
whilst also completing the requirements of either the Endocrinology
or Respiratory Medicine Advanced Training program.

The four-year program will be based in Dubbo or Orange with rotations
to metropolitan or outer metropolitan Sydney, acknowledging there are
trainees who want a rural career but are constrained by the lack of specialist
training outside of big cities. Rotations will be selected in time for the NSW
Junior Medical Officer recruitment round in July this year, and the successful
trainees will have a mapped out career pathway and know where they will
be based each year.
The program’s general medicine component is in response to the increasing
demand identified by the State Government for physicians who have
expertise in the diagnosis and management of acute, undifferentiated illness
and complex, chronic and multisystem disorders in adult patients.
While the trainee will learn to manage a range of complex medical problems,
training in respiratory medicine or endocrinology will extend their scope
and expertise in areas such as diabetes or COPD management and
complications.

will be ongoing support and mentorship
throughout external rotations.
This is a fantastic opportunity to gain the skills
that are in demand, as well as learning about
rural and Indigenous health, and ambulatory
and community-based medicine, while
continuing to gain experience in hospital
medicine.
At the conclusion of training, the offer of
a permanent specialist position may be
available at Dubbo or Orange, and with
only two positions commencing in 2014, the
program will be highly competitive. There are
plans to increase the number of structured
dual training programs in regional NSW in
coming years.
For further information please contact Anne
Mooney, Senior Policy Officer, on 61 2 9256
9655 or by email anne.mooney@racp.edu.au.

Non-regional specialty training rotations will provide the opportunity to
develop and maintain strong networks in larger teaching hospitals. There

CLINICAL PRACTICE IMPROVEMENT:
YOU CAN’T MANAGE WHAT YOU CAN’T
MEASURE

T

he 2012 Clinical Practice Improvement (CPI) Pilot Program – a joint
initiative of the Clinical Excellence Commission and The Royal
Australasian College of Physicians – has proven an outstanding
success.

Advanced Trainees in New South Wales were given the opportunity to
participate in this program, which uses a structured approach based on
a process improvement methodology adapted from the teachings of
W. Edwards Deming.
The program runs for six months and is supported by a face-to-face CPI
training workshop as well as several online modules. The CPI methodology
provides a framework for clinicians to undertake a comprehensive diagnostic
of the causes of process failures which have led to inefficiencies and/or
patient harm and design solutions to continuously improve care for patients.
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To successfully complete the program,
each participant has to identify a ‘clinical
service challenge’ and undertake a clinical
improvement project which demonstrates
how they addressed or improved a significant
quality and safety issue in their organisation.
Dr Mandy Fletcher identified that mislabelled
specimens had become increasingly common
as hospitals became busier, which was
compromising patient safety. A working
party to address mislabelled specimens in
the Sydney Children’s Hospital Emergency
Department (ED) where she worked had

The CPI Program is a great opportunity for Advanced Trainees
who are passionate about making a significant difference. The CPI
framework enables participants to apply improvement methodology
to effect change, implement evidence-based practice and address
problems arising out of root cause analyses.
Intake for the 2013 program will commence in May 2013. For more
information please contact Tanya Jolly, NSW/ACT State Manager,
on 02 9256 9645 or Tanya.Jolly@racp.edu.au.

been established, because ED alone had accounted for one-third of all
the mislabelled specimens. As a result of participating in the CPI program,
Dr Mandy Fletcher achieved her goal – which was to reduce mislabelled
specimens in the Emergency Department by 80% in eight months.

evident in the other diagnostic groups, but
low patient numbers hindered significance.
The reduction in inpatient care has yielded
cost savings and improved bed availability.

Dr Mandy Fletcher and Dr John
Cass-Verco were recently invited to
speak about their experiences of
professionalism as part of the SPPP
Video Project (SPPP – making it real
for Fellows and Trainees). You can read
more about this below.

Gosford Hospital Children’s Ward (GHCW) was experiencing a 4–5% increase
in the annual admission rate, a reduction in the average length of stay, as
well as a decrease in inpatient acuity. This prompted Dr John Cass-Verco
to consider an alternative model of care to reduce the number of avoidable
admissions. Dr John Cass-Verco’s CPI project goal was to reduce the
percentage of avoidable admissions to GHCW for four common paediatric
conditions (cellulitis, pneumonia, UTI and mild–moderate gastroenteritis) by
50% within four months.
There has been a significant reduction in the percentage of total avoidable
admissions, especially for pneumonia (73.9%). A favourable trend was

VIDEO LAUNCH: SUPPORTING YOUR
PRACTICE – SPPP IN ACTION
The Supporting Physicians’ Professionalism
and Performance (SPPP) team are excited
to announce the upcoming launch of the
video, SPPP – making it real for Fellows and
Trainees. The launch will take place at RACP
Congress 2013 in Perth, together with the
Professionalism and Performance stream
sessions.
The purpose of the video is to provide you
with genuine examples and experiences of
SPPP in the workplace and how the SPPP
framework can be used to improve your
practice.
Further resources regarding professionalism
and self reflection (including self-reflection
models), and information on how to gain
MyCPD credits for professionalism activities
are available via the SPPP webpage:
www.racp.edu.au/page/sppp.
The SPPP Guide is available electronically at:
http://sppp-guide.racp.edu.au/.

Filming at The Children’s Hospital at Westmead. Pictured (left to right),
Dr Mandy Fletcher, Dr Sarah Dalton and the film crew.

To provide feedback or to get involved in SPPP, please contact SPPP Project
Manager, Fiona Hilton,
via email sppp@racp.edu.au or phone +61 3 9927 7708.
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RACP CONGRESS 2013

PRACTICAL ASPECTS OF
TELEHEALTH SESSION AT
CONGRESS

A

considerable investment by the RACP and the Department of
Health and Ageing since May 2012 to promote telehealth as a
complementary clinical service has led to a significant increase
in the awareness and uptake of telehealth amongst the College’s
Fellowship. Medicare statistics support this, demonstrating that specialists
have provided more than 17,000 telehealth services since the telehealthspecific item numbers were introduced. The number of support enquiries
received by the telehealth support team has also increased, with more than
120 direct telehealth support requests from specialists and their support staff
since January 2013.
To further support physicians to become telehealth enabled, the RACP
Telehealth Working Group, in partnership with the RACP Physicians
Telehealth Support Project Team, will be hosting an information session at
the RACP Congress in May.
The session will demonstrate three fundamental principles for successfully
establishing a telehealth service through the provision of practical advice,
tips and experiential accounts from seasoned telehealth practitioners:
1. Clinical – presentation on the clinical aspects of telehealth including how
to select suitable patients, where to provide telehealth services, provider
relationships, and obtaining patient consent.

The RACP Telehealth Support Officer is
available to assist members and their
support staff with telehealth enquiries.
For support, please call Diana Withnall
on 02 9256 5432 or email telehealth@
racp.edu.au.
A range of online telehealth support
services is also available. Members can
visit the RACP Telehealth website to
access:
• RACP Telehealth: Guidelines and
Practical Tips handbook
• Free Introduction to Telehealth CPD
online module
• Physician specific telehealth fact
sheets and resources
• Upcoming telehealth events
• Video case studies

2. Contextual – this discussion will address related operational issues
such as scheduling telehealth appointments and the management and
sustainable use of telehealth.

www.racptelehealth.com.au

3. Technical – introduction to the basic technical set-up required to conduct
telehealth consultations and addressing of some common technical
issues and concerns.

PRACTICAL ASPECTS OF
TELEHEALTH – CONGRESS SESSION

Delegates at the session will also be invited to share and discuss their
telehealth achievements and challenges during the panel question and
answer session.
Members are also encouraged to visit the Telehealth Internet Café and
Exhibition Booth from Monday to Wednesday (27–29 May) to speak to a
member of the Physicians Telehealth Support Project Team about telehealth.

Date and time: Monday, 27 May 2013,
11am–12.30pm
Chair: Dr Steven Bollipo
Presenters: Dr David Allen FAFOEM,
Chair Telehealth Working Group;
Associate Professor Sabe Sabesan
FRACP; Professor John Wilson FRACP

TASMANIAN TRAINEES WELCOME EVENING
This year, the Tasmanian State Committee hosted the first Tasmanian Trainees Welcome Evening in Hobart. The event was a
success and well attended by both trainees and supervisors.
The event was an opportunity for both new and existing trainees to network with colleagues while also learning more about
their training. Dr Sean Beggs (Director of Paediatric Training), Dr Malcolm Turner (Director of Physician Training) and Shaylin
Green (Medical Education Officer, Tasmania and Victoria) attended the evening to speak with trainees about all facets of the
RACP training program. Chair of the Tasmanian State Committee, Dr Geoffrey Kirkland, presented to the group on the role of
the State Committee, and Committee Member Dr Rosemary Harrup presented Dr Tracey Batt with the RACP Tasmania Highest
Achievement in Clinical Medicine (Adult Medicine) Award.
Thank you to everyone who attended. We look forward to seeing you next year.
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THE COUNTDOWN IS ON – RACP CONGRESS 2013

W

The Royal Australasian College of Physicians invites you to attend
ith less than a month
go, the countdown
begun for the in Health
The Congress
App will be2013
availablein
for Perth.
thetoRACP
FuturehasDirections
Congress

RACP Future Directions in Health Congress 2013. There is
still time to book your place at Congress – to register please
go to www.racpcongress2013.com.au, and read on for a
snapshot of the very latest news and information ahead of the largest event
on our College calendar.

Registration
Early Bird Registration now open!

The College is very pleased to be launching its 75th Anniversary program
at Congress 2013, with the theme ‘75 years – striving for excellence’.
Celebrating the past while looking to the future remains a key objective
for the College as it continues to grow and develop into a contemporary
organisation meeting the current and future needs and expectations of our
Fellows and trainee members.
The College is thrilled to announce His Excellency Malcolm McCusker
Updates
/ Highlights
AC CVO QC, Governor of WesternLatest
Australia,
will officially
open Congress
2013 with an Introductory Address at 9.30 am, Monday, 27 May 2013 in the
The Organising Committee is pleased to
Riverside Theatre, Perth Congress and Exhibition Centre.

announce the following Keynote Speakers
College exhibition booth for
at Congress
the 2013 Congress:
All Fellows and trainee members Dr.
are Mark
encouraged
to visit
RACP’s
Graber,
MD,theFACP
exhibition booth during the Congress. A number of key College projects and
Senior Fellow, RTI International
initiatives will be showcased during the event, and RACP representatives will
Emeritus,atSUNY
Stony Brook
be available to discuss all the veryProfessor
latest developments
the College.

School of Medicine, NY, USA
Founder and President, Society to Improve
To keep you up-to-date with the latest
happenings
including news and
Diagnosis
in Medicine
Follow us on Twitter!

events during Congress, follow us on @TheRACP. Let us know what you
Winthrop
Professor
Wood,
AM
think about the event, what you learn
and what
you want toFiona
hear more
about
via #RACP2013.
Director, WA Burns Service of Western

Australia
Consultant Plastic Surgeon, Princess
To enhance your Congress experience, the RACP is pleased to advise that
Margaret Hospital and Royal Perth
all delegates will have access to a free downloadable app.
Hospital, Australia
Congress App

The RACP Congress 2013 App will provide delegates with all the information
The Congress
program
will
from the RACP Congress 2013 Handbook
and more,
including
theinclude
ability
to customise your very own Congress
program,
keep
up-to-dateworking
with our topics*:
sessions
of the
following
Congress Twitter feed, review abstracts and keynote speaker details,
• Physicians
Advocates
and provide real-time feedback about
Congressas
sessions
and content
with a ‘rate this session’ feature. Along
with
an
interactive
feature to
• Physicians as Clinicalmap
Leaders
enable you to find your way around the venue quickly and easily, the RACP
• Physicians as Educators
Congress 2013 app is your must-have guide to RACP Congress 2013.

• Physicians of the Future
• Physicians as Medical Experts
• Physicians’ Performance and
Professionalism
• Physicians in Research
• Physicians in the Workplace

download from mid-May. Keep an eye out
for an email from the College with all the
information you need to download and
customise your free app ahead of Congress.

Contact
For more information and to
register please visit:
CONTEMPORARY ISSUES
www.racp2013congress.com.au
IN PROFESSIONALISM:
PROFESSIONALISM
Or call + 61 3AND
9645 6311
PERFORMANCE STREAM AT
CONGRESS

Don’t miss this great opportunity to join
Plus…
the discussion regarding contemporary
• Basic
Trainee Workshop: How to
issues
in professionalism.

Present Yourself Best in the Clinical

Two sessions will be held on Monday, 27
May, Examination
11 am – 12.30 pm and 2 pm – 3 pm,
to discuss
the importance
of physician
• Advanced
Trainee Workshop:
leadership and communication in the
Becomingmedical
a Physician
ever-changing
environment.
There
will
be
presentations
from a wide
• Supervisors Workshop
range of speakers, including Professor
Gavin
Frost, Trainee
Dr SheilaResearch
Cook, Associate
• RACP
Awards for
Professor
Grant
Phelps
and Associate
Excellence
Professor Ian Scott.

• Wiley-Blackwell Publishing Award for

To access the electronic version of the
in RACP
Medical
Education
SPPPExcellence
Guide via the
website
please
visit:
www.racp.edu.au/page/sppp.
• The Best of Grand Rounds –

OtherWiley-Blackwell
professionalism resources
will Award
Publishing
be made
availableExcellence
both online and at
for Clinical
Congress, including information on
effective
• HIV self-reflection
Master Classand the SPPP
video.

• 75th College Anniversary Gala Dinner

For additional information or to provide
• Traderegarding
Exhibition
feedback
the SPPP Guide,
please contact Fiona Hilton, SPPP
• Poster Presentations
Project Manager, via phone +61 3 9927
7708
or email
sppp@racp.edu.au.
• And
more…

Refer to the Congress website for
latest Congress announcements and
program updates.
*Detailed descriptions of working stream topics
can be viewed on the Congress website.

racpcongress2013.com.au
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RACP FOUNDATION AT CONGRESS

RACP FELLOWS CONTRIBUTION FELLOWSHIP
ASSISTS AUSTRALIAN PAEDIATRIC
RESEARCH NETWORK
Associate Professor Harriet Hiscock FRACP will direct funds received through this Fellowship to
support further research and work by the innovative Australian Paediatric Research Network.

I

n 2007, a group of paediatricians working at The Royal Children’s
Hospital Melbourne discussed developing an Australia-wide network
to support research in non-hospital settings. Working at the clinical–
research interface, we knew that many of our colleagues had some
excellent ideas about what they wanted to research but next to no support
or knowledge as to how to conduct this research. This was most obviously
the case for paediatricians working in secondary care settings – i.e. in
private practice and outpatients – despite the fact that most children receive
their paediatric healthcare in such settings and not within the inpatient units
of our hospitals. Whilst tertiary research is efficient and compelling, its bias
towards severe illness, isolated conditions, highly selected patients, and
single interventions limits its relevance to the real world that paediatricians
confront every day – ill-defined conditions with multiple co-morbidities in
community settings.
With all this in mind, the Australian Paediatric Research Network (APRN)
was born, modelled on the US Pediatric Research in Office Settings (PROS)
network. Two major issues now drive our Network: (1) the substantial cost of
secondary care, in the face of a weak evidence base as to its effectiveness;
and (2) an underutilised capacity of Australian paediatricians to participate in
research that could improve this evidence base. We focus on common, highimpact child health conditions seen by paediatricians in community settings.
Our first step was to establish the research priorities of Australian
paediatricians. With the help of the RACP, we contacted paediatricians via
email and asked them to respond to this question: Thinking about your
clinical practice, what are the most important research questions which
need addressing? With over 400 responses, we used the Delphi technique
to synthesise a ‘top 20’ list of research areas, which has since informed our
research agenda. Areas included management and treatment of obesity
and its co-morbidities; long-term outcomes of attention-deficit hyperactivity
disorder (ADHD); outcomes and service use for children with autism
spectrum disorders; effectiveness of prophylactic antibiotics for urinary tract
infections; and diagnosis and management of cow’s milk allergy.
We then went on to establish the feasibility of conducting research in
these areas through Australia’s first national audit of paediatric practice in
secondary care. In 2008, 199 paediatricians took part and recorded, over a
two-week period, data on over 8500 consultations. To our surprise, the most
common condition managed by paediatricians was ADHD (accounting for
18% of all consultations) followed by baby checks (9.8%), learning difficulties
(7.6%), autism spectrum disorders and allergy (both ~ 6%). On average, new
and review consultations lasted 41 and 26 minutes respectively, although
these times were considerably longer for children with developmental and
behavioural conditions – the bulk of the paediatrician’s work.
Since then, the work of the APRN has flourished. We now have over 400
members (see www.aprn.org.au) with proportional representation in each

26

RACP News / APRIL 2013

Associate Professor Harriet Hiscock

To learn more about this amazing
research, Harriet will be speaking
at Congress 2013 in May as part of
the Excellence in Research session,
presented by the RACP Foundation,
Monday 27 May 2013, 11 am – 12.30 pm.

state and territory. We have conducted, and
with the support of the 2013 RACP Fellows
Contribution Fellowship, will continue to
conduct, a suite of research activities. The
2013 Fellowship will support:
• A repeat Delphi survey of members
of the APRN to establish current clinical
research priorities
• A repeat national audit of paediatric
practice in secondary care settings to
inform future research studies
• A series of two ‘think tanks’ with national
stakeholders to initially develop and

Continued on page 33
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RACP AWARD RECIPIENTS
The RACP Neil Hamilton Fairley Medal for 2012
The RACP Foundation is pleased to announce, at the recommendation of the Research Advisory Committee, that the RACP Board
Executive has awarded the RACP Neil Hamilton Fairley Medal for 2012 to Professor Colin Sullivan for outstanding contribution to
Sleep Medicine.

Eric Susman Prize for 2012
The RACP Foundation is pleased to announce the Eric Susman Prize for 2012 has been awarded to Professor Stephen Clarke for
his outstanding achievements in the field of cancer treatment, particularly cancer-associated inflammation and its relationship to
impaired outcomes in colorectal cancer (CRC) and malignant mesothelioma.

Research Entry Scholarships
Award Recipient

Project

Award

Institution

Dr Dr Chun Yew Fong

Chromatin regulation of self-renewal in Leukemia
stem cells

Arnott Research Entry Scholarship

Peter MacCallum Cancer Centre, VIC /
Cambridge Institute of Medical Research,
Cambridge, UK

Dr Edmund Lau

Characterising ventricular-arterial interaction in
pulmonary arterial hypertension using wave intensity
analysis

Basser Research Entry Scholarship

University of Sydney and Royal Prince
Alfred Hospital, NSW

Dr Marion Mateos

Evaluation of Risk of Acute Lymphoblastic Leukaemia
Side-Effects (ERASE)

Oncology Children’s Foundation
Research Entry Scholarship

University of New South Wales, NSW

Dr Gareth Gregory

Functional and prognostic characterisation of Bcor
mutations in B-cell neoplasia.

RACP Fellows Contribution
Research Entry Scholarship

Peter MacCallum Cancer Centre, VIC

Dr Kim Hoe Chan

Characterisation of endothelial progenitor cell
populations in humans – implications for therapeutic
angiogenesis

RACP Fellows Contribution
Research Entry Scholarship

Department of Cardiology, Royal Prince
Alfred Hospital, NSW

Dr Jason Ong

Anal Cancer Examination study (ACE): A trial of
annual anal examinations to detect early anal cancer
in HIV positive men who have sex with men

RACP Australasian Chapter of
Sexual Health Medicine Research
Entry Scholarship

School of Population Health, University of
Melbourne, VIC

Dr Sandra Chuang

Non-invasive methods of measuring work of
breathing in children

ResMed Foundation Research Entry
Scholarship

University of New South Wales, NSW

Dr Martin MacDonald

Clinical phenotyping of COPD exacerbations

Vincent Fairfax Family Foundation
Research Entry Scholarship

Monash University and Medical Centre,
VIC

Post Higher Degree Awards
Award Recipient

Project

Award

Institution

Dr Jane Wu

Early rehabilitation of critically ill patients.

AFRM Research Development
Scholarship

St Vincent’s Hospital, NSW

Dr Jane Valentine

Morphological changes in muscles after first injection
with Botulinum toxin in children with cerebral palsy

AFRM Ipsen Open
Research Fellowship

Princess Margaret Hospital for Children,
WA

Dr Rabin Bhandari

Prevalence, one-year survival and health outcomes
of all new acute presentations of non-traumatic spinal
cord injury in a state-wide population (South Australia)
over 10 years (2000–2010)

AFRM Ipsen Trainee Research
Fellowship

South Australian Spinal Cord Injury
Service (SASCIS), Hampstead
Rehabilitation Service, SA

Dr Gavin Hutana

To attend courses in Lower Limb Prosthetic and
Amputee Rehabilitation / Upper Limb Prosthetics

RACP AFRM Rural and Remote
Scholarship

Dr Catherine Macintosh

To attend courses in Lower Limb Prosthetic or OSCE
practice sessions

RACP AFRM Rural and Remote
Scholarship

Dr Minainyo Roberts

How do workers’ compensation claims by doctors
compare with other hospital-based clinicians in Victoria

RACP AFOEM Research
Development Scholarship

Monash University, VIC

Dr Tobias Strunk

Exposure to perinatal inflammation and subsequent risk
of infection in early childhood in very preterm infants.

AstraZeneca Fellowship in
Medical Research

University of Western Australia Centre for
Neonatal Research and Education, WA
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Post Higher Degree Awards (Continued)
Award Recipient

Project

Award

Institution

Dr Kenneth Pang

Dissecting the role of Sidt2, a double stranded RNA
transporter ortholog, in cell cycle control and tumor
suppression

Australia Post Fellowship

Walter and Eliza Hall Institute, VIC

Dr Dion Stub

Exploring systems of care and novel treatment
strategies for the cardiac emergencies of outof-hospital cardiac arrest and acute myocardial
infarction

Bayer Australia Medical Research
Fellowship

Baker IDI Heart and Diabetes Institute
/ University Washington Resuscitation
Outcomes Consortium Clinical Trial
Center, USA

Dr Saurabh Kumar

Substrate mapping and ablation for ventricular
tachycardia

Bushell Travelling Fellowship in
Medicine or the Allied Sciences

Brigham and Women’s Hospital, Boston,
USA

Dr Jessica Howell

The PROLIFICA Study

C R B Blackburn RACP Overseas
Travelling Fellowship

Imperial College London / St Mary’s
Hospital London / London School of
Hygiene and Tropical Medicine, UK

Dr Paul Clark

Population‑based epidemiological trends in
incidence, treatment and mortality of hepatocellular
carcinoma: socio‑demographic and geographic
determinants and the contribution of viral hepatitis

Cottrell Fellowship

Queensland Institute of Medical Research,
QLD

Dr James Kushwin
Rajamani

Improving selection of patients for defibrillator (AICD)
insertion as primary prevention for sudden cardiac
death in heart failure

CSL Travelling Fellowship

Cleveland Clinic, USA

Dr John Wentworth

Novel immune mediators of human insulin resistance

Diabetes Australia Fellowship

Walter and Eliza Hall Institute, VIC

Associate Professor
Harriet Hiscock

Enhancing national paediatric research in common
child health conditions

RACP Fellows Contribution
Fellowship

Murdoch Childrens Research Institute, VIC

Dr Christopher Yates

The role of microRNA in the pathogenesis of pituitary
and pancreatic neuroendocrine tumours

Vincent Fairfax Family Foundation
Research Fellowship

The University of Oxford, Academic
Endocrine Unit, UK

Dr Andrew Moore

Aminopeptidase inhibition as a therapeutic strategy
for childhood acute myeloid leukaemia.

I L Thompson Research Fellowship

University of Queensland, QLD

Dr Liang-han Ling

Invasive examination of left ventricular function in
lone atrial fibrillation

IMS Overseas Travelling Fellowship

St Bartholomew’s Hospital, London, UK

Dr Georgina Long

Enhancing response to MAP kinase inhibition in
melanoma

The Sir Roy McCaughey Fellowship

Melanoma Institute Australia, NSW

Dr Peter Goss

Improving the model for rural diabetes in young
adults

Maynard Rennie Fellowship for
Isolated Rural Physicians

Princess Margaret Hospital, Perth, WA

Dr Rishi Puri

Near-infrared spectroscopic features of vulnerable
and progressive human coronary atherosclerotic
plaque

Margorie Hooper Scholarship

Baker IDI Heart and Diabetes Institute /
University of Washington Resuscitation
Outcomes Consortium Clinical Trial
Center, USA

Dr Vivien Chen

Role of microparticles as mediators of vascular
disease in glioblastoma multiforme

Miriam Greenfield RACP Fellowship

Lowy Cancer Research Centre, University
of New South Wales, NSW

Dr Trisha Peel

The diagnosis and management of small colony
variants in prosthetic joint infections

Richard Kemp Memorial Fellowship

The Mayo Clinic, USA

Dr Lata Vadlamudi

Genetics of epilepsy: A twin approach to complex
and non-traditional inheritance patterns

Servier Barry Young Fellowship in
Neuroscience

University of Queensland, QLD

Dr Liza Phillips

Children’s Centre Obesity Project: the role of
prenatal and early‑life exposures to endocrine
disrupting chemicals in obesity

Servier Staff Fellowship

Columbia University, New York, USA

The Jacquot Awards
Award Recipient

Project

Award

Institution

Dr Michael Burke

Immunosuppression and nonmelanoma skin cancer
in renal transplant Recipients

Jacquot Research Entry
Scholarship

Princess Alexandra Hospital, QLD

Dr Joanna Dunlop

Sodium lowering in dialysate

Jacquot Research Entry
Scholarship

University of Auckland / The Centre for
Clinical Research and effective practice
(CCRep), Auckland, NZ

Dr Doreen Fang

The role of activin and follistatin in ischaemia
reperfusion injury associated with organ
transplantation

Jacquot Research Entry
Scholarship

University of Melbourne, VIC

28

RACP News / APRIL 2013

Award Recipient

Project

Award

Institution

Dr Simon Jiang

The effect of single nucleotide polymorhisms on
immune regulation and the development of systemic
lupus erythematosus

Jacquot Research Entry
Scholarship

John Curtin School of Medical Research,
Australian National University, ACT

Dr Muralikrishna
Gangadharan Komala

Renal protection with SGLT2 inhibition

Jacquot Research Entry
Scholarship

Kolling Institute of Medical Research, NSW

Dr Maleeka Ladhani

The Interaction of end stage kidney disease (ESKD)
and cardiovascular disease

Jacquot Research Entry
Scholarship

Southern Health, Monash Medical Centre,
VIC

Dr Michelle Lewicki

Ambulatory blood pressure in haemodialysis
patients: prevalence of hypertension and the effect
of education, intervention, and dialysate sodium
manipulation

Jacquot Research Entry
Scholarship

Southern Health, Monash Medical Centre,
VIC

Dr Timothy Pianta

A panel of biomarkers for acute kidney injury.
Correlation of kidney injury, function and structure
and the effects of treatment

Jacquot Research Entry
Scholarship

Prince of Wales Clinical School, University
of NSW, NSW

Dr Mark Marshall

Health care delivery in dialysis

Jacquot Research Establishment
Award

The Centre for Clinical Research and
effective practice (CCRep), Auckland, NZ

Adjunct Clinical Associate
Professor Stephen Holt

Establishment of cell culture models for the study of
Fetuin A in renal disease

Jacquot Research Establishment
Award

Eastern Health Clinical School, Monash
University, VIC

The New Zealand Awards
Award Recipient

Project

Award

Institution

Dr Yvonne Anderson

Whanau Pakari: a multi-disciplinary intervention
programme for children and adolescents with
weight issues

New Zealand Research Grant

Liggins Institute, University of Auckland,
NZ

Dr Cordelia Russell

The influence of early risk and resilience
factors on social, emotional and cognitive
developmental trajectories in New Zealand preschool aged children

New Zealand Short- Term
Study Grant

Centre for Longitudinal Studies, Institute
of Education, University of London /
London School of Hygiene & Tropical
Medicine, UK

Dr Benjamin Albert

Can metabolic programming be prevented? The
metabolic effects on the offspring of overweight
pregnant rats supplemented with omega-3 long
chain polyunsaturated fatty acids?

Odlin Research Fellowship

Liggins Institute, University of Auckland,
NZ

Dr Sharon Pattison

Molecular analysis of gastric cancer and its premalignant lesions

Odlin Research Fellowship

Peter MacCallum Cancer Centre,
University of Melbourne, VIC

Faculty & Chapter Awards
Award Recipient

Project

Award

Institution

Dr Minainyo Roberts

How do workers’ compensation claims by
doctors compare with other hospital-based
clinicians in Victoria?

AFOEM Research Development
Scholarship

Monash University, Melbourne, VIC

Dr Rabin Bhandari

Prevalence, one-year survival and health
outcomes of all new acute presentations of
non-traumatic spinal cord injury in a state-wide
population (South Australia) over 10 Years
(2000–2010)

AFRM Ipsen Trainee Research
Fellowship

South Australian Spinal Cord Injury
Service (SASCIS), Hampstead
Rehabilitation Centre, SA

Dr Jane Wu

Early rehabilitation of critically ill patients

AFRM Research Development
Scholarship

St Vincent’s Hospital, Sydney, NSW

Dr Jane Valentine

Morphological changes in muscles after first injection
with Botulinum toxin in children with cerebral palsy

AFRM Ipsen Open Research
Fellowship

Princess Margaret Hospital for Children,
Perth

Dr Gavin Hutana

To attend courses in Lower Limb Prosthetic and
Amputee Rehabilitation / Upper Limb Prosthetics

AFRM Rural and Remote
Scholarship

Melbourne, VIC

Dr Catherine Macintosh

To attend courses in Lower Limb Prosthetic or OSCE
practice sessions

AFRM Rural and Remote
Scholarship

Sydney, NSW

Dr Jason Ong

Anal Cancer Examination study (ACE): A trial of
annual anal examinations to detect early anal cancer
in HIV positive men who have sex with men

AChSHM Research Entry
Scholarship

School of Population Health, University of
Melbourne, VIC
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RACP FOUNDATION AT CONGRESS

2013 RACP TRAINEE RESEARCH AWARD
FOR EXCELLENCE IN THE FIELD OF
ADULT MEDICINE
Come along and support your regional representative who will be presenting at Congress for the
above award! Your encouragement will be much appreciated by the nominees.
Trainees representing their State, Territory and New Zealand in the national
competition in the field of adult medicine are as follows.

Queensland: Dr Paul Griffin
Paul recently completed his dual training in Infectious Diseases and
Microbiology and is currently Director of Infectious Diseases at the Mater
Hospitals. He also holds appointments of Principle Investigator and Manager
of Medical Services at Q-Pharm, a specialised contract research organisation;
visiting scientist at Queensland Institute of Medical Research and Mater
Medical Research Institute; and senior lecturer in medicine at the University
of Queensland. Paul’s primary research interests include clinical trials in
infectious diseases, malaria human challenge and transmission blocking
studies and the molecular detection of gametocytes, as well as the detection
of antibiotic resistance by MALDI-TOF mass spectrometry.

Dr Paul Griffin

New South Wales and ACT: Dr Yamin Oo
Yamin is currently a second-year Advanced Trainee in general medicine at
the Calvary Mater Newcastle hospital. Yamin commenced her basic physician
training in the Hunter New England Area Health Service. She has a special
interest in infectious diseases (ID) and has had some training in the area.
Her plan is to complete the general medicine fellowship with ID subspecialty
and to continue her research around the area of methods to describe and
improve the hospital performance.

Northern Territory: Dr Swarna Shashi Bhaskara
Swarna is a second-year Advanced Trainee at Liverpool Health Services. She
completed her basic physician training in Hobart and Year 1 Renal Advanced
Training in Central Australia. Swarna’s publication, ‘An audit on out patient
referrals to nephrologist in Hobart’, under the supervision of Professor
Matthew Jose, was awarded as best basic physician trainee presentation at
the Annual Scientific Meeting, poster presentation on mobile dialysis unit in
Central Australia in ANZSN in 2012. On completion of her fellowship, Swarna
is keen to involve herself in teaching and is looking forward to work in
regional places, specifically with our Indigenous population.

Dr Yamin Oo

South Australia: Dr Anjana Radhakutty
Anjana is currently undertaking her final year of Advanced Training in
Endocrinology at Flinders Medical Centre, South Australia. She completed
her first year of training at the Flinders Medical Centre and second year at the
Royal Adelaide Hospital and Lyell McEwin Hospital in Adelaide.

Tasmania: Dr Melanie Wuttke
Melanie is currently working at the Austin Hospital in Melbourne and is in
her second year of medical oncology training. Her data collection for this
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Dr Swarna Shashi Bhaskara

research project was completed during her first year of oncology
training at the Royal Hobart Hospital where she worked for the previous
four years. In 2013 Melanie plans to participate in a number of research
projects involving lung cancer patients and then hopes to undertake
training with a palliative care unit and obtain a fellowship position.

Victoria: Dr Tiffany Shaw
Tiffany was originally a rural GP in New South Wales and commenced
training with the Chapter of Palliative Medicine in 2009 when her father
was diagnosed with hepatocellular carcinoma. She completed her
training in Melbourne in late 2012 and now works in rural Victoria. Her
work as a registrar at Monash Medical Centre on the management of
oedema in palliative care patients has been presented at a number of
meetings including the Australian and New Zealand Society of Palliative
Medicine Annual Conference.

Dr Tiffanny Shaw

Western Australia: Dr Edward Fysh
Edward is an Advanced Trainee in both Respiratory Medicine and
Intensive Care. He is also a clinical research fellow in the pleural
disease unit at Sir Charles Gairdner Hospital, and approaching
completion of his PhD on malignant pleural effusions with the University
of Western Australia. Edward has been awarded several prestigious
scholarships including from the National Health and Medical Research
Council and the Lung Institute of Western Australia, and was the
recipient of the inaugural American College of Chest Physicians (ACCP)
/ Thoracic Society of Australia and New Zealand (TSANZ) Award in 2010
to present research findings at the conference of the ACCP. Edward
intends to pursue a clinical/academic career, combining patient care
in the intensive care and respiratory departments with active clinical
research.

Dr Edward Fysh

New Zealand: Dr Christy MacDonald
Christy is an Advanced Trainee and mother-of-one currently enjoying
maternity leave with her six-month-old son Alex. She is training in
General Medicine and Endocrinology and is returning to part-time work
at Christchurch Hospital in June. She has a research interest in Women
in Medicine.
Dr Christy MacDonald

Presentations by the representatives
will be delivered at Congress, 4 pm
– 6 pm on Monday, 27 May 2013,
and the winner will be announced
at the Congress dinner on Tuesday,
28 May 2013. Be there to hear what
our trainees are passionate about
in research and their hopes for the
future in medical research!
Dr Anjana Radhakutty

Dr Melanie Wuttke
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OPINION

YESTERDAY, TODAY AND TOMORROW
In the annual Montgomery Spencer lecture in New Zealand, Paediatrician Dr Archie Kerr looked at the
impact of wealth inequality and other economic and social factors, particularly in Western nations, on
the children of today and tomorrow.

I

am more than a little overawed by being asked to give this lecture.
After so many august speakers in the past, all I can do is fall back on
the default topic of old age – history.

I wish to focus on three lessons from history: Galen’s erroneous
hypothesis of blood circulation, which he did not have the technology to
confirm, but which became official ideology for the next 1500 years – and
no disagreement was countenanced; the severe limitations of monitoring
diabetes by measuring urine sugar as was practised when I graduated; and
our awareness that many effective medical treatments have serious sideeffects that must be taken into account if they are to be used wisely. I want
to offer three parallels in our current society to these medical examples.
The problem is that here we are in one of the wealthiest countries in the
world and we fail dismally to deliver the knowledge and skills that we
do have to all those in our society who need them, and especially to our
children. I am sure Montgomery Spencer had similar reflections when he
welcomed children into his own home to provide help they couldn’t afford.
Over the last few decades, disposable incomes have steadily risen for
average and wealthy New Zealanders, but not for those on lower incomes.
Wealth inequality and distribution in New Zealand has developed more
rapidly than in nearly any other OECD country.

Wilkinson and Pickett have shown that, in wealthy countries like ours, a
lot of health and social parameters relate not to the overall level of wealth,
but to the degree of disparity between the very rich and the very poor.1
This applies to life expectancy, mathematics and literacy, infant mortality,
homicides, imprisonment, teen pregnancies, trust, obesity, mental illness
and addiction, and social mobility. It applies whether these parameters are
taken separately or as a combined index.
For New Zealand, Pearce and Poletti estimate the direct costs of child
poverty in terms of benefits, health, justice and loss of production amount to
$4000 per year per wage earner, or in the order of $7 billion to $9 billion for
the country as a whole.2
But Wilkinson and Pickett also point out that these differences are not just
a matter of the poor being disadvantaged. The wealthy are also affected
adversely in the more unequal economies as indicated by individual studies
which show infant mortality, deaths in working age men, the incidence of
several common diseases and levels of literacy are worse in all social strata
in the more unequal societies.1
Although there are a number of factors involved in the pathogenesis of this
situation, the major one is the ideological focus on economic markets as
the answer to all of society’s problems. This is similar to the way Galen’s
description of the body’s circulation became frozen and unquestionable.
Market fundamentalism, as Stiglitz, Sen and Fitoussi describe it, took over
in New Zealand in 1984 with disastrous consequences for children’s health
and wellbeing.3
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Dr Archie Kerr

Adam Smith, the 18th-century formulator of
the free market concept, warned against
monopolies and business interests taking
over and the manipulating of them for their
own ends. In fact, there is no such thing as
the free market he described, as you cannot
separate out a single aspect of society
in this way. Furthermore, this economic
system does not work and has caused
a melt-down of greater or lesser degree
about every decade for the last 400 years
(Charles Kindleberger). It does not provide
the necessary stable background for our
communities to function optimally.
Another aspect of the problem is the
exclusive use of Gross Domestic Product to
measure economies. This aggregates the
easily measured aspects of our ‘busyness’
but ignores home care and voluntary work
in society, the equality of wealth distribution,
any improvement in services and other
efficiencies over time – and certainly not
the overuse of irreplaceable resources and
pollution. It grossly overemphasises financial
speculation and gambling on financial
markets as well as the benefit of restoration
following earthquakes and other disasters.

It is a very limited view of a country’s wellbeing, akin to monitoring diabetes
with urine sugar only. Urine monitoring makes predicting the ‘melt-down’ of
ketoacidosis difficult, and similarly GDP fails to predict economic melt-downs.
A number of other indices have been suggested and the report by Stiglitz,
Sen and Fitoussi emphasised the need for multiple measures of an economy
that should include such factors as measures of household incomes,
consumption and wealth, health, education, personal conditions including
work, political voice and governance, social connections and relationships,
environment (present and future conditions), and insecurity of an economic
as well as a physical nature.3 These measures should include the range in a
community, not just an average.
In looking at these issues, Jackson quotes a BBC survey from 2005 which
confirms that these are what most in the UK community see as important
for flourishing – money contributes a miniscule 7%, compared to family and
friends (47%) and health (24%).4
Another problem is that market values have become involved where moral
and ethical judgements should predominate, consequently ‘crowding out
non-market values worth caring about’.5 When this happens, there is a) lack
of fairness, and b) the meaning of the service and the nature of the ‘goods’
are corrupted. A classic example of this is the British American Tobacco
advertising campaign in funereal black, which admits that tobacco is harmful,
but disagrees that its intellectual property should be curtailed – money and
markets are more important than human beings. We kill people, but we have
the right to continue to do that and make large profits!
Capitalism varies in how countries apply it and some, such as the Northern
European countries and Japan, have a more coordinated approach and
would be better examples for us to follow. In other words, ‘free markets’ have
a place in our society but we must recognise and manage their side-effects
as with our medical treatments.
We already know some answers. Professor Greg Duncan, in a recent visit
talking about poverty in the United States, quoted a number of studies where
income supplementation for families had improved earnings and health for
the children in those families when they became adults.6 Family support
needs to be multifactorial and include employment, living wages, good
housing and universal (preferably free) education. All these need to be under
the umbrella of real changes in how we measure our society’s wellbeing and
share our wealth, with inevitably better regulation of our financial markets.
This is included in our role as health professionals and we need to
challenge accepted paradigms. We, as health professionals, are relatively

independent individuals at a time when
many people are increasingly restricted in
their ability to comment outside the ‘party
line’. Organisations such as The Royal
Australasian College of Physicians and the
Paediatric Society should be standing up
boldly for what we see as needing to be
changed in terms of the total wellbeing of
all in our society, well-off and not so well-off.
After all, we are the ones who live in the
real world, not the executives and directors
in their board rooms, penthouse suites and
ivory towers.
I will finish with a Māori proverb:
He aha te mea nui o te ao?
What is the greatest thing on earth?
He tangata! He tangata! He tangata!
‘It’s people, people, people!’
Dr Archie Kerr FRACP
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Continued from page 26
then benchmark progress on an Australian clinical paediatric research
agenda; and
• Development of a core set of measures for use in paediatric research
to allow for better data harmonisation with APRN research and
national datasets.
I am absolutely delighted to be the recipient of the 2013 RACP Fellows
Contribution Fellowship. I relish the chance to work with the RACP and my
colleagues to build the APRN into a robust research platform to improve the
lives of Australian children and their families.

Paediatrician, Centre for Community Child
Health, The Royal Children’s Hospital
Leader, Healthcare Innovation Affinity
Group, Murdoch Childrens Research
Institute
Principal Fellow, Department of Paediatrics,
The University of Melbourne

Associate Professor Harriet Hiscock MB BS, FRACP, MD
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SERVING THE COMMUNITY

Friday 8 March 2013
Sofitel Sydney Wentworth, Australia

“Serving the Community: Training Generalists and Extending Specialists”

TRIPARTITE ALLIANCE OF MEDICAL
COLLEGES – OUTCOMES OF
MARCH MEETINGS

Further Information:
Ally Chen
Conferences & Events Management
Royal Australasian College of Surgeons
250-290 Spring Street
EAST MELBOURNE VIC 3002
Australia

T: +61 3 9249 1260
F: +61 3 9276 7431
E: cmes@surgeons.org

T

he Tripartite Alliance – the Royal Australasian College of Surgeons
(RACS), the Royal College of Physicians and Surgeons of Canada
(RCPSC) and The Royal Australasian College of Physicians (RACP)
– met in Sydney 6–8 March 2013 for meetings, by invitation
workshops and a one-day open seminar, whose theme was ‘Serving the
Community: Training Generalists and Extending Specialists’. The objectives
of the Alliance, which was formed in 2010, are:
• Thought leadership – scholarly work, including in the post-fellowship area
• Research collaboration
• Practical outputs and educational products (such as written strategies,
workshop outlines, research papers) on issues of mutual interest

• Heightened political clout from international collaboration
• Shared intellectual property
• Facilitating professional development including exchanges of College
personnel
• Facilitating international collaboration and exchanges of College
Fellows.
The various March workshops, which brought together Fellows and staff
from the three Colleges, focused on medical education issues in the
broadest sense. Topics covered included assessment of professional
performance (in a facilitated workshop), work-based assessment, and a
learning management strategy. ‘Road tested’ during one of the workshops
was a training module designed to teach clinical decision making. This
module, the development of which was led by the RACS, had its origins in a
previous Tripartite Alliance workshop in Sydney.

Serving the Community: Training Generalists and
Extending Specialists
This public seminar, held at the Sydney Sofitel Wentworth Hotel, was
attended by 145 delegates from Colleges and organisations within the health
communities of Australia, New Zealand and Canada.
The objectives of the seminar were:
• To explore the various implications of the proposed policy direction
that is calling for more generalists, including for the training of
medical professionals for these roles
• To generate the key questions that must be addressed in considering
the issue of ‘generalism’ and the increased demand for more
generalists.
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Among the factors that are driving this
proposed policy direction are:
• the increase in the proportion of the
population with chronic disease and
multiple co-morbidities
• difficulty in providing health services to
geographically diverse populations
• the challenges in filling acute care
rosters in outer metropolitan and
regional areas.
Speakers at the seminar mapped the
problem, opened up discussion on
how medical care might be delivered
to widely distributed populations giving
examples from successful models of care,
addressed evidence on the success of
various interventions such as increasing
the number of medical students from rural
and regional areas and establishing rural
medical schools, gave insights into what
the future holds, and outlined what success
might look like into the future. A lively
debate on all the issues followed, and the
key points of the day were summed up by
Professor Richard Smallwood.
The seminar highlighted that there is a clear
role for the Colleges in these debates, the
challenges for College training programs,
and the emerging need to provide
pathways for established specialists to
make career changes during their lifetime.

The future of the Tripartite
Alliance
The Colleges acknowledged that they
had gained significant benefit from
working together over the past three
years, and the Executive Committee of
the Tripartite Alliance agreed that the
Alliance should continue, as there was still

Continued on page 35

EDUCATION

NEW FIVE-YEAR STRATEGY FOR DIVISIONAL
WRITTEN EXAMINATION
The Divisional Written Examination is about to undergo exciting new developments that will deliver
benefits both to candidates and to the College overall.

T

he Divisional Written Examination continues to be the key summative
assessment for trainee physicians and paediatricians. The aim of the
examination is to assess trainees’ understanding of the basic medical
sciences and their applications in clinical scenarios.

In December 2012, the College Board approved a five-year strategy to improve
the way the examination is developed and delivered, to better meet the
expectations of trainees, examiners and jurisdictions, and also to manage risk.
Key elements of the strategy include:
• Outsourcing management of the Written Examination logistics to a
professional examinations delivery company
• Building a comprehensive question bank by increasing the number
of approved examination questions per year
• Preparing to deliver two paper-based examinations each year
• Researching options to deliver a computer-based examination
• Allowing eligible BPT2 Trainees to undertake the Written Examination
• Eventually moving to an on-demand computer-based examination.
Work has started and will continue through 2013 on four of the key elements
outlined in the strategy.
The first is outsourcing venue and candidate management, and secure
document handling, to a professional examinations delivery company,
Language and Testing Consultants Pty Ltd. This strategy was implemented for
the 2013 Written Examination and proved overall to be effective and efficient,
based on surveys of Fellows and staff who observed the exams in various
venues.
The second and third elements are to do with significantly increasing the
number of questions approved, to enable more than one written exam to be

held each year. This will be driven by the
Written Examination Committees (WECs) and
supported by a Scientific Editor to be based
in the Examinations Unit. The use of proven
exam bank software is currently being
explored.
The fourth element of the strategy is to
research options to deliver a computerbased exam. We need to ensure that all
delivery issues and risks are identified
and assessed before committing to this
approach.
Significant advantages of the five-year
Written Examination Strategy include the
ability for a trainee to sit the examination
twice a year, and being able to sit the
examination commencing in the second year
of Basic Training. This will reduce the stress
and anxiety associated with the written
examination for Basic Trainees.
We thank Fellows for their ongoing support
and involvement in reviewing and endorsing
the strategy.
Dr Rodger Laurent
Chair, Written Examination Committee
Adult Medicine
Dr Mike Starr
Chair, Written Examination Committee
Paediatrics & Child Health

Continued from page 34
much to be gained from the development of agreed outcomes from the
2013 workshops. Issues that will be followed up over the next 12 months
include: exploring the feasibility of shared e-portfolio software for CPD;
further refinement of the Learning Management Strategy, which was
developed in 2012; learning more about the learning needs of Fellows
through canvassing cohorts of Fellows and also reviewing their existing
CPD recording programs (e.g. MyCPD); developing collaborative academic
papers on work-based assessment; and trialling the clinical decisionmaking module in non-surgical training programs. The Alliance has also
agreed to plan and fund a program of research collaboration focused
on evidence of the effectiveness of various CPD interventions and the
assessment of professional performance.

A key Alliance issue for the years ahead
will be the issue of revalidation, which it
was agreed was gathering momentum
within various countries. The collaborative
work on the assessment of professional
performance will be an important base from
which the Colleges can address issues
arising as medical regulators move to
introduce systems of revalidation.
Dr Jennifer Alexander
Chair, Executive Committee of the Tripartite
Alliance
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ANNOUNCING THE 2014 AWARDS
Since its establishment in 1991, the RACP Foundation has worked to support our
talented physicians and trainees in medical research and education. The continued
investment and support from donors has allowed for tremendous expansion in the
number and value of the Awards offered through the RACP Foundation in past
years. We are now pleased to offer over 105 Awards in a variety of domains.
For a detailed list of Awards and more information regarding eligibility, criteria and
special conditions for individual awards please refer to our website:
http://www.racp.edu.au/page/foundation

Research Entry
Scholarships

Research Establishment
Fellowships

Career Development
Fellowships

These scholarships are
available to Fellows and
trainees just beginning
their research careers and
enrolled in a Masters,
PhD or equivalent
research higher degree.
Scholarships are available
for one to three years and
valued at up to $45,000
per annum.

Intended for Fellows and
trainees who wish to
establish themselves in a
research career and who
are either within seven
years of completing a
Masters, PhD or equivalent
research higher degree;
or within two years of
returning from working or
studying overseas.

Closing date:
Monday 8th July 2013

Closing date:
Monday 17th June 2013

Alternatively, for established
researchers who are
interested in pursuing
a career in research we
offer Career Development
Fellowships. These are
intended to support Fellows
who are 7+ years from their
research higher degree and/
or not eligible for either
Research Entry or Research
Establishment awards.

Travel & Education
Assistance Grants

Division, Faculty, Chapter
and State Awards

Designed to assist
researchers and clinicians,
these Grants support
short periods of research
or study. Awards may be
used to cover travelling
and re-establishment
costs for those taking up
a postdoctoral fellowship
overseas, or fees for
those wishing to pursue
up-skilling or further
education.

A wide range of awards
are available across the
Division, Faculty, Chapters
and States which are
offered to their respective
members. These range
from prizes recognising
excellence to substantial
research grants to assist
younger members to begin
or establish themselves in a
research career.

Closing date:
Monday 12th August 2013
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Closing date:
Check RACP Foundation
website for individual dates

Closing date:
Monday 17th June 2013

Quarterly Study Grants
The RACP Foundation is
pleased to announce a
new funding strategy for
Study Grants. Grants will,
subject to available funding,
be offered quarterly on a
seasonal basis. This allows
Fellows and trainees greater
opportunity to apply for
funding on a “need now”
basis and applications will
be accepted each quarter
until all funding for that
year is allocated.
Closing date:
Check RACP Foundation
website for dates

Jacquot Awards

New Zealand Awards

Prizes and Medals

The Jacquot Awards were
established in 1985 to
support Nephrologists
and to further nephrology
research. These awards are
jointly administered by the
RACP and Australian and
New Zealand Society of
Nephrology.

These awards are designed
to specifically support
and fund research of
New Zealand Fellows and
trainees.

The College offers a
wide range of awards to
recognise Fellows and
trainees for excellence and
outstanding contributions
or achievements. The
prestigious Eric Susman
Prize recognises the
best contribution to the
knowledge of any branch
of internal medicine.

Closing date:
Monday 26th August 2013

Closing date:
Monday 22nd July 2013

Closing date:
Check RACP Foundation
website for individual dates

How to Apply

Terms and Conditions

Application forms can be downloaded from
the RACP Foundation website.

Award Terms and Conditions for 2014 can
be found on the RACP Foundation website.
Please ensure that they are read carefully in
their entirety.

Donors and Supporters Investing In Health
The RACP Foundation recognises all its donors and supporters as crucial to the College’s ability to
support medical research fellowships with the common aim of eliminating or alleviating human
suffering. This investment in health, from the College fellowship, the corporate sector, institutions
and individual benefactors, is gratefully acknowledged as fundamental to the RACP Foundation’s
progress in the promotion of medical research. A full list of donors and supporters can be found
on the RACP Foundation’s website.

CONTACT US
For more information about applying for an award, donating or general inquiries,
please contact the RACP Foundation Office.
Manager

Executive Officer

Ph: (+61) (02) 9256 9620
foundation@racp.edu.au

Ph: (+61) (02) 9256 9639
foundation@racp.edu.au
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RACP BOARD

BOARD COMMUNIQUÉ
– MARCH 2013

Dear Fellow and Trainee Members
Welcome to the first Board communiqué for 2013, which is made available to
all Fellows, Trainee Members and College staff after the latest Board Meeting
as part of the communication initiative to keep you informed and updated on
current College activities.
The Board Meeting took place in Adelaide over two days on 21 and 22 March.
Day 1 involved a facilitated session in which the Board considered aspects
of the College’s current Statement of Strategic Directions 2012–2015,
particularly the goal of maintaining a robust and effective College. As part
of a number of ‘in principle’ decisions taken, the Board agreed that a review
of the current Board and College structures be undertaken, to ensure such
structures remain efficient and cost effective in the delivery of services to
Fellows and trainees.
Planning for the review is currently in the formative stage; however, the
Board is committed to ensuring that broad and ongoing communication
and consultation will be conducted with members for their contribution and
feedback once the review is ready for consideration.
The Board also met with representatives from the South Australian
Committee and discussed a number of issues of particular relevance to
Fellows and trainees in that State.
Day 2 was devoted to the formal Board Meeting with a full agenda of items
for consideration and approval.
The following is a summary of the Board decisions and other actions taken at
the meeting.
The Board:
• Approved an implementation strategy in relation to the agreed changes
arising from the Education Governance Review.
An Implementation Working Group was established comprising a
number of current Directors and Chairs of various Education
Committees within the College to oversee the agreed implementation
strategies and actions, including continued communication of the
changes being implemented to the wider College membership.
The changes to be implemented will also include the alignment of
current New Zealand and Faculty based education support staff with
the Education Services Business Unit at the appropriate time.
• Approved the Notice of the 2013 Annual General Meeting to be held on
Monday, 27 May 2013, as part of Congress. Formal notice will be
provided to all members by mid-April.
• Approved, on the recommendation of the Finance Committee, a formal
policy for accessing funds generated from Congresses and Annual
Scientific Meetings.
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The Royal Australasian
College of Physicians

• Approved the provision of resourcing
and modest funding to support a
collaborative program of research on
CPD and revalidation issues between
the College, the Royal Australasian
College of Surgeons and the Royal
College of Physicians and Surgeons of
Canada, following a series of meetings
held between representatives of those
bodies in Sydney in early March.
• Approved formal Meetings and Events
policies for the College, to clarify and
guide how such meetings and events
will be organised and conducted. The
policies will be posted to the College’s
internet for members’ information.
• Approved the dissolution of the
Board’s International Committee, as its
responsibilities have largely been
assumed by the Fellowship Committee.
• Approved a minor amendment to the
Governance of College Bodies By-Law
to clarify that staff members cannot also
be office-bearers of the College, except
in certain circumstances as specified in
the Constitution.
• Discussed a proposed position
statement for the College, prepared
by the Climate Change and Health
Working Group on the potential health
impacts of climate change. The
statement will be made available once it
is finalised.
• Approved the New Zealand Committee
using a position statement on euthanasia
and physician assisted suicide as part
of its communication plan should a private
members’ bill entitled ‘End of Life
Choice’ be considered by the New
Zealand Parliament and be the subject of
public debate or comments or requests
for submission from relevant bodies
within New Zealand.
• Approved Divisional and Faculty
strategic plans for 2013.

• Held further discussions on the concept of a common qualification
across the College, noting that the concept had first been discussed by
the Board in October 2011. A number of issues have been recognised
since that preliminary discussion, and the Dean was requested to report
these to the Board in more detail at a future meeting.
• Approved the further development of the MyCPD program to meet the
Medical Council of New Zealand’s requirements for Chapter Fellows
who do not have a vocational scope of registration, but for whom the
MyCPD program is their logical recertification pathway.
The Board also approved the continued access to MyCPD for general
New Zealand based registrants who are not Fellows of the College, but
for whom the MyCPD program provides a professionally relevant
recertification pathway.
• Approved the College entering into a Memorandum of Understanding
with the National Health and Medical Research Council for the cofunding of research scholarships.
• Noted the positive response provided by the AMC’s Specialist
Education Advisory Committee in relation to the College’s progress
in delivering a structured approach to training and ongoing professional
development, as detailed in its 2012 annual report to the AMC in
support of the College’s continued accreditation as a training
organisation; and

Working Group as contained in its paper
on improving access to specialist care in
rural areas.
The Board also received the standing reports
from the President and the President of New
Zealand as well as a comprehensive report
from the College’s CEO outlining current
operational issues as well as new activities
and projects planned for 2013.
The Board has set itself a busy agenda of
matters to be considered this year consistent
with the previously agreed Statement of
Strategic Directions 2012–2015, and I look
forward to keeping you informed of our
progress throughout the year.

Associate Professor Leslie E Bolitho AM
President
28 March 2013

• Endorsed the general recommendations of the General Medicine
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BOARD DIRECTORS’ COMMUNIQUÉS

FROM THE HONORARY TREASURER
In his second column for RACP News, Clinical Associate Professor Michael Hooper asks for your
feedback on the issues discussed below.

A special thank you
In my column in the February edition of RACP News I acknowledged the
enormous pro bono contribution Fellows, trainees and non-Fellows make
to the work of the College, and I would like particularly to recognise the
contribution non-Fellow Members of the Finance Committee make in bringing
expertise to the College from outside our profession.

Ethics of sponsorship for meetings and conferences
The Finance Committee is responsible for the commercial aspects of
College meetings, conferences and other events to ensure sound financial
governance and minimise financial risk to the College. Often the viability of
an event and the cost of registration is dependent on sponsorship which in
the past has largely come from the pharmaceutical industry. Currently there
is ongoing discussion around the ethics of sponsorship and I would welcome
feedback and comments from Fellows and Trainee Members in regard to this.

AN INSPIRING STORY
In the February issue of RACP News, I illustrated my column with
a picture taken whilst I was speaking at a conference in Kenya last
year. (Geoff Kewley FRACP, a paediatrician working solely in private
practice in the UK, sent me an email: ‘Hi Michael, I’ve just been
chuckling over a photo of you, apparently about to be attacked by a
rhinoceros, in the RACP journal!’)
Soon after I returned from this conference, I attended the annual
meeting of the ANZBMS and, on relating my experiences at the
Kenya conference to a friend and colleague, David Findlay, Professor
of Orthopaedic Research at the University of Adelaide, talk soon
turned to the work his son and daughter-in-law were doing in
Uganda at Maranatha Health (www.maranathahealth.org).
This is a story of two young Australians, Michael and Kimberley
Findlay, who have made it their mission to help a rural impoverished
community in Uganda. Michael and Kim, as young people, had
both seen first-hand the poverty and lack of health services in rural
Uganda, and this huge disparity in opportunity between Australia
and Uganda was the impetus for them to establish Maranatha Health
in the Kamwenge District of Western Uganda.
Michael is a medical graduate from the University of Adelaide and
Kimberley has a Masters degree in International and Community
Development. They moved permanently to Uganda in 2011 and
together built a clinic and community development centre. By the
start of 2012, Maranatha Health was offering essential healthcare
to mothers and children in the Kamwenge community, first to
outpatients only and a little later to inpatients in a 25-bed ward. In
the 12 months to date, Maranatha Health has registered 6000 new
patients and seen 9000 patients.
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Honorary Treasurer Clinical Associate
Professor Michael Hooper

Support for speakers at meetings
and conferences
The cost of registration also depends on
the support provided to speakers and other
participants. The College and many of the
Specialty Societies do not normally fund their
members to speak at their meetings. I have
summarised below the College’s Congress
speaker/participant policy and would welcome
feedback and comments from Fellows and
Trainee Members.
A plenary (or keynote) speaker (Fellow or
non-Fellow) is entitled to a return Business
Class International airfare or return Business
Class Domestic airfare, airport taxi transfers,
up to four nights’ accommodation (including
breakfast) and full registration for all Congress
events. An invited non-plenary (or nonkeynote) speaker (non-Fellow) is entitled to a
return Economy Class airfare, up to two nights’
accommodation (including breakfast) and
day registration (for each presenting day). An
invited non-plenary (or non-keynote) speaker
(Fellow/Trainee Member) is only entitled to day
registration or a session pass as appropriate.
Presenters of oral/poster free presentations
and session chairs have no entitlements. Do
you think this should change?

Support for Specialty Societies
This year marks the 75th Anniversary of the College and coincidently the
25th Anniversary of the formation in 1988 of the Australian & New Zealand
Bone & Mineral Society (ANZBMS), of which I was founding Honorary
Secretary and Treasurer. The College provides support for Specialty
Societies in many ways and I and the newly formed ANZBMS were very
appreciative of the warm welcome and the support the College gave us in
1988. I had run a series of meetings in Adelaide and Sydney in the bone
field and in 1988 it was agreed that there was enough interest in this area to
sustain a Specialty Society. We garnished support, appointed a Secretary to
the new Society, and she and I approached the then CEO of the College for
space at 149 Macquarie Street.
One of the tangible benefits to our Society is being based at 149 Macquarie
Street, together with a number of other Specialty Societies, in proximity to

the College. Whilst the nature of the support
from the College to Specialty Societies has
evolved with time, both the ANZBMS and the
College continue to benefit from the ongoing
association.
What are your views on the College’s
relationship with the Specialty Societies?
I look forward to receiving your comments
and answering your questions. Please contact
me at Honorary.Treasurer@racp.edu.au.
Clinical Associate Professor
Michael J Hooper
Honorary Treasurer

DIRECTOR PROFILES
Professor Shane Houston
Community Board Member 2012–2014
Professor Shane Houston is a Gangulu man from Central Queensland. He
has worked in Aboriginal Affairs for more than 35 years holding many roles
at local, state and national levels.
Professor Houston has worked intensely in the community sector, including
as a CEO of an Aboriginal Medical Service and National Coordinator of the
Aboriginal and Torres Strait Islander Health Organisation. He has also held
senior executive positions in the public sector over more than 17 years.
Professor Houston took up his current position at the University of Sydney
as Deputy Vice-Chancellor (Indigenous Strategy and Services) and is the first
Aboriginal person to be appointed to such a senior role at any Australian
university. The former health administrator brought an unfailingly positive
attitude with him when he arrived at Sydney in April 2011, tasked with making
the university a central national player in bridging the social divide that
confronts Aboriginal and Torres Strait Islander people.

Professor Shane Houston

In 2009 Professor Houston was awarded the Chief Minister’s Public Service
Medal for meritorious and outstanding public service for his contributions
aimed at improving the cultural security of services in the health sector.

Dr Simone Ryan
Chair, College Trainees’ Committee
Dr Ryan has had a 10-year career in the Australian Women’s National
Basketball League, winning two premierships with the Adelaide Lightning
Women’s Team, as well representing Australia in Basketball in 1992, 1993
and 1994, only leaving this as a career option to further pursue a career in
Preventive Medicine.
Dr Ryan started out in Medicine with the aim of ‘fixing’ corporate ill health
after a personal experience involving an immediate family member. Along
the way she was named ‘Dr of the Year’ at St Vincent’s Hospital, Sydney,
in 2005. Dr Ryan is currently a Consultant Occupational Physician for IBM
as well as Founding Medical Director for One Life. Live It., a company
specialising in corporate health and occupational medicine. She is currently
in the final stages of completing two Masters Degrees: in Occupational and
Environmental Medicine, and in Public Health.

Dr Simone Ryan

Dr Ryan is the Chair of the RACP College
Trainees’ Committee, Mum to two-year-old
Maximus and wife to Irish husband Paddy.
Her life motto is ‘Whatever you are, be a
good one’.
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AFTER HOURS

SHARING THE VISION

It’s Art

P

hotography has been part of my life since the 1980s when I bought
a Canon AE-1. During the 1990s I purchased one of the first digital
cameras to become available, mostly for its application in medicine.
However, it was in the next decade that I started getting seriously
into digital photography.
This was probably a by-product of travelling for Investigator meetings,
conferences and College activities. Happily, I was urged by my colleagues to
spend a few more days at my travel destinations and take advantage of these
opportunities.
When I went to Paris in 2008, many of the people I worked with asked if I
could send back photos, so I set up an email list and started blogging about
my activities, illustrating them with the photos I had taken. The response was
enormous. Before I knew it, the list had grown to over 300 and my ISP was
trying to close me down because it suspected I was spamming! I manoeuvred
around this problem and still have my email travel blog. I always appreciated
the enthusiastic comments from the people back home. Of course, an
undesirable side-effect was that people started to believe I perpetually
travelled and never did any work!

Serious Sheep

As time progressed, my investment in
photography grew exponentially. I currently
have four camera bodies and a dozen lenses,
studio lighting equipment and a dedicated
photography room in the house. I have a
specific travel backpack akin to a mediaeval
torture device which I take with me wherever
I go. I would love to reduce its weight
somehow, but have convinced myself that if I
leave a lens out it will surely be the one that I
need for that ‘perfect’ photograph.

As the list grew, I decided to set up a photo blog site so that anyone could
look at my photos and download copies. Some of them became very popular
desktop pictures. I used a service called Flickr because it focused on the
photos, unlike the busy social media pages. Some 16,000 people have visited
my site and it is interesting to see which photos they find most appealing.

Rows and rows of my photos used to
adorn the walls of my private practice and
my patients would regularly look around
to see if there were any new ones. Some
of my photos have ended up as canvas
enlargements in the homes of my colleagues.
When I travel I often submit photos to the
local newspaper in the place I’m visiting
– and I was delighted when one reached
the front page of the Mercury in Hobart.
Tasmania is probably my favourite place for
a photographic holiday – the wilderness,
countryside and heritage buildings are
amazing.

Some of my colleagues began asking me for travel advice since I was
obtaining a reputation as a seasoned traveller, so the next logical step was to
use a web service that allowed me to rate and comment on the various hotels
and attractions I visited. I am now a regular contributor to TripAdvisor. Some of
the places where I’ve stayed have even contacted me for copies of the photos.

My photos are not technically perfect; in
fact, I can’t think of a single photo that I have
taken that I couldn’t fault. Perhaps that’s
the joy of this hobby: you’re always striving
to improve your skills. I’m not a big fan of
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Dove Lake

Baskets

photoshopping, mostly because I don’t have the time, but I do some minor
corrections and cropping in Adobe Lightroom.
It readily becomes obvious that photography could lead to a lifetime
commitment, and of course this would in turn lead to the problem of forever
seeking better and better equipment to compensate for one’s lack of skill –
and the ever increasing outlay that implies. Currently my favourite camera is
the Canon 5D Mark II, and unless I win Lotto it will probably remain so.
The photos I love best are those that create visual interest or emotion. Blackand-white photography lends itself well to creating moods, textures and
patterns that appeal to the eye, and I believe it is the most challenging kind
of photography to master.
I have included here a selection of black-and-white photos that people on
my blog have liked, together with one of my favourites which has a lovely
splash of colour.
‘It’s Art’ was a picture taken amongst some of the sculptures near the State
Gallery of Victoria. It includes my wife, who is often in my photos. This is a
very popular shot, with its curved lines and the very vivid contrast of the red.
‘Serious Sheep’ was taken at the Taronga Park Zoo. When I looked at
the photo it almost had the feel of a daytime TV soap opera with the two
characters embroiled in serious conversation. Viewers enjoy the interplay
between the two characters and the black-and-white effect helps to focus on
the textures and faces.
‘Dove Lake’ was taken in Tasmania, with Cradle Mountain visible in the
background. This is a popular photo which brings out some lovely textures in
the foreground.
‘Baskets’ was taken at Constitution Dock in Hobart. The baskets were crab
pots sitting on one of the old rusty boats that lined the dock. I love the
textures as they almost let you feel what the baskets are like. In this photo I
left a little hint of the colour of the nylon webbing and ropes.
‘Stairs’ is a picture I took at the old State Library of New South Wales (now
the Mitchell Library). It really is a beautiful building inside and it is marvellous

Stairs

to see it restored. ‘Stairs’ has a lovely
repetitive pattern with a glowing light coming
from behind.
There is no doubt that photography has
filled an important part of my after-hours’
life. I have also been able to incorporate it
into my work and it is something I can do
wherever I happen to be. And then there is
the challenge of the lifelong quest for that
perfect photo.
Happy snapping!
Dr Robert Bell FRANZCP FAChAM
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BOOK REVIEWS

A RICH WORK FROM A
DISTINGUISHED PHYSICIAN
Singsings, Sutures and Sorcery: A 50 year experience in Papua New Guinea
by Anthony J Radford. Mosaic Press, Preston, Victoria.

P

hysicians who had worked in the Territory of Papua New Guinea
(PNG) subsequently formed a small but influential group in
Australian medicine, occupying important roles in academia,
health administration and research. They brought a fresh
approach derived from the challenges that they faced in PNG, seeing the
tedium of bureaucracy for what it is, not suffering fools gladly, keen to get
on with the job.
In PNG, some were faced with supervising single-handedly the healthcare
of many thousands of previously undoctored people; with devising
novel approaches to individual care or community health in isolated
tribal settings; with finding new insights into major health problems
through painstaking research; and in devising pioneering curricula for
the education of healthcare personnel who would take up those same
challenges among their own people.
Anthony Radford’s career in PNG encompassed all those roles, and his
autobiography spells out his years of service there, from a conversion
experience at Kainantu as a medical student through pivotal roles in
patient care, district administration, innovative teaching and thoughtful
research: one who has done it all. It is a detailed account, rendered
authoritative by the many personal and public records he has been able
to access, particularly those preserved by his parents at home.
From Anthony’s earliest acquaintance with PNG, his fascination with its
people is evident, and his longstanding love affair with the whole country.
He came away with lasting friendships with Papuans and New Guineans,
and it is his reflection on those relationships that gives persuasive
credibility to his account. His physical prowess helped, no doubt, enabling
him to outpace panting kiaps on a climb up Mt Wilhelm, provide key
strength to medical college or local rugby teams, and to dislocate his own
femur (no simple task). The dedication of the work to his children, using
the PNG names which those children received from the tribesmen in
whose world they grew up, testifies to the gift the Radfords demonstrated
of finding genuine welcome and acceptance in very different human
environments.
Those with similar personal recollections of the excitements and
satisfactions of work in PNG will find many names and circumstances
here to trigger nostalgia and stimulate reflection. Anthony extends such
reflections in nearly every section, with detailed memory, pithy comment
and poetic description. It is a work generous in its assessment of his
peers and it will cause little offence, and much satisfaction to the many
who find themselves mentioned.
With Kent-Hughes lineage, Anthony was at home in the places of privilege
and power as well as in the meanest highland men’s house. When
Indonesia invaded West New Guinea in 1963 it demanded that the seven
students who arrived from West New Guinea in 1960 to study medicine –
outspoken opponents of Indonesian take-over – be brought home. They
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faced a very uncertain reception there; but
the Australian administration decided that
they should leave. Anthony, on close terms
with those students, contacted his uncle
Sir Wilfrid Kent-Hughes in Canberra, and
through his influence in Cabinet the decision
was reversed.
The book is a rich lode of such stories,
something to be mined not all at once, but
garnered over time to discover gems tucked
away in profusion.
Anthony’s leadership in establishing Rural
Training as a central component of the
medical course for PNG, conducted in a
rural setting, was well ahead of its time. It
was prophetic in its purpose, a forerunner
of the opportunity South Australian medical
students now have to receive clinical
training outside of the teaching hospital,
learning in the real world of rural medicine.
The focus of this book is clearly Papua and
New Guinea, with little mention of Anthony’s
many other forays into developing world

Continued on page 45

AN EXTRAORDINARY LIFE
George Bennett: Naturalist, Physician and Bibliophile by John B Hickie AO FRACP.
Medici Graphics, Sydney.

J

ohn Hickie has undertaken exhaustive research to produce this
excellently presented biography of the life of George Bennett
MD (Glas) FRCS FLS (1804–1893). Dr Bennett has to be one of the
highest achieving medical practitioners who has ever practised in
Australia. While his medical career in itself is impressive – he was the first
physician appointed to St Vincent’s Hospital, an examiner in Medicine for
the University of Sydney and author of numerous medical articles – he is
best known for his contributions in other areas.
Shortly after qualifying in Medicine in 1828, Bennett was appointed
Second Surgeon to the convict ship Sophia. During its voyage, he
described a living pearly nautilus (Nautilus pompilius). This specimen
was subsequently preserved and sent to the Royal College of Surgeons
of London where Richard Owen, with whom Bennett was to maintain a
professional relationship for over 70 years, dissected it. Bennett was only
in Australia for a short time but the stay stimulated his desire to further
investigate the fauna of this very new colony.
When he returned to Australia in 1832, he commenced his studies of the
colony’s exotic fauna. A lifelong pursuit was the platypus. He described
its burrows, diet, mammary glands and egg-laying reproductive cycle. In
addition, he researched the kangaroo (two species now carry his name)
and the echidna (but did not mention its reproductive cycle). He also made
detailed descriptions of the flying fish and the wandering albatross, as
well as numerous other interesting observations, which he wrote up in two
volumes of the Wanderings in New South Wales. The Wanderings were
well received in England, where he was elected Fellow of the Linnean
Society and also received the Honorary Gold Medal of the Royal College
of Surgeons.
Bennett returned to Australia in 1835 and, in a very busy year, he married,
Governor Sir Richard Bourke assigned him the task of investigating an
influenzal epidemic that was devastating the sheep population of the
colony, and he was appointed Secretary and Curator of The Australian
Museum. He established a medical practice in Elizabeth Street, opposite
Hyde Park, and in a relatively short space of time, he became very
active in the medical activities of the Colony and was the first physician
appointed to St Vincent’s Hospital. He published a number of interesting
medical articles on such diverse subjects as ‘Toad Fish’ poisoning,
smallpox in Aborigines, and the successful treatment of tetanus. When
the University of Sydney started a Medical School, Bennett was actively
involved in teaching and examining, though his activities in these areas
have been overshadowed by his eminence as a naturalist.
In subsequent years, Bennett continued his investigations of Australian
fauna and flora, including the fossil records of extinct species of which one
of the best known, Diprotodon benetti, carries his name today. These, and
many other interesting aspects of Bennett’s very full life, are covered in
the biography. Each chapter details an aspect of Bennett’s activity and is

well referenced. The liberal use of excellent,
strategically placed illustrations within the
text adds to the readability and impact of
the book.
While many eminent doctors may be
forgotten, this work will perpetuate the
memory of one of Australia’s medical greats.
Michael Kennedy FRACP

Available from the Sisters of Charity
Outreach Shop, St Vincent’s Clinic, or
through Medici Graphics, 02 8382 2133.

Continued from page 44
medicine as teacher and consultant. Within
that rich and rapidly changing environment it
leads the reader along multiple pathways as
an extraordinary life through extraordinary
times in an extraordinary country is
uncovered in rich and exciting detail.
Ian Maddocks

For interested readers, this book is available
in select bookshops and also online at www.
mosaicresources.com.au.
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BOOK REVIEW

IN THE MARGIN: MURNANE’S
A HISTORY OF BOOKS
A History of Books by Gerald Murnane. Giramondo Publishing Company, Sydney, 2012

G

erald Murnane is concerned with the most basic acts of reading
and writing. That is why readers of RACP News might take a
chance with him. Chance is important; horse racing often comes
into the work.

Murnane once called himself ‘a marginal writer’, usually occupied in
private matters. He is a great letter writer and has kept copies of all
correspondence, which has been one source of material for his books.
He has lived in Victoria, almost never leaving the state. He worked for the
Education Department and later, taught creative writing in tertiary institutions.
Then, beginning with Tamarisk Row, there are his 10 books, written over
nearly 40 years. These works take you into the contrasts of appearance and
reality, of image and memory.

A History of Books is his most recent work. Let Murnane speak for himself:
the first essay in this book concludes with the following sentence:
If the man could not have written the work that he wanted to write, then he
would have been satisfied to write a work of fiction for which the only apt
ending would have been a report of the effect on the man of his having read,
thirty years before, that the chief character in a certain work of fiction had
seemed to pass from sight in a place where the white seemed to meet, or
even to merge, with the sky, the visible with the invisible, the writer even with
the reader, and whatever had been written with whatever had been read.
As much as I wanted to enter his thought-world, there were times when
Murnane’s presentation of images and memories just felt too pedantic.
Comparisons with Proust notwithstanding.

why his name has been mentioned as a
Nobel Prize candidate. As fickle as the
judging of that award may be, I would
be surprised if Murnane’s number ever
comes up.
Charles Guest

I understand that Gerald Murnane has a following in Sweden, one reason

LETTER TO THE EDITOR
A call for Plain English
It is necessary to be bereft of ambition when attempting to ‘bell a cat’. Those
seeking preferment are wise to remain mute.
That ‘medicine is broken’ (Goldacre, Bad Pharma, 2012) is a common refrain
today and will provoke administrative action. The Medical Board of Australia
(Update, Issue 5, 5 December 2012) seeks ‘thoughtful feedback’ while
writing about ‘stakeholders’ rather than professionals and aims to ‘road test’,
meaning trial, the initial draft for operational ‘impact’, meaning effect. Do
we need ‘an evidence-based, multifaceted, valid and cost-effective way’ to
ensure medical practitioners are competent?
Presumably there are medical professionals who write in this way but I
have never met them. The claimed mantra of being ‘evidence-based’ is
compromised by the Medical Board’s remit to include chiropractic and
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acupuncture which suggests the influence of
the poorly informed.
It should be noted that, whereas the Medical
Board has at least one lawyer as well as
‘community representatives’ appointed by
politicians as members, the equivalent legal
organisation, the Law Society, consists of
lawyers only.
Milton Friedman’s adage comes to mind, viz.:

There is no problem that a Government
cannot make worse.
G. R. Crowe FRACP
Kent Town, SA

CLASSIFIEDS

Kogarah – Consulting room
in St George Private Hospital

Are you ready to set up
your private practice?
Unsure where to start or where to seek advice?

Bright, spacious furnished room in suite of two on level 3.
Large child-friendly waiting room. Plenty of secretarial/admin
and filing space. On-site free parking. Rent sessions or why
not lease for the full week with your own secretary then
sub-lease your free sessions? Available now. Phone Jim
0416019862 or email dr.djp@optusnet.com.au

Don’t know what questions to ask?
Looking for expertise and experience?
My Practice Services – advisors to
medical specialists
We can help you find the answers
The MyPS team are specialists in private practice set ups.
MyPS Admin runs the administration service for specialist
practices using virtual technology and we offer ongoing
practice support to our clients.
We work in private practice and we understand
specialists and your needs.
For a no obligation initial discussion contact Directors
Lisa Phelps on 0418 501 835 or
Vicki Hayward on 0407 418 081
www.myps.net.au

Medical Consultation Rooms
for Rent
Consulting Rooms, Sessions
Located in Darlinghurst moments from the St Vincent’s
Hospital campus, the Garvan Research Institute and directly
opposite the Victor Chang Cardiac Centre on Liverpool Street
are modern and beautifully appointed consulting rooms.
Rooms are competitively priced - includes reception service
whilst car parking space is available.
Contact Toni on 0433 019 524
or email toni@addison-lafferty.com

MEMBER ADVANTAGE

The Royal Australasian College of Physicians

Member Advantage Benefit Program
NEW - Save on Computers

Westpac New Zealand

Access considerable savings on computers and
IT equipment through our partner PowerBuy.
Benefit from cash-backs and coupons, saving
you up to 30% off Dell and Lenovo products,
and up to $500 off HP products1.

Member Advantage offers preferential
treatment for New Zealand Fellows and
Trainees2 with Westpac, giving you one of the
best banking experiences possible. See the
Member Advantage website for details.

Car rental discounts

Package tours

Save with corporate rates and reduced excess
liability for passenger vehicle rental across
Australia and New Zealand. Quote the RACP
AWD number: P203702 when making a
booking to receive your benefit.

Explore the world with Intrepid Travel and
save 10% off all land tours. Trek through the
jungles of Borneo or experience the gourmet
delights of Europe with a range of trips to
cater to every style and budget.

Visit Member Advantage at www.memberadvantage.com.au/racp
or call 1300 853 352 (Australia) or +61 3 9695 8997 (New Zealand)
1) Terms and conditions apply. Please see the Member Advantage website for full details. 2) Offer available to New Zealand residents only.
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You’re
not exactly
patient
We hear you

When you speak to your bank, don’t you find it frustrating to have to deal
with people who have no idea who you are or what you’re talking about?
You don’t have to put up with it – at Investec, we understand that your
time is too precious to waste.
Investec is a leading Australian specialist bank offering a full range of financial
services to the medical sector. Our team knows the idiosyncrasies of your
profession inside out, so you won’t have to explain yourself to someone who
doesn’t get it. Nor will you have to tolerate mediocrity – our specialist financial
experts uphold the same professional standards as you do.

Take a look at investec.com.au/medical or call one of our financial
specialists on 1300 131 141 to find out how we can help.

O u t o f t h e O r d i n a r y™

Home loans | Car finance | Transactional banking and overdrafts | Savings and deposits | Credit cards | Foreign exchange | Goodwill and practice purchase loans
Commercial and industrial property finance | Equipment and fit-out finance | SMSF lending and deposits | Income protection and life insurance
Issued by Investec Bank (Australia) Limited ABN 55 071 292 594, AFSL 234975, Australian Credit Licence 234975. The information contained in this document is general in nature and does not take into account your personal
financial or investment needs or circumstances. Terms and conditions, fees and charges apply. Insurance products are offered by Experien Insurance Services (Representative No. 320626), the preferred supplier of insurance
products to Investec Bank.

