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President’s Communiqué

EFFECTIVE COMMUNICATION
Dr Leslie Bolitho stresses here the importance of clear, concise communication in addressing
matters of concern for the Fellowship.

E

ffective communication is the essence of good governance. The
College is a large and diverse organisation with many competing
and often divergent views and opinions. The leadership in the
College is always open to clear, concise communication from the
Fellowship. Our role is to listen attentively, demonstrate understanding of
what may be a differing point of view or position and, where appropriate,
constructively work towards developing solutions. By behaving and
responding in an ethical and respectful way, the College, as a body, will
maintain the respect of the Fellowship.
Each Director of the College is amenable to being approached by Fellows
and members of the College and I encourage anyone wishing to contact
a representative Board member with any concerns to do so. Only through
open communication and collaboration can matters of concern be
evaluated effectively, decisions made and/or effective processes be put in
place to address matters as they arise.

As one of 12 specialists approached to represent the broad specialty areas,
including surgical and general practice subspecialties, I was invited to
participate in an interview for an article which will appear in a future edition
of the Medical Journal of Australia. The article provides a perspective
on the link between professional satisfaction and the performance of an
organisation. Communication, including the exchange of information, was
identified as one of several valuable core principles which drive clinician
engagement; equally it was identified as an area where there was scope for
improvement, both written and verbal.

Principles of Communication
No surprises. No unintended consequences.
No ambiguity. No leverage to other parties.
SIMPLICITY. CLARITY. NEUTRALITY. BREVITY.

Encouraging discussion
Discussions with the Presidents of the Divisions, Faculties and Chapters
have provided useful insight into the priorities and plans for each of the
College bodies from a short, medium and longer term perspective. Similarly,
conversations with the Senior Leadership Group and several of the Senior
Executive Officers have been equally informative and have helped increase
my understanding of the different roles, functions and activities within
the College. I am most appreciative of everyone’s participation in these
discussions.

Board training days
The July meeting of the Board included training days for new and
continuing Directors. The Wednesday program covered helpful information
for Directors on finance and risk management.

4

RACP News / AUGUST 2012

Dr Leslie E Bolitho AM

The Risk Management Workshop was
facilitated by Iain Muir, RACP Risk and
Compliance Officer. Risk in this context
means ‘anything which affects the College’s
chances of achieving its objectives’ and
covers areas such as financial risk, work
health and safety, potential damage to the
College’s reputation, legal risks and the
adverse effect on College operations of
an unexpected event. The College has a
Risk Management Policy with a supporting
framework which sets out our process for
identifying and analysing risks, in terms of
the likelihood and consequence of them
arising, and treating risks, including setting
priorities and allocating resources. This
framework is continually reviewed and
updated. In addition, a register of strategic
risks identified has been drawn up, and any
changes in the risk profile due to altered
circumstances, or actions taken by the
College to treat the risk, are incorporated in
the register as they occur.
The Finance Information and Training
session for RACP Directors was presented
by Walter Edgar, Director of Finance and
Support Services, and Geoffrey Laurence, a

non-Fellow Community Director and member of the Finance Committee.
The Board Directors now have a greater understanding of the College’s
financial position.

Medical graduates and
future trainees

Thursday was dedicated to a forum for strategic planning and provided
the opportunity to reassess the current Statement of Strategic Intent.
Preparatory work was undertaken by all Directors prior to the Strategy Day
with the aim of updating and refining the content and future directions of the
College’s strategic development plan.

Welcome to Professor Shane Houston – new Community
(non-Fellow) Board Member
I am especially pleased to announce that Professor Shane Houston has
accepted an invitation to become a Community (Non-Fellow) Director and
the 19th member of the RACP Board. Professor Houston was approached
to join the Board following an extensive consultation process undertaken
by members of the Board Nominations Working Party (BNWP). I would
like to take this opportunity to thank the members of the BNWP for their
commitment, expertise and advice, and to thank Professor Houston for
accepting our nomination.

The increasing number of medical graduates
across Australia is an ongoing concern as the
peak graduations occur from 2012 to 2014.
The Confederation of Postgraduate Medical
Education Councils has recently issued a
paper on this topic, and the federal, state and
territory governments are aware of the critical
problem of providing adequate training
places with appropriate levels of supervision.
This will have a direct impact on the College
and our ability to train and supervise future
physicians. Health Workforce Australia is in
the process of reviewing strategies to cope
with the influx of medical graduates, and the
College is working closely with them on this
important challenge.
Dr Leslie E Bolitho AM
President
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‘HILLBILLY HEROIN’ – AND THE HARM
IT CAN CAUSE
Drug and Alcohol Clinical Services specialist Dr Simon Holliday discusses the escalation in
pharmaceutical opioid prescribing as well as the barriers to providing appropriate care for people
in rural areas addicted to these types of medication.

I

n order to be able to serve their patients, a physician needs the
confidence in their knowledge and skills that comes from the
processing of evidence. However, there seems no simple way to
reconcile public health advocacy about the under-treatment of pain
with public health alarm about the harms from escalating availability of
pharmaceutical opioids (POs). This article addresses rural aspects of this
Scylla and Charybdis type dilemma.
Chronic pain is very common, being reported by 17% of males and 20%
of females in Australia.1 POs are widely accepted therapies for acute and
cancer pain and opioid dependency, though are more controversial in
chronic non cancer pain (CNCP).2,3 Many of the concepts that guide opioid
therapy for chronic pain derive from the field of cancer pain management.4
However, this evidence was developed when cancer pain was part of a
rapidly terminal illness. Modern oncology sees cancer pain associated with
many years’ survival. Due to increasing rates of abuse or diversion, some of
these guideline principles are being re-examined to incorporate concepts
such as risk assessment and risk management, similar to the principles
found in opioid substitution therapy.4,5
The rate of PO prescribing has escalated in Western countries.2,3 This has
partially been a response to the inaccessibility of opioid analgesia in most
of the world and has also been due to an attitudinal swing, for example
‘Justice requires that equitable access to effective pain treatment be
secured domestically and globally’.6 It also reflects intense marketing by
the pharmaceutical industry which has seen the share of the PO market for
CNCP in the United States increase from a low base to 86% by 19997 and
more recently to 95%.2
The pharmaceutical industry has bank-rolled the professional bodies and
much of the research that has developed prescribing guidelines, patient
literature, position statements, books and medical education courses
on the use of opioids in CNCP.8 Campaigns are funded urging patients
experiencing pain ‘to find another doctor’ if their doctor does not prescribe
POs.9 POs are now the most common class of drug prescribed in the US3
with 3% of US adults currently prescribed POs for CNCP.10
In Australia, the Pharmaceutical Benefits Scheme reports the total number
of POs prescribed tripled from 1992 to 2007.11 This overall increase was
mainly for low-dose formulations for older patients and was particularly for
oxycodone.11,12 Oxycodone has been heavily marketed and has no particular
advantage over other POs7, bar providing higher euphoria per unit of
analgesia/miosis.13
The risks emerging from the prescription and use of POs for CNCP include
hoarding, diversion, overdose, abuse and addiction.3
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The risks emerging from
the prescription and use
of POs for CNCP include
hoarding, diversion,
overdose, abuse and
addiction … In a US survey
of PO misusers, most
sourced their drugs, not
from dealers, but from
friends or family.
Hoarding was reported in a US outpatients
pain clinic survey by 60% of respondents.14
In a US survey of PO misusers, most
sourced their drugs, not from dealers, but
from friends or family. These POs were
given freely (56%), purchased (9%) or stolen
(5%). The friend or family member who

diverted them usually (82%) had obtained them from just one doctor.15 A
survey of US university students showed 27% of those given POs for acute
pain diverted them.16 Scant data from Australia indicate similar hoarding and
diversion figures.17 In one US study almost half of fatal or serious overdoses
occurred in those prescribed low doses (less than 20mg morphine or
equivalent). They occurred at a higher rate (1.8% per annum) in those
prescribed higher doses (100mg or more of morphine or equivalent), with a
further seven non-fatal overdoses for each fatal one.10
Figure 1 shows the annual percentage increase in Victoria in 2000–2009 in
oxycodone supply and in deaths where oxycodone was detected.

In Australia, New Zealand
and North America,
pharmaceutical opioids,
rather than heroin, are
the preferred opioids of
misuse. This tendency is
particularly so in rural
Australia where higher
rates of drug toxicity
deaths are seen.

1½% of Australian medical practitioners
are registered opioid substitution therapy
prescribers.25,28

It was estimated from a survey conducted in 2010 that the prevalence
rate of past-year PO abuse in Australia was 3.0%.18 Addiction prevalence
estimates vary widely from 0% to 50% amongst CNCP patients and from
0% to 7.7% amongst cancer patients.19 A US survey found that 29% of 140
entrants to a buprenorphine program were first introduced to opioids by
a doctor, for analgesia.20 In Australia, New Zealand and North America,
pharmaceutical opioids, rather than heroin, are the preferred opioids of
misuse.21,22 This tendency is particularly so in rural Australia23 where higher
rates of drug toxicity deaths are seen.22

In an attempt to improve addiction service
capacity, the Medical Benefits Schedule
initiated services payment items for
Addiction Specialists in the private sector
in late 2010. However, payments are
so low that virtually no specialists have
accessed them.29 This is frustrating for those
who may require advice about addiction
matters including colleagues, employers,
the courts or transport authorities. When
addiction medical services are provided in
rural areas they tend to be by the few GPs
with a special interest, a subset of whom
are Fellows of the Australasian Chapter of
Addiction Medicine. These doctors may
have to cope with professional isolation,
community resistance and being denigrated
as a ‘drug doctor’.30 Leadership by the Royal
Australian College of General Practitioners
has seen the establishment of special
interest faculties in pain and in addictions.

Specialist pain services are in short supply nationally. Only 0.18% of the
population access specialist services in any one year with a mean waiting
time of 150 days to access publicly funded pain services.26 These indicators
are worse outside the major cities.26

Speaking personally, for some years I
have not routinely accepted new patients
in my private general practice as a selfpreservation strategy. This means the public,
any statutory authorities or colleagues who
wish to refer addiction patients to me must
refer to my public hospital clinic which has
a long waiting list. However, when Medicare
rates are allocated that remunerate
specialist addiction services, at least equal
to GP rebates, I, and perhaps other Fellows,
would offer such a referral service.

Access to addiction services, where available, can be even more difficult,
with reported waiting times to enter public opioid substitution therapy
programs of up to two years.27 In rural Australia, there are additional barriers
to those seeking addiction treatments including the tyranny of distance,
access to sterile injecting equipment and privacy concerns.23 Only about

GPs are the source of most PO
prescriptions, mainly (96.5%) prescribing
them for non-malignant pain.2,31 Often,
however, these are initiated by specialists or
during hospital admissions.

The face of health services in rural Australia is quite different to those in the
urban environment. Overall, about 20% of Australia’s doctors work in rural
and remote locations serving around 33% of Australia’s population.24 Of
medical practitioners in outer regional areas, 60% are GPs compared to the
national level of 35%.25
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It is important that all physicians are familiar with preliminary stability
assessments as per the conceptual framework of Universal Precautions.5
Furthermore, they should routinely provide advice about the likely duration
of opioids required, their storage, non-diversion and safe disposal.

19. Højsted J, Sjøgren P (2007). Addiction to
opioids in chronic pain patients: a literature
review. European Journal of Pain; 11(5):
490–518.

Dr Simon Holliday FAChAM FRACGP FACRRM
General Practitioner, Albert St Medical Centre
Staff Specialist, Drug and Alcohol Clinical Services
Hunter New England Local Health District

20. Tsui JI, Herman DS, Kettavong M, Alford
D, Anderson BJ, Stein MD (2010). Physician
introduction to opioids for pain among
patients with opioid dependence and
depressive symptoms. Journal of Substance
Abuse Treatment; 39(4):378–383.
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THE RACP AND RURAL HEALTH:
AN INCONVENIENT TRUTH
Rural physician Professor Rick McLean questions what the College is doing to support rural training
and rural specialists and whether it is making its presence felt in dealings with government and other
stakeholders to address the many pressing rural health issues.
this profoundly depressing and I’m sure
that it would send many rural physicians
and paediatricians into either paroxysmal
laughter or a silent rage. There was also
a reference to a Rural Taskforce Expert
Advisory Group which, among other things,
‘… provides advice various to internal and
external stakeholders …’. However, I could
find no reference to who these nameless
and faceless experts might be.

It’s not a dog’s life in the bush!

B

efore I start, I should declare my conflicts of interest, or at least
my affiliations, which might cause me to give a less than impartial
view. I am a practising rural physician (although for only four years
and in an Australian Statistical Geographic Classification-graded
inner rural town of 20,000 people, 250 kilometres from Melbourne), a
member of the Rural Doctors Association of Australia (RDAA), an Honorary
Fellow of the Australian College of Rural and Remote Medicine (ACRRM) and
a counsellor of the Australian Association of Consultant Physicians (AACP). I
have a number of previous affiliations that I should also mention which may
impact similarly. I was a member of a range of RACP committees from 1990 to
2007, including chair of the Rural Taskforce from 2002 to 2006. From 2004
to 2006, I was chair of the Rural Specialists Group of RDAA and I was also a
medical adviser in medical education with the Commonwealth Department
of Health and Ageing from 2006 to 2008, dealing with all colleges around a
range of issues including rural health.
When I was asked to write an article about rural health, I realised that it has
been at least four years since I achieved feather duster status, being no
longer involved in any significant medico-political rural activities, so I thought
I should check what the College is saying about rural health on its website,
and also what other colleges are doing.
When I checked the College website, the primary reference to Rural Health
was under the section on Workforce and the brief webpage started with
the words ‘For many years, the College has been concerned about the
maldistribution of physicians and paediatricians in Australia ...’. I found

To the College’s credit, I found two
submissions to government about rural
health, one from 2010 and one from 2011.
The former, which was a submission to
the Rural Health Standing Committee
of Australian Health Ministers Advisory
Committee (AHMAC) concerning a national
strategic framework for rural and remote
health, seemed very reasonable. The latter
was a submission to an inquiry by the
Senate Standing Committee on Community
Affairs into factors affecting the supply of
health services and medical professionals
in rural areas. The submission addressed
only three issues: a dual specialty training
program targeting the needs of rural areas,
support for Medicare Locals and support
for further specialist training positions in
rural areas. I had not seen either before and
it was unclear who had been involved in
providing advice and finally signing off on
the documents.
I checked the websites of the Royal
Australasian College of Surgeons, the
Australian and New Zealand College of
Anaesthetists and the Royal Australian and
New Zealand College of Obstetricians and
Gynaecologists (RANZCOG) and found
much more to do with rural practice than on
the RACP website. There was information
about special interest rural groups, names of
specialists to be contacted, meeting details,
and policy and position documents. Rather
sad really.
Who are the current significant players in
rural health to which government turns when
it wants advice about rural health? Firstly
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there is the National Rural Health Alliance, an organisation with a Canberra
base that has multiple, primarily nursing and allied health, organisations
associated with it, which is very politically savvy and which can talk to
health ministers quite easily. It had a Fellow of the RACP, Nigel Stewart, a
paediatrician from South Australia, as its president on one occasion. On the
medical side, there is the rural health group within the Australian Medical
Association. Although it has several RACP Fellows in the group, it is, just like
the AMA, largely GP dominated. As well, there is the rural group of the Royal
Australian College of General Practitioners (RACGP), ACRRM and the RDAA
which are also consulted by government about rural issues. The RACGP and
ACRRM are essentially general practice organisations, while the RDAA at
least has a rural specialist group.

Around a third of the
Australian population
lives outside major
metropolitan areas,
yet this population has
local access to around
one-tenth of medical
specialists.

In addition, I decided to see what recent documents or publications exist at a
federal level that deal with or give direction about plans for the future of rural
health, and whether specialists, physicians or the RACP rate a mention.

the bailiwick of the RACP but it is just an
indication that the RACP has had a limited
role in improving the lot of those who
choose not to practise in capital cities.

In 2011, a draft background paper entitled ‘Rural and Remote Health
Workforce Innovation and Reform Strategy’ was released for discussion and
a consultation process was undertaken. The final outcome of this process
has not been released. Once again, rather depressingly, the main focus was
on upskilling of allied health workers, nurses and general practitioners and
the use of so-called innovative strategies such as nurse practitioners and
physician assistants. Specialists did not rate a mention.
A document entitled ‘National Strategic Framework for Rural and Remote
Health’ was released in 2012. It was a result of work by the Rural Health
Standing Committee of the AHMAC, and was the outcome of wide
consultation and submissions. The RACP was not involved in the consultation
process, and although the RACP made a submission which is available on
the RACP website, there is no mention of the submission being received
in the document itself. Submissions by the AACP and RANZCOG were
acknowledged in the report. Although the framework overall seems quite
sensible, there is absolutely nothing new in it. Again, specialist services
hardly rated a mention. As regards workforce and service delivery, it talks
about the need to upskill general practitioners and to use alternative service
models such as nurse practitioners.
Given that training is the College’s primary raison d’être, what is it doing
about supporting rural training? Previously, there was a basic syllabus related
to an advanced training program in rural medicine, even though I don’t think
anyone ever undertook the training! However, it was there. I see that the
College is now pushing a New Zealand style dual training program in general
medicine and one other subspecialty, to be the saviour of rural medicine.
People have not done this in the past in Australia primarily because they
haven’t wanted to and I don’t think anyone really wants to extend their
training program for no extra material benefit. Most specialists who work
in rural areas, excluding those in some of the much larger places, have no
choice but to practise some general medicine, even if it is just through the
on-call roster at the hospital, and mostly, this is not a big deal. However,
getting rural sites accredited for training, at both basic and advanced levels,
is not an easy task.
Rural and remote location is defined in a number of ways. A functional
definition that I like is that a place you live in is rural if you need to send
your kids away to school, while it is remote if your access to healthcare is
via the Royal Flying Doctor Service. In addition to the professional isolation
and social dislocation, living in rural areas incurs additional expenses that
may not necessarily be incurred in metropolitan areas. Remuneration is an
important issue, and given that most rural specialists are in private practice,
the development of the new item numbers for prolonged consultations
that was largely driven by the AACP has been a significant benefit to rural
physicians and paediatricians. Admittedly, remuneration issues are not
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Around a third of the Australian population
lives outside major metropolitan areas, yet
this population has local access to around
one-tenth of medical specialists. Although
the RACP has its first rural president (whose
office is next to mine – another possible
conflict of interest), I do not believe it has
done or is doing as much as it could to
support current or future rural practice and
specialists. While rural general practitioners
have received significant support, both from
their training organisations and government,
rural specialists are the forgotten tribes.
University departments of rural health and
rural clinical schools which have now been
around for more than 10 years are only just
starting to show the benefits of having part
of undergraduate medical education in
rural environments, and younger doctors
are now just starting to return to rural areas
to practise. In the prevocational years, an
innovative program in Victoria is allowing
interns to be based in rural practices and
to rotate into a larger centre as required.
General practitioners can undertake all
their training in rural environments and in
Queensland the rural medical generalist
program is aiming for the same thing.
There is no single answer. But I believe
that the development of more innovative
networks for training and support, including
allowing those who wish to be based rurally
to be so to allow more vertical integration of
training in a rural setting, would help.
At an administrative level, I do not believe
that the current vestigial structure within the
College relating to rural health is adequate.
Rural health cuts across many of the existing
structures within the College – education
and training, workforce, policy and advocacy,
support for Fellows. While general medicine
and Indigenous health are important aspects

of rural health, it should not be subsumed under either or both. It is too
important to be relegated to its current menial position, given that we are
talking about the 10% of current and future Fellows who are dealing with the
health of around 30% of the Australian population.
Al Gore challenged climate change sceptics, and I believe that those of
us who are rural physicians need to challenge the metro-dwelling Fellows
who believe that training and practice in the bush are second rate, and ask
Macquarie Street to be just a little more innovative and responsive to the
inconvenient truth.
Dr Rick McLean FRACP
(Grumpy old rural physician)
P.S. I have had discussions with the College President who, having worked
as a rural physician for more than 25 years and had a range of dealings with
the College prior to his current position, has many excellent ideas about how
to pursue this matter. I’m sure he would be very happy to hear from rural
Fellows who have good ideas about how to improve the situation.

Editorial Note
The College has administered the Rural Health Continuing Education (RHCE)
program on behalf of the Australian Government Department of Health and
Ageing since the program’s commencement in 2010. The RHCE program

supports rural specialists from all specialist
medical colleges by providing opportunities
for them to participate in Continuing
Professional Development (CPD) activities
and projects. The program also provides
assistance to individual specialists to
attend CPD activities outside the program,
as well as supporting the development of
multidisciplinary and cross-specialisation
CPD projects around Australia. The College
has been successful in developing several
other projects as well as participating in
the development of projects led by other
specialist medical colleges.
The October issue of RACP News and the
next issue of mediscussion, the College’s
policy and advocacy quarterly, will feature
further discussion on rural health issues, as
well as College programs and policy and
advocacy to address these issues. We would
like to hear your views on rural health issues
too, so please send your comments to the
editor at racpnews@racp.edu.au.

Telehealth – benefiting country
and Indigenous patients
Telehealth can be of enormous benefit to rural, remote and Indigenous patients, and to the doctors
providing medical care. An oncologist and an endocrinologist, both RACP Fellows, describe why
telemedicine is a great initiative and how it has helped them provide better care to these patients.

A

delaide oncologist Dr Sid Selva provides consultations using
video technology to patients in Broken Hill. His experience in
telemedicine goes back to the late 1990s when he was the
sole regional oncologist in Darwin. A telemedicine link was
established between Darwin and Adelaide that allowed Dr Selva to present
cases to multidisciplinary cancer meetings at Royal Adelaide Hospital. ‘It
was easier than I thought and was especially useful for rare cancers where
expertise needs to be centralised at major teaching hospitals,’ he said.

Dr Sid Selva: ‘It was easier than I thought’ After a six-month
successful trial of telemedicine for patients in Broken Hill, Dr Selva now runs
a monthly video-consultation service. ‘I can have good conversations about
complicated issues with patients,’ he said. Dr Selva also reported that he
has talked to patients he did not know and this has worked well.
‘Generally the technology works fine and you can see and hear the patient
well. Occasionally there is a bit of a delay,’ he said.
Dr Selva says that in his specialty teamwork is essential and good
organisational support at the patient end is necessary. A nurse always sits in
with the patient.

Dr Sid Selva
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Dr Selva described a patient from Broken Hill who had surgery for
cancer at the Royal Adelaide Hospital. The patient was not interested in
further treatment and had no time to see an oncologist before he left the
hospital. A video-consultation between the patient and Dr Selva provided
an opportunity to talk through the pros and cons of further treatment
options and, at the end, an agreement was reached about the path ahead.
Telemedicine in this case allowed the patient to make a fully informed
decision.

Dr Devina Joshi: ‘Endocrinology is an ideal specialty
for telemedicine’
Dr Devina Joshi is an endocrinologist from Coffs Harbour who provides
video-consultations to patients in Grafton, Nambucca and at Durri Aboriginal
Medical Service in Kempsey. Endocrinology is an ideal specialty for
telemedicine because the specialist does not always need to perform a
physical examination on the patient, but rather reviews progress based on
patient self-monitoring and reporting and results of investigations such as
pathology tests.
Dr Joshi started video-consultations in 2011 when the Commonwealth
rebate was introduced. ‘Initially I expected many of my older patients to be
uncomfortable with computers but discovered that, with good organisation
at the host sites, they were very comfortable with the technology.

A telemedicine session. Reproduced with
permission of NSW Rural Doctors Network.

‘The majority of patients are ecstatic, especially those who otherwise would
have travelled long distances.
‘Patients are more likely to keep appointments due to a combination
of factors including ease of access to the consultation and bulk billing,’
she said.
Flexibility is something that Dr Joshi really likes about telemedicine. She
uses Skype in some locations and other programs elsewhere. For her, two
computer screens in her consulting room are essential. This allows one
screen to be devoted entirely to the patient while the other is linked to
dedicated software such as Medical Director, allowing immediate access to
patient records and test results.
Dr Joshi does not need anyone to be present with the patient. However, if
there are problems with communication she is keen to involve the diabetes
educator. Since her consultations can take up to 45 minutes, she does
not expect a GP to sit with the patient; however, their presence is always
welcome.

Dr Selva and Dr Joshi use telemedicine differently
The experiences of Dr Selva and Dr Joshi demonstrate the flexibility of the
technology that supports video-consultation.

Dr Devina Joshi

Both doctors agree that success depends upon very good organisation at
the patient end and hope to see significant improvements in technology,
which will allow for even better transmission of picture and sound.
Both doctors sing the praises of telemedicine in terms of providing access
to expert care for rural and remote patients. Dr Selva adds, ‘Telemedicine
could even allow rural and remote patients to participate in clinical trials
without the need for relocation.’
‘Telemedicine has a very positive future,’ concludes Dr Joshi.

Patients like their tele-consultation experience
The NSW Rural Doctors Network is undertaking an evaluation of its
telemedicine projects for rural, remote and Aboriginal communities. To date,
every patient who has experienced a tele-consultation with Dr Selva and Dr
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Joshi has rated the consultation very highly.
Ultimately, of course, this is what it’s all about.

Dr Elizabeth Barrett FFPHM is Medical Adviser
for NSW Rural Doctors Network (www.nswrdn.
com.au). She has worked in senior health
management and public health roles for many
years including that of Regional Director of
Health for a large rural area.

New Physicians Telehealth
Support Project
In this article the focus is on various College and external initiatives to support physicians’ use of
telehealth to improve patient outcomes, particularly in rural and remote Australia.

A

n exciting development in healthcare in recent years has been
the growth of telehealth. More health professionals, including
physicians, have discovered that telehealth is a relatively simple
and low-cost way of improving patient care and reaching more

patients.

But what is telehealth? Essentially, telehealth is a consultation between a
patient and a health professional via videoconference. Clinicians can connect
and consult with a patient without the need to be in the same place at the
same time. While telehealth should not replace in-person consultations
(especially initial consults), telehealth is an incredibly useful tool to help
patients and physicians manage follow-up consultations. Telehealth can also
be used for supervision and education.
Telehealth makes it easier for physicians to offer specialist care to patients
who find it difficult to access these services – it is especially valuable
to patients living in rural and remote areas, who often must leave their
communities for specialist services, which is time-consuming and expensive.
Telehealth is also valuable for people in cities who find it difficult to travel, like
frail and aged residents of nursing homes.
Many physicians also say that telehealth can save them a lot of time – some
who previously travelled long distances for routine follow-up consultations are
now providing some of this care from their home practices.
The Australian Government offers a number of Medicare Benefits Schedule
incentives to support telehealth consultations. The headline incentive is the
‘On Board Incentive’, which is a one-off payment paid directly to a practitioner
in two instalments – the first instalment is paid after the first valid telehealth
MBS claim is processed and the second is paid after the tenth valid telehealth
MBS claim is processed. In the 2012–13 financial year the incentive is $4800,
falling to $3900 in 2013–14. The set-up costs of most beginner telehealth
systems will be covered by the incentive. For detailed information about
the On Board Incentive and other incentives, visit the Telehealth Page for
Specialists on the MBS Online website at: www.mbsonline.gov.au/telehealth.
The Australian Government Department of Health and Ageing has begun

funding the College’s new Physicians
Telehealth Support Project, which will run
until 30 April 2013. The project will:
• provide information and technical support
to physicians considering telehealth
• develop professional standards and
clinical guidelines to govern the use of
telehealth in clinical settings
• develop professional development
opportunities in telehealth.
A Working Group of Fellows has been
established to guide the project, following
advertisements for nominations in late
June and early July. There were over 50
expressions of interest in the Working Group,
an unprecedented number, demonstrating
the Fellowship’s strong interest in telehealth.
The Fellowship’s expertise and practical
insights will be crucial to the project.
The College has appointed two officers to
support Fellows, trainees and Overseas
Trained Physicians’ move towards telehealth.
The Telehealth Support Officer will provide
technical support and advice to physicians
on telehealth issues, and the Telehealth
Communication Officer will raise awareness
of telehealth and its benefits. Please email
telehealth@racp.edu.au to contact either
officer and to learn more about the project.
Nick Cox
Senior Policy Officer
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PRACTISING IN ISOLATION – THE
CHALLENGES AND REWARDS
The many benefits of living and working in a small community often offset the challenges confronting
doctors who practise in remote or isolated regions.

T

he challenges faced by clinicians working in an isolated or
remote environment are often different from those experienced
by practitioners in main centres. It can be difficult to engage in
continuing professional development (CPD) activities, and indeed
to get away for leave of any kind. Access to investigations or treatments
can be limited, which may influence the clinician to sway from what would
otherwise be best practice. The benefits of easy, informal access to
colleagues may not be realisable as these colleagues are not just ‘down
the corridor’. It can also be much harder to absorb fluctuations in workload
when you are the only doctor in town, and at times the workload can
become unmanageable. An additional challenge for physicians working in
isolated rural settings is that friends may become their patients, altering the
nature of their friendship and making them feel even more isolated.
There are, however, huge rewards in taking on a role in a rural or isolated
community. It is easier to be drawn in to and become part of a small
community and to develop strong relationships with others living and
working there. Limited access to investigations can support the practice
of a more ‘pure’ form of medicine and the maintenance of clinical skills.
Bureaucracy is replaced by autonomy, facilitating innovation that can
overcome some of the challenges mentioned earlier.
Paediatrician Dr John Garrett shares opposite his experiences of working
in a remote part of New Zealand and discusses some of the challenges he
has faced and the opportunities they have provided.

Two and a half years ago I started work as
the Liaison Paediatrician for the West Coast
of the South Island in New Zealand. This
is one of the more remote and sparsely
populated regions of the country. There are
just over 30,000 people living on the Coast,
6500 of them children. These children occur
at a rate of 0.3 per square kilometre, and
so for some their local hospital is four hours
away by road. The West Coast District Health
Board (DHB) is neighbour to the Canterbury
District Health Board, New Zealand’s largest.
The liaison role I have reflects the fact that I
am employed by both DHBs.
The job is set up so that I live in Christchurch
and work part of my time there, but I am also
responsible for the paediatric care of the
children of the West Coast. I visit the West
Coast for two days every two weeks, and the
rest of the time I work remotely. Because of
this I rely heavily on the West Coast based
nursing and medical staff, who do the hands
on acute work. In turn, they rely on me to
provide them with appropriate support.
Working between a small and a large centre
means I have access to a true general
paediatric experience, at the same time
allowing me to have an excellent collegial
support network. I have become involved
in the evolving role of the Rural Hospital
Medicine Specialist on the West Coast.
Together we have tried hard to find ways to
ensure that the children on the Coast have,
as much as possible, the same access to
care as the patients I have in Christchurch.
A part of this has been to add telemedicine
to our daily routine, which has helped take
away some of my anxiety about being
involved in acute paediatrics from a distance.
Another part is conducting my clinics in any
of the 12 hospitals in rural clinic locations
along the length of the West Coast. It seems
right to see patients close to where they
live, just like it seems right to schedule in a
mountain bike ride on the way back home!

Dr John Garrett conducting a follow-up clinic appointment by telemedicine
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Dr John Garrett FRACP

IN PROFILE

DR NICK COATSWORTH FRACP,
MÉDECINS SANS FRONTIÈRES
Dr Nick Coatsworth spoke with Kate White, RACP Senior Communications Officer, about his time on
the Board and as President of MSF Australia, and the challenges and rewards of both working in the
field and these management positions.

W

ith Australian and New Zealand representatives excelling in
international projects, and an increase in donations from $10
million to $60 million in recent years, Médecins Sans Frontières
(MSF) Australia is making an impact on medical humanitarian aid.

According to RACP Fellow and outgoing MSF Australia President Dr Nick
Coatsworth, who has worked in the field in Congo-Brazzaville, Chad and
Sudan, MSF provides an opportunity for Fellows and trainees to gain unique
experience that can only benefit patients in the Australian and New Zealand
setting.
A dual accredited physician in respiratory medicine and infectious diseases,
Dr Coatsworth is the first RACP Fellow to serve as President of MSF Australia.
Dr Coatsworth was elected to the MSF Australia Board in May 2008 and was
elected Vice-President in May 2009 and President in 2010.
‘Working for MSF was in the back of my mind the whole time at medical
school,’ Dr Coatsworth said. ‘It got me through the dark days of medical school
when I lost motivation, I knew in my mind I’d do this (MSF) at the end of it. I
know a number of other physicians working in MSF who felt the same way – it
can really become a driver for your training in Australia.
Since having a family and completing his training, Dr Coatsworth has found a
different way to serve MSF, as a Board member.
‘The MSF Australia Board is similar to that of any company; it comes with all the
responsibilities of being a company director, however it is a company with a
budget of $60 million per year, derived solely from donations, so you’re tasked
with managing that and managing the health and safety of field workers, in
environments where you have very little control.
‘People in the corporate world would be more comfortable with these tasks,
but as a doctor you need to adapt to a completely different way of working,
which is a challenge but also an opportunity; you can’t build skills like that in
day-to-day practice.’
Every day more than 24,000 Médecins Sans Frontières field workers provide
assistance to people caught in crisis around the world, and according to
Dr Coatsworth, the clinical reputation of Australia and New Zealand is well
recognised.
‘As field officers and project coordinators, Australians and New Zealanders
have a real reputation within the MSF movement for being good generalists
who can cope with a wide range of situations, probably because of the work
that many of the field officers and project coordinators have already done in
the remote and rural settings.
‘There is no requirement set in stone to work for MSF but if you can
demonstrate work in rural and remote Australia, or with Indigenous
communities, you are nine-tenths there.’
Dr Coatsworth said that while many physician trainees and other healthcare
professionals think about undertaking an MSF project, concern is often felt

about the time away from training pathways.
Dr Coatsworth is quick to point out that, while
there are risks involved, the rewards outweigh
the challenges of taking time out from the
‘career juggernaut’.
‘There is no harm in getting off the training
pathway,’ Dr Coatsworth said. ‘A lot of people
fear that if you take a year off, nobody knows
you anymore, that your peers have gone
through and you’re not going to get a job. I had
those same fears, but you come back; you’re
still on a training program and people still need
physicians. It is not going to be damaging to
your CV to do something like this.
‘With the exception of the Northern Territory,
where unfortunately there are third world health
problems amongst our Indigenous population,
you don’t get the breadth of experience that
you do overseas.
‘You put yourself at a different level of comfort,
for example, handling vaccination programs for
thousands of kids in trying conditions over a
short period of time. You come back and it’s not
that things are easier, things are equally difficult
here, but suddenly you feel a lot more capable.’
Dr Coatsworth will step down as the President of
MSF Australia at the end of August, to focus on
his new role as the Deputy Director of Disaster
Preparedness and Response for the National
Critical Care and Trauma Response Centre in
Darwin.
Dr Coatsworth will remain on the MSF Australia
Board and will continue to work on expanding
awareness of MSF in Australia.
‘We are doing well in Australia in terms of
donations, particularly when you consider that
we have a low awareness base. The rationale
for increasing awareness is to develop the
humanitarian discourse in Australia and New
Zealand and to take it to a new level.’
Kate White
RACP Senior Communications Officer
Have you volunteered for MSF? If so, we look
forward to hearing about your experiences.
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A CHALLENGING PROCESS EVERYONE
SHOULD KNOW SOMETHING ABOUT
Overseas Trained Physicians play a vital role in the delivery of healthcare in both Australia and New
Zealand, and here we discuss the continuous improvements in their assessment being undertaken by
the College to ensure that patient safety and quality of care are not compromised.

F

inding accurate data on the percentage of specialists in Australia
and New Zealand who completed part of their training overseas can
be difficult. For International Medical Graduates (IMGs) in Australia,
estimates vary between 20% and 30% of employed medical
practitioners, and for New Zealand IMGs, they vary between 30% and 40%,
with the percentage of specialists being smaller. Perhaps the most accurate
comparable data comes from the Australian Institute for Health and Welfare
Medical Labour Force Survey 2006 (unpublished) and the Medical Council
of New Zealand.1 They state respectively that the percentage was 22.8%
in Australia and 34% in New Zealand. In Australia at that time the highest
proportion of IMGs was in Western Australia with 34.8%, whilst Victoria had
the lowest with 18.3%.
Although both countries have declared a desire to have a self-sufficient
medical workforce, Overseas Trained Physicians (OTPs) are currently playing
a crucial role, and without their participation the current level of professional
care in our hospitals, community health centres and other medical
environments would not be sustainable. With the increased globalisation of
health and disease, it is essential that we have systems in place that allow
doctors freedom of movement across geographical and political jurisdictions,
to learn and share across developing and developed countries.
Patient safety is of primary importance to The Royal Australasian College
of Physicians (RACP). This does not temper our support for OTPs and
opportunities to work across countries, but it does mean the College must
have a thorough, robust, fair and transparent process for the assessment of
OTPs, which is at times necessarily conservative. Peer review/supervision
is our primary mode of assessment; however, at times, additional checks of
examinations or practice visits are necessary.
The Assessment of OTPs (Australia) Policy and the Assessment of OTPs (New
Zealand) Policy were two of the first policies ratified by the College Education
Committee, in 2009. They were developed by the Expert Advisory Group
(EAG) on OTPs over a number of years using research gained from the OTP
Mentoring and Supervision Support Project, which was part funded by the
Commonwealth Department of Health and Ageing (DoHA).
The funding for the project allowed the RACP to engage Professor Kichu Nair
AM FRACP as a Clinical Consultant. It also allowed us to:
• implement focus groups around Australia in 2006
• create seven working groups to look at specific aspects of OTP
assessment and peer review
• launch our first ever OTP questionnaire.
There was wide consultation with key stakeholders including every OTP
undergoing assessment, peer reviewers and interviewers, and all Advanced
Training Committee Chairs. It is estimated that at least 520 individuals were
invited to provide feedback on the OTP assessment process.2

16

RACP News / AUGUST 2012

Apart from policy development, the key
outcomes of the project and subsequent
work by the OTP EAG and RACP staff have
included:
1. The online OTP Orientation Program
(now compulsory for Australian OTPs).
This program assists OTPs in learning
about the Australian healthcare setting.
2. Clearer information on the assessment
process, including:
• induction packs for OTPs beginning
		 the assessment process
• information packs for new OTP
		peer reviewers.
3. Improved procedures around the
administration of OTP assessment.
4. The trialling of a specific OTP
examination format for the Clinical
Examination of the Adult Medicine
Division (changed to the standardised
format in 2011).
5. An identified desire to improve
assessment and engagement including:
• more development opportunities
		 for peer reviewers
• use of Multi-source Feedback
• use of Continuing Professional
		Development.
In Australia the RACP acts on behalf of
the Australian Medical Council (AMC) and
the Medical Board of Australia (MBA) in its
assessment of OTPs. In New Zealand the
RACP is a Branch Advisory Body of the
Medical Council of New Zealand (MCNZ).
Our assessment policies incorporate the
regulatory bodies’ guidelines and we adhere
strictly to them. The OTP EAG is currently
reviewing the policies every six months to
account for feedback received from OTPs
and the Fellowship and to ensure we remain
aligned to the AMC and MCNZ guidelines. We
actively listen to our stakeholders and, as with
all Education policies, the RACP welcomes
feedback and will always consider change if it

is within the government and associated agency guidelines and regulations.
One of the changes we have made on feedback since the policies were
ratified is that applicants who have completed training in a country with a
comparable health system may be considered for exemption from sitting the
RACP examinations. Exemptions are based on seniority in specialist clinical
practice and current standing within the medical profession. The applicant
must have a lengthy period of specialist practice to be eligible for exemption,
and must also have made an identifiable contribution to the profession, which
compensates for the lack of equivalent examination.

Commonwealth House of Representatives Inquiry
In November 2010 the Australian House of Representatives Standing
Committee on Health and Ageing announced an inquiry into registration
processes and support for overseas trained doctors (OTDs). The terms of
reference for the inquiry were to explore current administrative processes and
accountability measures, to report on the support programs available, and
to suggest ways to remove impediments and promote pathways for OTDs
without lowering the necessary standards required by colleges and regulatory
bodies.
The RACP made a 58-page submission to the inquiry, outlining our processes
and the way we meet AMC guidelines and making four recommendations for
improvement in the process:

1. That specialist assessment outcomes are publicly available to assist
benchmarking performance across specialist pathways.
2. That the Australian Government creates a centralised single Federal
agency for a streamlined and integrated process for overseas trained
doctors to access to gain all the information they need during the
application process.
3. That, in the interests of continuous improvement, regulators and other
medical bodies work with the medical colleges to explore opportunities
from other countries, especially New Zealand, to improve processes
in Australia.
4. That the Australian Government considers a public awareness campaign
to promote greater understanding and compliance with the overseas
trained doctors’ assessment process and how overseas trained doctors
can better integrate with the national healthcare system, particularly in
rural and remote areas.
Our submission stated:

The specialist assessment pathway must be aligned to our local training and
assessment process to ensure comparability of exposure and fairness.
This means that overseas trained doctors are assessed to the same standards
as those doctors trained in Australia. This provides a level playing field for
assessment and a commonality of evaluation.
The Standing Committee has subsequently held public hearings around
Australia with the CEO of the RACP, Dr Jennifer Alexander, one of the first
witnesses to appear. In her opening statement Dr Alexander emphasised
the significant contribution OTPs make to Australia and New Zealand, the
desire of the RACP to work with government in improving the assessment
of overseas trained doctors and the complexities of the OTP assessment
process. She referenced the many stakeholders, including regulators, state
and territory health departments, medical colleges, and the individual doctors
themselves. She reminded the committee that the Australian Medical Council
had acknowledged in its risk assessment matrix that at the specialist level the
risks for clinical care provided was significantly higher than in other clinical
groups. Dr Alexander stated that it was recognised that a higher level of rigour

in assessment was required for overseas
trained specialists than was required for
doctors seeking general registration. She
also stated that in the past three years in
Australia the RACP had individually assessed
over 420 doctors from 42 overseas countries
in more than 25 medical specialties, each
with differing levels of clinical experience
and recency of practice. In some countries,
of course, there is more than one specialist
training pathway and yet each doctor the
RACP reviews is individually assessed
according to the same rigorous process.
The Standing Committee’s report, Lost in
the Labyrinth, was tabled in the House of
Representatives on 19 March 2012. It was
welcomed by the RACP and makes 45
recommendations aimed at government
health bodies (Australian Health Practitioner
Regulation Agency (AHPRA), DoHA, AMC
and Health Workforce Australia (HWA) as
well as specialist medical colleges. The
College was already working towards
most of the recommendations, including
greater communication with OTPs and their
employers regarding policy, process and
opportunities for appeal; making outcome
statistics more publicly available; and
improving communication and crossover with
all stakeholders involved. The RACP was part
of a working group, including the AMC and
AHPRA, which worked on a response prior to
the government’s response to the report.

Current situation
On average the College is involved in the
assessment of 186 OTPs per year (for a
breakdown of the figures for 2009–2011,
see Figures 1 and 2). The highest number
of specialists we assess are in general
paediatrics and general medicine. Cardiology,
neonatology, geriatrics and neurology
specialists are also significant in number.
In OTP assessment no one individual can
decide an outcome. There are several stages
to the assessment. In most cases an initial
application is made to the AMC or MCNZ
for consideration, before it is considered
by the RACP. The RACP process involves
two or more experienced Fellows acting as
interviewers who produce an independent
report for consideration by the relevant OTP
assessment committee. The interviewers
represent the relevant specialty and the
relevant OTP assessment committee.
The interview report with the full
application (including referee reports) and
recommendations from the interviewers
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Figure 1: Number of OTP applications received in Australia and New
Zealand for Adult Medicine and Paediatrics & Child Health, 2009–2011

Figure 2: Number of OTP applications received in Australia and New
Zealand for the Faculties and Chapters, 2009–2011

Figure 3: Outcomes of OTP applications in
Australia, 2009–2011

2. Partially comparable – where some
aspects of an OTP’s training and
experience are considered equivalent to
that of a locally trained specialist.
3. Substantially comparable – where most
aspects of an OTP’s training and
experience are considered equivalent to
that of a locally trained specialist.
All comparable applicants are required to
successfully complete at least 12 months
practice under peer review. Partially
comparable OTPs are also frequently
required to successfully complete
examinations and periods of top-up training.
Completing the OTP Orientation Program
and a formal CPD program is also mandated
to assist OTPs in adjusting to the local
environment.

are then considered by the relevant committee. Assessment is currently
undertaken by the Divisional OTP Subcommittees and the Faculty and
Chapter Education Committees.
The Divisional OTP Subcommittees in Australia deal with a particularly high
number of OTPs and meet monthly via teleconference and face to face twice
per year. They have a very large amount of documentation to consider on
every applicant but approach every case with the same thoroughness and
transparency, considering only the documentation before them and the
OTPs’ comparability with locally trained specialists.
Similarly in New Zealand, the Joint Divisional OTP Assessment Committee
meets monthly with the same committed approach.
In Australia the OTP committees include former OTPs and in both countries
have representatives from most states or regions and subspecialties. All
have a sound understanding of the RACP training programs and their
differences from training programs overseas.
The Advanced Training Committees are also a key part of the process and
provide input and sign-off at each stage.
In Australia there are three possible outcomes for OTPs undergoing
assessment (see Figure 3 for the outcomes of assessment 2009–2011):
1. Not comparable – where an OTP’s training and experience are not
considered to be equivalent to that of a locally trained specialist.
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In New Zealand there are also three possible
outcomes for OTPs undergoing assessment
on behalf of the MCNZ (see Figure 4 for the
outcomes of assessment 2009–2011):
1. Not equivalent (Option C) – where an
OTP’s qualifications, training and
experience are not considered to be
equivalent or comparable to those of an
Australasian trained specialist vocationally
registered in the same vocational scope.
2. Nearly equivalent (Option B) Assessment
Pathway – where the OTP has
qualifications, training and experience
nearly comparable to those of a medical
practitioner vocationally registered in the
same vocational scope and is expected to
reach the standard of competence
required for registration within a vocational
scope of practice within 12–18 months of
supervised clinical experience and
assessment (a Vocational Practice
Assessment (VPA) or a Clinical
examination may be required).

3.	Equivalent to (Option A) Supervision Pathway – where the applicant
has qualifications, training and experience comparable to those of a
medical practitioner vocationally registered in the same vocational
scope. Registration within a vocational scope of practice will be
appropriate after 12 months’ supervised practice and on receipt of
satisfactory supervisor’s reports.

Figure 4: Outcomes of OTP applications in
New Zealand, 2009–2011

Participating in MyCPD during assessment is also a requirement of both the
MCNZ and the College.
There is more we can do to support OTPs in negotiating specialist
assessment and other pathways to practice; however, the RACP ensures that
our current processes are thorough and procedurally fair.

Reconsideration, Review and Appeal
A robust, transparent and fair appeals process exists for OTPs who are
not satisfied with their assessment outcomes. An OTP has 30 days from
receipt of their outcome to provide additional information and request a
reconsideration of that decision by the relevant committee. If still dissatisfied
with the outcome, the OTP may request within 30 days an independent
review by the next level committee. If remaining dissatisfied applicants may
appeal to the Board of the College.
To protect the robustness of the appeal process, OTPs and the Fellows
who support them, or have some involvement in their assessment, must not
contact committee members or RACP office holders directly. For information
to be considered it must be passed to the relevant committee via the OTP
Unit. Outcomes and cases can only be discussed with the OTP involved.
In New Zealand appeals are generally managed by the Medical Council of
New Zealand.
In 2011, the RACP undertook a survey of all OTPs assessed since 2007,
which received a 50% response rate (n=322). The survey assisted in
understanding OTPs’ experiences of the process, contributing factors and
areas for improvement.
Key findings included:
• Over two-thirds of respondents (69.1%) found the outcome of their
assessment easy to understand.
• Many respondents felt that the peer review process was an accurate way
of assessing clinical skills in the Australian healthcare setting.
• More than half of the respondents (52.1%) rated the College staff
as helpful throughout the application process.
• More than half of the respondents (52.8%) rated the process of applying
for Specialist Recognition/Area of Need positions as Difficult or Very
Difficult.
• Many OTPs commented that navigating through various organisations
(AMC, AHPRA and RACP) made the registration process confusing.

or partially comparable. Most are assessed in
a timely manner, in a fair and equitable way
and in an open and transparent process.
We, of course, recognise that there are
always opportunities for improvement,
which is why we have actively participated
in this inquiry and made a number of
recommendations in our submission.
The process is complex but we have
many committed and experienced Fellows
and staff involved in this assessment
process. We are consistently studying
new educational and training systems and
using information in the public domain to
determine comparability to our programs.
This allows procedural fairness to applicants
from jurisdictions that have relatively few
applicants. The OTP Unit within Education
Services at the College exists to support
OTPs and their reviewers through the
process. The focus for our OTP Assessment
Committees will always be patient safety but
with a high regard for the value OTPs add
to the Australian and New Zealand medical
environments and the differences in learning
and approach to patients that exist around
the world.
Professor David Kandiah
Former Chair of the Overseas Trained
Physicians Expert Advisory Group
and Adult Medicine OTP Subcommittee

The RACP will be addressing these findings in the coming months.

Dr Paul Frankish
Chair of the NZ OTP Assessment Committee

Conclusion

Dr Rob Roseby
Chair of the Paediatrics & Child Health OTP
Subcommittee

As Dr Jennifer Alexander said in her statement to the Australian House of
Representatives Standing Committee on Health and Ageing:

Overall, the outcome is mainly positive for the overseas trained doctors that
we assess. The vast majority are found to be either substantially comparable

Keith Johnstone
Fellows Learning Support Manager
References on page 39
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ADVANCED TRAINING FORUM GOES
FROM STRENGTH TO STRENGTH
The Advanced Training Forum is set to become an annual event on the College calendar
to support trainees during their training journey.

Annemarie Hennessy guided the attendees
through the necessity of incorporating
research into their future careers in her
address, ‘Choosing a project and integrating
research into future practice’.
Feedback from the forum was generally very
positive. One trainee said the forum was ‘an
excellent way to bring up individual training
issues’, and another, that this event is ‘now
firmly on the College’s timetable’ and the
talks were ’fantastic’. A third attendee noted
that the ‘individual sessions were excellent
and for the first time I felt the College knew
who I was’.

Several Advanced Trainees sit down with Education Officers for one-on-one
discussion about the progress of their training

O

n 19 April 2012, the NSW State Office sponsored the second
annual Advanced Training Forum in conjunction with the
Advanced Training Unit within the College. This well-received
event was attended by 45 trainees who were not only in
attendance at the College’s offices at 52 Phillip Street, but were also
connected via videoconference from areas such as Wollongong, Newcastle
and Canberra. This reflected a 67% increase in attendance from the first
annual Advanced Training Forum held in 2011.
Key to this forum was the opportunity for trainees to meet face to face with
Education Officers from the Advanced Training Unit to discuss their current
progress in meeting their training requirements. This feature was popular in
the previous year and again at the recent forum. Eleven College Education
Officers from the Advanced Training Unit donated their time on the evening
to support the Advanced Trainees in this process.
Several key speakers delivered not only timely, but also entertaining
information to assist the trainees as they continue their training journey. In
his presentation, ‘Advanced training and beyond’, Dr Graeme Thompson
addressed real-life application of the various training choices available to
current trainees. Dr Rob Slade examined the practicalities of practising as
a consultant from his own personal experiences and outlined the cache of
experience and skill each trainee would need to be a successful consultant
in his talk, ‘Transition to consultancy’. To close the evening, Professor
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Plans are currently underway to hold the
2013 Advanced Training Forum in Sydney
during April 2013. The NSW State Office
considers the participation of rural trainees
to be key and as such videoconference
facilities will once again be offered. For the
2013 forum, the NSW State Office and the
Advanced Training Unit will be brainstorming
ways for rural videoconference attendees to
also benefit from one-on-one conversations
with the Advanced Training Unit
representatives.
The Advanced Training Forum is one
of the many ways that the NSW State
Office is trying to assist in instilling value
in the experience of current and future
trainees. Events such as these will continue
to be developed and any feedback to
improve attendees’ experiences would be
welcomed. If you are a current Advanced
Trainee and will still be in training in April
2013, or if you are a Basic Trainee who will
be transitioning to Advanced Training very
soon, I strongly encourage you to attend
next year’s forum as a supplement to your
training journey. Feel free to contact me at
Tamsen.Maher@racp.edu.au or by phone
on 61 2 9256 9645 with any questions you
have or to express interest in attendance.
Tamsen Maher
NSW State Manager

CLINICAL PRACTICE IMPROVEMENT
The Advanced Trainees involved in the NSW Pilot Clinical Practice Improvement Program begun in
February this year have been introduced to a wealth of new experiences and learning opportunities.
In an interview with Tamsen Maher, RACP NSW State Manager, Dr John Cass-Verco shares his
invaluable insights on the program and his project.
How do you feel you have progressed towards the completion of your CPI
project?
After a slow start, my research is progressing well. My CPI (Clinical Practice
Improvement) project involves reducing the percentage of avoidable
admissions to Gosford Hospital Children’s Ward for four common general
paediatric conditions (cellulitis, gastroenteritis, urinary tract infection and
pneumonia) by 50% in four months, through the utilisation of an ambulatory
paediatric review clinic. The clinic is a joint initiative involving staff from both
Gosford and Wyong hospitals.
I have formulated a set of criteria to analyse whether admissions for the
above conditions from the start of March to the end of June 2011 (four
months) were potentially avoidable and am comparing those percentages
with the percentage of avoidable admissions since the institution of the
clinic. The results so far are very promising, showing that roughly half of the
admissions from 2011 could have been safely cared for in an ambulatory
care setting. Since the commencement of the clinic, these numbers have
dropped significantly. Thanks to the Clinical Excellence Commission (CEC)
and RACP staff, I have been provided with all the tools I require to conduct
the above research and analyse my results.

Dr John Cass-Verco

How did you choose your research topic?
I started thinking about possible projects at the start of 2012 while on
secondment at Gosford Hospital. When I received the email detailing the
RACP/CEC CPI initiative, my interest in CPI was sparked. Preliminary plans
for a possible ambulatory care unit were being discussed at the time and I
saw this as a perfect initiative to get involved with from a CPI perspective
and help develop. I am lucky that my research is in an area that I am truly
passionate about, which means my motivation was high from the start.
For the last three months I have been working with the amazing staff at
the Paediatric Ambulatory Care Unit at Wyong Hospital and this has really
helped to further build my interest in, and commitment to, the integral role of
ambulatory care in paediatrics. It is definitely the way of the future for much
of paediatrics. It has proven itself to be safe, effective and very popular with
families both in Australia and abroad. The children love it, the parents love
it and the healthcare system should love it as it is an extremely efficient use
of resources.

How has the CPI program been beneficial to you?
Prior to getting involved, I had a very limited idea of what CPI entailed. The
training days have really opened my eyes to CPI and have really enhanced
my skill set. I’ve also been given access to useful readings and resources
and lots of helpful advice on how to proceed with my project. I am hoping
to publish my results and I feel sure that the CEC/RACP team will go out of
their way to assist me to make this a reality.

What are the barriers to progress that you have experienced, if any?

The main barrier has really been finding the
time to devote to the project in the midst
of a busy work schedule and family life. My
project happens to be one that demands
a large time commitment. For example,
my audit from 2011 involved reviewing
the medical records of 155 patients. For
those of you who have been involved in
auditing medical records, I’m sure you
can appreciate how time consuming that
process was!
In terms of current barriers, the clinic is
experiencing some staffing issues that
will, unfortunately, significantly affect its
functioning for the remainder of 2012.
This is disappointing, as it will affect the
provision of a very effective service, but
also the amount of data I will be able to
collect this year and the overall statistical
significance of the clinic’s effectiveness.
This experience, however, has not been
entirely without benefit. It has taught me
that there is so much more to research and
the implementation of change than simply
coming up with a good idea. It is a gradual
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and multi-stage process that takes persistence, time and flexibility to alter
one’s approach when obstacles are met.

Would you change anything if you were to participate in this
program again?
No, not really. I am so glad to have been given the opportunity to be
involved in the CPI project and to learn about an area of research
methodology that I feel very passionate about. As doctors, we are often
encouraged to get involved in research, but for those of us with a more
clinical bent, this is often daunting and frustrating. CPI is essentially much
more clinically focused and therefore the perfect area for a more handson, patient care centred practitioner like myself.

What advice do you have for new participants in the program?
My recommendations are not earth shattering. To new participants I would
emphasise the importance of choosing a project that you feel passionate
about because you will need to draw on that interest when your motivation
levels falter. I would also recommend involving a supervisor who has a real
interest in the same area. Having someone else on board who has thought
deeply about your topic allows you to refine your aim and methods more
effectively.
To all Advanced Trainees out there who are considering getting involved,
I would recommend signing up. Not only will you have a wonderful
learning experience in an area of research methodology that is growing
exponentially, but you will also be given assistance to complete what will
become your college project. The teachers on the training days are all
very knowledgeable and have a passion for CPI that is infectious. You
may or may not be aware, but CPI is becoming increasingly important for
clinicians to be involved in. Hospitals are demanding it, and ultimately our

patients will too. Successful CPI projects
translate into improved healthcare systems,
better clinical outcomes, reduction in
adverse outcomes, improved patient
satisfaction and more efficient resource
allocation. Who can argue with that?
Dr Cass-Verco’s experiences detail a hardfought, but successful and gratifying journey
through the NSW Pilot Clinical Practice
Improvement Program this year. He hopes
to produce a paper of publishable quality by
mid-January 2013.
Intake for the 2013 Program will begin in
October 2012. I would strongly encourage
any interested qualified trainees (both
third-year Basic Trainees entering Advanced
Training in 2013 and first and second-year
Advanced Trainees who will be continuing
their training throughout the entirety of
2013) to contact me by email at Tamsen.
Maher@racp.edu.au or by phone on +61
2 9256 9645 to express interest and for
further information.
Tamsen Maher
NSW State Manager

SUCCESSFUL MEETING WITH
NZ MINISTER OF HEALTH

N

ew Zealand President Dr John O’Donnell and President-Elect
Associate Professor Mark Lane, with support from the Acting
New Zealand Manager, Ros Bignell, met with the Minister of
Health, the Honourable Tony Ryall MP on 13 June 2012.

Prior to the meeting with the Minister, the chairs of the New Zealand
committees had identified several broad areas for discussion:
•
•
•
•
•
•

Building a sustainable and competent workforce
Investing in children’s health
Developing information technology infrastructure
Preventing and managing long-term conditions and disability
Accessing evidenced-based, cost-effective treatments
Progressing alcohol and tobacco control.

The three key areas that were drawn to the Minister’s attention and formed
the basis for our discussion with him were workforce shortages and the
development of the role of nurses, investing in child health, and developing
IT infrastructure.
Dr O’Donnell also took the opportunity to advise the Minister of the
Supporting Physicians’ Professionalism and Performance (SPPP) program
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and the work the College is undertaking
to support Fellows in meeting their
recertification requirements. The Minister
indicated the issues he considered of
foremost importance to be the response
of District Health Boards to the constraints
of the current financial environment,
reducing diagnostic waiting times, and the
development of clinical networks and hubs.
The meeting was positive and it is
anticipated that the College will meet with
the Minister of Health on a six-monthly
basis.
Ros Bignell
Acting New Zealand Manager

Professionalism & Performance

DEVELOPING THE ESSENTIAL QUALITIES
PHYSICIANS BRING TO THEIR DAILY WORK

I

t is well known that all of the qualities physicians bring to their daily
work need to be continually developed. The Supporting Physicians’
Professionalism and Performance (SPPP) Guide recognises that these
professional qualities are interlinked, with Physician Expertise at the
core. Individual domains including Quality and Safety are intimately related
and together describe the attributes of a ‘good doctor’ (see Figure 1).

Figure 1: Ten core domains of the
SPPP framework

The SPPP Guide is applicable to all Fellows and trainees. It provides a
foundation for professional practice and personal development across
the wide range of roles physicians undertake, including clinical practice,
management, research, teaching, policy and advocacy.

I have read the SPPP Guide – what next?
The SPPP Guide is a self-reflection tool to assist Fellows and trainees
understand their own performance. Although there may be many ways to use
this framework, we anticipate most will use it to prompt reflection on their own
performance and to actively plan their Continuing Professional Development
(CPD) activities.
After reading the SPPP Guide and taking time to reflect on your own
performance, you may have identified specific areas of your practice
that would benefit from additional learning. The College is building on its
professionalism portfolio to provide Fellows with a wide range of courses,
workshops and other learning opportunities. The current workshops and
courses available that directly relate to the SPPP domains include the Public
Policy Training Course, the Australian Aboriginal Child Health modules and
the Overseas Trained Physicians Orientation modules. For further information
please visit www.racp.edu.au/page/sppp. Many other opportunities exist
outside the College to support individuals’ development.

VIDEO PRESENTATIONS FROM THE
CONJOINT MEDICAL SEMINAR NOW
AVAILABLE AT
www.racp.edu.au/page/sppp

The Medical Professional in the 21st Century:
Competent, Fit and Safe

SPPP Guide online and further
information

Early in 2012 this one-day Conjoint Medical Education Seminar was held in
Melbourne where three Medical Colleges, the Royal Australasian College
of Physicians, Royal Australasian College of Surgeons and Royal College
of Physicians and Surgeons of Canada, aimed to describe contemporary
medical professionalism. The theme of ‘The Medical Professional in the 21st
Century: Competent, Fit and Safe’ fostered important discussions regarding
the ever-changing medical landscape and the increasing need for health
professionals to demonstrate transparency, accountability and high standards
of performance.

The SPPP Guide and information are
available at www.racp.edu.au/page/sppp.
For convenience, the SPPP Guide is also
available as an e-handbook browser
(suitable for smart phones and tablets, as
well as desktop computers, notebooks and
netbooks): http://sppp-guide.racp.edu.au.

Challenges faced by health professionals are universal, particularly the
need to rapidly adapt to change, modify educational models and continually
provide compassionate, patient-centred care under increasing resource
constraints. Experts in the field presented to a room of over 200 delegates on
topics of professionalism, quality, safety, and the changing healthcare context
in the rapidly evolving 21st century. SPPP is seen as an important tool to
support individuals to demonstrate their professionalism.

The hardcopy version of the SPPP was sent
to Fellows with RACP News (April 2012).
A small number of extra hardcopies are
available on request.
For further information or to provide
feedback regarding the SPPP Guide,
contact Fiona Hilton, SPPP Project Manager,
via phone +61 3 9927 7708 or email
sppp@racp.edu.au.
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ON DOCTORS’ GRIEF
Specialist in Palliative Medicine Dr Christine Sanderson talks about the grief and distress doctors may
feel on the loss of patients, what prompts these feelings, how they manifest, and the various ways
doctors may respond to them.

W

hen I was an intern working nights in the emergency
department, I overheard a conversation between two
doctors who were senior to me, both registrars. They were
laughing because one of them had just phoned the on-call
renal physician to tell him that one of his long-term dialysis patients had
been admitted earlier, and had died in the emergency department. To
the amazement (or disgust? or amusement? or embarrassment?) of those
registrars, this very experienced consultant cried when he heard the news.
As an intern, I got the message loud and clear … and I still remember it.
Our relationships with patients are often intense. But how close should
we get? Is it bad to feel sad, is it unprofessional to cry? Is it right to call the
complex mix of sadness, regret, responsibility and relief about our loss of
a patient ‘grief’? What about all the deaths that do not touch us in that way
– does it mean we have compassion fatigue, or depersonalisation, and are
on the way to burnout? Or alternatively, that we are very skilled at coping?
How should we respond to these feelings if they come? What does true
professionalism look and feel like – to us? And to our patients? What does
burnout look and feel like to us? And to our patients? And how are these
phenomena actually connected?
A recent article in the Archives of Internal Medicine reports a study examining
oncologists’ experience of grief and distress related to patients’ deaths.1 From
interviews with 20 Canadian oncologists at various stages in their careers,
the researchers describe the nature of oncologists’ experiences of grief, and
the consequences for both doctors and patients. It is a window into the secret
life of doctors – in this small study, 70% feel sad at the death of a patient,
30% sometimes cry, 30% lose sleep. The study also clearly demonstrates the
functioning of the so-called ‘compulsive triad’ in physician culture: self-doubt,
guilt, and over-responsibility.2
The responses to distress captured in these interviews are also interesting,
and are likely to negatively affect the experience of both doctors and patients;
these include distancing and withdrawal from dying patients, being distracted
and unable to attend to the patient who is in front of you, or making treatment
decisions which are more or less aggressive on the basis of the clinical and
emotional backwash from caring for another patient. But there were positive
sequelae as well – 25% said they were strongly motivated to improve the care
of their patients as a result of experiencing grief, and 45% identified that their
personal philosophy of life was enhanced by their exposure to loss.
For the doctor who is feeling distressed by a patient’s death, the question
of possible burnout arises. Physicians both fear and are perversely proud of
burnout. Fear it – because it ends careers and marriages, can cripple whole
teams, impacts on patient care, makes life miserable, and is associated with
litigation, depression and suicide.3 Are proud of it – because it is almost a
badge of honour, with its association with overwork and doing too much, for
too long.
So what is known about the link between the emotional impact of caring
for dying patients and burnout? An Australian study of burnout in oncology,
undertaken amongst the members of the Clinical Oncological Society of
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Dr Christine Sanderson

It is a window into the
secret life of doctors –
in this small study, 70%
feel sad at the death of a
patient, 30% sometimes cry,
30% lose sleep.

Australia (COSA)4, casts important light on
this issue. It found that the depersonalisation
component of the burnout measures was
actually lower in those who spent more
time in direct patient contact. Being with
patients was in fact identified as a protective
factor, and levels of cynicism were higher
in those with no direct patient contact. The
factors triggering distress appeared to
relate much more to excessive workload
and organisational issues than contact with
patients, whilst it was from looking after
patients that doctors gained their sense of
personal accomplishment and meaning.
There are undoubtedly a number of different
elements in the sadness of doctors when
patients die. For instance, in the interviews
with oncologists reported in the Granek
et al. study, 60% of the interviewees
experienced distressing self-doubt and 35%

THE RACP
ORGANISATIONAL VALUES

T

he Royal Australasian College of Physicians developed and launched
an agreed common set of Organisational Values in November 2011
following detailed research with members, employees and other key
stakeholders. Identifying and agreeing core values was the first step
towards becoming an effective values-driven organisation.
The RACP Organisational Values of Professionalism, Excellence, Advocacy
and Collaboration help to define the way in which the College works today
and the way in which the College aspires to work in the future.
The values themselves aim to align with the vision and strategic objectives
of the College and expectations of members. Descriptors for each value
assist RACP staff to understand the values and demonstrate the expected
behaviours in their interactions with colleagues, members and external
stakeholders, as follow:
Professionalism Demonstrating the highest standards and best practice in
everything we do. It is what people can expect of us and what we can be
relied upon to deliver.
Excellence Striving for the best. It is the highest standard that we are trying to
achieve as individuals, an organisation and a profession. It is the quality of our
attitudes, efforts and results.

felt guilt. A strong, and bi-directional, association between burnout and
medical errors has been previously identified3, and the fear that medical
error has contributed to the death of a patient may underlie a lot of the
distress described here. Anxiety related to the fear of medical error can be
clinically corrosive and personally destructive. When guilt and self-doubt
are prominent responses to the death of a patient, it may indeed be that
this distress is a warning sign related to burnout.
On the other hand, sadness which comes from the sense of powerlessness
to prevent an inevitable death, from empathy with the patient and their
family and friends, or from feeling the loss of a person who has become
special to us in some way, tells us that we are truly connecting with our
patients – and this sadness would be better cherished because it says
that despite what we do for a living and our daily association with death
and dying, we are still functioning as human beings, and we are not
depersonalised by our work.
Our professional culture does not provide much space or honour for these
emotions. But an article like the one just published by Granek et al. may
help clinicians who fear that they are the only doctors who sometimes cry
about a patient. And perhaps it can help us to identify when such sadness
represents a problem in a clinician who is in difficulty, and when, on the
other hand, it is exactly the right response.
Dr Christine Sanderson
Staff Specialist in Palliative Medicine
Calvary Health Care Sydney
Editorial note Fellows or trainees who feel they may need help with dealing
with grief they experience on the loss of a patient may contact the Doctors’

Advocacy Promoting better health
outcomes for our communities and
supporting College Fellows and trainees in
their endeavours.
Collaboration Aspiring to work together and
engage the right parties to achieve the best
results. Being inclusive and conferring with
the relevant stakeholders when seeking
information in order to deliver better
outcomes.
In implementing the Organisational Values,
the College has moved into a new phase of
its development to become a values-based
and values-driven organisation capable
of serving the interests of members and
delivering on the strategic objectives of the
organisation.
Trina Backstrom
RACP Communications Manager

Health Advisory Service (Australia and
New Zealand).
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If you would like to share your personal
experience of grief following the death of
a patient(s), its impact on you and how you
dealt with those feelings in an article for
RACP News, please contact the editor of
RACP News at racpnews@racp.edu.au.

RACP News / august 2012

25

CHILD HEALTH

CHILDREN ARE TAONGA (TREASURE)
Improving the health outcomes of New Zealand’s tamariki (children) is high on the New Zealand
Government’s agenda. Two recent College submissions to government inquiries on New Zealand
children’s health and welfare are discussed below.

Preventing child abuse and improving children’s
health outcomes
The New Zealand Paediatrics and Child Health Committee, the Māori Health
Committee, the New Zealand Policy and Advocacy Committee and the New
Zealand regional committees of the Chapter of Addiction Medicine and
Faculty of Public Health Medicine all contributed to the College’s submission
to the Health Select Committee on the inquiry into preventing child abuse and
improving children’s health outcomes.

funding targeting child health and wellbeing.
The Select Committee members asked,
‘How might they best effect change?’ Dr Kerr
closed by saying a Children’s Action Plan
must bring together the numerous good, but
piecemeal, initiatives currently underway in
government and elsewhere.

Māori children’s wellbeing

Three paediatricians, Dr Archie Kerr, Dr Ross Wilson and Dr Hamish McCay,
represented the College, ably expanding on key points raised in the written
submission the College had provided to the Select Committee in May 2012. Dr
Kerr opened the presentation by reiterating the call for a paradigm shift in the
attitude of the nation towards children and the need for tamariki (children) to
be treated as taonga, and acknowledging children as the future of our society.
Children are ‘… more important than anything, bar none,’ he said. Dr Kerr
also made a strong case for improved communication to support clinicians
delivering care, including well-integrated systems of electronic communication,
well-developed face-to-face communication, sharing of information by
multidisciplinary teams, and restoring the practice of embedding a social
worker and/or case worker within paediatric units.

The College was also invited to provide an
oral submission to the Māori Affairs Select
Committee (MASC) on their inquiry into
the determinants of wellbeing for Māori
tamariki. The MASC heard evidence from
the College’s Māori Health Committee
(MHC). The Chair of the Committee, Dr
Leo Buchanan, was supported by Raeleen
de Joux, Māori advisor to New Zealand’s
Breastfeeding Authority. With a 10-minute
time allocation, the pair presented two key
messages:

Dr McCay acknowledged the profound vulnerability of the child, their lack of
voice within society and their invisibility within legislation – despite legislation
having such an impact on their wellbeing. He explicitly requested the Select
Committee to consider recommending that, following the lead of other
nations, Child Impact Assessments be mandatory when creating any policy
or legislation. He asked for a mechanism with ‘real teeth’ to mandate lead
maternity carers to hand over care of the child to a primary practitioner. Dr
McCay also urged the Select Committee, and society, to ‘keep their eyes on
the child’ as ‘children don’t choose their parents’. The rebuild of Christchurch,
he suggested, offers a great opportunity to create a city where children’s
needs are central.

1. Breastfeeding needs to be encouraged as
rates are lower among Māori than any
other ethnic group1 with only 45% of
Māori babies being exclusively or fully
breastfed at three months and 17% at six
months. This compares to rates amongst
Europeans of 60% at three months and
29% at six months. This disappointing
trend could be ameliorated if there was
increasing direct support of Māori
mothers and their babies. With support
from one of the larger PHOs (Primary
Health Organisations), the College
put forward a proposal that the
breastfeeding mother could be provided
with fully funded healthcare during her
child’s first year of life. Māori women
often have limited access to the health
system and therefore it is not only difficult
to monitor the baby’s health but also that
of the mother.

Dr Wilson imbued the submission with a sense of urgency, describing the
cases he had seen just the hour previously: life threatening complications from
avoidable illnesses and infections which he had been seeing for the past 18
years in practice. While all parents, even those who have abused or neglected
their children, want the best for them, issues of addiction, poor parenting role
models and domestic violence continue to threaten some children. These
issues were shaping the brain development and the future of children born
into those families. While the issues were complex, Dr Wilson called for a
creative approach: to adopt or adapt initiatives seen to work overseas and
rigorously testing and refining programs. Dr Wilson noted the Infometrics
research that put a $6 billion price tag on not addressing child abuse and
neglect, ‘an economic bonanza’ which underscored the need for generous
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Continued on page 27

RACP SEGMENTATION STUDY 2012 –
RESPONSES EXCEED EXPECTATIONS

A

fter a three-month campaign, the RACP Segmentation Study 2012
has now officially closed, with the response rates from Fellows
and Advanced Trainee members exceeding expectations.

The Segmentation Study 2012 was designed to assist the College
to better understand the needs of the RACP Fellowship and determine what
products and services might be delivered to meet those needs. The study is
the largest Fellowship research exercise undertaken by the College to date.
More than 3000 Fellows and Advanced Trainee members participated in the
fully online survey, with 2330 – or 15% of the eligible group – completing the
survey in its entirety. Fellows who started but were not able to complete the
survey are assured that any responses that were made will be included in
the aggregated results of the survey, even if the survey was not completed
by the closing date.
External market research group The Market Intelligence Co (TMIC) was
engaged to work with the College and design and conduct the survey.
According to TMIC, the results were above industry average for the
audience type and survey length.
TMIC has now commenced data analysis and detailed assessment by

working through the voluminous qualitative
responses that were provided by survey
respondents. These qualitative responses
are expected to reveal important insights
into Fellows and future Fellows’ perceptions
and expectations of the College.
The College thanks Fellows and Advanced
Trainee members for taking part in this
survey. The Segmentation Study 2012 is a
critical piece of work that will be used to
inform a range of planned development
work and activities related to meeting the
needs of current and future Fellows.
The final results of the RACP Segmentation
Study 2012 will be shared in a future edition
of RACP News.
Trina Backstrom
RACP Communications Manager

Continued from page 26

YEAR OF THE SUPERVISOR – RECOGNISING FELLOWS
IN THE EDUCATION OF OUR FUTURE PHYSICIANS
Year of the Supervisor was officially launched in May 2012 at the RACP Future
Directions in Health Congress. Year of the Supervisor 2012 aims to celebrate and
honour the extraordinary commitment of Fellows – past, present and future – to
physician education.
This formal recognition of the supervisor acknowledges the critical role played
by RACP Fellows in assisting the journey from physician trainee to physician
specialist, and in teaching, assessing, guiding and supporting the physicians of
the future.
Supervision is fundamental to the success of the College’s training programs.
The College is committed to providing ongoing educational, professional
development and networking opportunities for supervisors to support them in
this role.
To find out more about Year of the Supervisor 2012 and other ongoing supervisor
training initiatives, simply visit the RACP website at www.racp.edu.au and click
the Year of the Supervisor button, or contact supervisor.training@racp.edu.au.

2. The College also asked the MASC to
support any initiatives that look towards
the early identification of Foetal Alcohol
Spectrum Disorder.
This inquiry generated significant media
coverage and a media statement was
released to reinforce the messages that had
been presented to the MASC. The Māori
Health Committee and the New Zealand
Paediatrics & Child Health Division are now
preparing the College’s submission on the
white paper on vulnerable children.
Rosemary Matthews
Senior Executive Officer – Policy, Advocacy,
Members Services & External Relations
New Zealand
Reference
1. New Zealand Breastfeeding Authority (2006).
Protecting, promoting and supporting
breastfeeding in New Zealand, p. 17.
www.health.govt.nz/.../background-reportbreastfeeding-nz-march-2.
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CULTURAL COMPETENCE

TOWARDS RECONCILIATION WITH
AUSTRALIAN INDIGENOUS PEOPLES
In this article in our cultural competence series, we turn to the support for reconciliation with
Aboriginal and Torres Strait Islander peoples the College has demonstrated through a variety of
important measures, including the Reconciliation Action Plan.
all College departments through the
establishment of the RAP Steering Group.

Coolibah Quilty with paediatrician Dr John Boulton at Wangkatjunka community

T

he College is committed to working with Aboriginal and Torres
Strait Islander peoples and their representatives to seek
meaningful and sustainable solutions to close the gap in health
outcomes between Indigenous and non-Indigenous Australians. To
this end, the College engages with key stakeholders across the Indigenous
health sector and undertakes a variety of strategic activities.
We understand that the achievement of Indigenous health equality requires
a holistic approach that responds to the physical, social, psychological,
economic and environmental determinants of health. Long-term
improvements will only be realised if the health sector’s approach is based
on the central tenets of reconciliation. These include demonstrating respect
and understanding of Indigenous peoples’ culture, land and heritage;
building strong, genuine, equal relationships with Aboriginal and Torres
Strait Islander peoples and organisations; and creating opportunities for
Indigenous people and businesses.
The College has demonstrated our support for reconciliation with Aboriginal
and Torres Strait Islander peoples by developing and implementing a
Reconciliation Action Plan (RAP). An RAP is a business plan that documents
what an organisation is doing to further reconciliation in Australia. It is
about turning good intentions into real actions by developing realistic and
measurable targets to embed cultural change throughout an organisation.
The College is the first medical college with an RAP. It was approved by the
Board at Congress 2011. The RAP was developed and is being implemented
across the College in partnership with Reconciliation Australia, the College’s
Aboriginal and Torres Strait Islander Health Advisory Committee (which
includes representation from key Indigenous health organisations), and
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Earlier this year, and applying learnings
from the first year of implementation, the
College reviewed and refreshed our RAP
to further clarify, refine and focus our
measurable targets against the College’s
strategic priorities and with reference to our
sphere of influence and type of organisation.
The refresh included the addition of new
measurable targets encompassing long-term
projects to build the cultural competence of
the College. The refresh of the RAP presents
an opportunity to consider what the College
can achieve as an organisation versus what
can be achieved by informing and mobilising
our significant membership base.
At an organisational level, the College
has focused on building a baseline
understanding and respect for Aboriginal
and Torres Strait Islander peoples and their
culture amongst our staff and within our
organisation, and on setting the foundations
for building a culturally competent
organisation. The College is offering
cultural competence training to staff on
an annual basis, provided by The Echidna
Group. To date, nearly 50 staff members
have completed the training with more to
undertake the training in August.
On 29 May, the College hosted a successful
morning tea to celebrate National
Reconciliation Week and to launch the
second iteration of the College’s RAP.
Staff members attended in person and by
videoconference from across all College
departments and offices (excluding New
Zealand) to enjoy the native morning
tea catered for by Thullii Dreaming; to
observe a Welcome to Country performed
by Michael West from the Metropolitan
Local Aboriginal Land Council; and to hear
about reconciliation from the perspective
of highly respected Professor Ngiare
Brown, who was one of Australia’s first

SUPPORTING RECONCILIATION
The College has a number of suggestions on how Fellows and trainees
may do their bit for reconciliation. You may like to consider:
• Identifying opportunities to provide health services direct to Aboriginal
and Torres Strait Islander communities, such as through the various
Medical Specialist Outreach Assistance Programs, and sharing your
experiences with colleagues.
• Undertaking formal cultural competence training. There are a number
of face-to-face and online opportunities, and providers are listed on the
Reconciliation Australia website. You may find your training can
contribute towards CPD!
• Attending cultural events particularly during NAIDOC Week and National
Reconciliation Week, subscribing to Indigenous media such as the Koori
Mail and the National Indigenous Times, purchasing genuine Indigenous
artwork, supporting Indigenous entertainment such as the Bangarra
Dance Theatre, and watching movies and programs about Indigenous
Australian heritage such as The Sapphires.
• Asking your employer about its initiatives with respect to reconciliation
with Aboriginal and Torres Strait Islander peoples. You may like to
encourage your employer to develop an Indigenous Employment
Strategy, to tender with Indigenous businesses and to develop their
own RAP.
• Purchasing goods and services from Indigenous businesses. There
are a number of good agencies and website that can help you to identify
genuine Indigenous businesses. The College recommends membership
of the Australian Indigenous Minority Supplier Council.

Indigenous doctors and who represented the
Australian Indigenous Doctors’ Association.
Following this, there was a presentation
by the RAP Steering Group about what an
RAP is, why the College has an RAP and
how staff members can contribute towards
reconciliation and the implementation of
the RAP.
We encourage our Fellows and trainees to
consider how you might contribute towards
the reconciliation effort in both your personal
and professional lives. This may involve
actively seeking out opportunities to engage
with Aboriginal and Torres Strait Islander
peoples and communities, and exploring
ways to learn more about Aboriginal and
Torres Strait Islander history, land and culture.
The College’s RAP is available to download
on the College’s website at: www.racp.edu.
au/page/policy-and-advocacy/indigenoushealth.
For further information about the RAP,
reconciliation or any of the College’s other
activities with respect to improving Aboriginal
and Torres Strait Islander health, please
contact Sarah Barter on 02 9256 9671 or at
sarah.barter@racp.edu.au.
Sarah Barter
Policy Officer

ONLINE RESOURCE FOR PHYSICIANS
WORKING IN ABORIGINAL CHILD HEALTH
Four modules on Australian Aboriginal Child Health are currently available.
They focus on:

The modules can be accessed directly at:
http://elearning.racp.edu.au/aboriginalhealth.

i. cultural awareness relating to Aboriginal families and communities

For more information contact the eLearning
Design & Resource Development Unit at the
College by email at rhce@racp.edu.au or by
phone on 02 8247 6225.

ii. the social determinants of Aboriginal child health – past, present
and future
iii. the spectrum of common illnesses in Aboriginal children in remote
and urban settings
iv. developmental problems and the effects of early life trauma.
In addition, online discussion forums will be run over a four-week period
between 20 August and 23 September 2012, facilitated by Aboriginal Health
workers and medical experts.
Fellows of the College are eligible for 2 CPD points per hour of participation
in the Aboriginal Child Health forums under self-assessment program,
category 3.

This Project has been funded by the
Department of Health and Ageing
under the Rural Health Continuing
Education Sub-program (RHCE)
Stream One which is managed
by the Committee of Presidents
of Medical Colleges. The RACP is
solely responsible for the content
of and views expressed in any
material associated with this project.
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RACP WRITTEN EXAMINATION

THE VINE
COLLEGE TRAINEES’ COMMITTEE NEWS
Tips on written exam preparation
With July and its associated clinical exam
behind us for another year, the academic
pendulum for Basic Trainees has again
swung towards preparation for the written
exam. ‘There is so much to learn!’, ‘Where
do I start?’, ‘How will I know as much as that
candidate I assisted in the clinical exam
last month?’ These were just some of my
thoughts as I contemplated the daunting task
of sitting the following year’s written exam.

Dr Michael Ma

I’m sure for most trainees at this time of year
preparation has already begun, and very
soon will for many others. Having recently
been through the exam myself, I thought
I’d share some experiences and tips on
successful preparation.

First, form a study group and work supportively with each other. There’s a
very broad curriculum to cover and dividing topics amongst the group is a
good way to share the load. For my group, on-calls and after hours’ shifts
made meeting up regularly difficult, so online videoconferencing was a great
way to save travel time, yet still allow regular contact and discussion.
Second, be strict in following your study timetable. There are many specialties
to cover and it is important to allocate enough time for each one, but not
spend too long on a topic either. For example, spending three weeks on
pathways involved in congenital adrenal hyperplasia for the purposes of the
exam is not recommended! Also, allocate enough time at the end to revise all
those notes you’ve accumulated. And remember to study the important topics
of genetics, pharmacology and statistics (these can make up a substantial
proportion of exam marks).
Third, read widely. Exam questions test a breadth of topics and the best
way to tackle this is to use different resources to revise. Recent review and
research articles in the major journals, textbooks and online resources, and
the College lecture series are all useful sources of information. In addition,
experiences from the ward can leave a lasting impression and I found on
a number of occasions, whilst doing my exam, remembering back to a
particular previous clinical experience to help answer the question.
Although the exam may seem overwhelming at times, it is important to pace
your study and not peak too early. The process can be made more enjoyable
by taking time out for the other daily essentials – relaxation, exercise, and
spending time with family and friends. And finally, take heart in the fact that all
this hard work is making you a more knowledgeable and competent doctor.
Good luck!
Dr Michael Ma
WA CTC representative
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Hominum servire saluti
The first examinations of the Royal
Australasian College of Physicians were
conducted in September 1938. Of 47
examination candidates, 41 were admitted to
membership. In the same year, the College
was incorporated, with the motto of Hominum
servire saluti (to serve the health of our
people) emblazoned on the Coat of Arms.
The purpose of the Royal Australasian
College of Physicians could not be better
put. And whilst for those undergoing the
examinations, it may be hard to relate the
ordeal to any higher purpose, the setting
of standards for physicians has this at its
heart. In every activity of the College this
ideal should be reflected. The College
does not exist purely for the support of its
Fellows, or even trainees for that matter. It
exists for the health of our people. Policy,
advocacy, research, CPD, supervisor training,
examinations: their role should be to equip
us, both individually and together, to serve
the health of our people.
In 2012, some things have changed. The
examinations are still a demanding hurdle,
but they no longer influence who will be
accepted into membership. The College
voted in favour of constitutional changes
this year, which will see all current financial
trainees of the College recognised as
members. Trainees have been given a great
opportunity to be involved, and to influence
the direction of the College. Is there a better
direction for us to take than our purpose as
represented by the College motto?
Dr Josh Francis
CTC Chair

NEW FEATURE

FELLOWSHIP RELATIONS
Linda Smith, RACP Director, Fellowship Relations, speaks to RACP News about the focus
on Fellows and trainee Members.

A

positive development in the area of Fellowship Relations in 2012
was the decision to amend the College Constitution. Changes
approved at the RACP Annual General Meeting in May will see
trainees undertaking an RACP training program admitted as
Members of the College. RACP President Dr Leslie E Bolitho AM recently
wrote to trainee Members advising them of this change.
‘The trainees of today are our future physicians and future Fellows. Over
and above the historical significance, this decision confirms the College’s
philosophy as both inclusive and egalitarian. Our Fellows and trainees are
valued equally and this is now formally recognised in the Constitution,’
Linda says.
In common with many other member-based professional organisations, the
RACP faces a range of challenges. With a large and diverse membership
base, relevance and value are important considerations for the College.
These issues are never more critical than during periods of change or
transition and the inherent challenges such change brings.
The RACP Statement of Strategic Intent 2012–2015 (SOSI) recognises these
challenges and acknowledges the need to deliver targeted and high-quality
services to our Members and a strong voice for the profession.
The role of the Director, Fellowship Relations is to develop, support, foster
and deliver positive relationships between the College and the Fellowship
across Australasia. For Linda Smith, enhancing the value of membership of
the College is her main objective.
‘Our Fellows represent who we are as an organisation. Just as our Fellows
and trainee Members must change to adapt to changes in health policy,
workforce pressures and changing community expectations, so must
the College.
‘Central to my role will be developing and executing strategies to effect and
promote these supporting relationships among Fellows, both across the
College and with external parties, and improving the delivery of our services
to Fellows,’ said Linda.
Along with these responsibilities, Linda Smith also has responsibility for the
effective leadership and management of a team that supports the Divisions,
Faculties and Chapters and the State and Territory offices.
‘It is essential that the College demonstrates recognition and understanding
of the issues that Fellows face, regardless of the area of speciality or
geographical location across Australasia. Equally, it is important that the
College provides the right level of services to meet these needs,’ she says.
Identifying ways in which the College might grow and further support our
Fellows is a key priority for the College. Following the completion of the RACP
Segmentation Study 2012 (see page 27 for more information about this study),
the College will work on developing a value proposition for the membership
to articulate clearly what Fellows and trainees, our Members, can expect from
the College. The survey results will provide insight into Member needs that
are influenced by different attitudes, interests and views, as well as factors

Linda Smith, RACP Director,
Fellowship Relations

such as social demographics and career
lifecycle stages. Based on these findings, it is
anticipated that the College membership will
differentiate into distinct clusters.
‘The results from the Segmentation Study
will be integral to understanding how we can
improve Member services,’ said Linda Smith.
‘The fact that close to 3000 Fellows and
trainee Members participated in the study
demonstrates a clear desire from Members
to have their views heard. It is critical that the
College understands and uses the insights
gathered from the study in our future work,
particularly in the area of communication and
how the College and members can engage
more effectively.’

Fellowship Relations is a new regular feature
in RACP News. To suggest topics or themes
that you would like to see discussed, please
contact the editor at racpnews@racp.edu.au.
RACP Communications Manager Trina
Backstrom spoke with Linda Smith on behalf
of RACP News.
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RACP FOUNDATION

GASTON BAUER WORK SHADOW GRANT
This work shadow grant recognises and honours Dr Gaston Bauer and his countless contributions
to the advancement of medicine.

M

any years ago, Dr Thomas Wenkart, CEO of Macquarie Health,
wanted to highlight the valuable work of Dr Gaston Bauer AM
FRACP. Dr Bauer is one of the most highly respected clinical
cardiologists in Australia. He has made many significant
contributions to the Royal Prince Alfred Hospital, Sydney Hospital, Hornsby
Ku-ring-gai Hospital and Royal North Shore Hospital. Dr Bauer has also
contributed greatly to the research of hypertension in Australia.
To honour Dr Bauer, Dr Wenkart made a substantial donation to the
Research and Education Foundation to fund physicians to visit rural areas
and give presentations and workshops. The RACP Foundation is now relaunching this award as a Work Shadow Grant.
The Gaston Bauer Work Shadow Grant will provide Fellows and trainees
the opportunity to increase knowledge, skills and understanding of a
particular job role through first-hand observation. It will also provide a
means of gaining insight into how the local health service operates and
how a particular work role fits within the overall organisational structure.
This grant was developed in collaboration with the RACP Education
Services Unit. Work shadowing was chosen as the avenue for this award
because it enables participants to learn more about other work roles and
gives a wider perspective of a role and/or institution. In this way, Fellows
and trainees will gain a broader knowledge and perspective, especially
with regard to the differences between rural and urban medicine. This will
enhance aspects of rural training, including rural secondment policies and
interaction with rural institutions.
The main purpose of the grant is to provide funding for Fellows and
trainees to undertake a short-course Work Shadow program with
specialists at a hospital or institution. The value of the award is $2500,
and there are three available. Australian and New Zealand Fellows and
trainees of the RACP, its Divisions, Faculties and Chapters, are eligible for
the award which is tenable in Australia.
Priority will be given to:
• Rural Fellows and trainees participating in a rural Work
Shadow program
• Rural Fellows and trainees participating in a regional Work
Shadow program

• Rural Fellows and trainees participating in a city Work Shadow program.
Applicants will need to submit their proposed program with a budget
that includes accommodation, meals and travel expenses. They will also
need to include details of current training being undertaken and any other
awards or other major funding support they are receiving. Applications
close Friday, 28 September 2012.
This work shadow grant has been made possible through the generosity of
the Macquarie Health Corporation.
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INVESTING IN OUR FUTURE HEALTH
The RACP Foundation supports Fellows and
trainees through awards to participate in
research programs and projects, and also
through educational initiatives to improve
knowledge and skills. This is an investment,
not just in the individuals who are awarded
our scholarships, fellowships and grants, but
in the future health of our community. The
young researchers we support today are
the future medical and research leaders of
tomorrow. It is not just they who benefit but
the community as a whole.
Investments in our future health are most
welcome, to support initiatives with a specific
purpose such as the Gaston Bauer Work
Shadow Grants, or to support our focus on
encouraging young researchers in the early
stages of their career.
If you would like to assist, please contact
Laina De Winne at the RACP Foundation
on +61 (2) 9256 9620, or by email at www.
foundation@racp.edu.au. All donations are
tax deductible.

SUPPORTING RURAL FELLOWS
AND TRAINEES
The RACP Foundation is pleased to
announce that the following awards are
available for 2013 to support rural Fellows
and trainees:
Gaston Bauer Work Shadow Grant
(three available) — $2500
Maynard Rennie Fellowship for
Isolated Rural Physicians — $5000
RACP Australasian Faculty of Rehabilitation
Medicine Rural and
Remote Scholarship — Up to $2000
per recipient per annum
($10,000 maximum per annum)
Applications for these awards close Friday,
28 September 2012. For information on how
to apply, please visit www.racp.edu.au/page/
foundation.

ON YOUR MARK, GET SET, APPLY!
The RACP Foundation would like to draw your attention to the following award closing dates
and encourage all Fellows and trainees interested in research to apply for these
2013 RACP Foundation awards.
New Zealand Awards – Applications close 31 August 2012
For 2013, several awards are offered that specifically support New Zealand
Fellows and trainees. The value of the awards range from $3000 to $60,000
with most supporting a broad range of research initiatives and specialties.

Travelling Fellowships – Applications close 28 September
Travelling Fellowships assist established researchers and clinicians
undertake a short period of research or study overseas.

Study Grants and Fellowships – Applications close 28 September
These awards support Fellows or trainees who wish to undertake a short
period of study.

Australasian Faculty of Rehabilitation Medicine (AFRM) Awards
Applications close 28 September
Through the RACP Foundation, the AFRM is pleased to offer two awards to
specifically support Rural and Remote and Indigenous Trainees: the RACP
AFRM Rural and Remote Scholarship and the RACP AFRM Aboriginal and
Torres Strait Islander and Maori Trainee Scholarship.

RACP Aboriginal and Torres Strait Islander Scholarship
Applications close 28 September
This scholarship provides support for an Australian Indigenous Basic or
Advanced Trainee in any specialist discipline.
For more information about these awards including how to apply and the
award terms and conditions, please visit the RACP Foundation website,
www.racp.edu.au/page/foundation, or contact the RACP Foundation at
foundation@racp.edu.au, or by phone on +61 2 9256 9639.

NEW AChSHM RESEARCH ENTRY
SCHOLARSHIP FOR 2013
The Australasian Chapter of Sexual Health
Medicine (AChSHM) and the RACP Foundation
are pleased to announce the addition of the
AChSHM Research Entry Scholarship to the
2013 RACP Foundation awards.
Australasian Chapter of Sexual Health
Medicine Research Entry Scholarship
Purpose: To further research in the field of
Sexual Health Medicine
Value: $30,000
Eligibility:
a) Australian or New Zealand Fellow or
Advanced Trainee of the Australasian
Chapter of Sexual Health Medicine
b) Enrolment in PhD, Masters or equivalent
higher research degree at the time the
award is taken up
Tenable: Australia or New Zealand
Applications close 15 October 2012

This Scholarship is made available from funds
provided by the Fellows of the Australasian
Chapter of Sexual Health Medicine.
For information on how to apply and award
terms and conditions, please visit www.
racp.edu.au/page/foundation or email
foundation@racp.edu.au.

RACP TRAINEE RESEARCH AWARDS
FOR EXCELLENCE 2013

T

he RACP Trainee Research Awards for Excellence are competitive
events held annually at Congress to identify and acknowledge
the best trainee research presentations.

The State/Territory/New Zealand representatives selected are
invited to present at the following year’s RACP Congress and must be a
trainee of the Royal Australasian College of Physicians enrolled in one or
more of the following: Division of Adult Medicine; Division of Paediatrics
& Child Health; Faculty of Occupational and Environmental Medicine;
Faculty of Public Health Medicine; Faculty of Rehabilitation Medicine;
Chapter of Addiction Medicine; Chapter of Palliative Medicine; or Chapter
of Sexual Health Medicine.

Selected representatives will be entitled
to return economy class airfares,
accommodation for three nights (including
breakfast), complimentary full registration
and a ticket to the Congress dinner or
Paediatrics dinner.
For more information regarding these awards
please contact Miranda Handke, Executive
Officer, RACP Foundation on +61 (2) 9256
9639 or at foundation@racp.edu.au; or your
relevant State, Territory or Regional office.
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Board of Directors

DIRECTOR PROFILES

The Royal Australasian
College of Physicians

In this issue we feature Community Board Director Geoffrey Laurence, Dr Helen Rhodes who
represents the Adult Medicine Division Council on the Board, Associate Professor James Ross,
AFOEM President, and Associate Professor Mark Lane representing the NZ Committee on the Board.
GEOFFREY LAURENCE
COMMUNITY BOARD DIRECTOR
In my role as a Community Board Director, I bring to the RACP 35 years of
business, investment management and not-for-profit experience in New
Zealand and Australia.
In addition to my Board role, I am a founding member of the College
Finance Committee and a member of the New Zealand Committee.
I am a member of the NZ Institute of Accountants and the Australian
Institute of Corporate Directors and an authorised financial adviser in New
Zealand. My university qualifications are in industrial engineering and
commerce.
I was appointed to the RACP Board in early 2009, shortly after the Board
had carried out a constitutional review from which it was decided to
introduce three non-Fellows as Board members to bring specific outside
skills and perspectives to College governance.
By the time I finish my final term on the Board in 2013 I will have shared
the RACP Board table with three College presidents, Geoffrey Metz, John
Kolbe and Les Bolitho, and almost 30 other College directors. In line with
the current Constitution and make-up of the Board, the composition of the
Board changes considerably every two years. Every one of the directors
has been very hard working and has contributed huge amounts of time
to College activities at Board and other levels. The commitment from the
presidents has been outstanding.
I am conscious that my role as the first ‘outsider’ on the Board has been
a position of privilege and high responsibility. The first example of this
occurred at the very first Board meeting I attended in December 2008.
It coincided with the news of a multi-million dollar loss in value of the
College’s investment funds owing to the impact of the global financial
crisis. The Fellows on the Board that day were grappling with very
difficult commercial issues including a proposal to change the investment
managers. Without any prior knowledge of the problem, or even Board
papers, I was handed this problem to sort out. A number of years later the
Board is comfortable with the current investment strategy, managers and
protocols now in place and the financial performance during the turbulent
times of the last few years.
I see one of my major roles as a director as bringing experience and skills
from ‘my world’ to address the challenges and future of the College. I am
aware that as a result of my background and experience, my approach is
different from that of the physicians on the Board. I find that quite often I
bring to the table different experiential and appraisal models from those of
my other Board colleagues.
The College has been very much a work-in-progress from the time I joined.
There have been major and very worthwhile changes to governance
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Mr Geoffrey Laurence

under the successive presidents and to
management under the professional and
highly skilled team and workforce led by
Jennifer Alexander. New Board members
are now given comprehensive Board
inductions, including governance and
financial training, and many now attend early
in their tenure the well-regarded Australian
Institute of Directors’ courses for directors.
Particular areas where I believe I have
contributed to the evolution of the College
include the creation of a highly functional
Finance Committee, four members of
which are not Fellows of the College but
are individuals with financial skills who
willingly provide to the College their
expertise and wisdom; the overhaul of the
RACP Foundation; the improved emphasis
on strategic planning and thinking at
Board level; the massive overhaul of
information technology, financial controls
and management; and support for the
appropriate and professional staffing of the
College to meet the Board’s plans. None of
those tasks are finished, and thus continue
to provide opportunity for sound thought
and contribution going forward.

I have thoroughly enjoyed my time as an RACP Director. I have found it a
stimulating and intellectually challenging role. In the process I hope to have
provided considerable benefit to the RACP and its Fellows who have so
generously regarded me as a colleague and a contributor.

DR HELEN RHODES
BOARD REPRESENTATIVE FOR THE
ADULT MEDICINE DIVISION COUNCIL
Helen Rhodes is a Renal Physician at Fremantle Hospital and for the past
three years has also been Director of Physician Training at the hospital.
In addition, she works as a visiting Renal Physician and Director of
Haemodialysis at St John of God Hospital in Bunbury in the south-west of
Western Australia.
Helen has been a member of the Adult Medicine Division Council for
the past two years and was invited to join the Board as one of their
representatives. She is also a member and interim Chair of the West
Australian State Committee.

Dr Helen Rhodes

Helen is a graduate of the University of Western Australia and completed
her FRACP in 1992, with training in Western Australia and New South Wales.
Prior to returning to Western Australia to work as a Renal Physician, she
spent two years as Area Medical Educator for the Northern Sydney Area
Health Service, combining this with regular locum work as a Renal and
General Physician in the Blue Mountains.
Since commencing work at Fremantle Hospital in 1996, Helen has been
actively involved in a wide range of teaching and educational activities
including Facilitator Training for Teaching on the Run Workshops. She has
also been involved in post-graduate Medical Council activities in WA and for
three years was a Director of Clinical Training at Fremantle Hospital.
Being invited to join the Board presents an opportunity to further develop
her role as a physician educator and mentor and to contribute to the
College and her colleagues. It will undoubtedly present new horizons and
challenges, surpassed only by her recent experience as a working mother
of three-year-old twins.
Associate Professor James Ross

ASSOCIATE PROFESSOR JAMES ROSS
PRESIDENT, AUSTRALASIAN FACULTY OF
OCCUPATIONAL & ENVIRONMENTAL MEDICINE
Associate Professor James Ross is Medical Director for private health
services company Aspen Medical in Canberra. He has post-graduate
qualifications as a specialist in Occupational Medicine and Public Health
Medicine and has a master degree in Sports Medicine. His experience
extends to Aviation Medicine, medical administration, policy development,
accident investigation, medical assistance programs, disaster medicine,
military medicine and program management.
Associate Professor Ross has had strong involvement with the College over
many years. He is a Fellow of both the Australasian Faculty of Occupational
& Environmental Medicine (AFOEM) and the Australasian Faculty of Public
Health Medicine (AFPHM). He was a member of the Executive of the AFPHM
from 2003 to 2007 and lead Fellow for CPD for most of that time. He took
on CPD for AFOEM in 2009 and has been a member of the AFOEM Council
since then. He was AFOEM President-Elect in 2010–2012.

Associate Professor Ross joined the Royal
Australian Air Force (RAAF) as a medical
undergraduate in 1980 and remained in the
full-time Australian Defence Force (ADF)
until 2007, retiring as Group Captain. Since
then he has been a member of the Specialist
Reserve. He saw service in East Timor in
2002 and Iraq in 2006.
During his military career, he led a hospital
through ISO 9000 quality certification from
start to accreditation within 12 months and
ran an area health service in the Australian
Defence Force health system. He has had
oversight of clinical, occupational and
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preventive health policy directorates, and has provided specialist reviews
for difficult cases and appeals in the military health system. He spent nearly
three years on exchange working with the United States Air Force on the
staff of the Command Surgeon at Air Combat Command and was deployed
to Bahrain.
He has seen to successful conclusion such large and vital projects as
the establishment of the Centre for Military and Veterans’ Health and the
implementation of a new Medical Officer career and salary structure. He
provided the occupational medicine expertise for the RAAF Deseal-Reseal
program investigation that revealed the health impact of industrial activity at
RAAF Amberley.
Associate Professor Ross has a strong academic background, being
responsible for the direction of several major health studies, including the
Health Outcomes of Aircraft Maintenance Personnel; Deployment Health
Surveillance Program; Physical Employment Standards Project; Oberon
Class Submariners Health Study; Antidepressants and Safety in Aircrew
Study; and the Aircrew and Crewstation Anthropometry Project. He was an
Adjunct Associate Professor at both the University of Queensland (2004–
2008) and the University of South Australia (2005–2008), and is now an
Associate Professor at the University of Canberra, having established a
Graduate Certificate in Remote Industrial Health at the university. His lead
authorship paper on the use of antidepressants in pilots won the prize
as the most significant paper for 2007 in the journal, Aviation, Space and
Environmental Medicine.

Associate Professor Mark Lane

Associate Professor Ross served on the ADF Human Research Ethics
Committee and is now a member of the Australian Institute of Aboriginal
and Torres Strait Islander Studies Research Ethics Committee. He is a
graduate of the Australian Institute of Company Directors, and established
and was founding president of the Australian Military Medicine Association.

ASSOCIATE PROFESSOR MARK LANE
PRESIDENT-ELECT OF NZ COMMITTEE
Associate Professor Mark Lane is a Senior Medical Officer in the
Department of Gastroenterology and Hepatology, Auckland Hospital. He
was Clinical Director of this department for 17 years before stepping down
from the role in 2008.
Associate Professor Lane received his FRACP in 1982. College activities
have included serving on the NZ Specialist Advisory Committee for
Gastroenterology from 1991 to 2004, both as member and chair. He also
served as both member and chair on the NZ Specialties Board, the structure
which preceded the Adult Medicine Division Committee (AMDC), from 1996
to 2008.

Session Recordings
Available for Purchase
If there is a session you missed or one that
you would like to refer to again, please
note that selected session recordings are
available on CD-ROM.

In 2010 Associate Professor Lane took on the role of Chair of the NZ AMDC
and as such has been a member of the NZ Executive as well as a member
of the College’s AMDC Council and Executive.

This year’s conference is offering you the
opportunity to invest in CD-ROMs which give
you the live audio recording synchronised to
the PowerPoint presentations.

In addition, he has served on the NZ Gastroenterology Society Executive
as member, secretary and president (1991–2002). In these roles he has
represented NZ gastroenterology to a variety of regional and international
gastroenterology organisations.

For the first time, you now have the option
of having the sessions on your iPad, iPhone
and other mobile devices.

He was appointed Clinical Associate Professor at the Auckland School of
Medicine in 2001.

To download the order form, please visit the
Congress website at
www.racpcongress2012.com.au

His particular area of interest in the College is Fellowship support.
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Book Review

AN EXTRAORDINARY LIFE
In Good Hands: The Life of Dr Sam Stening, POW, by Ian Pfennigwerth PhD (Newcastle).
To purchase, email: orders@nautilushistory.com.au.

S

amuel ‘Sam’ Stening DSC FRACP was one of the first specialist
paediatricians in Australia. His biography is written by a Naval
Historian who commanded a naval destroyer with the same name
as one of the two ships from which Dr Stening survived a wartime
sinking (HMAS Perth). Dr Stening must have been one of the few medical
officers in the Australian services with an MRCP at the time of enlistment.
His service record is very impressive and the author details many aspects
of shipboard experiences that could only be appreciated by one who had
served on and subsequently researched Naval vessels and history.
After surviving the sinking of the Waterhen in the Mediterranean, Sam
Stening was soon posted to the Perth. When he returned to Australia on the
Perth, Sam married Olivia with whom he maintained (with great difficulty)
some very limited contact during the war. She remained the love of his life
thereafter. Dr Stening was very lucky to survive the Perth’s sinking and the
knee injury he sustained at the time was with him for a lifetime.
He was initially a POW in Java, but was soon transported to Japan where he
was medical officer in a number of camps for POWs of various nationalities
and, only later in the war, Australians. Details of his medical activities and the
atrocious circumstances under which he worked while a POW in Java and
later Japan are made even more interesting through the author’s extensive
research into wartime Japan. All physicians would benefit from reading how
a motivated doctor can achieve an enormous amount for extremely sick
individuals without any facilities.
Dr Stening wrote an extensive diary in which he describes his experiences
while a POW. This record is held by the RACP History of Medicine Library
and was used extensively by Dr Pfennigwerth in his authorship of the
biography. The final two chapters are devoted to Dr Stening’s return to
Australia. They are also very revealing in their descriptions of the difficulties
experienced in ‘picking up the pieces’ and re-establishing himself in practice
after years in captivity. Fortunately he had a mentor in Dr (later Sir) Lorimer
Dods who helped him in this regard. He gained his MRACP in 1949.
The book follows Dr Stening’s subsequent career, detailing his numerous
pioneering achievements in the treatment of a number of perinatal illnesses.
In addition to his clinical activities, he occupied many government-appointed
positions and was chairman of numerous organisations.
Although having an extremely busy professional life, Sam Stening never
forgot his companions from those terrible years as a POW and remained
devoted to his family and a keen fisherman.
For some unknown reason his name was missed from the listing of POW
medical personnel at the Melbourne Shrine of Remembrance until 2008.
Hopefully reading this book will also, to use his biographer’s words,
‘… ensure that he is never again entirely forgotten’.
Michael Kennedy FRACP
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Letters to the editor

HAVE YOUR SAY

Then and now
In 1988, its Golden Jubilee year, the College published To Follow
Knowledge, a work of history, in a limited edition of 1000 copies. Most
of today’s Fellows and many members of the Board and its committees
would not have heard of it, much less read it. Professor J R Lawrence
contributed an excellent chapter on the history of continuing education.
Here are a few extracts (in italic type) which put recent activities in
perspective.

As regards policy and advocacy, the
Board could give an expert opinion on
the desirability of granting physicians
approaching retirement the opportunity
of registration for limited practice, thus
enabling them to continue for a time to be
productive members of the nation’s medical
workforce. This is surely a professional
rather than an industrial or financial matter.

In 1973 Council resolved that a Permanent Continuing Education Unit
should be established. A standing advisory committee was formed.

Derek Meyers FRACP
Clayfield, Queensland

In 1976 the Kellogg Foundation made a generous grant to the College,
payable over five years, one of the conditions attached to it being that
there should be an assessment of the impact of the programme [of
continuing education] on patient care.

Response

In 1977 Dr J D Hunter became director of continuing education. In 1978
Council adopted his recommendations, two of which were ‘Continuing
education should be promoted as a voluntary activity’ and ‘neither
mandatory continuing education requirement nor recertification
procedures should be introduced by the College in the foreseeable
future’.
Professor Lawrence concluded his chapter with the comment that a
major problem remained unsolved: ‘the appropriate measurement of the
outcome of the numerous and time consuming activities and initiatives
of the Board of Continuing Education’. He further lamented that ‘the
challenge of proving the value and relevance of our programmes in
improving patient care has not been met’.
That was then, when Council regarded Fellows as responsible
professionals. Where are we now?
MOPS (Maintenance of Professional Standards) was tried and abandoned.
CPD is here, not because it was welcomed, or has been shown to be
effective in raising the standard of medical practice, but because it is
in effect compulsory. Worse is to come. In its latest booklet, Supporting
Physicians’ Professionalism and Performance, the College hints that ‘as
a requirement for recertification, professional bodies will be required
to provide a “guarantee” of a Fellow’s professional standing as an
essential precursor to re-licensure and re-registration’ (my emphasis). In
the absence of evidence of a fall in standards of physicians, this radical
change of policy by our leaders needs an explanation.
Does the Board think that if it makes enough rules, the professional and
personal behaviour of all Fellows will be beyond reproach? It has yet
to be shown that the College’s version of CPD is a more effective way
of maintaining standards than self-directed efforts. CPD is intended to
show that the College is ‘doing something’, the appearance being more
important than the reality. If the Board wishes to do something worthwhile,
it could try to introduce evidence-based education, which would sit well
with evidence-based medicine.
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Dr Meyers provides a welcome overview of
activities in the RACP since 1973 which can
be seen as a precursor to contemporary
CPD programs. However, the key issue
in CPD faced by Fellows of the College
now is not an internal one, but rather the
expectations of us from the community. The
Medical Council of New Zealand and the
Medical Board of Australia have made it very
clear that participation in an appropriate
CPD program is considered a fundamental
requirement for continuation of a medical
practitioner’s registration.
It is true that it is difficult to define the
benefits of formal CPD programs, but
there is a body of evidence available to
support the effectiveness of self-directed
CPD programs. This is well summarised in
the 2010 publication from the Academy of
Medical Royal Colleges and the General
Medical Council entitled ‘The Effectiveness
of Continuing Professional Development’.
This report was prepared on behalf of the
College of Emergency Medicine, Federation
of Royal Colleges of Physicians and
Manchester Metropolitan University and
can be accessed via the GMC’s website
(www.gmc-uk.org). It is also recognised that,
on occasions, achieving compliance with
CPD requirements can create tensions with
clinical responsibilities.
The key message is that CPD is most
effective when it is self-directed so that
the learning addresses specific needs
recognised by the practitioner. In addition,

and postgraduate training streams and
a clinical attachment at the main tertiary
referral hospital in Suva. I can personally
attest, therefore, to what a professionally
stimulating and rewarding experience such
a position can provide. The diversity and
scope of the clinical medicine seen there
was both challenging and fascinating and
the academic environment vigorous and
responsive.
Whilst I was employed on a local salary,
this was very adequate for a comfortable
lifestyle in Fiji. What proved difficult, to
which the professors allude, was re-entering
the competitive ‘market’ of the tertiary
referral hospital setting having taken two
years out from a more traditional career
trajectory. College support in advocating
for Fellows who have chosen to work for a
period in a setting such as Fiji may well be
helpful in overcoming this obstacle.
Anne Drake FRACP
Department of General Medicine
St Vincent’s Public Hospital
Melbourne
the value of including ‘normal’ activities as part of CPD has also been
acknowledged: these include (for example) team meetings, supervision and
teaching of junior staff and quality improvement activities built into clinical
roles. Recognising these activities as a legitimate form of CPD provides an
important link between learning and clinical performance.
Dr Meyers suggests that the College’s CPD program is not self-directed.
The RACP’s MyCPD program provides a mechanism for Fellows to record
their CPD activity: it is not prescriptive in terms of the content and provides
ample scope for diversity in terms of reporting activity. The program
recognises the additional value of audit and self-assessment over more
passive learning activities and ‘rewards’ these activities accordingly,
and imposes only modest limits on the distribution of activities needed.
It provides an efficient mechanism by which Fellows can meet their
obligations to their respective registration agencies.
With regard to the issue of registration for limited practice, I would draw Dr
Meyers’ attention to the article on registration of non-practising Australian
doctors and interpretation of the MBA’s standards on this, which was
published in the last issue of RACP News (June 2012).
Richard Doherty
Dean

Support needed for Fellows working or keen to work
in Pacific Island countries
I was interested to read Professors Malani and Moulds’ letter in the June
2012 edition of RACP News. As a Fellow of the College specialising in
General Medicine and Infectious Diseases and trained and working in
Melbourne, I was fortunate to have had the opportunity to join the Fiji
School of Medicine as a senior lecturer for a two-year period from 2005
to 2007. This involved an academic role within both the undergraduate

Rowing – a wonderful sport at
any age
I should like to highly endorse the article on
rowing by Johan Morreau in the April issue
of RACP News.
I rowed at school and through early
university, then dropped the sport for a
period. I returned to veteran rowing some
30 years ago and rowed four times a week
until I was 80. One of our crew in the World
Masters Rowing in Ballarat was 90 as there
was no age limit – we just rowed with
‘cunning’!
It is a wonderful sport with great
camaraderie. No doubt endorphins play a
part – probably not so much the cold beers
after a good row!
J Brenan FRACP
Kew, Victoria
References for article on pages 16–19
1.	Quoted in Narasimhan S, Ranchord A,
Weatherall M (2006). International medical
graduates’ training needs: perceptions of
New Zealand hospital staff. The New
Zealand Medical Journal; 119:1236. http://
journal.nzma.org.nz/journal/119-1236/2027/.
2. Minutes of the College Education Committee,
December 2007.
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AFTER HOURS

MY OTHER LIFE AS AN ACTOR

M

y first solo stage appearance was at an Eisteddfod when I was
three years of age. However, before solemnly reciting my short
poem, I rather spoilt the occasion by seeing my proud parents in
the audience and calling out ‘Hello Mummy’.

It was almost 40 years before I ventured on stage again. Then, at the age
of 41, having just been appointed to the Burrows Chair of Paediatrics and
Child Health, I summoned up my courage and auditioned for a Christmas
pantomime. Several Christmas pantos followed which were great fun and an
excellent learning experience for comedy and timing.
We would do five performances over each weekend leading up to Christmas.
One of the performance dates coincided with our son’s wedding. The
pantomime director helped out by taking on my role as the Grand Dame for
the final performance of the day so that I could be at the wedding (some
things do take precedence over acting). For an earlier performance that same
day my son and his best man and groomsman came to the show, then raced
home to get ready for the big event.
By this time I really wanted to do theatre with more challenges. I would often
say to my wife that a secret ambition was to be on stage in plays. Tiring of my
constant message, she suggested I enrol in a short evening acting course.
It was a shock to the system but great fun. Here was I, the only person over
40 in the class, with all the others being the age of my medical students.
Fortunately none actually were. The course was helpful with improvisation
and voice exercises and most importantly gave a feeling of confidence about
acting in front of other people without feeling like a total idiot.

Cast of Soulmates (Kim Oates in braces)

Soon after the course finished, someone suggested I audition for a part in
the next Pymble Players’ production. To my amazement I won the part. It
was a cast of four, each with equal-sized roles, so was a daunting baptism.
Fortunately for me, the three experienced actors and the director were
encouraging and the press reviews turned out to be good. I learnt an
enormous amount in the process.
This was followed, as time permitted, by other roles with Pymble Players
including Woman in Mind (Alan Ayckbourn) and Hotel Sorrento (Hannie
Rayson).
On moving to live at Hunters Hill, I discovered another high-standard
community theatre within easy walking distance. I’ve been fortunate to
successfully audition for a number of plays with Hunters Hill Theatre,
including David Williamson’s Soulmates, some hilarious British comedies
(There Goes the Bride and Funny Money, both by Ray Cooney) and some
murder mysteries, which are always very popular with audiences. I’m currently
performing in Proof, the Pulitzer Prize winning play by David Auburn. It’s a
great script and a really good role, with an opportunity to express the full
range of emotions. I’m not the type of person who enjoys being rude and
shouting abuse at people, but on stage some scripts give the opportunity to
do just that. Quite therapeutic.
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Blackmailing a pair of crooks in Funny Money

Worried father confronts rebellious daughter in Driven to Murder

Sleazy bent copper confronts timid housewife
(Funny Money, 2011)

One of the most fascinating things about acting is that after the considerable
stress of auditioning and then waiting to see if you have been successful, a
group of relative strangers sits down, reads through the play together, gets
to know each other and over the next eight weeks of rehearsals works to
become a cohesive team, supporting each other as the play slowly takes
shape to culminate in opening night. It’s a team effort. There are no ‘stars’ in
community theatre although professional actors (between paying roles) are
sometimes in the cast as well.

focus. And it definitely helps appreciate the
importance of teamwork. It has also made
me far more appreciative of the skills of
professional actors, making a night at the
theatre even more enjoyable.

People often ask, how can you remember so many lines? Due to my innate
lack of coordination, I find learning all of the moves more difficult in very
busy plays. Learning lines is not all that difficult, but does need hard work.
Occasionally during a performance, particularly in my earlier days, while
waiting in the wings for an entrance, I would have a sudden feeling of dread.
My mind would go totally blank and I’d have no idea what I was going to say
when I appeared. It was a totally irrational fear because as soon as I went on
stage the lines were there, but those moments were terrifying.
Every now and then something unusual happens on stage, requiring quick
thinking and innovation so that the audience is unaware of any problem.
In Woman in Mind I was on stage with a fellow actor when I saw a spider
crawling through her hair and about to descend onto her forehead. I was
afraid she would scream or at least become seriously distracted when she
felt the spider crawling on her face so I affectionately stroked her hair (which
was appropriate for the roles we had), caught the spider between finger and
thumb and quickly squashed it. Potential disaster avoided.
When I first started acting, I was so high after each show, reliving every scene
and line, that I couldn’t sleep and would lie awake until about 3 am. Getting up
three hours later to go to work gave new meaning to the concept of burning
the candle at both ends. I must admit that every now and then during a ward
round my mind would drift and I would think ‘I just can’t wait to be out of
here and back on stage tonight’. At times when I was Chief Executive of the
Children’s Hospital and there was a particularly stressful, politically laden day
I would occasionally feel that I’d just like to be another person in a different
story. If that feeling happened to coincide with when I was in a play, that night
the fantasy would come true.

As time passes, there aren’t that many roles
for the more mature gent. Time constraints
also mean it’s impossible to do more
than one performance each year as three
months are required for rehearsals and
performances, with evenings and weekends
needing to be kept clear and no overseas
travel. I’ve been fortunate to be cast in a play
each year in recent years and hope to keep
going while the memory still works.
The requirements for a successful play are
a good script, an experienced, committed
director, excellent support from set design,
sound and lighting, and a well-cast team
of actors. For clinicians who make a
commitment to acting in their ‘spare time’ it
greatly helps to have colleagues who agree
to juggle the on-call roster to leave the actor
free for performances. And most importantly
to have a very supportive spouse or partner,
something for which I personally am most
grateful.
Professor Kim Oates AM FRACP
Emeritus Professor
Sydney Medical School
The University of Sydney

I think acting has probably helped with lecturing skills, particularly for major
presentations where timing, rhythm and variation in delivery really helps get
the message across. It also helps with honing one’s efficiency, discipline and

RACP News / AUGUST 2012

41

CLASSIFIEDS

REGISTRATION NOW OPEN!
On behalf of the Organising Committee, you are invited to register for the
1st International 4 Corners of Cardiology Meeting to be held at The
Langham Melbourne, Australia from 5-6 October 2012.
4CCardiology will bring together leading cardiac specialists to review
and present on the four corners of cardiology. This world class two-day
cardiology meeting will have a cutting edge program delivered by highly sought
international speakers. The best minds in the ﬁeld of Cardiology will come
together from across the globe to meet in one location. 4CCardiology is a new
concept designed to attract top level international researchers and practitioners
in the ﬁelds of cardiovascular medicine and related disorders to focus on what is
novel, controversial and emerging within cardiovascular medicine.

1st International 4 Corners of Cardiology Meeting

Melbourne Australia 5 – 6 October 2012
th

th

This years meeting will focus on:
• Risks Factors and Prevention
• Heart Failure

• Acute Coronary Syndromes
• ESC/ANZ Guidelines

Keynote Speakers:
Professor Kenneth Dickstein, University of Bergen,
University Hospital, Stavanger, Norway
Professor Frank Rushchitzka, Head of Heart Failure/
Transplantation University Hospital, Zurich, Switzerland

For full registration and program details please visit
www.4ccardiology.com

Professor Harvey White, Cardiovascular Research Unit,
Auckland City Hospital, New Zealand

Sponsorship and advertising opportunities are also available please contact
+61 2 9265 0700 or 4ccardiology@arinex.com.au further information

4CCARDIOLOGY MEETING MANAGERS
arinex pty limited | 91 – 97 Islington St. Collingwood, VIC, Australia 3066
+61 3 9417 0888 F: +61 3 9417 0899 E: 4ccardiology@arinex.com.au W: www.4ccardiology.com

T:

AXB0018 4CCardiology Half page 116x172 v2.indd 1
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KEW MEDICAL

SPECIALIST CENTRE
260 Cotham Rd Kew 3101
New fully furnished medical rooms to lease weekly or full time

6 Fully equipped modern decor medical suites

Medical Oncologist
Required
Medical Oncologist required for a busy modern and
friendly Medical Oncology Practice located on the sunny
Gold Coast. Australia.
The practice covers all the Gold Coast and Northern NSW
regions. The position could be either part time or full time.
For more information please contact
PHONE: (07) 5597 1305 | FAX: (07) 5597 1205
EMAIL: reception@gcho.com.au

2 Separate generous patient waiting rooms
Fully air-conditioned
Opposite Cotham Private Hospital
Tram stop outside front door
Excellent off street parking for 20 cars

Enquiries - Phone: 9817 2608 8am - 5pm

The American Academy
of Pediatrics, California
District Presents
The 34th Annual Las Vegas Seminars Pediatric Update /
CME November 15-18, 2012 at Caesars Palace,
Las Vegas, Nevada, USA
Earn a Maximum of 16.0 AMA PRA
Category 1 Credits
For Registration Information Please Email:
office@aap-ca.org

MEMBER ADVANTAGE

The Royal Australasian College of Physicians

Member Advantage Benefit Program
Dining discounts
across Australia and New Zealand

Save up to 20%
on new car purchases

Enjoy two for one dining, or percentage
discounts1 off the total bill. Visit the
Member Advantage website for a full
list of participating restaurants.

Take advantage of free access to our car buying
service (save $178), and take the hassle out of
buying a new car. Average member saving on
purchases is $3,0002. Call us today for a quote.

Save $332 on Virgin Australia
airline lounge memberships

Free international money transfers

Access exclusive corporate rates for Virgin
Australia lounges across Australia and NZ, and
save $3323 off the public rate. Apply via the
Member Advantage website.

Do you need to pay an international invoice,
purchase a property or send money to family
overseas? Our partnership with OzForex
allows you to transfer money worldwide at
significantly better exchange rates than banks.

Visit Member Advantage at www.memberadvantage.com.au/racp
or call 1300 853 352 (Australia) or +61 3 9695 8997 (New Zealand)
1) Terms and conditions apply. Please see the Member Advantage website for full details. 2) Offer available to Australian residents only. Average member saving off the cost
of a new vehicle for the period 2011 to 2012. 3) Includes joining fee of $99 AUD. Terms and conditions apply. Please see the Member Advantage website for full details.
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