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PRESIDENT’S COMMUNIQUÉ
Do not go where the path may lead, go instead
where there is no path and leave a trail.
Ralph Waldo Emerson

I

begin and end this Communiqué, my final as President of the College
for 2012–2014, with a quotation. These express my own reflections on
my time and my experience in working with two successive Boards
towards a shared vision to position our College well for the demands,
challenges and opportunities of the 21st century.
I have sought, as President, to be team leader and member, to be open
to opportunity and innovation, and to be true to our College history,
commitment and calling. I have also sought to add to the outstanding work
of previous leaders and to leave an enhanced foundation for those to come.
I hope these quotations will speak to you too, perhaps to encourage you to
think of your potential role in the leadership of your College.

Associate Professor Leslie E Bolitho AM

Where to now for our College?
There have been significant changes in the College over the past few
years – and the pace of change is set to continue with the progressive
introduction and integration of new systems, ideas and processes in the
foreseeable future. These changes are responses to the needs of the
College and of the College membership to be well supported in education,
training and professional practice for today’s environment and challenges.
The efforts of previous Boards to update the capacity of the College
structures to meet the needs of contemporary medical education and
practice provided the foundation for this Board’s work; and, in keeping with
that commitment, the current Board will hand on to the 2014–2016 Board a
solid foundation of work with much more still to be done.
As both President-Elect, and as President since 2012, it has been my
experience that all the College staff, especially the senior leadership group,
under the direction of the CEO, Dr Jennifer Alexander, have worked with
commitment and energy to establish a strong relationship with successive
Boards, to be well informed and resourced to assist with research and
consultation on the changes that would best meet the demands and
challenges faced by the College, and to provide invaluable assistance,
advice and attention to detail, as well as guidance to the Board and all
College members on committees and working parties, or who are in contact
with staff for information.
The outgoing Board can report to members, and to the 2014 incoming
Board, that the College is in robust health, with strong financial
management, is well placed in preparation for the forthcoming AMC
accreditation visit, and is progressively implementing new policy and
governance arrangements in Education and Policy and Advocacy.
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College membership and
composition
The College is composed of Fellows and
Trainee Members across the depth and
breadth of the medical specialty spectrum.
There are many similarities in our approach
as physicians to patient-centred care – and
likewise there are many differences in our
approach to the delivery of our care in our
specialty interest areas.
Reviewing the membership of the College
provides a fascinating insight into the
complexity of our internal and external
relationships with our fellow physicians, the
Specialty Societies and other interested key
stakeholders.
The latest information, from the forwarding
of the annual subscription notices, as at 31
December 2013, tells us that we now have
a total of 20,888 members.
The membership comprises 14,806 Fellows
(including 674 overseas Fellows, 2,188 Life
Fellows and 186 Honorary Fellows) and
6,082 Trainee Members. We also welcomed
474 new Australian Fellows and 52 New
Zealand Fellows this year, who are included

RACP 75TH ANNIVERSARY

Fellowships
Adult Medicine
(Aust.)

Adult
Medicine
(NZ)

Paediatrics &
Child Health
(Aust.)

Paediatrics &
Child Health
(NZ)

AFPHM

AFOEM

AFRM

Addiction Medicine

Palliative Medicine

8,228
(65% A & NZ)

1,503

2,376
(18.8% A & NZ)

444

728
(4.9%)

389
(2.6%)

551
(3.7%)

211
(1.4%)

317
(2.15%)

3,710
(68.7% A & NZ)

472

1,301
(24.1% A & NZ)

168

102
(1.7%)

191
(3.1%)

21
(0.3%)

25
(0.4%)

Traineeships
82
(1.3%)

in the total membership of 20,888. There is a cohort of 128 post-Fellowship
trainees (104 in Australia and 24 in New Zealand).
Above is a breakdown of Fellowships and Traineeships by Division, Faculty
and Chapter.
The College Board needs to provide transparency, equity and proportionate
resources, staff access and assistance to each of these members, as well
as providing strategic objectives and guidance for the College as a key
institution for the education of future physicians. This includes opportunities
for lifelong learning through continuing professional development, and in
future, the toolkit required for revalidation. The College needs to enable the
highest quality training for physicians in order to provide our communities
with safe, effective and efficient quality health services.

To the future
There are a number of key reviews and processes currently underway to
ensure the College maintains a robust and viable role as the preferred
provider of physician education for trainees. This includes ensuring our
supervisors of trainees have the appropriate skills and education and the
membership has access to continuing professional development.
There are widespread discussions on the anticipated requirements for the
profession to move to revalidation and recertification, with New Zealand
already commencing one form of the process. A seminar on Revalidation
was held in March as part of the Continuing Medical Education Series of
the Tripartite Alliance (comprising the RACS, RACP and the Royal College
of Physicians and Surgeons of Canada), to consider how the Colleges can
best serve their members in moving forward (see article on page 29).

New Board
The election process for members of the College Board has now concluded
and I am very encouraged by the capacity and number of candidates
standing for President-Elect and other offices within the College. I hope
this election round will provide the College with a diverse and strong Board
membership and that the new members will bring a range of experiences
to the table and be informed of and reflect on the work and contributions of
the current and previous Boards.
I take this opportunity to give my support and encouragement to the
incoming President Nick Talley and his fellow Board members to continue
with the change and development process across the College. There are
many issues that require ongoing attention and I know that Nick and the
new Board will be more than capable of providing excellent guidance and
governance for the future.

RACP 75TH ANNIVERSARY

I express my thanks and gratitude to all
College staff members, and in particular to
the CEO, Dr Jennifer Alexander, who has
provided wise counsel and guidance on
numerous occasions and across a complex
range of challenging issues.
I owe particular thanks to my Board
colleagues of the past two years. It has been
a privilege to work with so many individuals
who have worked so hard, individually and
collectively, for our College. Embracing
the need and opportunity for constructive
change is not an easy course and current
Board members have been thoughtful,
considerate, committed and supportive
throughout.
It has been a privilege to hold the position
of President of our College. I have drawn on
the College and its members throughout my
career and I have been honoured and proud
to contribute in return.
The time in this role is short and many
projects are still to come to fruition. I hope
that, together, the endeavours of our
Board and those of the future Board and
of predecessor Boards will provide well for
the future of the College, as we bring to a
close the Celebrations for the first 75 years,
Striving for Excellence, and set a course for
future generations of physicians in Australia
and New Zealand.

The ultimate measure of a man is not where
he stands in moments of comfort and
convenience, but where he stands at times
of challenge and controversy.
Martin Luther King Jnr
Best wishes to all.
Leslie E Bolitho AM
President 2012–2014
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CONSULTATION WITH MEMBERS
ON FUTURE GOVERNANCE
REFORM

T

he RACP Board has continued its commitment to ensure the College
has an effective, flexible, responsive and cost-efficient structure
capable of sustaining the essential work of the College and its
Members well into the future.

The College is larger and more complex than ever before and is operating in a
more highly regulated environment across two national jurisdictions. It employs
almost 300 staff to serve 20,888 Fellows and trainees (as at 31 December
2013), and government and community expectations of the College are rising.
More is expected from the College and the Board recognises its responsibility
to continually review governance structures and to evolve the College to keep
up with, and anticipate, real and strategic change.
In keeping with this responsibility, the Board’s Working Party on Governance
Reform launched the first phase of a multi-phased consultation process with
the release of its Consultation Paper to Fellows and trainees in March 2014.
The Working Party was established by the Board in December 2013 to guide
the ongoing consultation with all Members and to engage Fellows and trainees
on governance reform.
The release of the Consultation Paper follows on from extensive and
consistent feedback from Members that they want reform of the College’s
governance to continue. Fellows and trainees want to have a say in the size
and composition of the Board and its related governance structures and they
want to propose alternative models through a democratic consultative process.
The governance reform Consultation Paper has been prepared by the Board
Working Party and is designed to promote discussion and debate. The paper
sets out the purpose of this consultation and how all Fellows and trainees can
have their say during each phase. It also explores five key issues:
• The topic of Board diversity covers options around gender, age and
ethnic diversity and explores the option of reserving positions on the
Board in order to make better decisions and to broaden Board meeting
discussions.
• Board Director terms are discussed to ask if they should be extended
from the current two-year term to manage retention of Board knowledge
and to maintain continuity of Board momentum.
• Director election and selection in the Consultation Paper asks how
Fellows and trainees would like to elect and select their directors,
including open elections where all Members have an equal voice.
• The size and composition of the Board is explored in depth with a range
of ideas to prompt discussion and Members’ suggestions.
• Discussion on engagement between the Board and Board Standing
Committees, Divisions, Faculties, trainees and the New Zealand
Committee is invited, including options for delegation of authority from
the Board to other College Bodies.

In this first phase, being conducted over the next four months, all Members
in Australia and New Zealand are encouraged to propose their ideas and to
submit their suggestions and preferences.
Fellows and trainees are invited and encouraged to provide feedback and
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suggestions. Fellows and trainees can
provide feedback through many channels:
• By attending the planned Member
session at the RACP Congress to be held
at the Auckland Convention Centre
between Sunday, 18 May and Wednesday,
21 May 2014.
• At the RACP Congress by discussing your
ideas with Directors in the Exhibitors’ Hall
at the Auckland Convention Centre from
Sunday, 18 May to Wednesday,
21 May 2014.
• In person, by attending a Member Forum
to be held in a major centre near you,
listed on page 9 of the Consultation
Paper, and by teleconference.
• By email to BoardGovRef@racp.edu.au.
• In writing using the Consultation
Feedback Form provided on page 35 of
the Consultation Paper and mailing
it to the Company Secretary, RACP,
145 Macquarie Street, Sydney NSW 2000
Australia.
• Through Consultation meetings with
members of College Bodies including
Divisional and Faculty Councils and
New Zealand, State, Territory and
Regional Committees.
• By posting your feedback on the
Noticeboard at www.racp.edu.au from
April onwards.
The Board Working Party has already
commenced Member Forums, with the first
being held in Sydney on Thursday, 20 March
2014. A program of Member Forums is being
confirmed and Members will be notified of all,
well in advance.
The Board Working Party is confident that
this inclusive and phased consultation
program will allow all Members to have a say
and inform the development of a new Board
structure that will serve the College and
Members’ needs well into the future.
A second phase will commence in
September when Members’ suggestions and
preferences will be distilled to one or more
preferred models.

BOARD COMMUNIQUÉ
– MARCH 2014

The Royal Australasian
College of Physicians

Dear Fellow and Trainee Members
Welcome to the March Board Communiqué, which is made available to all
Fellows, trainees and College staff following the latest Board Meeting as
part of the communication initiatives to keep you informed and updated on
current College activities.
The Board Meeting took place in Sydney over two days, 20–21 March 2014.
Day 1 involved a number of matters for discussion and decision including:
• Approved a Health and Medical Research Strategy Plan 2014–2018 for
the College, on the recommendation of the College Research
Committee.
• Approved a new process for the establishment and approval of new
awards relating to competitions and prizes within the College.
• Approved the establishment of a Victorian Dual Training Working
Group, reporting to the Victorian State Committee, to work with other
bodies within and external to the College to facilitate a dual training
program in General and Acute Care Medicine focused in rural Victoria
but linked to metropolitan training hospitals.
• Appointed Dr Gokulan Pavendranathan (specialist skills in education
and training) and Associate Professor Martin Veysey (Interim Member –
	Overseas Trained Physician Group) as members of the College
Education Committee.
Dr Stefan Baku (ACT representative) and Dr Susannah Ward
(Australasian Faculty of Rehabilitation Medicine representative) were
also appointed to the College Trainees’ Committee.
• Approved the lodgment with the Medical Council of New Zealand of the
Stage 2 Application for Recognition of Addiction Medicine as a
Vocational Scope.
• Approved the College renewing its membership of the Council of
Medical Colleges (New Zealand), due to the benefits the College
receives through continuing its membership.
• Approved an amendment to the name of the current John Sands
College Medal to ‘The John Sands College Medal’ and also approved
revised selection and eligibility criteria for the awarding of this Medal, to
apply from 2015.
The Board also approved the creation of a service award to
acknowledge the achievements of nominees who meet the selection
and eligibility criteria for the awarding of The John Sands College
Medal, but are not awarded that Medal in a particular year. This service
award will be known as a College Medal (for outstanding service).
• Approved the re-admission to Fellowship of Dr Ann Basci and Dr
Andrew Boyle who had both been practising overseas for the past few
years. (Fellows are reminded, as was detailed in the February edition of
RACP News in the Honorary Treasurer’s column that the College offers
a 50% discount to the annual subscription fee for Fellows residing

Associate Professor Leslie E Bolitho AM

overseas, i.e. outside Australia or
New Zealand.)
• Approved minor administrative
amendments to the By-Laws of the
Councils of the Paediatrics & Child Health
Division and the Australasian Faculty of
Rehabilitation Medicine respectively.
• Considered a Memorandum of
Understanding between the College and
the Paediatric related Specialty Societies.
The document required further
amendments and will be submitted in
final form to the Board Executive Meeting
in April for approval.
• Approved the publication in New Zealand
of a discussion paper developed by
the New Zealand Policy and Advocacy
Committee entitled ‘The Health Effects
of Climate Change in New Zealand and
how the Health Sector can Influence to
Make a Difference’.
• Approved amendments to the New
Zealand Committee’s Position Statement
(initially approved in March 2013):
‘Euthanasia and Physician Assisted
Suicide’.

RACP News / APRIL 2014
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• Conducted a review of the performance of the current two-tier College
Policy and Advocacy (CPAC) structure (CPAC Council setting strategy
and CPAC Advisory Committee making decisions and implementing)
following a 12-month trial period.
The Board agreed to move to a smaller single skills-based Committee
structure to implement an agreed strategic plan, as the preferred model,
subject to any refinements following a consultation period over the next
12 months.
Directors also approved a Policy and Advocacy Consultation Policy and
	Operational Process to document the consultation procedures and
processes that must be followed by Policy and Advocacy.
• As part of this review of the operation of CPAC, the Board also appointed
Dr Gillian Shenfield to CPAC as the member with particular expertise in
clinical pharmacology and the quality use of medicines.
• Approved an extension of time for the CPAC End of Life Working Party,
allowing it to cease 12 months from the date of the Working Party’s
first meeting.
• Approved an updated Risk Register and Risk Management Framework
document for the College.
• Noted the progress toward developing a Balanced Scorecard for
the College, which is essentially a set of Key Performance Indicators
to measure the College’s ‘health’ and performance, aligned to its
objects and strategic directions.
Day 1 concluded with a presentation from Ms Fiona Crosbie, a partner with
the law firm Allens Linklaters, detailing the impact of Australia’s Competition
Legislation on the College’s activities.
Day 2 The Board continued to work through the formal Board Meeting
Agenda.

Directors also received updates on progress with:
• the ‘OSCAR’ Project
• implementation of the agreed Education
Governance reforms
• 2014 Reaccreditation of the College with
the Australian Medical Council and the
Medical Council of New Zealand
• the work being undertaken by the
College’s Revalidation Working Party.
Reports were also received, and reviewed, from
the President, the New Zealand President and
the College’s CEO.
Next Meeting
The next Meeting will be held in Auckland,
leading up to Congress 2014, on Friday,
16 May and Saturday, 17 May 2014.
The College’s Annual General Meeting will be
held on Monday, 19 May 2014 in Auckland.
A Board Executive Meeting will be held on
Thursday, 10 April 2014.

Associate Professor Leslie E Bolitho AM
President
March 2014

The following is a continued summary of the Board’s decisions and other
actions taken:
• Approved the convening of a Board Nominations Working Party to
manage an expression of interest process to identify possible
candidates for the three vacant Community (Non-Member) Director
positions on the Board of the College.
This follows the retirement of Professor Ron Paterson and Mr Geoffrey
Laurence as Directors last year and the recent resignation of
Professor Shane Houston, which was accepted by the Board, due to
increased demands of his full-time role.
• Approved an Information Security Policy for the College to support its
compliance with Australia’s new privacy legislation.
• Discussed a mechanism to manage the changeover of members of
Board Committees following the change of Directors in May 2014,
to ensure the affected Committees can continue to function during
this transition period.
• Approved 2014 Annual Work Plans for the various Committees and
DFaC Councils that report to the Board. These Work Plans will be
posted to the College’s website for members’ information.
• Discussed any impact on the College’s trainees and overseas trained
physicians undergoing peer review if the threatened industrial action
in Queensland eventuates. Directors will continue to monitor the
situation and assess the risks, and possible mitigations, to the
College.
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RACP CONGRESS 2014
History of Medicine Session:
Centenary of the Great War
Don’t miss this great opportunity to attend this
unique session focusing on the Centenary of
the Great War at RACP Congress 2014 – Future
Directions in Health on Tuesday, 20 May,
4–5.30 pm.
Topics covered in the session include:
The Casualty Clearing Station: new systems
of casualty evacuation and diagnosis in the
Great War
Speaker: Professor John Pearn
From students to pensioners: New Zealand
doctors on active service in WW1
Speaker: Dr Derek Dow
College Fellows in the Great War
Speaker: Dr Paul Lancaster
The session will be chaired by Professor
Ian Holdaway.
To register, visit the RACP Congress 2014 website.

FROM THE HONORARY
TREASURER

The Royal Australasian
College of Physicians

I

am coming to the end of my tenure as Honorary Treasurer. Having
served three consecutive two-year terms on the College Board, I am
ineligible for reappointment and will complete my term of office in
May 2014.

I am confident that the finances of the College are in excellent shape and
that the College is in a robust position with six months of reserves. I have
every confidence that this picture will continue for years to come.
I am indebted to and appreciative of the work of the Finance Committee,
the pro bono contribution of four dedicated community members with
specialist knowledge of financial matters, Loretta Di Mento, Karen Phin,
Tony Fitzgerald and Geoffrey Laurence, the Fellow committee members
John O’Donnell, the Assistant Treasurer, Ross Boswell, Charles Guest,
Jim Newcombe and Stephen Inns, and the excellent Finance staff of
the College, especially the CFO, Walter Edgar, in ensuring that the
financial processes, practices and governance of members’ money are
professionally managed.
But that was not always so. When I joined the Board in 2008 the
Honorary Treasurer’s position was vacant and there were no Board
subcommittees overseeing finance, audit and risk. Having been
appointed by the Board as Honorary Treasurer that year, I remember
sitting down with Geoff Laurence ‘with a blank sheet of paper’ to discuss
the re-establishment of those important subcommittees. I am indebted to
the current CEO, CFO and Company Secretary’s work with the Finance
Committee in establishing our current strong financial governance.
The work of the Finance Committee is significant both in volume
and importance to the College. The Board delegates to the Finance
Committee matters related to subscriptions and fees, authorisation
of expenditure outside that delegated to staff and office bearers,
investment decisions including those related to the RACP Foundation,
by-law development related to staff and member travel, and oversight
of conference and many other types of expenditure. Some of these
responsibilities are handled by sub-committees of the Finance
Committee, including the Remuneration Committee and the Prices
Working Group.
The Board is now calling for Expressions of Interest from Fellows and
Trainee Members for appointment to the position of Honorary Treasurer
for a term of two years, commencing May 2014.
Under Clause 8.1.10 of the Constitution, the Board may appoint a person
as Honorary Treasurer. The Honorary Treasurer is a member of the RACP
Board and, by convention, chairs the Board Finance Committee.

Honorary Treasurer Clinical Associate
Professor Michael Hooper

be paid online. Should you have any
questions, please email subscriptions@
racp.edu.au with ‘Annual Subscription
Renewal’ in the subject line.  
What will fill in the time freed up for me
after May? Apart from participating in
College and Specialty Society activities
throughout the year, I will have the
opportunity to be more involved in the
lives of my grandchildren and, as President
of Kuring-gai District Medical Association
(KDMA), will be running a conference in
Sri Lanka next year. I was recently in Sri
Lanka for a site visit and was impressed
by the work of Child Action Lanka, an
organisation that works with street and
underprivileged children to break the cycle
of poverty. Have a look at their website
www.childactionlanka.org.
Michael J Hooper
Honorary Treasurer

A copy of the position description for the role, the Board Charter and the
Finance Committee By-law are available on the College website.
I would like to remind you that the 2014 Annual Subscription was due
and payable by Monday, 31 March 2014. The 2014 Annual Subscription
for Australian Fellows is $1,564 and for overseas Fellows, $782. These
amounts are GST exclusive. Payments received after Monday, 31 March
may incur a late fee of $250. The 2014 Annual Subscriptions can now
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REFLECTIONS ON THE ROLE
OF COLLEGE DIRECTORS

A

s a Board member over a number of years, and as President for
the past two years, I have often reflected on the role of the Board
of the College, and on the complex organisation that the College
is and for which the Board has responsibility.

The recent process of governance review and proposed reform has
generated many discussions about the Board, its role and responsibilities,
about the College, and about the relationships between the College
Fellowship, members and the Board.
As the new Board assumes responsibility for the continued operations of
the College and its services to Fellows and members, I hope my reflections
will be of some value to new Board members and to the wider College
membership. Some will be future Board members and presidents, and
all will depend on successive Boards to lead the College forward, and to
maintain and enhance the quality of education, training and professional
support the College provides to Fellows and members.

The College, the Constitution, the Board and their
shared purpose
Our College has been established and maintained by the many Fellows and
Trainee Members who have been involved in the activities of the College
since the early days of formation. Each generation of Fellows has had
the opportunity, as well as the responsibility, to fashion the College in a
responsible and enduring way to meet contemporary and future healthcare
needs of all Australians. The College motto, hominum servire saluti – to
serve the health of our people, is the guiding principle for the College as a
whole, for the Board as its governance body, and for members, Divisions,
Faculties and Chapters.
The Board and senior executive and staff of the College have day-to-day
responsibilities for ensuring that the services and operations of the College
are a continuing quest to ‘serve the health of our people and communities’
through:
• ensuring the College is a contemporary and responsive organisation
meeting the needs of Fellows, Trainee Members and external
stakeholders, and
• maintaining and continuing to enhance the College responsibilities in
physician training and excellence.
The Constitution of the College provides guidance for the responsibilities
and roles of the Board and sets out the charter of purposes for the College
as a whole.
When the College was formed in 1938, it was modelled on the London
College and adopted the UK two-tier system of Fellowship and
Membership. Membership was obtained by examination and Fellowship
by election. This system of Membership continued until 1978 when the
Membership category was finally phased out and changes were made to
the process of becoming a Fellow. The Constitution of the College was
amended at the time, but until recent years has stayed largely unchanged
from the Constitution that reflected the College responsibilities in 1938.
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Recent amendments in 2007, 2008,
2009 and 2012 were undertaken to
meet contemporary requirements of the
Corporations Act for governance of the
College.1 The College Constitution informs
us of the roles of the Board in section 7
and our responsibilities as directors of the
College.
While the College has always been
constituted under company law in Australia,
contemporary corporations law has grown
in complexity and accountability, and the
College is obligated to meet all those
accountabilities in addition to those of
the government for medical education,
training and professional development.
These, together with the central purpose
of meeting the education and training
needs of physicians and supporting the
professionalism and Fellowship of all
physicians, have placed heavy pressures on
the historical College and Board structure
that has been provided by the Constitution,
and this has been a major issue confronting
recent College Boards. It has been a
cause of much reflection by current Board
members and previous Boards that each
Board member has direct responsibilities
defined under the Corporations Act, as
well as those roles and responsibilities set
out under the Constitution, and that their
interaction is growing more awkward and
limiting.
It is worth reflecting that the roles and
responsibilities of elected and appointed
Board directors are clearly defined by
the Corporations Act and the Australian
Securities and Investment Commission
(ASIC). When a member is elected to
the Board and accepts the roles and
responsibilities as a Director of the
College, their previous relationships
with other College entities are changed.
Although a member brings experiences
and specific interests and opinions from
their engagement within their Division,
Faculty or Chapter, the member has
primary responsibility and accountability as
prescribed by that Act – and particularly to
govern in the best interests of the whole

corporation and membership of the College. In contrast to this, the College
Constitution mandates a large and representative Board, designed to bring
many different perspectives on physicianship to the governance table
and to ensure that the College operations and activities support those
differences.

Reform of College Governance arrangements
– why and where to now
The current Board continued the work and deliberations of the previous
Board in considering how best to reshape the College Constitution
to address these very different needs: to achieve a better fit with the
Corporations Act and with contemporary expectations and obligations of
members of the Board; and to revise the College structure to focus more
effectively on the primary purposes of the College services and operations
for all members, Divisions, Faculties and Chapters.
I think we all agree that there is substantial support for change and the
Board has already undertaken preparatory work to enable the incoming
Board to review, revise and renew the process to ensure our College is
well positioned to meet current and future responsibilities and challenges.
As you know, following the RACP General Meeting in December last year,
the Board made a strong commitment to renewed consultation with all
College members on governance reform when it approved the formation
of a Board Governance Reform Working Party. You will have also received
several communications outlining a comprehensive phased consultation
program for the next 12 months and how you can contribute, and I would
encourage you to do so (see article on page 9).

Reflections on the challenges
Governance of the College has presented many challenges since the
College’s formation as an Incorporated Body in April 1938.
The concept of a Fellowship of like-minded professionals, governed by a
Council or Board, who have been democratically elected by their peers,
has led to numerous discussions and at times heated discourse.
Leadership, equity, openness and transparency have been the virtues that
the leaders of the College have pursued over the years. Now they must
also be knowledgeable about their obligations and responsibilities as
Board directors of a large and complex corporation, and mindful of their
overarching obligations to govern in the best interests of all members of
the College.
Key strategic goals for the College are to be the preferred educator and
assessor of physician performance: to promote the highest quality medical
care and patient safety through education, training and assessment; and to
educate and train the next generation of physicians, whilst promoting the
study of the science and art of medicine.
Over the years, a number of reports into College governance, structure and
administration to best address those goals have led to iterative changes.
However, the representative nature of the current Board has persisted,
and combined with a natural resistance to change, has resulted in several
attempts to restructure, which thus far have been unsuccessful.
Ever increasing difficulties in effective acquittal of the responsibilities
of the Board – and costs to fund the activities of the Board and the
associated committee structures – led the present Board to consider the
need for change to a contemporary, efficient and effective governance
structure – and these pressures will not change. The need remains to
develop a smaller, skills-based Board to provide our future College with a

Leadership, equity,
openness and
transparency have been
the virtues that the
leaders of the College
have pursued over the
years. Now they must
also be knowledgeable
about their obligations
and responsibilities
as Board directors of
a large and complex
corporation …

more flexible, transparent and responsive
governing body.
There are challenges for the membership to
engage with the debate and be fully informed
about the issues and options; for the
incoming Board to achieve that engagement
and to develop options that reflect the best
interests of all members; and for both to
deliver an outcome that enables the College
structure and future Boards to focus on:

serving the health of Australia’s people and
communities’ through a contemporary and
responsive organisation that meets the needs
of Fellows, Trainee Members, Divisions,
Faculties and Chapters and external
stakeholders, and maintains and continues
to enhance the College responsibilities in
physician training and excellence.
Those challenges, whilst particular to this
College and Board, are challenges that
other Colleges and peer organisations have
also had to face, and have met. Our College
has a particular challenge – to focus on the
best interests of all within the College, and
to support the diversity and specificity of
physician roles and responsibilities as we
do so – a challenge that is well within our
capability and reach.
My best wishes to the incoming Board
as they work with us all to meet these
challenges.
Leslie E Bolitho AM
President RACP

Reference
1. www.racp.edu.au/page/racp-governance
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GUIDELINES FOR GOOD
DIRECTOR PRACTICE

The Royal Australasian
College of Physicians

A

s we welcome and congratulate all those who have made the decision to stand for a leadership position on the College
Board, it is timely to talk about the guidance and support that is available to those members who have put themselves
forward for this role. New members of the Board – the Directors of the College for 2014 to 2016 – will be immediately
aware of the need to actively and carefully manage and balance their contributions and time commitments to the
College with their own business and personal commitments. They will also need to consider their aims and vision for their role and
engagement with the College and how they will be able to expand their interests from their prior role within the College fellowship
– which may have been quite specific or focused in one professional area – to the broad perspective of the best interests of all
members of the College, as this will be their governance and leadership responsibility now.
Our new representatives on the Board will have the benefit of attending the Board Induction Days, held by the College, to
introduce them to the responsibilities and legislative requirements on becoming a Board Director. New Board members will be
provided with a large file containing multiple documents with essential information including: College Constitution; Board Charter;
Code of Conduct; Conflicts of Interest; Consent to Act as a Director; Declaration of Eligibility and Fit and Proper Person Test;
Statement of Strategic Direction 2012–2015; the Annual College Plan; Directors’ Duties; and Policies of the Board, as well as other
pertinent information.
The College supports Board members and other senior office holders in the College to attend a company directors’ course if they
have not already done so, and provides further skills training throughout each year. The Australian Institute of Company Directors
(AICD) has developed a framework for good director practice (reproduced below), based on a review of best practice governance
principles and guidelines, which is an excellent resource for all Board directors and senior College office holders.

A framework for good director practice
Company Director, Volume 28, Issue 2, March 2012
Developed in 2010/11 by the Australian Institute of Company Directors, the Corporate Governance Framework sums up the
practices (skills, attributes and expertise) that comprise good director practice as demonstrated by responsible directors.
Together with the Guide for Directors and Boards: delivering good corporate governance, which articulates a set of values and
principles that underpin the behaviours and practices of sound directorship, the framework provides us with a tool to map
products and services.
The framework is designed as a wheel that has four quadrants depicting the four key areas of focus and engagement applying
to every individual director: individual, board, organisational and stakeholder. Each quadrant is divided into a number of slices
representing director practices essential to the quadrant focus.
The framework was developed for a Company Directors’ project requiring research, consultation and advice from leading
Australian directors and a review of key international governance and director guidelines and reports. It follows our unique
approach, “for directors by directors”.
1. The individual quadrant
This quadrant reflects the practices every director brings as an individual to his or her director role – for example, the
responsibilities he or she has in relation to leadership both as a director and as a chairman.
2. The board quadrant
This quadrant reflects the practices of individual directors in relation to the whole board – their commitment to the successful
functioning of the board and collegiate responsibilities.
3. The organisational quadrant
This quadrant focuses on the responsibilities of directors in relation to the performance of the organisation, including those
of senior executives. There is a focus on relationships and critical areas of organisational functioning that should be led by
directors as individuals within the whole board.
This quadrant also identifies the director level operations that underpin peak organisational performance, including
governance, risk, strategy, finance and management relations.
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4. The stakeholder quadrant
This quadrant focuses on the essential interaction between directors and stakeholders. This is the outward focus directors need
to take into account in carrying out directorship responsibilities. It reflects moves beyond shareholders to a broader range of
stakeholders.
Applying the Corporate Governance Framework
Immediate uses include the capacity to assist individual directors to reflect on their areas of director strength and to consider
development opportunities.
With the myriad practices of directorship laid out, it is easier to review personal knowledge, attributes and skills.
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We plan to develop an online self-assessment tool for directors based on the framework. When completed, our members will be
able to access the tool through their member portal.
The self-assessment process and report will be totally confidential to the individual member who will end up with a strengthsbased review of his or her current director capacity.
With this knowledge, a plan for professional development may be devised to further strengthen areas of expertise and address
gap areas.
The framework provides the basis for a common language regarding director practices. With increased use over time, and broad
take-up, it has the capability to improve communications about governance and director matters within, and between, a range
of stakeholder groups.
At Company Directors, we will be using the framework to guide the development of support services and products for our
members and other stakeholders.
We have been using the framework to map our current offerings to identify our own support strengths and gaps so we can
better provide for a more aware audience.
For more information, see www.companydirectors.com.au/Membership/Director-Professional-Development.
www.companydirectors.com.au/Director-Resource-Centre/Publications/Company-Director-magazine/A-framework-for-gooddirector-practice. © 2012 Australian Institute of Company Directors. Printed with permission. All rights reserved.

New Board members would do well to consider how to apply these principles as they begin their term of office, as these
concepts have proven very helpful in assisting directors to reflect on their areas of strengths and consider their professional
development needs and opportunities. Very importantly, the shared use of the Framework as the Board develops its working
style and undertakes its responsibilities as a whole, provides a basis for a common language that will improve communications
about governance and directors’ matters with the Board and the College. For professional support, and as a personal guidance
framework, I encourage each new Board member to invest in a careful study of Company Directors’ resources and participation in
a Company Directors’ education course and to make personal and shared use of the Company Directors Corporate Governance
Framework™ as a reference and resource as they begin and move forward through their term of office.
Leslie E Bolitho AM
President

FINANCE COMMITTEE COMMUNIQUÉ
MARCH 2014 MEETING
The College’s Finance Committee held its second meeting for 2014 on
Tuesday, 25 March. The main focus of the March meeting was the review of
the 2013 Financial Statements and Directors’ Report by the Committee.
The College’s auditors, Grant Thornton, also attended the meeting to
present their report. This year, the auditors focused on a number of aspects
of College business, including subscription revenue, admission, training and
examination fees, IT expenditure and grant income.
The auditors found no instances of non-compliance with laws and
regulations by the College and further confirmed there were no errors or
irregularities in the accounts which would cause the financial report to
contain any material misstatements. The Committee, being satisfied with
the auditor’s report, agreed to recommend the Financial Statements and
Directors’ Report to the Board for final approval.
In addition to the financial statements, the following matters were discussed:
• The Committee received updates on a number of matters including the
	OSCAR IT project and registration numbers for Congress.
• Capture and reporting of pro bono time – the College recognises that
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the pro bono (volunteer) benefits received
by the College are significant and the
Committee is looking at ways to best
capture and acknowledge this work done
by Fellows and Trainee Members.
• The Committee approved the transfer of
the surplus generated by the Australasian
Faculty of Rehabilitation Medicine
Conference held in 2013 to the RACP
Foundation.
• Minor amendments were made to the
Delegations Schedule to make the
approvals process for expenses relating
to events more efficient.
The Committee’s next meeting is on
Tuesday, 29 April 2014.
Michael Hooper
Honorary Treasurer and Chair
of the Finance Committee

THE ROYAL AUSTRALASIAN COLLEGE
OF PHYSICIANS IN NEW ZEALAND
Dr Ron Easthope, RACP NZ Archivist, Emeritus Physician and Life Fellow RACP, who was admitted to
Fellowship in 1972, looks back over some aspects of the evolution of the College in New Zealand.
1930 A body known as the Association of Physicians of Australasia was
formed, including physicians from all Australian states and some from New
Zealand.
1936 A large number of physicians were present in Wellington at a
British Medical Association conference, where they resolved to form an
Association of Physicians of New Zealand.
About this time, there was a movement in Australia to form an Australasian
College of Physicians and it was ultimately decided by the New Zealand
physicians that they should support the Australian initiative.
1938 The Royal Australasian College of Physicians was formed with 245
Foundation Fellows; 44 were physicians in practice in New Zealand and
some of these New Zealand-based Fellows established the inaugural
Dominion Committee.
Dominion Committee convened 24 July 1938 Professor Dudley CarmaltJones, Chair of Systemic Medicine at Otago Medical School, was appointed
both Chairman and Honorary Secretary. The other members of the
Committee were Thomas W J Johnson and Cyril H Tewsley from Auckland,
Fred Bowerbank and W Gordon C Paterson from Wellington, and C T
Hand Newton and Robert Quentin-Baxter from Christchurch. Meetings of
the Dominion Committee were held in the home of one of the members,
typically that of the Chairman, or in one of the city clubs.

Annual Meeting of the RACP at Auckland
Hospital in 1950 with various Fellows and the
College President Alan Holmes à Court
at centre

1939 Plans were drawn up to hold the
second Annual General Meeting (AGM)
and Annual Scientific Meeting (ASM) of the
whole College in Wellington the following
year. With the outbreak of World War II
hostilities, the proposed meeting was
cancelled; however, New Zealand ASMs of
the College were held during the war years.
1950 It was not until 1950 that an annual
meeting of the College as a whole was held
in New Zealand, at Auckland Hospital (see
photograph above).

Top row (L to R): Dudley Carmalt-Jones, Thomas W J Johnson, Cyril H Tewsley,
Fred Bowerbank.
Bottom row (L to R): W Gordon C Paterson, C T Hand Newton, Robert Quentin-Baxter

RACP 75TH ANNIVERSARY

Meetings of the Dominion Committee were
for many years held in the home of one of
the members, typically that of the Chairman,
or in one of the city Clubs. From 1965 a
New Zealand College headquarters was
established in Kelvin Chambers, Wellington.
It later moved to the Clinical Services Block
at Wellington Hospital, and eventually to its
current home at 99 The Terrace. The offices
at 99 The Terrace were recently renovated
and a Fellows room made available for
College members.

Continued on page 17

RACP News / APRIL 2014

15

EARLY IMPRESSIONS OF THE RACP
By Dr Leo Buchanan FRACP, Paediatrician, Chair of the RACP Māori Health Committee,
admitted to Fellowship in 1975
history taking suggested a different
story. My inquiries about the reasons for
these late night visitations was met with a
suggestion that they could have been very
busy during the day in their private rooms
within Kelvin Chambers.

Dr Leo Buchanan

M

y early impression of the College came through the eyes of an
Otago medical student escaping from dissection rooms and
lunatic asylums to work as a porter at Wellington Hospital.

Physicians seemed to be spoken of in hushed reverential
tones. There was ‘Ponty’ Hallwright (I thought ‘Ponty’ referred to Pontifex
Maximus – the Pope), and ‘Sniffy’ Hall, whom I decided years later offered
splendid examples of all the facial tics of Tourette syndrome. These men
were rumoured to stage walkouts if things were not up to scratch on the
wards. This puzzled me as I had thought only children had temper tantrums,
but the head porter assured me it could be seen in adults under extreme
provocation.
Then there was Verney Cable who had godlike status, garnered from his
authoring the textbook, Principles of medicine: an integrated textbook for
nurses, and who puzzled me with his frequent fast walkabouts in dimly lit
corridors at odd hours, wearing white gumboots, a loosely tied white overgown and a semi-detached face mask. I asked the head porter whether
this was an infectious disease control measure, and he replied that it was a
technical matter beyond his competence.

Some years earlier, when I had visited
Sir Charles at Kelvin Chambers with my
father, he had clarified for me that the
College he sometimes talked about was
not an odd private secondary school in
the building, but was in fact the local RACP
headquarters. John Bergin’s rooms in
the same edifice impressed me with their
stacked wall-to-wall files, notes and what
had seemed like comic strips at the time,
but which I now suspect were EEGs.
Some of us porters (or should I say with
a sense of propriety, medical orderlies)
eventually transmogrified into doctors.
Hence, my later contact with Sir Charles
was in Invercargill to which I went as
a paediatric registrar only to find Sir
Charles had been sent there as Medical
Superintendent Extraordinary to clean
up affairs at the hospital. At the time, the
hospital was said to be too involved with
providing services for x-raying animals
in distress at the expense of providing
services to humans.
Hence, my earlier impressions of the RACP
doyens as men not to be messed with were
validated. They were men who worked long
hours; men of order and logic; and men
whose scope of work as physicians had
very broad boundaries.

Gaudeamus Igitur

The two physicians I came to know best, though, were J D Bergin and Sir
Charles Burns, who were very active in College affairs. Both men were
distinguished by their late night ward rounds, which as porters we were
advised could disrupt ward routines. Sir Charles was reported to terrify house
surgeons with his penchant for ripping up notes if his own careful personal
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THE ROYAL AUSTRALASIAN COLLEGE OF
PHYSICIANS IN MODERN TIMES
By Dr Peter Leslie, President RACP New Zealand 1996–2000, Life Fellow RACP,
admitted to Fellowship in 1970

T

he RACP, by and large, has been dynamic in
the changes it has anticipated and initiated
as a result of the rapid progression of the
practice of medicine, the centralisation of the
patient in the health spectrum, and the modifications
demanded, as a result, in the training and continuing
assessment of physicians and their accountability to
the public and their professional peers.
Awareness has also grown of the need for
professional cohesion in the face of increasing subspecialisation and the risk of potentially destructive
divisions. Since the 1980s, some of the changes in the
RACP have reflected these considerations.

participation in the MOPS program a
prerequisite for continuing active practice
in New Zealand with the Medical Council of
New Zealand.

Dr Peter Leslie

In 1988 in New Zealand, there was a well-intentioned, but probably illconsidered proposal by the Post Graduate Medical Federation to create
a single indigenous Academy of Medicine. The proposal was based on
precedents in South Africa and Canada. The difference of course was that
those were two unconnected countries, whereas New Zealand and Australia
have many links, not least through Medical Colleges. Had the proposal
proceeded in New Zealand it would have destroyed those international
medical links with Australia, so it is fortunate this did not develop beyond talk
and correspondence.
The RACP adopted the MOPS (Maintenance of Professional Standards)
program for Fellows in 1994. Initially this was voluntary, particularly in
Australia, where there was some opposition. In New Zealand, voluntary
participation was short-lived as a result of the Health Practitioners
Competence Assurance Act of 2003, which made mandatory successful

The Continuing Professional Development
program (CPD and MyCPD) was introduced in
2008 and developed in consultation with the
Royal College of Physicians and Surgeons of
Canada. MyCPD superseded MOPS and the
latter was withdrawn in 2010. MyCPD became
mandatory for all Fellows of the RACP and
associated Faculties and Chapters. This was a
significant innovation.
Another major step in providing increasing
cohesion across the Tasman was the initiation
by the RACP Board in Australia in 1970 of the
position of President New Zealand rather
than merely Vice-Presidential representation
of New Zealand on the College Board. Prior
to this, the Board Executive members from
Australia had begun attending some New
Zealand committee meetings.
Reviews of the Governance of the ever
changing and growing RACP and its Faculties
and Chapters continue and must remain truly
constructive, representational and functional.

Continued from page 15
1970 The Dominion Committee was renamed New Zealand Committee.
Secretarial support In the early days, secretaries of office bearers generally
provided secretarial support, and from 1962 to 1967 the RACP, the Royal
Australasian College of Surgeons and the Royal Australian and New Zealand
College of Anaesthetists shared a part-time secretary in Wellington.
Ruth Kilminster became RACP office secretary in 1968 and remained in
that role until her death in 1974. She was succeeded by Dorothy Simmonds
(1974–1990) and Gail le Clair (1990–1993).

appointment. The position was redesignated
Executive Officer NZ Head Quarters in 1999,
then Chief Executive Officer New Zealand in
2004, before the current title, New Zealand
Manager, was introduced in 2008. Dr Ruth
Anderson was the New Zealand Manager
from 2008 to 2011. Ros Bignell is currently
the New Zealand Manager.

In 1993 the post of Office Manager was established with Jo Jones’
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PROVIDING EQUITABLE HEALTHCARE FOR
REFUGEES AND ASYLUM SEEKERS
The Victorian Refugee Health Fellows Program, in conjunction with a state-wide network of refugee
health service providers, is a response to the need to build capacity and improve refugee health in
the state through education, clinical services, research and advocacy.

G

lobally, the number of refugees and asylum seekers is continuing
to increase, a reflection of the severity of current conflicts.1
In Australia, asylum seekers and refugees are one of the
most marginalised and deprived groups. Most refugees have
experienced severe poverty, poor access to basic human rights such as
food, water, shelter and healthcare, as well as psychological and physical
trauma and torture. Prolonged periods of detention on arrival in Australia
are also taking a toll. Consequently, the health needs of refugees arriving in
Australia are complex.

DEFINITIONS
A refugee is someone who has been forced to flee his or her country
because of persecution, war, or violence. A refugee has a wellfounded fear of persecution for reasons of race, religion, nationality,
political opinion or membership of a particular social group. War and
ethnic, tribal and religious violence are leading causes of refugees
fleeing their countries.2
An asylum seeker is someone who has sought protection as a
refugee, but whose claim for refugee status has not yet been
assessed.3 Over 90% of ‘irregular maritime arrivals’ (the Australian
Government’s term for asylum seekers who arrive by boat) in 2012–
2013 were found to be refugees.1

Dr Nadia Chaves

torture and trauma, Medicare Locals and
tertiary hospitals in their region.
This year is the 60th anniversary of Australia’s ratification of the United
Nations Convention relating to the Status of Refugees.4 This document
paved the way for refugees to seek asylum during times of persecution.
The RACP report in August 2013 on the health of asylum seekers stressed
the fact that health is a basic human right and called for urgent attention to
address the health of those seeking asylum.5
The Victorian Government’s Refugee Health and Wellbeing Action Plan
was developed to address the health disparities between refugees and
the broader community in the state.6 The Victorian Refugee Health Fellows
Program complements other increased services for refugees including
refugee health nurses, mental health counsellors and bi-cultural health
workers.
The Victorian Refugee Health Fellows Program commenced in 2008
with two Fellows in response to the need to improve specialist services
in refugee health. It has since expanded to appoint five Refugee Health
Fellows with diverse areas of interest and expertise. All five Fellows
work collaboratively with the Victorian Refugee Health Network and
are connected with a range of multidisciplinary services including those
provided by Foundation House, a specialised service for the victims of
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The program aims to build capacity in
refugee healthcare by:
• improving clinical services for refugees
• providing education and training for those
who work with refugees and asylum
seekers
• promoting research in refugee health
to inform best practice and service
development.

Clinical services
The Refugee Health Fellows liaise between
primary care and tertiary hospitals and also
provide specialist care in the community.
This year, the Royal Melbourne Hospital
(RMH) has two Refugee Health Fellows:
Dr Nadia Chaves, an infectious diseases
physician, and Dr Joanne Gardiner, a general

practitioner. Both also have appointments with Doutta Galla, a community
health service in Melbourne’s west. Nadia provides an infectious diseases
service at Doutta Galla to allow access to specialist care for refugees
and asylum seekers at their primary health service. Joanne is setting up
a primary healthcare service at RMH to allow very newly arrived refugees
who do not yet have a GP access to primary healthcare while they obtain
multidisciplinary specialist care. These services are supported by telehealth
clinical services to rural and remote areas, an initiative that was established
by Dr Thomas Schulz, a previous RMH Refugee Health Fellow.
Dr Hamish Graham and Dr Shidan Tosif are paediatric trainees who work
within the Immigrant Health Service at the Royal Children’s Hospital in
Melbourne. They also provide a tertiary paediatric service at community
health centres in Melbourne’s west. Dr Mark Timlin is a general practitioner
with a special interest in mental health who works in Monash Health and at a
specialised refugee health centre at Doveton in south-east Melbourne.

Education and advocacy
Fellows provide education services about refugee health issues in person
and via teleconference to rural and remote areas, as well as to city
general practices and hospitals. Training is also provided to specialist and
GP trainees, junior medical staff and medical students, as well as nonmedical hospital staff. Fellows also contribute to the development and
implementation of health guidelines on topics such as management of
vitamin D deficiency and latent tuberculosis or schistosomiasis.
Fellows are a point of reference across the state for queries from other
health professionals about refugee health issues. Fellows also promote
refugee health issues through engagement with the broader community,

for example through involvement in regional
sports clubs, women’s groups and local
cultural diversity events.

Research and innovation
Fellows have the opportunity to be involved
in a number of innovative programs
which have been developed through a
collaboration of various Victorian healthcare
services to improve refugee health. For
example, the Refugee Health Clinical Hub
is a specialist electronic health record
system which assists hospital-based
specialists in managing refugee patients
more efficiently, providing summaries of
health records to GPs and patients. It links
specialist care across four tertiary hospitals
(Royal Melbourne Hospital, Royal Children’s
Hospital, Dandenong and Geelong hospitals)
and provides two-way sharing of patient
information with GPs via a web-based
application. It also provides a facility for
ongoing audit of clinical data to enable
clinicians to evaluate their practices and
improve care for refugee patients.

Continued on page 26

CASE REPORT
Ms T* is a 24-year-old woman referred to the Royal Melbourne Hospital Refugee and Immigrant Health Service by her GP
after consultation with an RMH Refugee Health Fellow. She had been exposed to tuberculosis on the boat to Australia and
was found to be Mantoux positive. Tara had been in Christmas Island, and then Darwin, detention centres for four months
prior to discharge into community detention. She was accompanied to the outpatient clinic by an International Health
and Medical Services (IHMS) case worker and seen by a refugee health specialist with the assistance of an interpreter via
telephone. She attended with her husband and five-year-old son who had been in the detention centre with her. Her mother
and brother had been recently killed in her home country. Her main symptoms were fatigue, abdominal pain, nightmares
(which commenced in detention) and insomnia.
Investigation and management
Tara was treated for the following conditions diagnosed according to a ‘Refugee Health Assessment’7: latent tuberculosis,
helicobacter pylori infection, B12 deficiency, vitamin D deficiency, iron deficiency anaemia, strongyloidiasis and
schistosomiasis. She was referred to the Victorian Foundation for Survivors of Torture for counselling. A gastroscopy was
organised to investigate her chronic abdominal pain. She was then referred to the hepatitis clinic to stage and manage
her hepatitis B. The general practice provided catch-up vaccinations as she was found to be non-immune to rubella and
measles. Tara was linked in for shared care at Royal Women’s Hospital when she became pregnant during treatment for
latent TB.
A referral was organised for Tara’s son to attend an RCH Immigrant Child Health Service for further assessment. Her
husband also undertook a Refugee Health Assessment and catch-up vaccinations. Tara was linked back into a community
health service with a detailed plan for management and follow-up. The Refugee Health Fellow was able to organise
treatment and referral to the different services, help with coordination of care and provide education to the various
specialties about ongoing management.

*Name changed to protect privacy.
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ACCESS TO SPECIALIST HEALTHCARE FOR
PEOPLE OF REFUGEE BACKGROUND
Director of the NSW Refugee Health Service Dr Mitchell Smith discusses the barriers to healthcare
services for asylum seekers and refugees and outlines a range of services available to health
professionals to assist them in providing appropriate care for these patients.

A

sylum seekers1 and refugees in the Australian community experience
significant inequity in their levels of access to specialist healthcare
services. People of refugee background often have unique and
complex health needs that require specific, comprehensive and
consistent attention from primary and specialist healthcare providers.
While the healthcare needs of individuals in this group are frequently high,
they often experience difficulties accessing appropriate healthcare, especially
specialist care.2 Communication, financial constraints and a complex and
unfamiliar medical system all pose challenges, as discussed below.

Communication barriers
Communication obstacles such as language barriers can impact on the ease
with which asylum seekers and refugees access and experience healthcare
services. Language differences can prevent effective communication
with health practitioners3, which can impact on diagnosis, treatment and
management of conditions.
Overcoming these barriers through the use of professional interpreting
services has been found to encourage improved access to services as well as
greater awareness and better self-management of conditions.4,5
Professional interpreters should be employed at all times to remove the ethical
issues and potentially significant medico-legal risks associated with the use of
non-professional interpreters (such as family members or friends) who may not
fully understand medical terminology or confidentiality requirements.6,7 There
are free professional translating services available to medical practitioners in
both public and private settings, and these should be utilised where necessary.
The Doctors Priority Line (DPL), run by the Australian Government’s Translating
and Interpreting Service (TIS), is a free telephone interpreting service available
24 hours a day. The DPL service can be accessed by specialists who are
providing Medicare rebatable services to non-English speaking patients in
a private practice. The TIS also provides some on-site interpreting services,
which need to be pre-booked. More information can be found at www.
tisnational.gov.au.
Public hospitals and community health centres generally have either
interpreters directly employed by the service or access to state-funded
interpreting services.
It is important to realise that overcoming language barriers alone will not
facilitate better access to healthcare services for asylum seeker and refugee
patients. An awareness and respect of patients’ cultural background is
necessary to help ensure effective communication.8 Medical practitioners
should seek opportunities to gain an understanding of their patient’s cultural
background and use this understanding to aid their communication.9 Senior
clinicians should also ensure that they model good communication (including
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Dr Mitchell Smith

cultural awareness) with their patients to
junior staff and students.

Cost constraints
Refugees and asylum seekers in the
community can experience significant
financial hardship, impacting on their ability
to access necessary healthcare services.
Some asylum seekers are ineligible for
Medicare cover, while others are eligible for
Medicare but are unable to work.
The cost of private consultations may be
unaffordable for many people of refugee
background, which can result in significant
delays in diagnosis and/or treatment.
Financial barriers can impact on the effective
management of conditions, with asylum
seekers in particular reporting difficulties
meeting the costs of prescription and
over-the-counter medications and other
treatments for both acute and chronic
conditions, given they are ineligible for
Health Care Cards.10 This also creates

problems accessing allied health workers such as physiotherapists, as well as
dentists.
States and Territories generally have policies or mechanisms providing for
Medicare-ineligible asylum seekers to receive a fee waiver for necessary
healthcare in public hospitals. Medical practitioners operating within the
private setting can consider bulk-billing refugee and Medicare-eligible asylum
seeker patients, and undertaking pro bono work for those who are ineligible.

Confusion with the healthcare system
Navigating Australia’s complex healthcare system can be a difficult task for
any patient, but especially so for many people of refugee background. The
unfamiliar nature of the healthcare system can prevent or delay access to
necessary services. Notions of strict Western system appointment times may
be entirely foreign, and this may be compounded by difficulties understanding
our transportation systems.
Dedicated staff, such as Red Cross case workers and refugee health nurses,
can assist with coordinating healthcare arrangements, such as booking and
attending follow-up appointments, referrals and organising interpreters.11
Medical practitioners are encouraged to engage with these services to
support refugee and asylum seeker patients in accessing required healthcare.

HOW TO FACILITATE IMPROVED
ACCESS FOR YOUR PATIENTS
FROM REFUGEE BACKGROUNDS
• Practise good communication, and
foster cultural awareness in yourself
and other staff.
• Make use of free interpreting
services in both private and public
practice.
• Consider flexible payment options,
such as bulk billing, deferring
payment, accepting payment in
instalments, or even pro-bono work.
• Engage with services to assist
with coordinating healthcare
arrangements.
• Seek out additional information and
resources.

Compassion during consultations
People coming to Australia from countries with civil conflict, war or
persecutory governments have frequently suffered traumatic experiences
and human rights violations that caused them to flee. A sensitive approach
to medical consultations that takes this into account can go a long way to
making individuals feel welcomed and accepted, and can assist with the
process of recovery.12 Be aware that a simple medical procedure like an ECG
can engender disturbing memories of torture of themselves or a loved one.
Emphasise that what transpires in the consultation is confidential. ‘Checking
back’ that the patient has understood key information is a good technique.13

Other resources
Additional information to assist with improving access for refugee and asylum
seeker patients:
•
•
•
•
•

NSW Refugee Health Service: www.refugeehealth.org.au
Victorian Refugee Health Network: www.refugeehealthnetwork.org.au
Foundation House: www.foundationhouse.org.au
Centre for Culture, Ethnicity and Health: www.ceh.org.au
Forum of Australian Services for Survivors of Torture and Trauma
(FASSTT): www.fasstt.org.au

Dr Mitchell Smith FAFPHM
Director, NSW Refugee Health Service
Emily Ofner
Policy Officer, Policy & Advocacy

References
1. For the purposes of this article, ‘asylum seeker’ refers to a person seeking refugee
status who arrived on a temporary visa and has not been in detention, or who has
been released from an immigration detention facility on a Bridging Visa and is living
in the community (NB: not in community detention).
2. NSW Health 2011. NSW Refugee Health Plan 2011–2016. www0.health.nsw.gov.au/
policiespd/2011/pdf/PD2011_014.pdf.

3. Joswey T, Gillespie J, Aspin C 2011. Effective
communication is crucial to self-management:
the experiences of immigrants to Australia
living with diabetes. Chronic Illness; 7(1):6–19.
4. Yeo S 2004. Language barriers and access
to care. Annual Review of Nursing Research;
22:59–73.
5. Jowsey et al. 2011. op. cit.
6. Foundation House 2007. Promoting refugee
health: a guide (3rd edn). www.
foundationhouse.org.au/LiteratureRetrieve.
aspx?ID=104997.
7. Bird S 2010. Failure to use an interpreter.
Australian Family Physician; 39(4):241–242.
8. Yeo 2004. op. cit.
9. The Royal Australasian College of Physicians
2012. Supporting physicians’ professionalism
and performance: a guide for physicians in
Australia and New Zealand.
10. Spike E, Smith M, Harris M 2011. Access to
primary health care services by communitybased asylum seekers. Medical Journal of
Australia; 195(4):188–191.
11. Milosevic D, Cheng I, Smith, M 2012. The NSW
Refugee Health Service: improving refugee
access to primary care. Australian Family
Physician; 41(3):147–149.
12. Foundation House 2007. op. cit.
13. Centre for Culture, Ethnicity and Health.
Medicare Local Online Resource. Chapter 5:
Teach-back technique. www.ceh.org.au/
training/ml_ah_training/medicare-local-onlineresources/chapter-5.html.

RACP News / APRIL 2014

21

HEALTH EQUITY

ADDRESSING HEALTH INEQUITIES: THE NEW
ZEALAND PERSPECTIVE
Once described as the Scandinavia of the South Seas, New Zealand is now one of the most
inequitable nations in the developed world.1 The Chairs of the New Zealand committees discuss here
how the College is addressing health inequity by advocating for changes in the health system.

T

he social determinants of health have been widely discussed
elsewhere2; however, in their book, The Spirit Level, Wilkinson
and Pickett demonstrate how a range of negative health and social
outcomes are associated with the extent of income inequality
within a society.3 The poor ranking of New Zealand amongst developed
nations was exacerbated during the 1980s and 1990s when income
inequality in New Zealand rose the fastest of all OECD nations.4 This
evidence led the committees to examine ways of involving Fellows in
relevant advocacy matters.

conducive to recreational physical activity.12
In addition, time constraints (due to long
working hours and large families), limited
knowledge of healthy, affordable food
options, and traditional meals that are
energy dense all play a role in this unequal
association.

Why should physicians be concerned with this apparent imbalance in
society? There is clear evidence that health and social problems are related
to inequality existing in a country5 and that continuing inequity places a
substantial burden on the health system. Health professionals have an
obligation to examine the social and economic situation and advocate for
those individuals who may not be able to influence the health system and
the resultant impacts. Physicians, in their role as professional advocates
and experts, can influence health outcomes and work towards reducing
inequities.6

In New Zealand, low socioeconomic, rural
and Māori and Pacific groups all experience
poorer access to health services compared
to that of the general population. This is
largely due to four key barriers to access:
geographical location (transport barriers),
availability of health services (isolation and
communication barriers), cost of health
services (financial barriers) and cultural
competence of health services (ethnic
barriers). As a consequence, amenable
mortality rates vary across Māori, Pacific
and low socioeconomic population
groups.13 Primary healthcare interventions
are seriously curtailed if the appropriate
treatment cannot be provided, resulting in
significant impacts on both the patient’s
health outcomes and the health system.

Doctors are integral to the society-wide and cross-sectoral responsibility in
tackling the root causes of ill health across the social gradient and especially
amongst the most disadvantaged sections of our society.7
An analysis of the literature8 identifies a range of health inequalities in New
Zealand, the prime drivers of which are the patient’s socioeconomic status,
access to health services, place of residence, behavioural risk factors and
ethnicity: in essence, many of the factors are interrelated or coexist.

Drivers of health inequality
Socioeconomic status
In New Zealand, affluence is positively correlated to life expectancy.
People living in the highest decile will live seven years longer than those
in the lowest decile.9 A pertinent example of poor health outcomes directly
associated with socioeconomic status is the high prevalence of infectious
diseases such as rheumatic fever and serious skin infections amongst
populations living in overcrowded and low-quality housing.
Behavioural risk factors
Obesity in New Zealand, and its sequela type 2 diabetes, is more prevalent
amongst low socioeconomic populations and Māori and Pacific peoples.10
The social, cultural and economic environments of these population groups
contribute to their nutrition and physical activity patterns and in turn to
this pattern of obesity. For example, in many deprived communities, there
is a high density of fast food outlets and poor access to fresh food and
supermarkets.11 These communities are also less likely to have access
to high-quality green spaces and therefore their environments are less
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Access to health services

Ethnicity
Whilst ethnic diversity increases in New
Zealand, with a growing Māori, Asian and
Pacific population, this trend is unfortunately
accompanied by persistent ethnic inequities
in life expectancy and health status.
Examples include higher rates of death in
infancy, respiratory diseases, type 2 diabetes
and cardiovascular conditions amongst
Māori and Pacific peoples. These inequities
are apparent throughout the lifecycle and
are related to a range of determinants
of health, not least of which are housing
conditions, income and education levels, and
social networks.
However, there have been significant
improvements in absolute Māori life

expectancy and health status over the last 20 years.14 Statistical inequities must
also be understood within the concept of holistic wellbeing for Māori – known
as hauora.15 This concept of health stresses the importance of the contribution
of spiritual, emotional and familial factors to a person’s health, beyond their
physical status.

Policy and advocacy by New Zealand committees
Recognising the association between reducing inequities and advancing health
outcomes for all New Zealanders, many of the policy and advocacy activities
undertaken recently by the New Zealand committees are in some way linked
to equity issues. For illustrative purposes, examples of policy and advocacy
initiatives through which inequities have been addressed are detailed below.
PHARMAC
There was a strong focus on equity in the College’s submission to PHARMAC
on reviewing the decision criteria used to publicly fund pharmaceuticals in New
Zealand. Specifically, we asserted that PHARMAC must have criteria in place to
ensure that healthcare is delivered in the most effective and equitable manner
to provide the greatest benefit to the New Zealand population. Appreciating
the divergent health needs of various populations in New Zealand, and
applying the principle of proportionate universalism to ensure patients with
the highest needs were prioritised, the College suggested the principle of
‘accessibility’ be an integral consideration in PHARMAC’s decision making.
Child poverty
In our submission on the Vulnerable Childrens’ Bill, a key recommendation
from the College was to address poverty as an integral determinant of child
vulnerability and health inequity, specifically in the context of poverty’s
contribution to preventable disease (for example, poor housing and diet),
access to health services, education status, and in-utero harm to the foetus due
to alcohol and tobacco exposure.
A key tenet of our submission to the Office of the Children’s Commissioner
on Solutions to Child Poverty in New Zealand was acknowledging inequality
as a significant determinant of poor health and social outcomes. The College
highlighted the need to utilise the significant evidence base on child poverty in
considering policy options to reduce inequalities and their contribution to the
impact and permanence of detrimental health and social outcomes for New
Zealand children.
Cultural competence
The Māori Health Committee, in collaboration with the Cardiac Society of New
Zealand, has developed a discussion paper on the importance of physicians’
cultural competence in the context of dealing with acute rheumatic fever
patients and their families. Acute rheumatic fever follows a distinct ethnic,
socioeconomic and geographic pattern of disease burden, and Māori are
significantly overrepresented in the statistics. As such, acute rheumatic fever
has been identified as a disease for which physicians’ cultural competence is
particularly important in supporting Māori patients’ engagement with the health
system, adherence to treatment pathways and subsequent improvement in
their health outcomes. The paper provides an opportunity for physicians to
reflect on the importance of cultural competence in their daily practice and
initiate discussion on ways they can improve their approach to treatment
of Māori patients and communication with these patients and their families
(whanau).
The Māori Health Committee and the New Zealand CPD Committee have
also developed several guidelines to support physicians’ cultural competence
and, in turn, support Māori engagement with the health system, thus working

towards improving health outcomes for Māori.
Research indicates that cultural and health
provider barriers persist in New Zealand,
impacting on Māori access to health, with
accumulating health literacy issues often
resulting in a poor healthcare experience.16

Conclusion
The motto of the College, hominum servire
saluti (To serve the health of our people),
resonates with the work we do both within
the College and within the health sector and
wider community.1 While individual physicians
can have little direct impact on the social and
economic determinants of health, by working
together and lobbying on priority topics, some
advances can be made. The work undertaken
within the arena of vulnerable children,
which resulted in a cross-party approach
to addressing vulnerable children, is one
example where significant gains have been
made.

We acknowledge Rosemary Matthews, Senior
Executive Officer, and Jayne Milburn, NZ
Policy Officer, in the preparation of this article.
Associate Professor Peter Gow
Chair, New Zealand Policy and Advocacy
Committee
Associate Professor Mark Lane
Chair, New Zealand Adult Medicine Division
Committee
Dr Peter Roberts
Chair, New Zealand Workforce Policy
Committee
Dr Adrian Trenholme
Chair, New Zealand Paediatric and Child
Health Division Committee
Dr Leo Buchanan
Chair, Māori Health Committee
Dr Tony Scott
Chair, New Zealand CPD Committee
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TELEHEALTH GOES FROM STRENGTH
TO STRENGTH
Remotely delivering health services to people in rural and outback areas is beginning to prove an
effective way of reducing the health gap between those with limited access to health services and
those in urban areas.

D

isparities between the health status of urban and rural Australians are
widely reported. Research shows people in rural and remote areas
are more likely to experience shorter life expectancy, higher rates of
mortality and morbidity and spend more time in hospitals than their
urban counterparts, resulting in comparatively worse overall health outcomes.1
Rural and remote people also face higher costs for health services, poor access
to specialist care and isolation, which remain the primary impediments to
accessing quality, locally based healthcare services.
Telehealth as a means to provide equitable healthcare in Australia is not new.
Telehealth, which is simply described as ‘healthcare services at a distance’,
has long been used as a means to deliver healthcare services to people in
rural and remote areas. The provision of telehealth services has evolved over
time to cover both centralised and integrated services that encompass the
use of videoconferencing to manage diagnostics, case follow-up and patient
triage, storing and forwarding applications that capture clinical data and remote
monitoring of clinical signs. Other uses for telehealth, including telesupervision,
education and training, and remote home monitoring, have also been explored.
What is new is the introduction of Medicare rebates for telehealth video
consultations. Since 1 July 2011, more than 9,200 Medicare providers and 211
eligible Residential Aged Care Facilities have provided more than 144,000
telehealth services to over 55,000 patients.2 Of these services, 86% were
consultations with patients living in areas classified as regional, remote and
very remote.3 Although Australian studies reviewing the efficacy and costeffectiveness of telehealth are limited, patient satisfaction surveys demonstrate
video consultations are generally well received by patients as an appropriate
methodology for conducting clinical consultations.4 Moreover, patients have
reported benefits of less travel, better access to specialist care and reduced
costs.
While significant federal and state investment provided a platform for the rollout
of a number of pilot programs, there is still a way to go to ensure the delivery of
systematic and sustainable telehealth services to those most in need. Although
the rollout of the National Broadband Network promises to facilitate faster
and more reliable broadband services at the patient end, governments must
look to invest in robust videoconferencing infrastructure at the specialist end
to continue to meet demand and keep up with advancements in technology.
Telehealth providers should look to models of best practice and should adapt
their telehealth services to meet volume (demand) for their service.
Clinical ‘champions’ or advocates for telehealth are also critical to achieving
acceptance and understanding from both the patient and the service provider.
Awareness raising, research and education by ‘early adopter’ clinicians will
reassure colleagues and patients of the quality and effectiveness of telehealth
and pave the way for the integration of video consultations as a complementary
and ubiquitous modality of practice.
Odette Grabinski
Communications Officer
Media & Communications Unit
Fellowship Relations
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RACP TELEHEALTH VIDEO
CASE STUDIES
The RACP has recently launched
two additional telehealth video case
studies for members. The case studies,
entitled Communications skills for
telehealth and Telehealth champions,
provide practical insights into the use
and application of telehealth from a
specialist perspective. To view the case
studies, visit www.racptelehealth.com.
au/resources/videos.

UPDATE ON AUSTRALIAN
GOVERNMENT TELEHEALTH
FINANCIAL INCENTIVES PROGRAM
The Medicare Telehealth Financial
Incentives Program, which provides
an ‘on board’ financial incentive for
medical specialists who perform 10 or
more telehealth video consultations
will cease on 30 June 2014. Members
who have not already received the
‘on board’ incentive payment are
still eligible to claim $3,900 (paid in
two instalments), if they provide 10 or
more telehealth services prior to 30
June 2014. Claims for MBS telehealth
services provided before the 30 June
deadline must be submitted to the
Department of Human Services (DHS)
by 31 December 2014 to allow payment
of any outstanding telehealth financial
incentives. The telehealth MBS items,
which attract higher rebates compared
to equivalent face-to-face services,
will still be available to specialists who
continue to provide patient services via
video consultation.
For more information please visit
www.racptelehealth.com.au/resources.

Continued on page 33

SOUTH AUSTRALIA NEEDS BETTER ACCESS
TO SPECIALIST PHYSICIANS IN RURAL AND
REMOTE AREAS

S

oon after the South Australian State Committee took office in July
2012, Committee members highlighted their concern that rural and
regional populations in South Australia were suffering from a lack
of access to specialist medical services in comparison to those
who lived in the major metropolitan centres. In part, because of this, people
in rural and remote areas, particularly the frail and the elderly, have some of
the highest rates of complex and chronic disease.
Recruitment and retention of physicians to resident staff positions at
rural and remote hospitals in South Australia is the main reason for the
disadvantage. Whyalla, Port Augusta and Mount Gambier hospitals, in
particular, have ongoing problems in this regard.
The lack of physician services in these rural centres has a direct flow-on
effect. It results in a lack of support for rural general practitioners, who
themselves have high workloads and are also required to deal with complex
medical problems. The surgeons cannot operate on those patients with
difficult to manage co-morbidities, which means that these patients have
to be taken to Adelaide, often by air ambulance, in turn placing pressure
on the metropolitan hospitals. And in all cases, it is the patients who bear
the main burden through delays in treatment, distressing journeys far from
home, and separation from family, friends and other support networks.

Dr Robin Chase

Current recruitment situation

Alternative model of care

Port Augusta has a population of 14,000 but currently does not have a
resident specialist general physician, forcing many patients from the area
to travel to Whyalla or 300 km to Adelaide for specialist care. Whyalla has a
population of 23,000 people. The Whyalla hospital has funding for two staff
physicians – one position is filled and the other is covered by locums, which
results in a lack of continuity in specialist care. Again, many patients travel to
Adelaide for specialist treatment.

Models adopted in other states will not
work in South Australia due to the huge size
of the state, low rural populations and the
lack of major centres outside of Adelaide.
An alternative to the staff specialist model
to address this lack of access would see
regular rotating placements by a pool of
visiting physicians rostered on to spend a
week at a time at a designated rural hospital.
These physicians would complement and
support the resident physicians and general
practitioners.

The other hospital of concern, Mount Gambier, with a population of 21,000,
has three resident general physician positions, only one of which is currently
filled by a locum specialist. As a consequence, many patients from this area
are travelling 430 km to Adelaide for specialist treatment.
The current system, with its lack of staff relief, contributes to a high level of
burnout amongst medical specialists. A colleague of mine who worked as
the only general physician in a rural South Australian hospital was on call
240 days of the year, including most weekends. It also prevents trainee
doctors from taking up positions at country hospitals as there are not
enough supervisors to meet their training requirements. The lack of trainees
in hospitals in turn places greater stress upon the hospitals’ ability to provide
care in the wards and emergency and outpatient departments.
Increasing costs associated with locum support, the Patient Assistance
Transport Scheme (PATS) and medical evacuations from these rural areas
mean alternative models must be considered.

Patients would see the same doctor
continually throughout their treatment and
have an opportunity to attend a general
medical outpatient service similar to those
provided by general practitioners. If the
physician who has initiated treatment has
rotated back to Adelaide, there would
be continuity either by the next rotating
physician with access to records, or by
the use of telehealth facilities with the
original specialist. Clinics would provide
quality healthcare to patients close to
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RACP SOUTH AUSTRALIAN ELECTION STATEMENT
– MEDIA AND ADVOCACY CAMPAIGN
The RACP has recently launched two additional telehealth video case
studies for members. The case studies, entitled Communications
skills for telehealth and Telehealth champions, provide practical
insights into the use and application of telehealth from a specialist
perspective. To view the case studies, visit www.racptelehealth.com.
au/resources/videos.

home. Significant savings would be made by avoiding hospital admissions and
reducing the need for patients to be transferred to Adelaide via ambulance or air
ambulance.
Patients treated locally for medical conditions benefit because they are closer
to friends and family when receiving treatment and may not need as much time
off work – to both their and their employer’s benefit. It allows earlier and more
effective management of medical conditions such as heart disease or diabetes,
so that a person’s health does not deteriorate to the point that hospital care in a
metropolitan hospital is unavoidable.
This model would have a significant positive impact upon resident physicians –
they would feel supported, have the opportunity for face-to-face consultation with
a colleague for complex patients and allow them to take a break from constant
on-call commitments. This would ease the pressure on rural specialists and allow
them to be better able to address the complex health needs of local residents.

This is not a perfect model; indeed, to
paraphrase Voltaire, and to use a favourite
saying of immediate Past President
Professor John Kolbe, ‘perfection is the
enemy of the good’. It isn’t even a new
idea. But it is a model that could be set
up quickly and at relatively little cost to
the South Australian Government. The
State Committee is convinced that there
would be significant cost savings overall
by getting this system up and running.
We have spoken to the South Australian
Health Minister and have asked that the
Government consider our proposal and
prepare a cost analysis.
As physicians, we have a duty to provide
the best care – excellent care – to the
whole population. It is well recognised that
those who live in rural and remote areas
do not have the access to the specialist
services that are taken for granted in
metropolitan areas. Our model would help
to narrow this gap in inequality.
Dr Robin Chase
RACP SA State Chair

Continued from page 19
The current political dialogue about asylum seekers in Australia at times
overlooks the basic human right to receive equitable healthcare, which is
especially important in the case of these very vulnerable patients.
For more information, please visit:
www.rmh.mh.org.au/www/353/1001127/displayarticle/1037013.html
www.rch.org.au/immigranthealth/.
To access Caring for refugee patients in general practice: a desktop guide,
go to: http://refugeehealthnetwork.org.au/desktop-guide-victoria/.
Dr Nadia Chaves FRACP
Infectious Diseases Physician and 2014 Refugee Health Fellow, Royal
Melbourne Hospital
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COUNTDOWN IS ON FOR CONGRESS 2014
– REGISTRATIONS STILL OPEN
With less than a month to go, the RACP Future Directions in Health
Congress, 18–21 May 2014, in Auckland is shaping up to be the most
prominent event on the College calendar.
In addition to the robust scientific program, RACP Congress 2014 will feature
workshops on a range of topics including Practical Skills for Supervisors,
Revalidation and End of Life Care.
This year’s Congress will also mark the conclusion of celebrations for the
RACP 75th Anniversary: Striving for Excellence. There will be an interesting
social program, providing excellent networking opportunities. Please go
to www.racpcongress2014.com where you can view the program and
register.
The Congress 2014 program will feature internationally renowned speakers
including:
Professor Sir Peter Gluckman KNZM FRSNZ FMedSci FRS, University
Distinguished Professor, Centre for Evolution, Adaptation and Disease,
Liggins Institute, University of Auckland
Professor Jane E Harding ONZM MBChB DPhil FRACP FRSNZ, Deputy ViceChancellor (Research) of the University of Auckland
Dr Richard J L Heron FRCP FFOM, Vice-President Health & Chief Medical
Officer, BP, London
Dr Rhys Jones, Senior Lecturer, Te Kupenga Hauora Māori, University of
Auckland
Professor Rod Jackson, Professor of Epidemiology, University of Auckland
Associate Professor Richard King FRACP, Head of Medicine at Monash
Health in Melbourne.
The Congress program features six topic streams:
•
•
•
•
•
•

Physicians as Advocates
Physicians as Educators
Physicians as Medical Experts
Physicians as Professionals
Physicians in Research
Physicians in the Workplace

Visit the Congress website www.racpcongress2014.com to find out more.

Congress App
To enhance your Congress experience, delegates can access the RACP
Congress 2014 App free via selected smart phone or mobile tablet devices.
The App includes all the information from the RACP Congress 2014
Handbook and a function to customise your own Congress program,
Congress Twitter feed, abstracts, keynote speaker details, as well as an
interactive map feature to enable you to find your way around the venue.

The RACP Congress 2014 App is your musthave guide to RACP Congress 2014; it will
be available for download in early May. Keep
an eye out for an email from the College and
customise your free App ahead of Congress.

College exhibition booth
at Congress
All Fellows and trainee members are
encouraged to visit the RACP’s exhibition
booth during the Congress. You can pick up
a copy of the brand new Members Guide
and familiarise yourself with a number of
key College projects and initiatives. College
representatives will be available to discuss
all the latest developments at the College.

Follow us on Twitter!
To keep you up to date with the latest news
during Congress, join the conversation on
@TheRACP. Let us know what you think
are the most interesting aspects of the
Congress, what you have learned and what
you want to hear more about by tweeting
with #RACPcongress.

Enjoy Auckland and
New Zealand
It has been nearly 10 years since the
Congress was last held in New Zealand
so this year’s event presents a great
opportunity to enjoy the stunning waterfront
precincts, great food and wine, and endless
adventures on Auckland’s doorstep. We look
forward to seeing you there!
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Auckland, New Zealand

Register now for the inaugural Australasian

RACP TRAINEES’ DAY 18 MAY 2014

AUCKLAND, NEW ZEALAND

Building on the success of the annual New Zealand Trainees’ Day, the inaugural Australasian Trainees’ Day will be held
on 18 May 2014, in conjunction with the RACP Congress in Auckland, New Zealand.

TRAINEES’ DAY IS RUN BY TRAINEES
FOR TRAINEES

AN ENGAGING PROGRAM FOR ALL
TRAINEES

Trainees’ Day provides an opportunity for personal,
professional and career development. It addresses
often overlooked aspects of training, particularly those
included in the professional qualities curriculum.
Trainees’ Day also addresses the practical aspects of
training such as:

The New Zealand Trainees’ Committee with the support
of the College Trainees’ Committee has composed
a program attractive to both Adult Medicine and
Paediatric trainees, irrespective of their level of training.

•

career pathways and progression through training

•

opportunities outside of traditional training such as
volunteer work and research

•

difficulties in training

•

overseas fellowships

•

part-time training.

The preliminary program is available on the RACP
Congress website. It includes favourite talks from past
years such as:
•

planning your training pathway

•

approaching the exam

•

transitioning to a consultant

•

breaking bad news

•

dealing with difficult colleagues.

Trainees’ Day encourages collegiality and offers an important opportunity to network, exchange ideas and share
experiences. The day ends with a dinner at Cibo’s, one of Auckland’s finest restaurants.
Find out more and register now at www.racpcongress2014.com
For any enquiries, please contact Carolyn at: Carolyn.Lill@racp.org.nz
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INTERNATIONAL COLLEGE COLLABORATION

TRIPARTITE ALLIANCE FURTHERS ITS WORK
ON CPD AND REVALIDATION
and education leaders. The group identified
priorities for further development in training
and support for program directors. High
on the list of priorities was professional
development in educational leadership skills.
During the day, the teaching module on
clinical decision making was also launched.
On Thursday, 40 Fellows and staff from the
Colleges tackled the issue of the future of
Continuing Professional Development. The
program included six workshop sessions
which fed into plenary discussions on
changing behaviours and the CPD link with
revalidation. The workshop topics were:

Back row (L to R): Associate Professor Leslie Bolitho (RACP President),
Professor Nicholas Talley (RACP President-Elect), Associate Professor
Stephen Tobin (Dean, RACS), Dr Andrew Padmos (CEO, RCPSC), Mr Ken Harris
(Executive Director of Specialty Education, RCPSC), Mr Graeme Campbell
(Chair, RACS Professional Standards Committee)
Front row (L to R): Professor Richard Doherty (Dean, RACP), Dr Craig Campbell
(Director CPD, RCPSC), Dr Jennifer Alexander (CEO, RACP), Ms Colleen
Dargan (Projects Manager OPCEO, RACP), Dr Marie-Louise Stokes (Director of
Education, RACP)

T

he 2014 annual meeting of the Tripartite Alliance, held in Melbourne
12–14 March, was highly successful, with many more RACP Fellows
and staff taking part. Thirty Fellows and staff from The Royal
Australasian College of Physicians (RACP), the Royal Australasian
College of Surgeons (RACS) and the Royal College of Physicians & Surgeons
of Canada (RCPSC) met on Tuesday evening prior to the meetings to hear
a presentation by Associate Professor Victoria Brazil, Academic Lead for
Integrated Clinical Practice, Faculty of Health Sciences and Medicine, Bond
University, on Clinical education and training – strategies for hospitals
and health services. Associate Professor Brazil’s talk was aligned with
the launch of the Tripartite Alliance’s Work-based assessment: a practical
guide, an outcome of the work of the Work-based Assessment Working
Group established in 2012. The guide is available on the College website
(MyResources).
The formal meetings commenced on Wednesday with the continuation
of the collaborative work begun in previous years. Participants in the
day’s workshops worked in one of two groups: Faculty Development for
Supervisors or e-Portfolios. The purpose of the workshops was to explore
these key issues and to define appropriate future areas for collaboration
between the Colleges. The Faculty Development for Supervisors group
shared current practice and used case studies to explore the key issues and
challenges in development of programs for supervisors, program directors

1. Accreditation of CPD Activities
2. Role of Learning Needs Analysis in
Planning CPD Programs
3. Design Features of CPD
4. Generic CPD or Scope of Practice
5. Assessment
6. CPD Requirements for Career Stages.
Day three of the meetings was the
‘Revalidation’ seminar held at Hilton On The
Park and attended by over 200 delegates
from the health communities in the three
countries covered by the Alliance – Canada,
Australia and New Zealand.
The seminar opened with an interview-style
panel discussion by regulators from the UK,
Canada, Australia and New Zealand, namely
Sir Peter Rubin, Professor of Therapeutics
at the University of Nottingham and the first
UK physician to be revalidated, Dr William
Pope, a past president of the Federation of
Medical Regulatory Authorities of Canada, Dr
Joanna Flynn, Inaugural Chair of the Medical
Board of Australia and Mr Andrew Connolly,
Chairman of the Medical Council of
New Zealand.
At the end of the day, John Kolbe, William
Pope, Graeme Campbell and Michael
Grigg debated the topic That Revalidation
should replace Continuing Professional
Development, with the audience voting
the winning team to be the affirmative!
Presentations from all speakers will be
available on the RACP website shortly.

Continued on page 34
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PHYSICIAN WORKFORCE

WHAT IS THE COLLEGE DOING ABOUT
WORKFORCE ISSUES?
Responding to the need of both Fellows and external institutions to access accurate physician
workforce data, the College is implementing a new administration system that will facilitate the
capture of such information and in time the generation of reports on physician demographics and
analysis of workforce characteristics.
What do (and don’t) we know about the
physician workforce?
Traditionally, the College had some understanding of the number of
physicians completing formal training through specific programs, but had
little knowledge of their subsequent contribution, particularly in terms of time
spent away from clinical practice and the actual level of clinical engagement
when working full time.
Between 1981 and 2008, detailed physician workforce data was collected
biennially through the College Workforce Survey. This was originally
administered by the College’s Medical Workforce Advisory Committee and
subsequently by the Workforce Expert Advisory Group. These mail-based
surveys were characterised by a variable but generally high response
rate. On occasions, however, data appeared which seemed contrary to
other evidence. As an example, between 2005 and 2008, the number of
neurologists in Australia appeared to decrease from 296 to 255, which
contradicted other figures. Despite this, these surveys provided our best
available understanding of the workforce over the last two and a half
decades.

Why is it important to know about our workforce?
The College often receives requests from its Fellows and from a range of
external agencies for demographic information on the physician workforce.
For instance, Fellows commonly seek data from the College on the
workforce by age, gender, practice location or area of specialty. One key
example of the provision of important workforce data to an external agency
was the contribution by Fellows to Health Workforce Australia’s study,
Health workforce 2025, in 2013. This important initiative involved extensive
modelling of a number of groups of physicians, but the assumptions used
in the modelling and the questions raised by the process demonstrated
eloquently that we did not yet know enough about our own profession’s
composition in either Australia or New Zealand.
As the sole training organisation for physicians in Australia and New
Zealand, the College needs to have as clear a picture as possible of the
state of the physician workforce. Although the relationship between supply
and demand is far from simple in the area of medical workforce planning,
a better understanding of the true status of the physician workforce will
provide useful information on current and future training requirements.
Government departments and researchers also depend on reliable
workforce data for the development of effective health policy, but recent
studies such as Health workforce 2025 and planning documents from Health
Workforce New Zealand highlight the paucity of solid data, particularly for
smaller sub-specialties.
This lack of data has resulted in many health workforce studies describing
physicians in insufficient detail. For example, recent analyses have seen
specialties either entirely unrepresented or grouped together in a cohort
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of convenience from which no useful
conclusion on workforce patterns could be
determined. Paediatrics is a prime example
of this phenomenon, in that it is only by
aggregating various paediatric specialty
groups together that groups are large
enough to fit into modelling algorithms. The
subsequent analysis then tends to provide
inconclusive or meaningless results.
In addition, the nature of a physician’s
practice is commonly oversimplified
in workforce modelling. Physicians
often practise in multiple locations (in
Australia particularly) and in more than
one recognised specialty. Also, the time
committed to practice each week, month
or year varies widely. As a result, simple
head-count data (particularly at the end of
FRACP training) provide relatively unreliable
information about the actual availability of
clinical services, especially when examined
from a geographic perspective. Existing
regular surveys such as the questionnaires
presented at renewal of medical registration
provide some useful information but
again fail to develop a full picture of the
medical workforce and may assume that a
physician registered in a particular specialty
undertakes full-time clinical practice in that
area.

What is the College doing
to improve the available
information?
It is clear from the questions asked of the
College by Fellows, Specialty Societies and
external agencies that none of the currently
available datasets provide the level of detail
needed to describe the physician workforce
accurately. As a result, the College is
planning to boost its collection of workforce
data in the near future and will be seeking
the active support and participation of
Fellows to do this effectively.
The forthcoming implementation of the
College’s new administration system

way in which to detect the appearance
of new areas of clinical (or other) activity
amongst physicians.

software package will provide a mechanism by which Fellows will be able
to provide current information about practice patterns, specialties and
locations through a logical web interface. In this way, each Fellow will be
able to contribute a core set of information as part of their member profile
and will be able to review and change the information as their professional
circumstances change through promotion or other typical career changes.
The Workforce Profile will allow Fellows to provide the College with an
overview of their practice and professional activities more quickly and more
conveniently than via traditional paper-based surveys. Because the system
will retain previous responses, only changes will need to be entered in
subsequent reviews and Fellows will be able to ensure the accuracy of the
information held by the College.
Over time, the Workforce Profile will provide the College with a detailed
longitudinal picture of life as a physician in Australasia. Perhaps most
importantly, the profile will provide a basis for the conduct of more precisely
focused workforce studies of the sort frequently suggested by Fellows.
When such further approved studies of specialty or regional groups are
conducted, the collection of redundant information from Fellows will be able
to be minimised through pre-population of survey forms. In its mature form,
the profile will facilitate the generation of both historic and contemporary
reports on physician demographics, as well as the capacity for analysis of a
wide range of characteristics of the workforce.
The constant evolution and complex nature of the health workforce make it
a particularly challenging area for study, but we expect that the Workforce
Profile will provide a solid base from which we can observe and understand
changes in the overall shape of the profession. It seems to be a sensitive

The recently convened Workforce Working
Party (WWP) will oversee the implementation
of the College’s Workforce Profile and will
communicate with College members about
the process and outcomes. The WWP will
use the improved understanding of the
physician workforce in Australia and New
Zealand to work with government agencies,
academics and specialty societies for the
overall benefit of the profession. In addition
to managing the College’s workforce data
collection, the WWP will also act as the voice
for the College on workforce issues and will
advise College bodies, through the Board in
the first instance, on workforce topics.
Andrew Hilton
Project Officer: Workforce and Fellow
Support
Richard Doherty
Dean
Charles Guest
Chair, RACP Workforce Working Party

BOARD OF DIRECTORS

Associate Professor
Leslie E Bolitho AM
RACP President

Professor Nicholas Talley Dr Simone Ryan
RACP President-Elect
CTC Chair

Associate Professor
Alasdair MacDonald
AMD President

Associate Professor
Susan Moloney
PCHD President

Associate Professor
James Ross
AFOEM President

Professor John Wilson
AMD President-Elect

Dr Nicola Murdock
PCHD President-Elect

Dr Charles Guest
AFPHM President

Clinical Assoc. Prof.
Michael Hooper
Honorary Treasurer

Associate Professor
Mark Lane
NZ Committee

Associate Professor
Christopher Poulos
AFRM President

Dr Jim Newcombe
Trainee appointment

Dr John O’Donnell
NZ Committee
President

Associate Professor
Grant Phelps
AMD appointment

Dr Helen Rhodes
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EDUCATION

TRANSLATING THE PROFESSIONAL QUALITIES
CURRICULUM FOR TRAINEES
Paediatric Advanced Trainee Dr Hannah McGinness discusses an innovative PQC teaching program
developed and run by trainees at the Sydney Children’s Hospitals Network designed to equip young
doctors with professional development skills.

A

s a Paediatric Advanced Trainee only just emerging from the fog of
medical minutiae that was the FRACP exam (extremely important
minutiae I do acknowledge), I have become increasingly aware of
a host of qualities central to the essence of a physician that the
exams did not and could not teach me. These characteristics go way beyond
the knowledge and skills I garnered through exam preparation, but are vital
to being the kind of doctor I hope I will be – and that my patients have every
right to expect me to be. I looked to the many physicians that have inspired
and mentored me in my training to formulate a concept of what these qualities
entail.
The list went something like this:
• proficient leadership of the health team, including a commitment to
reviewing systems to maximise the quality of care and safety of
future patients

• a commitment to one’s own learning and to the sharing of knowledge
• effective and caring communication not only with patients but with all
levels within and beyond the healthcare team.

Dr Hannah McGinness

Ashamedly, although I vaguely remember a booklet that had fallen out of
the same envelope as my Basic Training Curriculum, my first response when
someone mentioned the Professional Qualities Curriculum (PQC) to me last
year was ‘PQ … what?’. So for those of you who may be asking the same thing,
the PQC (and the related SPPP or Supporting Physicians’ Professionalism
and Performance program) is a document that goes a long way towards
conceptualising the professional qualities required of a physician. The list
of qualities is divided under 10 domains, which include Quality and Safety;
Communication; Collaboration and Teamwork; Teaching and Learning; Cultural
Competency; Ethics; Clinical Decision Making; Leadership and Management;
Health Advocacy; and the Broader Context of Health.

I believe this program answers a great need
for teaching and training in professionalism.
We recognise that many skills can and will
be best learnt ‘on the job’. This program aims
to be an adjunct to that learning, providing a
focus for trainees’ future development and a
reminder that learning does not end with the
exam. It can be all too easy to neglect the
development of our professional qualities in
the context of the demands of our day job
as we care for the patients coming through
our wards and clinics on any given day. But
the best care goes beyond simply providing
accurate diagnosis and optimal management
for the patient in front of us. Absolutely, it
must be that – but it needs to be more. It is
our hope that the PQC teaching program will
go some way towards equipping our trainees
at the beginning of a career-long journey
that moves beyond ‘just’ medical knowledge
and expertise.

Since working out what the PQC actually is, I’ve had the privilege of working
alongside an inspiring and dedicated group of trainees, under the leadership of
Dr Rebecca Nogajski and Dr Joceline Branson, to develop a teaching program
that provides training in the various domains of the PQC. The program,
currently based at the Sydney Children’s Hospitals Network, is an exciting
initiative running across six workshops throughout the year. It includes a crosssection of speakers from various sections of the health community including
patients and families, legal professionals, governance bodies, researchers,
health leaders, education specialists and cultural representatives. Participating
in the development of the program has been an excellent opportunity that
in itself has provided multiple avenues for professional development for the
working group. As well as working on our individual portfolios covering trainee
engagement, program evaluation, communication and resource development,
we have all been engaged with program planning and content. I have
personally gained a great deal from my role as Communications Officer, which
has given me valuable experience in liaising between multiple stakeholders.
A highlight has been the cross-campus collaboration between trainees from
Sydney Children’s Hospital and The Children’s Hospital Westmead.
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Dr Hannah McGinness
Paediatric Advanced Trainee at Sydney
Children’s Hospital

Dr Bec Nogajski and Dr Joceline Branson are
Directors of Advanced Training for the NSW
Eastern and Western Paediatric Networks
respectively.

IMPROVING RURAL CPD
The medical community recognises that CPD is harder to complete in the country.
Most workshops are run in cities, there’s less (or no) locum support, and there are
fewer practitioners to review your practice or to provide feedback on your work.
This is where the Rural Health Continuing Education program comes in.
RHCE has also provided individual grants to
85 rural specialists to attend a CPD activity.
The funding has not only helped them meet
their learning objectives, but has also helped
maintain their practice standards and reduce
their sense of isolation. Without this funding,
most of the recipients stated that they would
not have participated in the CPD activity.

Committee of Presidents of Medical Colleges CEO Angela Magarry (left) and
former Chair Professor Kate Leslie (right) meet with Assistant Health Minister,
Senator the Hon Fiona Nash to discuss the RHCE program in December 2013.

I

n 2010, the Australian Government merged a number of rural training
programs to form Rural Health Continuing Education (RHCE): a single
vehicle to support and help rural health workers complete Continuing
Professional Development (CPD). Four years on, RHCE can boast having
helped over 2,000 specialists meet their training needs.
RHCE provides start-up grants to specialist colleges like the RACP to develop
rural CPD programs. To date, 36 projects have been funded, including 6 within
the RACP. Late last year, RHCE concluded its sixth funding round, establishing
11 new projects, including 2 at the RACP focusing on addiction medicine and
managing patients living with disability.
The addiction medicine project is an eLearning module on smoking cessation
for patients with complex disorders. On completion of the module, participants
will be able to:
•
•
•
•

manage a spectrum of smoking-related issues, from simple to complex
practise evidence-based care with patients with smoking addictions
understand cultural diversity within addiction medicine sub-populations
train allied health staff based on materials in the resources.

The RACP’s second new project will develop two videoconferences and a
workshop to improve the knowledge, skill base and support network of rural
practitioners to manage patients living with disability in rural Australia. The focus
will be on common conditions that may require a coordinated inter-specialist
and interdisciplinary approach. Recordings of the videoconferences will be
made available online. The project will also involve developing guidelines for
practising rehabilitation via videoconferencing, to support isolated practitioners.
It is anticipated that both CPD resources will be available to physicians before
the end of 2014.

At the RHCE Program Management Unit,
we’re always encouraging colleges to
share ideas and work collaboratively. Our
revamped website, to be launched in the
near future, will help facilitate this by housing
RHCE-funded resources that have been
developed by participating colleges. Are you
a rural physician interested in what rural CPD
is being offered by the Royal Australasian
College of Surgeons? You’ll soon be able to
find out on the RHCE website.
We’re looking to build on the website
throughout the year, so if you have any ideas
or feedback, please send them through to us
at admin@ruralspecialist.org.au.
Michael Davidson
Manager
RHCE Program Management Unit

Continued from page 24
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RESEARCH

THE RACP RESEARCH STRATEGY

I

n October last year, members of the College Research Committee (CRC) and
staff met to discuss and determine a strategy for the College to promote and
advocate for research to both the College membership and external bodies.

The day was facilitated by Philip Pogson of the Leading Partnership Pty Ltd,
who has extensive experience in working with health, higher education and
research and development organisations. Led by Philip, the group discussed a
wide range of issues, focusing on the four key priorities identified at the inaugural
meeting of the CRC. The vision outlined in the College Statement of Strategic
Direction was considered and core outcomes, operating principles and drivers of
success developed.
There was strong agreement amongst Committee members on the need to
support and strengthen the research workforce. A key area of focus was to
provide further support to those wishing to establish a career in Research
through the RACP Foundation. The RACP Foundation currently targets this sector
with its Research Establishment Fellowships and is now able to announce two
new Research Establishment Fellowships available to Fellows and trainees (see
pages 36 and 38).

Feedback from Fellows and trainees
regarding the strategy is welcomed.
Please direct your comments to
Research@racp.edu.au.
ATTENDEES
College Research Committee
Dr John O’Donnell – Chair
Associate Professor Harriet Hiscock
Professor Neville Yeomans
Professor Robert Walker
Professor Steve Kisely
Associate Professor Rory Clifton Bligh
Associate Professor Matthew Cook
Professor Joe Trapani

The strategy is intended to provide direction for the next three to five years but
is also considered to be a ‘living document’, with priority actions, initiatives and
timing developed further at future meetings. One of the priorities is to consider
how the College may advocate and support concepts and ideas put forward in
the McKeon Review.

Staff
Professor Richard Doherty, Dean
Ms Caroline Turnour, Director Policy &
Advocacy
Ms Laina De Winne, Manager RACP
Foundation & Acting Manager, Research
Ms Louise Robertson, Executive Assistant,
Office of the Dean

The College Research Strategy is available on the College website under the
Foundation tab ‘Research at RACP’. However, a summary of the strategy is
provided opposite.

Facilitator
Mr Philip Pogson,
The Leading Partnership Pty Ltd

Continued from page 29

SEVEN PRINCIPLES OF THE TRIPARTITE ALLIANCE
1. Thought leadership – scholarly work, including in the
post-fellowship area
2. Research collaboration
3. Practical tangible outcomes (such as written strategies, workshop
outlines, research papers) on issues of mutual interest
4. Political clout from international collaboration
5. Shared intellectual property (IP)
6. Facilitating professional development, including exchanges
of College personnel
7. Facilitating international collaboration and exchanges
of College Fellows

The Executive Committee of the Tripartite Alliance (ECTA) took the
opportunity for face-to-face meetings to discuss the future of the Alliance and
the achievements to date. ECTA reviewed its seven principles and agreed
that the Alliance was achieving positive outcomes for each of the Colleges
and that the Alliance would continue to 2017.
While exact dates for the March 2015 meetings are still to be confirmed, it
was agreed that the meetings should follow the format established over
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previous years and Tripartite working groups
would be put in place shortly to plan the
events. Proposed topics for discussion in
2015 are:
Day 1 (Wednesday)
Workshop streams: 1) ePortfolios, 2) Tools for
Competency Based CPD, 3) Leadership –
how do we develop medical leaders
Day 2 (Thursday)
My Career: planning your career;
professional attributes of the doctor;
transitions; work/life balance; the changing
patterns of work; the health of doctors,
taking into account the findings of the recent
Beyond Blue survey.
Day 3 (Friday)
The Future of the Medical Profession,
including issues such as role substitution,
new skills that will have to be developed and
workforce implications.
Dr Jennifer Alexander
RACP Chief Executive Officer

The royal australasian
college of physicians
The Royal Australasian
College of Physicians

Health and Medical Research Strategy 2014–2018

Research Strategy Vision
That the College is widely recognised and respected as a
supporter and enabler of high-quality health and medical
research that is sustainably funded and has a positive impact
on the health and wellbeing of individuals and the broader
community.

College Profile
The Royal Australasian College of Physicians (RACP) is a diverse
and energetic organisation responsible for training, educating and
representing 14,806 physicians and 6,082 trainees in Australia and
New Zealand (as at 31 December 2013).
The RACP oversees the training and assessment of doctors who
have completed their medical degree and an internship at a
hospital, and wish to practise as physicians by undergoing further
training through the RACP in order to specialise in a certain area of
medicine. The College also develops and advocates for effective
health policy to the benefit of all Australians and New Zealanders.

4. Excellent researchers
We fund and support excellence in research as in all aspects of
physician training, development and practice.
5. High-quality projects
The College supports quality, high-impact, innovative projects and
does not act as a ‘funder of last resort’.
6. Collaboration and partnerships
We seek to work in active partnership with like-minded institutions
to support high-impact research and researchers.
7. Good governance and decision making
The effectiveness of the research strategy is dependent on
embedding good governance practice and consistent, transparent
decision making.
8. Excellent communications
The research strategy and priorities must be effectively
communicated.

Context
The safe and effective practice of modern medicine draws
increasingly on the outputs of health and medical research.
Physicians need to be research literate in order to interpret and
apply research results. Physicians should also be encouraged
and supported to conduct research throughout their careers.
In response to these and related challenges the College has
developed a range of policies including a research strategic plan.
This one-page plan summarises that document.

Collaborators and Stakeholders
Key collaborators and partners include:
•
•
•
•
•
•
•
•
•
•
•
•

College Fellows
Trainees
The RACP Foundation
State and Federal Governments
Health Services and the broader health system: public, private
and not for profit
Research funders such as the NHMRC and ARC
Patients, families and the broader community
Universities and Medical Research Institutes
Philanthropic donors
Health insurers
Disease groups and charities
Industry.

Drivers of Success
The RACP has identified 8 key drivers of success that underpin the
effective implementation of the research strategy.
1. Clear strategy and priorities
The College articulates clear priorities and works strategically.
2. Alignment with College objectives
The research agenda is but one aspect of the College’s policy
framework and does not operate independently.

Strategic Focus Areas and Key Objectives 2014–2018
In order to provide maximum benefit to Fellows and trainees, the
College research plan focuses on 4 key research areas along with
efficient, effective implementation. Further detail and explanation is
provided in the RACP Health and Medical Research Strategic Plan.
1. Clinical Research
Objective: To encourage and support College Fellows and trainees
to conduct high-quality clinical research throughout their careers.
2. Early Career Researchers
Objective: To support and enable early career researchers to
establish and develop a sustainable research career and to
encourage health services employers to creatively resource the
role of the clinician-researcher.
3. Education Methodology Research
Objective: To promote and foster research in educational
methodology that informs the College’s educational role, which
ensures that the College’s education and training programs are
based on the best possible academic evidence.
4. Health Services and Health Systems Research
Objective: To enhance the capacity of physicians to conduct
high-quality research in health services, health systems, population
health and implementation research that has a positive impact on
health systems, patient and community wellbeing.
5. Plan implementation, governance and communications
Objective: To provide the necessary implementation planning,
governance frameworks and administrative support to ensure
that the strategic plan priorities and initiatives are efficiently and
effectively implemented across all of the College’s activities and
with key partners.

3. Sustainable, leveraged funding
The College seeks to identify sustainable research funding sources
and to leverage other available funding.
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RACP FOUNDATION

ROBERT MAPLE-BROWN RESEARCH
ESTABLISHMENT FELLOWSHIP
The RACP Foundation is thrilled to announce the Robert Maple-Brown Research Establishment
Fellowship, to commence in 2015. This Fellowship is being established due to the generosity of
the Maple-Brown Family Charitable Foundation, of which Dr Louise Maple-Brown, a College Fellow,
is a member.

R

obert Maple-Brown was always a strong role model and advocate
for the importance of giving back to a broad range of sectors
of the community. Having been successful in business (as a
funds manager), Robert established the Maple-Brown Family
Charitable Foundation with his wife Susan, thereby encouraging a long-term
philanthropic view among their children and ensuring their philanthropic
objectives continued for future generations. The Foundation supports many
charities, including those in the areas of medical research, the environment,
education, rural Australia and social disadvantage. Robert was awarded an
AO in 2010 ‘For service to the community through leadership and executive
roles within a range of charitable organisations in the areas of the arts,
health, welfare, medical research and education, and through philanthropy’.
The Maple-Brown Family Charitable Foundation has established the Robert
Maple-Brown Research Establishment Fellowship in memory of Robert. The
preferred field for the fellowship is research into haematological conditions,
as Robert died in 2012, at the age of 72, from complications related to
multiple myeloma (including complications of venous thrombosis and
pulmonary embolus).
Robert and Sue’s eldest daughter, Louise Maple-Brown, is a clinicianresearcher in Darwin. Louise’s first research funding was through an RACP
Pfizer Research Entry Scholarship in 2002, as Louise explains.

I was not successful in obtaining an NHMRC Scholarship in the first year
of my PhD, thus I’m not sure if I would have entered research at all if it had
not been for the award of the RACP Scholarship. Since then, I have been
fortunate to have been successful in securing NHMRC funding for my
stipend, then fellowship, as well as research support. Having been a member
of an NHMRC grant review panel and involved in other peer review activities,
I understand the enormous challenges we all face in obtaining independent

Associate Professor Louise Maple-Brown with
her father Robert Maple-Brown

funding for our medical research. I believe
that the RACP Foundation plays a very
important role in supporting high-quality
clinical research in Australia and New
Zealand.
Applications for this award open in April
2014. Please go to the RACP website for
further information.

Continued from page 23
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15. Hauora is a Māori philosophy of health unique to New
Zealand. It comprises the following four dimensions of
wellbeing: taha tinana (physicial), taha hinengaro
(mental and emotional), taha whanau (social) and taha
wairua (spiritual).
16. Mauri Ora Associates 2009. He Ritenga Whakaaro:
Māori experiences of health services. Auckland: Mauri
	Ora Associates.

ANNOUNCING THE DAVID PRAST FUTURE
LEADERSHIP PROGRAM
The many achievements of the remarkable David Prast endure through the creation of a new
Research Establishment Fellowship that bears his name.

L

ast year, the RACP Foundation was contacted by SpinalCure
Australia and Spinal Cord Injuries Australia to discuss what
opportunities there might be to promote and support research to
help those with a spinal injury. Discussions involved Fellows in the
fields of rehabilitation and neurology, and now the RACP Foundation is
pleased to announce The David Prast Research Establishment Fellowship as
the first research award in the David Prast Future Leadership Program.
This Fellowship is offered for up to $150,000 for three years.
Full details can be found on the RACP Foundation website, including links to
related research.
David Prast was a Director of both Spinal Cord Injuries Australia and
SpinalCure Australia, and these organisations have generously offered to
invest funding to provide opportunities to:
•
•
•
•

improve the outcomes of those living with a spinal cord injury
promote practical, translatable research into spinal cord injuries
invest in and develop future leaders in clinical research
promote exchange of international knowledge towards the goal of
achieving better outcomes for people with spinal cord injuries.

David was a leader and inspirational thinker whose determination led to
major improvements for those, like him, who had experienced a spinal cord
injury. An afternoon dip in a calm ocean at Perth’s Cottesloe Beach had
left him with tetraplegia – with little movement from the neck down. In a
freak moment, David, a charismatic and successful businessman, became
trapped and desperate to get out of a wheelchair. Yet he used his drive and
determination to become a major advocate for people with spinal injuries,
focusing campaigning on the need for better initiatives, particularly in
medical research, until his death in November 2011. David often said that the
work he was doing was to benefit others, rather than himself.
His achievements included establishing the first state government
Neurotrauma Research Program in Western Australia, which became the
first of many. He helped promote the potential importance of stem cell
research. He pioneered a global campaign to cure paralysis (International
Campaign to Cure Paralysis), which resulted in greater awareness and
improved funding for this under-researched condition, and developed
clinical trials methodologies that are currently used for clinical trials in spinal
cord injury repair and protection. David also helped establish the Spinal Cord
Injury Network in Australia to further his goal of bringing together all of the
sectors involved in spinal cord injury. His vision was to ensure that the latest
scientific and medical developments from around the world were made
available to people in Australia as soon as possible.

David Prast, in whose honour this program
is named

successful Walk On facility, now running
nationally, to provide people with intensive
exercise therapy after an accident.
Walk On is an individually tailored, intensive
activity-based rehabilitation program
designed to assist a person with a spinal
cord injury to improve and maximise
their functional ability and to lead a more
independent life. The program involves
intense, dynamic weight-bearing exercises,
all performed out of the wheelchair one-onone with a qualified Exercise Physiologist or
Physiotherapist. Walk On is a communitybased rehabilitation program available
to people following their discharge from
hospital. Walk On clients regularly report
significant functional improvements from
their involvement in the program and a
positive impact upon their quality of life.

In accordance with his vision of gaining practical outcomes for people with
a spinal cord injury, one of his most important accomplishments was the
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RECIPIENT OF THE 2014 FELLOWS RESEARCH
ENTRY SCHOLARSHIP II DR REBEKAH AHMED
Rebekah was awarded this scholarship valued at $45,000 per annum for up to three years for
her project, ‘Eating, autonomic and sexual dysfunction in frontotemporal dementia and motor
neuron disease’.

R

ebekah Ahmed graduated from the University of Adelaide in 2004
with the University Medal. She undertook her neurology training
at Royal Prince Alfred and Concord hospitals in Sydney. In 2011,
she was awarded the Australian and New Zealand Association
of Neurology Fellowship to the National Hospital for Neurology and
Neurosurgery, Queen Square, London, where she completed her neurology
training. Following this, she completed a clinical research fellowship at
the Dementia Research Centre, University College London, a leading
centre in the treatment and investigation of dementia. At the end of 2013,
she returned to Australia to commence her PhD research work under the
supervision of Professor Matthew Kiernan, Professor John Hodges and
Associate Professor Olivier Piguet at Neuroscience Research Australia and
the Brain Mind Research Institute, Sydney.

The term ‘frontotemporal dementia’ (FTD) refers to a group of
neurodegenerative disorders characterised by shrinkage of the frontal
and anterior temporal lobes of the brain. FTD presents with changes in
personality and behaviour (behavioural variant FTD) and/or progressive
language problems, and is the second most common cause of young onset
dementia (aged <65 years) after Alzheimer’s disease. Motor neuron disease
(MND) is a neurodegenerative disorder characterised by the destruction of
motor neurons, with patients suffering from progressive weakness and/or
bulbar dysfunction and breathing difficulties. There is increasing evidence
for an overlap between FTD and MND at a clinical and pathological level,
with patients with FTD developing weakness and MND, and those with MND
developing cognitive impairment and FTD. It has been suggested that FTD
and MND represent different spectrums of the one disease. The evidence
for an overlap between the two disorders has gained further impetus with
the recent discovery of the C9orf72 gene mutation in cases with familial
FTD, FTD-MND, and MND.
Change in eating patterns including reduced satiety, binge eating, increased
carbohydrate consumption and stereotypic eating is a major criterion for the
diagnosis of behavioural variant FTD. It is not known whether these same
eating abnormalities are present in MND, but given the increasing evidence
of an overlap, it is possible that they are.
In FTD patients it has been found that those with eating abnormalities have
shrinkage of the posterior hypothalamus. The hypothalamus also controls
the autonomic nervous system, which regulates internal bodily functions
such as blood pressure control, stomach, bowel and urinary functions. The
hypothalamus is also involved in controlling sexual function.
Rebekah’s project aims to examine the incidence of eating, autonomic
and sexual symptoms in MND and FTD, and by imaging methods and
endocrine analysis to examine the possible underlying causes. This should
aid the development of specific interventions to reduce the impact of these
symptoms on the quality of life of patients and carers.
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Dr Rebekah Ahmed

The awarding of the Royal Australasian
College of Physicians Fellows Research
Entry Scholarship will allow Rebekah to
undertake her research work, leading to the
award of a PhD degree. The scholarship
will not only provide support to Rebekah
in achieving her goal of combining clinical
work with research, but will also present
an opportunity to raise awareness about
motor neuron disease and frontotemporal
dementia within the College and the wider
community. Often dementias are thought
to only affect cognition, but Rebekah’s
research project aims to show that these
disorders can affect multiple physiological
systems and, given the young age of onset,
can have significant effects on patients’ and
their families’ quality of life.

This scholarship was funded through
Fellows’ donations received with their
College subscriptions.

RACP FOUNDATION 2014 AWARD RECIPIENTS
The RACP Foundation would like to acknowledge and congratulate the following
2014 Award recipients.

RACP NHMRC Awards for Excellence – top-up scholarships which are a result of the partnership between the RACP and NHMRC
(National Health Medical and Research Council)
Award Recipient

Award

Project

Institution

Dr Janet Pasricha

RACP NHMRC Award for Excellence –The RACP
Fellows 21st Anniversary Scholarship (valued
at $30,000)

Investigating the role of mucosal associated invariant T
(MAIT) cells in Mycobacterium tuberculosis

University of Sydney

Dr Farzan Bahin

RACP NHMRC Award for Excellence – The
RACP NHRMC JJ Billings Scholarship (valued
at $22,500)

Endoscopic removal of lesions in the gastrointestinal tract

University of Sydney

Dr Jennifer Ho

RACP NHMRC Award for Excellence – The
RACP NHMRC Kincaid-Smith Scholarship
(valued at $30,000)

Factors that influence disease severity in tuberculosis

University of Sydney

Dr Philip Britton

RACP P&CHD NHMRC Award for Excellence
(valued at $25,000)

Childhood encephalitis in Australasia

University of Sydney

Dr Michael Low

RACP NHMRC Award for Excellence – The
RACP NHMRC CRB Blackburn Scholarship
(valued at $30,000)

Investigation of regulators that control the pro-survival
molecule MCL1 and its stability in lymphoma and myeloma
cells

The Walter & Eliza Hall Institute of Medical
Research

Dr Michael Cai

RACP Jacquot NHMRC Award for Excellence
(valued at $30,000)

Calciprotein particles as an adaptive response to mineral
stress: its physiological and pathophysiological significance
in mineral metabolism

Melbourne Health

Dr Simon Jiang

RACP Jacquot NHMRC Award for Excellence
(valued at $12,500)

The effects of single nucleotide polymorphisms on immune
regulation and the development of systematic lupus
erythematosus

Australian National University

Dr Holly Hutton

RACP Jacquot NHMRC Award for Excellence
(valued at $30,000)

Targeting the inflammasome to treat ANCA associated
glomerulonephritis

Monash University

Research Entry Scholarships
Award Recipient

Award

Project

Institution

Dr Rebekah Ahmed

RACP Fellows Research Entry Scholarship (II)
(valued at $135,000)

Eating, autonomic and sexual dysfunction in fronto-temporal
dementia and motor neuron disease

Neuroscience Research Australia and
University of NSW

Dr Kate Webber

RACP Fellows Research Entry Scholarship (I)
(valued at $45,000)

Cancer survivorship care planning

University of NSW

Dr Bhavna Padhye

Kids’ Cancer Project Research Entry Scholarship
(valued at $75,000)

Prophylactic zoledronic acid for prevention of chemotherapy
related symptomatic osteonecrosis in children and
adolescents with acute lymphoblastic leukemia and
lymphoma: a pilot study

The Children’s Hospital at Westmead

Dr Weiwen Chen

Osteoporosis Australia RACP Research Entry
Scholarship (valued at $45,000)

Effects of osteoporotic fractures and treatment
on mortality risk

Garvan Institute

Dr Jean Lee

Basser Research Entry Scholarship (valued at
$30,000)

Understanding the relationship between antibiotic resistance
and persistent bacterial infections

University of Melbourne

Dr Moya Vandeleur

ResMed Foundation/Sleep Health Foundation
Research Entry Scholarship (valued at $30,000)

The impact of sleep disturbance on daytime functioning,
mood and quality of life in children and adolescents with
cystic fibrosis

The Monash Institute of Medical Research,
Monash University

Dr Peter Savas

Shields Research Entry Scholarship (valued at
$30,000)

Understanding the clinical implications of the evolution of
breast cancers from primary to metastatic disease using next
generation sequencing

The Peter MacCallum Cancer Centre

Dr Alison Zhang

Arnott Research Entry Scholarship in Cancer
Research (valued at $30,000)

A pharmacodynamic study of the heat shock protein 90
(Hsp90) inhibitor, AUY922, in high-risk, localised prostate
cancer

Sydney Cancer Centre

Dr Peter New

Pfizer Research Entry Scholarship (valued at
$30,000)

Computer modelling of changes to process and systems of
care that simulate the potential for improvements in the flow
of patients from acute hospital to rehabilitation

Monash University
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Research Establishment Fellowships
Award Recipient

Award

Project

Institution

Dr Mary Berry

Fellows Research Establishment Fellowship
(valued at $60,000)

The long-term cardiovascular consequences of preterm birth

University of Otago, Wellington

Dr James Chong

Vincent Fairfax Family Foundation Research
Fellowship (valued at $60,000)

Human cardiac stem cells for heart regeneration

Westmead Hospital / Westmead Millennium
Institute

Dr Phillip Good

Cottrell Research Establishment Fellowship
(valued at $60,000)

Referral to specialist palliative care: the experiences of culturally
and linguistically diverse (CALD) communities

Mater Health Services – Mater Adult Hospital,
Mater Private Hospital and St Vincent’s Private
Hospital, Brisbane

Dr Steven Tong

The Sir Roy McCaughey Fellowship (Research
Establishment) (valued at $60,000)

Staphylococcus aureus: combination therapy; and investigating
antiseptic resistance determinants

Menzies School of Health Research; Royal
Darwin Hospital

Dr Kenneth Pang

The Miriam Greenfield RACP Research
Establishment Fellowship (valued at $52,000)

The role of Sidt2 in cell proliferation and tumour suppression

The Walter & Eliza Hall Institute

Dr James Burrell

The Servier Staff ‘Barry Young’ Research
Establishment Fellowship (valued at $50,000)

The characteristics and implications of language dysfunction in
motor neuron disease

Neuroscience Research Australia

Dr Kevin Lee

Diabetes Australia Research Establishment
Fellowship (valued at $50,000)

The role of stress responsiveness in weight gain
and weight loss

Monash University

Dr Jun Yang

RACP/Foundation for High Blood Pressure
Research Establishment Fellowship (valued at
$50,000)

Identification of proteins that interact with the mineralocorticoid
receptor to therapeutically modulate macrophage function and
ameliorate inflammation in cardiovascular disease

Prince Henry’s Institute of Medical Research

Dr Jermaine Coward

RACP GlaxoSmithKline Research Establishment
Fellowship in Oncology (valued at $40,000)

Therapeutic targeting of inflammation to enhance response to
anti-angiogenic therapies in gynaecological cancers

Mater Research, Translational Research
Institute

Dr Elif Ekinci

RACP JDRF Research Establishment Fellowship
(valued at $40,000)

Comparison of pathological hyperfiltration of diabetes with
physiological hyperfiltration of pregnancy

Austin Health and the University of Melbourne

Dr Tobias Strunk

AstraZeneca Research Establishment Fellowship
in Medical Research (valued at $20,000)

Understanding the development of the immune system from birth
into early childhood and its role for susceptibility to childhood
infection and allergic disease in children born very preterm

Centre for Neonatal Research & Education,
School of Paediatrics & Child Health,
University of Western Australia

Jacquot Awards
Award Recipient

Award

Project

Institution

Dr Robert Carroll

RACP Jacquot Research Establishment (valued
at $75,000)

Monitored immunosuppression dose reduction to prevent recurrent
cutaneous squamous cell carcinoma in kidney transplant recipients:
a prospective randomised controlled trial

Royal Adelaide Hospital

Dr Aron Chakera

RACP Jacquot Research Establishment (valued
at $75,000)

The influence of multistrain cytomegalovirus infections on the
immune repertoire: implications for organ transplantation

Western Australian Institute for Medical
Research/University of Western Australia

Dr Jaquelyne Hughes

RACP Jacquot Research Establishment (valued
at $75,000)

Minimising CKD progression through improved detection of
obesity related risk in Adult Aboriginal and Torres Strait Islander
Australians

Menzies School of Health Research

Dr Mark Marshall

RACP Jacquot Research Establishment (valued
at $75,000)

Health care delivery in dialysis

The Centre for Clinical Research and Effective
Practice

Associate Professor
Nigel Toussaint

RACP Jacquot Research Establishment (valued
at $75,000)

Klotho, FGF-23 and urinary phosphate handling in normal kidney
function and in chronic kidney disease

The Royal Melbourne Hospital and University
of Melbourne

Dr Muh Wong

RACP Jacquot Research Establishment (valued
at $75,000)

The role of the three novel agents in limiting kidney fibrosis in a
model of diabetic nephropathy

Kolling Institute of Medical Research,
University of Sydney

Dr Michael Burke

RACP Jacquot Research Entry
(valued at $45,000)

Immunosuppression and non-melanoma skin cancer in renal
transplant recipients

Princess Alexandria Hospital

Dr Michelle Lewicki

RACP Jacquot Research Entry
(valued at $45,000)

Blood pressure and volume state in kidney disease

Monash Health, Monash Medical Centre

Dr Andrew Mallett

RACP Jacquot Research Entry
(valued at $45,000)

Genetic diagnostics in genetic renal disease – methods,
applications and therapeutics

University of Queensland, Centre for Kidney
Disease Research, Royal Brisbane and
Women’s Hospital

Travel & Education Assistance Grants
Award Recipient

Award

Project

Institution

Dr Arthur Nasis

Bushell Travelling Fellowship in Medicine or the
Allied Sciences (valued at $25,000)

Equilibrium contrast imaging using computerised tomography
(EQ-CT) for the non-invasive detection of myocardial extracellular
expansion: evaluation of patients with cardiac amyloidosis

The Heart Hospital Imaging Centre, University
College London

Dr Manaswi Pathik

Margorie Hooper Scholarship (valued at $10,000)

Epicardial and endocardial mapping in persistent AF: evaluation of
3-dimensionality of atrial substrate and circuits

The Royal Melbourne Hospital and University
of Melbourne

Dr Natasha Holmes

Robert & Elizabeth Albert Travel Grant (valued
at $5,000)

Host immunity and immune response in patients with
Staphylococcus aureus bacteraemia

Erasmus University Medical Centre,
Rotterdam, The Netherlands

Continued on page 41
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REPRESENTING THE RACP ON
PHYSICIAN APPOINTMENTS COMMITTEES

A

t four on a sparkling Sydney September afternoon recently, David
Tiller, Roger Garsia and I relaxed with coffee beside the oval at
the University of Sydney. We talked about how best to ensure
the quality of the next generation of physicians appointed to
our hospitals. David chairs the Medical and Dental Appointments Advisory
Committee at Sydney’s RPAH and Roger chairs its clinical board aka Medical
Staff Council. Both are well positioned to observe the appointment process
and critique it.
In New South Wales, the College is fortunate to have the endorsement of
the Ministry of Health in nominating representative physicians to assist in
recruitment and appointment of physicians to advertised vacancies in public
hospitals. The plan is to have an outsider present to ensure the appointment
process is fair and does not operate according to old boy or old girl
preferment, and that proposed appointees are suitably qualified.
When a selection committee in a major public hospital in New South Wales
is considering appointing a physician, it contacts the College and asks for
a representative. This sounds simple, but often the request is urgent, a
representative may be difficult to find or the specialty in question may have
few members independent of the hospital making the request from which to
seek a representative.
In view of the above, we settled on several ideas for discussion and would
value comments from others:
1. The RACP should clarify its expectations of people serving on these
committees and how they will do their work. For example, should they
routinely be part of the shortlisting process?
2.	One or several College Fellows might fulfil a term as a representative
and serve several selection committees upon request. This would bring
more consistency to the judgements they make and develop a repository
of experience.

Professor Stephen Leeder

What about appointments to smaller
hospitals and regional facilities? Telehealthtype link-ups may enable representation
without travel (although the virtue of a visit
might be high). And in the private sector?
Does the College have an interest in
appointments to private hospitals or is our
interest confined to public hospitals?

3. Payment should be considered. Presumably health departments might
contribute to covering these expenses.

If you have any thoughts on the above,
please email them to me at: stephen.leeder@
sydney.edu.au.

4.	Other Colleges might be contacted to see if the process could be
generalised beyond the RACP.

Stephen Leeder FRACP
Chair of NSW/ACT Committee

Continued from page 40
Award Recipient

Award

Project

Institution

Dr Sebastiaan van Hal

Richard Kemp Memorial Fellowship (valued at $5,000)

Determining genomic signatures associated with outcome
in patients with methicillin resistant Staphylococcus aureus
bacteraemia

Oxford Genomics Centre

Dr Christian Girgis

The Joseph Thornton Tweddle Research Scholarship
(valued at $5,000)

The role of vitamin D in muscle repair and satellite cell
function

Garvan Institute of Medical Research, Australia,
and Salk Institute of Biological Studies, USA

Open Award
Award Recipient

Award

Project

Institution

Dr Philip Robinson

RACP/Australian Rheumatology Association &
Starr Open Fellowship (valued at $40,000)

Investigating the relationship between genetic changes in
ankylosing spondylitis and changes in immune cell subsets

University of Queensland Diamantina Institute
and Translational Research Institute, Princess
Alexandria Hospital
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BOOK REVIEW

AN ALTERNATIVE VIEW OF COMPASSION
Alternative Medicine, by Rafael Campo. Duke University Press, Durham, US, 2014.

M

y mum was the devotee of alternative medicine in our family,
obtained from the kindly Mr Nicholson of Park Street, Sydney. He
diagnosed our childhood deficiencies with iridology. He charged
only for the medicines formulated. He appreciated our recycling
the bottles. My father was a mathematics teacher and had reservations.
So I was surprised when clearing my dad’s wardrobe in the sad days after his
death from myeloma to discover an impressive array of little bottles of trace
elements, herbal remedies and pills. Mainstream medicine, with its relentless
diagnosis and robust therapeutics, comes undone in the face of death.
Instead, many turn to alternative magic for release.
The poem that gives Rafael Campo’s most recent book of poetry its name,
Alternative Medicine, concerns a patient with HIV/AIDS.
I won’t take antiretrovirals, don’t
eat processed foods, and remain celibate.
I will take Echinacea for a cold – I exercise six times a week and pray
to my own God …
He will tough it out and tell the world ‘that one of us survived to celebrate’.
Campo’s identity unfolds through the three sections of the book. The first
part is called Havana and reflects his Cuban heritage. Alternative Medicine,
the second part, confirms his identity as a general physician. His poem, The
Common Mental Health Disorders of Immigrants, concerns PTSD, depression
and anxiety, each illustrated with a case.
She smokes, as if she could inhale it all
and make it vanish: all the poisonous
miasmas, all the mysterious dreams.

the patient turns to Campo: ‘Your goddam
mother never really cared.’

Campo writes poetry that is both accessible and sensitive. He has a formal
style. He ‘writes restless, worldly narrative poems, often rhyming, that
take the world as it presents itself’, as said by a reviewer in Publishers
Weekly. ‘Campo comes to terms with the darkest of human problems by
fusing empathy and clinical accuracy. [He is] strengthened by his hands-on
knowledge of healing and suffering and kept gentle by bearing his burdens
with grace.’ Another writes, ‘The poems of Rafael Campo inspire that sharp
breath of recognition.’

Campo writes

This slender volume of 57 poems rewards careful and attentive reading. The
poem Untrue challenges us to consider carefully the meaning of our integrity
and how we respond to a patient who has lost his or her grip on reality in the
mist of deranging illness. Perhaps truth is not as immutable as it looks by day
when we are well.

Occasionally good medicine requires us
as physicians to take alternative pathways
– to allow us to express empathy, to
encourage hope, to help patients and
families bear the unbearable. Campo is a
fine guide.

Campo meets a terminally ill patient in the ward at midnight. The man asks
for the score from a baseball game and Campo makes it up and tells him. ‘It’s
3 to 1, bottom of the ninth, Dad.’ A little later as a nurse
smoothed his sheets
adjusted his IV, and left
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Though I didn’t know his name,
it somehow seemed forgivable to hold
his hand.
‘She loved you, Dad. You know she
always did.’
I’m still not sure if he could understand,
but who could fault me, even if I lied.

Stephen Leeder FRACP

See articles on Physicians’ Professionalism
on pages 13–16 of the February issue of
RACP News.

AFTER HOURS

AN UNEXPECTED JOURNEY INTO
THE REALM OF WOOD

Hybrid banksia and resin Roman Harvest fountain pen with cyanoacrylate finish

M

edicine, as we all know, can be all consuming, and there is
always so much more to do! Not a day finishes when we
return home knowing that there will be no more ill people to
attend to!

I, like most physicians, used to be fully immersed in my work – all work and
no play. But in 2008, after my miraculous second birth following a heart attack
and 1 hour and 25 minutes of cardiac arrest, the focus of my life changed.
You can read more about my story on my website: www.seangeorge.com.au.
I realised that there was so much more I could do if I had a good work–life
balance and took care of my physical needs. I did have an interest in wood
working and decided that after hours I would unwind with a hands-on hobby.
And so began my unexpected journey into the world of wood.
My interest was first sparked when, as a young man, I used to watch
carpenters working intricately with wood when building furniture for my home
in South India. It was amazing how, with such crude tools, they could make
incredibly detailed masterpieces. However, there was no scope to learn, as in
India the carpentry trade was passed on from father to son, unlike in Australia
where you could learn it at TAFE. So my fascination went no further.
When I moved to Australia in 2006, I bought two Aboriginal paintings and
took them to a store to frame. I was very surprised when I received the $500
bill for the framing! That was the moment I decided it was time to get my
hands soiled! I asked a handyman friend if he would teach me how to make
frames, and I made my first customised timber frame for a photograph I had
taken in outback Leonora. The rest as they say is history. A fire had been lit in
my heart, and there would be no turning back.
I soon realised there was much more to learn; however, being located in
Kalgoorlie, I had plenty of material to work with – and to make mistakes with!

Bowls, vase, trinket boxes, lampstands
and more …

I decided to put my newly learned skills to
the test and framed 21 pictures. That was
truly satisfying, but I was hungry for more.
I used to work in the garage of my hospital
home, but like most Aussie men, I wanted
to have my own shed – and my own home.
Continuing for the time being to work in
the garage, I built an office table from West
Australian lace sheoak, a magnificent timber,
and finished it with Organoil. The finishing
wood learning journey had begun.
I then started to attend a wood-working
club in Kalgoorlie, which opened my eyes
to the world of wood turning – and I fell
in love. In 2011, we moved into our new
house with a beautiful shed, and several
thousands of dollars later it had lined walls,
air-conditioning, fridge and sound system.
I then discovered there was so much more
fun to be had with good tools and started to
accumulate state-of-the-art equipment, which
made the work a lot easier. Of course, with
the wood turning allowing a product to be
finished in a day, my wife was very happy for
me to pursue my hobby, as this meant she
would have a good supply of vases, bowls
etc. – a win–win situation. I even persuaded
her to allow me to travel to NSW for a weeklong, one-on-one wood-turning course with
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AFTER HOURS
an Australian guru in Woolgoolga. In 2012, she asked me
to make a table for alfresco dining, which took over two
months every night after work. She was really pleased
with the outcome. It seats 12 and is made from old-growth
West Australian jarrah, finished with a high-gloss lacquer. I
really enjoyed making it, but it did push my skills, though I
learned heaps.
Last year, I discovered a subspecialty of wood turning – the
art of pen making – which I passionately enjoy. I have now
turned well over a hundred pens, using different timbers,
resins and embedded objects (see photo on page 43). This
has given me much joy – and they’re great gifts, for which
I’ve had numerous orders. The pens have a high-quality
finish, and very few people in Australia produce them. I
have become a member of the International Association of
Pen Turners and can showcase my pieces at their forums.
I have really benefited from my after-hours hobby. It helps
me relax and takes away the stress of my busy job. It
helps me be creative and refreshes me so I can perform
my best during the day. It keeps me active and fit. And it
has opened up another important avenue for building a
deeper relationship with my son, who now joins me in the
shed, where we work together. In fact, we cast our own
resin to make a pen which he turned and submitted to the
Association’s pen contest for youths – and won 3rd place.
I would be delighted to help fellow physicians who are
interested in taking up this hobby. I can be contacted at
tgsean@yahoo.com. And I do take orders for pens if anyone
is interested!
Dr Sean George FRACP

MEMBER ADVANTAGE

Enjoy great savings this Autumn
with your RACP benefits
Save $72* per year on Movie tickets
Example savings made on 6 Adult and 6 Child Hoyts tickets when
purchased through the Member Advantage website.

Save on international money transfers
Enjoy free transfers through Ozforex1 as part of their benefits, with
significantly lower exchange rates than banks.

Save $300 per year on Restaurant bills
Example based on 12 restaurant visits with $25 discount applied.
Visit the Member Advantage website to find restaurants in your area.
For further details, contact RACP Member Advantage:

1300 853 352 (AU) or 0800 453 244 (NZ)
or visit www.memberadvantage.com.au/racp
All savings listed 07/02/2014 and subject to change.
*Offer available to Australian residents only. 1) Offer includes free transfers under
$10,000 and 10 free transfers over $10,000.
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CONSULTING ROOMS
AVAILABLE
Northern Suburbs
EPPING CONSULTING CENTRE
Located at 175 Cooper Street, Epping
Both permanent and sessional rooms are available
The facility is conveniently located next to the Northern
Hospital and Epping Plaza.
• The facility is open 6am - 10pm weekdays allowing for
evening consulting if required.
• Spacious reception area for secretary to attend or if
sessional we can provide this service.
• There is on site Pathology, MRI, PET, U/S, CT and X-RAY
Please call Mr. Hunt to discuss arrangements
to suit your practice.
On: 0410 246 853 or
email: lindsayhunt@primaryhealthcare.com.au
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SMART PHONE

APPS

AT EASE

tools to change patient behaviour

PROFESSIONAL

DVA has smart phone apps for health
professionals to use as an adjunct to
treatment of veterans.

If you treat veterans with mental health
issues, DVA’s At Ease Professional
website is your one-stop source for
evidence based assessment and
outcome tools, treatment options and
the latest research in military mental
health.

PTSD Coach Australia helps your
patients manage symptoms using CBT
tools, and progress treatment between
appointments.
ON TRACK with The Right Mix helps
patients track their alcohol consumption
and review the impact on their wellbeing
and fitness.

Developed in partnership with the
Australian Centre for Posttraumatic
Mental Health.

DVA apps are FREE from the
App Store and Google Play
www.at-ease.dva.gov.au

Scan here to
find out more

Authorised by Australian Government,
Capital Hill, Canberra.
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THE RIGHT MIX
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