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Letter from the President

LOOKING AHEAD
the rapidly increasing numbers of medical
graduates, many of whom wish to choose
a career as a physician, paediatrician or
faculty fellow, and the increasing demands
for quality assurance through accreditation
and self-management by the profession.

I

n any progressive organisation, it is
necessary to continually review the
way the business is operating, whether
it is achieving desired outcomes, and
whether it needs to alter its priorities for the
period ahead.
Prior to settling on our priorities for the next
two to five years, the Board recently held a
strategic planning day. This was important
because of the need to look at the external
environment in which we work, our current
position, and at the trends and drivers that
will impact the College in the medium term.
The health systems of Australia and New
Zealand face long-term challenges that
include population ageing, the growing
burden of chronic disease, pressure on
access to services, Indigenous health gaps
and new health technologies.
In Australia, the Federal Government’s
response to the National Health and
Hospitals Reform Commission and the
National Preventative Task Force will shape
the nature of reforms to funding and health
care for the next decade. New Zealand
has begun a reform agenda which will be
constrained by pressures on the economy
over the next few years. In both countries,
consumers have rising expectations of
the quality of health care and their level of
engagement in determining that care.
It seems likely that the focus of investment
will shift to prevention.
For our workforce, there are the challenges
of the distribution and availability of
specialists, the need to assess and
assimilate into our workforce the increasing
numbers of overseas trained doctors, the
need to supervise, mentor and assess

4
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We are also increasingly under pressure
from government and other potential
training bodies, the universities in particular,
to demonstrate that we are the most
appropriate body to train physicians and
paediatricians. Rather than asserting our
historical role and right to hold this position,
the Board sees opportunities to work
with universities to utilise their expertise
in education and our expertise in clinical
excellence to produce even better programs
for Basic and Advanced Trainees and for
continuing professional development for our
Fellows.
Such activity would also serve to
demonstrate clearly to both government and
the community the value and importance
of the College and its associated Specialty
Societies and associations.
It is necessary to first study the government
agenda so that we can engage with and be
part of new initiatives rather than reacting
after they have been announced. Examples
of being proactive and forward thinking
include being on top of workforce issues
so that we can help to shape the mix, roles
and distribution of the future specialist
workforce, being able to demonstrate
the contribution that physicians and
paediatricians make to the management
of patients with chronic illnesses so that
we can then be seen as a credible force in
assisting government to make appropriate
health system changes, and demonstrating
our ability to self-regulate through active
involvement in continuing professional
development and assessment of overseas
trained doctors.

Future directions
Over the next two years, the Board is
planning for the following outcomes:
•

Successful implementation of the new
Basic Training program

•

Completion of the implementation plan
for the new Advanced Training program

•

Successful implementation of the new
CPD program

•

Improved level of engagement and
participation of trainees and Fellows

•

Improved engagement with Specialty
Societies

•

Stronger ties with groups outside the
College, in particular, other colleges
and universities

•

Stronger focus on workforce needs and
greater capacity to respond to changing
workforce directions

•

Stronger and more visible profile for
the College and its members within the
community and across government.

There are threats that cannot be ignored,
including loss of AMC accreditation
if we cannot implement our training
program rapidly and effectively, burnout,
dissatisfaction of directors of physician
and paediatric training if we cannot rapidly
recruit large numbers of new supervisors
to assist with the new and more active
training program, and alienation of
Specialty Societies if we cannot improve
communication and respond to their
requests in a balanced manner.
The CEO and her staff are preparing a
business plan which will be informed by the
following five key success factors:
1.

Deliver excellent education, training and
assessment services

2.

Actively engage with key internal
and external stakeholders, including
Specialty Societies, other colleges and
key health bodies

3.

Increase the profile and position of the
RACP to shape the health agenda

4.

Align the physician workforce to meet
emerging needs

5.

Strengthen the internal culture and
governance of the College.

May I take this opportunity to wish you all a
relaxing break over the summer period and a
very happy and healthy 2010.
Professor Geoffrey Metz AM, PRACP
RACP President

Indigenous Health

CLOSE THE GAP: THE CAMPAIGN
FOR ABORIGINAL AND TORRES STRAIT
ISLANDER HEALTH EQUALITY BY 2030
Our challenge for the future is to embrace
a new partnership between Indigenous and
non-Indigenous Australians. The core of this
partnership for the future is closing the gap
between Indigenous and non-Indigenous
Australians on life expectancy, educational
achievement and employment opportunities.
This new partnership on closing the gap will
set concrete targets for the future: within a
decade to halve the widening gap in literacy,
numeracy and employment outcomes and
opportunities for Indigenous children, within
a decade to halve the appalling gap in infant
mortality rates between Indigenous and nonIndigenous children and, within a generation,
to close the equally appalling 17-year life gap
between Indigenous and non-Indigenous
when it comes to overall life expectancy.1

I

n March 2008, the College was
proud to participate in the inaugural
National Indigenous Health Equality
Summit in Canberra. At this meeting,
College President at the time, Professor
Napier Thomson, signed the historic ‘Close
the Gap Statement of Intent’ alongside the
Prime Minister, the Minister for Health and
Ageing, the Minister for Indigenous Affairs
(representing the Australian Government),
the Leader of the Opposition, and the other
Close the Gap campaign partners.
In signing this statement, the College
committed to work in partnership with
Aboriginal and Torres Strait Islander peoples
and their representatives to achieve health
and equality in life expectancy by 2030.
The historic signing, which crossed party
political lines and involved Australia’s
peak Indigenous and non-Indigenous
health bodies, NGOs and human rights
organisations, was the culmination of
two years’ work to secure the support of
Australian governments for this human
rights based approach to health equality. The
spark for this groundbreaking campaign was
the 2005 Social Justice Report by Aboriginal
and Torres Strait Islander Social Justice
Commissioner Tom Calma. Commissioner
Calma remains the Chair and driving force
behind the Close the Gap campaign.
The campaign is now encouraging all
jurisdictions to sign the Statement of Intent

and territories also contributing matched
funds of $772 million, totalling $1.6 billion.
These agreements are welcome, important
and necessary, but do not go far enough
to meet the agreement enshrined in the
Statement of Intent.

to deliver a clear commitment of their
intentions regarding Indigenous health.
Following the Summit, the campaign
partners developed a set of goals and
benchmarks in the Close the Gap National
Indigenous Health Equality Targets2,
which were presented to the Australian
Government in July 2008. Key targets aim
to support:
•

significant reductions in the rates of
Aboriginal and Torres Strait Islander
death and illness from diseases and
chronic conditions

•

the delivery of the necessary primary
health care services for health equality
to Aboriginal and Torres Strait
Islander communities, particularly by
Aboriginal Community Controlled
Health Services (see pages 3–11)

•

major improvements to housing in
Aboriginal and Torres Strait Islander
communities

•

a dramatic increase in the availability
of fresh and healthy food supplies in
Aboriginal and Torres Strait Islander
communities

•

significant reductions in the rate of
smoking among Aboriginals and
Torres Strait Islanders.

Under development are further targets
regarding the social determinants of health.
The Government is working towards
addressing the health inequities and has
made significant commitments through
the Council of Australian Governments
(COAG) agreements which have adopted
the title, ‘Closing the Gap’. At the November
2008 COAG meeting, the Federal
Government committed an additional
$806 million over four years, with the states

Pivotal to the agreement is the urgent
development of a comprehensive national
plan to reach equal life expectancy for
Indigenous and non-Indigenous Australians
by 2030. Included will be:
•

a coordinating body to oversee and
guide the range of agencies responsible
for delivering health services – for the
Aboriginal and Torres Strait Islander
population

•

a monitoring body to ensure that
agencies are working effectively and
achieving measurable progress.

A further key point of the agreement is
the need for partnership with Indigenous
peoples and their representatives.
To date these two foundation stones of the
agreement remain inadequately addressed.
True progress will not be made until they are.
If you would like to know more about the
Close the Gap campaign and the College’s
involvement, please see the Australian
Human Rights Commission website at
www.hreoc.gov.au/Social_Justice/health/
index.html and contact me at Yvonne.
Luxford@racp.edu.au
Dr Yvonne Luxford
Manager, Policy and Advocacy
Christopher Holland
Senior Policy Officer
Australian Human Rights Commission
1.

Prime Minister Kevin Rudd, Apology to
Australia’s Indigenous Peoples, 13 February
2008.

2.

www.hreoc.gov.au/Social_Justice/health/
targets/index.html
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THE CARDIAC SOCIETY INAUGURAL
INDIGENOUS CARDIOVASCULAR HEALTH
CONFERENCE, 16–17 AUGUST 2009
Correction of the social patterning of illness
and disease, disproportionately affecting
Indigenous peoples, cannot be alleviated
without better articulating and correcting
these social factors. Because significant
heterogeneity in environments exists across
and within Indigenous communities,
solutions must reflect the differing needs of
individual communities. The Conference also
heard about the intergenerational impact of
disadvantage, which predisposes Indigenous
children to developing CVD. The inescapable
implications of these data are that the effects
of social disadvantage today will be felt for
generations to come.

Dr Alex Brown and Professor Len Kritharides.

T

he Inaugural Indigenous
Cardiovascular Health
Conference, hosted by the
Cardiac Society of Australia
and New Zealand (CSANZ), represented
a unique departure from years of
silence regarding the appalling rates of
cardiovascular disease (CVD) among
Indigenous peoples. Indigenous health is
over-served with reports, consultancies
and recommendations but under-served
by action with positive outcomes. In an
attempt to redress this, the Conference
brought together leading clinical and
research expertise from Australia and
New Zealand, and representatives of
government, health services and Aboriginal
communities, to collectively plan for
improved CVD outcomes for Indigenous
people. The aims of the Conference were to
foster open debate on issues contributing
to CVD in Indigenous people, to showcase
successful programs across Australia and
New Zealand, and to identify key priorities
for advocacy and system development that
would improve outcomes.

We were reminded of the
need to demonstrate our
outrage at the enormity
of the gap in
cardiovascular health
between Indigenous and
non-Indigenous peoples.

6

RACP News December 2009

The plenary sessions included discussion of
CVD in Indigenous communities (locally
and from an international perspective);
the social, environmental and political
determinants of CVD; rheumatic heart
disease (RHD) and acute rheumatic fever
(ARF); improving access to cardiovascular
services and therapies; the patterns,
outcomes, investigation, management and
prevention of acute coronary heart disease
(CHD); and long-term chronic disease
management approaches to CVD.
The Conference witnessed a call to arms,
most notable in presentations from Maori
colleagues and within the opening address
from international speakers Richard Horton
(Editor of The Lancet) and James Galloway
(former Director of the Native American
Cardiology Program, Indian Health Service
USA). We were reminded of the need to
demonstrate our outrage at the enormity of
the gap in cardiovascular health between
Indigenous and non-Indigenous peoples and
to demonstrate a health and human rights
framework to guide our collective activities.
Delegates heard that the rigidity of our
current health systems needs to be overcome,
and health care re-orientated towards
access for the patient. This is nowhere more
important than for Indigenous populations.
The Conference delivered a strong message
on the need to better understand and
respond to the social determinants of
Indigenous people’s health. Indigenous
people experience a clustering of adverse,
interdependent social factors with pernicious
impacts on health across the life course.

The incidence of acute
rheumatic fever and
rheumatic heart disease
in Indigenous peoples
of Australia and New
Zealand is equivalent to
or higher than that
recorded anywhere
in the world.
The incidence of acute rheumatic fever
and rheumatic heart disease in Indigenous
peoples of Australia and New Zealand is
equivalent to or higher than that recorded
anywhere in the world. We have failed to
deliver primordial prevention, secondary
prevention, or adequate tertiary management
of RHD. The secondary prevention of
recurrent and disabling disease in those with
prior ARF remains the most cost-effective
and achievable option. The outcomes of
surgical intervention, particularly among
Indigenous Australians, remain poor, and
guidelines for optimal management are
variably adhered to. Our capacity to monitor
and evaluate outcomes is limited by the
lack of standardised clinical and surgical
registries—a critical deficiency.
The Conference also discussed the need to
improve the accessibility and quality of CVD
care available to all people according to need,
rather than according to geography, ethnicity
or socio-economic status. This requires major

improvements in integration across all levels
of the health system and greater focus on the
needs of the patient and their immediate carers.
Stories of significant success in improving
access were highlighted. These typically
involved Indigenous people as agents of change,
and adaptable delivery of health care.

It remains impossible to
ignore the pressing
workforce shortages
that are threatening the
sustainability of our
health systems.
Growing rates of obesity, persisting high rates
of smoking and worrying population levels
of renal impairment indicate that the burden
of CHD experienced by Indigenous peoples
will increase into the coming decades.
Despite an extensive evidence base, the gaps
between evidence and practice remain. Gaps
in the identification of risk sit alongside
inadequate levels of prescribing effective
therapies, inadequate follow-up of individuals

with known elevated risk, and sub-optimal
management of acute and chronic CVD.
Discussion of revascularisation services for
Indigenous people experiencing acute cardiac
events identified a critical mal-distribution
of essential cardiovascular workforce and
infrastructure. Regional diagnostic services
can significantly improve the delivery of
investigation and therapy to Indigenous
people. This requires not only on-site
workforce and infrastructure, but strategies to
ensure the smooth transition of patients along
defined referral pathways to tertiary care.
Deficits in staff, infrastructure and clinical
resources to support those in regional centres
all contribute to gaps in service delivery to
Indigenous communities. Clinical systems
that augment the delivery of evidence-based
care ensure the transition of patients across
frequently disconnected sectors of care,
and electronically recorded, complete and
standardised clinical and outcome data are yet
to be developed—and are critical. Enhanced
utilisation of PBS and MBS funding and
reduced financial barriers to pharmaceuticals
hold promise to improve treatment deficits.

It remains impossible to ignore the pressing
workforce shortages that are threatening the
sustainability of our health systems. In many
respects, an ideal Indigenous CVD workforce
may not resemble the workforce structures or
professional classifications that currently exist.
With this in mind, the Conference offered
a number of recommendations for a way
forward in mitigating the risk of CVD among
Indigenous peoples, and these will published
as specific recommendations of the CSANZ
in the near future. The Conference concluded
that those of us who are stewards of health
systems must accept a leadership role in
laying the foundations for system reform. The
full program of the CSANZ Indigenous CV
Health Conference and the list of speakers
can be found at: www.csanz.edu.au.
Dr Alex Brown FCSANZ, FRACP (Hon)
Head of the Centre for Indigenous Vascular and
Diabetes Research, for the Baker IDI Heart and
Diabetes Institute, based in Alice Springs
Professor Len Kritharides FRACP
The University of Sydney

DR ALEX BROWN FCSANZ, FRACP (HON)
We are delighted to announce
that Dr Alex Brown has
recently accepted an Honorary
Fellowship from the Royal
Australasian College of
Physicians.
After completing his medical training at
Newcastle University in 1995 and undertaking
his Master of Public Health in Israel, Dr Brown
spent 10 years working in Aboriginal health,
education, policy, communicable disease
control, service delivery and public health,
epidemiology, research and research ethics.
From 2003 to 2006 he was Senior Research
Fellow for the Menzies School of Health
Research, responsible for the establishment of
its Central Australian Division, before taking
up the position of Head, Centre for Indigenous
Vascular Research at the Baker IDI Heart and
Diabetes Institute.

Dr Brown now has a growing national profile
in Indigenous cardiovascular and metabolic
disease research and policy development, and
is strongly involved in engaging government
and lead agencies in setting the agenda for
Aboriginal CVD control. He represents
Aboriginal issues on national committees
and at national forums, including the
Australian Indigenous Doctors Association,
Federal Government, Heart Foundation,
Australian Human Rights Commission, Royal
Australian College of General Practitioners,
and the Australasian Faculty of Public Health
Medicine.
He has presented extensively across Australia
and in New Zealand, Canada, Israel and Italy
on the complex patterns and determinants
of Indigenous health, communicable disease
control in Aboriginal community contexts, the
disparity in chronic disease burdens faced by
Indigenous Australians and on Indigenous male
health, and has been an invited keynote speaker

for meetings of the Cardiac Society, International
Society of Heart Research, Thoracic Society,
Public Health Association of Australia and the
Heart Foundation, amongst others.
His particular work on psychosocial
determinants of cardiovascular disease in
Indigenous men, the epidemiology and
cross-cultural understandings of depression
in Indigenous men, his leading work on
Australian quality of care and outcomes
following ACS in Indigenous people, the
polypill trial in Aboriginal people at high
vascular risk, and his newly commenced
landmark survey of heart failure in
Aboriginal communities in Central Australia
place him at the forefront of a key research
group working on chronic disease in
Aboriginal people.
It is a remarkable contribution to Indigenous
health in such a short space of time. We wish
him well in the future.
RACP News December 2009
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INALA COMMUNITY HEALTH CENTRE:
A SUCCESS STORY
Associate Professor Noel
Hayman, Chair of the RACP’s
Aboriginal and Torres Strait
Islander Expert Advisory
Group, was invited to talk
about strategies to improve
Indigenous health access
for urban and regional
populations at the Cardiac
Society’s Inaugural Indigenous
Cardiovascular Health
Conference. This is an abridged
version of his presentation and
experience in Queensland.

C

ultural factors, financial
factors and distance have
been important barriers
limiting Indigenous access to
mainstream health services.1 Low levels of
access by Indigenous people to primary
health care settings and inadequate
government funding contribute to their
continuing poor health status.2 Improved
primary care access is vital in closing the
gap for most health outcomes.
To improve access, Aboriginal Community
Controlled Health Services were
established, the first being at Redfern in
1971. The principles underlying Aboriginal
Community Controlled Health are essential
to overcoming barriers to effective health
service delivery for Indigenous people.3
Culturally appropriate service provision was
identified by Queensland Health in 1994
as one of seven key areas to help improve
the health of Indigenous Queenslanders.4
A culturally appropriate service takes into
account local language, beliefs, gender and
kinship systems, making service delivery
settings more acceptable to the Indigenous
community.

Improving Indigenous
access to the centre
The Brisbane suburb of Inala is a low
socio-economic area with significant
public housing, cultural diversity and a
8
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high proportion of Indigenous peoples.
According to the 1996 Census, 8% (1,063)
of the total Inala population (13,284) was
Indigenous, significantly more than the
national proportion of 2.1% for the same year.
The Inala Community Health Centre, a
Queensland Government funded service,
aims to provide comprehensive primary
health care with easy access to allied
health and specialised health teams under
the one roof. In 1994, nursing staff could
only identify 12 Indigenous patients who
regularly used the Inala Health Centre
General Practice (IHCGP). This led to
the establishment of the Inala Indigenous
Health Service (IIHS) in 1995, which
operated out of the IHCGP, and was
staffed by one Aboriginal doctor and one
Aboriginal nurse.

In 1994, 12 Indigenous
clients attended IIHS;
today approximately
3,500 Indigenous
clients are registered
and 1,200 doctor
consultations are
completed monthly.
Poor attendance was evaluated by means
of a focus group and phone interviews.
Results from the focus group and
information from Indigenous people
who did not attend IHCGP were used
to determine what strategies would be
implemented to encourage service access.
Access barriers identified by the local
Indigenous community included unfriendly
and uncaring staff, staff talking down to
Aboriginal people (‘make you feel shamed’),
poor treatment at reception, low tolerance
of Indigenous child behaviour and a long
wait to see a doctor; also, there were no
Aboriginal people working at the centre
and there was ‘nothing’ there they could
identify with. Reasons for attending IHCGP
included convenience, satisfaction with
doctors and staff and no reported racism.

Following further community participation
and feedback, five key strategies were
developed and implemented:
1.

To employ an Aboriginal or Torres Strait
person in IHCGP. This person could
be a nurse, Aboriginal or Torres Strait
Islander Health Worker, a receptionist,
or a liaison person for the centre.

2.

To purchase culturally appropriate
health posters and artefacts for the
centre and to play Aboriginal radio
‘AAA Murri Country’ on occasions to
help make Aboriginal and Torres Strait
Islander people ‘feel more at home’ and
identify with the centre.

3.

To provide cultural awareness talks to
all staff within the centre.

4.

To disseminate information into the
Aboriginal and Torres Strait Islander
community about what services were
available.

5.

To promote intersectoral collaboration.

In 1994, 12 Indigenous clients attended
IIHS; today approximately 3,500 Indigenous
clients are registered and 1,200 doctor
consultations are completed monthly.
Improved access has led to many important
health gains. In 2006, the IIHS was allowed
to operate with an exemption from section
19(2) of the Health Act 1973 (Cth), which
enables Medicare rebates to be claimed by
state remunerated doctors. Bulk billing
money has enabled the service to employ
extra staff, including two doctors, two
nurses and two administrative positions.
In 2007, the IIHS moved to a stand-alone
clinic with four consulting rooms, a large
procedural area with two beds for minor
operations and emergencies, and a large
non-clinical area for community-based
staff. In the same time frame, utilisation
of Indigenous health checks and chronic
disease Medicare item numbers contributed
significantly to the employment of an extra
doctor and registered nurse.5

Analysis of health checks
The IIHS analysed 413 health checks
(Medicare item number 710). The study
showed that the health check is a viable
vehicle for evaluating health status,

identifying chronic disease risk factors and
implementing preventive health care.6 The
results revealed high prevalence rates of
cardiovascular risk factors, as shown below.
Cardiovascular risk factors

Number (%)

Current smoking
Overweight or obese (BMI >25)
Waist >100 cm (male),
>90 cm (female)
Proteinuria
No exercise
Total cholesterol/HDL ratio >4*
Blood pressure >140/90
Diabetes

275 (67)
251 (61)
218 (53)
123 (30)
132 (32)
57 (14)
49 (12)
35 (8)

Due to this excessive cardiovascular risk,
the IIHS is participating in a polypill trial
to see if one tablet containing two blood
pressure medications, a statin and aspirin
will decrease cardiovascular risk, increase
medication compliance and overall improve
cardiovascular health.

Continuous quality
improvement: Healthy for
Life Program
In 2005, the Commonwealth Government
introduced a targeted policy to the most
disadvantaged group in Australia: the
Aboriginal and Torres Strait Islander
populations. The Healthy for Life policy
provided $102.4 million over four years,
with three aims:
1.

2.
3.

Improving health outcomes for
Aboriginal and Torres Strait Islander
mothers, babies and children
Reducing the incidence of chronic
disease
Enhancing the quality of life for
Indigenous people living with chronic
disease.

By the end of 2008, there were over 80 sites
funded by the Healthy for Life program.
Healthy for Life differs from other
Indigenous health policy in that a rigorous
evaluation framework involving continuous
quality improvement (CQI) has been
implemented to ensure health outcomes can
be measured over time. Prior to the rollout
of Healthy for Life, the Department of
Health and Ageing facilitated consultation
activities which provided the platform

to develop the Evaluation and Outcomes
Framework for the program.7 The objectives
of the framework are to:
•

assess the effectiveness, efficiency and
appropriateness of the Healthy for
Life program in achieving its stated
objectives and outcomes

•

inform ongoing improvements at the
health service and health system levels
and the program design and policy level

•

provide evidence to inform best
practice in maternal and child health
and chronic disease within a quality
framework at the service level

•

be technically sound

•

be informed by health service, state
and territory and national work on
performance indicator development
and usage.

The IIHS is a member of a South East
Queensland consortium accessing the
Healthy for Life program, commenced
in 2006–07. As part of the Evaluation
and Outcomes Framework, the IIHS
implemented a CQI technique, the Audit
for Best Practice in Chronic Disease
(ABCD). The ABCD was developed initially
by the Cooperative Research Centre for
Aboriginal Health and was progressed more
recently by the Menzies School of Health
Research in Darwin.

Implementation of CQI
at IIHS
CQI involves collecting relevant service data
with the aim of analysing the data to improve
service capacity and delivery. Maximum
gains using CQI are achieved by clinical
audit cycles. The process of clinical auditing
involves collecting data by standard protocols
that are evidence based. The Healthy for
Life program collected data on 11 essential
indicators that demonstrate the quality of care
provided to patients with chronic disease and
in child and maternal health.
The IIHS has improved significantly the
outcomes on all of the 11 indicators. For
example, the average HbA1c for all diabetic
patients was 9.6% in 2006–07 and 7.9% in

2008–09. This reduction is highly significant
in reducing diabetes complications and
cost to the community. Ninety per cent of
all diabetics had a HbA1c completed in the
last six months compared to 44% nationally.
Just over 90% of all diabetics had a blood
pressure taken in the last six months. Only
25.3% of diabetic patients reached target
blood pressure in 2006–07; this improved to
over 50% in 2008–09.
In conclusion, Aboriginal and Torres Strait
Islander people will access mainstream
health services if community consultation
and participation is undertaken. Health
service research and CQI is vital in
producing high-quality health outcomes for
the Indigenous population.
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CARING FOR THE COMMUNITY:
REFLECTIONS ON WORKING IN AN URBAN
ABORIGINAL HEALTH SERVICE
similarities between my experiences in
developing communities overseas and those
working at VAHS, within 10 kilometres
of my home in Melbourne. Challenges to
provision of health care revolve around
disadvantage, trust and cultural security.
Presentation to health care is often late;
access to services a central issue.

Nurse Sally Taylor with community members at the Women’s & Children’s Unit monthly Boorai art day.

T

he grave health statistics of
Indigenous Australians are
extensively reported in the
media and scientific literature,
highlighting the tragedy of Indigenous
health. The reporting of these figures rightly
draws attention to a public health crisis,
influencing health policy and funding.
But does it also do harm? Indigenous
Australians are rarely portrayed to be
anything other than in poor health. Positive
stories, success stories, stories of hope are
rarely told.
This year I have worked as a Paediatric
Fellow at the Victorian Aboriginal Health
Service (VAHS), an Aboriginal Community
Controlled Health Organisation committed
to providing culturally secure health care
for Aboriginal and Torres Strait Islander
people living in Victoria. Working for
a health service that involves, listens to
and cares for its community has been an
incredibly positive experience.
The majority of Aboriginal people live
in regional and metropolitan areas of
Australia.1 The cultures of Indigenous
Australians are so rich and diverse, and
very different from my own. Experiencing
10
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the strong sense of family and community
through my work at VAHS, and being
welcomed by this community, has been
a great honour. The huge respect that
Aboriginal people have for their Elders,
women, men and children is inspiring. The
capacity for Aboriginal people to forgive is
incredible. It is within recent living memory
that Aboriginal children were removed
from their parents.2

You see Aboriginal
people at their best
because they are in
their own place.
As a medical student, I completed my
elective in the border region of East Timor,
an experience which has shaped the path of
my career. It triggered an ongoing interest
in public health and the social determinants
of health and illness. I have enjoyed my
ongoing work in East Timor with the East
Timor Education Fund, and more recently
in Solomon Islands. There exist many

The clinical services provided by VAHS
are certainly unique; the health service
proudly a ‘one stop shop’. Families may
come into the health service to see the
medical team (including Aboriginal
Health Workers, Nurses and General
Practitioners), the Maternal & Child Health
Nurse, Financial Counsellor, Dentist,
Midwife, Physiotherapist, Podiatrist,
Optometrist or Dietitian. They may come in
to see a specialist (Surgeon, Paediatrician,
Gynaecologist) or mental health
professional (Psychologist, Psychiatrist,
Counsellor or Psychiatric Nurse). Some
come just to be with family. The waiting
area always seems full. Few people watch
the television there; most people sit, have a
cuppa and talk. Children play, people laugh
and joke. You see Aboriginal people at their
best because they are in their own place.
There’s always a bowl of fresh fruit on offer,
and on most days fresh fruit or vegetables
for people to take home. There’s no urgency
to leave the health service; ‘It’s a home away
from home’ I often hear people say.
There are so many success stories at
VAHS, in addition to the provision of a
comprehensive medical and dental service.
Immunisation rates are consistently high
and patients who ‘fail to attend’ mainstream
services are engaged. Boorai (‘baby’ or
‘child’ in Wurundjeri language) classes are
held monthly and support new parents
and their children. Kooris in the Kitchen
supports healthy eating through cooking
classes led by a dietitian. Active Elders,
Gentle Gym and the MAYSAR gym support
exercise and physical activity. Through
Healthy for Life, Aboriginal children
are visited at their schools where there
are opportunities for health promotion,
health screening and strengthening of the
links between schools, the Health Service,
parents and their children. Home Support

assists families who have complex health
needs to negotiate the many appointment
and transportation needs. Financial
Counselling, through liaison with the
Sheriff ’s office, assists in managing debts
and fines. Koori Kids Mental Health
Network has a number of counselling
services available to children, young people,
adults and families. The Men’s Healing
Service supports men in crisis. These are
just some of the many services that are
offered by VAHS, responding to the needs
of the community. The respect for privacy
and confidentiality across the health service
is remarkable.

It takes time to
provide good health
care to Aboriginal
people; time to be
trusted and accepted,
time to listen.
My role largely involves providing a
paediatric clinical service, supervised
by Susan Hedges (Aboriginal Health
Worker and Manager of the Women’s &
Children’s Unit) and Margaret Rowell
(Paediatrician). The clinical cases are
typical of an urban paediatric clinic, with
a slight developmental slant. The health
problems of children we see in the clinic are
largely a reflection of poor access; health
problems of Aboriginal children living in
remote settings (such as rheumatic fever or
suppurative otitis media) are uncommon in
our setting. Housing is a terribly neglected
area, and there is unfortunately a lot of child
protection work.
The experiences of one particular family I
have worked closely with this year highlight
some of the health issues for Aboriginal
people living in an urban setting. Victims
of domestic violence, the mother and her
four children had been living in a damp
two-bedroom Housing Commission flat for
the past two years. One child, an ex-prem

with chronic lung disease, was on home
oxygen; they rarely left the flat because it
was too difficult to transport the cylinders
(Mum didn’t own a car and their flat was on
the second floor). With persistent advocacy
for improved housing by VAHS and other
agencies, this family moved to a new home
several months ago, significantly improving
their health. Recently, one of the children
became unwell with fever and dysuria.
Suspecting a urinary tract infection, his
mother took him to the local GP. Her
child was prescribed topical antibiotic to
the prepuce; although she felt this wasn’t
‘right’, she didn’t feel that she could question
the doctor. The next day, her child still
febrile and unwell, she presented to the
local hospital where she was told at triage
that her child was ‘too well to be seen’. The
following day, the family made the lengthy
journey down to VAHS because she ‘would
be heard’. Her child was unwell, did have a
urinary tract infection and responded well
to oral antibiotics. The woman in this case
was happy to share her story so that it may
‘raise awareness and improve the health of
other people in the community’.
Aboriginal people care immensely about
their children and go to extraordinary
lengths for their health.
I have learned a lot this year. It takes time
to provide good health care to Aboriginal
people; time to be trusted and accepted,
time to listen. The stress and insecurity in
many of my patients’ lives is enormous.
Flexibility is important: often I am asked
to see siblings and cousins of patients
I have booked in. Sometimes patients
drop in when they are in crisis—these
consultations are often the most rewarding.
Understanding why patients come to see
you and what they want is important—it
may be that a family member with a similar
physical appearance has just been diagnosed
with cancer. Understanding why they don’t
come to see you is also important. Not
answering a question doesn’t mean they
don’t know. Cultural security, built upon
an awareness of Aboriginal culture and
practical actions, is essential to ensuring
that the service provided is culturally safe.3

This year has certainly inspired me to
continue working in Indigenous health.
It is incredibly rewarding, interesting,
enjoyable and important work. Next year,
I’m continuing my advanced training in
Alice Springs and am sure to face very
different health issues. There’s only one
decision I need to make: am I a missionary,
mercenary, misfit, or just broken-hearted?4
Dr Peter Azzopardi
Acknowledgements
I would like to acknowledge Susan Hedges,
Margaret Rowell, Mary Belfrage and the
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position this year and my education about
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MEDICAL OUTREACH PHYSICIAN
TRAINING IN REMOTE COMMUNITIES

Registrar Dr Andrew Burke with a patient

E

xhilarated by a beautiful flight
across the vast, wild emptiness
of Arnhem Land, I arrived
for my first medical outreach
clinic keen and naive. My first patient had
advanced chronic lung disease secondary
to recurrent childhood infections, all
beautifully documented since birth in his
clinic record. After some negotiation, I
obtained Mr K’s consent to perform a sixminute walk test from the district medical
officer’s house to the stop sign outside the
clinic (measured at 70 metres by the clinic
staff ). It started out well with Mr K and
his son walking hand in hand, but after
a minute the two-year-old fell over and
grazed his knee. We quickly patched him up
and continued, only for Mr K to trip over a
stray dog at exactly two minutes. Just as we
began walking again, a tropical downpour
let loose upon us, and we ended up running
back to the clinic, completely soaked, with
me wondering vaguely if this might be the
first case of melioidosis acquired during
a six-minute walk test, or at least that the
test had genuinely reproduced the patient’s
usual environment. Three months later,
we failed to list Mr K for consideration for
lung transplantation due to social factors.
A challenging few years lie ahead for Mr K
and his young family.

12
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Dr Krispin Hajkowicz on his way to a medical outreach clinic

The service was
developed because
the model works—
providing medical
outreach to patients in
their own communities
consistently provides
more robust and
comprehensive follow-up.
The medical outreach registrar position
was created at Royal Darwin Hospital in
2008 to expand provision of specialist
medical services and to promote advanced
physician training in remote Indigenous
communities in the Northern Territory.
Funding for the position is through
the Expanded Specialist Training
Programme, a Commonwealth initiative
aimed at increasing specialist training
in non-conventional settings. It is a sixmonth rotation offered to senior Advanced
Trainees in general medicine and some
specialties, in conjunction with six months
of inpatient medicine. It includes general
medicine, cardiology and nephrology visits
to 15 remote communities and hospitals.

The position has been filled since its
inception, with senior trainees now locked
in till January 2011!
The service was developed because the
model works—providing medical outreach
to patients in their own communities
consistently provides more robust and
comprehensive follow-up than the
alternative of hoping that Indigenous people
will overcome logistical and social barriers
and travel to Darwin to attend several
separate outpatient appointments that they
often do not understand the reason for.
The case mix of physicianly medicine in
Indigenous communities is evenly spread
between chronic lifestyle metabolic diseases
and diseases of poverty and inequality such
as rheumatic heart disease and crusted
scabies. Physicians assist exceptional
community general practitioners with
diagnostic dilemmas, management of
complex discharges and palliative care.
On some days, there are dozens of
patients that cannot be seen in time, and
on other days, only two or three present,
often due to a funeral held in a nearby
community. There are no appointments
in the conventional sense of the word;
rather, patients attend in groups of three or
four when they are picked up by the clinic

INDIGENOUS HEALTH
RESEARCH IN THE TOP END
driver—and just like everywhere else they
dislike waiting! It takes time and repeated
visits to make inroads into what, at times,
seem like insurmountable challenges in
chronic disease management.

prevention study designed as a
randomised control trial of placebo
and ACE-inhibitors to retard the
onset of proteinuria. Study sites are
based both on the Tiwi Islands and
in Darwin. Many participants have
completed randomisation and are
on the treatment phase. The study is
expected to take five years.

We find that the outreach model works best
when physicians:
•

make predictable, regular and frequent
visits to communities (and they are
well advertised)

•

make a long-term commitment to
visiting a community (at least several
years)

•

expect to do most of the leg work
themselves, including collecting blood
tests, following up results and even
dispensing medications

•

•

provide patients with copies of their
results and letters, tell patients when the
next visit is and make them centrally
involved in management plans (I
provide all patients with a followup visit card and my mobile phone
number—this has never been abused)
spend non-clinical time in the
communities to learn about
Indigenous culture, language and
medicine.

Medical outreach is an evidence-based,
efficient and effective model for providing
physicianly medical care to remote-dwelling
Indigenous Australians. Expanding
training positions in medical outreach
is important to develop this model, and
because the fascinating and challenging
case mix is a mine for postgraduate medical
education. Remote clinics need to be
frequent and well planned, and patients
need to be centrally involved in their
follow-up and management plans. There is
enormous unmet need and great scope for
involvement by our College.
Dr Krispin M. Hajkowicz

•

eGFR Study Led by Dr Louise MapleBrown, this study commenced in
November 2007 in the Top End (NT),
and is currently recruiting across
Northern Australia. The eGFR study
is seeking to validate the accuracy of
the MDRD formula for renal function
amongst Indigenous Australians,
by performing a simultaneous renal
function test and more detailed
measures of body composition,
and includes a measure of muscle
mass. Indigenous Australians have
higher prevalence (and earlier
age of onset) of diabetes, cardiac
disease, end-stage kidney disease
and of being overweight. The eGFR
Study team investigators comprise
endocrinologists, nephrologists and
Indigenous health researchers across
Australia.

•

Healthy Top-Enders Study This
study is assessing body composition
differences between Aboriginal and
a non-Indigenous Australians, and
the relationship with abdominal fat
partitioning, relative proportions of
lean and fat tissue, insulin sensitivity,
and inflammatory cytokine profile.
We hope to identify if an unfavourable
pattern of fat distribution and fat to
lean tissue ratio occurs among healthy
young people, with a view to planning
longitudinal studies with diet and
lifestyle interventions in the future.
The investigator group comprises
experts in body composition,
endocrinology and Indigenous health,
and is led by PhD student and renal
physician Dr Jaqui Hughes.

Dr Jaqui Hughes, Mary Ward and Suresh
Sharma on Greenhill Fort, Thursday Island,
after eGFR Study recruiting, August 2009

M

enzies School of Health
Research, situated in
Darwin, will celebrate its
25th anniversary in 2010. It
has specialist research interest in tropical
and emerging disease, and health amongst
Indigenous Australians.
The preventable chronic disease (PCD)
division is home to clinical research,
tobacco control, nutrition and physical
activity. Each of the three main groups
in the division was successful with
recent NHMRC project grant funding
(commencing 2009). The PCD division is
staffed by physicians, medical officers and
nutritionists. Other research personnel have
backgrounds in public health, nursing and
teaching. There is a mix of both Indigenous
and non-Indigenous staff in both academic
and project officer positions.
The three main clinical research projects
currently running are Tiwi Primary
Prevention Study (TPPS) (Professor W. Hoy
et al., University of Queensland), eGFR
Study: Accurate Assessment of Kidney
Function in Indigenous Australians (Dr L.
Maple-Brown et al.), and Healthy TopEnders Study (Dr J. Hughes).
•

TPPS Professor Hoy has a long
relationship with the Tiwi Island
people, whose health concerns include
end-stage kidney disease, diabetes and
premature death from cardiovascular
disease. The current study is a primary

Dr Jaqui Hughes
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WORKING TOGETHER:
THE SOLUTION AT ROTORUA HOSPITAL
Group A streptococcal or pneumococcal
(haemophilus influenza has largely
disappeared with immunisation). We also
regularly see children with rheumatic fever,
with its unfortunate cardiac complications,
as well as the usual asthma, gastroenteritis
and pneumonia, and the occasional
meningitis. These are interspersed with
children with Kawasaki disease and a
disproportionate number of children with
non-accidental injury, chromosomal issues
and so on.
Healthy Maori kids

R

otorua Hospital is the base
hospital to a population of a
little over 100,000 people. It
sits on top of Pukeroa Hill,
previously a pa site of Ngati Whakaue,
the local Maori tribe, whose ancestors
came on the Te Arawa canoe to Aotearoa
(Land of the Long White Cloud) hundreds
of years ago.
As the town was expanding, and a need for
health services was evolving, the kaumatua
(elders) of the hapu (tribe) gifted the land to
the local community on the condition that:
•

their people would receive free health
care there ad infinitum

•

members of the tribe would be given
the opportunity to work in those
health services.

Inherent in the gifting of the land is that
if the land is no longer to be used for the
provision of health services it will return
to Ngati Whakaue. Similarly, decisions in
relation to the use of the land are always
to be discussed with Ngati Whakaue for
consideration regarding any major changes.
This relationship is characteristic of the
Treaty of Waitangi, New Zealand’s defining
nationhood document, and translates into
the way that we live and work in a Maori
community.
Rotorua means ‘second lake founded by
an important Te Arawa ancestor’, and we
live near the water (lakes), on our farms,
near our forests and near the geothermally
heated water that was initially (and
sometimes still is) used for cooking.
14
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Maori make up 30% of our population
and, in accordance with the relationship
described above, determine the way in
which our town functions at all levels of
its systems. However, within the Maori
population, there are also some with
significant health needs that are both
education and poverty related, resulting
in all the health-care issues associated
with poverty.
Maori people are Polynesian. They mature
early and are traditionally a very physical
and warrior-like race, with large families
and, in our context, particularly wide
extended family networks. They are also a
very musical people with a love of humour.
Maori have an oral tradition, where history
is recorded through memory, and the
recitation of their family tree (whakapapa)
is very important to them. Maori systems
work well in Rotorua, and there is a high
level of integration between Maori and
Pakeha (European), which results in our
working well together.
A typical day on call in the hospital is likely
to include the assessment and admission
of many infants—babies with bronchiolitis
(accentuated by high maternal smoking
rates), a disproportionate number of
babies born prematurely, with intrauterine
growth retardation or birth asphyxia
(all potentially smoking related, too,
though clearly related also to other factors
such as late presentation of pregnancy
and lack of antenatal care), or sepsis,
whether meningococcal, staphylococcal,
complications of impetigo, infected eczema,

As can be seen, this makes for a busy
general paediatric life that is also both
enriching and enormously satisfying.
The Maori health model we have adopted
at Rotorua Hospital is a development
of the Te Whakaruruhau system, which
encourages the inclusion of Hunga Manaaki
(Maori Health Workers) in our team. Our
Maori colleagues link directly with the
Maori families to ensure that standard
communication needs are being met and to
enhance confidence in our Maori patients
regarding the care they are receiving. They
are also available to assist us directly with
particularly complex and difficult cases.
These may include managing and supporting
the wider family following a non-accidental
injury or when care needs to be withdrawn
from a seriously asphyxiated newborn, or
explaining what is to happen to a child when
the clinical issues are such that transfer to
the tertiary newborn unit or older children
services, particularly Intensive Care, are
required. Trust in the delivery of health care
by health professionals known to the families
cements relationships and makes the process
a pleasure.
It is useful to reflect on a specific case,
where a newborn was considered to be
brain dead and the plans in the tertiary
newborn unit were to withdraw care. It
was agreed that this would occur at our
secondary service hospital so that extended
family could be involved. On arrival,
it became apparent that the extended
family was not comfortable with this
plan as many family members, including
decision-makers within the family, felt
differently. It became critical to have a

Maori have some very meaningful, often
metaphorical, whakatauki (proverbs) that
are relevant to all of us:
Toit te kupu
To hold on to your language
Toit e mana
To hold on to your identity
Toit e whenua
To hold on to your land
Ma te huruhuru ka rere te manu
With feathers the bird can fly
Johan Morreau FRACP
Community and General Paediatrician
Johan Morreau with Maori Well Child colleagues, Wharangi Waetford (left) and
Michelle Freeman.

senior male Hunga Manaaki colleague to
identify the family leadership, facilitate
discussion with the wider family, and
then work through the process to a point
where all were comfortable with care
being withdrawn. This took several days,
and was achieved through frequent and
intensive communication with the family.
Subsequently, dealings with members of
this family have exhibited high levels of
trust, ensuring that the process of attending
to any very sick children and complex
medical problems works well.
The high incidence of medical issues
in our community’s families has been a
strong motivation to establish preventative
programs. Parent support programs, the
Well Child program and initiatives to
reduce meningococcal sepsis, hepatitis B
carriage and smoking (especially during
pregnancy) are well developed. There are
also Maori Services for Maori Children,
non-government organisations that will
become more and more effective as their
workforce develops.
Maori families know how to have fun,
they know how to socialise and how to
laugh, and they also know how to grieve.
Unfortunately, the latter is something
that they have had to do all too often,
sometimes in the context of the situations
described above. While needing to have a
comprehensive explanation of the etiology
of a child’s condition, there is also a strong

wish to maintain a physical and spiritual
presence with a dying or recently deceased
child. The child will always have somebody
with them at the open casket until the final
moments of burial. This is a very beautiful
and sensitive tradition and a privilege to be
part of for all.
Maori families are very grounded and easy
to communicate with and they have a deep
understanding of what is important and
what is not. Adult males sometimes express
their fear through being very quiet and
withdrawn, but also on occasions aggressive.
Sitting down and talking and explaining the
situation usually resolves this.
Families regard the placenta or newborn
umbilical cord as precious in connecting
a child to its place of birth. The placenta
and/or cord is therefore buried at their
traditional homeland and provides a clear
indication to young people that, even if they
go away, there is an expectation that at some
point, usually when they have learned the
ways of the world, they will come home and
contribute to the family.
Living here, raising a family here and
working here, makes one part of a wider
community that has become home. Here,
we frequently work together, Maori and
European. We also have children together!
Ours is an intensely bicultural and
increasingly multicultural community. For
me it has been both an enriching experience
and a privilege.

Lakes District Health Board
Chair of the New Zealand Paediatric and
Child Health Division Committee

GOOD NEWS FOR
NEW ZEALAND
DOCTORS WORKING
IN AUSTRALIA
Federal Health Minister Nicola Roxon
recently introduced draft legislation
designed to remove restrictions on
New Zealand-trained doctors working
in Australia, as well as on New Zealand
residents who train in Australia and stay
on and take up permanent residency
here. Under the legislation, these
doctors will be entitled to Medicare
benefits once they are registered in
Australia.
Currently, foreign graduates of
Australian medical schools and
overseas-trained doctors are not
permitted to provide services that
attract Medicare benefits for a period
of 10 years unless they work in regional
or rural areas. This qualification was
designed to address the shortage of
doctors in those areas.
A 90-day limit has also been proposed
in the Bill for requesting a review of a
decision to refuse or impose conditions
on a Medicare exemption.
The changes are due to take effect from
around April next year.
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THE LATEST ON
PREP ADVANCED TRAINING
Curricula development has a structured
process: initial engagement, consultation
with members of the specialty, and
subsequent review for education coherence
by the Curriculum Development Team.
Once the curricula has been finalised, it is
then presented to the College Education
Committee for final ratification. This
process ensures a degree of standardisation
and harmonisation across the different
curricula throughout the College. In this
way, we can reassure trainees and external
stakeholders that training, discipline by
discipline within the College, is of a similar
standard and intensity.

Curriculum Development Team (clockwise
from top left): Erin Murphy, Judith McGhie,
Alison Jones, Susi McCarthy

M

ost Fellows will be aware of
the developments in Basic
Training in the past few
years. The re-engineering
of the Basic Training program, the PREP
Program, consists of a number of structures
and processes to support trainees through
their learning journey. Critical to the PREP
Program is the development of curricula
which trainees use to identify the learning
required in the training program.
A few years back, the College identified
that it needed to further develop Advanced
Training as well. The Australian Medical
Council, in its review of the College, also
highlighted the importance of this.
Advanced Training re-engineering is a
difficult task due to the complexity of
Advanced Training because of all the
different specialties involved. The Curriculum
Development Team within the Education
Deanery is working on 42 curricula at this
point in time. This is a major endeavour.
The Education Deanery has established
a template and structure for the different
Advanced Training curricula. Our Fellows,
the content experts, are populating the
templates with the key learning objectives,
knowledge and skill requirements
applicable for their particular specialty.

16
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The other standardisation process that the
College is undertaking in the Advanced
Training area is the development of an
Assessment Toolkit. The Toolkit model
offers a set of internationally recognised
assessments that the College agrees to
support. One of the important Advanced
Training principles that has been clearly
articulated by the Chairs of the Specialty
Advisory Committees, Specialty Training
Committees and Joint Specialist Advisory
Committees is that there should be formative
but not summative assessments. Formative
assessments seem to be the preferred way to
guide learning for our trainees.
In PREP Basic Training, the key clinical
formative assessment in the Toolkit
is the mini-CEX. This is similar to a
Short Case. The equivalent tool in PREP
Advanced Training (PREP AT) is Case
Based Discussion (CBD), which is used
extensively internationally. CBD is similar
to mini-CEX but relies on a discussion and
review of the trainee’s overall management
of a more complex case. The CBD tool has a
framework to support supervisors in its use.
There are additional components available
in the Advanced Training Assessment
Toolkit for groups who wish to use them,
for example, mini-CEX, a Long Case
Format and an Objective Structured
Clinical Examination (OSCE). An OSCE
is formative in nature and would be used
only once in a program. Knowledge Based
Assessments (KBAs), designed to be used
formatively at this point in time, will also

be available. The procedural assessment
being used is DOPS (Direct Observed
Procedural Skills). This enables disciplines
to choose which procedures they wish to
be evaluated against and to specify these
within the DOPS framework. In addition to
these assessments, we are hopeful that Multi
Source Feedback (MSF) can be introduced
across all the Advanced Training programs.
In terms of the Teaching & Learning (T&L)
processes for PREP Advanced Training,
it would make sense to integrate these
with the same elements in the PREP Basic
Training Program. These processes are
in turn linked to those used in medical
schools. There is still discussion and
agreement to be had on these matters.
At the present time, continuing to use
Learning Needs Analysis (LNA) at the
Advanced Training level and the Significant
Incident Analysis Tool (SIAT) around the
Professional Qualities Curriculum (PQC)
seems to be ideal.
Just as there is an e-learning environment
(Basic Training Portal) for PREP Basic
Trainees, there will also be a PREP
Advanced Training Portal. The key
difference in the Advanced Training Portal
will be that trainees will enter the portal in
the area that relates to their discipline (e.g.
gastroenterology, cardiology, etc.), rather
than there being one common portal for all
trainees.
We are aiming to have most of the
Advanced Training curricula written and
ratified by mid-2010. Towards the second
half of 2010 a number of the Advanced
Training groups will be undertaking pilot
studies using the curriculum, T&L methods
and some of the formative assessments. For
those disciplines that are able, it is hoped we
will commence rolling out components of
PREP Advanced Training by 2011.
The overall aim of the RACP training
program is a significant degree of symmetry
for the individual trainee between PREP
Basic Training and PREP Advanced
Training. This aim aligns with methods that
trainees would have been exposed to in
medical school.

Implementing new curricula, educational
supervision processes, T&L methods
and learning environments is not an easy
process. Our Fellows are very busy in
their clinical and academic practice and
finding the time and capacity to learn yet
more educational processes for PREP AT
will be difficult. That is one reason the
College is emphasising that trainees are to
take a significant role in driving their own
program of learning, as they would if they
were enrolled in a university course. To
this end, equipping Advanced Trainees in
educational competence is important for
the future of our College. It is anticipated
that Advanced Trainees will provide some
degree of supervision for Basic Trainees
and that curricula components around
educational competence will be built into
Advanced Training. We also anticipate
having some specific elements on research,
the process of research, and the critical

thinking and critical reasoning that are
important in specialist medicine, and some
components of the Professional Qualities
Curriculum, especially around Quality
and Safety, Cultural Competence and
Communication.
Parallel to all this curriculum and
education development work is ongoing
advocacy with State Health Departments
for support for trainees and supervisors.
We cannot expect supervisors and
trainees to undertake a more rigorous
training program if they are not supported
adequately in the workplace. Most of our
State Health Departments are establishing
education and training bodies. Although
these bodies will have workforce
responsibility, they will also support
education and training. The College is
looking to a greater sense of coherence
between its education offerings and the

State Health Departments’ support for
education and training for trainees and
Fellows.
These are not easy times. With the
introduction of such major educational
change, the College is keen to support its
Fellows with workshops to equip them
in educational competencies, hence the
commitment by Deanery staff to support
a number of the specialty societies’ ASMs
with workshops and other resources for the
new training programs.
Those who wish to respond to these
matters are welcome to use the Dean’s blog
<http://racp.edu.au/page/educationaland-professional-development> to post
comments on this forum.
Professor Kevin Forsyth
Dean

OBSERVATIONS FROM MR PETER GARLING
SC ON MEDICAL EDUCATION AND TRAINING
South Wales health system assiduously. His
observations indeed appear to be applicable
Australia-wide.
The RACP invited Mr Garling to present
at an open forum on issues in medical
education and training in the clinical
context emanating from his inquiry. Senior
members of the medical profession, Fellows
and trainees were invited to this forum held
on Wednesday, 21 October 2009.

M

any of our Fellows will know
of the review of Acute Care
Services in NSW Public
Hospitals conducted in 2008
by Mr Peter Garling, often referred to as
the ‘Garling Report’. As a senior member
of the legal profession, Mr Garling has
completed this inquiry into clinical services
and education and training within the New

‘Any health care system
which does not
embrace, as a core role,
high quality medical
education and training is
unsustainable and is
doomed to failure.’

One of Mr Garling’s key findings in relation
to education and training was that, in order
to ensure that junior doctors are supported
and educated in their role as part of the
health workforce, clinical services should be
coupled with education and training.
I would like now to present a few notable
quotes from this very successful open forum:
‘Let it be said clearly and firmly, medical
education and training of a high quality is an
essential component of any system by which
health care is delivered to the public. In my
opinion, there is no available and rational
contrary view. Any health care system
which does not embrace, as a core role, high
quality medical education and training is
unsustainable and is doomed to failure.’
‘That medical education and training is a
core function of health care is emphasised
throughout Australia in a variety of statutes.
In NSW, by way of example, section 10 of the
Health Services Act 1997 provides that one
RACP News December 2009
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of the functions of an Area Health Service is
to provide training and education relevant to
the provision of health services.’
‘It was common for public hospitals to leave it
entirely to junior medical officers or trainees
to resolve the tension between their training
needs and patient demands. It does not
take much to know where junior medical
officers or trainees will place that priority
given the enormous pressure on the clinical
service. What is the consequence of this
tension? The consequence, so it seems to me,
is that if sufficient attention is not paid to
medical education and training the standard
of patient care is likely to fall, the safety
to patients is placed at risk and medical
treatment will not be delivered in the most
sensible and efficient manner. Ultimately, the
particular institution will have difficulties in
retaining a workforce.’
Mr Garling insisted that the education and
training of our junior workforce should
be provided within the health service. He
also urged that if this were not sufficiently
articulated or quarantined, then the medical
education and training of our junior staff
would frequently fail due to the pressures
on these staff to be occupied entirely in
the clinical domain. This observation is
consistent with the constant feedback I
receive from our Fellows. To move forward,
Mr Garling believes that medical education

and training should be a reportable
outcome in the delivery of health-care
services. In other words, medical education
and training should be a KPI for hospital
managers.
Mr Garling also observed the lack of
coordination between university, prevocational and vocational training
programs. Coordination was also lacking
across the sectors between State Health, prevocational bodies and the 12 postgraduate
colleges. Mr Garling called for a national
approach to these issues, recommending
the development of coordinating processes
to ensure, at a minimum, harmonisation
of these elements. He used the analogy of
orchestra members, each with their own
musical score. When the musicians are
playing only to their own musical notation,
the audience hears music of reasonable
quality. However, if the musicians are all
playing from the same score and have a
conductor, the sound is very much sweeter.
The urgency to address these matters has
become increasingly recognised. The reasons
for urgency can be summarised as follows:
•

the current lack of coordination

•

the significant demands that a modern,
high-quality medical education
program places on both trainees and
supervisors

•

the increase in trainee numbers
entering postgraduate training in the
upcoming years.

Members’ comments at the forum echoed
these sentiments. Unfortunately, it is
difficult to gauge which process would
work most effectively towards better
coordination of a very complex system—a
system that requires the highest quality of
medical education to be delivered across
clinical services. From my perspective, as
Dean of the College, I believe that we have
an excellent training program and highly
skilled professionals who are doing their
best to provide supervision and support
to trainees. This support is being provided
under great duress, with limited time and
capacity to give the attention to trainees that
is required. There is clearly a need for more
efficient processes and for partitioned time
for supervisors and trainees to undertake
the educational activities that are critical
to trainees’ development as the health
professionals for the next generation.
I would like to take this opportunity to
extend my appreciation to Mr Garling for
his excellent presentation and insightful
observations at this very worthwhile event.
Professor Kevin Forsyth
Dean

CALL FOR EXPRESSIONS OF INTEREST FOR APPOINTMENT AS HONORARY TREASURER
AND BOARD DIRECTOR
Under Clause 8.1.10 of the Constitution
of the Royal Australasian College of
Physicians, the Board may appoint a
person as the Honorary Treasurer. The
Honorary Treasurer is a member of the
RACP Board.
During 2009, the Board appointed
Associate Professor Michael Hooper to this
position. Associate Professor Hooper will
complete his term of office in May 2010
and is eligible for reappointment.
At its October meeting, the Board resolved
to advertise for Expressions of Interest
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(EOI) from the Fellowship for appointment
to this position for a term commencing
May 2010.
To date, the Honorary Treasurer has
chaired the Board Finance Committee,
which is made up of three Board Directors
(the Honorary Treasurer, the Chairman of
the NZ Joint Executive Committee and
one non-Fellow Board Director) and three
external appointees with accounting,
financial and investment banking expertise.
This Committee, which meets monthly, is
supported by the Chief Financial Officer, Mr
Walter Edgar, and other executive staff.

Further information, including a copy of
the terms of reference of the Finance
Committee, is available from the CEO, Dr
Jennifer Alexander (tel. +61 2 9256 5466;
or email Jennifer.Alexander@racp.edu.au).
Please email your EOI, together with your
CV, to Jennifer Alexander by 5 pm on
Friday, 15 January 2010.

BRIMMING WITH NEW IDEAS FROM
AMEE CONFERENCE ON MEDICAL
EDUCATION, MALAGA, SPAIN
A conference
is useful
to send
one away
with a bag
full of new
references,
a head full
of new ideas, and a touch of
envy at the amount of resources
our North American colleagues
have to support their specialty
education.

T

hat’s what I came away with
from the AMEE (Association for
Medical Education in Europe)
Conference, which each year
attracts around 2,000 participants working in
medical education around the world.
Although these conferences have traditionally
had an undergraduate medical education
focus, they are beginning to highlight some
of the major challenges at specialty training
level. At the 2009 conference, there was a
large presence of North American medical
educators and obviously a few hundred
Europeans.

Key themes
1. Supporting trainees in difficulty and
the role of supervisor training
The issue of dealing with ‘doctors in
difficulty’ or ‘trainees in difficulty’ appeared
to have a much greater prominence this
year. Several presenters from a range of
countries spoke of their attempts at building
capacity for supervisors of training to
support trainees in difficulty. This obviously
links to our physician educator strategies
and helps extend our thinking in this area.
The dichotomies of formal versus informal
and individual versus group activities for
physician educators were discussed, which
may relate to the direction we take at the
RACP over the coming years. There is a
clear need for formal group activities such
as supervisor workshops, but this needs to
be complemented by support for informal
group activities such as the networking and
reflection on teaching expertise that goes on

at hospital sites among clinical teachers. This
could be further supported with more formal
communities of practice that we could help to
facilitate online. There is also space for formal
and informal individual activities, such as those
available through MyCPD and the support we
provide to Fellows who choose to do formal
qualifications in medical education.
This multifaceted approach appeared to have
particular relevance to supporting trainees
in difficulty, given that Fellows may attend a
workshop on this at one point and then may
have the issue to face some months later.
Consequently, physician educator development
may need much more of a continuous support
focus than we are currently providing.
2. Curriculum development
This has particular relevance to the Advanced
Training groups who are working on
development of their curricula. One workshop
related to supporting groups through the
change process. It was useful to hear again how
important it is to establish a shared vision and
shared goals for any project. The workshop
on ‘Reflection and Reflective Practice: what
does it mean for teaching and learning’ was
informative and raised awareness of the concept
of ‘mindfulness’ in practice. This may be
something we can support trainees with in terms
of our work with the Advanced Training groups,
and reminds us that we need to be explicit about
the purpose of reflection for our trainees if we
are to promote it successfully. The workshop
participants were all of the view that the term
‘reflection’ does not excite many people and
often its relevance is not clear—perhaps what
we need to be looking to is more formal ‘clinical
debriefing’ and the value of such opportunities.
The work of Scheele and his colleagues in the
Netherlands has helped us with our support
for Advanced Training curricula development.
It was good to have the opportunity to hear
Scheele speak and to be reminded that the
important emphasis at specialty level is to be
clear about what needs to be taught rather than
how it needs to be taught. Professor Hilliard
Jason from the University of Denver, USA,
also emphasised the need to ensure that the
specialty curriculum allows for repetition,
reflection and application of the key concepts
we want our trainees to learn. He drew on the

rapidly growing body of brain research and its
relevance to educationally sound development
of training programs and teaching practice.
3. Public health
This was highlighted in the presentation of an
inspirational keynote speaker (Professor Hans
Rosling) from Sweden. Professor Rosling
used software he has developed to put across
the powerful message that our storing of
information about the world is based on ‘a
mental model originating from colonial times’,
and moving graphics to present statistical
time series of health statistics. He noted
that there are no longer two categories of
countries—developed and developing—and
that our preconceptions about which
countries have poorer health outcomes are
often very out of date.

Key messages
The sessions on supporting trainees or doctors
in difficulty were particularly interesting and
there is a range of options we can consider
on this important area. The situation in
Australia and New Zealand is quite different
from that of other countries, but we can learn
from how colleagues overseas have tackled
some of the challenges we face. We need to
draw on our resources in Australasia more
efficiently in terms of sharing and promoting
best practice. We can use our Australasian
medical education networks and specialty
training networks to ascertain how to support
the staff across Colleges in Australasia so that
our work with the Fellowships can be more
effective and hopefully we can ensure a greater
Australasian presence in specialty medical
education at the international level. A final
message was that we need to celebrate our
achievements—this will help give us energy
for the changes and challenges we face.
More in-depth discussions and details of
relevant resources can be shared with those
who are interested. There is also a full report
on this conference that can be sent to staff
or Fellows. For further information contact
Alison.Jones@racp.edu.au or go to the
AMEE conference website at www.amee.org.
Alison Jones
Manager, Educational Development, Research
and Evaluation, Education Deanery
RACP News December 2009
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WHAT DO DPTS AND DPES THINK
ABOUT THE PREP PROGRAM?

T

he Physician Readiness for
Expert Practice (PREP)
program was introduced for
Basic Trainees of the College in
2008. The program introduces a number
of formative assessment tools to guide a
learner’s progress throughout Basic Training.
The program has been gradually rolled out
over 2008 and 2009 and the College recently
identified a need to examine the issues
facing physicians who regularly supervise
basic trainees in the PREP program. In
August 2009, the Adult Medicine Division
of the RACP surveyed 155 Australian
Directors of Physician Training (DPTs) and
Directors of Physician Education (DPEs) to
assess their knowledge of, attitudes towards
and perceived ability to implement the
PREP program.

Although the survey findings were limited
by a low response rate (36%), consistent
themes in the reasons for barriers to the
roll-out of PREP were able to be identified:
•

Lack of resources (administrative,
human, time or fiscal)

•

Lack of understanding about the
program, its requirements and the
assessment tools

•

Lack of recognition and reward for
involvement

•

Competing pressures on clinicians
(clinical workloads, undergraduate
education commitments and
involvement in the RACP clinical exam).
You want

RACP’s commitment

Better and more training and
workshops

To assist DPTs/DPEs to recruit a teaching team from the
broader Fellowship.

The main findings included:
•

•

•

•

•

•

20

Respondents tended to have under
10 Basic Trainees (36.7%) or more
than 51 (20%) under their supervision.
On the available data, there was no
clear correlation between numbers
of Basic Trainees under a DPT/DPE
and perceived ability to roll out the
program.
Respondents were generally aware of
the roles and responsibilities of a DPT,
but were less so of what it means to be
a DPE, Educational Supervisor and
Professional Development Advisor.
Approximately half of all respondents
had participated in a supervisor
workshop.
Of respondents, 78.9% felt at least
‘quite familiar’ with the PREP 2009
requirements.
Respondents had mostly not been
trained to use the Significant Incident
Analysis Tool (SIAT), supervisor
reports or Learning Needs Analysis
(LNA). DPTs/DPEs are most confident
using the Mini-CEX and least
confident with the SIAT. The MiniCEX is also the most frequently used
tool.
A general belief that the program and
the tools are beneficial.
RACP News December 2009

Similar messages have come from paediatric
supervisors. The College has identified
and approved a raft of measures to assist
in overcoming these barriers in 2010, the
cornerstone of which has been to invest
in Medical Education Officers in the
jurisdictions and to link these support staff
with the State or Territory Committee so
they can be responsive to local supervisor
and trainee needs. The focus of Medical
Education Officers will be to facilitate the
delivery of all RACP education programs,
with particular focus on PREP hospitalbased training in the first instance. Their
priorities will be developed locally and
supported by the College.

To introduce programs and training for existing and new
DPTs/DPEs, including how to establish and manage
educational programs and access training and resources.
Training will also concentrate on the assessment tools.
Recognition and reward for
involvement

To investigate revised reward systems for RACP clinical
teachers.
To investigate innovative mechanisms to ensure incentives
for hospitals and hospital departments to provide appropriate
teaching environments for Fellows and trainees.

Greater clarity, leadership and
involvement from the College

To deliver consistent messages about the requirements of
PREP for 2010.

Human and other resources

To employ Medical Education Officers in the jurisdictions to
assist local supervisors and trainees to deliver and progress
through the PREP program.
To provide additional support material for rotation supervisors
at department level.

Industrial measures such as
protected teaching time and
teaching requirements in
awards

To collaborate with industrial agencies to promote the various
State and Territory Enterprise Bargaining Award protections
available to physicians for teaching time.
To continue efforts to negotiate with Commonwealth, State
and Territory Governments around ensuring adequate
resources and teaching standards in departments with Basic
Trainees.

Professor John Wilson
Chair, Adult Medicine Division Education Committee
Clinical Associate Professor Michael Hooper
President, Adult Medicine Division

MAKING MANDATORY CPD EASIER
n order to help the Fellows of the College
meet the requirements of mandatory
CPD, the RACP has initiated an online
resources portal project.

I

The online resources portal, called
MyResources Gateway, is an online website
which will facilitate easy access to a
collection of high-quality resources and will
be available to Fellows and trainees across
the Divisions, Chapters and Faculties of the
College.
The MyResources Gateway project will
identify educational resources, determine
their quality and suitability for CPD,
and then provide easy access through
the creation of the online MyResources
Gateway. The project will also assist the
College to identify gaps in resources and to
address those gaps through commissioning
the development of and/or sourcing of new
educational material.
The development of this project will create
a centralised and catalogued resource portal
which will have the following benefits:
•

Provide easy access to relevant
educational resources

•

Reduce research time of individual
Fellows and trainees

•

Standardise criteria for assessment and
review of content quality and relevance

•

Ensure that educational resources are
of sufficient quality.

Currently, the sourcing and dissemination
of resources has been undertaken by the
organisers of individual programs and
modules within the narrow scope of their
target audience. This project will create a
centralised point from which notification
and access can be provided through
established online College infrastructure.
The MyResources Gateway has an
anticipated launch date of June 2010 but is
seen as an ongoing project that will require
continuing maintenance in identifying
and evaluating new resources, while also
assessing the relevance of existing content.
Although the primary role of the
MyResources Gateway is to provide easy
access to College-produced learning modules
and support CPD resources, the project has
many more exciting possibilities. Initially,
the Gateway will be extended to include

trainee resources, while a longer term goal
is to develop the Gateway in the style of an
interactive ‘communities of practice’ site
where Fellows can directly participate in
the discussion, creation and evaluation of
material that informs site content.
The MyResources Gateway Steering
Committee would like to establish lines of
communication and cooperation across all
Divisions, Faculties and Chapters in order
to ensure that the resources identified are
suitable and to link any related projects
that are being developed with the work of
the Resources Gateway. Most Societies,
Faculties and Chapters have already been
contacted either directly or via a letter of
invitation, and although there has been
some very positive feedback, we would
like to continue to build participation. If
you would like to know how your Society,
Faculty or Chapter can become involved in
the MyResources Gateway, please contact
the Project Officer at
Eamon.Vale@racp.edu.au for more
information.
Eamon Vale
CPD Education Resource Officer
Education Deanery

A LATTE WITH THE EXAMINERS
THE CLINICAL EXAMINATION 2009

T

he usual, thanks John—although
Ahmed might be more settled if
his coffee was decaffeinated, now
that he has passed the Clinical
Examination.’ We were half-way through our
round, taking our usual coffee break. So far
things had been going very well and we had
seen some interesting patients.
‘I’m not sure why Mrs Tankard has got
splenomegaly, Ahmed. But I agree, it’s
definitely palpable when you get her to relax
and take a deep breath. You could feel it,
couldn’t you Mike?’
This was rhetorical—Mike, our medical
student, always agreed about signs.

‘What do you think the echo will show for
Mr Briggs, Anne?’ Ahmed had detected
a systolic murmur on a patient admitted
overnight with falls, with the usual
sloppy admission notes. He had raised
the possibility of aortic stenosis. ‘I’m not
entirely sure,’ she replied, ‘but the way
Ahmed is going at present, he’s probably
right again’. Mike smirked.
‘Yes, but the question is, if you think Mr
Briggs has aortic stenosis, do you think it is
severe enough to be relevant to his falls,’ I
asked. Anne had been spending a lot of time
with her books, preparing for the written
examination next year. We needed to make
sure she didn’t forget her clinical skills.

Ahmed led a useful discussion about the
importance of assessing the carotid pulse
volume and the relevance of the fourth
heart sound, while we waited for the coffee.
‘How was your feedback on the cases,
Ahmed?’ Nothing could really dent his
enthusiasm and new confidence since the
examination, but I knew that the obsession
with detail that would make him a good
physician would also have caused him to pour
over every item of the examiners’ comments.
‘Generally, I found it helpful but it was a bit
frustrating in parts. I still don’t know what
they were getting at in the patient with the
rheumatoid hands. I made the diagnosis and
did a pretty good functional assessment but I
RACP News December 2009
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only got a 4 plus,’ said Ahmed. ‘And yet, in the
peripheral neuropathy with the sensory signs
that I was sure I had completely bombed, I
passed with the same score.’
Experience with trainees since they have been
receiving the examiners’ reports is that their
judgement about their own performance
is often more critical than the examiners’
and that the examiners’ reports are often a
surprise. Examiners review the short cases
without any prior knowledge and are well
aware of the difficulty of individual patients.
Sensory examination can be difficult to assess
and sometimes made more so by a patient
trying hard to contribute to the examination.
In such cases, the examiners usually pay
more attention to the process of physical
examination and whether the technique of
sensory examination is well practised. The
correct interpretation of muscle wasting and
a good technique for assessing reflexes are
likely to carry more weight. The examiners
will be well satisfied with a diagnosis
of ‘peripheral neuropathy, both motor
and sensory, probably long standing’. A
comprehensive list of differential diagnoses,
including the rare cause for a specific patient,
may not be required.
Conversely, the examiners may require
more than a diagnosis in an obvious case
like a patient with rheumatoid hands. Was
the trainee particularly careful with the
examination when told that the patient
complained of pain in the hands? Did the
trainee search carefully for signs of activity,
as opposed to deformity, in any of the joints?
Were tests for functional impairment fitted to
the patient’s deformities—or did they seem to
be part of a routine without much thought?
The National Examining Panel has been
discussing whether some short cases are
intrinsically more difficult for trainees in
the Clinical Examination. Is a patient with
myotonic dystrophy an easier neurological
case than one with a visual field abnormality?
What does a trainee have to do to produce
a better than expected performance with
a patient with limited scleroderma and
interstitial fibrosis?
The answers depend on the specific patient
being examined. Some patients with
22
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myotonic dystrophy are essentially a spot
diagnosis; others depend on a specific search
for myotonia. Generally, in patients with an
obvious spot diagnosis, a good candidate
will try to focus more on the information
that has been given about the patient, rather
than running the routine. The patient
with limited scleroderma is introduced as
being increasingly short of breath. A good
candidate will spend time trying to work out
if the shortness of breath is due to interstitial
fibrosis or perhaps to primary pulmonary
hypertension. The focus will be on the chest,
the right ventricle and second heart sound,
rather than on the number of fingers than
can be inserted into the patient’s mouth.

List of Short Case Diagnoses
Adult Medicine Clinical
Examination 2009
Cardiovascular

No. of Cases

Mitral Incompetence

27

Aortic Stenosis

18

Aortic Incompetence

15

Hypertrophic Obstructive
Cardiomyopathy

14

Mixed Mitral and Aortic Valve disease

13

Pulmonary Hypertension +/– Tricuspid
Incompetence

13

Congenital Heart disease

12

VSD

11

Mixed Aortic Valve disease

10

The key to performing well in short cases
lies in familiarity with the tasks of physical
examination. A candidate who is at ease with
patients, clearly and succinctly explains to
them what it is they are trying to achieve
and moves through the examination
tasks smoothly almost always scores well.
In contrast, a candidate who is unable
to position a patient correctly, struggles
to achieve adequate exposure without
embarrassing themselves or the patient,
and looks blankly at a blood pressure cuff is
telling us that these are unfamiliar tasks and
that they need another year of preparation.

Prosthetic Valve(s)

7

Mitral Valve Prolapse

5

Mitral Stenosis

5

Mixed Mitral Valve disease

4

Pulmonary Incompetence

4

Other
TOTAL

Neurology

3
161

No. of Cases

Polyneuropathy — Others (Pure motor,
sensorimotor etc.)

21

Muscular Dystrophy — Myotonic

14

Cranial Nerve lesions including
Pituitary Tumours

13

Following the 2009 Adult Medicine Clinical
Examination in July, an audit was performed
of the examiners’ feedback sheets. These are
filled in by the national examiner after the
patient’s signs have been agreed between
examiners. Despite the limited time available
to complete the sheets, they are surprisingly
thorough in most cases. They contain
information about the way the patient was
introduced, the system for examination, the
diagnosis that was reported for the patient
(completed after the signs had been agreed)
and the physical signs for the patient. In
some cases, examiners also indicate which
signs were considered difficult and which
signs in particular were thought to be
important and should be found by a trainee.

Multiple Sclerosis

12

Myopathy / Myositis

10

As part of this audit, we established this
diagnostic list for Adult Medicine patients
used in the Clinical Examination in July 2009.

Polyneuropathy — Charcot Marie Tooth

7

Motor Neurone Disease

7

Parkinsons Disease / PSN / Huntingdons

7

Cerebrovascular lesions

7

Polyneuropathy — CIDP

6

Muscular Dystrophy — FSH /
Bulbospinomuscular

6

Hereditary Spastic Paraparesis

6

Other spinal cord lesions / Syringomyelia

6

Other LMN lesions

6

Neuro Others (electrical injury, Niemann
Pick, undefined UMN etc.)

6

Friedrichs Ataxia / Spinocerebellar Ataxia

5

Cerebellar disease

5

Cervical Myelopathy / Other spinal cord
lesions

5

Poliomyelitis

3

Brachial Plexus lesion
TOTAL

2
154

Respiratory System

No. of Cases

Interstitial Lung Disease +/– CREST

39

Bronchiectasis

16

Pneumonectomy / Lobectomy

9

Pleural effusion

7

Resp — Others

6

Lung Cancer

4

COAD

4

TOTAL

85

Musculoskeletal System

No. of Cases

Rheumatoid Arthritis

29

Limited Scleroderma / Scleroderma

19

Psoriatic Arthropathy

10

Ankylosing Spondylitis

8

Gout

3

Others (Haemachromatosis, SLE)
TOTAL

2

The National Examining Panel thought
that it would be helpful for trainees to have
this information. While individual trainees
can expect a random selection of four
patients from this list in their examination,
it would be sensible to ensure familiarity
with the clinical characteristics of the
commonly occurring cases. We are now
assessing which types of cases have best
discrimination as examination cases and
what impact there is when patients with
spot diagnoses are used in the examination.
We are also assessing the variation in
performance that exists for individual
trainees on specific cases. The audit will
provide useful information about the
individual components of the examination
that contribute to reliability and help with
its standardisation.

71

We examined the list of diagnoses together.

Polycythaemia Rubra Vera

4

Others (HIV, Isolated Splenomegaly,
Sarcoidosis)

3

‘So, Anne, how do you think you would go
with a patient with a right upper lobectomy,
or with a patient who has a foot drop?’
Anne’s eyes widened pensively. Ahmed
looked at her encouragingly. Mike finished
slurping the froth from his cappuccino and
smirked again.
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Associate Professor Stephen Judd FRACP

Haematology

No. of Cases

Chronic Lymphocytic Leukaemia /
Lymphoma

17

Myelofibrosis / Chronic Myeloid
Leukaemia

16

TOTAL

Renal

32

TOTAL

32

Chronic Liver Disease +/– Portal
Hypertension

No. of Cases
21

Hepatomegaly undefined

3

Splenomegaly (Others)

3

Hepatomegaly Metastatic disease

2

Hepatosplenomegaly (Others)

2

Abdominal mass (Ca Pancreas)
TOTAL

Endocrine System
Goitre
Acromegaly

Saturday, 13 February 2010
9 am – 5 pm
Stamford Grand Hotel
Glenelg, Adelaide
Registration Fees

$575

Trainees $350
This trans-jurisdictional course is
essential for anyone involved in the
process of requesting, writing or
interpreting reports in compensable
injuries, workers’ compensation, motor
vehicle accidents and personal injury.
The course will provide you with the
unparalleled opportunity to learn from
the experts about:
•

Customer needs and report
content—what does the
customer do with your report?

•

How to write defensible reports—
common techniques that trip up
the experts

•

How to conduct the examination

•

What you need to document and
why

•

Communication, report format,
written expression, addressing
the needs of the referrer and the
patient

•

Critical thinking, decision making
and bias

•

How to distinguish between
causality and predisposition—is it
truly work-related?

•

Pre-existing conditions—
acceleration, aggravation and
exacerbation

•

Testing the evidence and
procedural fairness

No. of Cases

Polycystic Disease +/– Renal Transplant

Gastrointestinal System

MEDICO-LEGAL
REPORT WRITING
COURSE

1
32

No. of Cases
10
4

Others

2

TOTAL

16

MyCPD APPROVED
AS PROTECTED
QUALITY
ASSURANCE
ACTIVITY IN NZ
The Hon. Tony Ryall, the New
Zealand Minister of Health, advised
on 22 September 2009 that MyCPD
has been approved as a Protected
Quality Assurance activity under the
Health Practitioners Competence
Assurance Act 2003. Associated with
this approval are mandatory annual
reporting requirements which will be
the responsibility of the New Zealand
CPD Committee in conjunction with
the New Zealand Joint Executive.

For more details on this course and
online registration visit:
www.dcconferences.com.au/afoem.
ime
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REGISTRATION NOW OPEN
EARLY BIRD REGISTRATION EXTENDED: 15 JANUARY 2010
Congress Hosts
The Royal Australasian College of Physicians,
the Internal Medicine Society of Australia and
New Zealand, and the International Society
of Internal Medicine are pleased to invite
you to attend the World Congress of Internal
Medicine 2010 to be held in Melbourne,
Australia on 20-25 March 2010. WCIM 2010
will be held in conjunction with the College’s
annual multi-disciplinary meeting, Physicians
Week 2010.

WCIM 2010 and Physicians Week 2010 will
incorporate:
•

the World Congress program

•

Internal Medicine Society of Australia and
New Zealand Annual Scientiﬁc Meeting

•

RACP Annual Scientiﬁc Meeting (New
Zealand)

•

Paediatrics & Child Health Annual Meeting

•

18th Annual Scientiﬁc Meeting of the
Australasian Faculty of Rehabilitation
Medicine (AFRM)

•

Australasian Faculty of Occupational &
Environmental Medicine (AFOEM) Annual
Members Meeting

•

Australasian Faculty of Public Health
Medicine (AFPHM) Annual Meeting

These combined meetings will provide
delegates with a rich diversity of presentations
to choose from, while paying a single Congress
fee covering all the programs. With the RACP’s
Annual Ceremony on the ﬁrst day, this will be a
landmark event for the College and a wonderful
opportunity to enjoy our One College
philosophy, with the added bonus of interaction
with colleagues from many parts of the world.
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Congress Program
The broad Congress theme will be World
Medicine for the Next Decade 2010-2020.
Current and future global health issues will be
explored through various keynote plenary and
concurrent sessions. Throughout the Congress
there will be several sub-themes that will
showcase excellence in Australasian medicine
and medical sciences, including science,
research and innovation, health policy, clinical
medicine, young people and health, medical
education and healthcare technology.
The Paediatrics & Child Health Annual Meeting
will be held from Monday, 22 March to
Wednesday, 24 March, with a program theme
of Adolescent Medicine: From One Generation
to the Next.
The 2010 Year of the Trainee will be launched
at the Congress and will be a celebration of the
contributions made by trainees to the College.
The trainees’ Congress program will include
the Trainees’ Day, Trainees’ Ball, Trainees’
Forums, and the Careers Corner which will be
part of the Congress Exhibition.
Please refer to the Congress website for a
full list of program contributors and session
details.

WCIM 2010 IN CONJUNCTION WITH RACP PHYSICIANS WEEK
Melbourne Convention and
Exhibition Centre
Melbourne, Victoria,
Australia

www.wcim2010.com.au

Keynote Speakers

Congress Social Functions

Environmentally Acclaimed

WCIM

The Gala Dinner will be held on Wednesday,
24 March at the Etihad Stadium, Docklands
and will be an event not to be missed. Join
your colleagues for a wonderful evening
of great food, entertainment and dancing.
Several awards will be presented at the Gala
Dinner, including the RACP Mentoring Awards.

As the only convention and exhibition venue
in Australia with both Green Globe and Waste
Wise accreditation, and with the world’s ﬁrst
and only ‘6 Star Green Star’ convention centre
under its stewardship, the MCEC is leading
the way when it comes to environmental
initiatives. Its distinctive environmental
features create an entirely new experience for
delegates and visitors alike.

•

The Governor of Victoria, Professor David
de Kretser AC FRACP

•

The Victorian Minister for Health, The Hon.
Daniel Andrews MP

•

Nobel Laureate Professor Barry Marshall
AC FRACP

•

Priscilla Kincaid-Smith Orator, Professor
Ian Reid

•

Cottrell Lecturer, Professor Rebecca Mason

•

Professor Peter Deutschmann

•

Professor Will Steﬀen

•

Professor Ian Gilmore

RACP Orations and Lectures
•

Dr John Osman, Ferguson-Glass Oration
(AFOEM)

•

Professor Richard Smith, Redfern Oration
(AFPHM), with a response provided by
Professor Stephen Leeder

•

Professor Richard Jones FRACP FAFRM,
Burniston Oration (AFRM)

Paediatrics and Child Health
•

Dr Russell Viner FRACP, Paediatrics & Child
Health Plenary

•

Howard Williams Orator, Professor Don
Roberton FRACP

The Paediatrics & Child Health Division Annual
Dinner will be held on Tuesday, 23 March at
Atlantic, Central Pier, Docklands. This will be a
fun-ﬁlled evening and be prepared to dance
the night away!

Melbourne Convention and
Exhibition Centre
The new Melbourne Convention and
Exhibition Centre (MCEC) has a distinctly
‘Melbourne’ look and feel about it, blending
eﬀortlessly into the existing landscape as
though it has always been there. Located at
the heart of Melbourne city, the Centre gently
curves around the banks of the Yarra River to
create a riverside gateway to the city’s new
South Wharf precinct, making it just a short
stroll from many of the city’s restaurants,
hotels and shopping areas.

Committed to Culinary Excellence
MCEC’s in-house brigade of chefs is committed
to using fresh, local, seasonal produce and
preparing everything on site. The Centre has
already won a leading national industry award
for its quality food and wine and has been
awarded both the state and national Meetings
& Events Australia Awards for Banqueting
and Catering - beating competitors from the
nation’s best venues and leading catering
organisations.

WCIM 2010 Melbourne Congress
Managers
arinex pty limited
GPO Box 128 Sydney NSW Australia
Tel: +61 2 9265 0700
Fax: +61 2 9267 5443
Email: wcim2010@arinex.com.au
Website: www.wcim2010.com.au
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Education

RACP CLINICAL EXAMINATION 2009
his year, approximately 600
Adult Medicine trainees and
200 Paediatric & Child Health
trainees undertook the RACP
Clinical Examination. Organising this
examination is an enormous task and
many Fellows contribute their time
generously to the process. The largest
burden borne by any individual during the
Clinical Examination is that taken on by
the Organising Registrars at the hospitals
involved. Many of us have done this
over the years and know just how much
effort goes into providing a high-quality
experience for anxious candidates on the day.

Dr Sumeet Singh Launceston Hospital

The Clinical Examination Committee would
like to take this opportunity to say a heartfelt
thank you to the Organising Registrars at
each of the hosting sites for their invaluable
contribution to this essential process. We
also acknowledge the role played by many
other trainees and administrative and
nursing staff who contributed to the smooth
running of the examinations.

Dr Anthony Chan Orange Base Hospital

T

Adult Medicine Organising Registrars

Dr Arvin Damodaran FRACP (DPT)
Liverpool Hospital

Dr Omar Ahmad FRACP The Canberra Hospital

Dr Vinod Aiyappan Maroondah Hospital

Dr George Allen Toowoomba Base Hospital

Dr James Pollard Mater Adult Hospital

Dr Danielle Howe Townsville Hospital

Dr Trevor Mallard
Calvary Mater Newcastle Hospital

Dr Louise McCormack Townsville Hospital

Dr Gabriel Manguat Modbury Hospital

Dr Steve Marasovic Western Hospital

Dr Michelle Lewicki Monash Medical Centre

Dr Peter Wu FRACP Westmead Hospital

Dr Martin Macdonald Monash Medical Centre

Dr Jennifer Yu Wollongong Hospital

Dr Mark Nolan Nambour General Hospital
Dr Donald Lee FRACP Nepean Hospital
Dr Sara Baqar Northern Hospital

Dr Jaya Chandrasekhar Port Macquarie Hospital
Dr Matthew Rickard Prince Charles Hospital
Dr Ben Kwan Prince of Wales Hospital
Dr Josephine Laurie FRACP
Princess Alexandra Hospital

Paediatrics & Child Health
- Organising Registrars
Dr Benjamin Er Campbelltown Hospital
Dr Joanne Edwards Canberra Hospital
Dr Mandy Yiu Flinders Medical Centre
Dr Natasha Parekh Geelong Hospital
Dr Alison Ing Gold Coast Hospital
Dr Peter Schmidt FRACP Gold Coast Hospital
Dr Stephen Knipe John Hunter Hospital

Dr Lito Papanicolas
Repatriation General Hospital

Dr Ben Whitehead Mater Children’s Hospital

Dr Ramin Alipour Rockhampton Hospital

Dr Hamish Philpott Ballarat Hospital

Dr Amanda Love
Royal Brisbane and Women’s Hospital

Dr Laina Sheers Box Hill Hospital

Dr Kavitha Muthiah Wagga Wagga Hospital

Dr Nicholas Kennedy
Repatriation General Hospital

Dr Clare Haylock Royal Adelaide Hospital

Dr Ivan Kuo FRACP Blacktown Hospital

Dr Sameer Kaul The Alfred Hospital

Dr Karen Taylor Lyell McEwin Health Service

Dr Mark Ng Tang Fui Austin Health

Dr Vasant Mani Bendigo Hospital

Dr Seshasayee Narasimhan
Tamworth Base Hospital

Dr Helen Castley FRACP
Royal Hobart Hospital

Dr Anita Cohn Mater Children’s Hospital

Dr Marc Theilhaber Monash Medical Centre
Dr Anthony Concannon Monash Medical Centre
Dr Agnieshka Judkins
Princess Margaret Hospital for Children
Dr Ben Beckwith
Royal Children’s Hospital (Qld)
Dr Sara Lucas Royal Children’s Hospital (Qld)

Dr Richard Baker Royal Melbourne Hospital

Dr Lisa Gotley Royal Children’s Hospital (Qld)

Dr Timothy Ridling Cairns Base Hospital

Dr Amir Nojoumian
Royal North Shore Hospital

Dr Lisa Barrow Royal Children’s Hospital (Vic)

Dr Fred Lee Campbelltown Hospital

Dr Roland Chee Royal Perth Hospital

Dr Wai-Kuen Chow
Concord Repatriation General Hospital

Dr Alicia Massarotto Royal Perth Hospital

Dr Brendan Hanrahan Cairns Base Hospital

Dr Ian Fraser FRACP (Regional Examiner)
Epworth Hospital
Dr Inga Von Olshausen Frankston Hospital
Dr Paul Myhill Fremantle Hospital

Dr Rebekah Ahmed
Royal Prince Alfred Hospital
Dr Venessa Chin Royal Prince Alfred Hospital
Dr Lina Pugliano Royal Prince Alfred Hospital

Dr Ajit Aiyappan Royal Hobart Hospital
Dr Maria Dri Sydney Children’s Hospital
Dr Datta Joshi Toowoomba Base Hospital
Dr Melanie Thompson Townsville Hospital
Dr Devika Wijetilaka
The Children’s Hospital at Westmead
Dr Joanne Morris FRACP
The Children’s Hospital at Westmead

Dr Adam Roberts Geelong Hospital

Dr Hung Do Nguyen
Sir Charles Gairdner Hospital

Dr Andrew Black Geelong Hospital

Dr Sung Kai Chiu Sir Charles Gairdner Hospital

Dr Caroline Williams FRACP
The Children’s Hospital at Westmead

Dr Koshy George Gold Coast Hospital

Dr Kannie Chuang St George Hospital

Dr Manika Pal Women’s and Children’s Hospital

Dr Tommy Wong Gosford Hospital

Dr Louise Baird St George Hospital

Dr Rhianna Miles Greenslopes Private Hospital

Dr Rachael Lloyd St Vincent’s Hospital (Vic)

Dr Jane Hoare FRACP (Regional Examiner)
Ipswich Hospital

Dr Barbara Withers
St Vincent’s Hospital (NSW)

Dr Penny Webster John Hunter Hospital

Dr Caitlin Sheehan St Vincent’s Hospital (NSW)

Dr Keith Tiong John Hunter Hospital

Dr Ali Sepahpour Sutherland Hospital
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Associate Professor Leo Davies FRACP
Chair, Clinical Examination Committee
Professor Mike South FRACP
Deputy Chair, Clinical Examination
Committee

CLINICAL INDICATORS:
THE WAY FORWARD

S

ince Florence Nightingale first
started recording and analysing
patient outcomes during the
Crimean War, those working in
health care have sought to improve the care
they provide patients through monitoring
and quality improvement.
The provision of optimal health care to
patients is a key goal of medical practice.
As physicians, we strive to ensure that the
treatment and services provided are the best
and most efficacious possible. Improving
quality and safety through measurement and
identification of best practice will contribute
to achieving our aims.

What are clinical
indicators?
Quantitative assessment and health-care
quality reporting have become increasingly
widespread1, resulting in a proliferation of
clinical quality indicators used to measure
performance and outcomes.2 Clinical
indicators are a type of measurement tool—
one of a potential suite of clinical performance
measurement tools that can assist physicians
in assessing their own practice and identifying
areas for targeted improvement. They are not
exact measures, but ‘flags’ or ‘screens’ that
help to identify where further investigation of
performance may be required.
There are various types of indicators, but
our focus here is on clinical ‘quality of care’
indicators, that is, indicators that flag a
potential quality of care issue. These may
relate to structural, process or outcome
aspects of care, and will flag issues relating to
any one of a number of dimensions of quality
(such as safety, effectiveness, efficiency,
timeliness, patient-centredness and equity).2
Using clinical indicators for quality
assessment is an important approach to
documenting quality of care. Consumers
of indicator information (clinicians,
administrators, purchasers, regulators and
patients) need reliable and valid information
for benchmarking, making judgements, and
determining priorities, accountability and
quality improvement.3 Clinical indicators can
be used to assess, compare and determine
the potential to improve care, and therefore

provide a tool to assist in assessing whether or
not a standard in patient care is being met.4

Clinical indicators and
physicians
The development of reliable, valid clinical
indicators requires that they be designed,
defined and implemented with scientific
rigour.5 Numerous organisations, such
as the Australian Council on Healthcare
Standards (ACHS), devise or publish sets
of clinical indicators for measuring quality
of care across subspecialties. However, not
all of these indicators are considered by
physicians to be valuable or relevant in their
practice. Their development is too frequently
driven by availability of data or ease of
measurement, or indeed by media interest
in a particular health care ‘crisis’, rather
than as an objective assessment of need.2
Consequently, it is important that physicians
are themselves engaged in indicator
development, to ensure that indicators are
devised which are relevant, evidence based,
easy to measure, reliable, and capable of
clearly informing efforts at improving care in
a timely fashion.6

What the College is
doing to help
The College is committed to supporting its
members in quality improvement activity.
To this end, the Quality Expert Advisory
Group (Quality EAG) and the Adult Medicine
Division (AMD) are currently looking at ways
to facilitate clinical indicator development for
physicians, and thus help College members in
their quest to optimise the quality of care they
provide to their patients.
The AMD Policy and Advocacy Committee
will be looking at College endorsement of
clinical indicator sets and a Project Officer
has been appointed to provide greater
support for clinical indicator development in
the Division. A recommendation has been
made for a three-year Clinical Indicators
Project to work in partnership with Specialty
Societies to develop and finalise clinical
indicators, and the Quality EAG is currently
drafting a position paper outlining the
College’s stance on clinical indicators, which
will be released next year. The Quality

EAG has also initiated a project to develop
a College-wide Clinical Performance
Framework which will support this program.
A joint workshop for interested Fellows to advise
on and assist the development of well-designed,
viable clinical indicators is planned for 2010.
It is essential that all areas of the College
have a role in clinical indicator development.
Some Specialty Societies have nominated
representatives who are already involved in
clinical indicator development. If you have an
interest in representing your Specialty area
in such a way, then please do get in touch to
see how we can work together in the future.
Physicians are the only people with the
expertise to develop valid, useful indicators. It
is crucial that we move into this space before
somebody less qualified does.
For further information, please contact
Karen Steadman at: quality@racp.edu.au.
Dr Caroline Brand, Chair of the Quality EAG
Karen Steadman, Senior Policy Officer
Clinical Associate Professor Michael
Hooper FRACP
President, Adult Medicine Division
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GETTING BACK TO WORK

I

n the short term modified work duties
can be a great way to get a patient back
to work, back into a routine and back
to something closer to their normal
life than waiting on the couch to get better.
We know that the longer the patient is out
of work the less chance they have of ever
returning.
But sometimes patients stay on modified
duties plans and never return to their
normal workload, even though physically
they may be able to.
Occupational Physician Dr Mary Wyatt,
Chair of the Australasian Faculty of
Occupational and Environmental Medicine
(AFOEM) Policy and Advocacy Committee,
says that there is a tendency among medical
practitioners to ‘protect’ the patient. ‘It’s
as a result of this “protection” that we’re
seeing some companies with up to 30 to 50
per cent of staff on some sort of modified
duties,’ she says. ‘A few years ago I worked
with a manufacturing plant that had 85
per cent of their staff on some type of
restriction.’
‘Now you might say that’s a good thing,
that the company’s looking after people and
minimising the chance of further problems;
but, what happens is, eventually it becomes
unworkable.’
It’s something Dr Wyatt, who trains doctors
in how to more effectively assist patients
return to work, has seen many times
over. After a while employers decide they
cannot sustain a significant percentage of
the workforce performing at 50 to 80 per
cent of normal productivity. Supervisors
spend time juggling the workflow, coworkers become negative towards those on
restrictions and things stop working. Too
often the situation ends with the injured
worker losing their job.
The patient and employer are left with
the idea that if the recommended work
restrictions are ever exceeded the patient
might do themselves harm. ‘As soon as you
come in to work with a certificate to say “No
writing for more than an hour”, the focus
has to be on the certificate rather than on
communication and figuring out something
28
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that works,’ Dr Wyatt says. ‘The patient and
workplace need a degree of control over it,
so we need companies to be sensible and to
train supervisors so that they understand
and work with people; but doctors also need
to stop overprotecting patients.’

Medical evidence
actually says people
with back problems
are best off keeping
active and doing
normal activities …
restricting activities
can do more harm
than good.
If long-term inaction can be so detrimental,
why are extended modified duties still
commonly recommended?
‘It’s a cultural thing—and it builds up,’
Dr Wyatt says. ‘We had the RSI epidemic
in the 80s. People had arm pain and we
recommended dreadful things. We put
patients in splints and told them not to use
their arm for a year, and we created a huge
problem. Patients thought, “I’ve got a sore
arm; I mustn’t do anything with it”, and
people were incredibly disabled.’
We have since learnt that inactivity can have
serious repercussions, but there is still a trend
to ‘medicalise’. This trend sees, for example,
pain in the back as no longer simply a ‘back’
problem, but as a ‘disc’ problem.
In this situation, a doctor may prescribe
physical restrictions with every intention of
looking after the patient. However, all too
often the patient will develop a solid idea
that something is significantly wrong with
their back.
Medical evidence actually says people
with back problems are best off keeping
active and doing normal activities. They
can’t always do everything, but restricting
activities can do more harm than good.

The modified duties
plans start, and then
they don’t go
anywhere. Everybody
gets cross and
frustrated and the
reason for this is that
there’s no
communication.
So what’s the alternative to the overprotection
of extended modified duties plans?
From the first consultation, doctors can
help patients focus on the importance
of getting back to their normal work.
This facilitates the important role of the
rehabilitation coordinator, whose role it
is to liaise among the patient, the treating
doctor and the workplace, and interpret
doctors’ recommendations to apply them to
a work environment.
Good communication is a vital ingredient
in the process, says Melbourne occupational
medicine specialist and GP Dr Andrea
James. ‘A modified duties plan definitely
can work provided there is progression
and communication. The problem we see
is that the modified duties plans start, and
then they don’t go anywhere. Everybody
gets cross and frustrated and the reason
for this is that there’s no communication.
“Why is this person not progressing?”
asks the employer—but to whom? Not
to the doctor, because the doctor doesn’t
get that information; and the doctor’s not
communicating to the employee about why
they’re not progressing.
‘There is very little direct contact between
the doctor who’s caring for the injured
worker and the employer. The doctor
doesn’t understand what the patient’s job
is and what they need to be able to get
back to. They don’t understand where
the employer can help; and the employer
doesn’t understand why the doctor keeps
writing “unfit”.

Employers who
accommodate an
employee’s needs will
likely see greater input
from their workers.
Doctors can lead
communication
between the patient
and their employer to
help this happen.
‘It’s communication at the beginning of the
injury—it’s almost critical and it just doesn’t
seem to happen,’ Dr James says.
She recalls patients who expressed to her
a strong desire to return to work, but
who were frightened about worsening
their injury. ‘I said, how about I ring your
employer and we’ll talk about it—and it
opened my eyes, it just made the world
of difference. The patient went back to
work much faster, was happier, was more
comfortable, was more confident and

seemed to be less worried about things. I
was able to see what was worrying them
and say “No, no; lifting that in this way is
not going to cause any problems for you”.’
The way a job is done can be improved,
without restricting duties and preventing
the person returning to a long-term
productive role.
‘A professional tennis player with tennis
elbow rarely stops playing tennis; they
change their technique,’ says Dr Wyatt.
Rather than a person with a back pain being
discouraged from undertaking roles that
require back movement, looking at the job
and changing the way it’s done could be
a more productive approach—something
that relies upon flexibility in the patient’s
workplace. Employers who accommodate
an employee’s needs will likely see greater
input from their workers.
Doctors can lead communication between
the patient and their employer to help this
happen. For example, a doctor can talk to
the employee, supervisor and rehabilitation
coordinator to explain the condition and
what can cause it to flare up. The team can
then think through options to help the
employee and maximise job productivity.

It’s a dangerous thing to tell a patient they
shouldn’t lift more than 10 kilograms again—
ever—or that for the foreseeable future they
shouldn’t stand for more than three hours a
day at work. How long before that person,
undertaking only half the work they used
to, starts to feel useless? How long before
their workmates begin to ostracise them for
‘bludging’? How long before their employer
gets fed up and they lose their job?
‘Doctors are not doing their patients any
favours by keeping them on restricted
duties,’ Dr Wyatt said. Extended modified
duties plans can leave patients with bruised
confidence, a reduced sense of self-worth
and job insecurity, despite their doctors’
best intentions.
Sometimes patients need long-term
restrictions and that’s all there is to it; but,
‘to look after their long-term welfare, we
need to normalise the idea that patients can
fully rehabilitate,’ said Dr Wyatt. ‘To protect
the patient we need to get them back to
maximum function.’
Anna Kelsey-Sugg
Published in Australian Doctor
24 April 2009

CONJOINT COMMITTEE FOR THE RECOGNITION OF
TRAINING IN PERIPHERAL ENDOVASCULAR THERAPY
The Royal Australasian College of
Surgeons, The Royal Australasian College of
Physicians and the Royal Australian & New
Zealand College of Radiologists are pleased
to announce the formation of the Conjoint
Committee for the Recognition of Training in
Peripheral Endovascular Therapy.
The Conjoint Committee recognises
training of peripheral endovascular
therapists who have completed their
training in Australia or New Zealand, or
who have been trained internationally but
now reside in those countries. Fellows of
RACS, RACP and RANZCR are invited
to apply for credentialling as a Peripheral
Endovascular Therapist. The benefits of
credentialling are:
•

site for registration of procedural
training experience

•

opportunity to have training
experience recognised by
a committee which has the
endorsement of the three colleges
involved with peripheral endovascular
procedures

•

recognition of satisfactory training is
available to credentialling committee
of credentialling institution.

Current practitioners may be eligible for
recognition via the ‘grandfathering’ clause,
while those new to this procedural area
may undertake a specified process for
recognition of training.
Please visit the Conjoint Committee’s
webpage at
http://conjoint.surgeons.org
for more information.
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END OF LIFE DECISION-MAKING IN CHILDREN

Dr Ross Drake

D

per cent of respondents felt improvement
was necessary in training to discuss goals
and decision-making with families and
reported rarely receiving feedback on their
communication skills. More than 50% of
respondents identified that didactic sessions
or role playing would be beneficial, and
37% supported clinical rotations focused
on communication skills. However, few had
had the opportunity to participate in either
process. In contrast to the RACP policy
document suggestion for a senior clinician
to be available at family meetings, only 40%
in the study reported the presence of an
attending physician at these times.

ecision-making at the end of
life in children was recognised
by the Paediatrics and Child
Health Division of the Royal
Australasian College of Physicians as
an area requiring collegial support. As a
consequence, a policy document, Decisionmaking at the End of Life in Infants,
Children and Adolescents, was drawn up
and published in late 2008.1 The document
made a point of acknowledging the need
for an individualised approach, determined
by the facts of each case, discussions at the
earliest opportunity, a collaborative, multidisciplinary approach to interactions, and
for communication to be conducted by a
senior clinician who was accessible and had
a clear understanding of the medical and
family/whanau (extended family) issues.
Key recommendations of the policy were
that communication skills training was
an essential element of learning at every
phase of medical training and that it was
important for all Fellows to maintain and
enhance their skills in this area.

The lack of opportunity to obtain focused
communication skills training highlighted
in the study of Boss et al.2 has also been
the case for Australian and New Zealand
Advanced Trainees and Fellows. This has
begun to change with the introduction
by the RACP of a communication skills
workshop in 2008, which will become
a compulsory component of training
in Palliative Medicine. The workshop,
facilitated by specially trained Fellows of
the Chapter of Palliative Medicine, is a
three-day experiential course combining
didactic presentations, role play, feedback
and reflection. It is hoped that this type
of training opportunity will become more
widely available so that all RACP Advanced
Trainees and Fellows can develop their skills
in this key area.

If this assertion required support, then
a very recent study from the specialty of
neonatology2, where end of life decisionmaking is, debatably, the most frequent
in paediatrics, provides significant
substantiation. This investigation examined
the type and extent of training neonatology
Fellows received in guiding family decisionmaking for critically ill infants and their
self-perceived preparedness to lead family
discussions. There was a 72% response
rate to the survey, with 42% reporting no
formal communication skills training,
only 6% reporting having undertaken a
clinical rotation focused on developing
communication skills and 75% having
never participated in a relevant role play or
simulated patient scenario. Ninety-three

The need for early discussions is emphasised
by a study that evaluated the understanding
of prognosis among parents of children
with cancer.3 There was concordance in
the knowledge between physicians and
parents when the child had an optimistic
prognosis; however, when the child no
longer had a realistic chance of cure,
there was a three-month or more delay in
parental understanding, despite explicit
documentation by the primary oncologist.
Nearly all parents reported having a
discussion at some point with a medical
care giver about their child having no
realistic chance of cure, but only 49% came
to an understanding during this discussion
that their child was going to die. This had
implications for the child’s access to palliative
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care, a joint goal of lessening suffering and
parental satisfaction with the quality of home
care during the end of life period.
There are likely to be many reasons for delay
in discussion with parents. However, there
is a practical approach available that has the
ability to prevent delayed discussions and
ensure common goals.
Advanced care planning is a concept that
has been gaining momentum in paediatrics
over the last few years and a very simple
and effective tool has been produced by
the University of Bristol based on the work
of Brook et al.4 This document on child
and family wishes when the child’s life is
limited provides for a gentle progression
into otherwise difficult conversations by
any member of the healthcare team, in
coordination with colleagues, and permits
issues to be talked about and planned for
well in advance of need and at the pace of
the child and/or family.5 Like any plans of
this nature, they are dynamic and can be
revisited as required.
The guide begins by prompting clinicians to
ask themselves four questions:
•

Would you be surprised if this child
died prematurely due to a life-limiting
illness?

•

Would you be surprised if this child
died within a year?

•

Would you be surprised if this child
died during this episode of care?

•

Do you know what the child’s and
family’s wishes are at the end of life?

If the answer to any of these questions
is ‘No’, then the guide suggests finding
out about others involved in the care of
the child and family and any previous
discussions that may have been held on end
of life and/or resuscitation plans. A positive
response invites discussion about a review
of the plan, while a negative response invites
discussion and planning of the child’s and
family’s wishes over four potential stages:
•

wishes during life

•

plans for when the child becomes
more unwell

•

plans for care during an acute lifethreatening event

•

wishes for after death.

Perhaps one of the most important aspects
of this guide is the introduction of early
dialogue about the child’s prognosis. The
conversation begins at the relatively benign
point of finding out about the child’s and/
or family’s wishes during life, as they are
now, rather than at a time of crisis when
decision-making is, more often than not,
focused on what measures are in the
child’s best interest. Paced in this way, a
comprehensive set of plans can be set up
with the input of the child and/or family in
a calm environment so that there is a more
equitable power balance.
The RACP policy has made available to
clinicians a resource to guide individual

practice and inform the making of local
policy and guidelines.1 The policy has
endeavoured to provide users with a
sound approach to decision-making at
the end of life in children even if it lacks
the direct clinical tools to employ. We also
have a communication skills workshop
and a child and family wishes document.
With these, clinicians now have at their
disposal the means to enhance their skill
in communicating with children with
life-limiting illnesses and their families and
a guide to assist with early collaborative
planning for the future.

Policy of the Paediatrics & Child Health
Division of the Royal Australasian College
of Physicians (2008). Sydney: Royal
Australasian College of Physicians.
2.

Boss RD, Hutton N, Donohue PK, Arnold
RM (2009). Neonatologist training
to guide family decision-making for
critically ill infants. Arch Pediatr Adolesc
Med;163(9):783–788.

3.

Wolfe J, Klar N, Holcombe EG et al. (2000).
Understanding of prognosis among parents
of children who died of cancer: impact of
treatment goals and integration of palliative
care. JAMA;284(19):2469–2475.

4.

Brook L et al. (2008). A plan for
living and a plan for dying: advanced
care planning for children. Arch Dis
Child;93(suppl.1):A61–66.

5.

Guidance for discussions about child and
family wishes when life is limited.
www.act.org.uk/core/core_picker/
download/.asp?id=103

Dr Ross Drake FRACP
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ACORD WORKSHOP BRINGS A WORLD OF
ONCOLOGY TO AUSTRALIA
Oncology, previous ACORD faculties have
included a robust international representation
from North America, Europe and Asia.

T

he Australia and Asia Pacific
Clinical Oncology Research
Development (ACORD)
Workshop—an initiative of the
Medical Oncology Group of Australia—
provides training in clinical trials methodology
for junior oncology clinicians from Australia,
New Zealand, Asia and beyond. Not only
do the participants come from a range of
geographic backgrounds, but the workshop
draws on international expertise to provide
global perspectives in its teaching formats,
including lectures, small group discussions and
one-on-one mentoring. With support from the
American Association for Cancer Research,
the American Society of Clinical Oncology
and the European Society for Medical

ACORD is a forerunner of the shifting
paradigm in oncology from an isolated local
practice to a cooperative global endeavour
traversing state and national borders. While
participants are able to network with their
colleagues across the Asia Pacific, the expert
contacts with faculty ensure collaborative
support that may span not only a geographical
expanse but also last over many years. The
ACORD model for trials methodology
training has also disseminated through
alumni of the workshop to many clinical
centres throughout Asia which run on
otherwise limited resources, both financially
and in training opportunities. Strong clinical
research will be of increasing importance
in South and Southeast Asia especially, as
developing nations join the international
health research endeavour via a growing
network of academic institutions, commercial
sponsors and research sites linked in the
pursuit of improved health outcomes.

Applications are invited for the fourth
biennial ACORD Workshop (12–18
September 2010) through the ACORD
website: www.acordworkshop.org.au;
applications open online on Monday,
7 December 2009 and close Friday, 26
February 2010. Junior clinicians from across
the oncology spectrum are encouraged
to submit a brief proposal for a clinical
research project (concept outline) to
add their ideas and enthusiasm to the
international cancer clinical research
endeavour. The successful applicants
will participate in a one-week intensive
workshop with leading international
faculty helping them gain the knowledge,
resources, skills and feedback needed to
make their project succeed on their return
home.
For more information, please contact:
Medical Oncology
Group of Australia Secretariat
moga@moga.org.au
02 8247 6210
www.acordworkshop.org.au
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THE VINE
COLLEGE TRAINEES’ COMMITTEE NEWS

World Congress of Internal Medicine (WCIM) 2010,
Melbourne
Trainees’ Day, we advise you to register as
soon as possible, once this opens on line
(see further details on pages 24 and 25).
Trainees’ Ball at the WCIM
The College Trainees’ Committee will be
hosting a ball as part of our celebration of
the Year of the Trainee. The ball will follow
Trainees’ Day and the College Ceremony.
What:
A cocktail dinner, a DJ, and lots more ...
When: 21 March 2010
Where: TBA
Time: 7.00 pm – 10.30 pm
CTC demonstrate their tech savvy. Spot the person without a laptop!

Trainees’ Day at the WCIM
The College Trainees’ Committee (CTC)
has marked 2010 as the ‘Year of the
Trainee’, and we have been working hard
to promote and represent all your training/
educational interests and needs—trainees
are, after all, the Fellows of the future and
have a special place in our College.

Leadership Skills The physician/
paediatrician as leader of the clinical team
is a growing concept. These sessions will
give Fellows of the future valuable skills
to encourage this important part of our
professional development.
•

Dr Jennifer Alexander (Chief Executive
Officer of the RACP)

As mentioned in the last issue of RACP
News, one of our initiatives, as part of
the Year of the Trainee, is Trainees’ Day,
which will be held on Sunday, 21 March
2010, at the World Congress of Internal
Medicine in Melbourne. It is a real honour
for our College to host the World Congress,
and the CTC is thrilled to be involved
and to be able to help make this special
meeting especially relevant to trainees. We
have invited six speakers to hold a series
of seminars and workshops based around
three key areas:

•

Dr Jag Singh (Confederation of
Postgraduate Medical Councils;
Professional Development of
Registrars)

Medical Research Research is a crucial
part of our training. These sessions aim to
outline basic skills for setting up projects,
participating in ongoing projects and
academic practice—in short, making
research work for you.

These sessions have been chosen to
develop and build on professional skills,
learn about medical research, provide
opportunities for networking, and to be fun
and relevant to trainees. We hope that this
will be an excellent educational opportunity,
not only for Basic and Advanced Trainees
from the Faculties, Chapters and Divisions,
but also for Fellows and medical students.

•

Professor Roy Pounder (Professor of
Medicine, Royal Free and University
College London)

•

Professor John Funder (Professor at
Prince Henry’s Institute of Medical
Research)

•
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Dr Martin Van Der Weyden (Editor,
Medical Journal Australia)
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Teaching in the Clinical Setting How
to improve your capacity to teach team
members in the team setting every day.
•

Professor Kevin Forsyth (Dean of the
RACP)

•

Associate Professor Andrew Cole
(Physician Education Expert Advisory
Group)

More details about these sessions and
registration will become available on the
WCIM website www.wcim2010.com.au
in due course. Given that there will be
a limited number of places available for

You will be advised of the exact details (e.g.
cost, how to get there) well in advance.
Representatives of the College Trainees’
Committee look forward to welcoming you
to a relaxing and fun evening.
Careers Corner at the WCIM
The College Trainees’ Committee will hold
a Careers Corner in the College booth
at the WCIM to encourage discussion
between current and future trainees of
the College and representatives of SACs/
JSACs/STCs on career prospects and
options in the specialty of their interest.
The College Trainees’ Committee is
therefore seeking expressions of interest
from Melbourne-based members of
supervising committees or Melbournebased trainees who would be prepared to
devote half an hour to an hour of their time
to this activity. The booth will be open from
10 am to 5 pm on each day of the WCIM,
20–25 March 2010.
Please send your full name, specialty, and
the date and time of your availability to
traineescommittee@racp.edu.au as soon
as possible—and not later than
23 December 2009.
A roster by specialty will be organised and
advertised on the WCIM website at
www.wcim2010.com.au as soon as
possible after 23 December 2009.
We welcome your support of this initiative.

Game, set and match!
Unblocking the flow of trainees from Basic
to Advanced Training

T

he time has come for members
of the College and Specialty
Societies to restate their
commitment to the principle
that there should be a common (initially
national, eventually bi-national) market for
Advanced Training positions. The current
piecemeal system is flawed, is neither fair
nor transparent, and will not survive the
onslaught of the increased competition for
Advanced Training places that dramatically
increasing numbers of Basic Trainees will
create.
A daunting task

Trainees, having completed Basic Training,
must secure a position in a specialty
stream to complete Advanced Training.
Depending on the demand for positions in
their specialty of choice, this may include
making applications across states, or if a
candidate has more than one specialty of
choice, then also across specialties. This
is a daunting task, with multiple barriers
including different application requirements
and cut-off dates (for both applications and
offers) across states and specialties.
Ain’t broke, don’t fix it?
Does it really matter if there are barriers to
mobility? Most trainees wish to continue
their training in their home state anyway
and might complain if they had to move!
This does matter, especially in 2010 (the
first year of national registration) and
beyond, as large numbers of medical
graduates move through Basic Training
and find themselves competing for a few
Advanced Training positions that have
stunningly failed to keep up with the trend
in early training places.
Why match?
It is true that some trainees will prefer to
work in their home state due to family or
other commitments. Others would jump
at the opportunity to train in their chosen
specialty, even in another state. The
College’s Advanced Training Selection and
Matching (ATSM) algorithm creates the
flexibility for both.

ATSM breaks down the barriers to making
applications across states and specialties
by creating a streamlined application
process and a single national match. The
single match is the critical element (the
entire exercise is pointless if there is more
than one match or more than one match
day). Candidates can freely apply and
preference any position they are prepared
to accept through a single online CV and
reference system (these are then used
by employers to generate shortlists for
interview). Candidate preference lists
remain confidential throughout the process.
How will matching help my specialty?
Moving to a single national match benefits
specialties both in high and low demand.
With employment conditions (for registrars)
being largely equal, the high demand
specialties will attract the top candidates
(as they will have the lion’s share of high
candidate preferences and will be matched
first). Fortunately, this is not the end of
the story. With a national or a bi-national
system, those candidates can (in the
very same process) move to compete for
positions in their chosen specialty in other
states, or indeed may choose to compete
in other specialties altogether. This creates
a ‘flow’ of candidates across states and
specialties, so where good candidates are
unmatched in the high demand specialties
they can go on to compete in other
matches. This means that lower demand
specialties and states will have a stream of
candidates to choose from as they ‘trickle
down’ their preference lists.
Is matching right for me?
There are some concerns about a single
national match from both trainees and
employer groups (hospitals and Specialty
Societies). Trainees are concerned that
they could be ‘sent’ interstate to train,
like the surgeons. This has no part in our
system. Our candidates have the option to
choose to preference jobs and specialties
across Australia based on where they
would like to work. Don’t want to work in
Queensland? Don’t preference any jobs

there. Easy! No one will be sent to train
against his or her will. Preferences are all
optional and so preference lists can be
as short or as long as you like (although
a short preference list may result in a
candidate being unmatched).
Can we trust the matching system?
Some employer groups are skeptical of
the computer algorithm used to perform
the match. This has been proven time
and again (using a simultaneous manual
match), is used in other parts of the world,
and is under continuous review. Others
have a lingering concern about what this
might mean for their own preferences as
this system (with confidential preference
lists) rebalances the process for fairness
and gives candidate and employer
preferences equal weight.
This concern was evident in 2009 as some
participating employer groups immediately
offered a job to their top ranked candidate
following interview, asking them to accept
and withdraw from the match. This is a
form of ‘gaming’ because it ensures that
the employer gets their top preference
(would a candidate being offered a job
really say ‘no’?), but it denies the candidate
the ability to exercise theirs (by assuming
that particular hospital is their top
preference). It actively discourages mobility
of trainees (as positions are withdrawn
from the match) and can fatally destroy
confidence in the process. It is incumbent
on all of us to ensure this or other forms of
gaming are not tolerated.
I would encourage you all in 2010—
the Year of the Trainee—to make a
commitment to a single national match
to promote flexibility and choice for all
trainees.
Dr Lloyd Nash
College Trainees’ Committee
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Preparing for the ‘Little Test’, aka RACP Written Examination

W

ell, that one day in March is
approaching with the speed
of a charging bull and it
seems like all those facts
and formulae will not stay in your head. I
still can’t quite remember the alveolar gas
equation even after all these years!
So, take a deep breath and remember
that CO2 needs to be around 45mmHg to
stop those feelings of rising panic, and also
that you have done a lot of work for the
exam and being calm is the most important
factor for performing to your potential.
Many of you will have joined a study group
and will have been working with them
throughout the year, although this method
is not for everyone and some prefer to
do it solo. Whatever your preferred study
practice, being methodical and systematic
in ensuring that you have covered the
major areas and hot topics is essential.
One of the best ways I found, and many
other trainees have found useful in the
past, was to go through past exam papers
and work out areas of weakness and read

around them, especially as you are heading
into the last few weeks of study. Saving the
most recent papers and doing them under
practice exam conditions is also useful to
give you an idea of how your study is going
and to ensure your timing is right on the
day. And buttonholing your consultants
and Fellows to discuss issues around exam
questions is incredibly useful.
For most of you preparing for the ‘Little
Test’, as it affectionately became known in
my house as both my husband and I sat it
over a number of years, it is not so much
a matter of the factual content. It is mainly
that old chestnut—exam technique. One
of the worrisome things I see in trainees
preparing for the written is the exclusion
of all other outside activity. Ensuring that
you take time out to see your family or to
participate in your usual exercise or other
chosen activity is essential to maintaining
your own sanity and the sanity of those
around you. And ensuring a good pattern
of sleep is very important, especially in the
week leading up to the day of the exam.
It seems such simple advice, but eating

a healthy diet can also help with your
preparation.
On the day of the exam, get there in plenty
of time so that you are relaxed before going
in. Make sure that you stay away from
all the really ‘helpful’ people who want to
go over those last-minute pharmacology
questions. Take a break and go for a walk
while you’re waiting and try not to listen to
all the chatter around you. It’s difficult to
do, but i-pods were invented for a reason!
When it comes down to it, there will
always be those questions on the day that
you really have no idea about or where
you could have flipped a coin between
options A and C, but in the grand scheme
of things, these do not make much of an
overall difference. Making sure that your
body as well as your mind is in top shape
will be the thing that gets you across the
line.
Good luck!
Dr Nadine Sharples
Advanced Trainee in General Paediatrics
and Paediatric Emergency Medicine

CALL FOR EXPRESSIONS OF INTEREST FOR NOMINATION BY THE RACP TO
MEMBERSHIP OF THE CONJOINT COMMITTEE FOR THE RECOGNITION OF TRAINING IN
GASTROINTESTINAL ENDOSCOPY
In August 2002, the Royal Australasian
College of Physicians joined with the Royal
Australasian College of Surgeons and the
Gastroenterological Society of Australia to
establish the Conjoint Committee for the
Recognition of Training in Gastrointestinal
Endoscopy (CCRTGE).
The purpose of the Committee is the
formulation and review of guidelines for
training in GIT endoscopy, the recognition
of satisfactory completion of training,
certification of satisfactory completion of
training and withdrawal of certification,
as well as the development of policy
statements.
In recent discussions, the three parent
bodies have agreed that a group that
certifies competence in gastrointestinal
endoscopy has value to all parties and
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that the CCRTGE has fulfilled an important
role in recognition of gastrointestinal
endoscopy training and should continue
with these efforts. However, it was felt that
a review should be undertaken in the near
future regarding the role, membership and
governance of the Conjoint Committee,
and that the relevant medical organisations
should also participate in a review of
endoscopy training guidelines and the
standards for certification.
The current RACP representatives on the
Conjoint Committee are:
•

Dr Philip Craig (NSW)

•

Dr Geoffrey Withers (Paediatrician)
(QLD)

•

Dr John Masson (Rural Physician)
(QLD)

Dr Philip Craig has completed his term of
office and the RACP Board is advertising
for Expressions of Interest (EOI) from
the Fellowship for appointment to this
Committee. The RACP provides insurance
for its representatives on the Committee.
Further information, including a copy of the
CCRTGE Constitution, is available from the
RACP CEO, Dr Jennifer Alexander (tel. +61
2 9256 5466; email Jennifer.Alexander@
racp.edu.au)
Please email your EOI, together with your
CV, to Jennifer Alexander by 5pm on
Friday, 15 January 2010.

Profiles of Generous Supporters of the College

NEW NON-FELLOW MEMBERS OF
THE FINANCE COMMITTEE
Our new appointments to the
Finance Committee are not
members of the RACP, but are
generously giving their time
to support the College, for
which we are all most grateful.
Welcome to Loretta Di Mento,
Karen Phin, Geoffrey Laurence
(also a newly appointed RACP
Board Member) and Anthony
FitzGerald.
Geoffrey Laurence
Geoffrey Laurence is
a non-Fellow Board
member and member of
the Finance Committee
of both the RACP and the
New Zealand Executive of
the RACP. He brings to these positions
30 years of business, funds management and
not-for-profit experience.
Since 1993, Geoffrey has been the founding
and senior partner in several successful lowkey private investment companies operating
from offices in Auckland and Wellington.
He established the first company to own and
manage a large supermarket real estate portfolio.
For the past 13 years, the companies
have also been active investors in public
companies listed on stock markets
throughout the English-speaking world. As
principal investment officer, Geoffrey spends
considerable time on research and analysis of
macroeconomics, industries and individual
companies. His investing style is based on the
investment tenets of Warren Buffett, Charlie
Munger, Seth Klarman and John Templeton.
The company also invests in private
companies, the best known being the
Alpine Guiding Business at Fox Glacier
on New Zealand’s west coast. About
40 guides are employed in this business to
take international tourists on to the ice for
a scenic adventure.
Geoffrey also has a long history with notfor-profit organisations. He was the first
non-hockey player to be elected as a Board
Member of the NZ Hockey Federation, and
was later elected Chairman of the Federation.

During his six years on the Board, he oversaw
the finance and accounting committee and
strategic planning for the organisation, and
was actively involved in developing the
governance function of the Board.
Geoffrey is one of four founder trustees of the
NZ SAS Trust, the Special Forces group of the
New Zealand Defence Force. His contribution
is to bring commercial and investment
experience to the organisation. The Trust
was established to assist retired and current
members of the NZSAS and their dependants
in the areas of welfare, resettlement and
education beyond the services available from
the NZ Defence Force.
He recently retired as chairman of the
finance committee of the Diocesan School
for Girls investment fund but remains on the
committee. He is finance leader for a small
charitable trust with a psychiatric focus.
Geoffrey has been a member of the NZ
Institute of Accountants since 1984.
Apart from all this, he has known John Kolbe
for many years and has helped him in the
garden on occasion.

Loretta Di Mento
Loretta Di Mento is an
Executive Director in the
Strategic Growth Markets
division of Ernst & Young.
She has over 15 years
experience in external audit and business
advisory.
Her clients include service organisations of
varying sizes and she has a particular focus
on the health and not-for-profit sectors.
Amongst her current clients are the College of
Nursing, Diabetes Australia NSW, Amnesty
International, St Vincent’s and Mater Health,
Ramsay Health Care, Anglican Retirement
Villages and Principal Health Care.
Loretta also has board experience, having
served as the Honorary Treasurer and on
the audit committee for Good Beginnings
Australia (a national children’s charity)
from 2003 to 2008. The focus for the audit
committee of this national children’s not-forprofit organisation was on overseeing effective
and practical control improvements over key
processes through a period of rapid growth.

Karen Phin
Karen Phin joined UBS
Australia (then SBC
Warburg) in 1997 in the
corporate finance division
and was involved in a large
range of public company takeovers, mergers,
acquisitions and major restructurings. She
established and led the Capital Management
team at UBS. This team specialises in
designing and implementing innovative
capital management solutions for Australian
companies, including efficient balance sheet
management, share buy-backs, and advice on
capital structure and funding. Karen became
the clear market leader in this area.
From 2006 to February 2009 Karen was a
Managing Director in the investment banking
division of UBS and, in addition to leading the
Capital Management team, was the Chair of
the UBS women’s network, All Bar None.
Prior to joining UBS, Karen worked in the
advisory section of BT Corporate Finance
and as a corporate lawyer with Freehills.
Karen has recently taken up a senior
specialist role at the Australian Securities
and Investment Commission (ASIC) and is
assisting the regulator with various initiatives
to respond to the current market environment.

Anthony FitzGerald
Anthony FitzGerald
has a long history in
banking. He is currently
the Non-Executive
Chairman of CFS Global
Asset Management Credit Committee of the
Commonwealth Bank Group. He has worked
with the Commonwealth Bank Group
since 1999 where he has held a number of
positions, including Co-head Global Fixed
Interest and Credit – Colonial First State,
Head of Credit Funds – Colonial First State,
Head of Integrated Risk Management –
Commonwealth Investment Management,
and Head of Credit Portfolio Management
and Risk Policy.
Anthony has also held senior positions
at Bankers Trust Australia Limited, UBS
Australia Ltd and Bank of America
Australia Ltd.
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TRUE SAX APPEAL
system for everyone but especially for the
disadvantaged in the community. Heading
the Department of Community Medicine
at Westmead Hospital from 1985 provided
Steve with the opportunity to initiate an
ongoing relationship with often ignored
people of Western Sydney.
You may be surprised to learn that Steve’s
friends believe he would like to have been
a journalist and poet. His contributions
to the Newcastle Herald included many
poems and independent book reviews, and
not just articles on health or wider medical
political issues.

Professor Stephen Leeder, then and now.

T

wo major organisations have
named their pre-eminent award
after Dr Sidney Sax, a significant
force in Australian public health
and policy in the last half century. Both the
Public Health Association of Australia and
the Australian Healthcare and Hospitals
Association award the annual Sidney Sax
Medal to an individual who has made an
outstanding contribution in the field of
health services policy and public health.

This is the first year that both organisations
have awarded this prestigious medal to the
same recipient, Professor Stephen Leeder
AO, FRACP, FAFPHM.
Steve will be well known to many of you
for his outstanding work. He helped
establish the Australasian Faculty of Public
Health Medicine, becoming a foundation
Council member and Chair of the Board of
Censors, best known more recently for his
dedication and commitment to the Faculty’s
Policy and Advocacy Committee which
he chaired for several years. Steve was
also a moving force in the evolution of the
Public Health Association of Australia, and
assisted the formation of the Australasian
Epidemiological Association, both of which
he has served as President.
In his time at the fledgling Faculty of
Medicine at Newcastle University, Steve was
instrumental in developing an assessment
system that encouraged cooperation
between students rather than competition,
and contributed to changes in assessment in
medical courses throughout the country.
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He successfully attracted Rockefeller
Foundation funding to Newcastle
University and was Director of the
Rockefeller Asian and Pacific Centre for
Clinical Epidemiology which trained
epidemiologists from Australia and
neighbouring countries.
Later, as Dean of the Sydney University
Medical Faculty, Steve oversaw the
transformation to a graduate program in
medicine and a problem-based learning
approach, taking advantage of the lessons
from Newcastle, and providing leadership
to other universities across the country. He
also influenced the establishment of rural
clinical schools, which became vital parts of
the support of health services for rural and
isolated Australians.
As a physician and an epidemiologist, Steve
has undertaken significant research into
respiratory disease, especially asthma, and
cardiovascular disease. His focus has been
on the epidemiology of heart disease and
the personal, social and economic impact
and burden of coronary vascular disease
on sufferers and their communities. While
at Columbia University in 2003 and 2004,
he and colleagues at the Earth Institute
published the influential Race Against
Time, documenting the opportunities
for emerging economies to combat the
coming epidemics of coronary vascular
disease before they become economically
catastrophic burdens.
He has written in many different settings,
spoken on countless television and radio
programs, championing an improved health

Steve was able to make a significant
national impact on the health of Australians
through his long involvement with national
organisations like the National Health
and Medical Research Council and its
associated bodies, promoting substantial
research efforts with energy and common
sense. He has been chairman or member
of numerous advisory councils and
committees, contributing on a wide range
of health issues at national, state and
regional levels for more than 30 years, one
significant mention being the Better Health
Commission.
Since 2004, Steve has developed the concept
of a Health Policy Unit, now the Menzies
Centre for Health Policy. It devotes energy
to researching, advising on and publicising
many health policy issues, especially those
relating to chronic disease. It also trains
PhD students and other professionals who
want to learn how to make better health
policies.
Steve has received many awards in
recognition of his efforts. In 2004 he was
made an Officer in the Order of Australia
and in 2007 he was awarded an honorary
Fellowship of the Royal Australian College
of General Practitioners for his contribution
over many years to primary health care and
general practice.
As those who invite him to comment
on programs or ideas will know well, he
is a forceful, experienced and at times
uncomfortable voice for the best in health
services both locally and internationally.

YOUNG INVESTIGATOR AWARD 2009
renal function assessment) to measure
normal and mildly impaired renal function,
where efforts to retard progression of CKD
may be very effective.

ANZSN President Dr Randall Faull with Adam Hedley (left), Germaine Wong and Jaqui Hughes,
three of the finalists in the 2009 Young Investigator (Clinical) Award (Dr Toussaint not shown)

T

he 2009 finalists in the Clinical
section of the Young Investigator
Award at the Australian and New
Zealand Society of Nephrology
Annual Scientific Meeting were Drs
Germaine Wong, Jaqui Hughes, Adam
Hedley and Nigel Toussaint (winner).
A broad range and high quality of
clinical content was described, including
epidemiology, renal-cardiovascular disease,
a randomised controlled trial to control
ectopic vascular calcification in chronic
kidney disease sufferers, and understanding
the important contribution of body
composition to estimates of GFR for
Indigenous Australians.

The MDRD formula for renal function
has not been validated in Indigenous
Australians, even though (as a group) they
have a higher prevalence at an earlier age
of significant risk factors for CKD (obesity,
diabetes, ischaemic heart disease) and
compounding early life risks for later CKD
(nephron endowment and size, childhood
nutrition and post-infectious nephritis). In
Caucasian populations, the MDRD formula
is accurate at impaired renal function
(GFR<60ml/min/1.73m2), and conversely
less accurate at the healthy range of
function. A major concern for Indigenous
Australians is the inability (without direct

Hughes presented that differences in body
build exist for Indigenous Australians
even within the Top End of the Northern
Territory from preliminary data of the
eGFR Study. This challenges the usefulness
of ethnicity (used for African Americans)
as a modifier in the MDRD formula
for Indigenous Australians, who are
heterogeneous in body build. Differences
in body build exist across Torres Strait, Far
North Queensland, Northern Territory and
Western Australia.
Dr Hughes presented on behalf of the eGFR
Study investigators, led by Dr Louise MapleBrown, Menzies School of Health Research,
Darwin. The investigators comprise
Indigenous health and body composition
experts, endocrinologists, nephrologists and
laboratory scientists. Dr Randall Faull, the
President of ANZSN said, ‘Jaqui’s work with
the eGFR study will make a very important
contribution to the prevention and
treatment of renal disease in Aboriginal and
Torres Strait Islander people. It is very much
to her credit that the work was presented at
the Young Investigator Award session of the
Annual Scientific Meeting of the Australian
and New Zealand Society of Nephrology.’

ANNUAL AWARDS FOR EXCELLENCE IN MENTORING
All Fellows and registered trainees in
Australia and New Zealand are invited
to nominate a mentor and detail the
contribution the mentor has made to
the trainee’s personal or professional
development. Any Fellow of the College
can be nominated for an award, including
those nominated in past years.

•

Read about the Award.

•

Follow the instructions.

Please note the following timeline:
Call for nominations – October 2009
Closing date for applications –
23 December 2009
Nominees notified – January 2010

Procedure for nomination:
•
Please press control and click on this
link: http://traineescafe.racp.edu.au/.
•

Click on the Excellence in Mentoring
Awards link under ‘What’s New’ in the
Trainees’ Cafe.

Winners notified – week beginning
15 February 2010

Please complete and send your
nomination form to:
Ms Radmila Jancic
Representative of the
Office of President & CEO
RACP
145 Macquarie Street,
SYDNEY NSW 2000
Email: Radmila.Jancic@racp.edu.au
Fax: (+61) 02 9247 0288

Presentations will be made at the
Congress Gala Dinner – 24 March 2010
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TOPICAL AND TROPICAL:
2009 AUSTRALASIAN SEXUAL HEALTH CONFERENCE

Professor Ian Frazer delivering the Gollow
Lecture at the Opening Ceremony.

Left to right: Dr David Jardine (Conference Convenor), Dr Marcus Chen, Dr Simon Barton
and Dr Claudia Estcourt.

keynote Gollow Lecture on Controlling
HPV Associated Disease and his research in
Vanuatu. In 1990, with his colleague the late
Dr Jian Zhou, he developed a technology for
production of Human Papillomavirus Viruslike Particles, patented in the USA, Europe
and Australia, which enabled the development
of vaccines to help prevent cervical cancer,
now marketed as Gardasil and Cervarix.

T

his year’s annual conference
of the Australasian Chapter of
Sexual Health Medicine was
again held back-to-back with
the Australasian HIV/AIDS Conference. A
total of 538 people registered for the Sexual
Health Conference, with over 1,000 people
attending on the overlap day. The Conference
was held in Brisbane, which has many sexual
health centres and hospitals where Chapter
Fellows, Trainees, Professional Affiliates and
allied sexual health clinicians work. They
represented a vast number of the delegates.
The Conference Organising Committee
decided on the theme ‘Topical and Tropical’
to tie in with tropical Queensland and to
fit well with the issue of women’s and men’s
sexual health, two issues that were covered
comprehensively in the program.
The following eminent Australian and
international speakers attended the
Conference.
Professor Ian Frazer, Director of the
Diamantina Institute for Cancer Immunology
and Metabolic Medicine delivered the
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Dr Sjoerd van der Burg from the Department
of Clinical Oncology, Leiden University
Medical Center, Leiden, The Netherlands is
an expert in HPV immunology.
Dr Simon Barton, Clinical Director
and Consultant Physician, Chelsea and
Westminster Hospital, London, has been
the Consultant in HIV/Sexual Health since
1990 and was the President of the British
Association for Sexual Health and HIV
2006–2008.
Dr Claudia Estcourt, a Chapter Fellow, is
Reader in Sexual Health & HIV at Barts
and the London School of Medicine
and Dentistry. Dr Estcourt’s research is
currently focused on improving sexual
health in young men through a number
of studies, including improving partner
notification outcomes for bacterial STIs in
both sexual health clinics and primary care,
non-gonococcal non-chlamydial urethritis,
and investigating the potential for using
sport to increase STI screening rates among
young men.

Dr Graham Neilsen is another Chapter
Fellow and Technical Advisor on Sexual and
Reproductive Health, Asia Pacific Regional
Office of Family Health International,
Thailand. His interests include STI service
delivery for HIV prevention and targeted
interventions.
Dr Colm O’Mahony, Consultant in GenitoUrinary Medicine at the Countess of Chester
Hospital, United Kingdom, features regularly
on UK TV and was the Sex Doctor on the
BBC website.
The 2009 Conference received a considerable
increase in media attention over previous
years, generating articles in The Age, The
Sydney Morning Herald, The Times of India,
WA Today, News.com.au and Pharmacy News.
Links to the articles can be found on the
Conference website.
There was a large exhibition associated with
the Conference and the sponsorship received
increased enormously compared with the
2008 Conference, highlighting the growing
confidence in the relationships between the
Chapter and the sponsors.
The 2010 Australasian Sexual Health
Conference will be held at the Sydney
Convention and Exhibition Centre 18–20
October (see advertisement in this issue).
For more information please go to
www.sexualhealthconference.com.au
where you can find abstracts of the 2009
Conference and previous conferences.

VALE GEORGE VINCENT HALL
20.11.1915 – 21. 9.2009

G

eorge Vincent Hall, one
of Australia’s foremost
cardiologists for over 40 years,
died on 21 September 2009.
His life was one of outstanding service to
his country, to the College, to the medical
profession, and to the community. His
polite and self-effacing manner belied a
brilliant mind, an energy that appeared
limitless, and a sense of duty and dedication
to his patients and the profession that was
boundless.
George Hall was born in Sydney on
20 November 1915. He was educated
by the Jesuits at St Aloysius College and
graduated from Sydney University in 1940.
He commenced his distinguished career at
his beloved St Vincent’s Hospital as a fourth
year student in 1937.
In 1940, George Hall, partly due to the
wartime depletion of medical staff but also
by reason of the early promise he displayed,
was appointed a senior resident soon after
graduation. The same year, he married
Shirley Goldstein, a nurse, who he first met
in the Casualty Department.
Between 1941 and 1945, he rendered
outstanding wartime service in New Guinea
and Borneo, at times under harrowing
and difficult conditions. He left for New
Guinea on New Year’s Eve 1942, where he
saw service with the 2/5 AGH and 2/9 AGH
at the foot of the Kokoda Trail and later
Bootless Bay.
After 13 months in New Guinea, his
commanding officer, Colonel (later

Professor) Lorimer Dods, recognised
that George Hall was a young doctor of
exceptional promise. He magnanimously
suggested that he take leave of absence and
return to Sydney to sit for his MRACP. Sir
Lorimer, no doubt, also took into account
that there was then a critical shortage
of physicians in the military service. He
accordingly returned to Sydney, obtaining
his membership as a physician with
distinction, and was given the rank of
Major. He was soon after sent to Borneo,
where his wartime contribution continued
for a considerable time, attending in
difficult circumstances to the wounded and
those weakened by disease.
Following the war, he spent 12 months
in general practice at Randwick before
commencing the path that was to take
him to the top of his profession. After
initially assisting Dr Joseph Coen, a
consultant physician who was interested
in cardiology, he was appointed in 1946 as
relieving assistant physician at St Vincent’s
Hospital, and in 1947 as honorary assistant
physician. Although he had by then
established a rapidly growing consultant
practice in Macquarie Street, he decided
to leave Sydney and travel to London. This
he did in December 1951 and, in 1952, he
obtained his MRCP.
The upward trajectory of his career was
enhanced by his work in London. There
he became a disciple of the famous
cardiologist, Dr Paul Wood.
It was in London that George Hall displayed
his initiative and capacity for innovation in
the treatment of cardiac disease by ordering
the first pressure recording equipment for
use in the cardiac catheter laboratory.
On his return from London, George
Hall was responsible, with the late Harry
Windsor (who many years later undertook
the first heart transplant operation
in Australia), Tony Seldon and John
Hickie, for the establishment in 1953 of
the Cardiovascular Unit at St Vincent’s
Hospital, Sydney. That initiative was to
prove itself to be a major contributor to the
reputation the hospital has since gained for
excellence in the treatment of heart disease.

For many years he held the positions of
honorary senior physician at St Vincent’s
Hospital and senior physician at the Mater
Misericordiae Hospital and Lewisham
Hospital.
His ability to manage his patients to the
highest standards at all three institutions
was legendary. In subsequent years, George
Hall’s practice grew to become one of the
busiest consultant practices in Australia.
In addition to his clinical commitments,
George Hall dedicated himself to teaching
and examining a generation of medical
practitioners. He was Lecturer in Clinical
Medicine from 1947 to 1968 and Lecturer
in Therapeutics from 1963 to 1968 for
the University of Sydney. He taught
undergraduate students for both the
University of Sydney and the University of
New South Wales. A student wrote ‘Twas
Dr Hall who led us into the frighteningly
complicated world of therapeutics and
then via a series of compact and thorough
lectures put order and knowledge into our
inefficient and unsystematic concept of
actually making people better’.
His late Friday evening postgraduate
sessions, known as ‘Hall’s Hearts’, attracted
students from all over Sydney. His skill as
a teacher was recognised in 1976, when he
represented the Royal Australasian College
of Physicians as a teacher and examiner in
Singapore.
He was a member of the Senate of the
University of Sydney (1963–1968),
Dean of the Clinical School, St Vincent’s
(1964–1966) and a member of the Council
of the University of New South Wales
(1969–1977). He served on the Board of
Censors of the RACP (1972–1976) and on
its Council (1973–1974). He was Chairman
of the College Therapeutics Advisory
Committee (1974–1980) and Chairman of
the NSW State Committee (1968–1970). He
was elected a Fellow of the RACP in 1957,
a Fellow of the London College in 1972
and a Fellow of the American College of
Cardiology in 1974. He was made a Knight
Commander of the Order of St Gregory the
Great in 1970 and an Officer of the Order of
Australia for his contributions to medicine
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and the community in 1990. He was elected
to Life Membership of the Cardiac Society
of Australia and New Zealand in 1989. He
was also a member and Deputy Chairman
of the Board of St Vincent’s Hospital for
many years.
George was a quiet man with a subtle sense
of humour and was a great raconteur.
He was a perfect gentleman. Despite his
busy consulting practice and service on
numerous committees, he maintained
a longstanding interest in the Sport of
Kings and cared for many of its colourful
identities.

Notwithstanding his ever growing clinical
practice, by some means he also managed
time to immerse himself in primary
research of cardiac disease and to contribute
to the medical literature on the results. In
the early 1950s many patients, as a result
of rheumatic fever, suffered stenosis of the
heart valves. George Hall referred to Harry
Windsor the first patient on whom Harry
performed a mitral valvotomy, and in 1959
they published a review of 100 patients
following surgery.
In 1960 Hall and Hickie studied a group of
patients with cardiomyopathy (heart muscle
disease) and heart failure. These studies

allowed the clinician to establish the cause
and progression of heart muscle disease
and, in due course, led on to the heart
transplant program in 1968 and 1984.
George Hall is survived by his second wife,
Ellen, his children, Anne, Peter, David,
Jeremy and Anthony, and his
10 grandchildren. He had a long and
fruitful life. It was a life that was always
driven by a powerful sense of duty and a
passionate dedication to his profession and
to his patients. He was a great physician in
the classical tradition. He was in every sense
a truly outstanding Australian.
Professor John Hickie AO, FRACP

VALE ASSOCIATE PROFESSOR RAFFAELE
SCICCHITANO FRACP
The College was saddened to learn of
the recent death of Associate Professor
Raffaele Scicchitano on 23 September 2009.
Dr Scicchitano was a Senior Consultant,
Thoracic Medicine at Royal Adelaide
Hospital and an Associate Professor at the
University of Adelaide. He also served as a
Major in the Third Health Support Battalion

(3HSB) and was a member of the Specialist
Advisory Group of the 3HSB.
In 2005 Dr Scicchitano was part of an
Australian Defence Force medical team
working in Pakistan and Kashmir as part
of a humanitarian mission to provide vital
health care assistance to people affected by
the South Asia earthquakes at that time.

His research was widely published, and
he had a strong interest in mesothelioma,
appearing in the media to discuss asbestosrelated deaths and experimental research
and treatments.

IAN O’ROURKE SCHOLARSHIP IN PATIENT SAFETY
The NSW Clinical Excellence Commission
invites applications from suitably qualified
and highly motivated graduates to
undertake a program of full-time health
services research to improve patient
safety and quality in Indigenous health.
It is envisaged that the research would
culminate in the award of a PhD.
The scholarship is named in honour
of the late Dr Ian O’Rourke AO, Chief
Executive Officer of the Institute for Clinical
Excellence, in his many roles in health
as a surgeon, educator, academic and
researcher. Dr O’Rourke was passionate
about the work he undertook with
Aboriginal communities, at the Redfern
Medical Centre, in far north Queensland,
and in the Northern Territory where he
worked for five years.
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The scholarship is awarded every three
years in New South Wales and offers an
annual stipend of $30,378 for three years
study commencing in 2010. Applicants
must reside within New South Wales for the
duration of the scholarship.
Applicants must be Australian citizens
or permanent residents. The successful
applicant must be accepted into a PhD
program at an accredited New South
Wales institution before stipend remittances
commence. The scholarship will be
awarded to the successful candidate
through the sponsoring institution. The
institution will have demonstrated that it is
able to support the applicant in the pursuit
of advanced health services research
relevant to patient safety and quality
in Indigenous health and be willing to
administer the scholarship.

Applications close: 14 January 2010
Notification date: Week commencing
22 March 2010
Application guidelines can be
downloaded from the CEC website:
www.cec.health.nsw.gov.au
For further information, please contact
Barbara Dundas on (02) 9382 7606 or
Barbara.Dundas@cec.health.nsw.gov.au
Applications should be forwarded to:
The Scholarship Officer
Clinical Excellence Commission
GPO Box 1614
Sydney NSW 2001

Research and Education Foundation

PLEASE HELP SUPPORT
OUR YOUNG PHYSICIAN RESEARCHERS
ACHIEVE THEIR GOALS …
“The research performed by this generation is part of the legacy that we
leave future generations, including our own children. To be able to
contribute in a meaningful way to that legacy means being able to
incorporate an element of research into your career. I would not be able to
perform my research into childhood cancer without the assistance of the
Research and Education Foundation.”
Dr Paul Wood
Basser Research Entry Scholarship 2008

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

Please list my name on the Honour Roll as:

or send your details by email to
foundation@racp.edu.au

Name:

OR

 I prefer to remain anonymous

Address:

For more information, visit our website at: www.racp.edu.au
$

$

Levels of membership

Annually

Quarterly

Email:

Fellow-in-training

 120

 30

Credit Card Payment

Member

 300

 75

Gold Member

 600

 150

Benefactor

 1200

 300

Please debit my:

 Visacard

 Mastercard

Amount: $
Card Number:

Life Member
(one-off or cumulative donations)

10,000

Life Governor
(one-off or cumulative donations)

25,000

__ __ __ __ / __ __ __ __ / __ __ __ __ / __ __ __ __
Expiry Date:

I would like to make a donation
(other amount)

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

Name on Card:

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



Signature:

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

 Bankcard

__ __ / __ __

Cheques should be made payable to:
Research and Education Foundation
Donations are allowable deductions under Item 1.2.8 of section
30-25 of the ITA Act 1997.
Quarterly payments only available when paying by credit card.
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Research and Education Foundation

RICHARD GRAEME LARKINS AO

R

Monash University Emeritus
Professor and former President
of the RACP Richard Larkins,
who has recently joined
the Board of the Research
and Education Foundation,
brings vast knowledge and
experience to the Foundation.
The College extends him a
warm welcome.

ichard Larkins was ViceChancellor and President
of Monash University from
September 2003 to July 2009.
Prior to his appointment at Monash
University, he was Dean of the Faculty of
Medicine, Dentistry and Health Sciences
at the University of Melbourne, from 1998
to 2003. Before that he was Professor of
Medicine at the University of Melbourne,
holding the James Stewart Chair at the
Royal Melbourne Hospital from 1984 to
1997. Other appointments held from time
to time at the Royal Melbourne Hospital
included Head of the Division of Medicine,
Head of a General Medical Unit and
Director of Diabetes and Endocrinology.
He had previous academic and clinical
appointments at the Austin, Repatriation
Medical Centre. His clinical and research
interests are in diabetes, endocrinology and
general medicine.
Professor Larkins’ qualifications are MDBS
and LLD(Hon) from the University of
Melbourne, and PhD from the University
of London. He is a Fellow of the Academy
of Technological Sciences and Engineering,
the Royal Australasian College of
Physicians, the Royal College of Physicians
(London), the Royal College of Physicians
of Ireland, the Academy of Medicine of
Malaysia and the Academy of Medicine
of Singapore, and he has been awarded
honorary Fellowships by the American
College of Physicians, the Royal College
of Physicians of Thailand and the Ceylon
College of Physicians.
Past positions held by Professor Larkins
include Chair of Universities Australia,
Chair of the National Health and Medical
Research Council of Australia, President
of the Royal Australasian College of
Physicians, President of the Endocrine
Society of Australia, Chair of the
Accreditation Committee of the Australian
Medical Council, member on two occasions
of the Prime Minister’s Science, Engineering
and Innovation Council and a member of
the National Aboriginal and Torres Strait
Islander Health Council. He was a member
of the Doherty Committee of Inquiry into
Medical Education and the Workforce.
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Professor Larkins has been awarded the Eric
Susman Prize for Medical Research, the Sir
William Upjohn Medal for distinguished
service to medicine and the Centenary of
Federation Medal, and is a Fellow of Trinity
College, University of Melbourne and an
Officer in the General Division of the Order
of Australia.
Professor Larkins’ current roles include
President of the National Stroke
Foundation, President of Australian
University Sport, Chair of the Council
of the European Molecular Biology
Laboratory, Australia, Chair of the
Incorporated Joint Venture Board for the
Parkville Comprehensive Cancer Centre,
Chair of the Victorian Division of the
General Sir John Monash Foundation,
Deputy Chair of the Council of Melbourne
Grammar School, member of the Board of
the Florey Neuroscience Institute, member
of the Board of Trustees of the University
of Sharjah and International Trustee of the
Tan Sri Jeffrey Cheah Foundation.

2010 COLLEGE
ELECTIONS
College elections will be held during
the first half of 2010. In an effort to
simplify and streamline the process,
these elections will be conducted
electronically.
Please ensure that the College has
your current email address and
look for further information in the
e-Bulletins distributed through the
Divisions, Faculties and Chapters
during 2010.

Letters to the Editor

LETTERS TO THE EDITOR
Response to Dr Hunter’s call for
support for families (RACP News,
August 2009)
I want to say thank you to Dr Hunter for raising
the issue of families and the College. I am in
awe of her courage, both for surviving such a
traumatic year and for sharing it with the rest of
us in the hope of making trainees’ lives easier in
the future.
In contrast to Dr Hunter, I have had an extremely
positive experience in combining family and
training. However, I am acutely aware that I have
been lucky and, in different circumstances, could
easily have had a similar experience to Dr Hunter.
My ‘luck’ was due to three unusual factors.
1.

A single point of contact with the
College who was knowledgeable,
consistent and contactable

Carolyn Lill from the NZ branch of the College
has been in the job long enough to know what
paperwork needs to be filled out and how to
manage dual training (in both countries!), and
can manage things like maternity leave without
blinking an eye. She also makes it her business to
know her trainees personally and does a tireless
job of chasing up answers on trainees’ behalf. She
advocates for us when needed and, best of all,
is available almost day and night by phone and
email. Because of her efforts, I have never felt
alone or confused during my training journey. I
wish every trainee had a Carolyn.
2.

A SAC that was flexible and prepared
to accommodate non-standard training

Part-time work often has to be created from
scratch since job shares are not always practical
(especially when there are only four trainees
in your state). Trainees need to know before
starting in a position that their work will fulfil
the College’s training requirements (or if it won’t,
what changes need to be made). It’s not good
enough to vaguely tell trainees that their training
reports will be evaluated at the end of the year
because it is then too late to make changes. In
other words, prospective approval of training
needs to actually be prospective, not five months
into the training year.
In my case, the NZ Rheumatology SAC was
extremely helpful when it came time to plan
my part-time training. They were very specific
about what the training objectives were, down
to how many patients, clinics and procedures
I should be doing per FTE of training. They
balanced my lack of on-call acute work during
this six-month rotation with my past training
experience and came up with a decision about
my training, not training in general. By providing
all this information before my job started,
my supervisors and I were able to make sure
that my position would fulfil all of the SAC’s
requirements.

My training will now finish at a non-standard time
(September) and the SAC has again been flexible
enough to sign me off via a special meeting rather
than trying to make me fit in with everyone else
in December. It’s this kind of commitment to
flexibility that makes part-time work actually work
in practice.
3.

A department and supervisors who
accepted that everyone is different

Dr Phillip Vecchio and the Princess Alexandra
Hospital Rheumatology Department have been
incredibly supportive throughout my last year of
training. Dr Vecchio understood that working three
days a week worked well for me and likewise that
six months leave then full-time work worked better
for another trainee, week-on, week-off for another
two, six weeks paternity leave for another …
On top of this, all of my supervisors have
understood that late-afternoon ED admissions
are not compatible with day-care pick-ups and
that sometimes families have to come first.
The Queensland branch of the Rheumatology
Association is similarly supportive of families;
annual conferences include family barbecues,
educational meetings are held mid-week, not at
weekends, and even then, meetings start after
bath/bedtime. They may sound like little things
but they make the world of difference. The College
could learn a thing or two from this for their
meetings and even consider child-minding at their
next Congress!
In having such supportive and understanding
supervisors, I am the envy of my colleagues. But it
is just luck that they are such sensible people, since
supervisors aren’t given any information about
how to make part-time or flexible training actually
work in practice. Perhaps fear of the unknown is
why many supervisors shy away from employing
part-timers and strongly encourage trainees to
work full-time or not at all.
My experience makes me certain that training and
family life can be balanced but only with some
changes in the College. Above all else, trainees
need timely and consistent decision-making
and an acknowledgement that plans change.
As Dr Hunter’s story so poignantly describes,
there is an immense amount of stress and worry
during pregnancy and when children are young.
Going around in circles trying to get answers and
waiting months for a decision from the College
is not helpful. Neither are illogical blanket rules
that are applied without regard to individual’s
circumstances.

Support for the general physician
An old lady was admitted with non-specific
symptoms of not feeling well, of faint-like,
light-headed feelings and nausea. She had been
previously investigated in hospital on several
occasions and had had three cerebral MRIs
and two head CTs. She had been, and was,
taking the SSRI sertraline, the phenothiazide
prochlorperazine and the benzodiazepine
diazepam, but remained unwell and continued
to seek help. Two years earlier she had been
found to have a naso-sinus adenocarcinoma and
had been treated over a year with radiotherapy
with apparent success. Scans of her neck had
displayed a multiple nodular goitre and one of the
larger nodules was biopsied using a fine needle
technique. The biopsy was reported as normal.
Tilt-testing was thought to give a positive
result, but no significant change in her standing
and lying blood pressures was demonstrated.
Empirical treatment for postural hypotension
failed to help her, as did tentative treatment for
a possible epileptic etiology. Blood screening
tests gave results within normal limits, with
one possible exception. Her TSH was 0.31 units
(range 0.5 to 5.0 units), and though she displayed
no evidence of hyperthyroidism, occult thyroid
disease was possible but excluded on serological
studies.
Before being given the radiotherapy, the lady had
been warned that the treatment might lead to a
deterioration of her eyesight, and about a year
after her radiotherapy had been discontinued
she noticed increasing difficulty in seeing,
particularly with her left eye.
It is postulated that this lady’s main
immediate problem was radiotherapy induced
hypopituitarism and that hypopituitarism was the
explanation for the low TSH level.
The intention of this cameo is not to make any
fanciful claim but to assert the role of a general
physician. The division between ‘medicine’
and surgery is generally clear but the division
between general medicine and the narrower
system specialties that are part of ‘medicine’ is
much less distinct. The need and value of third
tier specialists is not denied, but for a patient
to be regularly reviewed by as many as six
specialists is questioned, particularly as it leads to
fragmentation and denial of ‘holistic’ practice.

Final year Advanced Trainee Rheumatology and
General Medicine

Unless you are a mathematician, you think in
words, but words can carry with them meanings
not always intended. To be a generalist is in
contradistinction to being a specialist. The
general physician in the USA is known as a
specialist in Internal Medicine. I do not like the
term, in part because of its oddness and in part
because dermatology is an important part of
medicine. I advocate the description of plenary
physician (PP), which avoids the deceptive
acronym for a general physician (GP).

Mother of one
Queensland (formally of New Zealand)

G. R. Crowe FRACP
Adelaide

I fully support Dr Hunter’s suggestion of a family
officer to help achieve these aims and hopefully
help other trainees have the same positive
experience that I had with my training.
Dr Ingrid Hutton
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After Hours

AN ENDURING GIFT

I

still remember the wave of
homesickness that overwhelmed me
at the Metropolitan Museum in New
York in 1994 as I savoured one Ned
Kelly painting after another from the Sidney
Nolan retrospective that was on show that
cold winter. As an Australian based in
Boston on a post-doctoral fellowship at
the time, the power of art to connect with
place radiated as strongly as the heat of the
Australian summer sun I so missed.
Back in Melbourne a year later, I felt no
such affinity when standing in front of
the black and white interlocking maze of
Emily Kngwarreye’s Yam Dreaming that
the National Gallery of Victoria had just
acquired. Indeed, knowing nothing of
Indigenous art at the time, I had to search
hard to even identify a few galleries to
visit in response to the insistence of a
visiting German friend for whom the work
resonated more strongly.
Fifteen years on, I am more interested in
Indigenous Australian art than any other
form of Australian or international art.
The surprise and enjoyment expressed by
visitors to our home has resulted in my
introducing as many Australian friends and
colleagues to Australian Indigenous art as
I have introduced international colleagues.
I have a number of friendships that may
never have been established without the
common bond of our enjoyment of the
same form of art. And I will preferentially
rate a gallery visit over any other activity

I am still surprised
by the heart
‘thump’ I
experience when
seeing particularly
beautiful Indigenous
art, in a way that
simply doesn’t
happen with other
art forms.
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Artist – Peggy Napangardi Jones

if a free hour can be managed while on
interstate work trips. Indeed, many a
College meeting has been enlivened by
a quick dash across the park to the Art
Gallery of New South Wales to check
out the lower ground floor that houses
their Indigenous collection. Lin Onus’s
installation of rarrk-painted flying foxes
hanging on a Hill’s hoist is more than
simply a perennial favourite there. There is
something strangely reassuring about the
sense of connection gained by ‘checking
in’ with it again, not unlike the feeling of
visiting an ageing grandparent.
I am still surprised by the heart ‘thump’
I experience when seeing particularly
beautiful Indigenous art, in a way that
simply just doesn’t happen with other
art forms. Despite the size of my current
collection, the urge to add to it remains
strong—although the size of a recent
mortgage has seriously dented my
collecting to an extent that the growing

limitation of wall space previously never
achieved. The influence of the art remains
unchanged though—an essential criterion
for our new home was sufficient wall space
for the paintings!
My father bemoans the fact that my art
collection fails to fulfil his notion of a
long-term investment strategy. I argue that
I have passed over beautiful work that I
would have loved to have bought but, for
various reasons, was less likely to be a good
investment. I have at times considered the
lost return on a more ‘sensible’ investment
strategy, that is, how much I might have
earned had I invested in bricks and mortar
instead of colour on canvas. However, the
recent global financial crisis is a cogent
reminder that at least I get to enjoy my
investment daily (as do my sisters, who
while slower to appreciate the work when
first acquired, clearly now enjoy the
paintings that hang on their walls having
outgrown mine).

Artist – Kudditji Kngwarreye

The art I collect is not to everyone’s taste.
‘A brave decorating move’ was what one
friend called the painting I’d just hung
in pride of place in my newly renovated
home. But it grows on you. More recently,
we had to place the artwork in storage for a
few months. The excitement I experienced
on its return ‘home’ was visceral, but not
unexpected. More surprising for me (and
for him) was the recognition by my partner
of how much he had missed it as well.
‘But I don’t like dot painting’ is a common
refrain from friends who have some notion
of ‘an indigenous art’. I don’t particularly
either, if what is meant is a particular type

The almost lace-like
quality of Dorothy
Napangardi’s Mina
Mina series of black
and white ‘dot’
paintings is
breathtakingly beautiful.

of men’s painting from the central desert
region. However, the almost lace-like
quality of Dorothy Napangardi’s Mina Mina
series of black and white ‘dot’ paintings
is breathtakingly beautiful. The often
vibrantly coloured ‘splodgy’ swirls of Emily
Kngwarreye’s early work are stunning
in their subtlety and beauty. And while
my blue Bronwyn Bancroft mannequin
is totally covered in what could only be
described as ‘dots’, the outrageously bright
colours render a completely different
visual effect. Visiting young children love
her anatomical verisimilitude, while she
makes 16-year-old boys blush (‘Can’t we
hide the blue lady for my party …’) until
they realise that their friends, especially the
girls, are fascinated. My mother no longer
jumps in fright when she catches her in her
peripheral vision, and tells me she has now
grown to like her. I think she’s stunning.
In Anne Summers’ recent book, The Lost
Mother, she describes the story of her
reconnecting with a painting of her mother
as a child by the little known Australian
artist, Constance Stokes, and her subsequent
detective-like search to unravel the

painting’s history after it was bequeathed to
her. At the time it was painted, the image
of her 10-year-old mother reading Alice in
Wonderland seemed to resonate as much
with strangers as it did with her family,
no doubt due to the common connection
with the childhood story of Alice. In
tracing the different artistic influences on
Constance Stokes’ work, the book offers as
much insight about the lineage and visual
language of an artist as it does about Anne
Summers’ relationship with her mother.
My enjoyment of Indigenous art started
purely with an aesthetic appreciation, with
little appreciation of its stories and no
connection to time, place or person. As
time has gone on, as with Anne Summers’
understanding of the work of Constance
Stokes, my growing knowledge of the
relationships between different painters and
their stories, between artists from different
places, and between different styles of work
has provided a much richer appreciation of
the visual language embodied in Indigenous
art. In so doing, it has helped me to gain a
very different appreciation of Indigenous
Australia, both past and present.
I struggle with the ethics of collecting
Indigenous art, knowing that only a
minority of what I pay ever gets to the
artist. I struggle reconciling the enjoyment I
have gained from such beautiful art with my
knowledge of the differentials of mortality
and morbidity between black and white
Australia. Yet my interest in Indigenous
Australians comes as much from my
knowledge of Indigenous disadvantage
as it comes from my appreciation of
the tremendous creative spirit within
individuals and communities as diverse as
Fitzroy Crossing, Maningrida and urban
Brisbane. Finally, though, the unexpected
‘thump’ of the heart continues to surprise
in ways that I simply don’t understand.
Increasingly, I simply view this as a gift.
Susan Sawyer MBBS MD FRACP
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Member Advantage
EXCLUSIVE SAVINGS ON TRAVEL

MEMBER ADVANTAGE BENEFITS

VIRGIN BLUE AVIS HOTELCLUB

YOUR ULTIMATE BENEFIT PROGRAM PARTNERSHIP

CHECK OUT SOME OF THE WAYS YOU CAN
TRAVEL STRESS-FREE AND SAVE!

Virgin Blue - Fly in style and be rewarded.
RACP members can access exclusive beneﬁts through the Virgin Blue
Airline Lounge membership. EXCLUSIVE OFFER: $269 for a one year
membership to The Lounge and a $99 joining fee.* Save a total of $200!

FLY

DRIVE

STAY

THIS SUMMER, RACP MEMBERS
CAN SAVE EXCLUSIVELY ON A
RANGE OF PRODUCTS AND SERVICES!

AVIS - Car rental made easy.
Receive competitive rates, a reduced excess and the ability to earn Qantas
Frequent Flyer® points just by quoting your QFF membership number.
For reservations and quotes, specify your RACP Avis Worldwide Discount
number (AWD) P203702.

Through your RACP Member Advantage Beneﬁt Program, you
and your family can enjoy exclusive savings on a wide range of
beneﬁts - 24 hours a day, 7 days a week!

HOTEL CLUB - Exclusive accommodation deals.
Enjoy savings of up to 10-15% off the publicly listed price with Member
Advantage Hotel Club. With exclusive deals on over 48 000 hotels, motels
and hostels worldwide, Member Advantage ensures that whilst you get
the most out of your next trip, you still save.

> credit cards
> magazine subscriptions
> car hire
> accommodation
> airline lounge memberships

* This offer is available until 5pm, 31 January 2010 to members of the
Member Advantage program only. Terms and conditions apply.

For more information, call Member Advantage on 1300 853 352,
or visit www.memberadvantage.com.au/login/RACP

Here are just a few of the exciting beneﬁts available:
> leisure activities
> health insurance
> insurance services
> home loans
> and more

For more information or a full list of up-to-date available
beneﬁts, visit www.memberadvantage.com.au/login/RACP
or call Member Advantage on 1300 853 352.

Classifieds
ABN 12 065 037 149

Specialist Consultants in
permanent and temporary
medical staff placements.
Contact Carol Sheehan

CUBA + GUATEMALA 2010
UPDATE FOR AUSTRALIAN PRACTITIONERS
Established since 1977

Phone
Facsimile
Email
Website
Address

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

Pre Tour: Eastern Cuba
Conference: Havana
Post Tour: Guatemala
Contact Dr Margot Cunich
Phone toll free: 1800 633 131

9-16 Nov
15-22 Nov
22- 29 Nov
Email: margot@cunich.com.au
www.uncon-conv.com

Isolated Cases conference – medical humanities
and history of medical research
On 20–21 February 2010 the Royal Prince Alfred Hospital
in Sydney will host ‘Isolated Cases?’. This event comprises
a one-day medical humanities conference and a one-day
seminar marking 100 years of medical research in Australia.

Internal Medicine Physician

To submit a medical humanities abstract, download a flyer
(http://www.cs.nsw.gov.au/rpa/museum/) or contact
Claire Hooker (claireh@med.usyd.edu.au or 0430 116117).

The successful candidate will have a broad IM background, will
participate in a 1:8 roster and join a dedicated team of seven senior staff
providing acute inpatient care.

To view the comprehensive programme for the medical
research conference, visit the website or contact Peter
Hobbins (peter_hobbins@bigpond.com or 02 9569 5561) or
Kathi Hillier (khillier@mail.usyd.edu.au or 02 9515-9201).
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Internal Medicine, Dunedin Hospital, New Zealand

For an exciting new lifestyle apply online or contact Nigel Copson, Recruitment
Advisor, phone: +64 3 470 9605, email nigel.copson@osdhbs.govt.nz

Why is Avant the smart
choice for doctors?
More than 55% of Australia’s doctors insure with Avant
Members are supported by Australia’s largest ‘in-house’ medical defence team
Avant has a wealth of experience in managing medical claims
We believe we offer the broadest insurance cover
Avant supports members at all stages of their work / life journey

More of Australia’s doctors choose Avant because we
provide excellent service, premium indemnity products,
24/7 medico-legal support and highly experienced
medico-legal representation.
Call today

1800 128 268

    

www.avant.org.au

IMPORTANT: Insurance policies available from Avant Mutual Group Limited ABN 58 123 154 898 (Avant) are issued and underwritten by Avant’s licensed subsidiary, Avant
Insurance Limited, ABN 82 003 707 471, AFSL 238 765. Applications for insurance are subject to approval and insurance cover is subject to the terms and conditions of the
policy and policy schedule. Before deciding to purchase or continuing to hold a policy with us, you should read and consider the Product Disclosure Statement (PDS) to
determine if this product is appropriate for you. The policy and PDS are available at www.avant.org.au or by contacting us on 1800 128 268.
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Experien

Why shop around for
a top savings rate?
We’ve done it for you
It can be tough constantly shopping around for the
best savings rate. But with the Investec Top5 Access
Account we do the legwork for you, and put a top savings
rate within reach.
For the first 90 days of opening an Investec Top5 Access
Account, we pay you the average of the top five savings
account interest rates as listed by an independent website.
This rate is revised weekly, ensuring that you receive
competitive returns consistently. After the initial 90 day
period, Investec’s competitive at-call rate applies. Offer
only available until 31 January 2009.
Stop shopping around and open your Investec Top5
Access Account today. Contact Investec Experien, the
specialists in providing innovative financial and cash
management solutions to healthcare professionals.
   !USTRALIA WIDE
WWWINVESTECCOMAUPROFESSIONALlNANCE

Experien is a subsidiary of Investec Bank
$EPOSIT &ACILITIES s !SSET &INANCE s #OMMERCIAL 0ROPERTY &INANCE s 'OODWILL  0RACTICE
0URCHASE ,OANS s (OME ,OANS s )NCOME 0ROTECTION  ,IFE )NSURANCE s 0ROFESSIONAL /VERDRAFT
Investec Experien Pty Ltd ABN 94 110 704 464 (“Experien”), Investec Bank (Australia) Limited ABN 55 071 292 594 (“Investec Bank”), AFSL 234975. Deposit products are issued by Investec Bank. The Investec Top5 Access
Account (“Top5”) interest rate is calculated based on the average of the top ﬁve savings account interest rates as listed by an independent website. The interest is calculated daily and applied monthly. The Top5 rate is updated
and reset on a weekly basis (each Monday). Top5 has no minimum investment and a maximum investment of AUD 200,000. The Top5 offer is only available for a limited time and is only offered to new accounts opened within
the offer period. Deposits made with Investec Bank are guaranteed by the Australian Government as part of the Financial Claims Scheme for amounts up to AUD$1 million per client. The terms and conditions for Investec Bank
deposit accounts as set out in the DPOD, POD+ and Term Deposit Accounts Product Disclosure Statement (“PDS”) dated 30 June 2009 will apply to Top5. You should obtain a copy of the PDS before you apply for this product
and consider your personal needs and circumstances before investing. We reserve the right to cease offering this product at any time.

