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PRESIDENT’S COMMUNIQUÉ
If we do not change; we do not grow
Anatole France

W

elcome to 2014. I hope you have returned from the
holidays refreshed and revitalised for the year ahead. This
year promises to be a busy and productive one for the
College, with many key projects and activities currently
underway, including the Education Governance Review, OSCAR, and
refurbishments to the Sydney offices to improve meeting room facilities
for our members.

The College election process
The routine election process for the positions of RACP PresidentElect and the New Zealand President-Elect, as well as the current
vacant positions in the Divisions, Faculties and Chapters, is underway.
Nominations closed on 31 January and voting for the incumbent
positions will commence from 3 March 2014.
Members of the RACP Board, Councils and Committees play an
influential role in directing and shaping the future of our College and
in providing leadership and support to Fellows and trainees in their
continuing professional development. The College is now a larger and
more complex organisation than at any time in its history, with over
21,000 members and revenues of over $42 million per annum.
Members elected to our College bodies will initially serve a term of two
years from May 2014.
I look forward to the outcome of the College elections as the College
needs strong leadership to guide the continuing education of trainees
and physicians and the development of progressive healthcare initiatives
for Australia and New Zealand.

Current activities of the College
The Board is the peak decision-making and strategic body of the
College and is focused on the College as a whole in all decision making.
The role of the Board includes, but is not limited to, approving strategic
plans and major projects, overseeing the College’s relationship with its
members and reviewing management of the College’s brand, image and
reputation. In addition to ‘business as usual’ – the day-to-day functions
of the College – there are a number of major projects in progress at any
one time.
A summary of each of the key projects is included below.
Education Governance
The Education Governance reforms continue to be implemented
across the College, in consultation with the relevant committees. The
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Associate Professor Leslie E Bolitho AM

Education Governance Implementation
Working Group is considering the proposed
changes to CPD governance, and a formal
recommendation will be submitted to
the College Education Committee in late
February. A report from the inaugural
Advanced Training Forum is being finalised.
The College is seeking feedback from
Education Committees on the draft terms of
reference for their committees. Discussions
with the Royal College of Pathologists of
Australasia regarding the governance of
joint RACP/RCPA training programs have
also commenced.
Building refurbishment in Sydney to
increase and provide better member
facilities
The College has increased the number of
meeting rooms and associated facilities
through the leasing of Level 9 in 52 Phillip
Street. Level 9 provides the College with an
additional seven meeting rooms of varying
sizes. Each of the large rooms has been

RACP 75TH ANNIVERSARY

fitted out with videoconferencing equipment and this will allow members
who are unable to attend face-to-face meetings to contribute electronically.
OSCAR
Implementation of Phase One of the College’s Online System for College
Administration and Reporting, or OSCAR project, is set to commence in
the second half of 2014. Phase One will be Fellow focused in providing
improved service and support to Fellows. The majority of the changes
will be in the back office, but Fellows will see a new website home page,
updating of contact information on a self-service basis, a new Fellow profile
page, and a new profile page listing committees and working groups. In
2015, New Zealand Fellows will be able to pay their annual subscriptions
online. Fellows will also see a greatly improved CPD administration process.
eLearning Futures Project
The College is working with an external eLearning company to undertake
research into current and future trends in eLearning methodologies
and technologies. The aim of this project is to establish better ways for
the College to support its members, to further develop their skills and
knowledge through access to eLearning resources.
The project is based on a rigorous research methodology involving broad
consultation with members, a review of best practice in eLearning in medical
education nationally and internationally, and a look at eLearning practice
across other professions. A number of reports are currently being prepared
to summarise the findings of the research and these will be reviewed by the
College Education Committee as well as the Board. The reports will also be
available on the College website for review by all members.

External review of the College’s approach to ethics
Ethics is central to Fellows’ clinical practice and the College is committed
to adopting world’s best practice in its approach to ethics and ethical
issues. To this end, the College has engaged an internationally recognised
independent ethics expert and physician, Dr Jeff Blackmer, to undertake an
external review of the College’s approach to ethics and ethical issues.
Dr Blackmer visited Australia from 13 to 17 January 2014 for a series of
initial consultation sessions. Dr Blackmer met with over 70 Fellows and
stakeholders across the College, with discussions spanning all aspects
of the review. Dr Blackmer will now continue his review through ongoing
discussion and a written consultation process. I encourage all Fellows to
engage with the review and provide their written submissions by 24 March
2014.
Further details are on the RACP website or can be obtained by emailing
RACPConsult@racp.edu.au. Dr Blackmer will prepare his final report,
including a full list of those who contributed to the consultation process,
for presentation to the Board in May 2014. The report will also be made
available to all members.

The College is working
with an external
eLearning company to
undertake research
into current and future
trends in eLearning
methodologies and
technologies … [and
with an] internationally
recognised independent
expert and physician …
on an external review of
the College’s approach
to ethics and ethical
issues

I also look forward to meeting with many
of you at the RACP Future Directions in
Health Congress in Auckland from 18 to 21
May 2014, as we bring to a conclusion the
celebrations for the RACP 75th Anniversary:
Striving for Excellence. Dr Mark Lane,
New Zealand President-Elect, together
with the Congress Organising Committee,
has put together a varied and exciting
program with streams covering a range
of themes and topics. There will also be
an interesting social program, providing
excellent networking opportunities. The
College Ceremony and Reception for New
Fellows will be held on Sunday, 18 May 2014,
prior to Congress opening. I encourage our
Australian and New Zealand colleagues to
attend this important event in support of our
new Fellows.
Associate Professor Leslie E Bolitho AM
President

The future of the College – Congress 2014
As you can see, there are many diverse activities currently underway
and I look forward to earnest and productive discussion with the College
membership in these areas.

RACP 75TH ANNIVERSARY
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RACP 2014 ELECTION UPDATE
– NOMINEES, ELECTED OFFICE
HOLDERS AND CASUAL VACANCIES

The Royal Australasian
College of Physicians

The Call for Nominations for RACP President-Elect and for other Office Holder positions on Division and Faculty Councils and the
New Zealand and Chapter Committees opened on Thursday, 19 December 2013 and closed on Friday, 31 January 2014.
Thank you to all who nominated for the available positions within the College.
Following the Call for Nominations, if the number of valid candidates is equal to or less than the number of vacant positions to be
filled, those nominees shall be deemed to be elected to those positions. If the number of candidates is greater than the number
of vacant positions to be filled, an election will be held. In the event that the number of valid nominations received is less than the
number of vacant positions to be filled, those nominees, if any, shall be deemed elected to those positions and casual vacancies
created for any remaining unfilled positions can be filled by the respective College body calling for expressions of interest.
Four ballots will be held in order to elect members to positions with the following College bodies:
•
•
•
•

RACP President-Elect
AFOEM President-Elect
AMD Council
AFPHM Council

The outcome of the College Nominations is summarised below.
College Body

Role

Candidates standing for election

RACP Board

RACP President-Elect

Professor Niki Ellis
Professor Brad Frankum
Emeritus Professor
Stephen Leeder
Associate Professor
Alasdair MacDonald
Professor Philip Morris
Professor George Rubin
Dr Catherine Yelland

New Zealand Committee

President-Elect

Dr Jonathan Christiansen

AMD

President-Elect

Associate Professor Grant
Phelps

Positions for four Fellows
resident in Australia

Elected

Dr Sylvia Chen
Associate Professor Nicholas
Buckmaster
Professor David Currow
Professor Geoff Duggin
Dr Helen Rhodes

Positions for one Fellow resident
in New Zealand
AChPM

Positions for four Fellows

AChSHM

President-Elect
Positions for two–six Fellows

PCHD Council

6

Casual vacancies to be filled

One AMD Fellow resident in New Zealand.
Dr Greg Parker

Casual vacancies will exist for the three unfilled
positions for Fellows.
No nominations received. A casual vacancy will
exist for this role.

Dr Graham Nielsen

Casual vacancies will exist for the one–five
unfilled positions for Fellows.

Positions for six Fellows resident
in Australia

Dr Catherine Choong
Dr Garry Inglis
Dr Divyesh Mehta
Dr Andrew Watkins

Casual vacancies will exist for the two unfilled
positions for Fellows resident in Australia.

Positions for two Fellows resident
in New Zealand

Dr Hamish McCay

A casual vacancy will exist for the one unfilled
position for Fellows resident in New Zealand.

President-Elect
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PCHD President-Elect

College Body

Role

Candidates standing for election

AFOEM Council

President-Elect

Dr Peter Connaughton
Dr Andrew Jeremijenko

One Fellow resident in each
region in Australia and New
Zealand

Elected

Casual vacancies to be filled

Dr Warren Harrex (ACT)
Dr Rod Nicholson (NZ)
Dr Chris Cunneen (QLD/NT)
Dr Beata Byok (SA)
Dr Peter Connaughton (WA)

Casual vacancies will exist for one unfilled
position for Fellows resident in each of VIC/
TAS and NSW.

Trainee
AFPHM

No nominations received. A casual vacancy will
exist for this role.

President-Elect

Professor Lynne Madden

Positions for five Fellows resident
in Australia

Dr Michael Ackland
Professor Christian Gericke
Dr Tony Gill
Associate Professor Peter Hill
Professor Raina MacIntyre
Associate Professor Linda Selvey

Positions for two Fellows resident
in New Zealand

Dr John Holmes

Positions for two trainees
AFRM Council

Dr Connaughton has nominated for AFOEM
President-Elect. If he is elected to that role, it
will create a casual vacancy in WA.

A casual vacancy will exist for the one unfilled
position for Fellows resident in New Zealand.
No nominations received. Casual vacancies will
exist for the two unfilled positions for trainees.

President-Elect

Professor Andrew Cole

Elections will commence on 3 March and run to 4 April. Members elected to College bodies will initially serve a term of two years
from May 2014.
For further information and updates, please visit ‘Latest Additions’ on the RACP homepage www.racp.edu.au.

BOARD OF DIRECTORS

Associate Professor
Leslie E Bolitho AM
RACP President

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

Associate Professor
Alasdair MacDonald
AMD President

Associate Professor
Susan Moloney
PCHD President

Associate Professor
James Ross
AFOEM President

Professor John Wilson
AMD President-Elect

Dr Nicola Murdock
PCHD President-Elect

Dr Charles Guest
AFPHM President

Clinical Assoc. Prof.
Michael Hooper
Honorary Treasurer

Associate Professor
Mark Lane
NZ Committee

Associate Professor
Christopher Poulos
AFRM President

Dr Jim Newcombe
Trainee appointment

Dr John O’Donnell
NZ Committee
President

Associate Professor
Grant Phelps
AMD appointment

Dr Helen Rhodes
AMD appointment
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FROM THE HONORARY
TREASURER

The Royal Australasian
College of Physicians

L

ike many of you I look forward to January, to the start of a new year.
It’s a time to consider what the year will bring, be it new challenges,
the same old challenges, or new opportunities. Often this leads us
to setting the ubiquitous New Year resolutions, few of which we
keep to.
For those Fellows who recently were admitted to the College, I welcome
you; for you, there will be many new challenges and new opportunities,
including perhaps being involved with the College as a member of a
committee and/or working group. The College very much relies on the
unselfish volunteer commitment of many Fellows and Trainee Members in
order to make many of the College processes work.
January also sees the start of the College membership year, heralded by
your annual Fellowship subscription request appearing in your mailbox. For
some, this is a timely reminder of their achievement in becoming a Fellow
and the value they receive from being a member of The Royal Australasian
College of Physicians. For other members, it’s a stark reminder of ‘Oh, I
have to pay my College fees – what is it again that I get for these?’
Not all members consciously recognise that being a member of the
RACP is a prestigious brand in the medical profession as well as to the
communities we serve and live in. For some, being a member is purely
transactional and that’s understandable. Not every Fellow has the time
or energy to commit to the College, but hopefully they do recognise and
acknowledge what they have achieved and what being a member of the
College is all about, and that the College is working in an efficient and
effective way, with good intentions, to achieve positive outcomes for
members and the people they serve.
For 2014, the Board approved an increase in the annual subscription of
below 3%. This increase took into account the economic environments
of Australia and New Zealand as well as the need to ensure that the
College has sufficient funds to implement the College Statement of
Strategic Direction.

Honorary Treasurer Clinical Associate
Professor Michael Hooper

In addition to funding the running of the
College, your annual subscription fee goes
to helping your colleagues who have fallen
on hard financial times or have reached
a stage in their career when they are no
longer receiving earnings from their medical
qualification. The College also recognises
those Fellows who have made a contribution
to the College over many years, awarding
them a Life Fellow membership.
The table below summarises the assistance
available to Fellows of the College.

Membership Type

Conditions

Fee

Fellow

Residing in Australia or New Zealand

100%

Fellow

Residing overseas (i.e. outside Australia or New Zealand)

50%

Fellow – part time/financial hardship

Estimated Taxable Income of between $47,100 and $78,500 per annum received
from the provision of services in any field of Medicine in any capacity

50%

Estimated Taxable Income between Nil and $47,099 per annum received from the
provision of services in any field of Medicine in any capacity

$165

Life Fellow

Reached the age of 70

Nil

Retired Fellow

Cancelled medical registration with the appropriate authority and no longer required
to complete CPD

Nil

Research Fellow

Employed fully in a medical research capacity

50%

Fellow – maternity/sick leave

Individual circumstances considered by Honorary Treasurer

TBA on individual cases

Continued on page 9
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CONSULTATION WITH MEMBERS
ON FUTURE GOVERNANCE
REFORM INITIATIVES

T

he College must ensure that it has an effective, flexible,
responsive and cost-efficient structure capable of sustaining
the essential work of the College and its members. The Board
is unanimous in its view that governance reform must continue
across the College and that this process accord with the principles of full
consultation, transparency and accountability. The Board is also committed
to reforming its own structure into a leaner, more effective body focused
on strategic and critical matters of importance to the College and its
membership.
The Board established a Governance Reform Working Party (Governance
Working Party) in December 2013, whose objective is to develop a
consensus model for reform of the Board and related structures and to
oversee and manage the consultation process regarding this reform model
with the College membership over the next 12–18 months.
The Governance Working Party comprises those current Board Directors
who are transitioning to the new Board in May 2014, including Associate
Professor Mark Lane as the current New Zealand President-Elect, Professor
John Wilson (Adult Medicine Division President-Elect), Dr Nicki Murdock
(Paediatrics & Child Health President-Elect) and Dr Jim Newcombe (College
Trainees Committee Deputy Chair). The Governance Working Party is
chaired by President-Elect Professor Nicholas Talley.
The Governance Working Party intends to:
• engage in extensive consultation with all members across Australia
and New Zealand on both designing the process of consultation and the
conducting of its work
• expand its membership to include non-Board members
• use external experts on governance change
• facilitate open and extensive dialogue among members through, but not
limited to, forums, face-to-face meetings and a bulletin board

• adopt a flexible process that will adapt to changing needs identified
during the consultation process

The Royal Australasian
College of Physicians

• provide regular updates to the general
membership on progress of the
Governance Working Party and more
detailed information to those who express
a particular interest.
These intentions are in line with the terms of
reference of the Governance Working Party.
A draft consultation paper is currently being
developed to consult on alternative models
for the Board’s structure and composition.
The draft paper will be made available to
members after it has been considered by the
Working Party in early March.
Consultation with the Fellowship regarding
this paper will occur over a number of
phases and further details regarding the
multi-phased consultation process will be
provided to the membership in March.
Comments, suggestions, proposals for
alternative models and general feedback
will be invited and encouraged as part of
the initial consultation process. A dedicated
Board Governance Reform Working Party
email address has been established for
further consultation. Emails can be sent to
BoardGovRef@racp.edu.au.
The Board is confident that this approach will
allow all members to have an equal voice,
express their views and have their say on the
development of a new Board structure that
best serves the College’s needs, effectively
supporting its activities and enabling it to
achieve its strategic objectives.

Continued from page 8
The College is continually reviewing and assessing how it can assist less fortunate Fellows and I’m sure, along with myself and
the College Board, you agree that a portion of our fees should go to assist our colleagues.
The positions of Honorary Treasurer and Chair of the Finance Committee have been challenging but very rewarding roles. My
term of office as Honorary Treasurer finishes in a few months’ time, and the Finance Committee, on behalf of the Board, will be
conducting an Expression of Interest process to determine a new Honorary Treasurer.
If you have any questions about College subscriptions and or finances, please contact me at HonoraryTreasurer@racp.edu.au. I
will be more than happy to respond.
Michael J Hooper
Honorary Treasurer
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INTERNATIONAL KEYNOTES CONFI
International keynote speakers have been confirmed for the RACP Future
Directions in Health Congress 2014 – the largest annual multidisciplinary
internal medicine meeting in Australasia.
Professor Sir Peter Gluckman KNZM FRSNZ FMedSci FRS, University
Distinguished Professor, Centre for Evolution, Adaptation and Disease, Liggins
Institute, University of Auckland, will deliver the Arthur E Mills Oration at the
College Ceremony (see interview with Professor Gluckman in the December
issue of RACP News).
The Congress 2014 program will be supported by both international and
Australasian speakers including Associate Professor Richard King, Head of
Medicine, Monash Health, in Melbourne, and Dr Rhys Jones, Senior Lecturer,
Te Kupenga Hauora Māori, University of Auckland (see pages 22–24 of this
issue for further information on the keynote speakers).
The 2014 RACP Congress will be held in Auckland for the first time, from 18 to
21 May, at the Auckland Convention Centre. The College will conclude its 75th
Anniversary program at Congress 2014 with the theme of ‘75 years – Striving
for Excellence’.
‘I invite colleagues to participate in the forum to further develop their current
knowledge and skills and exchange information with colleagues both in and
outside their areas of specialty,’ RACP President Associate Professor Leslie
Bolitho said.
‘Our 75th Anniversary theme is to recognise and celebrate the significant
history of the College, with a primary focus on the College as it is today and
where it is heading into the future.’
The RACP Congress brings together Australian, New Zealand and
international medical experts, social affairs commentators and media
representatives, providing the ideal platform to launch relevant policies,
discuss healthcare initiatives and present on critical health-related fields.

Early Bird Registration
Online registration is now open for Congress. To take advantage of the
Early Bird discount, which includes attendance to the 75th Anniversary
Gala Dinner, please register and pay by 14 March 2014 at
www.racpcongress2014.com.

For more information and recent updates,
visit the RACP Future Directions in
Health Congress 2014 website at
www.racpcongress2014.com.

Facilities at Congress
College exhibition booth
All Fellows and trainee members are
encouraged to visit the RACP’s exhibition
booth during the Congress. A number of
key College projects and initiatives will be
showcased during the event and RACP
representatives will be available to discuss
the latest developments at the College.
Follow us on Twitter!
To keep you up to date with all the latest
happenings, including news and events
during Congress, follow us on @theracp. Let
us know what you think about the event, what
you learn and what you want to hear more
about via #RACP2014.
Congress App
To enhance your Congress experience, the
College is pleased to advise that all delegates
will have access to a free downloadable App.
The RACP Congress 2014 App will provide
delegates with all the information from the
RACP Congress 2014 Handbook and more,
including the ability to keep up to date with
our Congress Twitter feed, review abstracts
and keynote speaker details, and provide
real-time feedback about Congress sessions
and content with a ‘rate this session’ feature.
The Congress App will be available for

SYDNEY Q&A FORUMS

T

hank you to all members who attended the three Sydney Q&A
Forums on Wednesday, 4 December 2013. The Forums at
Westmead, Royal North Shore and Royal Prince Alfred Hospitals
were hosted by RACP President Associate Professor Leslie
Bolitho, President-Elect Professor Nicholas Talley and President-Elect of
the Adult Medicine Division Dr John Wilson respectively, with support
from other RACP Board members and senior RACP staff. Each Forum
covered a range of topics including the Education Governance Review
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and findings from the Member Research
Study 2012. The Sydney Forums provided a
setting for lively discussion, covering areas
such as improvements in education, the
College’s role in policy and advocacy, and
trainee engagement, as well as the College’s
relationship with the specialty societies. A
summary of the discussions is given below.

IRMED FOR RACP CONGRESS 2014
download from mid-May. Keep an eye out for an email from the College
with all the information you need to download and customise your free App
ahead of Congress.
Beyond the scientific program
In addition to the robust scientific program, RACP Congress 2014 will feature
informative workshops, to be hosted by the RACP Policy & Advocacy Unit
and Education Services, as outlined below.
Physicians as Advocates
This stream covers issues in which physicians can exert influence, both
directly and indirectly, to change policies, attitudes and behaviours on
critical heath issues. The issues relate to the patients, populations and
cohorts on behalf of whom physicians advocate. Physicians as Advocates
also encompasses influencing and communicating about areas such as
humanitarian and emergency health, bioethics and health cultures, as well as
health policies and systems.

framework – in particular, highlighting physician
innovation that improves performance in the
areas of professionalism and the delivery of
care. Abstract submissions that demonstrate
the following are invited:
1. Working towards performance, supporting
physician professionalism
2. Improvement of clinical practice.
Abstract submissions may include
improvements in one or multiple non-clinical
areas of physician practice, as outlined in the
SPPP Guide.
For more information on the non-clinical areas
of physician practice, please visit the SPPP
webpage: www.racp.edu.au/page/sppp.

Physicians as Educators

Physicians in Research

This stream provides a range of sessions to support supervisors in their role
of educating trainees in healthcare settings throughout Australia and New
Zealand. Sessions also explore the benefits of taking on the Educator role
to the physician’s own learning and professional practice. There is no more
profound way to learn than to teach.

This stream includes both the RACP Trainee
Research Awards and other world-class
research that is making an impact on, and
bringing major benefits to, the economic and
social wellbeing of Australians and the global
community.

The role of Physicians as Educators is fundamental to the renewal and
growth of the profession.
Physicians as Medical Experts
This stream includes scientific updates, master classes and the award
sessions for both the Adult Medicine and Paediatrics & Child Health
Divisions. The sessions will focus on a defined scope of practice and on
demonstrating appropriate diagnostic, therapeutic and procedural skills to
ensure better patient and community outcomes.

Physicians in the Workplace
This stream covers occupational and
environmental medicine and the effects of work
on health and health on work. Sessions include
the full range of workplace and environmental
hazards (chemical, physical, biological and
psychosocial), associated risks of exposure and
any adverse impact on biological health.

Physicians as Professionals
The free paper sessions for this stream focus on the work undertaken in the
areas of the Supporting Physicians’ Professionalism and Performance (SPPP)

College governance and committees
The discussions covered details of the governance reform and the need
to reduce the number of College committees. It was noted that members
interested in participating in committees and working groups should keep
an eye out for any expression of interest notifications in the eNewsletters.
The role of the State Committees was also raised, as it was felt that the
College put a lot of effort into national events at the expense of local
activities. The Board responded that the State Committees played an
important role in regional issues and provided regional expertise, that
each State Committee was different, providing guidance and knowledge

around various issues. As an example, it was
suggested that the NSW State Committee
could play an important role in sorting
out the postgraduate year (PGY) issues
experienced in the State. The discussion
continued around resources for State
Committees as well as Specialty Societies.

Education
An Education Governance Review is
currently being undertaken by the College to
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ensure standardisation of committees and adequate governance structures,
to provide more consistency and transparency. Education governance
reform is particularly important as it is linked to Australian Medical Council
accreditation. Proper assessment and accreditation structures, as well
as governance reform, will lead to increased consistency and fairness in
process and training for all trainees.
A Selection to Training Policy is currently being developed, to establish
consistent principles for selection and entry into training across all training
programs. This policy should alleviate concerns raised around fairness of
selection of trainees from rural areas into Advanced Training in metropolitan
areas.
There is also a five-year plan to overhaul written examinations, including the
possibility of providing multiple opportunities for examinations annually and
the delivery of an online examination.
Discussion also covered the current accreditation practices and how these
could be improved. The current accreditation model is site based and the
College is looking at moving towards network-based accreditation which
would include group practice and private practice settings. This would also
expand the College’s capacity to train and provide training for increasing
trainee numbers.
A comment was made around the available training modules, with mention
of a trainee survey conducted within a local Inner West Sydney hospital,
which had shown that trainees were not happy with the mandatory elements
of the training programs. The Board noted that the uptake for the PREP tool,
which was developed four to five years ago, had been almost universal and
that the feedback received about the tool had been positive, which seemed
to contradict the local hospital survey findings. PREP provides models for
Advanced Trainees so that they can conduct mini-clinical exams (mini-CEX)
and the College has been actively developing a range of supervisor support
activities to provide support to Fellows who are supervisors.
The discussion continued around locally identified issues and an invitation
for College representatives to visit training sites and talk to trainees directly
about their experiences.
The role of and support for the supervisor was a focus for the College during
2013, with the first workshop in the Supervisor Professional Development
Program being piloted during the year and receiving positive feedback.
Two further workshops in the program will be developed and piloted during
2014 and 2015. In addition, the College is currently exploring the creation
of eLearning delivery of the workshop content for those who prefer online
learning.
Discussion also covered the issue of how to support trainees in difficulty.
There was acknowledgement that some trainees required assistance to help
them succeed in the program, while other trainees may not be suitable for
the training they were undertaking. The College is committed to supporting
trainees experiencing difficulty with their training and is currently developing
a comprehensive Trainee in Difficulty Policy to support both trainees and
supervisors. While this comprehensive policy is being developed, two
interim pathways have been approved. These can be accessed on the RACP
website. Concern was raised about the level of Fellow time involved in
Independent Reviews of Training and the overall trainee in difficulty process.

Policy and Advocacy and Specialty Societies
It was acknowledged that while Policy and Advocacy (P&A) had been a
rather undeveloped area for the past decade, new staff in the P&A area
would enable the College to improve on its P&A work in the next six to
twelve months.
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A question was posed about the College’s
relationship with the Specialty Societies
and how it intended to engage with these
societies. The question also queried the
College’s role in P&A as it was felt that
Specialty Societies could make more
relevant contributions.
The notion of the College as the trainer
was widely accepted, but in the P&A area
there was still work to do. The College
could make valuable contributions
outside the Specialty Societies’ expertise,
while respecting the expertise of the
Societies and also supporting them.
The College has Memorandums of
Understanding (MoUs) with the Specialty
Societies who provide resources towards
the development of a common physician
pathway and to deliver the best results for
CPD and advocacy-related matters.

Trainee engagement
Trainees are widely heard across the
College, and it was noted that the
College Trainees’ Committee (CTC)
worked to ensure trainee feedback was
incorporated into College activities.
There are numerous opportunities
for trainees to participate across the
governance structure of the College
and in P&A initiatives, and trainees are
well represented here. The College’s
Supporting Physicians’ Professionalism
and Performance (SPPP) program has
also provided a framework through
which trainees can extend their skills into
professional behaviour, including P&A
work. The CTC is actively advocating for
trainee-related improvements across the
College, such as the delivery of PREP via
a mobile app.

Improvement of services to
members
In this regard, it was mentioned that
development of the new RACP website
was progressing well, with the design
and architecture stage now completed.
Development of a content management
system and the edit, review and transfer
of our current content to the new website
will be completed in the first quarter of
2014, followed by user testing before a
soft launch. The College’s online system
for administration and reporting (OSCAR)
will be launched later in 2014.

PHYSICIANS’ PROFESSIONALISM

PROFESSIONAL BOUNDARIES
AND COMPASSION
In our lead article on physicians’ professionalism, Professor Kim Oates discusses why it is not
unprofessional to let patients know that their doctor cares for them, how professional behaviour
should embrace the human qualities of kindness and compassion, and whether there is room for this
to be ‘taught’ in Australian medical schools.

W

ay back in my intern days, it was unusual for consultants to
talk with their ‘public’ patients, apart from a quick comment on
a ward round. The hard stuff was often left to us, the interns –
young people with minimal life experience, an overwhelming
workload and no training in the gentle art of communication.
At my teaching hospital, a time was set aside once each week when
family members could come to the hospital foyer, page the intern and ask
questions about their loved one’s condition.
In my third month after graduation I assisted at a laparotomy on a fit, active
54-year-old man who presented with a hard lump at his umbilicus. The
laparotomy showed widespread cancer with multiple metastases. The
surgeon closed the wound. There was nothing to be done.
That afternoon happened to be the one when family members could meet
the intern. It was my job to tell this patient’s unsuspecting wife when she
came to the foyer to ask about her husband’s operation. I told her the truth
as kindly as I could. Her eyes welled up with tears. So did mine.
Afterwards, I felt embarrassed about my show of emotion. Why couldn’t I be
‘more professional’ like my consultants? I wondered if I was really suited to
medicine. Later, I realised that it may have helped her. She may have seen
that, even though the news was bad, I cared.
In subsequent years, as a consultant, my eyes would sometimes moisten
when I had to tell a parent that their child would not survive. And sometimes
it happened when I had the pleasure of giving unexpected, but joyful news.
Was this behaviour ‘unprofessional’? Or is there room for families, junior
doctors and medical students to realise that we, the more senior doctors,
do care? To realise that there is more to it than striding the narrow catwalk
between aloofness and overfamiliarity, that there is a place to show
humanity and that it is not unprofessional to let people know we care.
However, when clinicians show compassion that may extend beyond what
is normally seen as ‘professional’, they may be criticised. Gordon Schiff
recently described an incident where one of his patients had problems
negotiating the complex US insurance system to be able to pay for her
medication. Schiff decided that it would be kinder, instead of saying ‘I’m
sorry, I can’t help you’, to reach into his pocket and hand her the $30 she
needed to be able to fill the prescription he had given her. He did so. To
his surprise he was reprimanded for ‘unprofessional boundary-crossing
behaviour’ after the resident he was supervising at the clinic shared this
incident with the clinic director.1
Of course, there are some professional boundaries which we must
always respect. Boundaries which prevent us from offering unrealistic
expectations, from acting in ways which are of dubious legality, and from
confusing personal and professional relationships, particularly in the sexual

Emeritus Professor Kim Oates

realm. However, these well-accepted
boundaries are different from really caring
about our patients and doing something
about it. Schiff argues that too strict an
interpretation of professional boundaries
‘risks encouraging detached, arms-length,
uncaring relationships’ with this type of
bounded thinking serving ‘to rationalize
abdication of our professional and personal
responsibilities to humanly respond to
patient suffering and underlying injustices’.
We don’t have to take off our compassion,
or our ability to show it, when we drape
a stethoscope around our neck. The
need for doctors to be professional is not
synonymous with being emotionless.
There is more to this than just being nice
to people. It is about being kind. It also
has implications for the quality of patient
care. The 2013 Francis Report on the Mid
Staffordshire NHS Foundation Trust Public
Enquiry found that patients had died from
avoidable causes and that many more
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suffered unnecessary indignities and harm. Francis concluded that in the Mid
Staffordshire Trust hospitals there was ‘an apparent lack of compassion among
healthcare workers’.2
An international expert panel formed to respond to the Inquiry findings
recommended that the quality of patient care, especially patient safety, must be
the aim above all others. In view of this priority, it recommended that patients
and their carers should be engaged, empowered and heard everywhere and at
all times in the health system, and that clinicians and administrators must insist
upon, and model in their own work, thorough and unequivocal transparency
in the service of accountability, trust and the growth of knowledge.3 Powerful
recommendations: listen to patients; model transparency; model trust; keep on
learning.
How are concepts like these best taught to medical students? Can they be
taught? Focus groups with students from three New South Wales medical
schools found that, while they regarded professionalism as important, they had
a low opinion of the way it was taught at their universities. Students thought
that professionalism would be best taught in a clinical context, or in a seminar,
where they could look at problems with ethical or legal issues.4 One of their
criticisms was the discrepancy between what was taught and the conduct of
some of their teachers and other members of the profession, a discrepancy
which seemed to be widely tolerated.5–7
Last September, an article in the New York Times8 started by pointing out that
healing involves far more than knowledge and skill. It went on to say that the
other necessary qualities involved in healing (including altruism, empathy and
compassion) aren’t often taught and often not role modelled for students.
In contrast, it pointed out that there is another curriculum, a hidden one, a
curriculum which is not taught formally but which can be experienced in senior
medical student and junior doctor years. This is the curriculum which says
‘don’t ask for help, it’s a sign of weakness’, ‘If you make a mistake, don’t admit
it, try to cover it up’, ‘stay detached’, ‘stay objective’, ‘have a little cynicism’.

We don’t have to take
off our compassion,
or our ability to show
it, when we drape a
stethoscope around
our neck. The need
for doctors to be
professional is not
synonymous with being
emotionless.

shared in Australian medical schools, or in
groups of College trainees, or with junior
hospital staff. A voluntary program where
consultants, juniors and students share their
feelings, learn from each other, and grow.
Because it is not only our specialised
knowledge that makes us good health
professionals. It is our attitudes and our
behaviours that our patients will remember.
If we need to go to a doctor as a patient, we
primarily want to see someone who is highly
skilled. Most of us also want someone we can
trust, who cares, who is compassionate and
who puts our interests first.

The real aim of the New York Times article was to describe a counterbalance
to some of these obstacles, an innovative, voluntary course, ‘The Healers Art’,
which started in 1992 at UCSF School of Medicine. It is now taught in
71 US medical schools and seven other countries.

Our patients need those same things:
expertise, someone they can trust, someone
who puts their interests first and who shows
compassion and understanding.

The course is based on the idea that medicine draws strength from
its longstanding core values: compassion, service, reverence for life,
harmlessness. Dr Rachel Remen, who initiated the course, believes that
connecting students and doctors to these core values helps to immunise them
against the assaults of some of the things they experience and some of the
behaviours they see.

Kim Oates FRACP
Emeritus Professor, Sydney University
Director Undergraduate Quality
and Safety Education
Clinical Excellence Commission

It is the way the course is taught which is unusual. Students and faculty
members meet together in small groups, participating side by side as equals.
In this form of learning there are no hierarchies, no wrong answers and no
experts. People just talk about their experiences. Or they just listen. Sometimes
they use crayon to draw pictures of the parts of themselves they have difficulty
bringing into their work, things such as ‘kindness’, ‘creativity’, ‘love’. In a session
on grief and loss they are asked to think of a time when they experienced a
loss, the feelings they experienced at that time, how the reactions of some
people to their loss had been helpful while those of others had been unhelpful.
They discuss how these experiences can be incorporated into the way they
care for their patients.
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Perhaps there is room for a program where experiences and feelings are
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THE ART OF COMMUNICATION
– FOR OUR TRAINEES
In her inspirational article, highly respected clinical leader Dr Margaret Wilsher encourages young
doctors to draw on the humanities, as well as the stories of patients and their families, as a guide to
sensitive communication in difficult situations.

A

s trainees in Internal Medicine you
can look forward to a stimulating
career in a most rewarding
profession, one full of intellectual
challenge and professional satisfaction.

faculties – art, literature, philosophy, music.
Such learning may allow release from the
constraints of logic, experiment and fact –
freeing the intellect to imagine, reflect and
dream.

Your entry into specialist vocational training
represents the culmination of many years of
learning – your brains have been filled with
facts and stats, you have mastered a lexicon
of acronyms, undertaken the mystery tour
of anatomy, greater and lesser sacs, circle
of Willis, and rolled your tongue around the
guttural assonance of borborygmi and paced
alliteration of abdominal aortic aneurysms. You
have learnt to communicate in unintelligible
medical babble – interpretation only possible
by one of your own species:

Literary accounts of illness can be powerful
learning experiences, expressing the
harsh reality of sickness from a patient’s or
relative’s perspective:

Dr Margaret Wilshire

Twas brillig and the slithy toves
Did gyre and gimble in the wabe;
All mimsy were the borogoves,
And the mome raths outgrabe.

Toby’s father takes pills in a narrow bottle
with a red wrapper insect ridden with
instructions and warnings. Toby takes pills
too for his fits that happen now only
sometimes and then it is his mother,
faded, shrunk, stolid, vague, with the
hardened arteries and swollen belly of
salt, who will comfort him.
Janet Frame describing the uraemic fatigue
of the weary Mrs Withers in Owls Do Cry.2

1

And thus did Alice slay the Jabberwocky (Lewis Carroll).

Your scholastic learning has been shaped by the logarithmic accumulation
of scientific facts and the technologic advancements of the modern lecture
theatre. It is characterised by a shift from paper to screen, enabled by
PowerPoint and Prezi, allowing orderly and hierarchical packages of data to
be digested for spewing out in the multi-choice theatre of the examination
room – no room for narrative or essay. Your e-generation has been
described as falling victim to the ‘rapid fire, short attention span provoking,
over-stimulating, largely visual, information-spewing environment’ of modern
university teaching.
How then, do you develop the cognitive attributes of reflection, the ability
to detect nuance, or subtext or ambiguity, so necessary in the context
of human communication and understanding? How can you move from
fact to reasoning, from bullet points to discursion? What is wrong with
bewilderment, which is related to amazement and awe? Can one learn
about life if one learns in packages? Life is messy, fuzzy, unique, and to
quote one academic, ‘to approach it one must disconnect, unplug and log
off’. Why no less a scientist than Albert Einstein stated that ‘Imagination is
more important than knowledge’.
I acknowledge the benefits of the technological advances to learning – but
paint and words add colour and shade. Many medical schools now integrate
scientific learning with lessons from the humanities and other non-scientific

What great works have come from the
hollow-eyed poets and artists consumed
by tuberculous? To write, as the 25-yearold consumptive Keats did, in Ode to a
Nightingale:3

To cease upon the midnight with no pain,
While thou art pouring forth thy soul
abroad In such an ecstasy
To understand life, is to understand that
death is a necessary condition – and in the
revealing of mortality, doctors often find their
communication skills wanting.

Let us go then you and I
When the evening is spread out against
the sky
Like a patient etherized on the table
TS Elliot4
Death, that gentle friend of the very frail and
infirm – yet why is talking about it so difficult
for doctors who confront it almost daily in
clinical practice? Despite clear evidence of
an enhanced patient and family experience,
doctors find it challenging to engage in
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end-of-life discussions. Mastery in the art of difficult conversations is
an essential physician competency and one that will allow you to have
respectful and empathetic conversations with those who are suffering.
In particular, it is important to recognise the role of families, particularly
when patients are vulnerable and unable to communicate effectively or
advocate for themselves. The recent public inquiry into shortcomings in
patient care at the Mid Staffordshire NHS Foundation Trust noted that a
significant part of the Staffordshire story was the exclusion of relatives from
effective participation in patient care.5 Robert Francis QC, and author of the
report, stated: I heard many cases where families had information about
their relatives, but they were not listened to during the diagnostic process
… Carers of patients should not be ignored, they often have a depth of
knowledge of their loved one’s condition that is far greater than what staff
can obtain on a brief acquaintance.
These are not uniquely British sentiments. Beverly Johnson, CEO and
President of the Institute of Patient and Family Centred Care, has written
extensively about the core concepts of the patient and family-centred
model of care: respect and dignity, information sharing, participation and
collaboration.6 If it is found that there are omissions of care that may or
may not have changed the clinical course, there is evidence that early
disclosure of such is likely to result in a lower likelihood of complaint and
litigation.7 Communication, which is the key to trust between patients/family
and doctor, is identified as one of 10 professional domains for an RACP
Fellow, and a competency you must master.8
Patients’ stories are richly narrative – but we must take time to hear them,
not import material from electronic data sets, or copy from the notes of
others. How often do patients complain when they have not been listened
to, and how often do we miss the clues that might inform the correct
diagnosis, and hence management. The story is to be listened to, the face
to be regarded, the hand to be held. My first medical history as a 4th year
student took 2½ days – that is now the average length of stay of a patient
in our hospital. Yes, the constraints of time and the pressures of irrelevant
chores, distracting interruptions and rudely chiming bleepers will be
challenging. But marvel in the richness of the human voice, the expression
of the human face and the subtle strength and frail weaknesses of the
human personality reflected therein:

Mr Slope is tall, and not ill-made. His face is nearly of the same colour
as his hair, though perhaps a little redder … His nose, however is his
redeeming feature: it is pronounced, straight and well-formed; though
I myself should have liked it better did it not possess a somewhat
spongy, porous appearance; as though it had been cleverly formed out
of a red-coloured cork.
In his description of the Bishop’s chaplain in Barchester Towers, Trollope
clearly demonstrates how careful and reflective observation can reveal
much about a character.9 That same information cannot be obtained by
simply copying the medical history from the last admission notes. As
physicians, you are master diagnosticians, but you will miss important
clues if you do not take the time to observe, listen and reflect. The art of
reflection will serve you well; you will consider your mistakes and learn
from them, but go further and take counsel from others, and have the
courage to seek feedback from your patients. The RACP website provides
tools for reflective learning and as a Fellow you can obtain CPD credits for
demonstrated reflective practice.
As physician trainees, relish the opportunity for lifelong learning and
learning about life – look to the arts to provide you with the dimensions of
humanity, and with that you will develop a rich empathy with your patients
and their families. And never stop being curious – ask, query, search and
question, particularly of yourself:
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Mastery in the art of
difficult conversations
is an essential physician
competency and one
that will allow you
to have respectful
and empathetic
conversations
with those who are
suffering.

I keep six honest serving-men
They taught me all I knew
Their names are
What and why and when
And how and where and who.
Rudyard Kipling10
Dr Margaret Wilsher
Chief Medical Officer, Auckland District
Health Board
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A CALL FOR LEADERSHIP TO
IMPROVE PATIENT CARE
Paediatric Emergency Physician Dr Sarah Dalton discusses the importance of effective leadership in
reforming the health system, to reduce costs and, through big and small changes, ensure all patients
receive high-quality care.

T

hink of someone you love. Now imagine they have cancer. Imagine
a type of cancer that means multiple rounds of chemotherapy and
a prolonged time in hospital. What is your greatest fear for them?
Aside from progression of their underlying illness, imagine how
terrible it would be if the health system somehow harmed them. Through
a medication error. Or a fall. Or a hospital acquired infection. Something
that ultimately led to ongoing morbidity, pain and suffering that could have
been avoided. And a cost to our health system that is already unsustainable.
Now imagine you are in a position to prevent that. That there may be a way
to identify and improve the little things that lead to problems in our health
system every day.

It’s not unrealistic. You do have that power. We all have a role to play
and we can all contribute to improvement. Batalden said that clinicians
fundamentally have two jobs every time they go to work: to perform their
clinical duties and to improve the system within which they work.1 OK, I
know we all know that and it’s important, and of course we agree with
the concept … but it’s just too hard. Our health systems are in many ways
designed to achieve exactly the results they do. How can we as individuals
make progress against what sometimes seems like an overwhelming deluge
of problems?
Leadership is all about change – about creating the preconditions that
encourage colleagues to follow us on a journey to something new and
something better. We all know that the system has to change. In NSW alone
it is estimated that there are over 50,000 healthcare associated infections
(HAIs) every year. Quite apart from the associated morbidity and mortality
of our patients, the cost to the NSW health system from lost bed days has
been estimated at over $600 million.2 People are being harmed in our
system, and its financial sustainability is threatened. What if your loved one
really did need the healthcare system to provide them with safe, effective,
efficient care?
One of the professional attributes of a physician is as a leader and manager.
In reality, all doctors have a leadership role of some sort, and even if we are
not team leaders, we can still influence others. Indeed, as professionals, we
are expected to continually display leadership behaviours to our patients,
our staff and our colleagues. As supervisors of junior staff and as members
of care teams we are constantly leading. We’re sometimes following too, but
being a good follower is a characteristic of effective leadership.
We can learn leadership skills – and indeed we need to – if we’re serious
about improving care for our patients. Learning how to influence people,
how to bring teams along, and how to inspire others are key leadership
competencies which can be learned, if we want to. Ultimately, leaders
achieve results, and they change things for the better, sometimes by
working on what seem to be really simple things. For example, hand
washing. Yep. Boring. Heard it all before. But we know it is one of the most

Dr Sarah Dalton

Leadership is all about
change – about creating
the preconditions that
encourage colleagues
to follow us on a
journey to something
new and something
better.

effective ways of reducing HAIs3, and we
also know it is something that doctors
can improve upon. So where can we, as
leaders, start if we really want to change that
behaviour? Modelling great hand-washing
behaviour is a leadership task. Ensuring our
junior staff learn this lesson and practise it
diligently is another.
There are many leadership frameworks
available and even more books and courses
to teach you about leadership. Health
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Workforce Australia has recently released a leadership framework4 that
identifies the individual domains of leading self, engaging others, achieving
outcomes, driving innovation and shaping systems as key aspects of
clinical leadership. It closely mirrors our own work in the College to
describe a set of professional behaviours within the SPPP framework5, one
of which is leadership. All of us have a responsibility to be effective leaders
to ensure improvement in our workplaces.
Ultimately, each of us has different needs depending on our role, our
background, and our individual strengths and weaknesses. But together
we all have a responsibility to improve patient care. And that takes change.
And that takes leadership. So think about what leadership means to you –
do you lead by example or lead a team? Can you do one thing tomorrow
that will be the first step toward improving care for our patients? Maybe
you could wash your hands. Maybe you could encourage someone else
to wash their hands. Because we all have an obligation to ensure that this
healthcare system is as effective and efficient as it can be – to minimise
harm, and to ensure that it is sustainable for our communities and our
future.
Dr Sarah Dalton
Paediatric Emergency Physician

With thanks to Dr Kate Clezy, Infectious Diseases Consultant, Clinical
Excellence Commission, for the HAI statistics, and Associate Professor
Grant Phelps for advice and support in writing this article.
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CPD ONLINE
E-learning resources for clinical
audit
www.rcpch.ac.uk/e-learning-resourcesclinical-audit
The Royal College of Paediatrics and Child
Health, UK, working with the Healthcare Quality
Improvement Partnership (HQIP) and others,
has developed a series of e-learning materials
for clinical audit. These free resources support
all healthcare professionals working in clinical
audit. The four modules (a total of one to two
hours study time) provide a great overview of
the subject, with links to further evidence-based
resources.

Want to recommend a CPD resource to your
colleagues? Please send your suggestions to
MyCPD@racp.edu.au.
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We all have an
obligation to ensure
that this healthcare
system is as effective
and efficient as it can
be – to minimise harm,
and to ensure that it
is sustainable for our
communities and
our future.
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DOES CONTINUING PROFESSIONAL
DEVELOPMENT NEED ASSESSMENT?
Fellows report a wide range of continuing professional development (CPD) activities, but prefer
learning without assessment. Is this good enough for CPD today?

Figure 1: Comparison of educational utility and Fellows’ preferred CPD activities

J

udging by their CPD records and a survey of CPD preferences,
Fellows tend to prefer CPD activities such as conferences and
self-directed reading that do not involve assessment, peer review
or testing. Activities such as practice reviews, clinical audits and
simulation-based training, which do involve an assessment of performance
and direct feedback to the participant, are less preferred. Unfortunately,
the literature suggests that these preferences are at odds with what is
required for professional development that has a real impact on individual
performance and healthcare outcomes.1–3

In a study just completed by the College
CPD Unit, we compared Fellows’ CPD
activities and preferences with the attributes
of good CPD highlighted in the Lifelong
learning for physicians and surgeons paper.4
A balanced scorecard was used to rate CPD
activities and preferences against good CPD
principles. Activities involving assessment
and reflection, interaction and a focus on
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practice improvement received higher ratings. An educational utility score
for each activity was determined based on the balanced scorecard ratings.
The results shown in Figure 1 on page 19 suggest that Fellows often prefer
CPD of lower educational utility.
Does this matter? Educational research highlights the importance of
meaningful assessment and feedback1,3–5, so should the College be guiding
Fellows towards undertaking CPD activities of higher educational utility?
Some Fellows welcome input from the College. As one wrote in our recent
survey about improving CPD: ‘I am very interested in how I can get more
“bang for my buck”, i.e. return for time spent on CME. It is easy to spend
hours attending talks and flicking through journals with little actual impact on
my practice.’
One initiative currently under way in New Zealand is the trial of a new
approach to regular practice review (RPR). The framework developed by
the NZ CPD Committee combines individual professional development
reviews with a service review of the clinical unit as a whole. The process
includes peer review and clinical audit activities, but it also collects much
richer information allowing the reviewers to gain insights into the clinicians’
current work commitments (both clinical and non-clinical) and their future
aspirations. Feedback from trial sites shows this was a positive experience
for Fellows and suggests that CPD activities involving assessment can be
attractive as well as effective.
So the low expressed preference for practice review and some other
effective CPD activities found in the CPD Unit research may simply reflect
the low levels of experience with these processes. Meaningful CPD is about
practice improvement, which is more than just updating knowledge, and
certainly more than ticking the boxes required by regulatory frameworks.
The College can play a useful role in the professional development of
Fellows by providing the tools and support for effective CPD – a task that
has to be guided by research and evidence.
Dr Tony Scott
Chair, NZ CPD Committee
Associate Professor Matthew Links
Conjoint Chair, CPD Expert Advisory Group and Joint Divisional CPD
Subcommittee
Helen Pope
Education Officer, CPD Unit
Craig Bingham
Manager, Fellows Learning Support
Office of the Dean

4. Royal Australasian College of Physicians,
Royal Australasian College of Surgeons, Royal
College of Physicians and Surgeons of
Canada 2013. Lifelong learning for physicians
and surgeons: a strategy discussion paper
[draft 3]. www.racp.edu.au/page/cpdreports.
5. Royal Australasian College of Physicians 2013.
Future directions in CPD: Report of MyCPD
Review Working Group [draft v.7].
www.racp.edu.au/page/cpdreports.

FELLOWS’ CPD NEEDS
The cover of
the February
issue of RACP
News shows
a ‘word cloud’,
representing
the frequency
of topics
mentioned by
Fellows in our
survey of CPD
needs. The diversity reflects the wide
range of interests and specialisation in
the Fellowship, with a fraction of Fellows
saying they wanted ‘nothing’ from the
College in relation to CPD resources.
The most popular resource topic
suggested by survey respondents
was ‘updates’, particularly in relation
to important specialties other than
the Fellow’s own (e.g. cardiology for
non-cardiologists, or stroke medicine
for non-neurologists). Suggestions of
clinical topics were more frequent than
professional development topics, but
there were requests for resources on
medico-legal issues, teaching, learning,
practice management and other
professional domains.
The entire Report on Fellows’ CPD
activities and resources is available
online at www.racp.edu.au/page/
cpdreports.
Also available online
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• Report on regular practice review
pilot 2013
• Lifelong learning for physicians and
surgeons: a strategy discussion paper
• Future directions in CPD: Report of
MyCPD Review Working Group

MAKING LIFE DECISIONS AND TRANSITIONS –
THE BENEFITS OF COACHING
Having run a successful pilot coaching program at the Sydney Children’s Hospital Network, Paediatric
Emergency Physician Dr Tara Brown is keen to expand this service in the hope that coaching will
eventually become an integral part of medical training.

T

ime flies! I could not believe I was nearing the end of 10 years
training in London. I had been totally focused on becoming a
Consultant Paediatrician there – but was I ready to take that final
step to a job that could potentially be my last one for the rest of
my working life? Suddenly uncertainty ensued.
I was familiar with the London Deanery Coaching and Mentoring Service.
The coaches there were doctors or dentists who had undertaken training
and assessment in coaching and mentoring skills. I enrolled with the
service and was matched with a coach external to my organisation and
specialty, to ensure objectivity and confidentiality. I received three goalfocused coaching sessions where I discussed my long-term aims – career
and personal – and how I could best achieve these. Interestingly, my coach
offered no advice or opinions. Instead, through skilled questioning and
reflective feedback, I was able to reach my own solutions. My ultimate
decision was to move to Australia and experience paediatrics in a different
healthcare system, instead of continuing on the treadmill to a consultant
post in London. This would also give me the opportunity to become more
involved in triathlon and outdoor sports, a passion not as easy to fulfil in a
big UK city.
Had it not been for my coaching sessions providing me with insight and
confidence, I would never have packed my bags and got on a flight Sydney
bound. Two years later I have my Fellowship with the RACP, Permanent
Residency in Australia, and have completed numerous triathlons including
three half Ironmans. I am due to start a Staff Specialist job soon and now
feel a lot more certain in my career choice and lifestyle.
Having had such a positive personal experience from coaching, I felt I
would like to learn how to become a coach myself, to help others who may
be facing similar career dilemmas. However, it appeared that coaching
in medicine didn’t really exist in Australia. Coaching, although well
established in many industries, including corporate business, sport and
politics, remains a relatively new phenomenon in healthcare. The principles
of coaching overlap with mentoring and supervision, and the differences
are highlighted below. There is no universal definition of coaching but it
has been described as ‘the art of facilitating the performance, learning and
development of another’.
Coaching

Educational supervision/mentoring

Voluntary

Compulsory

Separate from assessment process

Element of assessment included

Coachee led – the coach/mentor role
is to provide guidance to enable the
coachee to come to their own solutions

Usually involves the supervisor offering
advice, supervisor often reflecting on
own experiences to provide guidance,
may have a pastoral role

Separate from current post to provide
objectivity and confidentiality and avoid
conflict of interest

Included as part of the trainee’s post

Dr Tara Brown

Improved access to coaching and
mentoring for doctors has been
recommended. There is evidence to
suggest that a coaching culture in
healthcare will increase trainee satisfaction,
reduce absenteeism, improve the training
experience (and ultimately the quality and
potential of the trainee and fully trained
doctor), improve recruitment and retention
of doctors, and improve leadership.
Encouraged by my own experiences and
evidence-based practice, I established
a pilot coaching program at Sydney
Children’s Hospital Network in 2013. Ten
Paediatric Consultants volunteered to
undergo training in coaching skills by
workplace executive coaches. They were
then each matched with two paediatric
trainees at the end of their training, also
volunteers, to provide goal-focused
career coaching over a six-month period.
Evaluation of the service has been positive,
confirming that both coaches and trainees
have benefited from the experience.

Continued on page 41
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INTERVIEW WITH KEYNOTE SP
Over the past decade an increasing awareness of industrial, occupational
and environmental issues has steered discussion of the health impacts on
workers and the wider community. This in turn has driven the demand for
specialised knowledge to be embedded in occupational and environmental
medicine.

RACP News recently spoke to Dr Richard Heron, who will deliver the
Ferguson-Glass Oration at the RACP Future Directions in Health Congress
in May 2014 in Auckland, New Zealand. Currently the Vice-President Health
and Chief Medical Officer at BP, Dr Heron is responsible for strategic
development of the group’s health agenda. He also holds honorary
appointments as Professor of International Business and Health at the
Institute of Work, Health & Organisations, Nottingham University, and is an
honorary teacher at the University of Manchester, UK. He was President of
the Society of Occupational Medicine in 2012, and is currently PresidentElect of the Faculty of Occupational Medicine.
RACP News: How did you become interested in occupational health?
Dr Heron: As a medical registrar, in the UK and New Zealand, I enjoyed the
process of clinical evaluation, establishing a definitive diagnosis, and learned
the craft of matching patient-centred treatment with evidence-based practice.
I also became increasingly aware of how limited my interventions were when
focused on minor therapeutic adjustment in one patient at a time.
An hour of Occupational Medicine was included in our undergraduate
curriculum at the University of Birmingham; it seemed to be the one specialty
that fostered clinical acumen, and took a population approach to health. After
a series of clinical encounters with an occupational link, much personal soul
searching and wise counsel from mentors such as Dr Charles Veys OBE,
Chief Medical Officer, Michelin (UK), I made the toughest career choice – I
left clinical medicine. I took a job as trainee Occupational Physician with ICI
in West Yorkshire. My peers were surprised; my medical consultant disowned
me; I never looked back.

RACP News: How would you describe the role of an occupational physician?
Dr Heron: Occupational physicians have a pivotal role in the health of the
working age population. Our specialty has the opportunity to be pre-eminent
amongst medical specialties, as the only specialty that can enhance the
productivity of nations and ensure this is not at the expense of worker health.
Good work we know to be good for health. The capable physician combines
the ‘difficult art of observation’, to paint the picture of what good work looks
like for employer and employee, within a frame of the science needed to
prove it.
RACP News: Realising the Health Benefits of Work is the major position
statement of the AFOEM. It presents compelling evidence that work is
generally good for health and wellbeing, and that long-term work absence or
unemployment generally has a negative impact on health and wellbeing. Do
you agree, or what is your opinion?

Dr Richard Heron

Dr Heron: I agree with the basic tenet ‘Good
work is good for health’. However, we must
take care not to overgeneralise; it has never
been helpful to treat all circumstances as
if they conformed to an average, and not
all work is good for everybody. It has been
said that a civilised society is defined by
its attitude to the most vulnerable, and we
have a duty to ‘first do no harm’. The recent
report into patient safety at a UK hospital
trust in Staffordshire reminds us of a duty
of candour that extends beyond harmful
chemical and physical environments; courage
may be needed to speak up when we see
evidence of toxic workplace cultures. The
trusted Occupational Health Service can be
a place of refuge for those who feel stressed
or bullied, who feel powerless to resist the
requirements placed upon them by a difficult
boss. We know that staff who feel nurtured,
valued and are healthy are more likely to buy
into an organisation’s core values. We are a
unique specialty which can play a key role
in bringing about cultural change when it is
needed.
RACP News: What kind of changes have you
seen during your career? For example, has

The Australasian Faculty of Occupational & Environmental
Please join us at our 20th Anniversary events
For more information and to register, please
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PEAKER DR RICHARD HERON
there been an increase in workplace regulation or self-regulation and how
have workplaces changed?
Dr Heron: Work and workplaces have changed dramatically since I entered
Occupational Medicine. And so too has the role of the Occupational
Physician. I joined a dyestuffs factory on low margins where I saw manual
handling injuries from digging out vacuum filter beds, contact dermatitis from
exposure to cutting oils, and chemical cyanosis from exposure to substituted
nitro-benzenes. There were cases of occupational asthma from reactive
dyes, and latent cases of bladder cancer from rubber accelerants.
Today, the opportunity to prevent harm in many countries has shifted to
musculoskeletal and stress-related conditions. We are seeing an ageing
workforce, using our skills to support those who are out of work, and
adapting working environments to accommodate people whose long-term
conditions were once seen as a one-way ticket to a pensionable ‘failure of
health’.
Yet some things have not changed. An early experience in my career taught
me that you can learn more about the workplace in a week on a factory floor
than from a year of reading manuals and procedures.

RACP News: What were some of the key initiatives you championed as the
President of the Society of Occupational Medicine?
Dr Heron: Throughout and beyond my term of office as SOM president, I
championed the creation of a single organisation for OH professionals in the
UK. We are a small specialty, which continues to punch above its weight. Our
modus operandum is multidisciplinary, and for too long we have suffered
from the absence of a single, powerful and influential voice – a ‘go-to’ voice
for employers, unions, governments, regulators, and of course for all those
who operate at the interface between work and health. Occupational health
nurses, physiotherapists, ergonomists, toxicologists, industrial hygienists
are several of the unique and complementary disciplines that contribute to
better outcomes for people, employers and national economies.
I am an active Fellow of the American College of Occupational and
Environmental Medicine, and together with Ron Loeppke, ACOEM president,
led the first meeting of IOMSC, an international collaboration of over 20
Occupational Medicine Societies. We share many challenges across our
borders and benefit from access to shared wisdom.

RACP News: You have a unique opportunity to oversee the development
of occupational health initiatives worldwide. How do the challenges vary in
different parts of the world, how are they similar?
Dr Heron: It is true that the diseases that threaten indigenous or travelling
populations vary greatly across the globe, as do the cultural expectations
of how health is delivered. Nevertheless, the need to follow basic principles
does not. A careful examination of the hazards to which workers may be
exposed is always required. The need to consider the potential impacts of
workplaces on local communities and to develop a secure understanding

of the nature of work and workplaces is a
constant. For that reason, my philosophy
is one of seeking to find competent local
physicians with an understanding of local health
expectations, regulations and appropriate
interventions that can rarely be gained by an
expatriate. If there are gaps in the skills and
knowledge of Occupational Medicine, they
can be filled by training – correspondence,
distance learning and experiential. Not all hires
will stay with one employer for life but they
can all contribute to an increasing worldwide
competence in Occupational Medicine, which is
needed in a global economic market.

RACP News: What are the most important
trends or challenges facing occupational and
environmental health professionals in the
coming years?
Dr Heron: There are many generic challenges
facing our profession – we are seeing
diminishing numbers of trainees, a limited
research base and an increasingly ageing
occupational health workforce in many
countries. At the same time, the need for
universal access to occupational health
expertise could not be greater. In some parts
of the world, the diseases that we in the
developed world see as historical are all too
real. This is exemplified by the continuing
legacy of asbestos-related lung disease and the
current unsafe working conditions epitomised
by the textile factory tragedy in Bangladesh.
At the same time, ageing populations and
the need to stay in meaningful work to a later
age mean that the skills we have to assess
and manage fitness for work – understanding
capability and jobs – will increase. More people
are surviving cancers and cardiovascular events
that would once have precluded their return to
the workforce. Occupational Medicine offers
those who are up for it fulfilling careers, with
complex challenges, in an infinite variety of
local, national and international workplaces.
We need to attract the brightest students into
Occupational Medicine and share with them
this exciting future for our specialty.

nvironmental Medicine is celebrating its 20th Anniversary this year.
events at Congress 2014 in Auckland, 18–21 May.
please visit www.racpcongress2014.com.
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RACP News: What would be your advice for trainees and medical students
who would like to pursue an interest in occupational and environmental
medicine?
Dr Heron: My advice to trainees and medical students starts with the advice
I would give to any medical student – take control of your own career.
Too many doctors become disillusioned as a result of the constraints of a
medical career escalator that it seems impossible to leave. While it was very
difficult to leave my gastroenterology career track, it was truly the best thing
(apart from marrying my wife, Helen) that I ever did.
And as for Occupational Medicine, I hope that I’ve highlighted a few of the
reasons I took that step, and continue to enjoy one of the best jobs in the
world – I could not recommend it more highly!

Associate Professor Richard King
Priscilla Kincaid-Smith Oration
Associate Professor Richard King is Head of
Medicine at Monash Health in Melbourne.
He is Chair of the Victorian Policy and
Advisory Committee on Technology of the
Department of Health, a founding member of
the Medical Services Advisory Committee of
the Commonwealth Department of Health, and
helped set up HealthPACT, the Commonwealth’s
Horizon Scanning Committee. Associate Professor King chairs the New
Procedures/Clinical Practice Committee for Monash Health, belongs to
Health Technology Assessment International, and is a member of their
Disinvestment and Hospital Technology groups. He is a former Chair of the
Victorian State Committee of the RACP and a former member of the Council
of the RACP, and is also a recipient of the College Medal.
His current research interests are disinvestment and the use of evidence to
assess quality of unit performance in a teaching hospital.

Dr Rhys Jones (Ngāti Kahungunu)
Redfern Oration
Dr Jones is a public health physician and Senior
Lecturer at Te Kupenga Hauora Māori, University
of Auckland. He is passionate about advancing
Māori health, with a particular focus on how
health professionals can contribute to this goal.
In his academic role, Dr Jones leads Māori
Health curriculum development. His research
interests include ethnic inequalities in health,
Indigenous health education and environmental health. He is Principal
Investigator of the Educating for Equity study, an international research
project examining how health professional education can reduce inequities
and improve health outcomes for Indigenous populations.
In 2005–06, Dr Jones was a Harkness Fellow in Health Care Policy, based
at Harvard Medical School in Boston, USA. His fellowship project examined
interventions to reduce racial and ethnic disparities in healthcare using
organisational case studies.
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PROFESSOR JANE HARDING WINS
2014 HOWARD WILLIAMS MEDAL
Congratulations to the winner of the
Paediatrics & Child Health Division Howard
Williams Medal for 2014, Professor Jane
Harding.
Jane will deliver the Howard Williams
Oration, ‘The life-long legacies of perinatal
management’ at RACP Congress 2014, in
Auckland, on 20 May.
Jane, a New Zealand paediatrician and
Distinguished Professor, is the Deputy
Vice-Chancellor (Research) of the University
of Auckland where she has undertaken
teaching and research for much of
her career; currently she has overall
responsibility for the University’s research
activities.
Jane’s oration is supported by a wealth
of experience: she is a researcher in the
LiFePATH research group of the University’s
Liggins Institute and until recently
practised as a specialist neonatologist,
caring for newborn babies, at National
Women’s Hospital. Her ongoing research
activities concern the role of nutrition and
growth factors in the regulation of growth
before and after birth, and the long-term
consequences of treatments given around
the time of birth.
Professor Harding has published more than
200 scientific articles and holds a number
of research grants, including funding
from the Health Research Council of New
Zealand and the Eunice Kennedy Shriver
National Institute of Child Health and Human
Development in the US.
She is a Fellow of the Royal Society of New
Zealand, an Officer of the New Zealand
Order of Merit, and the 2004 North & South
magazine New Zealander of the Year.
Professor Harding said she was deeply
honoured by this award.
‘It is humbling indeed to be acknowledged
by one’s peers in this way,’ Professor
Harding said.
Associate Professor Susan Moloney
President, Paediatrics & Child Health
Division

Auckland, New Zealand

Register now for the inaugural Australasian

RACP TRAINEES’ DAY 18 MAY 2014

AUCKLAND, NEW ZEALAND

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

TRAINEES’ DAY IS RUN BY TRAINEES
FOR TRAINEES

AN ENGAGING PROGRAM FOR ALL
TRAINEES

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

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

•

career pathways and progression through training

•

opportunities outside of traditional training such as
volunteer work and research

•

difficulties in training

•

overseas fellowships

•

part-time training.

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

planning your training pathway

•

approaching the exam

•

transitioning to a consultant

•

breaking bad news

•

dealing with difficult colleagues.

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

NT GOVERNMENT MUST CONSIDER THE FACTS
AND ABANDON OPEN SPEED TRIAL

W

ith the Northern Territory Government now trialling an open
speed on the Stuart Highway, I remain very concerned about
the potential repercussions and dangers to motorists. This
concern is based both on worldwide evidence and what we
see in our jobs every day.
As a specialist who has worked in emergency care in the Territory, I have
witnessed first hand the carnage inflicted on people as a result of highspeed road crashes. I have seen people with horrific and life-changing
injuries, and those who have had their lives tragically cut short as a result of
speed. I have also dealt with the families who are left behind as a result of
speed-related road deaths. My concern is that the trial will be the catalyst for
more of these tragedies.
The evidence linking speed and road crashes is irrefutable. The higher
the speed, the greater the risk of a crash, the more severe the injuries, the
higher the chance of death. Along with the Australian Medical Association
NT Branch, the Australasian College for Emergency Medicine and the Royal
Australasian College of Surgeons, the RACP is urging the NT Government
to acknowledge the facts about speeding and immediately abandon this
irresponsible trial. In the NT News, the Chief Minister was reported as
saying that speed does not kill people on our roads. This is incorrect and
irresponsible. The Government’s own report notes that ‘too often, alcohol
and speed are a factor’ and ‘vehicle speed influences all crashes’. Allowing
the open speed trial to go ahead is contradictory to the Government’s
message of promoting a safe driving culture.
The NT tragically has had the highest proportion of road deaths per 100,000
population in any state or territory since 1975.1 Many of these deaths can be
attributed to speed. In 2012, 39% of all NT road fatalities and serious injuries
were a result of speed. In 2012, road accidents in the Territory accounted
for 20 deaths per 100,000 population.2 This is more than four times the rate
of NSW, VIC, ACT and SA. The recently released 2013 data on road deaths
in the NT has shown a very positive reduction from 2012 of nearly 25%.
The Chief Minister announced the results and stated that ‘even one death
on Territory roads is too many’. We strongly agree with his statement and
have concerns that this open speed trial will undermine the Chief Minister’s
expressed wish to minimise road deaths.
The NT has the highest proportion of poor-quality roads of any state or
territory in Australia. The Australian Automobile Association’s Australian
Road Assessment Program (AusRAP) 2013 report showed the NT as having
the highest percentage of one-star rated (the worst) roads nationally with
29%. The quantity of two-star rated roads is also relatively high with 32%.
What is particularly worrying is that the Stuart Highway, which is subject
to the trial, comprises 61% of one-star or two-star rated roads. Having an
open speed on a road of this low quality is clearly dangerous. While recent
improvements to the Stuart Highway are welcomed, it remains to be seen
if that will bring them up to a five-star rating. However, no amount of road
upgrades or improvements will save someone who loses control of their
vehicle at 180 km/h.
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Dr Christine Connors

The NT Government has refused to
release the reports it commissioned on the
investigation into the risks of an open speed.
This is not in keeping with the transparent,
evidence-based platform on which the
Government was elected. What has the
Government got to hide? As the Government
won’t release these reports, I can only
speculate that the findings support the use
of speed limits on NT roads. This is of great
concern to me. We have called on the NT
Government to release these reports for
public scrutiny.
There is no doubt that this trial places the
lives of Territorian road users at greater
risk. Taking a measured, longer term
and evidence-based approach to safely
managing speed in the Territory should be
the priority for the NT Government. We will
continue to lobby the NT Government to fulfil
its stated commitment to evaluate relevant
evidence and data in a transparent fashion
and abandon the open speed trial.
Dr Christine Connors
Chair of The Royal Australasian College of
Physicians NT Committee

References on page 27

RACP LEADS CAMPAIGN WITH MAJOR MEDICAL
BODIES AGAINST NT OPEN SPEED TRIAL

T

he RACP last month joined forces with the Royal Australasian
College of Surgeons (RACS), the Australian Medical Association
(AMA) Northern Territory and the Australasian College for
Emergency Medicine (ACEM) to campaign against the open speed
trial on a 200 km section of the Stuart Highway in the Northern Territory.

Led by the RACP, the four groups, collectively representing more than
50,000 medical professionals across Australia, are calling for the trial to be
scrapped, citing a comprehensive body of evidence that demonstrates
enforced speed limits decrease motor vehicle crashes and fatalities.
The open speed trial began on 1 February, and the RACP continues to
lead the campaign with the RACS, AMA NT and ACEM calling for the NT
Government to abandon the trial and any further plans to expand open
speed to any other roads in the Territory.
In an open letter to the Chief Minister, the groups called on the NT
Government to release the reports commissioned to determine the efficacy
of an open speed trial.
The RACP provided concrete evidence to the NT Government linking speed
with increased fatalities in the Territory, and the Government has said that

the reasons for this trial are evidence based,
yet they have so far refused to publicly
release the reports cited as evidence
supporting the trial. The RACP is maintaining
pressure on the NT Government to release
these reports.
The NT Minister for Transport has stated
that motorists need to take responsibility
and drive according to the conditions and
their capabilities. Statistics show, however,
that the group most at risk during the open
speed trial will be young men, who are
overrepresented in fatality incidents. Of the
212 recorded driver fatalities in the NT from
2002 to 2012, 57 were males aged between
16 and 25 years. The RACP believes that an
open speed is effectively giving young men
permission to drive even more recklessly
and this evidence should not be ignored.

ASYLUM SEEKER HEALTH ADVOCACY

F

ollowing the release of its Statement on the Health of People
Seeking Asylum in August 2013, the RACP has continued its
advocacy efforts relating to the health of asylum seekers in
detention. The College’s concerns for the health of people in
detention have received a significant amount of media coverage, and have
been referenced in two reports prepared by the office of the United Nations
High Commissioner for Refugees (UNHCR), following its visits to the Nauru
and Manus Island regional processing centres.
The College has also communicated directly with the Federal Minister for
Immigration and the Department of Immigration and Border Protection on
this matter. In these communications, the College has outlined to the Minister
and the Department its concerns regarding the adequacy of health facilities
available in offshore processing centres as well as the Government’s lack of
consultation with independent health experts following the disbanding of the
Immigration Health Advisory Group in December 2013.

Rights Commission’s National Inquiry into
Children in Immigration Detention, which was
launched on 3 February 2014.
For further information relating to the
College’s policy and advocacy activities in
this area, please contact Emily Ofner at emily.
ofner@racp.edu.au or +61 2 9256 9671.

Continued from page 26
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The College has recently convened a Health of Refugees and Asylum
Seekers’ Working Party, which has been tasked with developing a more
detailed position on the health of refugees and asylum seekers. This group
will also consider further ways in which the College can advocate on this
important issue.

1. Australian Government, Department of
Infrastructure, Transport, Regional Development
and Local Government. Road deaths Australia:
2007 Statistical Summary, p. 15.
www.infrastructure.gov.au/roads/safety/
publications/2008/pdf; Ann_Stats_2007.pdf;
Australian Government, Department of
Infrastructure and Transport. Road deaths
Australia: 2012 Statistical Summary, p. 16.
www.bitre.gov.au/publications/ongoing/files/
RDA_Summary_2012_June.pdf.

The College will also be providing a submission to the Australian Human

2. ibid.
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EDUCATION

STP TRAINEES BOOST CHILD HEALTH
SERVICES IN WESTERN SYDNEY
An innovative series of programs involving paediatricians, allied health professionals and Specialist
Training Program (STP) trainees is helping change the face of community child healthcare in
South Western Sydney.

F

ive community child health, one general paediatrics and two public
health medicine STP-funded trainees are employed by South
Western Sydney Local Health District (SWSLHD) across community
settings in Liverpool, Fairfield, Tahmoor, Croydon, Rosemeadow
and Bowral.
Associate Professor John Eastwood, Area Director of SWSLHD Community
Paediatrics and Adjunct Associate Professor at the School of Public Health,
University of Sydney, supervises seven of the eight positions. He was
instrumental in applying for the STP funding and coordinating the eight
positions across SWSLHD. Associate Professor Eastwood said the STP
funding had enabled expansion of services to reach socially disadvantaged
children and young people and their carers.
‘For example, we have been able to provide outreach paediatric clinics
in Tahmoor, in the isolated rural Wollondilly Shire, and the socially
disadvantaged urban communities of Macquarie Fields, Claymore, Ingleburn,
Mawson Park, Yagoona, Miller and Canterbury,’ he said.
‘The range and mix of clinical services has been expanded. This includes
paediatric clinics for Aboriginal children in Camperdown, Airds, Liverpool,
Yagoona and Miller, multidisciplinary developmental screening clinics at
multiple sites, and paediatric clinics for children and adolescents in out-ofhome care. It has also strengthened tertiary diagnostic and assessment
clinics in the socially disadvantaged cities of Bankstown and Canterbury.’
The two STP-funded public health medicine trainee positions have
contributed to a range of initiatives, including:
• Two child and family indicator reports
• A training project in preventative child health for general practice
and child and family nurses
• Community-based projects in Claymore and Warwick Farm
• Studies of service access, alcohol abuse and injury; and support for
the Sydney Local Health District (SLHD) Health Pathways project
• Collaboration with two Medicare Locals and non-Government
organisations including the Benevolent Society and Kari Aboriginal
Resources Inc.
Despite having seven trainees, Associate Professor Eastwood said the
supervision load has not been too challenging.
‘Both the paediatric and public health trainees are of high calibre, and are by
and large self-directed learners,’ he said.
‘We have a strong team of Staff Specialists and Senior Child Health Medical
Officers who share the supervision within their areas of expertise. A
particularly rewarding aspect has been the way senior Advanced Trainees,
both paediatric and public health, have taken a leadership role in the Statewide training program.
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STP-funded Community Child Health trainee
Dr Joanna Alexander

‘Personally, the most enjoyable aspect has
been seeing Advanced Trainees develop
their independent practice in preparation for
being a consultant.’
Associate Professor Eastwood said this has
occurred especially with trainees working in
Macquarie Fields, Claymore and Wollondilly
Shire.
‘The trainees bring enthusiasm and
commitment to the team. This has had a
positive effect on not only our team, but
community child and family clinical services
more generally.’
The Department of Community Paediatrics
at SWSLHD is committed to providing
early intervention programs to break the
cycles of disadvantage and poverty, and to
sustain equity of access to multidisciplinary
and trans-disciplinary services. Associate
Professor Eastwood described four main
domains of Community Paediatrics at
SWSLHD to which STP trainees have made a
significant contribution.
Families NSW
Formerly Families First, Families NSW is
the NSW Government’s early intervention

Continued on page 29

CHANGES TO PASS REQUIREMENTS FOR RACP
CLINICAL EXAMINATIONS IN ADULT INTERNAL
MEDICINE AND PAEDIATRICS & CHILD HEALTH

T

he Clinical Examinations Committee is making a change to the
pass requirements for the Basic Training Clinical Examinations in
Adult Internal Medicine and Paediatrics and Child Health.

In addition to passing at least one of four short cases, as
introduced in 2013, all candidates will also be required to pass at least one
of the two long cases in order to pass the overall examination.
The rationale for this change is as follows.
The clinical skills tested in the long and short case segments are different
but complementary, and therefore it is necessary for candidates to pass at
least one long case and one short case.
In the past, candidates could pass the examination by scoring at least
120 marks out of a possible 210, and these marks could come from any
combination of scores in both the long and short cases. The long cases are
weighted against the short cases by a factor of three.
Previously, it was theoretically possible for a candidate to pass the
examination despite failing either both long cases or all four short cases.
Based on past experience, the new requirement to pass at least one long

case may only affect one or two candidates
each year.
Both aspects of the Clinical Examination test
important domains of clinical skills, and to
allow a candidate to progress to Advanced
Training without having demonstrated
adequate performance in both types of skills
is unsatisfactory.
This change will take place from the 2014
Clinical Examinations.
Associate Professor Michelle Leech
Adult Medicine Chair, Clinical Examination
Committee
Dr Mike Starr
Paediatric Chair, Clinical Examination
Committee

Continued from page 28
strategy to provide children with the best start in life. STP trainees have
led projects including ‘Love Sing Talk Read Play’ – a flipchart resource for
parents on how to nurture the social and emotional development of their
children, and a program to provide more playgroups across central and
south-western Sydney. They have also worked on guidelines for improving
the mental health of parents and infants (‘Safe Start’) and social population
indicators.
Supporting NSW Families
Community Paediatrics at SWSLHD has received State and Commonwealth
funding for a range of projects managed by STP trainees, including
initiatives for Indigenous families such as ‘New Directions’ and ‘Strong
Fathers Strong Families’. Other projects have included sustained nurse
home-visiting programs and a review of the NSW ‘Blue Book’ – the personal
health record for parents of young children.
Developmental Services
The service model for Community Paediatrics at SWSLHD involves
medical, nursing and allied health staff working in partnership with parents
on surveillance and monitoring, then screening, then (where indicated)
multidisciplinary developmental assessment, and finally diagnostic
assessment. STP trainees have contributed to the general increase in
diagnostic and assessment services via visiting medical officer (VMO) clinics
in Liverpool, Croydon, Marrickville, Camperdown and Canterbury. They

have also contributed to Multidisciplinary
Assessment (MAx) Clinics (with a focus on
children entering out-of-home care) in 11
locations across Sydney and South West
Sydney.
Keep Them Safe
Keep Them Safe (child protection) is the
NSW Government’s whole-of-government
approach to the care and protection of
children. Community Paediatrics at SWSLHD
contributes to policy development and
training, audit and evaluation of programs
including out-of-home care services, child
and adolescent physical abuse and neglect,
and sexual assault services. It also embraces
high-risk groups of children and young
people including refugees and migrants,
Aboriginal and Torres Strait Islanders,
children of mentally ill parents, and children
from a background of domestic violence.
Louise Young
STP Program Coordinator
Education Services
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RESEARCH

RESEARCH AT THE RACP

T

he College Research Committee (CRC) held a strategic planning
day in October 2013 to consider and develop strategies to further
the research priorities identified at the inaugural meeting of the
Committee in July.

The four areas of priority identified are:
• Support of Clinical Research: embracing the determinants of health,
human disease research (in contrast to understandings of basic
mechanisms through non-human research) involving human subjects
and/or subject matter.
• Support for early career clinician researchers who are keen to establish
a research career. It was noted that this sector is frequently underfunded.
This focus is in alignment with the Research Establishment Fellowships
and therefore these awards should be a focus of improved funding.
• Education: it was noted that the primary role of the College is in physician
education. In keeping with this role and in recognition of the relative
paucity of research in the area of adult education, the College should
adopt this area of research as a strategic focus.
• Health Service/Systems Research: physicians have a clear role in
improving perspectives on the organisation of health services. Research
into the most efficient and effective delivery of healthcare to the
community will be increasingly important.
The day was most successful, being facilitated by Philip Pogson of The
Leading Partnership Pty Ltd.
Dr John O’Donnell, Chair of the CRC, commented:

The benefits of having a skills-based committee were strongly demonstrated
during the strategic planning day. The knowledge and experience that was
brought to the table, and the quality of contributions by members of the
College Research Committee, provided a forum of ideas that enabled a
clear perspective as to the development of the Strategic Plan for research.
This Committee has made significant headway into taking the first steps to
develop and achieve the third of the College Strategic Goals, ‘RACP is a
respected supporter of research’.

AVAILABLE RESEARCH GRANTS
FROM EXTERNAL FUNDERS
While the RACP Foundation awards
nearly $2 million in research grants each
year, there are other organisations that
accept applications for funding of medical
research projects.
The RACP Foundation has recently
developed a Grants Calendar, listing
these organisations, their grant criteria,
their application deadlines where
applicable, and their websites.
This information can now be accessed
from the Foundation webpages. Go to the
College website, click on the Foundation
tab and then Research at RACP on the
drop-down menu. You will then see:
Funding opportunities with closing dates
in February 2014
Funding opportunities with closing dates
in March 2014
Funding opportunities with closing dates
in April 2014
Funding opportunities with open closing
dates.
The RACP Foundation will update these
links each month, to keep interested
members informed on a rolling basis of
opportunities for the forthcoming quarter.

The Strategic Plan will be presented to the Board at the meeting in March by
Dr O’Donnell.

SEASONAL STUDY GRANTS
The RACP Foundation is pleased to announce the 2014 round of Seasonal Study Grants, details of which are now on the website.
Subject to available funding, these grants are offered quarterly on a seasonal basis. This allows Fellows and trainees an
opportunity to apply for funding on a ‘need now’ basis. Applications will be accepted each quarter until all funding for the year is
allocated.
This process will enable the RACP, through the RACP Foundation, to respond more quickly and efficiently to Fellow and trainee
need for support for both individual and group education initiatives.
Closing date for this round is Wednesday, 30 April, at 5 pm AEST.
For details of grants available for the current funding round, please visit the RACP Foundation website: www.racp.edu.au/index.
cfm?objectid=0D7519E7-02D1-DC51-C4BA111F5ACBD75D.
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RACP FOUNDATION

FELLOWS CAREER DEVELOPMENT
FELLOWSHIP 2014
This is one of the RACP Foundation’s most valuable Awards, which is funded by donations from
Fellows with their subscriptions. Recipient of the 2014 Fellowship Dr Marie Bismark discusses below
the focus of the research she will undertake thanks to their generous support, and the reasons why it
is so important.

A

t any given time 1–2% of doctors are likely to be impaired in their
ability to practise medicine. While health practitioners are well
placed to identify colleagues who pose a risk to patients, there is
often reluctance to voice such concerns.

Since 2010, national law in Australia has required mandatory notification
of all ‘notifiable conduct’ to the Australian Health Practitioner Regulation
Agency (AHRPA). Notifiable conduct is defined to cover practising while
intoxicated, sexual misconduct, or placing the public at risk through
impairment or a departure from accepted standards.
Laws in other countries, including Canada, the United States and
New Zealand, also mandate reports about impaired peers in certain
circumstances. But the law in Australia is unusually far reaching, both in the
scope of reportable conduct and the breadth of professions covered.
Critics of mandatory reporting believe that it fosters a culture of fear, fuels
professional rivalries and drives struggling doctors underground. Supporters
argue that mandatory reporting facilitates the identification of unsafe
practitioners, communicates a clear message that patient safety comes first,
encourages employers and clinicians to address poor performance and
improves surveillance of threats to patient safety.
Evaluating the merits of these widely differing views is difficult, as little
is known about how mandatory reporting is actually working in practice.
What is the nature of the mandatory reports received by AHPRA? Which
practitioners are most likely to make, or be the subject of, a mandatory
report? How has the new law impacted on help seeking by impaired
doctors?
Over the coming year, I will seek to address these questions, as the recipient
of the RACP Fellows Career Development Fellowship for 2014, through my
research project, ‘Mandatory notification: serving the interests of Australian
patients and doctors’. My methodology has three parts: first, analysis of
mandatory reports received by AHPRA; second, analysis of Doctors Health
Advisory Service data; and third, interviews with individuals from a range
of health sector organisations. This methodology will draw on my skills as
a public health physician and health lawyer, and my previous experience
analysing data from Complaints Commissioners, Medical Boards and
indemnity insurers in Australia, New Zealand and the United States.
Within Australia and New Zealand, I am hopeful that my research findings will
influence the development of mandatory reporting policies and will enhance
the ability of our College to advocate for evidence-based regulation that
supports safe patient care. Internationally, this research is likely to be topical
as other countries are debating the merits of mandatory notification and
watching the Australian experience with interest.
At a personal level, I am grateful to all the Fellows who contributed to this
award through donations made with their annual subscription. Funding
for health services research is scarce, and awards such as this play a vital

Dr Marie Bismark

role in assisting members of our College to
establish research within our career paths.
I also thank Professors David Studdert and
Terry Nolan FAFPHM from the University of
Melbourne School of Population and Global
Health for the supervision and support
offered during my Advanced Training and
through into this Fellowship year.
I hope that my Fellows Career Development
Fellowship research will be of interest to
you and your colleagues. I invite you to
share your thoughts on mandatory reporting
with me, and I welcome suggestions of
individuals or organisations that should be
considered for inclusion in the interview
phase of my research. You can contact me at
mbismark@unimelb.edu.au.
Dr Marie Bismark FAFPHM
Senior Research Fellow
Law and Public Health
University of Melbourne
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RACP FOUNDATION DONOR
RECOGNITION RECEPTIONS
These two successful events were held to acknowledge
both the generous support of donors and the recipients of
the various awards.

ANNOUNCING ...
RACP MENTOR OF THE YEAR AWARD
Fellows and trainees are invited to submit
nominations for the Mentor of the Year
Award for a Fellow who has made an
outstanding contribution to mentoring
or provided a high level of support and
guidance throughout training.
Prize
The prize is return economy airfares from
home town to Auckland, accommodation for
up to three nights, full Congress registration
and the Congress Dinner, in order to attend
the presentation of the RACP Mentor of the
Year Award at Congress 2014.
Left to right: Dr Muh-Geot Wong (Jacquot Fellowship winner), RACP President
Associate Professor Leslie Bolitho, and Mrs Zanette Brown and Mr Ian Brown
(Jacquot family members) at the Sydney reception

D

onor Recognition Receptions were recently held at the Melbourne
Club and in the Macquarie Room at the College in Sydney as a
thank you to long-term supporters. It was a great opportunity for
successful award recipients to meet with donors to discuss their
plans for current and future research.
The RACP Foundation highly values the support of our external donors and
College members who donate each year to its medical research funding
program.
Going forward, members of the College will have two opportunities to
donate to the Foundation each year: through the donation section on the
membership subscription renewal notice, and in the annual Tax Appeal, in
March for New Zealand and June for Australia.

RACP TRAINEE OF THE YEAR AWARD
Fellows and trainees are invited to submit
nominations for the Trainee of the Year
Award for a trainee who has made an
outstanding contribution to College
activities during 2013 (and earlier).
Prize
The prize is return economy airfares from
home town to Auckland, accommodation for
up to four nights, full Congress registration
(including Trainees' Day) and the Congress
Dinner, in order to attend the presentation
of the RACP Trainee of the Year Award at
Congress 2014.

The RACP Foundation hopes that more and more Fellows will understand
the value of participating by giving to the research funding program, which
focuses particularly on supporting young researchers in the establishment of
their careers.

To nominate a Fellow or trainee, please go
to the RACP Foundation website www.racp.
edu.au/index.cfm?objectid=D7FAA4DA9BB7-EA17-14E43EE098B4CA91
and download a nomination form.

We hope to have many more of these great Donor Recognition Receptions
in the future.

Closing date for nominations is
Wednesday, 2 April 2014, at 5 pm AEDT.

If you have any questions, please contact Stephanie Werner or Andrew
Markwell on (61) 2 9256 9679.

For further details, please contact the RACP
Foundation at foundation@racp.edu.au.
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RACP FOUNDATION 2014 AWARD RECIPIENTS

T

he RACP Foundation received an unprecedented number of Award applications for 2014, which is a reflection of the
increasing value of the Awards in the medical research community. As a result, over $1.8 million will be issued this year to
support clinicians in their endeavour to accelerate their careers and expand medical knowledge. The RACP Foundation
would like to acknowledge and congratulate the following 2014 Award recipients.

Career Development Award
This is one of the RACP Foundation’s most valuable Awards, which is funded by the Fellows’ RACP Foundation donations.
Award Recipient

Award

Project

Institution

Dr Marie Bismark

RACP Fellows Career
Development Fellowship
($100,000)

Mandatory notification: serving the
interests of Australian patients and
doctors?

University of Melbourne

Award Recipient

Award

Project

Institution

Dr Andrew Teichtahl

RACP/Australian Rheumatology Are large joint osteoarthritis
Association & Starr Open
and low back pain metabolic
Fellowship ($40,000)
disorders?

Monash University, Melbourne

Award Recipient

Award

Project

Institution

Dr Michael Kahan

AFOEM Research
Development Scholarship
($15,600)

Predictors of successful return
to work following traumatic brain
injury: population based study

Auckland Institute of
Technology

Associate Professor
Rosemary Nixon

AFOEM Research
Development Scholarship
($15,000)

Identifying the causes of
occupational hand dermatitis
over 20 years of an Occupational
Dermatology Clinic, 1993–2013

Skin & Cancer Foundation Inc,
Victoria

Associate Professor
Rosemary Nixon

AFOEM Education
Development Grant ($5,000)

Educational development in
occupational dermatology:
creation of a webinair with
unlimited internet access for
trainees and occupational
physicians via the College (or our
own) website

Skin & Cancer Foundation Inc,
Victoria

Award Recipient

Award

Project

Institution

Associate Professor
Fary Khan

RACP AFRM Research
Development Project
($30,000)

The hand hub: maximising upper
limb function after neurological
injury

Royal Melbourne Hospital

Dr Louisa Ng

AFRM Ipsen Open Research
Fellowship ($15,000)

Let’s talk about sex: a randomised
controlled trial on sexual
rehabilitation after stroke

Royal Melbourne Hospital

Open Award

AFOEM Awards

AFRM Awards
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New Zealand Awards
Award Recipient

Award

Project

Institution

Dr Yvonne Claire
Anderson

NZ Research Development
Scholarship ($5,000)

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

University of Auckland

Dr Bryony Ryder

Dr Helen Rarity McCreanor
Travelling Fellowship ($5,000)

Natural history of elevated
newborn screening C14.1 in New
Zealand

Starship Hospital and
Newborn Screening Unit,
Auckland

Dr Nicholas Turnball

NZ Education Development
Grant ($5,000)

a) Dermatopathology Fellowship

Warwick Hospital, UK

b) BerEP4 and CD34
immunostaining distinguishes
basaloid trichilemmoma from
basal cell carcinoma
c) An immunohistochemical
study of trichoepithelioma and
tricheopithelioma like basal cell
carcinoma

Queensland State Committee Awards
Award Recipient

Award

Project

Institution

Dr Peter Donovan

RACP Queensland State
Committee Research
Development Grant ($10,000)

Teriparatide in pelvic fracture

Royal Brisbane & Women’s
Hospital
University of Queensland,
School of Medicine

The RACP Research Entry Scholarship and Research Establishment Fellowship recipients are in the process of being confirmed,
and will be announced in the April issue of RACP News.

ALCOHOL-RELATED HEALTH ISSUES
ADVOCACY UPDATE

T

he recent outbreak of alcohol-fuelled violence in NSW has created
an opportunity for the College to step up its advocacy work on
alcohol policy. Recently, the College was represented by a senior
staff member from the Policy & Advocacy Unit, a representative
from the Communications Unit and an Executive Officer from the Adult
Medicine Division at a NSW/ACT Alcohol Policy Alliance meeting, which
had been convened earlier this year to discuss how to present a ‘united
front’ in advocacy addressing this important issue.
Following the release of the NSW Government’s plans for liquor licensing
reforms in response to the public outcry over alcohol-fuelled violence,
media releases commenting on these reforms were issued and the RACP
President-Elect, Professor Nicholas Talley, was asked for his views on
alcohol policy during a number of TV and radio appearances. Through his
media appearances, Professor Talley has revived public debate on whether
existing minimum age laws for alcohol are appropriate or need to be
revised upwards.
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Meanwhile, work begun late last year by
the Alcohol Policy Working Party on an
update of the 2005 College Alcohol Policy
is continuing. An introductory section and
sections on alcohol pricing, licensing and
more comprehensive interventions have
been circulated to the Divisions, Faculties
and Chapters of the College for comment.
It is hoped that this update will be almost
complete by May so that a Discussion Draft/
Green Paper of the updated policy can be
launched at Congress 2014.

“Revalidation”

RE

GI

ST

ER

NO

Friday 14 March 2014
Hilton On The Park, Melbourne, Australia.
This one day seminar, held by The Royal Australasian College of
Physicians, the Royal Australasian College of Surgeons and the Royal
College of Physicians and Surgeons of Canada, will explore the subject of
revalidation for medical practitioners and discuss potential development and
approaches with input from international faculty.

Program Highlights
• Debate “Should revalidation replace CPD?”
• Panel discussion with regulators
• Evolution of CPD towards revalidation
• Assessing clinician performance
• Current approaches to remediation and future directions
• Featuring high calibre international and local speakers
Standard Registration Fee $440 / Trainee/Medical Student $220

REGISTER ONLINE NOW:
www.tinyurl.com/CMES2014

Further Information:

RACS Conferences and Events Management
Royal Australasian College of Surgeons
250-290 Spring Street, East Melbourne VIC 3002
T: +61 3 9249 1260
E: cmes@surgeons.org

Photo Credit: Tourism Victoria; David Hannah

Photo credit: Tourism Victoria; Mark Chew
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HONOURS LIST

NEW ZEALAND NEW YEAR AND AUSTRALIA DAY
HONOURS AWARDEES 2014
The College offers warm congratulations to the following members recognised in the
NZ New Year and Australia Day honours lists in 2014.
NEW ZEALAND NEW YEAR HONOURS
The Queen’s Service Medal
Dr Harry Kerr – For services to health and the community.

PHYSICIAN FINALISTS FOR AUSTRALIAN AND SENIOR
AUSTRALIAN OF THE YEAR AWARDS
Senior Australian of the Year Finalist
Dr Robert McGregor FRACP – Awarded Queensland Senior Australian of the
Year
Australian of the Year Finalists
Dr Zsuzsoka Kecskes FRACP – Awarded ACT Australian of the Year
Professor Bruce Robinson AM, FRACP – Awarded WA Australian of the Year
Professor Michael Cousins AM, FAChPM FANZCA – NSW State Finalist
Professor Michael Boyer AM, FRACP – NSW State Finalist
Professor Paul Komesaroff FRACP – Victorian State Finalist

AUSTRALIA DAY HONOURS
Companion (AC) in the General Division
Awarded for eminent achievement and merit of the highest degree in
service to Australia or humanity at large.
Professor Samuel Berkovic AM, FRACP – For eminent service to biomedical
research in the field of epilepsy genetics as a leading academic and
clinician, to the study of neurology on a national and international level, and
as an ambassador for Australian medical science education.
Professor Edward Byrne AO, FRACP – For eminent service to tertiary
education, particularly through leadership and governance roles with
Monash University, to biomedical teaching and research, as a scientist and
academic mentor, and as a contributor to improved global health.
Officer (AO) in the General Division
Awarded for distinguished service of a high degree to Australia or humanity
at large.
Professor Christine Bennett FRACP – For distinguished service to medicine
and healthcare leadership, particularly in the fields of child and family health
and social policy.
Professor David Celermajer FRACP – For distinguished service to medicine
in the field of cardiology, as a clinician and researcher, to improved medical
diagnostic methods, and to the promotion of heart health, particularly in
children and young adults.
Professor Michael Cousins AM, FAChPM FANZCA – For distinguished
service to medicine through specialised tertiary curriculum development, as
a researcher and advocate for reform and human rights in the field of pain,
and as an author and mentor.
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Member (AM) in the General Division
Awarded for service in a particular locality or
field of activity or to a particular group.
Dr Vernon Hill FAFRM – For significant service
to rehabilitation medicine and spinal injuries.
Winthrop Professor Cashel Holman FAFPHM –
For significant service to medicine in the field
of epidemiology and public health.
Associate Professor Richard King FRACP – For
significant service to medicine as a clinician,
educator and administrator, particularly in the
areas of health policy development.
Professor Glenn Marshall FRACP – For
significant service to medicine in the field of
paediatric oncology.
Professor Rob Moodie FAFPHM – For
significant service to medicine through HIV/
AIDS research, and through leadership roles
in population health and disease prevention
programs.
Professor John Olver FAFRM – For significant
service to medicine, particularly the treatment
and rehabilitation of acquired brain injuries.
Dr Peter Winterton ChCCH Member – For
significant service to youth through a range of
child protection roles, and to medicine.
Professor Graeme Young FRACP – For
significant service to medicine through a
range of research, clinical and academic roles,
particularly in the area of gastrointestinal
health.
Medal (OAM) in the General Division
Awarded for service worthy of particular
recognition.
Associate Professor Ian Baguley FAFRM – For
service to medicine, particularly brain injury
rehabilitation.
Dr John Lindsey FRACP – For service to
medicine as a consultant physician. 		

Continued on page 37

OBITUARY

DR SHAUN SUMMERS (1974–2013)

D

r Shaun Summers was a gifted young academic nephrologist
who unexpectedly died at the age of 39. He was born in South
Africa and undertook undergraduate training in Johannesburg
at the University of Witwatersrand and postgraduate training in
the UK where he worked at the Hammersmith Hospital, University College
of London and St Bartholomew’s Hospital and specialised in Renal Medicine.
He came to Australia from the UK in 2006 to work in renal research as a PhD
student in the Department of Medicine and Nephrology, Monash Medical
Centre under the supervision of Professor Stephen Holdsworth. Shaun
immediately showed his aptitude for research, his considerable clinical skills,
leadership potential and strength of character in both clinical and academic
fields. Shaun completed his PhD in 2010 having defined the role for Toll Like
Receptors in several models of kidney disease. He developed a strong track
record in the role of inflammatory cytokines (including IL-17A) in mediating
immune kidney injury and focused his work on manipulating innate and
adaptive nephritogenic immune responses to ameliorate kidney disease,
thus developing new therapeutic strategies.
After completing his PhD, Shaun was appointed to a senior clinical position
in the Department of Nephrology with a concurrent academic appointment
in the Centre for Inflammatory Diseases (CID) in the Monash University
Department of Medicine at Monash Health. He was soon made Lead
Clinician for Glomerulonephritis and Acute Kidney Injury. Through talent,
hard work and application, he established his own research group in the
CID and acquired the prestigious Australian Go8–Germany DAAD Joint
Research Co-operation Scheme Grant (2012–2013). Shaun was also awarded
the Professor Ledingham Award for Clinical Excellence, Royal London and
St Bartholomew’s Hospitals, the Young Investigator Award by the Australian
and New Zealand Society of Nephrology and the Best Science Award. He
received the RACP Foundation Jacquot Research Establishment Fellowship
twice, in 2010 and 2012. Shaun was awarded two NHMRC Project Grants
as Chief Investigator and was the most highly ranked candidate put forward
by the Monash Medical Faculty for the IAMP (Interacademy Medical Panel)
Young Physician Leaders 2013 World Health Summit.
Shaun won the respect and admiration of his colleagues, students and
patients because of his gentle manner, good humour and natural leadership
capacity. He will be remembered for his kindness towards and concern for

Dr Shaun Summers

all. In his 39 years Shaun achieved as much
as many do in a full lifetime. He was a highly
sought after mentor because he displayed
so many of the virtues and talents we most
admire in physician leaders. He leaves his
beloved wife Debbie and children Erin, aged
seven, and Ben, aged four. He will be much
missed and fondly remembered by many.
Vale Shaun.
Professor Stephen Holdsworth

Continued from page 36
Dr Romney Newman FRACP – For service to medicine as a physician, and to
the community.
Dr John Vance FRACP (Retired) – For service to the blind, and to people with
low vision.
Dr Peter Wakeford FRACP – For service to medicine, and to the community.

Queensland
Dr Catherine Yelland FRACP – For
outstanding public service, excellence
and leadership in Older Persons Medical
Services.

Public Service Medal

Victoria
Dr Rosemary Lester FAFPHM – For outstanding public service in public
health leadership, particularly on communicable diseases and immunisation.
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BOOK REVIEWS

A USEFUL REFERENCE WORK
FOR PHYSICIANS
Sleep Disorders in Women: A Guide to Practical Management, 2nd edn, by Hrayr P Attarian and
Mari Viola-Saltzman (eds). Humana Press, New York, 2013.

T

his is the second edition of a book initially published in 2006. It
has been updated with current references, 72 additional pages
and a new chapter. Sleep disorders is an area of considerable
research; a PubMed search under that term yields more than 30,000
publications over the past 10 years. One may query the need for a book
specifically dealing with sleep disorders in women. However, as the author
and editor notes in the introduction, ‘women are generally underrepresented
in sleep and sleep disorders research’, although sleep complaints are more
prevalent in women and there are well-recognised sleep-related physiologic
gender differences.
The book is divided into five parts, with an initial overview section followed
by sections addressing sleep issues across the female lifespan. Within
each section are chapters dealing with assessment and management of
common disorders of the particular life stage, such as delayed sleep phase
syndrome in adolescents, insomnia in premenopausal women, restless leg
syndrome in pregnancy, and sleep apnoea and sleep disruption during
menopause. The editors and many of the authors are neurology-based sleep
medicine specialists, while in Australasia most sleep medicine specialists are
respiratory medicine physicians. This difference, however, does not affect the
relevance of the book.
The book emphasises that some disorders, such as insomnia, restless leg
syndrome and the less common condition of sleep-related eating disorder,
are more prevalent in women than men. Obstructive sleep apnoea is notably
more prevalent in men, although prevalence increases in postmenopausal
women. Various authors discuss the likely underlying physiologic reasons for
these gender differences.
The chapter on epidemiology gives a good overview of the type and
prevalence of common sleep disorders in women. Among other issues it
documents the (often anecdotally observed) increased prevalence of both
insomnia and hypersomnolence with long sleep times in women compared to
men. This increased female prevalence is seen in adolescents and adults, but
not in children, and appears likely to be in part related to hormonal factors.
Four chapters are included on sleep disorders during menopause – restless
leg syndrome, insomnia, insomnia management and sleep apnoea. These
chapters are quite detailed, and discuss practical management and effects of
hormone replacement therapy.
Possibly one of the most important topics covered is sleep-disordered
breathing and pregnancy. Sleep disordered breathing symptoms are known
to increase during pregnancy, and conversely pregnancy worsens the
severity of sleep apnoea. The unfavourable associations between untreated
sleep apnoea, maternal hypertension, gestational diabetes and foetal
outcomes are discussed, and the need for additional research in this area is
highlighted.
The authors achieve a comprehensive overview of sleep disorders in women.
Many sections, however, particularly where management is discussed, are
equally applicable to men and women.
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A drawback is the very significant overlap
of topics among the sections and chapters.
This is in large part due to the structure of the
book, with several areas such as obstructive
sleep apnoea and restless leg syndrome
extensively discussed in the lifespan sections
of premenopausal women, pregnancy and
menopause, as well as in the overview. This
redundancy detracts from the overall impact
of the book, and more rigorous editing would
have been desirable. However, it does mean
that many of the chapters can be read as
stand-alone topics, and the book is best read
in sections or used as a reference.
The intended audience appears to be sleep
medicine physicians. One chapter is written
for nurse practitioners; however, the same
information is also presented elsewhere in
the book. Given the frequent associations of
sleep disorders with other medical conditions
or symptoms, for example, obstructive
sleep apnoea with cardiovascular disease
and diabetes, or sleep problems during
menopause, general physicians and other
clinicians may also find individual chapters on
these topics worth reading.
Belinda Miller FRACP

RECOMMENDED FOR TRAINEES
Clinical Care Conundrums: Challenging Diagnoses in Hospital Medicine, James C Pile, Thomas E
Baudendistel and Brian J Harte (eds). Wiley Blackwell, Hoboken, New Jersey, 2013

T

his book is the latest in the Hospital Medicine: Current Concepts
series. Fifty-six contributors are from North America, and the
remaining six are from Italy or Japan. The book therefore has a
distinctly North American flavour.

The second chapter appears particularly valuable. It addresses improving
safety in hospital medicine as related to diagnostic reasoning and diagnostic
delay. In a very readable way, the cognitive processes by which diagnoses
are made are explored, and the concluding 13 steps toward better safety
and accuracy are worthy of review by all hospital physicians. These
emphasise, particularly, the value of sharing one’s thinking and uncertainty
with colleagues when diagnoses are unclear. The importance of considering
the ‘red flags’ early in management gets an appropriately specific mention.
The book then follows with the presentation of 20 clinical conundrums, each
starting with a brief statement of a clinical presentation. The physician’s
analysis comes paragraph by paragraph, interspersed with further data in
the way of additional history, examination or investigative findings. While
the admirable intention is to create brain-teasers, clinicians might feel that,
in the real world, relevant history might have been more promptly identified.
The omission of SI units in most investigative results is a minor irritant.
Ultimately, each conundrum ends with an extended commentary on the
revealed diagnosis, and key points. The commentaries often contain very
useful pearls, and the scenarios encompass most areas of internal medicine,
perhaps with a leaning toward autoimmune disease.
Physicians trained in exacting physical examination techniques might have
made some of the difficult diagnoses more speedily: a case of constrictive
pericarditis with ascites makes no mention of a search for BP paradox.
Leptospirosis was the ultimate diagnosis in one scenario, perhaps more
familiar to Australian than North American physicians. The key point about
the need for paired sera, however, was well made. Among the points of
medical interest in the commentaries, and as a non-rheumatologist, I was
fascinated to learn that rheumatoid arthritis appears not to have existed
prior to the 19th century.
This book is of manageable size at 184 pages, and reads well. Each chapter
is extensively referenced. The book would be particularly useful for trainee
physicians, both in day-to-day clinical work and in examination preparation.
General physicians may also find the book an interesting component of their
continuing education program.

Administrators in Australia, mistakenly
assuming that definitive diagnoses will be
immediately revealed, now require most
physicians to nominate discharge dates
at the point of admission. In emphasising
the potential complexity of the diagnostic
process, this book is a timely reminder that,
in the real world, underlying diagnoses are
frequently unclear until extensive cognitive
and investigative work can be done.
Nevertheless, the efficiency of hospital care
is likely to be optimal if skills in diagnosis
are continuously refined, and the book is an
adjunct to this process.
Associate Professor Llewellyn Davies
FRACP

Continued from page 14
5. Leo T, Eagen K 2008. Professionalism education: the medical student response.
Perspect Biol. Med; 51(4):508–516.
6. Reddy ST, Farnan JM, Yoon JD et al. 2007. Third year medical students’
participation in and perceptions of unprofessional behaviors. Academic Medicine;
82(10 suppl):S35–39.

7. Brainard AH, Brislen, HC 2007. Viewpoint:
learning professionalism – a view from the
trenches. Academic Medicine; 82(11):1010–1014.
8. Bornstein D 2013. Medicine’s search for
meaning. The New York Times; 19 September.
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AFTER HOURS

Medical Services

A PASSION FOR BEES
Australasian Faculty of
Occupational and Environmental Medicine
The Royal Australasian
College of Physicians

Honey is just one of many rewards for a beekeeper

W

hy I suddenly became captivated with bees over six years
ago, I honestly don’t know. Neither friends nor relatives are
apiarists.

Not a glamorous look, but effective against
stings

Life in a hive varies a lot throughout the
seasons. Winter is quiet but spring brings
renewed life with increased numbers. New
queens are produced and swarming takes
Perhaps it has something to do with my specialty as an
place. This is a spectacular sight: tens of
Occupational and Environmental Medicine Physician. Take a close look at
thousands of these creatures circling in the
my Faculty’s logo (Australasian Faculty of Occupational & Environmental
air, before
coming to rest on
a nearby tree
Australasian
Faculty
of
Medicine – AFOEM) and you will see coincidentally three bees in flight. These
in a clump of football-size proportions. Such
symbolise industrious healthy workers.
Occupational
a sight can and
frightenEnvironmental
those not used to this Medicine
occurrence, while really the bees are most
The skills I acquired from my Occupational and Environmental Medicine
Australasian
Royal
The
docile
in this
state and
unlikely to sting.
training were not initially intended for beekeeping but have been particularly
Summer
brings a ‘hive
activity’ with 70–100
useful. Hazard management training, in particular, has helped both the bees to
Physicians
of of
College
kg of honey the likely reward. Home-grown
thrive and for me to avoid injury, and to minimise the sting rate. Hurray for PPE
honey is deliciously superior to anything you
(personal protective equipment)!
will find in a supermarket. In spring 2013, I
Beekeeping is now considered trendy and cool. Keeping bees is fascinating,
had the delight of collecting three swarms.
fun and never dull. I love wandering out to my backyard hive each day to
These now belong to two friends who are
observe what the little ladies are up to. These short visits somehow ‘ground’
recent converts to beekeeping.
me and give me some sense of peace and tranquillity for the rest of the day.
The joy of beekeeping continues to spread.
Also, beekeeping doesn’t need to take up a lot of time when spare time is
Maybe it’s time you considered it.
precious. In fact, the rewards of beekeeping in my view easily outweigh the
Dr Rod Nicholson
various housekeeping chores needed to be performed throughout the year. I
Member of the New Zealand Regional
have three hives in my inner-city Auckland property. A square metre per hive
Committee
is all the land required. Try considering bees as an alternative to a traditional
Australasian Faculty of Occupational &
pet. They come in hordes, not in singles, and feed and toilet themselves,
Environmental Medicine
although they are not considered particularly cuddly.

40

RACP News / FEBRUARY 2014

Continued from page 21
Comments included ‘wonderful, I want to live like this as part of my life’,
‘very fruitful’ and ‘incredibly helpful’.
Encouraged by this success, we are currently looking into ways to expand
this service and increase the availability of coaching in medicine in NSW.
Our current coaches are keen to continue coaching, and we are looking
to recruit more, including from other specialties. I am hopeful that trainees
who have been influenced by their own coaching sessions may wish to
develop coaching skills themselves. Ultimately, I hope to see coaching
become part of the culture of medical training.

CONSULTING ROOMS AVAILABLE

Meanwhile, I’m sure time will continue to fly, and I will have more decisions
to make.

Located at 175 Cooper Street Epping
Both permanent and sessional rooms
are available.

Dr Tara Brown
Paediatric Emergency Physician
Acknowledgements
The London Deanery Coaching and Mentoring Service: http://mentoring.
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establishing the pilot program; and Sydney Children’s Hospital Foundation
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Northern Suburbs
EPPING CONSULTING CENTRE

There is on site Pathology, MRI, PET, U/S,
CT and X-ray
Please call Lindsay on:
0410 246 853 or email:
lindsayhunt@primaryhealthcare.com.au
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Advertisement

Advertisement

SMART PHONE

APPS

AT EASE

tools to change patient behaviour

PROFESSIONAL

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

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

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

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

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

Scan here to
find out more

Authorised by Australian Government,
Capital Hill, Canberra.
Printed by SOS print + media,
95 Burrows Road, Alexandria, NSW, 2015
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PTSD COACH
AUSTRALIA

ON TRACK WITH
THE RIGHT MIX

Scan
here to
find out
more

Authorised by Australian Government,
Capital Hill, Canberra.
Printed by SOS print + media,
95 Burrows Road, Alexandria, NSW, 2015
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www.at-ease.dva.gov.au/professionals

Want to improve your career?
Come to a PhD research
opportunities forum for
clinicians, at Melbourne’s
Walter and Eliza Hall Institute.

GASTROENTEROLOGIST
HURSTVILLE
MEDICAL
ALBURY WODONGA
SPECIALISTS
Sessional Rooms Available
Newly renovated consulting rooms in the heart of Hurstville,
NSW, available for sessional or permanent sublease. Within
walking distance to the train and bus stations and close to
several private hospitals.
Very reasonable rates and negotiable and
possible rent-free period.

Thursday 1 May 2014, 6-8pm
Find out about our translational
research, purpose-built Clinical
Translation Centre and discuss
your career opportunities.

Contact manager on 0412 513 061 or via email
hurstvillemedicalspecialists@outlook.com for more information

Register online:
www.wehi.edu.au/
phd_opportunities_forum
Walter and Eliza Hall Institute
1G Royal Parade Parkville Victoria
More information:
03 9345 2555 or ctc@wehi.edu.au
Travel assistance is available for rural
and interstate attendees.

TOWARD S

OUR

CANCER

|

CENTENARY

IN

2015

IMMUNE DISORDERS

|

INFECTIOUS DISEASE

MEMBER ADVANTAGE

Save 5%* on your HCF private
health insurance premiums
HCF offers Fellow and Trainee members* great value for
money with a range of extra benefits on private health
insurance plans. In fact, HCF has been awarded CANSTAR’s
national award for Outstanding Value Private Health
Insurance for the last five1 consecutive years, so why not
reassess your options today?
Benefits for Fellow and Trainee members include:
•
•
•
•
•

Ongoing 5% discount* on all current HCF products
No hospital excess payable for accidents or dependent children
Reduced rates for couples and single-parent families
Free health and wellbeing programs with My Health Guardian
High benefit limits on dental, optical, physiotherapy,
chiropractic and osteopathy

For further details, contact RACP Member Advantage:
1300 853 352 (AU) or 0800 453 244 (NZ)
or visit www.memberadvantage.com.au/racp
* HCF health insurance products available to Australian residents only. Discount applicable
to new and current HCF health policies only. 1) Source: www.canstar.com.au
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Auckland, New Zealand

Auckland, New Zealand

2014 CONGRESS
REGISTRATION
NOW OPEN
www.racpcongress2014.com

AUCKLAND, 18-21 MAY 2014

• All aspects of internal medicine
• Numerous networking opportunities
• RACP 75th Anniversary Gala Dinner
Don’t miss your chance to be part of the College’s
75th Anniversary Gala Dinner and celebrations

