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President’s COMMUNIQUÉ

LOOKING BACK AT 2014 AND
FORWARD TO 2015
Dear Colleagues
I am immensely pleased with all the College has achieved in 2014 and am
confident that in 2015 we will continue to build on our position as a leader in
medical education and training in Australia and New Zealand; a respected
supporter of research and an influencer of public health policy.
We have worked hard on our core business of training physicians of the
future and successfully completed a major review of education governance,
as well as completing our fourth accreditation review with the Australian
Medical Council and the Medical Council of New Zealand.
We have grown our ability to influence key stakeholders and governments on
public health policy and are increasingly being called to the table to provide
our opinion on key health matters. Our public profile has also increased as we
strongly advocate on key health policy initiatives and take part in the public
discussion on topical health issues. Underlying this work is a robust and
financially well positioned College that is placed to meet the future needs of
our members.
However, none of this would have been possible without the hard work of so
many of our members. On behalf of the Board I would like to thank all of you
for being part of our College. I would also like to acknowledge the thousands
of Fellows engaged as supervisors, who work tirelessly to support and
educate our trainees. To the many Fellows and trainees who are so active
on College committees and to all the members who are deeply engaged
with their Specialty Societies, your time and expertise is highly valued and
fundamental to the collective achievements of our College. Your commitment
ensures that our College can continue to strive to deliver the best possible
value to the membership and excellence in health and medical care for
our communities.

CEO announcement
On behalf of the Board, I am pleased to advise you of the appointment of
Linda Smith as CEO of our College. The Board has undertaken a rigorous and
competitive recruitment process across Australia and New Zealand to identify
the best person to lead the College at this important time. Linda will work
with the Board to consolidate our existing programs and to help us take the
College forward with renewed vitality in support of our mission “to serve the
health of our people”.
The Board is confident that Linda offers the skills and experience to support
the College to achieve its strategic and operational objectives. The core work
of the College and its members, and the focus of the Board, is on training
the physicians of the future, maintaining professional standards through
continuing professional development, providing leadership in policy and
advocacy and upholding high-quality health research across Australasia. In
addition, our College has a number of current challenges, including ongoing
conversations among the membership about progressive governance reform,
the roll-out of a major IT project which will help us improve the experience of
members while also supporting improvement in many of our key processes,
and continuing work to support members in their professional roles.
Linda is well qualified to take up this new challenge. She holds a Bachelor of
Business (Accounting), a Masters of Business Administration and an Executive
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Masters in Public Administration. She
is a Fellow of the Australian Society of
Certified Practising Accountants and
a graduate member of the Australian
Institute of Company Directors.
Linda has been a member of the Senior
Leadership Group of the College since
2011 and the interim CEO of the College
for the past six months. Linda has a
comprehensive understanding of the
College and its operating environment,
and of the complex challenges
which face us. She has an extensive
background in strategic and senior
management roles in healthcare and
in government. Linda has displayed a
significant commitment to the RACP,
and the Board looks forward to working
with her and her staff as we oversee the
ongoing development of our College.

College Reform
Feedback received from members has
provided invaluable insight in assisting
the Board to continue to inform and
develop reform.
Importantly, the consultation process has
highlighted for the Board those matters
that members require more detail on.
More work will be done to provide

President’s COMMUNIQUÉ

greater clarification to the membership on the composition of a smaller
skills-based Board, how Board members will be elected and the makeup of the College Council. The membership will have an opportunity to
comment on these refinements during the first quarter of 2015.
The Board is appreciative of members’ time taken to participate in the
College Reform consultation process and particularly want to thank
members who responded to the online survey. The results of the survey
are available on the RACP website.

Specialty Societies
A priority for the RACP Board is to strengthen relationships with physician
Specialty Societies in acknowledgement of the vital role they play in
educating and training physicians. In November, the Adult Medicine
Division of the College hosted the AMD Specialty Society Strategy
Session to reflect on the priority issues they had identified at their annual
planning day in August. These included areas such as Education, Capacity
to Train, Workforce Planning, Continuing Professional Development and

Policy and Advocacy. In 2015, the AMD
will begin implementing ideas from the
session to ensure the College continues
to improve and build on the collaborative
partnerships with this important
stakeholder group.

Have a safe and happy
festive season
I would like to wish all our members and
their families a safe and happy festive
season and I very much look forward to
working with you in 2015.
Professor Nicholas Talley
RACP President

Guests at the President’s Christmas Cocktail Reception, held on the College’s Macquarie Street Terrace, in Sydney.
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RACP BOARD COMMUNIQUÉ
DECEMBER 2014
Dear Colleagues
The final Board Meeting for the 2014 calendar year was held in Sydney on
Thursday, 4 and Friday, 5 December 2014.

Strategy
Day one, the Board Strategy Day, was divided into two parts.
The first part considered the priorities of the joint AMD Specialty Society
Strategy Session as well as those of the New Zealand Committee,
Divisions, Faculties and Chapters. Building on these and the discussions
and decisions of the Board Strategy Day in September, the Board agreed
strategic priorities and objectives to guide implementation by management.
The second part considered College Reform, reviewing feedback from
Noticeboard submissions, Director-led consultation sessions and the
recently conducted survey.
Directors appreciate the time Fellows and trainees have taken to participate
in the consultation process and wish to thank all those who responded to
the survey. Over 2700 members provided feedback and this has proved
invaluable in assisting Directors to continue to develop and progress
reform in light of member feedback. The consultation process and survey
highlighted for the Board the aspects of reform members require further
detail on in order to feel fully informed.

Board and CEO recruitment
Mr Peter Martin and Ms Susan Tiffin were recently appointed to the Board
as Community Directors and attended the December Board meeting.
Peter Martin is an experienced commercially focused Director with
particular expertise in strategic planning and implementation, risk
management and managing commercial organisations.
Susan Tiffin has a depth of experience in the public, higher education
and non-profit sectors including policy development, strategic planning,
organisational effectiveness, human resources and change management.
Both are welcome additions to the Board and complement the skills and
experience of current Directors.
The CEO Working Party concluded its interview process prior to the
Board meeting and made a recommendation to the Board of its preferred
candidate to fill the CEO role.
The Board considered the Working Party’s recommendation and appointed
Linda Smith as the College CEO.

Other items
• The Board approved a set of principles and guidelines under which the
College would be able to support or underwrite International Congress
type events of interest to any Division, Faculty or Chapter of the College.
• The Board noted 25 high-quality expressions of interests for the newly
formed Ethics Committee and confirmed a selection panel led by
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the Chair of the Ethics Committee,
Dr Greg Stewart. The panel will now
consider the applications in more detail
and make recommendations to the Board
for appointment to the Committee.
• Approval was given to implement a new
website for the College as soon as
feasible in 2015. Directors were also
advised that the ‘discovery’ phase in
respect of phase 1 of the OSCAR Project
has now concluded, which will allow the
costs and timeline to implement the
project to be confirmed.
• The Board identified a way forward to
establish a new model to recognise the
roles and responsibilities of the Specialty
Societies and support positive and
constructive collaboration.
• The Board considered the role of
academic research within Advanced
Training and how the College can ensure
there will be sufficient clinical scientists
in the future. The matter will be
considered further in the first quarter
of 2015.
• The “Maximising Value of Healthcare
by Physicians” forum, a College initiative,
is to be held on 4 March 2015. Dr Norman
Swan from ABC Radio’s Health Report will
facilitate the forum.

Next Meeting
The next Board Meeting will be in Canberra
on 19 and 20 March 2015.
Professor Nicholas Talley
President

IN THE NEWS

IN
THE
NEWS

RACP media releases – October to December
• RACP calls for greater transparency over healthcare
of asylum seekers
• RACP supports calls from Emergency Medicine physicians
to address the harms caused by alcohol
• RACP welcomes focus on self-harm in Children’s Rights Report
• Opinion piece – We need to attract more physicians into research
• Families warned against experimental stem cell treatment

Research activity among health professionals is in
decline. In the past, clinician researchers dominated the
health and medical research field, but in the last decade
there has been a steady shift.

• RACP support Government response on Ebola

RACP President, Professor Nicholas Talley

• President honoured with Award win

• Ebola cure could be secured with greater investment
• Action needed to address Australia’s drinking culture
• Australia needs to increase its international support for Ebola fight
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FOUR COLLEGE FELLOWS RECEIVE
PRESTIGIOUS AWARDS AND PRIZES
Professor Ingrid Scheffer AO and Professor Sam Berkovic
Two Fellows jointly awarded the Prime Minister's Prize for Science for their work
in revolutionising the diagnosis and treatment of epilepsy gut disorders

Left to right: Professor Ingrid Scheffer AO, Minister for Industry, the Hon Ian Macfarlane, Prime Minister of Australia, the Hon Tony Abbott and
Professor Sam Berkovic AC. Photograph: Prime Minister’s Prize for Science, Department of Industry.

Only 20 years ago, doctors believed epilepsy was caused by trauma – a
bad fall, a bump on the head, complications during birth, even vaccination.
This meant treatments were often inadequate. It also led parents of
epileptic children to feel extremely guilty, believing they were responsible
for their child’s condition.

In recognition of their achievements,
Professors Berkovic and Scheffer have
been jointly awarded the 2014 Prime
Minister’s Prize for Science, worth
$300,000.

It took two Australians, both RACP Fellows, to show that epilepsy is usually
a genetic condition. In 1995, neurologists Professor Sam Berkovic AC and
Professor Ingrid Scheffer AO became the first researchers to identify a
gene responsible for epilepsy.

The two have been working together
since 1991 when Professor Berkovic began
supervising Professor Scheffer’s PhD at the
University of Melbourne, where they both
work to this day.

Since then, the professors and their collaborators have identified 13 of the
23 genes known to have a direct link with epilepsy. In doing so, they have
revolutionised its diagnosis, treatment and the way the world thinks about
this debilitating condition, which affects 50 million people worldwide.
Clinicians can now identify the causes of epilepsy in a far greater number
of people, particularly in children, which means treatments can be better
targeted and optimised. It also enables many sufferers to avoid unneeded
investigations like MRI scans or invasive procedures.
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Professor Scheffer said theirs has been a
rewarding collaboration. “Sam and I share
a very special intellectual partnership. We
work together, develop new experiments
together, and develop ideas together. Our
output is greater than the sum of its parts.”
“Being a clinician researcher is a privileged
position,” Professor Berkovic said. “On the

Awards and Prizes

one hand I’m actively treating people, and on the other I’ve got the ability to
take the science forward and deliver something that actually changes the
game.”
He said the award marks a special moment in their careers. “It’s not
something we ever expected, to win such a highly regarded prize. It’s very
rare for this kind of major science prize to go to researchers who are still
clinicians.”
Professor Scheffer said she finds her work exciting for two reasons: “The
first is making a difference to the children and families that I look after. The
second is that moment of discovery – when I see something that’s really
important in a patient, or when working with my colleagues, that I can see
will change the way we think about a disease.”

Being a clinician researcher is
a privileged position. On the
one hand I'm actively treating
people, and on the other I’ve
got the ability to take the
science forward and deliver
something that actually changes
the game.
Professor Sam Berkovic AC

The pair has recently written a major grant application for research that will
help them translate their knowledge about the genetic causes of epilepsy
into even better treatments.

Professor David Currow
The first Australian to win a prestigious prize from the American Academy
of Hospice and Palliative Medicine (AAHPM)
people receiving palliative care. The trials
have helped establish effective treatments
for breathlessness, which is among the
most debilitating symptoms experienced
by people nearing the end of life.
Specifically, Professor Currow’s research
has shown that low daily doses of
morphine can be an effective treatment
for breathlessness. The group’s trials
have also shown that oxygen is no more
effective in treating breathlessness than
room air that is delivered in the same way.
Professor Currow is quick to point out that
a large number of people deserve credit
for the award, including patients who
have participated in trials, staff who have
administered them and colleagues who
have referred patients to take part in
the studies.
Recipient of the prize for Excellence in Scientific Research in
Palliative Care Professor David Currow

RACP Fellow Professor David Currow has received the prize for Excellence
in Scientific Research in Palliative Care from the AAHPM. It is only the third
time this prize has been awarded to a researcher outside the United States.
“Palliative care is about the art of the possible,” Professor Currow said.
“It’s about optimising comfort, it’s about optimising function, and it’s about
helping people at a really challenging and trying time of life.

“An award like this reflects the efforts of
so many people who want to improve the
quality of care that we offer to people with
life-limiting illnesses in our communities,”
he said.
Professor Currow will travel to Philadelphia
in February to accept the award and speak
at a conference hosted by the AAHPM.

“Good palliative care can also provide an opportunity to say goodbye to
people, have the conversations that we don’t have on a day-to-day basis,
maybe right some wrongs, put our affairs in order, and work out what’s
important to us and to those around us.”
Professor Currow, of Adelaide’s Flinders University, leads the world’s largest
phase three clinical trial group researching treatments for breathlessness in
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Professor Nicholas Talley
RACP President recognised for his groundbreaking research into gut disorders

Left to right: NSW Governor His Excellency General The Honorable David Hurley AC DSC (Ret’d) presents Professor Nick Talley with his award.

RACP President and world-leading gastroenterologist Professor Nicholas
Talley was presented with the Excellence in Biological Sciences (cell and
molecular, medical, veterinary and genetics) Award at the 2014 NSW
Science and Engineering Awards ceremony in October.

Of his award, Professor Talley said he was
honoured to accept the Award from the NSW
Chief Scientist and Engineer, Professor Mary
O’Kane.

Professor Talley was recognised for his research into the emerging link
between the brain and the gut. His research on gut disease driving anxiety,
including the role of previously unrecognised gut inflammation in the small
intestine, has attracted worldwide attention and provides new hope for
those suffering from unexplained (functional) gut disorders.

“These awards are important to highlight the
importance of medical research in Australia.
The discovery by Australians that a germ
in the stomach causes ulcers and stomach
cancer has saved millions of lives.”

Upon accepting his award, Professor Talley called on the Federal
Government to commit to a secure long-term funding source for
medical research.

Professor Talley’s research is now focusing
on suppressing gut inflammation and
searching for the causes, including the role of
food allergies and gut bacteria. His research
group’s recent recognition of bacteria that
may be important in the treatment of irritable
bowel syndrome is also exciting.

“The Federal Government must commit to secure long-term funding to
safeguard the future of medical research in this country. The fund must not
be watered down.”

10
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RACP POLICY AND ADVOCACY:
2014 HIGHLIGHTS
Asylum seeker and refugee health

Paediatrics and child health

The College has been actively lobbying Ministers and Government officials
and speaking out in the media for the health of vulnerable people, such as
those held in detention, as well as supporting the work of those medical
professionals who are providing care to people in detention.

The Paediatrics & Child Health Division
had a busy policy agenda in 2014, with
many projects on the go and engagement
with external stakeholders. For example,
PCHD President Dr Nicki Murdock and
PCHD President-Elect Dr Sarah Dalton
recently met with Australia’s National
Children’s Commissioner to explore a range
of common interests including advocacy
against physical punishment of children.
The Division has also been asked to provide
feedback on Australia’s National Child and
Youth Strategic Framework for Health.

		
		
		
		
		

I would like to take the opportunity to give my deepest thanks to the
medical community at large, to individual doctors that have contacted
me to express support and to professional bodies. In particular the
RACP that has been a pivotal advocate on this issue showing
remarkable bravery and clarity.

		 Dr John-Paul Sangarran, Ethical dilemmas in detention centre health
		 care, Australian Doctor, 10 July 2014
During 2014, a Fellows Working Party has been updating the College’s
policy position statements on Asylum Seeker and Refugee Health, which will
be launched in early 2015.
		
		
		
		

What an impressive pair of documents! I commend the group that
compiled them. I am proud to belong to an organisation that shows
such wisdom and compassion. I only hope the politicians will listen
and act.

		
Dr Douglas Bridge, President, RACP Chapter of Palliative Medicine,
		 November 2014

Use of stem cell therapies for cerebral palsy
A position statement on the use of stem cells as a therapy for cerebral
palsy was developed by the Australasian Faculty of Rehabilitation Medicine
(AFRM). This was prompted by the large number of enquiries from families
as well as media attention on stem cell therapy for children with cerebral
palsy. The aim of this position statement is to assist physicians to respond
to families and media inquiries. Paediatric rehabilitation physicians,
paediatricians and other health professionals in Australia and New Zealand
will be able to refer to the document when discussing stem cell therapy with
families, patients and other organisations.

Medical marijuana
Community debate on the medicinal use
of marijuana and the decision by NSW,
Tasmania, Victoria and the ACT to review
their laws regulating the use of marijuana for
medical purposes prompted the College to
review the evidence. The College position
has been informed by expert Fellows and
emphasises that more research is required
into the risks and benefits associated with
medicinal use of marijuana. The College
does not feel it can take a stance on
whether medicinal marijuana should be
legalised until the processes of therapeutic
goods regulation, standards of evidence
and design of clinical research produce
clear conclusions regarding health impacts.
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Improving access to specialist care for Australia’s
First Peoples

In August, over 30 experts in Indigenous health came together at a
roundtable meeting called by the RACP to discuss how to improve access
to specialist care for Aboriginal and Torres Strait Islander peoples. Limited
access to specialist services contributes to the health “gap” between
Indigenous and non-Indigenous Australians, and despite some highly
effective models in many areas, there remain places where specialist
services are extremely difficult to access. This is not just an issue for rural
and remote regions; as data shows this is also a problem in urban areas.

E-cigarettes
In September, the College developed a
series of evidence-based key messages
on e-cigarettes, which have formed the
basis of College advocacy. The initial
review of the evidence highlights the
concerns around the lack of regulation
for e-cigarette products, and the College
is calling for them to be regulated like
traditional cigarettes. In addition, there is
significant concern that e-cigarettes are a
potential gateway to tobacco that will see
greater numbers of young people taking
up smoking. RACP President Professor
Nicholas Talley reiterated these concerns
in an interview with ABC 7.30 for the
story, “Big tobacco pushes e-cigarettes as
‘medicine’”. The College’s advocacy work
on e-cigarettes will continue in 2015.

The roundtable participants agreed that the overarching problem was the
lack of a nationally coordinated system and that a framework was needed
to overcome the current piecemeal, ad hoc approach. The RACP published
a Consensus Statement from the meeting that outlined the principles
and elements of this proposed national framework, which we are now
developing in collaboration with others working in this area.
There is strong support from across the medical and Indigenous health
sectors for this framework to be included in the Implementation Plan for the
National Aboriginal and Torres Strait Islander Health Plan (NATSIHP). This
plan is due for release by mid-2015.
		
		
		
		
		
		

We are very pleased to be working in partnership with the RACP
to develop this national framework. A framework such as this will help
communities develop and implement a model of care that works for
them. It will help improve access to the specialist services they need
and ultimately help improve health outcomes for Aboriginal and Torres
Strait Islander peoples.

		
Lisa Briggs, CEO National Aboriginal Community Controlled Health
		Organisation (NACCHO), September 2014

Competition policy
The College commented on the draft report from the (Harper) review of
Competition Policy, strongly opposing the proposal to allow supermarkets to
sell alcohol and supporting the call for the loosening of the ownership and
location rules regulating community pharmacy.

12
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Personally Controlled
Electronic Health Record
(PCEHR)
Electronic health records have the
potential to provide significant benefits to
the management of patient care, improve
the coordination of service provision and
reduce wastage in the health system. The
College supports efforts to improve the
PCEHR so that it develops into a practical
system for electronic health records.
To this end, the College is continuing
to call for greater engagement with
physicians on future PCEHR development,
the adoption of an "opt-out" model for
patient use, and for systems and usability
improvements to allow for the streamlined
transfer of relevant information.

policy & advocacy

Reducing the harms of alcohol

Constitutional recognition to help
Close the Gap
The College has joined calls for Constitutional
recognition of Aboriginal and Torres Strait
Islander peoples and has endorsed the
Lowitja Institute’s “Statement in support of
Constitutional recognition of Aboriginal and
Torres Strait Islander peoples, from a health
perspective”, which states:

Source: Nutt DJ, King LA, Phillips LD, on behalf of the Independent Scientific
Committee on Drugs. Drug harms in the UK: a multicriteria decision analysis.
Lancet; 376:1558–1565. Published online 1 November 2010. DOI:10.1016/S01406736(10)61462-6. www.sg.unimaas.nl/_OLD/oudelezingen/dddsd.pdf.

The year kicked off with the College Alcohol Policy Working Party
commencing work on updating and revising the 2005 College Alcohol
Policy. Policy development has focused on the harms to young people of
drinking, the impact of high-density liquor outlets, the easy availability of
cheap alcohol, the impact of alcohol consumption on the developing foetus,
and the relationship between sport and alcohol. The evidence behind
alternative approaches to treatment, changes to drink driving regulations
and the minimum legal drinking age has also been explored.
This work has revealed that half the harms of alcohol are to people other
than the drinker and has also highlighted the inconsistent and incoherent
approach to alcohol taxation. A recurring theme, spanning both Australia
and New Zealand, from this policy work is the unhealthy alcohol culture and
tolerance towards alcohol in both societies.
As this work has progressed, the College has participated in a number of
advocacy activities to raise these points and call for broader public debate:
• In February, RACP President Professor Nicholas Talley appeared on
A Current Affair and in June was a guest on the SBS Insight program,
“Beer Goggles”.
• The College made a submission to a Commonwealth Parliamentary
Inquiry into the Harmful Use of Alcohol in Aboriginal and Torres Strait
Islander Communities and to a NSW Government Inquiry into Measures
to Reduce Alcohol and Drug-Related Violence.
• In May, Professor Paul Haber, Co-chair of the Working Party, led a session
at Congress discussing the evidence and experiences of Fellows and the
challenges faced by physicians advocating for change.
• College Fellows have presented and been involved in a number of
events on this topic, including the launch of the FARE Women Want to
Know initiative and the Australian Medical Association (AMA) Summit
on Alcohol.

Australia’s First Peoples continue to die far
earlier and experience a higher burden of
disease and disability than other Australians.
This is a result of long term economic
disadvantage and social exclusion, among
other factors. Constitutional recognition would
provide a strong foundation for working
together towards better health and wellbeing
in the hearts and minds of all Australians.
The College wholly supports the broad
and growing consensus on Constitutional
recognition and will continue to work with, in
particular, the College’s Aboriginal and Torres
Strait Islander Health Committee (ATSIHC),
as a founding member of the Close the Gap
Steering Committee, and other Indigenous
Health organisations to improve the health
outcomes of Australia’s First Peoples.

Supporting and growing
Australia’s Aboriginal and Torres
Strait Islander health workforce
Supporting Indigenous doctors through
training and professional development and
growing Australia’s Aboriginal and Torres
Strait Islander medical specialist workforce is
a College priority. Working with the Australian
Indigenous Doctors’ Association (AIDA), the
College is looking to develop peer networks
and mentoring and support programs to meet
the needs of Aboriginal and Torres Strait
Islander trainee physicians and new doctors.
The College’s Aboriginal and Torres Strait
Islander Health Committee (ATSIHC) is leading
the College’s work in this regard. If you
would like to become more involved, please
consider joining the Policy Reference Group
by registering your interest via the College
website, or contact Paul Wright, Senior Policy
Officer, at paul.wright@racp.edu.au or

+61 2 9256 5497.

Seven chapters of the revised Alcohol Policy have gone through extensive
internal consultation across the College and the remaining four chapters will
be circulated in the near future.
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Around the States and Territories ...
Examples of recent advocacy work from some of the states and territories
is provided here, while New Zealand priority policy work is featured
on page 22.
Tasmania
In June 2014, representatives of the Tasmanian State Committee met with
the Tasmanian Minister for Health, the Hon Michael Ferguson. Matters
discussed included the extension of Specialist Training Program (STP)
funding beyond 2017, an agreement to meet with the Minister on a quarterly
basis and the State Committee’s vision for future governance arrangements
for the Tasmanian health system. Following the Minister’s invitation, the
Committee provided the Minister with written feedback regarding Tasmanian
health reform, with the Minister subsequently attending the Committee’s
September meeting to discuss this feedback.
Victoria
Representatives of the Victorian State Committee attended the Victorian
State Budget stakeholder briefing in May, at which were present the
Victorian Minister for Health, the Hon David Davis, and the Victorian Minister
for Mental Health, the Hon Mary Wooldridge. On 26 August, Associate
Professor Ian Fraser, Chair of the Victorian State Committee, met with the
Victorian Shadow Minister for Health, Mr Gavin Jennings. Matters discussed
included STP funding, the Postgraduate Medical Council of Victoria (PMCV)
trainee allocation system, the College’s dual training pilot, and Victorian
alcohol and drug services. The College Victorian Election Statement (which
highlighted the aforementioned issues) was also sent to Mr Jennings and
the Victorian Minister for Health, the Hon David Davis, ahead of the 29
November Victorian state election.
Northern Territory
The Chair of the Northern Territory Committee met with NT Minister for
Health, Ms Robyn Lambley, in October to discuss priority areas such as open
speed limits, children in detention, and alcohol mandatory treatment.
The Committee also launched the Northern Territory Open Speed Limit
Petition on the RACP website for the interest of all concerned individuals
(see also page 18).
Queensland
The Chair of the Queensland State Committee met with the Queensland
Minister for Health, the Hon Lawrence Springborg, in August to discuss
priority areas such as the expansion of Advanced Training positions and
hospital performance targets.
New South Wales
The NSW State Committee held meetings to stimulate interest in integrated
care, which is now a CPAC priority. In March, a UK NHS Director, Dr Martin
McShane, was the guest speaker at a special presentation event on
integrated care, hosted by the College. In August, the Director of the NSW
Ministry of Health Integrated Care Branch, Ms Katherine Burchfield, met
with NSW Fellows to explore the role of physicians in integrated care and
opportunities for the College to contribute to this agenda.
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College submissions to
external consultations
The continued support of Fellows in
providing expert input when the College is
asked for comment enables the RACP to be
at the forefront of the healthcare debate and
policy development. During 2014 a range
of submissions were made, including to the
Senate Select Committee on Health inquiry
into health policy, Australian Human Rights
Commission National Inquiry into Children
in Immigration Detention, Draft National
Consensus Statement on End of Life Care,
the House of Representatives Inquiry into
the Harmful Use of Alcohol in Aboriginal and
Torres Strait Islander Communities, Draft
Guidelines for Medical Practitioners and
Medical Students Infected with Blood-borne
Viruses, Therapeutic Goods Administration’s
(TGA) Medicine Labelling reforms, and the
Department of Health and TGA HIV selftesting consultation.

College representation on
external committees
By appointing Fellows to participate in
external committees and working groups
and attend government and stakeholder
events, the College is actively participating
in the wider policy development process.
College representatives can be enormously
influential and allow the RACP to contribute
at the early stages of policy development,
increasing the profession’s capacity to shape
the healthcare agenda. Appointments have
been made recently to the following external
bodies: PCEHR consultation workshops on
diagnostic imaging and pathology, peak
body meeting on the establishment of the
new Primary Health Networks (PHNs), NSW
Heart Foundation’s e-cigarette workshop,
the Australian Commission on Safety and
Quality in Health Care (ACSQHC) Atlas of
Healthcare Variation Jurisdictional Advisory
Group, the Department of Health PBS
Authority Review Committee, as well as to
various clinical and state and federal
health committees.

POLICY & ADVOCACY

RACP POLICY AND ADVOCACY:
ADVANCING THE COLLEGE POLICY AGENDA
Health Benefits of Work

The College’s voice in Canberra
RACP President Professor Nicholas Talley has been active in advocating the
College’s views to government. Since his inauguration in May, he has met with
the Federal Health Minister on two occasions, the Assistant Health Minister,
the opposition Health Spokesperson, senior Immigration Department officials
and advisors, and senior State government health officials.

Specialist Training Program (STP)
While the College was pleased to see that the Australian Government
had committed funding to the STP in this year's budget over the forward
estimates, we have been actively advocating with the Government to get
confirmation that the program will continue after the current round of funding
ceases at the end of 2015.
Earlier in the year, RACP President Professor Nicholas Talley raised this issue
with the Health Minister, the Hon Peter Dutton, and again in meetings with
the Assistant Minister for Health, Senator the Hon Fiona Nash, the Opposition
health spokesperson, members of the House of Representatives Select
Committee on Health and Department of Health officials. The College is also
supporting members of relevant College committees to write letters to their
local MPs to educate them as to the benefits the program has delivered to
their communities and engage their support.
The College will be highlighting examples of how the STP has been effective
in improving health outcomes and strengthening training experiences.
Fellows and trainees who have been involved in the STP are encouraged to
share their stories with the College via the Policy & Advocacy Unit at
policy@racp.edu.au.

The Health Benefits of Work (HBOW)
initiative advocates that work, in general,
is good for health and wellbeing. Evidence
based research demonstrates that work
is an important determinant of health and
can offer benefits which are conducive
to a healthier lifestyle. For example, work
motivates employees to participate in
physical activity on work days, provides
financial security and allows employees to
feel they are contributing to society. The
Australasian Faculty of Occupational and
Environmental Medicine (AFOEM) aims to
generate awareness of work’s benefits
amongst employees, employers, treatment
providers, families and communities. In the
New Year, the AFOEM will be building on
the three position statements – Realising
the Health Benefits of Work, What is
Good Work? and Workplace Health and
Productivity – by drawing together the latest
evidence base to continue the advocacy
efforts in this policy area.
In addition, the AFOEM has launched an
exciting new phase of the HBOW initiative:
the establishment of the HBOW Signatory
Steering Group (SSG) in Australia. All
Australian signatories to the Consensus
Statement have been invited to submit an
Expression of Interest to join the SSG.* The
purpose of the SSG is to further champion
integration of the HBOW policy agenda in
the industry and health sectors. It will be a
forum to share information and collaborate
on initiatives that enable organisations
to implement HBOW programs as well
as champion improvements throughout
industry. The first meeting of the SSG will be
scheduled in early 2015.

* Since there are significant differences
across Australia and New Zealand, the
Faculty will establish two separate SSGs,
one for each country. In the first instance, an
Australia-wide SSG pilot is being established
before adapting it to New Zealand.
Dr David Beaumont, AFOEM President
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Maximising the value of healthcare – ensuring benefit to
patients and to the community

Engaging with the Policy
Reference Group

Medical practice is characterised by continual evolution and changing clinical
practice. There is a growing international movement towards actively assessing
care interventions with a view to understanding their benefit and, where
appropriate, deliberately moving away from those activities which evidence
shows have little or no value or that have been superseded by better, more costeffective approaches to care.

The Policy Reference Group (PRG) was
established in October 2013 via a survey
which allowed College members to indicate
their interest in contributing to the College’s
policy and advocacy (P&A) activity. Over
400 Fellows and trainees indicated their
willingness to participate.

International experience stresses the importance of getting input from frontline
practitioners and adopting transparent methods for identifying lists of the top
few interventions, procedures, tests and treatments “that cause potential harm
or provide little benefit to patients, are frequently misused in clinical practice,
are measurable and are under the control of the providers”.1,2 Medical journals
such as JAMA Internal Medicine and the New England Journal of Medicine are
promoting these transparent methods for developing “top-five lists”, highlighting
the experience of the US Choosing Wisely campaign.
In partnership with interested Specialty Societies, the College will host a forum
on 4 March 2015 to kick off this commitment to ensuring high-quality patient
care and identifying ways to improve the value of healthcare. The aim of the
forum will be to agree on the methods each Specialty Society will use to identify
interventions, tests or treatments that offer little or no benefit (or value) to
patients, and to discourage their use where appropriate.
The Adult Medicine Division Council is behind this new initiative and Specialty
Societies are responding positively to the invitation to partner with the College.
The Paediatrics & Child Health Division is also keen to work with and support this
initiative. In addition, the College is working with NPS MedicineWise on bringing
the Choosing Wisely project to Australia, and the results of the College initiative
will also be available through this channel.
As a College, we are committed to leading and shaping policies that put benefit
to our patients and the broader community at the centre of our work. The
sustainability and effectiveness of our health systems is of interest to all of us,
but it is of utmost interest to our communities.
We need to ensure that we contribute to our health systems remaining focused
on value based quality care and that we do this by ensuring that our clinical
practice is informed by the best evidence.
Associate Professor Grant Phelps, President-Elect AMD Council and CPAC
Policy Lead Fellow for AMD
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The P&A Unit regularly consults with the
PRG on a range of topics. For example,
PRG members have contributed to the
College’s e-health, alcohol, end of life care
and e-cigarettes policy work, and are often
called upon to represent the College on
external bodies or at stakeholder events.
At its recent October meeting, the College
Policy & Advocacy Committee (CPAC)
discussed ways of engaging more with the
PRG and decided to create an e-newsletter
and a private social media group via
LinkedIn, which will be piloted in the coming
months. Fellows and trainees who would
like to join the PRG can do so via www.racp.
edu.au/page/policy-and-advocacy.

POLICY & ADVOCACY

Health in All Policies
Many diseases are prevented or precipitated and exacerbated by where
patients are born, grow, live, work and age. These events are influenced
by the social, economic, political, cultural and physical environment, and
are described as the Social Determinants of Health (SDoH). The SDoH tend
not to be under a physician’s control, but result from policies devised and
implemented by sectors other than Health Departments and without the
benefit of influence from health organisations such as our own.
Fortunately, there is now an approach to modify and/or implement a policy
or program derived from government and corporate sectors in a way that
ensures that health is protected and/or promoted. This approach, which
is increasingly being adopted around the globe, is Health in All Policies
(HiAP). An imperative for its application is the increasing burden and cost of
chronic diseases such as obesity and type 2 diabetes. Tackling these issues
necessitates health and non-health professionals to build collaborative
partnerships as they realise that health and health equity are largely created
by factors outside the influence of healthcare services.
The Australasian Faculty of Public Health Medicine (AFPHM) will be
developing a position statement to demonstrate the RACP’s commitment to
addressing the “causes of the causes” of diseases that manifest in a clinician’s
office or become more prevalent in communities.
Dr Bret Hart, Australasian Faculty of Public Health Medicine P&A
Committee and Lead Fellow for HiAP

Newborn screening

NT advocacy against
“no speed limits”

Speed is a contributing factor in many
vehicle accidents and NT highways are
considered to be some of Australia’s
most high-risk “danger hot spots” for road
crashes. Despite this, the Northern Territory
Government launched a 12-month open
speed limit trial in February 2014 which
currently covers a 276 kilometre stretch of
the Stuart Highway. It remains unclear as
to whether the open speed limit trial will be
permanently instated or further extended
at the end of the trial period in early 2015.
Until such information is known, open
speed limits will continue to undermine the
development of a culture of road safety and
will remain a health and community safety
issue for all road users in the NT.
The College’s NT Committee is leading
an advocacy campaign to help create a
dialogue between the Northern Territory
Government and concerned parties, centring
around an online public petition on the
RACP website. We hope to use the petition
to stimulate greater public consultation
and discussion with the Northern Territory
Government before a final decision is made
on the future of open speed limits in the NT.
Dr Christine Connors, Chair, NT Committee

Newborn dried-blood-spot screening in Australia is an important child
health issue, since early identification and timely intervention with infants
who are affected by certain congenital disorders significantly reduces
morbidity, mortality and associated disabilities. There is limited capacity for
Australia’s current state-based system to respond in a planned, strategic way
to new advances. A coordinated national approach would provide better
opportunities to detect additional conditions associated with substantial
morbidity or mortality. The Paediatrics & Child Health Division has a Newborn
Screening Working Group to examine the best way to respond to these
issues. The Working Group is developing a position statement to form the
basis of a highly targeted advocacy campaign, which aims to contribute to a
system that can achieve the best possible outcomes for children.
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Integrated Care

College Fellows and trainees at this year’s integrated care event, held in Sydney

Integrated care has long been the goal of health system reform. Few dispute that
our healthcare systems need to change from delivering episodic treatments for
acute illness to providing coordinated services centred on the patient and their
needs. Few also dispute that better integrated care has the potential to improve
patient care, reduce wasted time and resources, and more strongly engage
patients in their healthcare.
So, if this is a widely accepted view, why hasn’t integrated care happened?
And why are we still talking about how much it’s needed?
Is it because integrated care is a “wicked problem”? This term, coined in the
1970s by Rittel and Webber3, is not meant to convey a sense of evil. Rather,
wicked problems are those that are highly complex by nature, that involve many
stakeholders who often have different and at times conflicting priorities, where
the situation is changeable, where the roots of the issue are tangled, and where
the outcomes are difficult to evaluate.
More than ever, our patients’ needs are complex, requiring equally complex
care plans. The current siloed and fragmented approach to delivering health
services – particularly to older people and those with multiple chronic diseases
– needs reform.
An Integrated Care Working Party is planned for 2015, and an EOI for interested
members will be circulated shortly. This group will formulate the College’s
approach to integrated care, explore options for the College to actively drive and
support this agenda, and consider how physicians can work effectively within
an integrated healthcare system to better improve the health outcomes for
their patients.
Wicked problems require wicked solutions that harness new technologies, are
tailored to local needs and support health professionals collaborating to deliver
quality patient care. Integrated patient care is an important policy goal, requiring
us all to step out of our comfort zones and support innovative policies and health
funding systems. The College is committed to leading this policy work in 2015.
Dr Catherine Yelland, Chair, College Policy & Advocacy Committee
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IMPROVING TRANSPARENCY IN
COLLEGE DECISION MAKING

Left to right: CPAC representatives Associate Professor Andrew Cole, Dr Alistair Macdonald, Professor Gillian Shenfield
and Professor David Forbes

The College Policy and Advocacy Committee (CPAC) has developed guiding
principles to inform its decision making around policy priorities and how the
allocation of College policy and advocacy resources is determined. These
principles are not rules, but factors to take into consideration when making these
decisions, acknowledging the many shades of grey around many topics.
CPAC is committed to tackling the difficult and sensitive issues when there is
capacity to achieve better outcomes for patients and communities. On certain
topics, the College has a responsibility to take the lead, and these principles
provide a road map to ensure our policy positions are developed in an inclusive
way. They support the aim of continually improving the transparency of College
decision making.
Dr Catherine Yelland
Chair, College Policy and Advocacy Committee

CPAC guiding principles for College policy and advocacy
The purpose of the College engaging in policy and advocacy (P&A) is to have
a positive influence on the health system and health outcomes for all people.
Although diverse in their practice, physicians all subscribe to a common set of
fundamental values: promoting equity of access to healthcare, recognising the
value of individuals and communities, basing policy and practice on evidence,
and aspiring to the highest possible quality standards. The College P&A
function enacts these values by bringing the breadth and diversity of physician
perspectives and skills as medical experts into the health policy debate in an
effective way.
The College’s policy agenda is strategically focused around the following
five criteria:
1. Does this issue align with identified College strategic priorities and the
College vision for the health system as enunciated in the objects of the
College Constitution?

2. Is the College in a position to make a
significant impact on this issue through
engaging in and demonstrating thought
leadership that effects change?
3. Is the topic of importance across
the College?
4. Does the topic reflect members’
fundamental values?
5. Is College involvement likely to lead to
best possible outcomes for the
health of patients and/or populations?
The overarching strategy for College P&A is
informed by evaluating the health system to
identify gaps and issues where the College
has the capacity for influence in shaping
the system and advocating for system
improvements. Within this framework, CPAC
will clearly articulate strategic priorities as
they relate to opportunities to influence
and improve the health system and health
outcomes for all people. How a topic relates
to these priorities will be the primary factor
in determining whether or not to proceed
with a piece of work.
The following practical considerations will
also be taken into account:
• What are the resourcing implications,
including opportunity costs?
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• What is the deadline/timeframe?
• Is extensive consultation required?
• Who are the key stakeholders?
• For incoming matters, who is making the request? For example,
government, NGO, for-profit organisation, academic institution? Are
Fellows involved?
The College will consider co-badging or endorsing documents or initiatives
with external organisations including, but not limited to, Specialty Societies
affiliated with the College. Typically, this is appropriate when the topic is not
contentious within the College. Consideration will be given to documents
Fellows have been instrumental in developing.
Decision making around P&A activity is devolved to College bodies where
there are appropriate governance arrangements in place and the following
criteria are met:
• It is a significant or strategically important policy initiative for
that College body.
• There are no substantial resource implications.
• The topic is not contentious and does not have the capacity to cause
divisions within the College.

Consideration of risk
The College will assess the risks involved in any policy and advocacy work,
with particular consideration to the following areas.
Partisan politics
The College engages in advocacy that advances the physician view,
regardless of party politics.
Commercial endorsements
Advocating for commercial products or where there might otherwise be
commercial interests involved is generally not appropriate unless there is a
clear evidence-based benefit to patients and communities.
Enhancing College reputation
The College is highly regarded in the medical community, and strives always
to uphold the highest quality standards in its policy and advocacy work.
Caution should be used if considering advocacy that is outside the scope
of the expertise of its members and staff, or which stretches the College’s
internal resource capacity, which may lead to low-quality output.
Contentious issues
Policy development and advocacy on divisive topics should strive to achieve
a consensus College position. Contentious topics which create divisions
within the College may not be appropriate for the College to pursue.
Specialty-specific matters
Policy and advocacy matters that are relevant only to one specialty will
usually be devolved to the relevant Specialty Society, depending on the
system-wide implications of the issue(s) and relevance to other cross-College
P&A initiatives (see co-badging, above).

Exclusion criteria
Risks to College not-for-profit status
Preservation of the College’s not-for-profit status is important for meeting
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the objects of the College Constitution,
and particularly for the College’s activities
in supporting educational and research
activities. Therefore, the College has to
avoid engaging in any advocacy that may
put this not-for-profit status at risk, such
as advocacy on “industrial” matters on
behalf of its members. What constitutes an
“industrial” matter may be clear in some
cases but may be a matter for case-by-case
determination in consultation with College
legal advisors in others.
One example of advocacy that is likely to
fall under “industrial” matters is advocacy
related to physician remuneration (e.g.
Medicare Benefits Scheme rebates on
services provided by physicians). This is
not the same as advocating for workforce
planning strategies or models of service
provision, which are legitimate forms of
advocacy if there is evidence of benefits to
patients or populations.
Exceptions to exclusion criteria
Notwithstanding the above exclusion and
risk considerations, the College may have
a justifiable public interest in engaging in
advocacy on matters which have significant
implications for medical education (through
accreditation of training) or more generally
for safety and quality in the healthcare
system, even where there is an “industrial”
or “specialty-specific” element. This would
include but not be limited to advocacy on
capacity to train or strategies for reducing
gaps in access to appropriate models of
care, for instance through building up an
appropriate workforce or through better
health funding models.

POLICY & ADVOCACY

CALL FOR A NEW ZEALAND
REHABILITATION STRATEGY
The needs of an ageing population and the increasing longevity of people with congenital disabilities
or chronic health conditions underpin the push to advocate for effective change in rehabilitation
services and its workforce in New Zealand.
Appropriate, timely rehabilitation care and services are essential for persons
suffering the effects of chronic health conditions, disability or the long-term
consequences of acute injuries. While Rehabilitation Medicine has made
numerous scientific advances in the last half century, New Zealand has not
maintained momentum in its organisation and delivery of rehabilitation services,
resulting in patients being unable to achieve the potential and realistic health
outcomes many of these advances offer.

• 45 rehabilitation beds per
		100,000 population

New Zealand members of the Australasian Faculty of Rehabilitation Medicine
(AFRM), in conjunction with the New Zealand Rehabilitation Association, have
developed and are launching a Call for a New Zealand Rehabilitation Strategy
to create awareness of the need for change and offer recommendations to
guide the development of policy for the organisation and delivery of improved
rehabilitation services in New Zealand.

• Continuity of specialist care: towards an
		 acute to community care

Rehabilitation services in New Zealand are currently delivered by 20 District
Health Boards (DHBs) and a number of community-based providers, although
the majority of these centres have no rehabilitation specialist physician on staff
to offer clinical knowledge and clinical leadership. Rehabilitation services are
largely funded by the Ministry of Health and through the Accident Compensation
Corporation (ACC). There are major differences in eligibility criteria and levels
of compensation and financial support for equipment, home modifications and
transport between Ministry of Health funded services and ACC funded services.
The Call for a New Zealand Rehabilitation Strategy promotes the development
of a strategy that will ensure cost-effective healthcare through improved patient
outcomes and reductions in avoidable health and societal care costs that result
from secondary complications and preventable disability.
The authors of the Call for a New Zealand Rehabilitation Strategy consider the
important elements of an effective NZ-specific strategy to be:
1. National leadership to ensure rehabilitation is an integral component
of health and social service strategies for New Zealand Cohesive
national leadership of rehabilitation services is vital to the development
and implementation of policy that can improve organisation and delivery
of rehabilitation services.
2.	Rehabilitation needs of Māori Māori are disproportionately affected by
disability: 26% compared to 24% of non-Māori.1 Culturally appropriate
rehabilitation strategies, delivered in partnership with Whānau Ora, can
contribute to greater wellbeing of disabled Māori.
3. Improved integration between acute care, rehabilitation, community
care, primary care, aged care and disability services The Call for a New
Zealand Rehabilitation Strategy supports innovative models of care,
including early intervention in acute care, community-based services and
the promotion of advance care planning.
4. National service planning and rehabilitation standards A national
strategy would address current inequity and inadequacy in the distribution
of rehabilitation services. A focused and strategic plan would ensure:

• Minimum hours of allied health
		 therapy per week for inpatients in
		rehabilitation wards
• Rehabilitation nursing standards

• National benchmarking and reporting
		 of rehabilitation services.
5. National workforce planning The
specialist medical workforce in
rehabilitation is small relative to the
population in New Zealand. The strategy
proposes a ratio of 1:100,000 rehabilitation
medicine specialist doctors in Auckland,
Wellington, Christchurch and Dunedin.
This ratio would require the creation of
an additional 15 full-time rehabilitation
medicine specialists’ posts in these
areas alone.
6. National database and benchmarked
rehabilitation outcomes The Australian
Rehabilitation Outcomes Centre (AROC)
provides benchmarking and reviewing of
rehabilitation outcomes. The ACC
has funded AROC memberships for New
Zealand’s public rehabilitation units, which
provide AROC with a standardised set
of data for analysis. This model needs
strengthening and a wider range of
financial support beyond ACC, including
support from DHBs and central government.
The aims of the Call for a New Zealand
Rehabilitation Strategy are to ensure a national
coordinated focus, targeted at “front-end”
expenditure and resulting in significantly
decreased medical and associated care costs
at the “tail-end” of healthcare. A National
Rehabilitation Strategy would have farreaching benefits for individuals, families and
communities and would lessen the demand on
health systems, both public and private.
NZ Branch Committee of the Australasian
Faculty of Rehabilitation Medicine
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KEY POLICY AND ADVOCACY PRIORITIES
FOR NEW ZEALAND
New Zealanders went to the polls for the General Election on 20 September
2014, returning the incumbent National Party to government, with John Key
as Prime Minister for a third term. Following the retirement of the previous
Minister of Health, the Hon. Tony Ryall, Dr Jonathan Coleman, a former
general practitioner, was appointed as Minister of Health in early October.
The general election offers the College an opportunity to inform the Minister
of the College’s key priorities in the policy and advocacy arena.
1. Investing in children’s health
The College advocates for integrated healthcare for children and young
people across the health sector to improve the health and wellbeing of
all children. It also supports the recommendations of the 2013 Health
Select Committee Inquiry and ongoing participation in The Children’s
Action Plan.
2.	Reducing inequalities in health
Early intervention strategies, together with an emphasis on prevention,
will assist in lessening the burden of disease in disadvantaged
populations. Those living in poverty, including Māori and Pacific
peoples, are increasingly vulnerable to the effects of communicable
diseases, for example rheumatic heart fever and skin infections. In
promoting prevention, the College aims to reduce the pressure on
primary care and secondary inpatient services.
The College also supports the implementation of robust rehabilitation
strategies focused on increasing quality of life among those with
chronic illness or disability and assisting their potential to engage
in work.
3. Preventing illness through enhanced clinical integration
Reducing and managing the escalating burden and cost of chronic
disease and its impact on secondary care services is becoming urgent.
The College seeks to work across the health sector to enhance
integrated care strategies, with the aim of maximising the quality and
effectiveness of healthcare. The College supports preventive strategies
to improve outcomes in children’s health, particularly for rheumatic
fever and child obesity.
4. Improving Māori and Pacific peoples’ health through
cultural competence
Significant numbers of Māori and Pacific peoples present with
preventable chronic disease, requiring specialist management. Benefit
would be derived from matching their specific needs with cultural
practices to improve their access to healthcare services. The College in
New Zealand continues to promote cultural competence as an integral
part of doctors’ clinical competence.
The College sees building a sustainable Māori and Pacific health
workforce as an essential component of both addressing health
workforce issues and improving health outcomes for Māori and
Pacific peoples.
5.	Building a sustainable specialist workforce
An ageing population and an ageing specialist workforce are two
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challenges that the New Zealand health
sector will increasingly encounter through
the 21st century.
The College is committed to engaging,
educating and training the numbers of
specialists needed across the health
sector in order to mitigate delays in
diagnosis, referral and treatment. The
College believes it is well placed to
train these specialists to work within
New Zealand’s evolving health landscape.
6. Enhancing value and reducing waste
and inefficiency in healthcare
New models of care are shifting
the focus of funding from treating
and managing illnesses to prevention
and increased clinical effectiveness. The
College supports further development
of regional networks and local
partnerships to build capability across
the sector and reduce waste.
The RACP welcomes initiatives that seek
to establish dialogue between physicians
and patients on the effectiveness and
necessity of medical tests and invasive
procedures.
The College in New Zealand looks forward
to engaging in ongoing discussion with the
Minister of Health, the Ministry and other health
sector stakeholders to ensure New Zealand’s
health system is effective and sustainable.

NZ Policy and Advocacy Committee
Associate Professor Chris Bullen (Chair)
Dr Simon Allan (AChPM)
Dr Kathleen Callaghan (AFOEM)
Associate Professor Brian Cox (AFPHM)
Dr Stuart Dalziel (NZ P&CHDC)
Dr George Laking (Māori Health Committee)
Associate Professor Mark Lane (NZ President)
Dr Jeremy McMinn (AChAM)
Dr Peter Roberts (Workforce and CPD)
Dr Anne Robertson (AChSHM)
Dr Jin Russell (Trainee representative)
Dr Robin Sekerak (AFRM)
Dr Roger Tuck (NZ P&CHDC)

POLICY & ADVOCACY

DYING AT HOME
The founders of Dying At Home*, Palliative Care physician Dr Helen-Anne Manion and her husband
Gerard Manion, a Cancer Counsellor, began their work of enabling community to care for their
dying loved ones at home throughout their final illness in 1980. It was prompted by the request of
one man who, knowing he was dying of cancer, said he wanted to die in his own home with his
family and friends around him. Since then, their program has supported thousands of families in
Australia and from 2004 they made their program available internationally. Their work has been
formally recognised by the Australian Medical Association, the NSW Council of Professions, Rotary
International and the Order of Australia.
The reason I think this response occurs
is because those who choose to respond
enter into a special relationship with others
not generally available in our busy world,
and experience the dignity of service to one
another. No matter how hard it might be at
times, with all the problems we know can
occur, they so often come through expressing
joy in the opportunity to give of their best.
The reason this happens is because the dying
person at home presents a call to unity of their
personal community that is transforming.

Gerard and Helen-Anne Manion

The Dying lead us back to community to a growth in compassion and
mutual respect. – Gerard Manion
For more than three decades, Gerard and I have been fully engaged in
the work of our program, Dying At Home. The Dying At Home Program is
a community initiative providing the carer and family of a dying loved one
the education and support required to enable that person to spend their
remaining days of life at home.
Our program is universal and unlike any other in its focus and application.
I want to be very clear on this. We are not a palliative care service or a
service of any kind. Through giving our program directly to the people,
only at their invitation, we have found a way to restore compassionate
communities and, in doing so, of nurturing the capacity for people to respond
with loving care to one another. It is therefore a very simple program, but one
with profound effects.
We provide educational materials, a step-by-step program and open
communication at any time at all to those who wish to care for a dying loved
one – primarily the family caregiver and their family (if that person has family),
together with friends and neighbours. I have been overwhelmed by the
goodness of people who choose to respond to the call to serve one another.
People put work on hold, give with much generosity of effort, and even come
together to support someone who does not have a cohesive family.

Having been successfully used in Australia
for many years, the program has now been
adopted overseas. We have provided training
in places such as Tzaneen in South Africa
to support terminally ill HIV/AIDS patients
and their family caregivers and in Chin State,
Myanmar, where there are around 500 trained
volunteers providing for families in 65 villages.
Of course, in these countries nearly everyone
dies at home, but it demonstrates the
universality of the Dying At Home Program.
Training has also been provided in Wuxi,
China, and I have just returned from TimorLeste to plan for training there next year. We
are now planning a project for Aboriginal
people on country titled, “Kurunpa. Keeping
Spirit on Country”.
One of the key messages of the program is
that dying is a social event which belongs,
wherever possible, within the family circle,
in the home. I have observed, together
with others in palliative care, that when the
program is in place in the home of the dying
person with an enabled family caregiver and
their friends and neighbours providing loving
support, it can often have a beneficial effect
on the dying person’s symptoms.
Home is a place of intimacy, and is essential
for our communication, our affection, our
spiritual life, and our grieving. Home is for
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family and friends; it is where loneliness is addressed. Home is where we
belong, where we are most “at home”, most comfortable, most in control of
what happens, and most able to retain our dignity.
For each of us, life is a unique journey, of which dying is an inescapable
natural event. Our dying will be unique, as was our living. The last weeks,
days, hours together with a dying loved one become more and more
precious for them and their families. It is a time for closeness, a time for loved
ones to be together in an even more intimate way than ever before. Not
just physically, but in mind and heart. It is a time for openness and honesty,
expressing our emotions, affirming our love, trusting one another, a time for
gratitude and forgiveness, a time for memories, a time for hope.
Surveys in the Western world indicate that, given the choice, the vast majority
of people facing a terminal illness would prefer to die at home. Yet over
the past century, home deaths have declined and hospital and residential
care deaths have increased: the majority of people die in hospitals (54%) or
residential care (32%).
Modern-day medicine has such dominance and we are in awe of its scientific
and technological advances. It has become very difficult for GPs to do the
house calls that many of us were privileged to do years ago. So at this most
crucial time of life, in my opinion, care has to be relinquished to the institution
as our community has similarly lost their confidence in caring for their dying.
While I pay great tribute to the outstanding advances in palliative care,
for which I am an active consultant, it is true that the dying time of life has
become medicalised, institutionalised and professionalised in many countries
in the developed world. Learning, as we have over so many years, what
ordinary people can do extraordinarily well is a great reminder that dying
is not just a medical event; it really is a social event recognising the whole
person and indeed the whole society.
When we explore this phenomenon we can see how the most significant
loss is suffered by community. We, as community in the developed world,
have lost our familiarity with the very concept of death, left with no role, no
competence in its presence, lost for words, altogether outside our comfort
zone. We want nothing at all to do with it. And a community that has lost
its ability and readiness to care for its dying is indeed impoverished. Our
impoverishment occurs because we are not hearing the cry for best help
from the most helpless.
Dying at Home is a simple program with profound effects which are lasting.
Gerard and I call on our colleagues to promote, as an urgent priority, the art
of caring for the dying in the home – at least of our own loved ones – during
this precious time of life.
Dr Helen-Anne Manion OAM, MBBS FAChPM
Palliative Care Physician and Director, Dying at Home Program
Gerard Manion OAM
Cancer Counsellor and Director, Dying at Home Program
* The name of the organisation was changed from Home Hospice to Dying At Home in 2011.

Additional resource
Manion H-A, Manion G, Dansie K 2012. Discovering options: an Australian initiative in
the care of the dying. In Sallnow L, Kumar S, Kellehear A. International perspectives on
Public Health and Palliative Care. Milton Park, Abingdon, UK: Routledge.
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DYING AT HOME
A comprehensive collection of resources for
carers is available to download from the Dying
At Home website: www.dyingathome.org/
download-booklets. If you have any questions
about the program, please contact Dr Manion
at manionha@netspace.net.au or
info@dyingathome.org.

CASE STUDY
Matt was 14 when he was diagnosed with a rare
muscular dystrophy. He died at the age of 18.
Matt’s parents, who had already tragically lost
another child, were dedicated to providing
total care for the last eight months of Matt’s life.
They set up his bed in the living room so that
the life of the family centred around him. Matt’s
younger brother and sister helped with the
care; both had jobs to support their brother.
The family found out about the Dying At Home
Program from their local area health service
and called for assistance. This enabled Matt
and his family to stay together at home right
to the very end, wonderfully supported by
his granny, aunty and the coordinated loving
support of their friends and neighbours.
Despite a vibrant scene of life and living in that
home, as things progressed Matt’s breathing
was his biggest problem and became more
and more difficult. His father was worried that
Matt could choke to death and questioned
whether it was possible to care for his son
at home right to the end. It was vital to talk
about this with Matt and his father and I was
able to give reassurance about the most
likely scenario of him dying in his sleep. I also
stressed it was the domain of palliative care to
provide the medication that might be needed
for these breathing difficulties. With palliative
care providing for Matt’s medical needs for
his breathlessness, this distressing symptom
responded well. And with this knowledge, the
whole family and Matt settled.
As Matt became weaker and sicker, his father
stayed alongside him through many long
nights to comfort his son so he would not be
afraid. Then, one night, Matt went to sleep very
peacefully and didn’t wake up.
Losing a child cared for so completely for such
a long time results in protracted grieving and
much time and support was required for the
family, who also sought counselling, especially
having lost two of their four children. However,
with time, the family gained strength from
knowing they had done everything possible for
Matt, even to trusting that he would go gently
in the night. It was this great work of love that
sustained them in their grieving journey. The
privileged friendships that grew with this family,
including mine, have continued for many years.

FELLOWSHIP RELATIONS

À LA RECHERCHE DU TEMPS PERDU
Past President of the College Emeritus Professor Alex Cohen AO shares some anecdotes from the Past
Presidents dinner which concluded the celebrations marking the College’s 75th Anniversary. Hosted
by President, Professor Nick Talley, and attended by nine Past Presidents, President-Elect Dr Catherine
Yelland and CEO Linda Smith, the evening was well received and thoroughly enjoyed by all.

Left to right: Emeritus Professor Nip Thomson AO, Professor Nick Talley, Emeritus Professor John Hickie AO, Emeritus Professor
Alex Cohen AO and RACP CEO Mrs Linda Smith

On the evening of 23 October, the President invited all of the former presidents
to a dinner which concluded the celebrations of the 75th year since the founding
of the College. Those attending foregathered in the Fellows Room around the
fireplace, above which hangs the portrait of our first President – the worthy
Knight Charles Bickerton Blackburn – calmly pensive, decorously gowned and
eminently approachable.
I have been casting about for a collective noun which could typify that gathering
of former office bearers, to be left with the only apt description – Roosters.
Yes, Roosters. The feathers perhaps a little lessened, somewhat blanched and
bedraggled, the comb either wilted or entirely absent and the cry less raucous
and macho but still bearing elements of that authority and self-respect enhanced
by a black tie, a meaningful medallion and a return to the old stamping ground
and scene of former glories.
Turning to the two former female incumbents I was tempted to use the
collective Lyrebirds because of their grace, versatility and capacity for surprising
enchantment. However, realising that this was both libellous and untrue, I have
had to settle for Pea-Hens, hoping they will understand that the wondrous gown
and stately progress was meant for them, even though undeservedly delegated
to the male.
The President warmly welcomed his guests, touching upon the progress and
changes within the College over the years, both in the overall establishment and
its attainments, as well as the motivation and outcomes which have characterised
each of the terms of office of its presidents. The guests had been asked to
vouchsafe these in a small record accompanying the menu but modesty, and
perhaps some amnesia, generally precluded this and most spaces were left
unadorned.
Looking about, very little had changed. John Hickie, the veteran of the group in
terms of time of appointment, is now modestly encumbered by a hip to remind
him of the hips and thighs which he smote during his term of office. The tall,
gracious, courtly Arthur Clark will never change since his polite ambience has
been a hallmark – since infancy I would guess. John Chalmers, biologically
indestructible, projects the same confidence, clarity of thought and high-pitched

laugh which all of us remember. Robin
Mortimer brought to the room the assuredness
and overwhelming whiff of Queensland
enveloping the laid-back Don Cameron. Genial
Geoff Metz fussed about amongst the ladies,
seemingly unaware that his very impressive
portrait shares the room with the College
founder. Old Alex Cohen, still working the
crowd, told stories and badgered to ensure
that General Medicine is kept in the forefront
of everyone’s consciousness. Last, but
certainly not least, the lovely Jill Sewell, whose
demure charm disguises a steely resolve
capable of staring down the most intractably
bawling Councillor, added lustre to the group.
And then the President himself – of a new
breed – skilled in debate, familiar with
research and procedures, yet very obviously
possessed of political and diplomatic skills
which made all his guests feel welcomed
and valued. He led us up the steep stairs
with walls festooned by portraits of former
presidents, and into the tiny elevator, to
reach the Macquarie Room and Terrace
where breathtaking views of a great city and
tantalising fare were set before us.
An evening to be remembered in the best
traditions of respect, recollection, retention
and intellectual refreshment worthy of a great
College and those who have so willingly and
rewardingly served Her.
Emeritus Professor Alex Cohen AO
RACP President 1992–1994
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PAST PRESIDENTS DINNER

Left to right: Emeritus Professor Alex Cohen AO, Associate Professor Jill Sewell AM, Emeritus Professor Arthur Clark AM, Dr Donald
Cameron AO, Professor Geoffrey Metz AM, Professor Nick Talley, Dr Robin Mortimer AO, Emeritus Professor John Hickie AO, Emeritus
Professor Napier Thomson AO and Emeritus Professor John Chalmers AC

Left to right: Professor Geoffrey Metz AM, RACP CEO Mrs Linda Smith,
Professor Nick Talley
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Dr Robin Mortimer AO

IN PICTURES

The Royal Australasian
College of Physicians

Left to right: Emeritus Professor Alex Cohen AO, Emeritus Professor John Hickie AO and Emeritus Professor John Chalmers AC

Some of the College’s cultural assets on
display on the night

Guests gathered in the recently refurbished Fellows Room prior to heading
upstairs to the Macquarie Room for dinner
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CONGRESS 2015 – INNOVATIVE,
CHALLENGING, INVIGORATING

On behalf of the Royal Australasian College of Physicians and the Congress
Organising Committee (COC), I invite you to join us in Cairns in May 2015 for
the RACP Congress – Breaking Boundaries, Creating Connections.
RACP Congress 2015 will be different, with the COC set to deliver a
smorgasbord of challenging health topics. Building on the previous theme,
Future Directions in Health, we have designed a program that will challenge
your ideas, attitudes and practices now and into the future.
In 2015, RACP Congress will offer an innovative program that is relevant,
topical and appealing to all Fellows and trainees, with more opportunities
to interact, debate and socialise. We have already begun confirming some
outstanding speakers whom I will have the pleasure of introducing to
you shortly.
We are excited about reinvigorating Congress and look forward to
challenging delegates to break boundaries and create connections.
We have also organised an exciting social program to strengthen existing
connections and to create new ones, including the ever popular Gala Dinner
and Welcome Reception. In addition to our traditional social functions, in 2015
we will be incorporating open air activities like an Esplanade walk to take
advantage of the tropical surrounds.
Not only is Cairns a great choice as the venue for Congress 2015, boasting
a multi-award-winning convention centre, but the tropical city is just a short
drive away from some of the most beautiful natural features Australia has to
offer: the Great Barrier Reef, tropical rainforests and numerous white sandy
shorelines. Why not plan to add on a holiday while you’re there?
RACP Congress 2015 is set to be the preeminent event of the year for
physicians in Australasia. I look forward to seeing you in Cairns.
Associate Professor Michael Gabbett
Chair, Congress Organising Committee
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Use your smart
phone to scan the
QR code and view
the Congress 2015
promotional video.

FELLOWSHIP RELATIONS

FELLOWSHIP COMMITTEE IN 2014
The Fellowship Committee, chaired by Associate Professor Mark Lane, was
established by the Board to oversee the development of a suite of member
services, provide advice and recommendations on improving communication
with Fellows and on specific Fellow initiatives such as the annual College
Congress, and develop an international strategy to foster collaboration
between the College and like-minded organisations internationally.
The Fellowship Committee is composed of nominees from each of the
Divisions and Faculties, the New Zealand Committee and the College Trainees’
Committee. The Fellowship Committee membership was recently extended to
include nominees from Specialty Societies, State Committee Chairs and
the community.

Key achievements in 2014
The Fellowship Committee had four main priorities in 2014:

Chair of the Fellowship Committee
Associate Professor Mark Lane

• improved communication with members to help determine the changing
needs of the membership base
• development and implementation of initiatives that provide value
to members
• engagement with a broad cross-section of members to
increase participation
• creation of a positive end-to-end member experience.
During 2014, a number of initiatives were developed to enhance and improve
the overall member experience. These included improvements in the
admission to Fellowship process to make it smoother, faster and easier for
new Fellows and the development of a consolidated Welcome to Fellowship
Pack. The College Contact Centre was also launched to provide members with
a single point of contact within the College. Introduction of the 1300 MYRACP
number is the first phase in this initiative to improve the member experience
by addressing issues at the point of call. A complaints and feedback process
has also been established. In addition, improved policies and guidelines
have been introduced to provide structure and clarification in several areas
including meetings, events, gifts, and appointments to and membership of
external bodies.
In September, the College Board approved the RACP Communications
Strategy 2014–2016, with implementation of the strategy to be overseen by
the Fellowship Committee. Members will already have seen improvements,
including the recent introduction of the fortnightly President’s Message eNews
bulletin to communicate key messages from the President, Board and CEO,
as well as College-wide information. An interactive Member Resource Guide
e-brochure has also been developed to ensure that members are aware of the
benefits and resources available as part of their membership.

Key priorities for 2015
The Fellowship Committee will continue to provide oversight of the projects
and strategies of the committees and working parties reporting to the
Fellowship Committee. In particular:
• The Congress Organising Committee is reinvigorating Congress to
challenge delegates to break boundaries and create connections
(turn to page 28 for more information).
• The Cultural Assets Working Party is currently reviewing the ongoing

management, distribution, access to and
protection of the College’s heritage assets.
• The International Strategy Working Group
will develop a strategy to enable the
College to be well positioned to foster
strong collaborative relationships with
international partners.
A number of initiatives developed during 2014
will come to fruition in 2015, including the
first annual Member Satisfaction Longitudinal
Survey, which will be conducted in February
2015. The survey will assess the engagement
of members and their satisfaction with College
services. This will assist the Fellowship
Committee to determine areas requiring focus
and inform member engagement initiatives.
The Fellowship Committee’s key priorities
for 2015 will be finalised during a strategic
planning day early in the year. However, they
will include oversight of the implementation
of the College Communications Strategy and
improvements to members’ experience when
using the College website. Other important
initiatives will include policy recommendations
for a more consistent member experience
and implementing metrics to assess
members’ engagement and satisfaction
with College services.
Please don’t hesitate to contact the Fellowship
Committee with any thoughts, suggestions
or recommendations you have via
Fellowship.Committee@racp.edu.au.
Associate Professor Mark Lane
Chair, Fellowship Committee
President, New Zealand
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COLLEGE TRAINEES’ COMMITTEE IN 2014
The College Trainees’ Committee (CTC) is the peak College body representing
the interests of trainees. Over the course of 2014 it has been my pleasure to
work with a fantastic committee representing the diverse Divisions, Faculties
and Chapters across the College. As outlined in CTC Update in the August
edition of RACP News, the College Trainees’ Committee identified its four main
priorities for 2014 as:
• improving communication with and for trainees across the College
• advocating on behalf of trainees on soft funding for paediatric positions,
capacity to train and workforce working initiatives
• strengthening our collaboration with State, Territory and New Zealand
based trainee committees
• hosting the inaugural Australasian Trainees’ Day in 2014 and establishing
this as an annual event tied to the RACP Congress.

Key achievements in 2014
The Committee has made significant progress in 2014 on these priorities.
Achievements have included continued collaboration and improvements
in trainee communication, for example the reinstatement of CTC Update
and improved liaison with relevant College committees; ongoing advocacy
for soft funding and capacity to train through regular liaison with relevant
key stakeholders and submissions to College committees; and successful
advocacy, leading to an agreement to introduce a standardised Recognition
of Prior Learning (RPL) application assessment fee. High levels of trainee
attendance were achieved at the inaugural Trainees' Day held alongside
Congress in May in New Zealand. This was a fantastic event with great
speakers and opportunities to network with other trainees. CTC members have
also been collaborating on the development of a standardised orientation for
Basic Trainees for roll out in 2015.
The CTC has also been advocating on behalf of trainees on College Reform.
As the future leaders of our profession, it is important that our voice is heard
and that our needs, and the needs of future trainees, are considered in these
discussions. I thank those who have already participated and encourage all
trainees to continue to contribute to the College Reform consultation process.

Key priorities for 2015
Trainee communication will remain an important area of focus in 2015 and
the Committee is dedicated to continuing to make tangible improvements.
CTC Communications Director Dr James Hodges is working closely with
College staff to ensure the development and delivery of relevant and effective
communication initiatives for trainees.
The Committee will continue to collaborate on the development of a consistent
approach to orientation at key stages of training. Commencing in early 2015,
orientation sessions will be held at important transition periods in a trainee’s
journey – beginning Basic Training, commencing Advanced Training, and prior
to admission to Fellowship.
Sessions will be face-to-face forums, covering topics such as Getting to
Know the College, PREP Overview, Building Your CV/Interview Skills, and
Examinations. It is anticipated that the sessions will be recorded, with materials
available online for those in rural and remote areas. Ongoing consultation
is taking place with the education and regional teams within the College to
ensure a coordinated approach, with initial events scheduled for delivery
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Dr Alexandra Greig, Chair,
College Trainees’ Committee

across Australia and New Zealand in the first
quarter of 2015.
Providing and championing the trainee
perspective within the College will continue
to be a high priority for the Committee, as will
be ensuring that the trainee voice is heard
by participating in the College forum on
maximising value of healthcare by physicians
and continuing to advocate on policies and
other issues relevant to trainees.
Advocating for the health and wellbeing of
doctors has also been identified as an important
issue for all trainees. The Committee will
continue to liaise with the College to support
the work under way across the College and to
ensure it includes trainee input and feedback.
Planning is well under way on the 2015
Trainees’ Day to be held alongside Congress in
Cairns. A working group has been established
to ensure that a successful event is developed
to provide all trainees with opportunities for
personal, professional and career development.
If you are interested in getting involved, there
are currently vacancies on the Committee.
If you are an AFOEM trainee, a NSW-based
PCHD or Faculty trainee, a trainee based in the
Northern Territory or a trainee of Aboriginal
or Torres Strait Islander heritage and want to
find out more, please contact
traineescommittee@racp.edu.au.
With best wishes for your training.
Dr Alexandra Greig
Chair, College Trainees’ Committee

FELLOWSHIP RELATIONS

RACP STATE OFFICES AND COMMITTEES IN 2014

Guests at the 75th Anniversary Award presentation in Western Australia

Fellowship Relations has five State Offices which function as the “front door”
of the College for the majority of members. The five offices, NSW/ACT, Vic/
Tas, QLD/NT, SA and WA, have 16 staff and service more than 150 training
sites. State Offices, as the local face of the College, play a significant role in
public relations for the College, attending recruitment and careers forums
in universities and health facilities to provide career information to new or
aspiring physicians.
The Member Support Officers (MSO) based at the State Offices work closely
with Fellows to deliver the content developed by Education Services and
the Basic Training and Advanced Training (BT/AT) units and for Continuing
Professional Development (CPD). In 2014, the State Offices were very
busy staging BT/AT and Supervisor Professional Development Program
(SPDP) workshops, as well as the very successful 75th Anniversary Awards
celebrations, recognising the commitment and work of our Fellows, many of
whom are internationally recognised leaders in their respective fields.
Currently, Trainee Research Awards events are being held in all states and
the winners will present their research at the 2015 RACP Congress in Cairns.
In 2014, all states elected a new State Committee for a two-year term,
giving the committees an opportunity to take stock of their achievements in
2013–2014 and to set the direction for the coming year.
The opening of the 800-bed Fiona Stanley Hospital (FSH) was the focus
of attention for WA Fellows this year. State Committee members worked
closely with the College Accreditation Unit to enable uninterrupted training
for members during a period of significant organisational restructure in
the Public Health sector in Perth. Health system reform was also the focus
of the Vic/Tas Committee in 2014 as it will have major implications for the
Tasmanian health system in the coming year.
Members of the WA State Committee were also involved in advocacy for
children in detention, participating in a number of consultation forums and
the submission of a recommendations paper to government.
In the NT, State Committee focus has been on advocacy to reverse the
open speed limits policy in the interest of public health and safety, while the
QLD/NT State Committee was engaged by Queensland Health to provide

support and advice on health workforce and
recruitment issues.
A members survey was conducted by the
NSW State Committee to evaluate the
status of Acute Care Training in NSW, as a
result of which the Adult Medicine Division
Education Committee endorsed acute care
as a core component of compulsory training,
and during the year the SA Committee
worked with SA Health and the Minister
for Health in an advisory capacity on Rural
Workforce Planning, End of Life Care and
Unconventional Gas Extraction (fracking).
Two thousand and fifteen is shaping up to
be a busy year for all State Committees.
Members of the Vic/Tas and WA Committees
will continue to be involved in health reform
in Tasmania and the ongoing restructure
of the Public Health sector in Western
Australia, where support of remote Fellows
and trainees will be a priority and linking
of the College teleconference capability
with health sector telehealth services will
continue to be explored.
The focus for QLD/NT in 2015 will be on
increasing the College presence at training
sites, particularly in remote NT locations.
SA is settling into their new offices and is
planning a number of additional workshops
to support trainees. The NSW State Office/
Committee will also be focusing on
developing the College presence at the 40+
training sites in NSW.
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ADULT MEDICINE DIVISION IN 2014
Two thousand and fourteen has been a busy year for the Adult Medicine
Division (AMD), encompassing continued coordination of Adult Medicine
issues and a renewed effort in improving interactions between the AMD
Specialty Societies and the College. We have also completed a number of
projects of strategic importance this year.
The AMD Executive Committee has established a portfolio structure in
alignment with the College’s strategic priorities, with members appointed as
Lead Fellows for each strategic portfolio.
PORTFOLIO AREA

PORTFOLIO HOLDER

AMD EXECUTIVE MEMBER

Governance

AMD President

Professor John Wilson

Policy and Advocacy

AMD President-Elect/Lead
Fellow – Policy and Advocacy

Associate Professor Grant Phelps

Education and
Training

Chair, AMD Education
Committee

Associate Professor Mitra Guha

Fellowship

AMD Representative, Fellowship
Committee

Dr Helen Rhodes

New Zealand

Chair, AMD New Zealand
Committee

Dr Humphrey Pullon

AMD’s General Medicine Working Group produced a Green Paper
addressing pathways to specialist recognition in General Medicine, which
has been referred by the RACP Board to Education Services for actioning.
The AMD has also made progress on implementing recommendations of
the Chapter Fellowship Working Group. At the close of 2014, strategies to
resolve an FRACP pathway for Addiction Medicine are being considered by
the College Education Committee, and the Australasian Chapter of Sexual
Health Medicine has been consulted on the establishment of an FRACP
pathway in Sexual Health Medicine, with a strategy to be explored in 2015.
We have listened to the Specialty Societies on the issues of Selection
into Training (with a focus on Advanced Training Selection and Matching
panels) and Capacity to Train, which has led to two important pieces of
work currently being undertaken by Education Services. A Capacity to Train
discussion paper has been released to garner comment and feedback on a
proposed action plan to develop strategies to proactively manage capacity
to train. Currently, a Selection into Training policy is, at the time of writing,
available for broad consultation.
The Adult Medicine Division facilitated the contribution to this year’s RACP
Congress of clinical updates from 15 Specialty Societies, as well as the
excellent Priscilla Kincaid-Smith Oration from Associate Professor Richard
King and Cottrell Memorial Lecture from Professor Rod Jackson.
In the second half of 2014, the AMD’s focus has been on reviewing and
improving the relationships between the College and the AMD Specialty
Societies, with the goal of working with our society colleagues to build a
new model for collaboration founded on the three pillars of College activities
(education, policy and advocacy, and fellowship relations).
An early strategy to do this in policy and advocacy has been to invite AMD
Specialty Societies to nominate a Policy and Advocacy Lead Fellow to work
directly with AMD’s Policy and Advocacy Lead Fellow Associate Professor
Grant Phelps, and to enable better Fellow-to-Fellow interaction on policy and
advocacy matters.
Following the AMD Council’s very productive planning day in August, a
strategic planning session was convened in November, which enabled
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the AMD and its Specialty Society
representatives to reflect on priority issues
facing all physicians and, using these, to
brainstorm how interactions between the
Specialty Societies and the College might
be redefined and improved. This was a
positive and collaborative exercise, where
the respective roles and responsibilities of
the Specialty Societies and the College and
the complementary nature of many of these
were recognised.
The AMD’s priority for 2015 is to maintain
the positive momentum of this meeting and
develop tangible recommendations to reflect
our discussion and establish a new model for
collaboration.
AMD ACHIEVEMENTS 2014
AMD
Executive
Portfolio
Structure

Aligned to RACP strategic intent

Selection
into
Training

Specialty Society priority issue referred
to Education Services

Capacity to
Train

Specialty Society priority issue referred
to Education Services; consultation on
an Action Plan underway

Congress
2014

Clinical updates from 15 Specialty
Societies
Priscilla Kincaid-Smith Oration –
Associate Professor Richard King
Cottrell Memorial Lecture – Professor
Rod Jackson

Working
with
Specialty
Societies

Working together to build a new model
for collaboration:
August – AMD Planning Day
November – AMD Specialty Society
Strategy Session

Policy and
Advocacy
Lead
Fellows

Enabling Fellow-to-Fellow interaction
on policy and advocacy matters through
Specialty Society nominated Policy and
Advocacy Lead Fellows

General
Medicine
Working
Group

Green Paper addressing pathways
to specialist recognition in General
Medicine

Chapter
Fellowship
Working
Group

Strategies to resolve an FRACP pathway
for Addiction Medicine being considered
by the College Education Committee
Australasian Chapter of Sexual
Health Medicine consultation on
the establishment of an FRACP
pathway in Sexual Health Medicine –
implementation strategy to be explored
in 2015

Professor John Wilson
President, Adult Medicine Division
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PREPARING THE WAY FOR MEANINGFUL
COLLABORATION WITH THE SPECIALTY SOCIETIES
The new Learning Support Team in
the Fellows Learning Support Unit is
exploring opportunities to collaborate
with the Specialty Societies to amplify
their continuing education activity, either
through the use of College eLearning
platforms or education expertise.

Participants at the AMD Specialty Societies Strategy Session,
held on 6 November 2014.

The Joint RACP Specialty Society Forum
is being revitalised to ensure that it offers
opportunity for Specialty Society staff
and RACP staff to share information and
expertise, and to address operational
issues before they become problems. This
activity has already led to the RACP Events
Team undertaking a needs-analysis survey
of the Specialty Societies and reviewing
annual events booking procedures to
facilitate a better service to the societies.

The AMD comprises over 65% of College Fellows, and has direct
representation of 24 Specialty Societies on its Council. Over the course of
2014, considerable effort has already been made by the AMD to prepare
the way for a new approach to how the College works with all Specialty
Societies.

Most importantly, this year’s AMD
activity culminated in an AMD Specialty
Society Strategy Session, which was
held in November. At this session,
AMD Councillors and Specialty Society
representatives reflected on the priority
issues they had identified at their annual
Planning Day in August. These reflected
the domains of Education, Capacity to
Train, Workforce Planning, Continuing
Professional Development, and Policy
and Advocacy. Participants agreed that a
new model for collaboration between the
College and the societies was required
to meaningfully meet challenges in these
domains. Consequently, our priority activity
in AMD for 2015 is to take the ideas that
came out of this session and bring forward
a tangible proposal for a new model for
meaningful collaboration.

Education governance reform has been progressed through extensive
consultation with the various societies via their Specialty Advisory Committee
(SAC) members. This has resulted in the development of Terms of Reference
which reflect the input of the Specialty Societies, and we are embarking on a
discussion about resourcing of training activity.

Two thousand and fifteen offers ample
opportunity to build on our work in 2014
and continue to improve how the Specialty
Societies and the College work together to
achieve our common goals.

Efforts to improve policy and advocacy collaboration have led to an invitation
from the College to each AMD Specialty Society to nominate a Lead Fellow
– Policy and Advocacy to enable improved Fellow-to-Fellow liaison and
discussion on policy and advocacy matters. In addition, a triage process has
been developed to ensure that the College refers specialty-specific policy
and advocacy matters to the relevant Specialty Societies in recognition
of their particular expertise, and the initiative on maximising the value of
healthcare (see page 16) offers a unique opporunity for all our specialties to
advocate for effective physician interventions.

Professor John Wilson
President, Adult Medicine Division

A priority for the RACP Board is to strengthen relationships with physician
Specialty Societies in acknowledgement of the vital role played by them in
the education and training of physicians and our shared vision for excellence
in health and medical care.
This builds on recent efforts made by the 2012 Specialty Society Working
Group to produce a high-level Memorandum of Understanding (MoU) setting
out principles to underpin how Specialty Societies and the College could
work together. There is general agreement that, in the context of College
governance reform activity, the current MoU approach can be improved
upon by constructing a new model of collaboration to better recognise and
encapsulate the respective and complementary roles and responsibilities of
the College and the Specialty Societies.
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MESSAGE FROM
AFOEM PRESIDENT
DR DAVID BEAUMONT
For the period of my Presidency, the three pillars of focus will be revitalising
the Health Benefits of Work (HBOW) project, redefining the role of the
Occupational and Environmental Physician in the modern world of work, and
cementing relationships through member engagement and internal and external
communication.
Two thousand and fourteen began with changes to the College structure and
staff. This period of transition for AFOEM has been well managed and the
feedback has been positive.
Having been part of the AFOEM Council for just over four years, it has been
a privilege to see the Faculty achieve a great deal, both with industry and
member engagement, and I hope that focus on the areas I mentioned above will
see the Faculty grow further. I feel privileged to be in this role and accept the
responsibility it brings.

AFOEM President Dr David Beaumont

Key achievements in 2014
This year has seen revitalisation of the Health Benefits of Work; to date, 82
Australian companies and 46 New Zealand companies are signatories to the
Consensus Statement. The purpose of the Consensus Statement is to bring
together a wide range of stakeholders, who each affirm the importance of work
as a determinant of health and commit to:
• promoting awareness of the health benefits of work
• offering support and encouragement to those attempting to access the
health benefits of work
• encouraging employers’ continuing support of workers’ occupational health
• advocating for continuous improvement in public policy around work and
health, in line with the principles articulated in the Consensus Statement.
There has also been increased engagement with industry, with a number of
companies holding HBOW events to promote the Consensus Statement to peers.
An executive group, chaired by Dr Warren Harrex, has been formed and now
oversees the HBOW engagement with Industry.
Professor Tim Driscoll continues to lead AFOEM’s Education Committee which,
on top of its usual duties, is forming a working group to review research
proposals. This initiative is expected to increase the body of knowledge for
Occupational and Environmental Medicine (OEM).
The AFOEM Ethics Guidelines Review project is underway, with a working
group, chaired by Associate Professor James Ross, reviewing the current Ethics
paper in line with recent changes in legislation and the emergence of social
media and tele-medicine. AFOEM Fellows and trainees, as well as other doctors
working in OEM, will benefit from these revised guidelines as they will assist
them in navigating the ethical complexities specific to this field of practice. The
guidelines will also provide useful information to other stakeholders who interact
with occupational and environmental physicians, including employers, workers,
lawyers, the general public, insurers, the government and unions.
Project planning is underway for a key AFOEM project on the Role of the
Occupational and Environmental Physician. A defined scope is being developed.
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Key activities in 2015
In 2015, the AFOEM Council’s key focus will
be on building the profile of Occupational
and Environmental Medicine through
implementation of the Role of the Occupational
and Environmental Physician project and
the review of the AFOEM Ethics paper, and
externally through industry engagement with
the Health Benefits of Work and Management
of Chronic Disease in the Workplace projects.
The Council has committed to increasing
member engagement and improving member
value through operationalised promotion of
OEM and a regional engagement strategy.
A module on the environmental aspects of
OEM will be a key output, allowing strong
integration of Environmental Medicine at
training level and an opportunity for Fellows
with limited experience in the environment
to upskill.
The Policy and Advocacy Committee, led
by Dr Robin Chase, will continue promoting
the Consensus Statement, with key events
scheduled for 2015, and a signatory Steering
Group will be formed to promote peer sharing
and encourage exemplar companies to tell
their stories around the implementation of
Health Benefits of Work in their organisations.

DIVISIONS, FACULTIES & CHAPTERS

MESSAGE FROM AFRM PRESIDENT
DR STEPHEN DE GRAAFF

Australasian Faculty of
Rehabilitation Medicine
The Royal Australasian
College of Physicians

The AFRM Council is the peak decision-making body for the Faculty
of Rehabilitation Medicine. It provides leadership and advice in regard
to education in rehabilitation medicine and supports the professional
development of AFRM members.
The Council has developed a robust strategic plan for 2015 in order to
continue to provide best practice training and become an industry leader in
regard to health policy and professional affairs in Rehabilitation Medicine.
AFRM has undergone significant changes over the last 12 months, including
the education element of the Faculty being moved to Education Services
within the College.
The AFRM Council will continue to develop its strategic focus in 2015 in line
with the RACP Strategic Plan and to ensure progression of the Faculty and a
heightened profile for Rehabilitation Medicine as a profession.

Key achievements in 2014
• Training and Curriculum Mapping Review – our thanks to Dr Shari Parker
for her dedicated work on this draft document
• Horizon Document 2030 – an examination of trainee and Fellow
educational and professional requirements for the future
• Increased involvement of Rehabilitation Physicians in the development and
implementation of the National Disability Insurance Agency (NDIA)
• Strengthened relationships with the Australasian Faculty of Public Health
Medicine and the Australasian Faculty of Occupational and Environmental
Medicine

AFRM President Dr Stephen de Graaff

Australasian Faculty of
Rehabilitation Medicine
released in 2014 to support this goal, with
The Royal
further important initiatives
toAustralasian
be developed
College of Physicians
in 2015.
The FPAC Chair is a member of the College
Policy and Advocacy Committee (CPAC),
providing policy input from AFRM to CPAC
and receiving regular updates on CPAC work
and requests for commentary/endorsement.

• Support for the development of a Specialist Society for Rehabilitation
Physicians to allow us to develop our relationships beyond the College and
meet the unique needs of Rehabilitation Physicians

Position statements released in 2014 include:

Key focus and activities in 2015

• Equity of Access to Driving Assessment
for People with Disabilities

• Finalising the Training and Curriculum Mapping Review and determining the
way forward with its recommendations
• Implementing and supporting best practice training programs with the view
to consistency across the board (collaboratively with the Faculty Education
Committee)
• Ensuring a sustainable rehabilitation workforce through examining and
implementing recommendations from the Horizons Document 2030
• Increasing member satisfaction by ensuring AFRM Fellows are fully
informed and feel part of the College

Message from AFRM Policy & Advocacy Committee Chair
Associate Professor Andrew Cole
The AFRM Policy & Advocacy Committee (FPAC) develops Rehabilitation
Medicine position statements that endeavour to shape the health policy
agenda, fulfilling the obligations of Consultant Physicians in Rehabilitation
Medicine to the community they serve. A number of significant policies were

• Standards for Provision of Rehabilitation
Medicine Services in Ambulatory Setting

• Transition of Young People with Complex
and Chronic Disability Needs from
Paediatric to Adult Health Services
• Stem Cell Therapy for Children with
Cerebral Palsy
• Equity of Access to Quality Rehabilitation
Services for Rural and Remote
Communities, Including Australian & New
Zealand Indigenous Populations
The AFRM policy focus for 2015 currently
includes:
• (Minimum) Standards for Rehabilitation
Medicine in Telehealth Settings

Continued on page 36
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MESSAGE FROM AFPHM
PRESIDENT DR GREG STEWART
I was delighted and honoured to assume the Presidency of the Faculty of
Public Health Medicine in May this year. As significant College governance
reforms are under discussion, one of my key aims as President is to engage
Fellows and trainees of the Faculty in discussion about these reforms, as they
will provide the framework for the Faculty’s future role in and engagement with
the College.

Key achievements in 2014
Two thousand and fourteen was a year of reconsolidation and reinvigoration
of several important projects in the public health space. After a lengthy but
crucial groundwork period, the Global Health Curriculum was endorsed by the
AFPHM Council; a working party is currently being established to carry this
large piece of work through to fruition in 2015. The Curriculum aims to provide
a set of competencies in international health service not just for Fellows of
the Faculty, but for Fellows of the RACP and the wider international health
community. The work completed this year in endorsing the project ensures
that the focus can be on development and delivery in 2015.
After a hiatus, work has recommenced on workforce and trainee networking
projects. These are large and important bodies of work and will be a priority
for the Faculty over the next 12 months.
This year also saw a renewed focus on membership engagement on several
fronts. The Faculty met with our New Zealand colleagues in the NZ College of
Public Health Medicine at the Annual General Meeting in Auckland in May and
discussed the potential for common activities in advocacy and professional
development. Our aim is to improve allegiance and collaboration between the
two organisations. New Zealand members of the Faculty continue to make
a significant contribution to Faculty life through education, governance, and
policy and advocacy contributions.

AFPHM President Dr Greg Stewart

of actively engaged Aboriginal and
Torres Strait Islander public health doctors
and effective implementation of initiatives
flowing from this (including enhanced
cultural competence), working in
collaboration with the College's
Aboriginal and Torres Strait Islander
Health Committee (ATSIHC))
• Ongoing support for Specialist Training
Program sites and investigation of
training networking opportunities

Presidential visits to all AFPHM’s regions – including New Zealand – have
commenced and are designed to help strengthen ties between the Council
and the members. Encouragingly, they have been very well received. These
visits will continue into the New Year and beyond to ensure all members have
the opportunity to engage, particularly on matters such as College reform.

• Shaping the health policy agenda in
collaboration with the Faculty Policy
and Advocacy Committee and the
RACP Policy and Advocacy Unit

The year is closing with a sense that resources have been gathered and
readied for the push toward increased productivity in 2015.

• Ensuring pro bono work is more
attractive to Fellows to encourage
fellowship engagement

Key activities in 2015
• Global Health Curriculum to be integrated into the College to enhance
training in and beyond the College

• Increasing communication and
collaboration with our New Zealand
public health colleagues.

• Focus on the medical workforce, particularly around achieving critical mass

Continued from page 35
• Maintaining People’s Health – Rehabilitation Physician’s Role
in Community
• Rehabilitation in Oceania.
The FPAC will continue to develop its rehabilitation policy focus in 2015 in
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line with both the AFRM and RACP strategic
plans. The committee is passionate about
Rehabilitation Medicine being represented on
a number of College policy working groups
and will endeavour to ensure this occurs.

DIVISIONS, FACULTIES & CHAPTERS

THE ADULT MEDICINE DIVISION’S
CHAPTERS IN 2014

Left to right: AChPM President, Clinical Professor Douglas Bridge and AChSHM President, Dr Lynne Wray at the AMD Specialty Societies
Strategy Session, held on 6 November

The focus of the Chapters in 2014 has been on strengthening the
relationship with their Specialty Societies, streamlining the intersection of
policy and advocacy activity with that of the broader College, and delivering
scientific meetings and educational resources. Two Chapter Presidents
have taken office this year: Dr Lynne Wray has taken over the lead of the
Australasian Chapter of Sexual Health Medicine (AChSHM) from Associate
Professor Richard Hillman, while Clinical Professor Douglas Bridge is the
new President of the Australasian Chapter of Palliative Medicine (AChPM),
following the resignation of Associate Professor Rohan Vora. The President
of the Australasian Chapter of Addiction Medicine (AChAM), Dr Matthew Frei,
took office in 2013. The Chapters, supported by the Adult Medicine Division,
reviewed the terms of office of their senior office bearers and supported
bringing the terms of office of all Chapter Presidents into alignment with
the College election cycle 2014–2016. The Board finalised this adjustment
in November.
In 2014, each Chapter contributed an online educational resource to the
newly launched eLearning portal eLearning@RACP: the AChSHM transferred
its online module on Sexually Transmissible Infections (STIs) and Chlamydia,
which had previously been hosted by an external provider; the AChPM
developed an online module on Pain Management, aimed in particular to
Palliative Medicine trainees (please turn to page 42 for more information); the
AChAM developed an online module on Smoking Cessation, funded by the
Rural Health Continuing Education (RHCE) program. An additional module
on Treatment of Victims of Sexual Assault was developed by the AChSHM
through an RACP CPD grant and can be accessed via the AChSHM webpage
and the MyResources webpage.
In the policy and advocacy space, the Chapters actively collaborate with
the College Policy and Advocacy Committee and its reporting bodies. The
AChPM has strong representation on the End-of-Life Working Party, and the
AChAM on the Alcohol Working Party. In late 2014, the AChSHM issued a

position statement on the role of Sexual Health
Physicians, which will underpin future policy
and media activity.
The AChAM and AChSHM hold regular clinical
update meetings: the AChAM, in collaboration
with the Royal Australian College of General
Practitioners and the Royal Australian and New
Zealand College of Psychiatrists, holds the
biennial International Medicine in Addictions
Conference. The next conference will be
held in Melbourne on 20–22 March 2015 and
registrations are now open; more information
can be found on the AChAM webpages. The
AChSHM holds a one-day conference in March
every year: the 2014 conference was held in
Melbourne and the 2015 event will be held on
6 March in Sydney, prior to the Sydney Gay and
Lesbian Mardi Gras weekend.
Work that has been progressed in 2014 and will
continue in 2015 includes the application to the
Medical Council of New Zealand for recognition
of Addiction Medicine as a vocational scope of
practice, and the recommendation that FRACP
pathways be established in Addiction Medicine
and Sexual Health Medicine.
The AMD Chapters in 2014
Australasian Chapter of Addiction Medicine
Australasian Chapter of Palliative Medicine
Australasian Chapter of Sexual Health Medicine
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ANNOUNCING A NEW APPROACH TO
SUPPORTING TRAINEES IN DIFFICULTY
I am very pleased to inform you that the College Education Committee (CEC)
has formally approved the Trainee in Difficulty Support (TIDS) Policy for
implementation in January 2016. I know that many of you have been both
eagerly and patiently awaiting the finalisation of this important policy and its
anticipated benefits for trainees, supervisors and College committees.

Introducing a clear support framework
Introducing a clear support framework for trainees experiencing difficulty
in RACP training programs, the policy is underpinned by key principles
including patient and trainee safety as a priority, early intervention and
local remediation, transfer of educational information between supervisors/
rotations, and a focus on support and solutions.
The Trainee Support Pathway provides tailored avenues for supporting
difficulties relating to trainee performance or progression, the training setting
and the trainee–supervisor relationship. It also makes clear that employment
matters will be dealt with by the employer through Human Resources policies
and not by the College.
Key components of the support process include:
STAGE 1
Local training setting support
Supervisor, DPE

Identify, assess and diagnose, support and
manage.

STAGE 2
Committee monitoring and review
Relevant training committee or, in the
case of training setting difficulties, the
accreditation committee or equivalent

Unresolved difficulties are referred to
the relevant committee for appropriate
action, for example the initiation of
a site accreditation visit. In the case
of unresolved trainee performance/
progression difficulties, the training
committee will review the relevant
documentation and make a progression/
certification decision, which may require an
additional period of support to be delivered
in the local training setting.

In the case of trainee performance/
progression difficulties, this will be through
development of an Improving Performance
Action Plan.

• A number of refinements to improve the
clarity of particular components
• Renaming of the Learning Action Plan
(LAP) to Improving Performance Action
Plan (IPAP)
• Provision for training committees to take
the decision to exit an underperforming
trainee from the training program
following a Stage 3 Comprehensive
Review of Training. Education
committees will only become involved
where the decision is required to be
reviewed under the Reconsideration,
Review and Appeals process.
On behalf of the CEC and the College
membership, I would like to acknowledge
the considerable work of the Policy
Development Working Group under the
leadership of Professor Peter Ravenscroft,
and also the work of the Peer Review
Working Group under the leadership of
Dr Catherine Yelland. I would also like to
thank the many College members and staff
who provided input and feedback during
the various phases of development; these
insights have informed and improved the
final product.

Preparing for implementation of
the policy

Member feedback has been invaluable in informing development and
finalisation of this policy. Led by Dr Catherine Yelland, the Peer Review
Working Group met on 10 October in Sydney and made a range of
amendments to address consultation feedback and further refine the policy
and process. These amendments included:

Throughout 2015 there will be a focus on
communication and resource development
to support application of this policy in 2016.
In particular, supervisors will need resources
to help them effectively apply this support
framework in the field. Education Services’
Training Support Unit will play a key role
in supporting members to implement the
process. The Interim Trainee in Difficulty
Pathway will remain in place until January
2016. The new policy and process can be
viewed on the College website at www.
racp.edu.au/page/education-policies. I
encourage you to have a look at these
important documents.

• A greater emphasis on the training setting and supervision difficulties to
address the earlier weighting towards trainee performance difficulties

Dr Jonathan Christiansen
Chair, College Education Committee

STAGE 3
Comprehensive review of training
Relevant training committee

Replacing the current Independent Review
of Training process, this evidence-based
review will be undertaken by the relevant
training committee to determine whether
a trainee with significant or persistent
performance/progression difficulties should
continue in the training program.

Shaping the final version of this policy through
consultation feedback
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WHAT WORKING GROUPS OFFER PARTICIPANTS

Members of the Basic Training Curricula Review Working Group in April
Back row (left to right): Dr Arvin Damodaran (Co-Chair), Dr David Thomas (Co-Chair), Dr Paul Fullerton, Associate Professor Ian Carney,
Dr Raewyn Gavin (Co-Chair), Dr Greg Williams, Dr Cheryl Johnson, Clinical Associate Professor Nat Lenzo
Front row (left to right): Dr Julia Sgarlata, Dr Alice Stewart, Dr Ann Gillett (Co-Chair), Dr Simone Martin, Dr Maria Kirby

Fellow and trainee participation in working groups can be a rewarding and
career-changing experience. Since 2010, Dr Patrina Caldwell has been
involved in two working groups and said it was an opportunity to come
together and create change with other enthusiastic and passionate Fellows.
Most recently, she chaired the RACP Research Projects Working Group and
was a member of the Advanced Training Research Projects Peer Review
Working Group, both of which met across three days earlier this year to work
towards similar outcomes.
“People were happy to work out a good solution for the College rather than
their own agenda,” Dr Caldwell said.
Her biggest highlight was when the 40 person group achieved consensus.
“There were so many different opinions and ideas,” she said. “Everyone felt
heard, issues were aired, addressed and thought about carefully.”
Dr David Thomas (pictured above) has been involved with three working
groups and said his interest in curriculum led him to joining the Basic Training
Curricula Review Working Group last year.
“There were still improvements that needed to be made and I wanted to
ensure this situation encompassed teaching and learning resources required
and assessment, as well as planning for formal evaluation of the curriculum,”
Dr Thomas said of his Co-Chair role.
“The project has a fair way to go. We’ve agreed on principles of how its set
and how to advance these.”
Dr Simone Martin (pictured above) has been a trainee member of the Basic
Training Curricula Review Working Group for about two years and said it’s
likely to run another three years.
“I feel very strongly that a usable, effective curriculum is essential to
achieving a successful training program and building a Fellow,” Dr Martin said.
With a general interest in education, Dr Martin said it was a natural fit for her
to be involved with the group after working as a tutor during high school
and currently as a sessional lecturer at Monash University, teaching
medical students.

Bringing a trainee perspective to the group is
something she views as critical.
“You need trainee representation – they are
affected by the changes and know if the
changes are working,” Dr Martin said.
“Consultants reminisce on training. (But)
medicine moves quickly, the environment has
changed even compared to 5–10 years ago.”
One of the unexpected highlights for Dr Martin
was meeting members who have now become
mentors.
“It was an additional bonus – meeting people
that I look up to, who are at a point in their
careers that I would like to be at in 10 years.”
In encouraging others to join Working Groups,
Dr Martin said often people were quick to
criticise but not to be part of the solution to
make change.
“People complain about exams but nobody
wants to do anything about the curriculum,”
Dr Martin said. “You need to change from the
inside instead of complain from the outside.”
On shaping future learning, Dr Martin said it
was a win–win for everyone involved. “The
College gets more engaged trainees and more
engaged Fellows.
“People sometimes whinge about time
commitment, but I feel from a time commitment
point of view, there are many benefits for the
College, myself personally and professionally,
and for the other people involved in that
community whether or not they see the benefit
of having a trainee in the group.”
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EDUCATING 21ST CENTURY DOCTORS:
THE CANADIAN EXPERIMENT
Key themes of the International Conference of Residency Education (ICRE),
23–25 October 2014, Toronto, Canada

Participants in the International Medical Education Leaders Forum, held in Toronto, Canada in conjunction with the ICRE event.

Canada is on the cusp of a revolution in education. The remark that Osler
would not recognise medical care in Canadian healthcare settings, but may
be more familiar than he liked with the way trainees are educated, was a key
tenet of the conference. But all things medical education in Canada are
about to change …
The Royal Canadian College has embarked on a multi-year project to
introduce its Competency by Design approach to medical education
throughout specialist training in Canada. Key features of this new way of
educating include a focus on Entrustable Professional Activities (EPAs) and
milestones. With strong face validity, these concepts centre on issues core
to many supervisors’ and training program directors’ concerns with current
models of medical education: how to ensure that a trainee can be trusted to
do particular core and high-risk tasks in the workplace and how to ensure
that these tasks are staged in explicit outcomes of progression which can
be tracked and monitored over the course of a trainee’s learning. Such
an approach marks a significant shift from the current “teabag” method of
medical education whereby maturity is measured in time.
Drawing on lessons learnt from practice and the literature, the new model
of training focuses on the importance of regular and extensive sampling in
assessment.1 This is in stark contrast to the idea of training being measured
by a monolithic final examination. The rationale for this shift in emphasis is
that assessment is seen as continuous and providing ongoing information
about a trainee’s progression. The key benefit of this new approach is that
assessment events can be more easily integrated into practice rather than
being impacted by the disruptive effect to learning and workflow caused by
exam preparation whereby trainees invariably “disappear from the wards
and have their heads in the books”. From an educational perspective, there
are additional benefits: work-based assessments are a more authentic
assessment of a trainee’s performance in the real world of work in that
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they focus on “does” which is at the top of
Miller’s (1990) pyramid2, whereas exams
generally focus on knowledge testing,
which is at the lower end of the pyramid. A
further advantage of such a model is that
continuous assessment in the workplace
provides opportunities for assessors to gather
evidence to diagnose the learning needs of
all trainees, including those in difficulty. This
allows opportunities for early intervention
in problems and the ability to provide timely
and targeted support to help keep such
trainees on track. By contrast, the traditional
assessment method of the monolithic final
exam comes late in training and provides little
or no time for remediation.
The question of how much autonomy a doctor
has at the end of training is a further key
concern with the current system of training
in Canada. Flicking a switch resulting in
graduation as Fellows directly after the exam
is seen to be an artificial divide. To address
this and improve readiness for practice,
the Canadians are planning to introduce a
new phase in their continuum of training –
“transition to practice” whereby residents
will undertake some additional training
and assessment post-exam and prior
to certification.

EDUCATION

Another key theme in Canada’s journey towards Competency by Design is
an increased interest in and desire to appreciate the subjectivity of decision
making. Drawing on the work of Van der Vleuten (2012)3, it is argued that
subjectivity has traditionally been demonised as the poor cousin of objectivity,
with its preferred focus on evidence and standardisation. Making the shift
to appreciating the need for subjectivity in assessment is a hard sell in an
environment which has traditionally privileged objectivity and measurement of
assessment outcomes by psychometricians. Central to this debate is the need
to ensure that a third way is found between subjectivity and objectivity where
lessons learnt from standardisation and evidence-based decision making are
coupled with a focus on expert decision making by assessors. There is a call
for increased rigour around how assessors make decisions and their tools for
making fair and transparent judgements which are defensible for the trainee,
the system and the broader community.
The push towards Competency by Design will be assisted by the emerging
third iteration of the CanMEDS framework (now available in a consultation draft
form).4 This framework differs from the previous iterations in two key ways:
the domains are linked to a concept of a series of transitions which begin at
entry to training and continue through to retirement from professional life,
and each domain of the framework is presented with a series of prototypic
milestones which are matched to specific career stages. This professional
lifespan perspective incorporates the concept of progression through training
via demonstration of competence in a series of steps through entry, acquisition
of foundations and then development of core competence in the chosen
discipline before supported transition to independent practice. This integration
of agreed milestones for professional development and independent practice
with the world’s dominant framework of professional competencies is an
extraordinary achievement for the Royal Canadian College, and it is evident
that international interest in the framework is very high.
There are undeniable system differences between Canadian and Australian
and New Zealand Colleges, the most notable being that the Royal
Canadian College’s main role is standard setting and accreditation, with the
implementation of specialist programs occurring in university-run specialist
training programs. Nevertheless, there are many similarities with educational
developments in Australia and New Zealand. In terms of benchmarking with
the RACP, similar curriculum development projects are being undertaken in
Canada as are in progress at our own College. Since 2012, a working group
for Basic Training, with representation from both Adult and Internal Medicine
and Paediatrics and Child Health, has been redesigning the Basic Training
curricula to incorporate milestones and Entrustable Professional Activities.
Many of the challenges facing the Canadian training system are also those
of Australia and New Zealand. These include the need for an evolution
in the learning cultures in healthcare settings such that “Failure to fail” is
addressed. Equally, there is a need for increased focus on how we implement
new curricula redesign systems which includes careful piloting, progressive
refinement based on lessons learnt and training for faculty. Curriculum design
is seen as akin to large-scale change experienced in fields outside medicine,
such as engineering, where complexity theory, change management and
project management smooth the path of conception to implementation. There
are also some emerging shared challenges for which both the Canadian and
Australasian contexts have yet to find answers. These include the issue of
how to teach and assess collective competence, as proposed by Professor
Lorelei Lingard, which suggests that competence is not just something to
be demonstrated by individuals but also at team and system level. Equally,
threaded throughout all sessions was the call to establish smarter and more
efficient technology-enabled solutions to educational approaches to ensure
that we train using the technologies residents already use in other spheres of
their lives, as well as to keep our eyes firmly on the future to ensure that the
technologies we choose are leading edge.
In addition to Professor Lingard’s plenary address on the competence of teams,
the other ICRE plenary sessions were devoted to exploring the role which

digital technology can play in postgraduate
medical education now and into the future.
A presentation on the Khan Academy’s new
push into providing resources on medicine
and health showed the potential value of
staged provision of material in a logical
progression.5 Although the current examples
available are too slight to suggest that the
Khan Academy will be an effective disruptor
of conventional residency/specialty training
processes at this stage, the proof of the
principle was quite evident.
Two other plenary sessions addressed
the innovative use of digital technologies
in training and emphasised that training
organisations were often well behind
consumers, and that a conventional approach
of waiting for formal evidence of validity
or effectiveness for any individual initiative
would be largely futile. Despite this, one
of the quotes of the meeting came from
the presentation by Dr Mike Evans, an
emergency physician with a wide electronic
media and online reach in Canada.6 In the
midst of a whirlwind demonstration of online
tools, techniques to direct attention such
as “nudging” and complex animations, he
made the point that approaches to patients
needed to recognise their understanding and
perspectives and suggested that the way
to do this was to “develop evidence based
stories and embed them in relationships”. This
explicit recognition that, even in a digitally
enhanced world, it is still really all about the
patients provided a powerful point for the end
of the meeting.
Apart from the impressive educational
approach of the CanMEDS project, what is
particularly remarkable about the Canadian
experiment is their ability to mobilise the
efforts of teams of experts, both national
and international, to bring this mammoth
task to fruition. In this way, their aim is not
only to get the job done but also to build
ownership and a cadre of champions so that
the change which is experienced extends
beyond a neatly written document to radical
change in the training of residents of the
future. Importantly, central to their goals is a
firm focus on ensuring that rigorous systems
are in place, drawing on best practice and
current thinking in medical education,
for accountability to the community and
maintenance of public trust. This ensures that
Colleges will continue to play the key role in
monitoring their own professional practice
based on renewal and improvement of the
skills of physicians of the future.

For references see page 42.
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PALLIATIVE MEDICINE
PAIN MANAGEMENT MODULE

Working group members Dr Anil Tandon (Chair) and Dr Elissa Campbell being filmed for the module’s welcome video

Pain management is an area of medicine in
which there are variable levels of evidence to
guide practice and often divergent opinions
on management. A working group of Fellows
and trainees collaborated with College staff
to develop an online Palliative Medicine Pain
Management module, specifically designed
to address this important area of the Palliative
Medicine Advanced Training Curriculum.
The module offers both long and short case
studies. Long cases include topic areas such
as palliative care in the community and tertiary
and in-patient settings. Short cases cover a
range of topics including opioids in renal failure,
prescribing errors, and non-pharmacological
management of pain.
The College acknowledges the hard work of all
working group members and peer reviewers
who contributed to the successful development
of this resource.
The Palliative Medicine Pain Management
module is now available to all College members.
For more information:
• Visit https://elearning.racp.edu.au
• Email learning@racp.edu.au

An example short case – Opioids in Renal Failure

References for article on pages 40–41
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2015 PREP PROGRAM REQUIREMENTS
HANDBOOKS
The 2015 editions of the Physician Readiness for Expert Practice (PREP) Program Requirements
Handbooks are now available on the College website!
Why do we need handbooks?
The handbooks set out the training requirements for each of the College’s
training programs and are essential reading for trainees and their
supervisors.
Handbooks are updated annually, following a cycle of review, development
and consultation on training program requirements, so you should always
refer to the latest edition for any updates.

Why is there a new edition each year?
The College recognises that an essential part of continuous improvement
is the regular review of training program requirements. This regular
review ensures that the College responds appropriately to changes in the
regulatory and training environments, to deliver quality training outcomes.
Any changes that have been made to handbook content and the training
program for 2015 are incorporated in the handbooks and highlighted for
easy reference in a blue box on the second page of each handbook.

How can I access the handbook
for my training program?
The 2015 handbooks are available in PDF
format at www.racp.edu.au/page/trainingrequirements.
The 2015 PREP Program Requirements
Handbooks will become available through
the handbook web browser (handbooks.
racp.edu.au) in late January 2015. Until
then, the handbook web browser
will continue to display the 2014
handbook editions.

Questions?
Email us at: handbooks@racp.edu.au.

CHANGES TO MyCPD IN 2014
– FEES FOR LATE AND
ALTERNATIVE SUBMISSIONS
The Pricing Working Group, established by the RACP Finance Committee,
has reviewed the processes for managing late Continuing Professional
Development (CPD) submissions and submissions by alternative means,
and has agreed to set new fees for these services, as below.

Late submissions
The College provides three months after the end of the CPD year for
participants to complete their CPD submission, then closes the program
so that certificates of completion can be issued. From 31 March 2015, a fee
of A$100 (plus applicable GST) will apply to the processing of submissions
received after the program closing date. The fee will cover the cost of
processing late submissions so that it is not borne by members in general.

Alternative (paper-based) CPD submissions
The College recommends MyCPD online to all members as the best way
to track CPD participation. Alternative methods of submitting CPD were
previously only available in exceptional circumstances on application to the
College. In 2014, alternative paper-based submissions will be processed

by College staff on your behalf for a fee
of A$200 (plus applicable GST). Providing
this service will simplify CPD participation
for some members. The fee will cover the
cost of this service so that it is not borne
by members in general. Please note that
the CPD program requirements (categories
and credits) are the same for members
submitting by paper as for those submitting
online.
Please contact the CPD Unit if you have any
questions or require assistance with any
aspect of CPD (MyCPD@racp.edu.au or
+61 2 8247 6201).
Dr John O’Donnell
Honorary Treasurer
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SUNRISE OR SUNSET?
The future of the Rural Health Continuing Education (RHCE) Stream One
sub-program for medical specialists

When the RHCE program was initiated in 2010, it was envisaged it would
play an important and dynamic role in helping to retain medical specialists in
rural areas and in encouraging new practitioners to work outside of the
metropolitan centres.
Although the future of the RHCE program is at present still uncertain, there is
no uncertainty about the commitment to the program of the Specialist Medical
Colleges (SMC).
At the RHCE Planning Forum held recently in Melbourne, 31 participants
gathered to discuss and review proposed projects, submitted in the
expectation of the announcement of continued funding for the program.
Attendees included rural Fellows, College representatives, senior management
and members of the Program Management Committee.
Of the 31 proposed projects, the greatest interest was generated by those that
offered online resources and mobile access to self-care by rural practitioners;
workshops for surgical teams at rural sites; practice visit networks and peer
support; development of leadership skills in rural emergency departments; and
Treatment of Chronic Heart Failure in Rural and Remote Australia, submitted by
the RACP.
The Forum also provided an opportunity for the Colleges to identify potential
crossovers and possibilities for collaboration on projects, which would improve
future funding applications.
Dr Lee Gruner, Chair of the Education Sub-committee of the Committee of
Presidents of Medical Colleges (CPMC), facilitated the day, which began with a
welcome by the CPMC Chair, Associate Professor Michael Hollands.
There followed a number of presentations, the first of which was given by the
RHCE Program Manager, Michael Davidson, who spoke about the program,
its background and its current status. He then went on to talk about the RHCE
website and the development of a toolkit to help support SMC Project Officers
to evaluate RHCE projects.
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Representatives from five Colleges gave
presentations on completed projects. Their
presentations focused on the identification
of common problems, effective ways for
Colleges to work together and lessons for
future projects.
The feedback from the day was very
positive, with participants welcoming the
opportunity for networking and discussion.
The past four years have seen the RHCE
program steadily grow and encourage
collaboration between the Specialist
Medical Colleges. This, in turn, has resulted
in the delivery of high-quality, targeted
CPD opportunities and resources, many of
which are applicable across specialisations
and disciplines.
These free resources can be accessed
through the RHCE website:
www.ruralspecialist.org.au.
For more information about the RHCE
program and an update about future
funding rounds, visit the website and
subscribe to the RHCE newsletter.

RHCE is an initiative of the Australian
Government, Department of Health and is
managed by the Committee of Presidents
of Medical Colleges (CPMC).
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EXPLORING BEST PRACTICE METHODOLOGY
FOR SELECTION INTO PHYSICIAN TRAINING
As the College progresses development of its Selection into Training Policy, Dr Martin Veysey, Chair
of the Selection into Training Policy Development Working Group, provides an overview of current
thinking at the RACP around this important issue.

Situational Judgement TESTS (SJTs)
SJTs are written assessments designed
to measure an individual’s judgement in
hypothetical scenarios. The individual is
presented with a scenario that they may
encounter in the workplace; they are then
asked to select the most appropriate response
or to rank the responses in the order they feel
is most effective.

Multiple Mini Interviews (MMIs)
An alternative to panel interviews, MMIs involve
interviewees visiting multiple stations for a few
minutes each with new scenarios, questions
and marking panels encountered at each
station. MMIs are easily tailored to suit selection
criteria, and while mainly used to assess
professional qualities, they can also be used to
assess cognitive ability.

Professor Martin Veysey presenting at the Selection into Training Forum

Selection of candidates with the best capability and aptitude for physician
training and practice is essential to realising the College’s constitutional
object to “educate and train future generations of physicians”. The College
Board has articulated as a key outcome for 2015 that “the physician
workforce for the future is clearly defined with robust selection pathways
able to meet workforce needs”.

Progressing development of a policy
The Selection into Training Policy Development Working Group has made
significant progress in drafting a high-level policy, which is currently under
consultation with members and other stakeholders. The draft policy
sets out:
• Principles that underpin selection into RACP training
• Roles and responsibilities between the RACP, RACP accredited training
settings, health service jurisdictions and employing institutions
• Eligibility criteria to enter a College training program
• Criteria and standards for the conduct of selection processes within
College accredited training settings
• A high-level step-by-step process for selection.

Determining a robust and feasible process
Unsurprisingly, determining a robust process for selection into training
which is feasible in the current environment of variable selection practices

as well as employment contract practices
across the range of jurisdictions and
training settings in Australia and New
Zealand has proven to be challenging.
These challenges have been confirmed
through early consultation with
stakeholders.
In November, the College hosted a
Selection into Training Forum, bringing
together key stakeholders and experts
in the field of selection into postgraduate
medical education to explore the future
direction and process methodology for
selection into RACP Basic Training. We
were extremely fortunate to have a panel
with significant expertise in this field,
including Professor Fiona Patterson, a
leading selection expert and researcher
from the UK, Associate Professor Chris
Roberts from the University of Sydney
and Robert Hale from General Practice
Education and Training (GPET).
Over 40 Fellows, trainees and stakeholders
from across Australia and New Zealand
convened in the Sydney offices for a full
program of presentations, activities and

RACP News / DECEMBER 2014

45

EDUCATION

Among the participants at the Selection into Training Forum (left to right) Dr Robbert Duvivier and Ms Sabrina Lobo

discussions. A major focus of the forum was on the research and evidence
base for Situational Judgement Tests (SJTs) and Multiple Mini Interviews
(MMIs) – see boxes on page 45 – with the literature suggesting these
newer assessment methods tend to have a higher predictive validity than
traditional methods. The perceived merits and limitations of SJTs and MMIs
were discussed with reference to the physician context.

Exploring how the College might utilise SJTs and MMIs
Implementation of a robust and defensible selection process is particularly
challenging in large and complex organisations. Robert Hale shared GPET’s
experience of implementing a nationally consistent, open, fair merit-based
selection process for General Practice training using SJTs and MMIs.
Highlighting the challenges and the resources that are required when
implementing a new selection process, he emphasised the importance
of open and regular communication, the use of experts and technology,
and a robust decision-making process. The unique complexities of the
environment for selection into physician training were emphasised and
discussed by participants, including some of the issues surrounding
capacity to train.
There was enthusiasm to conduct a pilot for selection into RACP Basic
Training using SJTs and MMIs, tempered with some caution with regard to
the steps necessary to properly plan, prepare for and conduct such a pilot,
including the need for greater clarity around the College’s intention for how
these tools might ultimately be used.
The forum enabled lively and robust discussions which will help the College
shape its future strategy for selection methodology and the continued work
of the Policy Development Working Group. Selection into training is high-
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Selection into training is
highstakes assessment: it
determines whether a trainee
gains entrance into the
College’s training programs and
commences on the pathway to
their chosen discipline.
stakes assessment: it determines whether
a trainee gains entrance into the College’s
training programs and commences on
the pathway to their chosen discipline. It
is critical that we position ourselves well
moving forward and I urge colleagues to
provide comments and feedback on the
draft Selection into Training Policy which is
open for consultation at www.racp.edu.au/
page/education-policies.
Associate Professor Martin Veysey
Chair, Selection into Training Policy
Development Working Group

DOCTORS’ HEALTH

WHEN DOCTORS BECOME ILL …
Many doctors who have suddenly become patients in their own hospitals have written about their
experiences on the “other side” of the health system. Here, Dr Peter Wallis tells his story and talks
about what he has learned from this about work–life balance and what patients often go through after
leaving hospital.

Dr Peter Wallis with his wife Dr Amanda Wallis in South Sudan prior to his illness

I don’t remember much about my time in hospital, but having been sick has
taught me a lot about the effects of illness after the acute hospital care has
ended. In 2012, my wife, Amanda, and I went to South Sudan to work with
Médecins Sans Frontières (MSF) in a women’s and children’s health project.
Being able to provide free medical care to some of the poorest children on the
planet was an amazing experience, but the job was not without its challenges.
Exceedingly hot weather without air-conditioning, or even electricity at night,
long working hours, the emotional stress of watching so many children die and
limited food variety took their toll, and with just 10 days to go of our six-month
mission I had lost 17 kilograms and was ready for a well-deserved break.
Things had slowed down towards the end of the malaria season and we only
had 100 inpatients on the paediatric ward, so my colleague and I stopped for
a cup of tea after our ward round. I was feeling a bit “fluey”, so she sent me
home to have a nap for the rest of the afternoon. Next thing I remember I was
in a ward in Nairobi, Kenya, and 10 days had passed. The intervening events
have been filled in for me by Amanda.

Amanda
Pete called me in the late afternoon while I was still at work to ask me to bring
him some pain relief for his headache that wouldn’t go away.
I knew things were not good when, eight hours later in the middle of the night,
I hadn’t been able to control his fever, vomiting or headache. The malaria test
was negative. But he no longer knew my name (we’d been married for over
four years by then!) and thought we were in a town in Australia we’d never
been to. Calls were made to ask for emergency retrieval.
Fifteen hours later, we were all very relieved to be meeting the retrieval plane
on the dirt airstrip, with ventilator, intensivist and oxygen on board. Pete was
being handbagged as we had to sedate and intubate him as he had developed

status epilepticus. After a rather hairy ride
through a tropical thunderstorm, we arrived at
an intensive care unit in Nairobi, where Pete
would spend the next few days before being
transferred to the high dependency unit, and
then the ward, with a diagnosis of encephalitis,
no recollection of the last six months and very
patchy recollection of life and friends
before this!

Peter
I spent two weeks in hospital and a further week
resting up in Nairobi before the long flight home.
By the time I got back to Melbourne, I had mild
ataxia, difficulty with finding words and very
poor physical and mental stamina. I needed a
couple of naps to get me through the day and I
found walking around the block tiring. I looked
very well though: a few weeks of good nutrition
meant I had regained the weight I had lost in
South Sudan. When a healthy looking man in his
thirties is walking around the supermarket on
a weekday morning and he can’t seem to walk
in a straight line and seems to be struggling to
put his words together, people look away: he’s
clearly drunk at this time of the morning. Seeing
myself through the eyes of others during this
period taught me not to be so quick to judge.
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working full-time. Then it was time to move
on to my emergency department rotation.
Emergency was exhausting. Again, it’s the
things the brain does in the background
that you don’t notice until your reserves
have dropped. The emergency department
is a very noisy place and normally the brain
filters out this noise and lets you concentrate
on what you’re doing, but this takes a lot of
mental energy. I had to back off in emergency
and then, unsurprisingly, on my night ward
cover job, before finally pushing back to a
full-time rotating roster one year post-illness. I
still, however, more than two years down the
track, struggle in noisy environments.

Preparing Peter for the trip to Nairobi

Waiting for the retrieval plane to take off and ferry Peter to hospital in Nairobi

In the first month or two my recovery was rapid, the ataxia disappeared, and
I was back on my bike. With the help of a rehabilitation program, my stamina
improved. We moved into a new house in Melbourne and prepared to start our
new jobs.
Those of us who don’t deal with damaged brains outside of the hospital
environment don’t notice how much the brain’s activity level changes during
the day. Four months after having spent just two weeks in hospital, I went back
to work. By this stage, I could push through the day without a nap and thought
I was doing pretty well. It was a surprise to me then that my supervisor at the
Royal Children’s Hospital (RCH) and my rehab physician agreed that I should
start with four hours a day for three days in the first week. I was amazed by
how tiring work was. After my first four-hour shift, I went outside, caught the
tram in the wrong direction and got thoroughly lost in the city I had grown up
in. I was exhausted.
There is a big difference between getting through a day at home and going
to work. Previously, my brain had the ability to absorb this difference, and of
course I hadn’t noticed that. Rehab had prepared me to function at a “normal”
level, but not at the level I needed to be able to function as a doctor.
Over the next three months, and with a lot of support from the RCH and my
colleagues, I managed to get to a level in my ward job where I was essentially
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As a profession, doctors have a very strong
work ethic. We are used to pushing through
fatigue to work long shifts through the night.
We also have a culture of dragging ourselves
in to work no matter what ails us, because if
we don’t do our job, someone else will need
to cover it. It is therefore very difficult to back
off just because you’re tired. After suffering
a brain insult, however, you can’t just push
through the fatigue. Quite apart from the
headaches, the brain just ceases to function.
This presents a danger to our patients as well
as to us. As guilty as I felt taking the odd sick
day and going for a walk around the park, the
next day I could function much better at work,
and in the end I had to swallow my pride and
reduce my hours at work.
Finding the balance between pushing to
make progress, which becomes slower and
slower as you approach the asymptote, and
pushing too hard and falling backwards is
difficult – especially when you throw reverse
culture shock into the mix! I found that
focusing just on work and not allowing myself
the time to ride my bike or go for a walk was
counterproductive, and I started to make
more progress when I took a more balanced
approach to life.
Working in South Sudan was not my first
foray into developing world medicine, and
I hope that it won’t be my last. It was an
amazing experience that, despite becoming
unwell, I certainly don’t regret. I hope that by
recovering from my short stint in hospital and
experiencing what occurred later has given
me more insight into what my patients go
through once they leave this institution, as
well as making me less judgemental
towards others.
Dr Peter Wallis
Advanced Trainee, Paediatrics
Dr Amanda Wallis
Advanced Trainee, Australasian College for
Emergency Medicine

ADOLESCENT & YOUNG ADULT MEDICINE

LEADING THE WAY IN GENDER
IDENTITY SERVICES
RACP News recently spoke to paediatrician Dr Michelle Telfer, Clinical Lead of Adolescent
Medicine at the Centre for Adolescent Health, Royal Children’s Hospital in Melbourne, about the
Centre’s Gender Dysphoria Service.

RACP News: Why was the Gender Dysphoria Service established?
Dr Telfer: Mental health outcomes for adolescents with gender identity
issues are quite frightening. Adolescents with gender dysphoria (GD)
who don’t have support or access to treatment have a self-harm rate of
50% and an attempted suicide rate of 30%. The rate of attempted suicide
across the lifespan of individuals with GD who do not have access to
treatment is around 50%.
Our Gender Dysphoria Service comprises a multidisciplinary team
of Adolescent Physicians, Child and Adolescent Psychiatrists,
Endocrinologists and Gynaecologists who work together to provide the
best possible treatment for adolescents with GD to improve their quality
of life. Our clinical pathway is based on the very successful work of the
team known as the “Dutch Group” in Amsterdam. They pioneered the
multidisciplinary treatment of gender dysphoria using puberty blockers in
early adolescence and cross-hormone treatment from the age of 16 years.

RACP News: How does this treatment work?
Dr Telfer: The treatment involves the administration of GnRH analogues
(also referred to as puberty blockers) at the beginning of puberty,
ideally from Tanner Stage 2. When an adolescent with GD starts to
develop secondary sexual characteristics, puberty blockers arrest this
physical development but allow emotional and cognitive development
to proceed as usual. This treatment is entirely reversible and gives the
young person time to decide what long-term approach to treatment
they wish to take. Once a patient is 16 years of age, if they continue to
identify as transgender and wish to proceed with medical intervention,
we use hormone treatment, which is only partially reversible. Patients
born biologically female but identifying as male are given testosterone.
This causes deepening of the voice, development of facial and body
hair, and masculinisation of the facial bones and body with decreased fat
around the hips and thighs. Patients born biologically male but identifying
as female are commenced on oestrogen, which results in breast
development and feminisation of the body in terms of fat deposition and
skin changes.
If treated at the optimal time with puberty blockers and cross-hormone
treatment, individuals can achieve a high level of congruence between
their physical appearance and their gender identity. This has been shown
to have enormous benefits from a mental health perspective. In contrast,
research into the use of psychological therapy alone to change an
individual’s gender identity, as has been employed in the past, universally
shows that this approach is unsuccessful.

RACP News: Is this a new treatment?
Dr Telfer: The Dutch Group pioneered this treatment regime
approximately 15 years ago, so it is still considered a relatively new
treatment. Medications such as the GnRH analogues have been used

Dr Michelle Telfer, Clinical Lead of Adolescent
Medicine at the Centre for Adolescent Health,
Royal Children’s Hospital, Melbourne

for many years for other indications such as
precocious puberty, but they weren’t used in
this context until the late 1990s.

RACP News: What have the results
been like?
Dr Telfer: The Dutch Group has just
published their recent data and the results
are positive and very reassuring. The first
55 patients who undertook this treatment
process are mostly in their late 20s now and
include some individuals who have gone on
to have surgery in adulthood. Psychological
outcomes in terms of depression and anxiety
symptoms, self-harm and suicide have been
found to be equivalent to those found in
the general population in the Netherlands.
On socioeconomic measures such as
educational achievement and vocational
attainment, transgender individuals who
have gone through this treatment have
better educational outcomes than the
general population and their vocational
status overall is equivalent to that of the
general Dutch population. When we contrast
Continued on page 50
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LETTER TO THE EDITOR

CRYING OUT FOR COMPASSION
In the October 2014 edition of RACP News I read with great interest the
article providing an update on the activities of the Working Party on the
Health of Asylum Seekers and Refugees. Having provided feedback on
the Working Party’s draft position statement, I await with some anticipation
publication of the final document.

some direction to the College as to how best
the College might use its not inconsiderable
influence to foster more compassion towards
asylum seekers and refugees in the present
political climate.

I was also moved by Dr Josh Francis’s article entitled “Crying out for
Compassion”. I agree with him; it is appalling that children and young
people should suffer as a direct result of the Australian immigration
policy and, like him, I think the only answer is “a radical outpouring of
compassion from the Australian public”. The big question for the College
and for those members of the Australian public who are exercised and
concerned about this matter is how can this outpouring of compassion
be achieved when it appears that the majority of Australians remain
unconcerned and indifferent? Perhaps the Working Party could provide

Meanwhile, I do thank the College for
establishing the Working Party and I
commend the Working Party for their
invaluable work to date on this very difficult
and divisive issue.
David Bradford FAChSHM

Continued from page 49
this with the mental health statistics outlined earlier for those without access
to treatment (self-harm rate of 50% and attempted suicide rate of 30%), the
results of this treatment are very impressive.

RACP News: What is the demand for your service, and what are
the obstacles?
Dr Telfer: Our first referral to RCH was in 2003, the second came in 2005
and the third in 2007. From 2008 until now, we have seen an exponential
increase in numbers. Last year we had 40 new referrals and this year we
will have over 100.
The incidence of gender dysphoria in the population has remained
unchanged, but with progressive social change and improved inclusiveness
within schools and the community in general, people now feel safe in
coming forward to access medical and mental health care for their gender

concerns. This has resulted in an exponential
increase in demand for our gender service
at RCH. Because the changes have come
about so rapidly, we are working hard to
provide adequate multidisciplinary resources
to achieve first-rate care for this group of
children and adolescents. With an estimated
1.2% of the population being gender diverse,
a large increase in funding within the public
hospital system across Australia will be a
necessity both in the short term and in the
longer term.

CLASSIFIEDS
GASTROENTEROLOGIST

Melbourne CBD – Stunning Medical Suites
ALBURY
WODONGA
Discounted
On-Site
Patient Parking
Brand new consulting centre in the heart of Collins Street
available for sessional / longer lease with all amenities and
secretarial support included.
Beautifully appointed - space, style and innovation in our
purpose-built consulting and procedural suites furnished to
the highest standards.

03 8658 9529
www.collinsstspecialistsuites.com.au
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MEMBER ADVANTAGE

The Royal Australasian College of Physicians

Member Advantage Benefit Program

In need of a new car?
Buy Æ Member Advantage has you covered!
Your RACP member benefits offers great discounts
on car buying services. Private Fleet can save you up
to 20% off dealer prices on your next car purchase.

CAR BUYING
Last year our members saved an average of
$4,600* on new car purchases through Private
Fleet. The service is free for RACP members (save
$178) and comes with 12 months free roadside
assistance.

For more information:
Call 1300 853 352

info@memberadvantage.com.au
www.memberadvantage.com.au/racp

* Average saving based on car purchases in 2013. For full terms and conditions please visit the Member Advantage website.
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