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Letter from the President

THE RESEARCH AND EDUCATION
FOUNDATION NEEDS YOUR SUPPORT

T

he core
functions
of The
Royal
Australasian College
of Physicians, as
defined by the
founding fathers
in 1938, included
education, training and research for medical
practitioners following a career in internal
medicine.
Education and training have always been
the key activities of College Fellows,
supported by College staff, while research,
though strongly encouraged, was not seen
as a primary activity in the early years.
Whilst successive Councils of the College
recognised the integral relationship between
quality improvement and research activity,
it took over 50 years before the College
Research and Education Foundation
(REF) was created, in 1991, under the
leadership of Professor John Chalmers and
subsequently chaired by Mr Ken Roberts.
The Research and Education Foundation
fills an enormously important role in
providing ‘start-up’ grants to young
investigators who often show huge research
potential but do not have the background to
attract a major NHMRC grant.
The vast majority of funding for the REF
has come from bequests and industry,
with fewer than 10 per cent of Fellows
contributing at this stage.
Each year we give out over $1.5 million
to young Fellows, who very often go on
to stellar careers in clinical medicine and
research, having been given a great start
by the College Research and Education
Foundation.
I have been enormously proud of the
recognition that our College’s support for
young researchers through the REF has
attracted, both nationally and internationally,
and the REF has become a source of
enormous kudos for the College. Not only
is the College identified as a leader in
education, but the activity of the Research
and Education Foundation sends a
signal to the community, industry and the
government that we are active participants
in research, which in turn improves the
health and wellbeing of our communities.
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However, it was a disappointment to me
that, while we were able to give 54 awards
totalling $1.8 million in 2008, a large number
of very worthy applicants could not be
supported because of lack of funding
availability.
In keeping with the ethos of the founding
fathers, I would like to see even stronger
links between the Fellowship and the REF
through a small portion of the College
annual subscription being channelled
directly to the REF, so that it can give
additional grants in the years to come.
This is not currently on the College Board
agenda as we have a number of major
issues in education and training under
discussion, but I would like to sow the seed
in the minds of Fellows and, indeed, would
welcome feedback as to whether Fellows
see it as appropriate, or inappropriate,
that at some stage in the future a small
percentage of their annual subscription
would go directly to supporting further
scholarships for young researchers.
I would again remind Fellows that this
activity is supporting the next generation
of physicians coming through our College
and adding further to the enormous regard
in which we are all held because of the
activities of the REF.
I would like to think that the Board will look
at this as an agenda item next year, but
in the meantime it would be very helpful
to have feedback from Fellows as to the
appropriateness, or not, of using a part of
their subscription on a regular annual basis
for this purpose.

J

ust three
weeks ago,
we were
delighted
to welcome to the
College the new
Chief Executive
Officer, Dr Jennifer
Alexander. Jennifer
brings with her a
vast knowledge of medicine, the health
industry and business, which makes her
ideally placed for this role.
Jennifer graduated MBBS with honours
from the University of New South Wales.
After completing her clinical training at

St Vincent’s Hospital, Sydney, she held
various senior management positions
within the hospital over the next 11 years,
culminating in the position of Medical
Director and Deputy Chief Executive Officer.
Jennifer then moved to Westmead Hospital
as Chief Executive Officer and General
Superintendent for five years, managing an
annual budget of $230 million and 5,000
staff.
Over the following six years, Jennifer
was Chief Executive Officer of the Health
Leaders Network (HLN), a not-for-profit
organisation owned by the Public Health
Systems of Australia and New Zealand,
which focused on leadership development
for senior health managers. HLN’s charter
was to improve the health systems of
Australia and New Zealand through
fostering leadership, networking leaders and
catalysing the exchange of ideas. This was
the first such network in Australia and New
Zealand and resulted in the development
of leadership for clinicians programs both
here and, in association with overseas
colleagues working on similar programs, in
the USA and the UK.
The last five years has seen Jennifer as CEO
of the Australian Institute of Management
(AIM), New South Wales and ACT. The
Institute is arguably Australia’s largest
private provider of management training
and consultancy services. AIM facilitates
management and leadership excellence by
promoting, supporting and developing the
profession of management in all its forms.
With her background in clinical practice,
management at all levels of hospital
and medical practice, and business
management, Jennifer brings a wealth
of experience to our rapidly developing
College at a time when it is seeking to
extend its influence across Australia and
New Zealand.
In her brief time with us, I have already
found Jennifer to be a consultative,
collaborative and consensus leader who
I believe understands the way consultant
physicians think, work and operate.
Welcome Jennifer!
Professor Geoffrey Metz AM, PRACP
RACP President

HEALTH RISKS OF CLIMATE CHANGE:
WE ALL NEED TO BE INVOLVED

Professor Tony McMichael

At the Joint College Plenary
during Physicians Week,
Tony McMichael, Tony Capon
and Colin Butler spoke
passionately about the
erosion of the foundations
of population health by
climate change. In this
summarised account of Tony
McMichael’s address, he
urges both the health sector
and health professionals
to take responsibility for
communicating the climate
change risk story in both
public and policy domains.

I

n the 1980s, climate scientists became
concerned that our amplification of
the natural greenhouse effect would
cause warming, endangering many
physical and biological systems, and
perturbing the human economy. (We now
know that other things can also disrupt the
world’s economy.)
In 1988, the UN established the
Intergovernmental Panel on Climate Change
(IPCC). The IPCC’s huge first Assessment
Report, in 1990, skimmed cursorily over
the possibility that human health might be
affected. Indeed, during the early 1990s,
espousing an interest in studying the health
risks from climate change caused a raising
of learned eyebrows. It seemed too complex,
too uncertain, and moreover, unlike
textbook research.

We are not talking
just about regrettable
collateral damage.
These health risks
signify something
profound—the
potential of climate
change to undermine
the foundations of
our wellbeing, health
and survival.
So, in the early 90s the number of
epidemiologists addressing climate change
could be counted on the fingers of one
hand—excluding the thumb. From this
thin field, I was invited in 1993 to chair the
health risks chapter team for the IPCC’s
Second Assessment Report, published in
1996. The fourth report appeared in 2007.
These reports contain increasingly detailed
reviews and projections of health risks.
There is something important to note here:
we are not talking just about regrettable
collateral damage. These health risks
signify something profound—the potential
of climate change to undermine the
foundations of our wellbeing, health and
survival.
Indeed, I think there will be new emphasis
on the human face of climate change at the
UN Conference of the Parties, or COP15,
in Copenhagen later this year. Part of the
preparation for COP15 was the major
international Climate Congress held in
Copenhagen two months ago. As co-chair
of the Health Impacts session, I helped draft
the Congress’s formal, invited, summary for
COP15. Our statement read:
‘The serious, increasingly evident, risks to
human health provide a “vital sign” that
should motivate governments to act. Further,

low-income and vulnerable populations—
populations that contributed little to
climate change occurrence—incur much
of that health risk. The risks arise from
direct stresses (e.g. heat-waves, workplace
dehydration), from ecological disturbances
(e.g. altered infectious disease patterns),
from disruptions of ecosystems on which
humans depend (e.g. reduced food yields),
and from population displacement and
conflict over depleted resources (water,
fertile land, etc.) …
‘Modelling studies estimate that a 2oC
rise would reduce cereal grain yields by
5–20% in South Asia, South East Asia
and sub-Saharan Africa, exacerbating
under-nutrition and its adverse health
outcomes. In high-income countries, a 2oC
rise would increase the annual death rate
from heat-waves by twofold or more. In
China it would allow a 50–100% increase
in the range of potential transmission of
schistosomiasis, endangering many more
tens of millions of people.’
Looking back in time, the Earth has
warmed by around 0.7oC over the past
half-century. More warming has occurred

‘Modelling studies
estimate that a
2oC rise would
reduce cereal
grain yields by
5–20% in South
Asia, South East
Asia and subSaharan Africa,
exacerbating
under-nutrition
and its adverse
health outcomes.’
RACP News June 2009
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We may be
overestimating
future events, but
we may just as likely
be underestimating
them. In fact, the
latter looks more
probable.

and thrived. These parameters include
global mean surface temperature, sea-level
rise, ocean and ice sheet dynamics, ocean
acidification, and extreme climatic events.
‘There is a significant risk that many of
the trends will accelerate, leading to an
increasing risk of abrupt or irreversible
climatic shifts.’

So … what are the
risks to health in
Australia?

at higher latitudes, with increases of up to
2–3oC in the Canadian and Siberian Arctic.
Indeed, these and other geophysical indices
indicate that around 85% of the warming
has been due to human action.
The climate system is complex, and there
are aspects that climate scientists do not
fully understand. However, the global
climate models used to predict future
change have been greatly improved, and
validated by back-casting. But the future
is another land—we are heading beyond
the range of experience. Indeed, we are on
track to push Earth’s temperature, by 2100,
back to levels that last prevailed 10–40
million years ago. That would be a different
planet—and we must anticipate surprises.
The uncertainty in climate change science
is two-sided. We may be overestimating
future events, but we may just as likely be
underestimating them. In fact, the latter
looks more probable. Evidence from the
past two to three years is that changes are
occurring faster than expected.
The first of six Summary Messages
formulated at the Copenhagen Climate
Congress stated:

Much early discussion in Australia has been
about the health risks from future heatwaves, bushfires and the spread of mosquitoborne infections such as dengue. However,
the spectrum of health risks is much
broader. Disruption and depletion of natural
environmental systems, such as our oceans,
rivers, ecosystems and soils, will impair food
yields and supplies of fresh water and change
natural constraints on infectious agents, in
turn affecting human health.

‘Recent observations confirm that, given
high rates of observed emissions, the worstcase IPCC scenario trajectories (or even
worse) are being realised.
‘For many key parameters, the climate
system is already moving beyond the
patterns of natural variability within which
our society and economy have developed

Australia is a land of climate extremes, and
climate change itself will increase weather
variability. Heat-waves and other extreme
weather events will increase in frequency
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Preliminary data from Victoria for the week
of the late January heat-wave show that,
in addition to the 606 expected deaths,
calculated on the basis of the preceding
five years of data, an extra 374 deaths
occurred—an increase of 62 per cent.
Mortality in those over the age of 65 more
than doubled. Ambulance callouts on the
two hottest days were around 55 per cent
above expectation.

Photos: Research Australia, Healthy Planet,
Places and People, 2007.

Many rural communities are already
bearing the early brunt of climate change.
We are therefore developing a broad base
of interdisciplinary collaboration, to better
understand the risks to rural Australia—and
what adaptive strategies are needed.

6

and severity because of increases both in
the average temperature and in weather
variability. The ongoing severe drought in
Australia, the extreme heat-waves in Adelaide
and Melbourne this past summer, and
recent bushfires in Victoria and floods in
Queensland were almost certainly amplified
by the underlying climate change. This
wording is important: they were not caused by
climate change—rather, they were very likely
to have been amplified by climate change.

What can we do?
The first-order global task is mitigation,
to reduce greenhouse gas concentrations.
Many mitigation actions will have immediate
impacts on health, most of them beneficial.
And secondly, many adaptive, or ‘preventive’,
measures will be needed, although we
must be alert to the unintended health
consequences of those measures.
In the meantime, and because time is not
on our side, we must also provide estimates
of likely future risks to health from climate
change. My research group undertook such
modelling last year, as part of the Garnaut
Review of Climate Change Impacts.

Climate Change and Health:

Examples of health impacts

Paths, Examples
Warming
Humidity
Meteorological
conditions,
exposures

Impacts
Human/social
consequences of
climate change

Rainfall/drying

Extreme events

Injury/death; hunger; infection; post-trauma depression

Displacement

To slums, emigration Æ health risks

(e.g. sea-level rise)

Shifts in farming, land-use

New microbe contacts

Malnutrition

Child stunting; infection susceptibility

Alternative energy

Responses

Food yields, quality

Winds

Climate
change
Mitigation actions

Salmonella; mosquito ecology (malaria, dengue, etc.);
heat-stress; work productivity

Hydropower dams; snail-hosts for Schistosomiasis
Clean air: È cardio-respiratory disease

Modes of travel

Ç physical activity

Livestock production

Diet/health (e.g. red meat Æ CVD & colon cancer)

(esp. ruminants & CH4)

Adaptation
actions

Climate change is not
a separate agenda
that competes with
existing public health
practice. Rather,
climate change acts
mostly to amplify
existing public health
problems.
We began with a range of geo-gridded
climate change scenarios for Australia,
out to 2100, provided by the CSIRO. We
applied to those scenarios our best estimate
of the relationship of climatic conditions to
the occurrence of gastroenteritis, dengue
fever, and deaths and hospitalisations from
temperature extremes. In this way we were
able to estimate future population health
impacts. For two other outcomes for which
quantitative modelling was not possible—
Ross River virus infections and mental

Crop substitution

Unintended: nutrient deficiencies

Water shortage

È water quality; Ç mosquito breeding

Urban/housing design

Ç insulation, but È fresh air

health impacts in rural communities—we
forecast likely patterns of future risk.
At the Copenhagen Congress, we discussed
WHO’s new work plan on Climate Change
and Human Health. That work plan is
underway. Last year, the World Health
Assembly directed WHO to assist members
to assess and respond to the health risks
from climate change, and a team from our
group is coordinating this assessment in
Cambodia. Their first visit to Cambodia
occurred in April.
It is very important to note that responding to
climate change is not a separate agenda that
competes with existing public health practice.
Rather, climate change acts mostly to amplify
existing public health problems. Therefore,
we must reinforce public health capacity
in order to reduce the background rates of
heat-wave impacts, child diarrhoea, malaria,
under-nutrition, and so on. That will limit the
absolute health impacts of climate change.
To this end, the topic of this year’s
Commonwealth Health Ministers
Meeting, in Geneva, is Climate Change
and Health, which will be chaired by our
Health Minister, Nicola Roxon, and—
coincidentally—I will be giving the

opening presentation.
For me, this Health Ministers Meeting
has dual significance. At a broad level, the
meeting topic indicates that a window of
recognition is, at last, opening. The health
sector is noticing that climate change poses
serious health risks. We should expect
therefore that our own Department of
Health and Ageing will no longer regard the
risks posed by climate change as mainly the
responsibility of the environmental sector.
And on a personal level, it signifies that the
issue of health risks from climate change
is coming onto the agenda of government,
where it can influence policy. Several of us
have sought this outcome for two decades.
This year is a crucial one for understanding
the consequences of climate change and
for developing the architecture of postKyoto policies. We are about to move into
a different world—our ways of living and
our international political relations will be
transformed. However, this transformation
could take either a benign or a malignant
form. We must work for the former.
Professor Tony McMichael FRACP
RACP News June 2009
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THE SPECIALTY OF GENERAL MEDICINE:
PAST, PRESENT AND FUTURE
with high ideals and a great sense of
humour, and passionate about patient care,
he practised a form of evidence-based
medicine, which greatly influenced clinical
medicine, not only then but to this day. And
he was possibly the first to see the move to
specialisation coming, although it was not
until after World War II that the explosion
of medical knowledge and biomedical
advances led to an inexorable rise in
subspecialisation, particularly during the
years 1960 to 1990.

Associate Professor John Henley

Associate Professor John
Henley said he was honoured
and delighted to present the
Priscilla Kincaid-Smith Oration
at this year’s Physicians Week.
Honoured because it gave
everyone the opportunity
to remember a very special
physician, and delighted
because his subject was not
one he thought would be
considered important enough
for such a prestigious talk.
This is an edited version of his
oration.

I

believe the organisation of our
medical services in the future will
decide the success or otherwise of our
health delivery in Australasia—and
generalism must be a big player in such
organisation.

A little background
It was not until the 19th century that the
medical profession began to achieve some
understanding of the real cause of illness,
and leading the field was, of course, William
Osler, who first mentioned the term
‘Internal Medicine’ to the English-speaking
world in 1885.
Enormously knowledgeable and ethical,
8
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In the USA, where this trend was most
marked, the percentage growth of Internal
Medicine subspecialists far exceeded
population growth, and generalist
appointments by three to one.
Although subspecialisation had obvious
benefits, there were concerns. According
to Professor John Ryle, who initiated the
academic discipline of Social Medicine in
the 1940s, ‘The necessary but too rapid
subdivision into specialisms and growing
competition in every branch have, it would
seem, been good for technique but bad for
the soul of medicine’.
The cost of medical care was rising
exponentially, and there seemed to be
considerable conflict between the mission
of subspecialists and that of generalists.
For the subspecialists, there was a heavy
emphasis on scientific research and tertiary
or hospital care, and care of patients with
highly specific problems; for the generalist,
the emphasis was on education at a broader,
less specialised level, and on preventive
medicine and universal health delivery.
Even more concerning was the
disproportionate uptake of young doctors
into highly paid specialties. Since the early
1990s particularly, the imbalance between
General Medicine and subspecialists has
been recognised and commented on by
numerous authors and bodies.
One other development associated
with subspecialisation needs mention.
Although it would be unfair to blame
subspecialisation for the fall off in
professionalism in medicine, it may have
contributed to it. Effacement of self-

‘The focus of medical
education in the
past century was on
knowledge and skills.
For the future of
medicine, attention
to the teaching
and evaluation of
professionalism
is vital.’
interest is the distinguishing feature of a
true profession, setting it apart from other
occupations: the public declaration and
promise that physicians can be trusted to
use their skills for something other than
their own benefit.
I believe that, as a profession, we have lost
our way a little. There are numerous factors
that affect our professionalism: differing
attitudes towards work; changes in work
practices resulting in loss of continuity of
care; lack of senior leadership and team
structure; low morale; and diminution of
personal responsibility.
I believe we can turn this around, but our
resolve must be strong and our motives pure.
According to Ginsburg et al., ‘The focus of
medical education in the past century was
on knowledge and skills. For the future of
medicine, attention to the teaching and
evaluation of professionalism is vital.’1

What does the
general medical
workforce look like?
Before bemoaning what effect
subspecialisation has had on generalism, it
is important to define the general medical
workforce. In New Zealand and the UK,
primary and secondary care are relatively
separate—physicians still remain in a

consultative role, working in private practice
or hospitals and being referred patients
by general practitioners. In Australia, and
particularly America, generalists may work
in primary or secondary care, with specialist
physicians looking after patients directly
from the community.

pathologies, non-specific presentations,
high incidence of secondary complications
and need for intensive rehabilitation. And
even more importantly, they have failed
to recognise that the major proportion of
attendances occur in community settings,
away from hospitals.

These differences in practice make
comparisons a little difficult. In discussing
generalism, the groups covered by this
definition, both in primary and secondary
care, include family practitioners, specialist
generalists (with or without an interest) and
general paediatrics.

The Irish highlighted the need for physicians
competent in dealing with severe illness,
undifferentiated illness, complex illness,
chronic illness and coordinated care. They
added that, over the last 40 years, competence
in general internal medicine has been
undervalued by medical decision-makers.
Many of the acute predicaments do not
fit into any classic subspecialty, and their
efficient management will continue to require
the immediate attendance of experienced
physicians with broad general skills.

In the UK, almost 50 per cent of specialists
practise some degree of general medicine2,
in New Zealand the figure is approximately
40 per cent, and in Australia, 20 per cent.
Cardiologists and gastroenterologists
outnumber specialist generalists in Australia.
Despite numerous symposia, vast numbers
of reports and numerous passionate
papers, the number of generalists remains
low in the workforce. However, there may
be light at the end of the tunnel in both
Australia and New Zealand, although for
very different reasons. In New Zealand
around 130 of 170 postgraduate trainees
are dual training in General Medicine
and a specialty, and in Australia, by 2012,
some 3000 doctors will graduate—an
81 per cent increase from 2005. At present,
approximately 120 are in General Medicine
training schemes, very few of which are
dual training.
It is therefore fair to say that generalism
in New Zealand remains quite strong,
compared to Australia, where the uptake
is rather patchy and in some states almost
non-existent. IMSANZ suggests a shortfall
of 10–20 general physicians in New Zealand
and up to 200 in Australia.

What is the best
model for providing
quality care?
Until now, those designing health systems
have failed to acknowledge the rapid ageing
of our society, with its resultant multiple

The physician
of the future will
require broad skills
in epidemiology,
information
management,
behavioural
and preventive
medicine, and
clinical decisionmaking based on
scientific evidence.
Encouragingly, as has been reported by
Scott and Greenberg, hospitals, health care
managers and funders are reconsidering the
likely benefits to both quality and efficiency
of care produced by a revitalised general
medical workforce, complemented by the
in-depth skill of subspecialists.3
Technology has improved diagnostic
accuracy, particularly in the areas of

radiology, genetics and molecular biology,
and we must have a workforce competent in
utilising such technology in a cost-effective
and rational way.
And finally, the social environment. More
and more patients have poor lifestyles
associated with smoking, addiction,
violence, obesity and social deprivation,
and so we must recognise the importance
of preventive medicine. Because of this,
the physician of the future will require
broad skills in epidemiology, information
management, behavioural and preventive
medicine, and clinical decision-making
based on scientific evidence. Many of these
qualities reflect the traditional values of
generalists and are particularly valuable
in smaller cities and rural settings where
tertiary services are not available.
In these situations, generalists can offer
integrated, cost-effective, high-quality
specialist medical care, creating a ‘Medical
Home’ for patients, a concept gaining some
credence in the USA, and certainly already
in the paediatrician scope of practice.
Studies have shown that nations with
stronger primary care infrastructure
(and thus generalism) have lower rates
of premature death, death from treatable
conditions, and neonatal and postnatal
mortality. Both Sweden and Finland
changed tack from heavy investment in
hospitals and subspecialists to an increased
emphasis on generalism, with a consequent
decrease in utilisation and costs and no
loss in quality care. Studies from America
have shown that patients in states with high
population ratios of generalist physicians
spend less on Medicare while receiving
higher quality care.

What are we doing
today?
As a passionate generalist, it has always
been hard to maintain trainees’ generalist
interest once they pass the examination
and advance into the heady world of
subspecialties. But as role models to our
younger colleagues we must never give up
the challenge to maintain our enthusiasm
RACP News June 2009
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Slowly moving
away from an
obsession with
marks as a criterion
for entry, many
medical schools
are now using
aptitude tests
and interviews
in an attempt to
choose appropriate
students.
for generalism because we recognise its
importance for individual patients and
wider community health care.
The College played its part recently,
too, when it produced, with IMSANZ,
‘Restoring the Balance’, which outlines the
steps considered necessary to put General
Medicine back in its rightful place on the
medical landscape. Of equal importance has
been the documentation of the curriculum
for General Medicine by IMSANZ.
Medical schools also have a big role to play.
Slowly moving away from an obsession with
marks as a criterion for entry, many are now
using aptitude tests and interviews in an
attempt to choose appropriate students.
My favourite story is of a professor asked to
write a reference for a potential candidate.
‘This young man is a solid citizen, hardworking and reliable. He is not a particularly
good sportsman, does not play a musical
instrument, but he has a major attribute. He
has what I would call “a servant’s heart”, and
when I’m unwell I want to be looked after
by someone with a servant’s heart.’ Although
not confined to generalists, I believe
‘servants’ hearts’ are seen in many practising
general medicine. Choosing such candidates
10
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for medical school will enhance generalism
in the future.
Although suggested by some to be a
problem, because of shorter working
hours and leave for maternity, I believe
that General Medicine must embrace the
feminisation of the workforce. The specialty
has a capacity and, I believe, a willingness to
provide the flexible working arrangements
necessary for women, while providing high
academic input and social support.
The proliferation of Medical Assessment
Units throughout Australasia has already
created a big impetus to generalism,
providing it at last with its own ‘Acute
Medical Home’. And the Hospitalist model
has sprung up in some hospitals. This is
defined as: ‘A physician whose primary
professional focus is the general medical
care of hospitalised patients. Hospitalists
may engage in clinical care, teaching,
research or leadership in the field of
General Hospital Medicine’. A wonderful
definition of a general physician!

What is needed now
and in the future?
Rigorous workforce planning is essential
to assess the balance between generalists
and subspecialists needed to service the
community. Subspecialists should not be
trained if we do not need them; instead, we
should dual train to improve utility.
We must re-establish a culture of General
Medicine. The service must be designed
with the needs of the patients who use it in
mind, as this is one of General Medicine’s
main strengths. Enhancing the culture of
caring will enhance the role of General
Medicine.
We must reconstitute departments of
General Medicine in our universities and
hospitals, to avoid a negative perception
of generalist medicine by influential
subspecialists, creating institutional bias.
Career pathways and academic relationships
and advancement are imperative to raise the
profile of General Medicine.
We need to design systems to cope with

acute and chronic care in both metropolitan
and rural settings. Assessment and planning
units, ambulatory clinics in hospitals
providing acute assessment and community
clinics in chronic disease management are
all essential. Such facilities would involve
multidisciplinary teams, sharing skills and
providing comprehensive continuous care.
We must reduce the excessive service load
carried by some generalists and increase
reimbursement, though not at the expense
of time with patients. And downtime must
be made available for Continuing Medical
Education, research and general recharging
of batteries.
We must be flexible in our rosters and work
practices to cope with a workforce less able
to provide full-time care, particularly in the
light of increasing female involvement.
We must encourage, not discourage, private
practice, but not at the expense of hospital
or community commitments. This broadens
the physician’s horizons and may have a
positive effect on their income.
Finally, we need to spend more time with
our subspecialty colleagues, to discuss
problems, co-manage care, and increase
the collegiality and professionalism so
necessary to maintaining enjoyable and
competent practice.
Associate Professor John Henley FRACP

1.

Ginsburg, S et al. Context, Conflict,
and Resolution: A New Conceptual
Framework for Evaluating
Professionalism. Academic Medicine
2000; 75(10): S6.

2.

General Physician Numbers (New
Zealand). Discussion Paper Prepared by
IMSANZ NZ Executive at the Request
of the RACP (NZ) Office. 2005.

3.

Scott IA & Greenberg PB. General
Internal Medicine in Australia and
New Zealand: A Renaissance. MJA
1998;168:104–105.

EDUCATION AND TRAINING:
THEN AND NOW
Arthur was one of the first four resident
medical officers at the RPA. He became
a demonstrator in Anatomy and for
one semester in Physiology, and must
have caught the eye of those in the small
faculty and been marked down for greater
things. He also had a particular interest in
Paediatrics and later became a lecturer in
Child Health.

Professor David Tiller

In his Arthur E. Mills Oration
at Physicians Week, Professor
David Tiller compared the
education and training of
Arthur Mills and his own (in
his words, ‘not because it
was remarkable, but because
it was different’) with what is
happening today, and made
some suggestions for change.
This is an edited version of
Professor Tiller’s address.

A

rthur Edward Mills was born in
Mudgee in 1865. In those days,
Mudgee was a small town with
about 200 residents and the
three obligatory hotels. Arthur’s father was a
mining agent and we assume he went there
to provide advice and licences to the miners
who had come to Mudgee and nearby
Gulgong to make their fortunes in gold.
Arthur went to school in Mudgee and
became a student teacher at the age of 16.
We are told that he wanted to become a
teacher, but something changed his mind,
and he applied and sat for the entrance
examination to Sydney University to study
Medicine. He commenced Medicine in
1884 with the second intake by that medical
school and graduated in 1889 with Second
Class Honours.

In 1890 he married. According to John
Young’s History of the Sydney Faculty, being
quite impoverished Arthur set up in general
practice at Picton, about 80 kilometres
south-west of Sydney. It is not clear why he
chose Picton, but perhaps it was because of
its proximity to Queen Victoria Hospital,
built in 1877 as a hospital for consumptives.
From Picton he moved to Strathfield, a
much more salubrious area, and maintained
a practice there for the next 14 years.
Arthur then decided to become a specialist
physician. At the same time, he was
appointed a senior lecturer in Medicine
at Sydney University, and was the first
clinician to be made a professor by the
Faculty. When Professor Anderson Stuart
died in 1920, Mills was appointed Dean
of the Faculty, a position he held until
1925. He was also a Fellow of the Senate
(1920–1925 and 1929–1939) and Deputy
Chancellor from 1936 to 1939.
Arthur was one of the inaugural members
of the Australasian Society of Physicians,
formed about 1933–34 and seen by many as
a forerunner of this College. He was also a
Foundation Fellow of the RACP.
Arthur had a reputation for being a fine
teacher and a wise counsel. He died in 1940.
What an extraordinary story! From a
student at a tiny school in Mudgee to Deputy
Chancellor of the University of Sydney and a
Foundation Fellow of our College.
My story is different and in no way do I
compare myself with Arthur Mills.
My father was a country bank manager.
We moved from town to town and my high
school days were spent in Bathurst. There
were 14 in my final year at school.
Of the 200 students, all but 10 were

boarders, largely from farms and stations
as far west as Broken Hill. Most left after
the intermediate certificate—I do not
remember university ever being mentioned
at school.
When I was 13, it was decided that I should
apply to join the Navy. I was interviewed
in Sydney at Garden Island. In later years, I
asked my mother why they thought I should
join the Navy and she said it was because it
had a nice uniform!
On a whim I joined CSR and started a
course in industrial chemistry at night, but
did not much like it. One of our neighbours
was a pharmacist and he told Mum he was
looking for an apprentice. So I left the CSR
after 12 months and began what was then
an apprenticeship in Pharmacy.
This was when I began to learn about
people and medicine. My Master
Pharmacist told me early on that ‘a good
mixture had body, colour—and a strong
taste’; I don’t recall his teaching me much
about the various ingredients, however he
had a strong following in our relatively poor
western Sydney suburb.
We dispensed various medications that
you would be familiar with. We could
prescribe Linctus Heroin that came in
4-litre containers. Cocaine was dispensed
regularly—our local dentist used it for local
anaesthesia, he said. Methyl amphetamine
was readily available on prescription,
although no record was required of
quantities, and tincture of Opium was
commonly included in our mixtures.
In my final year of Pharmacy I decided
that I wished to know more and applied for
and was accepted into Medicine at Sydney
University in 1958. There were 620 of us in
first year, around 320 in year two and 220 in
third year. About this number graduated in
1964. I interned at RPA and in 1967 sat and
gained entry to this College.
At that time at RPA, like at many other big
hospitals, there were six general units and six
general surgical units. There was discussion
about the creation of a separate cardiac
service but that was still some time away.
RACP News June 2009
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By about 30, having explored a few
directions, I had completed my formal
training. If I had entered Medicine when
I left school, I would have been 25 when I
became a member of the College.
In 1968, my wife Lorraine and I, like many
young physicians and surgeons of our time, went
overseas to further our education and training.
When we returned we became involved in
College affairs. The first committee I joined
was the Scientific Program Committee.
We discussed many things, finally letting
the genie out of the bottle and creating the
monster called ‘Advanced Training’.
We cannot now put it back. We probably
do not wish to. But we must stop accepting
the best and brightest people into medicine
and then making them jump through so
many hoops before they are considered a
practitioner in their chosen field.
These days, unlike in Arthur Mills and my
day, educational parameters have led to
the top 1 per cent of high school students
entering Medicine. In graduate programs,
a successful undergraduate program is

required, usually demanding an overall
credit average and passing the Graduate
Australian Medical School Admission
Test (GAMSAT) in all its sections. Then
a successful face-to-face interview is
mandatory in all medical faculties (with the
exception of Queensland).
Having completed at least seven years
for graduate students and six for
undergraduates, young potential physicians
spend at least three years before completing
their College exams and then another three
years of Advanced Training. This means
that our young men and women spend at
least 13 years—and are at least 30—before
they are accepted as practitioners; if they
have families or have undertaken a research
program, they are usually about 35 years old.
No other professional group spends this
long in training, and I believe that ways of
reducing the length of the training period
should be examined.
The universities and colleges are aware of
these issues. We must, in my view, examine
the teaching in the years in medical school
and in the colleges and see how we can

integrate the medical course with the
postgraduate activities.
We must look at intern and resident training.
There is no good educational reason why
internship cannot be spent in specialist areas.
Internship in community practice would,
with some thought, be possible, as would
internship in, for example, Neurosurgery
or Cardiology. Such programs would be
of benefit both to the doctors and to the
patients they are caring for.
Why can’t you become a paediatrician from
the beginning of your clinical training?
Why can’t you take on an internship in
general practice, or begin your training
as an occupational physician during your
medical course? How can medical training
be managed in a health department? These
are all questions that need to be asked.
This College is a powerful multidisciplinary
body. It must guide the future in education
and training, and we must all influence its
direction.
Professor David Tiller FRACP
Faculty of Medicine, University of Sydney

LAUNCH OF CO-LOCATION POLICY AT
PHYSICIANS WEEK

T

he College’s President, Professor
Geoffrey Metz, formally
launched the Paediatric & Child
Health Division’s policy on the
co-location of adults with children and
adolescents in health care settings during
Physicians Week.

This policy was developed to highlight the fact
that the medical and psychosocial needs of
children and adolescents differ from those of
adults and this should be reflected in the care
they receive in health services. The different
medical needs arise from the complexity of
growth and development on physiology and
anatomy in the child and adolescent, the
types and range of diseases and disorders
encountered, and from the types of treatments
and pain management strategies required.
The psychosocial and support needs of
12
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children, adolescents and significantly
disabled young adults also differ from those
of adults and are highly dependent on age and
stage of development. Consequently, there
is a need for developmentally appropriate
communication practices, involvement of
parents and families in hospital care and
facilities to support play or leisure activities
and education. Separating children from
adolescents in the paediatric health care
setting to accommodate their different needs
may also be required.
It is important to recognise that children
should not undergo prolonged stays in either
general emergency departments or adult
intensive care facilities where they may be
exposed to distressing sights and sounds.
In fact, the accommodation of children and
adolescents separately from adults in all

areas of the health service where children
and adolescents are cared for is central to
ensuring that the unique health care needs of
children and adolescents are met and risks of
harm minimised.
Although this requirement is widely
recognised, the co-location of children/
adolescents and adults continues to be
a common practice in health services
throughout the world, including Australia
and New Zealand, with a 30 per cent
decrease in paediatric beds across
Australia since 1992. For this reason, it is
important that child health professionals
are strong advocates for making separate
accommodation a routine practice in all
health services.
In his launch, Professor Metz highlighted

By accommodating children and
adolescents in age-appropriate areas it is
possible to ensure that children’s rights are
acknowledged and respected, child- and
family-friendly health service facilities are
provided, equipment is the correct size and
design, the most appropriately trained staff
are available and children/adolescents are
safe while they are in hospital.

Recommendations
•

Health services (acute and long term)
that care for both children/adolescents
and adults must recognise that the
medical and psychosocial needs
of children and adolescents differ
from those of adults. This should
be reflected in the health services’
provision of effective, safe and highquality care by implementing the
following core standards:
–

The rights of children and
adolescents are upheld at all
times and they and their families
are always treated with respect,
sensitivity and dignity.

–

Children and adolescents are
cared for in a safe and appropriate
physical environment that

–

•

–

In specialised units generally for
the longer term care of adults, such
as brain injury units, stroke units,
spinal cord injury units and palliative
care facilities, separate consideration
and accommodation for the older
adolescent are required.

Children and adolescents are cared
for utilising equipment that is
specifically designed to meet their
needs, size and developmental age.

Hospitals and health services need to
ensure that appropriate policies and
guidelines referring specifically to the
provision of services and facilities for the
care of children and adolescents are in
place. Policies and guidelines need to be
supported by ongoing staff education.

•

Children and adolescents are cared
for by staff specifically trained to
meet their physical, psychosocial,
developmental, communication and
cultural needs.

Regular audit, review and data
collection is needed to ensure services
are delivering the highest possible
levels of care.

•

The ability to meet the needs of
children and adolescents in health
care should form part of the hospital
accreditation process in Australia.

•

Child and adolescent health
professionals need to be strong advocates
at local, regional and national levels
to ensure that the accommodation
of children and young adolescents
separately from adults becomes routine
practice in all health services.

is designed, furnished and
decorated to meet their needs and
developmental age.
–

The accommodation needs of
significantly disabled young adults
should be considered a special case.
Consideration should be given to the
developmental stage of the patient as
well as the wishes of the family.

•
Dr Sharon Goldfeld, Professor Geoffrey Metz and Dr Jenny Proimos at the launch.

the fact that this policy is relevant to
both adult medicine physicians and
paediatricians, and that the need for
advocacy for developmentally appropriate
health care for children and adolescents
should be a College-wide activity.

–

Children and young adolescents must
be accommodated separately from
adults in all areas of the health service
to ensure that their unique needs are
met and risks of harm minimised.
– Adult patients should not be
accommodated in paediatric/
adolescent areas.
–

Children and young adolescents
should not be accommodated in
adult wards.

–

Ideally, all adolescents should be
admitted to a designated adolescent
area. When admitting adolescents,
consideration should be give to
their psychosocial history and
relevant medical history and their
suitability to be accommodated
in either a paediatric or an adult
ward. It is also important that
the adolescents’ own wishes and
preferences are taken into account.

Prospective consultation with child and
adolescent health professionals is essential,
and wherever possible should include
children, adolescents, their parents/carers
and the local community in all processes
concerning hospital and health service
facility upgrades, service development and
planning. This will allow the specific needs
of paediatric and adolescent patients to
be considered and ensure that appropriate
child, adolescent and family-friendly
environments are provided.
Dr Melissa Hill, Dr Sharon Goldfeld
FRACP, Dr Jenny Proimos FRACP
RACP News June 2009
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SPECIALISTS COUNTRY-WIDE STAND
AT PHYSICIANS WEEK

F

or the second year the College’s
annual meeting has included a
rural-focused stand, this year
called Specialists Country-wide.

As well as being a congenial meeting point
for physicians, paediatricians and trainees
‘country-wide’, it featured information about
the SSRS projects (Support Scheme for
Rural Specialists), the RASTS project (Rural
Advanced Specialist Trainee Support) and
information about positions and lifestyles
in a range of locations across Australia and
New Zealand.
Colleagues, both rural and metropolitan,
caught up for a yarn to learn more about
opportunities to do outreach work or to
register for the College’s rural locum program.

Left to right: Dr Ciara O’Sullivan, Jordan Whicker (ACRRM), Dr Steve Brady (Chair, Rural EAG),
Melinda Keresztes (RACP), Tim Penno and Craig Fairley (ACRRM).

It was encouraging to see a number of
interested basic and advanced trainees, as
well as several students from the Australian
College of Rural and Remote Medicine
(ACRRM). The opportunity for these
trainees to have their questions answered
by Fellows also visiting the booth was seen
as very useful and was appreciated by the
attendees.
The cost of the booth and fit-out was
covered by a shared arrangement between
a number of rural-based entities and
programs, including the various Area
Health Services from Australia and District
Health Boards from New Zealand whose
material was on display.

Joy Ross (Calvary Health Care Riverina), Graham Irvin and Antony Winkel (ACRRM).

Staff from the neighbouring College stand
commented that the Specialists Countrywide stand appeared to be very popular,
with a constant flow of interested visitors—a
pleasing result!
Congratulations to the lucky draw winners:
Dr Chris Ward (Mackay), who won the
basket of delicious local produce and wines
donated by Border Medical Recruitment
of Albury/Wodonga, and Dr Peter Lucas
(Fraser Coast), who won a complete set of
books and electronic guidelines donated by
Therapeutic Guidelines Limited.
Melinda Keresztes
Rural Project Officer
Specialists Country-wide stand coordinator
14
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Back centre (left to right): Denise Klemm (Border Medical Recruitment), Dr Andrea Kruller,
Meg Milne (SSRS Program Manager).

SHOULD RACP BE CONCERNED ABOUT
PHYSICIAN PERFORMANCE? JOIN THE DEBATE!
The Quality Expert Advisory
Group’s session at Physicians
Week, ‘Promoting Physician
Performance—Time to Catch the
Recertification Train?’ has opened
up a College-wide discussion
on the performance issue.

C

oncerns over patient safety,
quality of care, unsustainable
cost increases and limited
clinical engagement have
dominated recent newspaper headlines.
High-profile cases of clinical failure (e.g.
Bundaberg) have led to a politicisation of
health care delivery, and increasing calls for
accountability. In addition, consumerism
has advanced the need for system level
accountability—tax payers as owners of
the system quite reasonably expect their
system to work for them. Therefore, the
ongoing involvement of clinicians at policy
and management levels in building a better
understanding of health care delivery will
be critical, and must be actively supported
by the profession broadly and medical
colleges in particular.

The societal need
for accountability
is now increasingly
leading to a
demand for
‘demonstrable
professionalism’.
Health care systems, and individuals
working within them, are increasingly
being held to account for their
performance, and for system outcomes.
In Australia and New Zealand, doctors
have traditionally sheltered behind the
banner of professionalism in dealing with
these demands for accountability. As
professionals, we hold a rare position of
trust within the community, based around

individual accountability to both our patients
and our profession. That societal need for
accountability is now increasingly leading to
a demand for ‘demonstrable professionalism’.
Aside from regulatory frameworks such
as medical registration and workplace
processes (e.g. credentialling and scope of
practice), the professional colleges have
historically said little in a formal sense
about individual and, indeed, system
performance. It has been largely assumed
that ongoing involvement in continuing
medical education (CME) is sufficient to
assure ongoing performance. Some colleges
(in particular, the Royal Australasian College
of Surgeons) are, however, taking a proactive
approach, demanding not only that CME
be compulsory, but that Fellows be able to
demonstrate clinical performance through
various techniques, including Clinical Audit.
The Quality Expert Advisory Group (QEAG)
believes that it is appropriate for the RACP
to actively consider the issue of clinician
performance. The demand for accountability
around health care delivery is appropriate
and inevitable. It is our view that the
College should respond with a clear and
consistent approach that will fully engage our
Fellowship through:
•

ensuring that every process is focused
on improving patient care

•

providing opportunities for personal
and clinical development

•

ensuring minimal impact on individual
workloads.

In addition, Fellows must be assisted by
providing opportunities to build on their
relationships at the service delivery level (e.g.
with hospitals and practices) or indeed in
management and policy settings.
This ought to be about clinician-led health
care improvement.
If you would be interested in contributing
to this process or the debate, please contact
Karen Steadman, Senior Policy Officer, at
karen.steadman@racp.edu.au.
Grant Phelps FRACP
For the RACP Quality Expert Advisory
Group

CALL FOR
NOMINATIONS –
HOWARD WILLIAMS
MEDAL 2010
Each year at the RACP Congress/
Physicians Week, the Paediatrics
& Child Health Division officially
acknowledges a person who has
made an outstanding contribution
to Paediatrics and Child Health
in Australia or New Zealand. This
acknowledgement takes the form
of the Howard Williams Medal.
In general, the recipient of
the Medal will be a Fellow of
the College or a Member of
the Division. In exceptional
circumstances, the invitation may
be extended to a person not
connected with the College. The
contribution may be in the area
of research, education, teaching
or administration, or in the
development of special services or
practice.
Fellows of the College are invited
to make nominations to the
Division Council. Nominations
will be strictly confidential.
Submissions must include
a statement of support that
addresses the key selection
criteria and curriculum vitae of the
applicant.
The Medal will be awarded at
the RACP Physicians Week
in Melbourne in March 2010.
Although not compulsory for the
award of the Medal, the recipient
is strongly encouraged by the
Division Council to give an Oration
at the Congress.
Nominations must be received no
later than 28 August 2009. For a
copy of the key selection criteria,
please contact the Divisional Office
either by phone: + 61 2 9256
5409; fax: +61 2 9256 5465; or
email paed@racp.edu.au.
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AWARDS AT COLLEGE CEREMONY 2009
Examination medals
A gold medal is awarded in each of the
Adult Medicine and Paediatrics & Child
Health Divisions for the best overall
performance in the Written and Clinical
Examinations.

Bryan Hudson Medal 2008
Thomas Wellings

Australasian Faculty of
Rehabilitation Medicine

Paediatric Rehabilitation Merit
Certificate 2008

Adrian Paul Prize 2008

This Merit Certificate is presented annually
to the most outstanding candidate in
the Paediatric Rehabilitation Fellowship
Clinical Examination.

Veena Raykar
The Adrian Paul Prize is awarded annually
to a registered trainee or first year Fellow
for the best scientific paper presented at
the previous AFRM Annual Scientific
Meeting or the best scientific publication in
a refereed journal.

Kathryn Sarah Edward

Kathryn Sarah Edward

Examination Medal in
Paediatrics 2008
Kevin Swil

Veena Raykar

Basmajian Prize and Merit
Certificate 2008
Louis Baggio and Ellen Maree Downes

Australasian Faculty of
Public Health Medicine

The Faculty awards a Merit Certificate and
the Basmajian Prize for the most outstanding
candidate in the Fellowship Clinical
Examination. This book prize, named in
honour of the late Professor John Basmajian,
an Honorary Fellow of the Faculty, has been
donated annually since 1989.

Australasian Faculty
of Occupational
and Environmental
Medicine
Deane Southgate Award 2008
Michael Causer
The Deane Southgate Award is made
annually to the registered trainee obtaining
the highest aggregate mark for Parts I and II
of the AFOM Examination.

Faculty Medal 2008
Natalie Gray and Yeqin Zuo

Michael Causer
Louis Baggio

Natalie Gray

Ellen Maree Downes

Yeqin Zuo
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College Medals
The College Medal is awarded for
outstanding service by Fellows of the
College, its Faculties or its Chapters who, in
the opinion of the Board, have particularly
contributed to the welfare of the College,
but who have not attained the office of
President of the College. Where a College
Medal is awarded to a Fellow of the College,
it is known as the John Sands Medal.

John Sands Medal 2009
Timothy Daniel Bohane
Andrew Reti Rosenberg
Richard Anthony Drummond Wigley

Alan Parsons

Naomali Amarasena

Eric Susman Prize 2008
Associate Professor Matthew Kiernan
Richard Anthony Drummond Wigley

College Medal 2009
Katherine Margaret Brown
Vernon Barton Hill
Garry Pearce

The Eric Susman Prize is an annual
award by the College Council for the best
contribution by a Fellow to the knowledge
of any branch of Internal Medicine. The
contribution must have appeared as a
published work in the two-year period
preceding the award. Preference is given to
a younger Fellow whose work has a direct
bearing on clinical medicine.

F. William N. Fitzgerald

Zephne M. van der Spuy
Katherine Margaret Brown
Matthew Kiernan

Honorary Fellowship of
Australasian Chapter of Sexual
Health Medicine
John Tapsall

Vernon Barton Hill

Garry Pearce

Arthur E. Mills Memorial
Oration Medal
Professor David John Tiller AO
Oration title: ‘How lucky we are’
The late Arthur Edward Mills of New
South Wales was a Foundation Fellow of
the College and an outstanding physician,
medical administrator and teacher. The
Arthur E. Mills Oration was endowed
in 1950 by his widow, and established
within the College for the promotion and
encouragement of medical education and
general culture.

Honorary Fellowship of
The Royal Australasian College
of Physicians
Naomali Amarasena

RACP Medal for Clinical

Somwang Danchaivijitr

Service in Rural and Remote

F. William N. Fitzgerald

Areas 2009

Zephne M. van der Spuy

Alan Parsons, New Zealand

Wong Kok Seng

Professor David John Tiller AO
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AWARD WINNERS AT
PHYSICIANS WEEK
The following awards
were judged at Physicians
Week 2009. The College
congratulates all the winners
listed below.

ins and outs of thyroid function testing in
psychiatric patients
and
Dr Katrin Sjoquist, whose case was titled
Viva lost vagus—diagnosis in the age of
Google

We wish to thank all our award
sponsors for their support, and
special thanks go to the judges
involved in the review and
judging processes.

Adult Medicine
Division

Paul Lee, co-winner of the
Young Investigator Award

Paediatrics & Child
Health Division
Ashley Fong, co-winner of The Best of Grand
Rounds (Adult Medicine)

RACP Trainee Research Award
(Adult Medicine)
Dr Alan Moss, for his study, Endoscopic
Mucosal Resection (EMR) for Barrett’s
High Grade Dysplasia (HGD) and early
oesophageal adenocarcinoma with longterm follow-up: a two-centre Australian
experience.

RACP Trainee Research Award
(Paediatrics & Child Health)
Dr Rachel Webb (NZ): Population based
echocardiographic screening for rheumatic
heart disease in high-risk New Zealand
children

Rue Wright Memorial Award
Dr Harriet Hiscock: A national snapshot
of paediatric consultations: an Australian
Paediatric Research Network Study

Katrin Sjoquist presenting her case in The
Best of Grand Rounds (Adult Medicine)

Best Poster Prize (Adult
Medicine)
Dr Mark Lee, for his poster titled Cortisol:
ACTH ratio in the diagnosis of primary
hypoadrenalism
Alan Moss receiving the Trainee Research
Award (Adult Medicine) from AMD President,
Michael Hooper

Wiley-Blackwell Publishing
Award for Clinical Excellence
(The Best of Grand Rounds)
The judges believed that there were two
outstanding presenters in this category but
were unable to choose one of them as the
winner. It was therefore agreed that the
Adult Medicine Division would match the
Wiley-Blackwell sponsorship so that two
awards of equal value could be presented.
The two winners were:
Dr Ashley Fong, for her case presentation
on Free Thyroxine (T4) and Freud—the
18
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Internal Medicine
Society of Australia
and New Zealand
(IMSANZ)
Young Investigator Award
The IMSANZ Young Investigator Award
was a tie this year between Dr Paul Lee,
Sydney, and Dr Sant-Rayn Singh Parischa,
Melbourne. Dr Lee’s topic was Chronic
beta blocker therapy is associated with
lower physical activity and obesity and Dr
Parischa’s topic was Understanding anaemia
amongst young children living in rural
Karnataka, India

Harriet Hiscock, winner of the
Rue Wright Memorial Award

PRSANZ Research Award
Dr Peter Vuillerman: Parent-initiated oral
prednisolone for episodes of acute asthma in
children aged 5–13 years

Wiley-Blackwell Publishing
New Investigator Award
Dr Nigel Orr: Frequency, aetiology and
treatment of childhood end stage kidney
disease in Australia and New Zealand

Nigel Orr, winner of the Wiley-Blackwell
Publishing New Investigator Award

Best Poster Prize in
Paediatrics & Child Health
Dr Jane Munro: Comfort kids program:
improving procedural pain management
by getting evidence into practice through
organisational change—a 2 year evaluation
of patients and staff

This year the awards were presented to
four outstanding mentors, at the Congress
Dinner, by the President, Professor Geoffrey
Metz, and the Chair of the Trainees
Committee, Zoe Raos.

Associate Professor Sanghamitra Guha
FRACP

The winners for 2008 were:

Dr Hala Marie Katf FRACP

Dr Martin Richard Stockler FRACP
Academic and Research

Dr Gary Patrick Lane FRACP

Associate Professor Ashim Kumar Sinha
FRACP Rural

Professor Jonathan Myer Kalman FRACP

Associate Professor Robert Lindeman
FRACP, FRCP
Professor Francis Louis Mastaglia FRACP

Dr David Max Zvi Krieser FRACP
Clinical and Professional Practice

Professor Elsdon Storey FRACP

Dr Gokulan Pavendranathan FRACP
Physician Educators

Professor Martin Henry Norman Tattersall
AO, FRACP
Dr Ian Woolley FRACP
Professor Jeffrey David Zajac FRACP

RACP Excellence in
Mentoring Awards
Many non-medical organisations,
educational institutions and workplaces
have formal mentoring programs so that
new junior colleagues may find professional
and personal guidance for the early phases
of their career, when critical decisions for
the future are often made. Few successful
programs matching mentor to mentee
exist in medicine. Perhaps this is because
of the protracted and general nature of
early medical training. Truly productive
mentoring relationships find themselves,
based largely on shared interests and goals.

Dr Helen Irving FRACP

Dr Michael Dickinson
Trainee

Left to right: Martin Richard Stockler FRACP
and Gokulan Pavendranathan FRACP

To some in medical school and the early
postgraduate years, the first few career
decisions seem relatively clear-cut.
However, as interests focus and ambitions
heighten, the good advice of an experienced
professional mentor is potentially critical
to future success. Indeed, much of
Advanced Training with the College in
reality functions, quite healthily, as an
apprenticeship.

Ashim Kumar Sinha FRACP

The College introduced the RACP Excellence
in Mentoring Awards to recognise these
often unheralded stalwarts of physician
training, and to afford current and recent
trainees the opportunity to express their
gratitude to their professional mentors.

Professor Niki Maree Ellis FAFPHM, FAF

Others nominated:
Dr David Paul Burgner FRACP
Dr Peter Anthony Connaughton FAFOEM
Professor Anthony John Frederick d’Apice
FRACP
Dr Hooi Chee Ee FRACP

Associate Professor Dale Andrew Fisher
FRACP
Professor Martyn Andrew Haydon French
FRACP

CALL FOR
NOMINATIONS
– ERIC SUSMAN
PRIZE 2009
The Eric Susman Prize was
established by a bequest of Eric
Leo Susman (a Foundation Fellow
of the College) and has been
awarded annually since 1962 to
a Fellow of the College for the
most outstanding contribution to
the knowledge of any branch of
internal medicine (Adult Medicine
or Paediatrics).
For more information or to
obtain a nomination form, please
contact the Research and
Education Foundation via email
<foundation@racp.edu.au> or
visit the College website <www.
racp.edu.au/page/about-theracp/research-and-educationfoundation/applying-for-anaward>.
Closing date for nominations
is 29 June 2009. Nominations
received beyond this date will not
be considered.
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RACP Physicians Week 2009

REFLECTIONS FROM NEW ZEALAND
At Physicians Week this year, there was a
splendid College Graduation Ceremony
with many new Fellows from the Divisions,
Faculties and Chapters being presented
with their Diplomas (and applauding their
supporting families).
Clearly, the most important part of the
week was the plenary sessions. John Henley
(Auckland) spoke on the Specialty of
General Medicine: Past, Present and Future
(see also pages 8–10), reflecting on the lack
of negotiation of specialisation, the rise
of dual training (General Medicine and
specialty) in New Zealand and the need
to develop academic department policies
around General Medicine. He noted the
emphasis on acute assessment units, but
stressed the ongoing role, including care
co-ordination, of chronic ambulatory care,
especially for those with multiple comorbidities. There was a clear call for the
patient-centred approach led by generalists.
Secondly, the plenary on climate change
was excellent and seemingly convincing,
although in subsequent individual
discussions it seems a number of physicians
remain to be persuaded of the magnitude of
this matter.

Panorama documentary snippet that spelled
out the crisis in providing services (any
services) for a cluster of Aboriginal people.
On the last day of Physicians Week, a
lunchtime meeting was arranged between
Dr Kura Horsfall and myself (representing
the Maori Health Committee) and some
members of the Aboriginal and Torres Strait
Indigenous Health Committee. This proved
to be a very cordial and, hopefully, fruitful
exchange. Kura and I certainly felt that the
College was making every effort to move
assertively on Kevin Rudd’s Closing the Gap
program for Aborigines. We were mindful,
of course, that a New Zealand Government
in the not too distant past had embarked
on a program of the same name targeting
Maori.
The College continues to grow; is alive; has
a heart and an engine room in Sydney. Was
the Congress a success? I think so. Tihei
mauriora.
Dr Leo Buchanan FRACP
Maori Health Committee Chair,
New Zealand

Thirdly, New Zealand Trainee and Board
Member Zoe Raos and I judged the Best of
the Grand Round sessions run throughout
the Adult Medicine program. These
were of high quality, and were extremely
successful, well attended and engaging.
Topics included respiratory complications
of gastric banding, factitious thyroxine
assay, pyrexia in pregnancy (adult skills),
temporal arteritis and stroke, DKA and
extreme hyperlipidemia, bronchoscopic
lung reduction in CORD, and doctor–
patient internet diagnosis. All in all, plenty
of General Medicine.

Dr Ruth Anderson. CEO, RACP New Zealand.

During Physicians’ Week I attended a
session on Aboriginal Child Health. The
session opened with a role play on how
people dance around the special challenges
in this area, followed by a very telling BBC

Physicians Week provided a wonderful
opportunity to experience the passion,
commitment and breadth of knowledge
of the physician community with whom
we work so closely. The College Ceremony
for the presentation of new Fellows was a
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The Congress program brought to life the
many dimensions of the College, including
all its Divisions, Faculties and Chapters,
through the separate program streams,
while the plenary sessions enabled focus on
areas of common interest.
Also valuable was the opportunity for
Fellows, trainees and staff on both sides
of the Tasman to share thoughts about
burning issues that otherwise only get
debated in snatches of email or telephone
conversations.
The level of interest shown in the
supervision and PREP workshops and the
thoughtful comments made during them
suggest that all parts of the College are very
committed to making the training programs
successful and to working together to
address any difficulties along the way.
From a very personal viewpoint, it was a
privilege to attend Physicians Week and to
share more time with Australian colleagues.
I look forward to attending the RACP
congress next year and will encourage other
New Zealand staff to attend also.
Dr Ruth Anderson
CEO, RACP New Zealand

Dr Geoffrey Robinson FRACP
New Zealand RACP President
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fitting start to the event with its focus on
celebrating trainees’ achievements and the
huge contribution made to them by their
families and friends.

SNAPSHOT OF 2009 PHYSICIANS WEEK
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RACP Physicians Week 2009

CONSIDERING THE
FUTURE OF CONGRESS
With another Congress week
recently behind us, it seems
like a good time to consider
the future of Congress—what
it means to the College and
how it should be structured. In
fact, I would like to hear all of
your ideas.

I

am convinced that Congress has
inherent value as an avenue for
sharing knowledge and promoting
the collegiality of RACP Fellows and
trainees across all specialties. However, I
don’t think that the current model promotes
the One College principle, and the less than
impressive number of attendees implies that
it needs to be more attractive to a wider
range of Fellows.
If you came to Congress this May in Sydney
you would have noticed a substantial crowd.
In fact, 2009 Physicians Week had a great
turn-out—a College record apart from
the 2005 meeting in Wellington. Yet the
crowd represented less than a tenth of the
Fellowship, and this is a common problem
each year.

Which days?
The most common reason offered for poor
attendance is that the majority of physicians
within the Adult Medicine Division (AMD)
also belong to specialty societies which
hold their own conferences. It is argued
that these conferences are more attractive
because they focus upon the specific
specialty involved.
There has also been feedback that the midweek timing of Congress is inconvenient, and
some Fellows have strongly recommended
that Congress cover the weekend. To better
accommodate Fellows, the scientific program
of Congress commenced on Monday in
2009, although this has distressed many
trainees because of the loss of the traditional
Monday Skills Day.
Instead of a stand-alone Skills Day, we
experimented this year with running
streams of education and policy and
22
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advocacy content alongside the scientific
streams. This was challenging as it
significantly reduced the programming
time available for this core material of the
College, and caused competition between
scientific and ‘skills’ streams. It might
be preferable to completely separate the
dedicated Trainees’ Day and the skills
content. All three Faculties currently hold
highly regarded Trainees’ Days adjacent to
the main scientific program, which doesn’t
preclude the inclusion of ‘skills’ sessions
within the main program.
A potential model would be for Congress
to run from Saturday morning to Monday
evening with the College ceremony either
preceding it from 6 pm on Friday evening,
or commencing at 4 pm on Saturday
afternoon. A Trainees’ Day could be held
on the Friday preceding the full Congress
scientific program to properly recognise
trainees’ needs.

Unified themes
One of the primary strengths of the
College structure is the extraordinary
breadth of expertise represented by the
RACP umbrella. However, the current
programming method promotes no sense
of unity. It engenders a sense of different
groups co-locating for their conference,
rather than members of a single College
meeting together. This year, a single College
plenary was introduced. This was the first
step towards a Congress more in keeping
with the One College principle, but further
development of unified theming is required.
For Congress to meet the need to both unify
the specialties and to promote valuable
differences, a different programming
structure is needed.
We could move closer to this goal if the
first day of Congress each year was a day
of unified programs with a single or dual
themes (e.g. a Congress in Darwin could
have the dual themes of Indigenous Health
and Chronic Disease). Programming of
this day would be achieved by identifying
specific topic areas, and different
specialties combining to provide integrated
programming for those topics. It might

also be desirable to reduce the number of
concurrent streams on this first day.
The current programming of Congress, with
each unit managing their own scientific
program, has advantages and disadvantages.
It is important that each specialty within the
College maintains a sense of autonomy and
builds upon the medical knowledge specific
to that group. But to maintain a sense of
unity and thematic harmony, it could also
be valuable to commence each day with
a joint plenary specific to the Congress
themes. Following this, on the second and
third days, the groups could break into their
specific programs. This model could also
assist in achieving a natural reduction in the
number of competing streams.
We also need to build into the model a
mechanism to ensure that more specialty
societies choose to collaborate more closely
with the College Congress, building upon
the asset of IMSANZ’s regular involvement.
This could be achieved by specifying that
the Adult Medicine program for the two
days following the unified day consist of one
generalist stream and one specialist stream.
The specialist stream would have a different
theme each day and would be developed
in close collaboration with the appropriate
specialty society, with the potential for more
and different societies becoming engaged
over time.
Similarly, the Paediatrics & Child Health
program could allocate one of its three
streams to specifically relate to a specialty
scientific program, with the theme changing
over each of the two days following the
unified day. Each Faculty could be allocated
two streams of programming over two days,
and each Chapter, one stream for one day
each. In recognition of the smaller number
of Fellows available for programming, each
of these specialties may choose to include
the unified day as one of their program days
if they were significantly contributing to
that day.

Congress as an event
The programming considerations above are
intended both to reflect the One College
principle and to reinvigorate Congress, but

more needs to be done to build Congress as
an event that is attractive to Fellows.
This year we established a single College
dinner, although many specialties continue
to hold smaller dinners on other nights to
celebrate the achievements of their Fellows
and trainees, and to consolidate their sense
of Fellowship. It is important that these
events are able to co-exist with the larger
Congress dinner, without either detracting
from the other.
To support this, it is important that the
Congress Dinner is perceived as the premier
College event of each year. One means of
boosting attendance would be to include
the ticket price in the Congress registration
costs (this was very effective at the
Population Health Congress in 2008, which
attracted over 1300 delegates). Perhaps
more importantly, effort needs to be made
to ensure that the dinner is an interesting
event, rather than just a formal meal.

Within the Congress program there can
be other smaller attractions incorporated,
such as late afternoon Networking Sessions
with wine and canapés, and a College-wide
Trainees’ Dinner on Friday night following
the Trainees’ Day.
Many conferences take on a greater sense of
being an event because members bring their
families to the host city for a short holiday.
Fellows could be encouraged to do this
through advertising a ‘Partners Program’ of
activities, with pre- and post-touring options.

We need your
feedback
It goes without saying that the most
important issue regarding Congress is that
it meet the needs of you, the Fellows and
trainees of the College. To help us create an
event that you really want to attend we need
to hear your opinions.

Please send your ideas and your
comments about the ideas expressed in
this article to:
Yvonne.Luxford@racp.edu.au.
I would especially like to hear from
those Fellows who don’t regularly attend
Congress—why you don’t attend, and how
can we make it more attractive to you.
Another issue you might like to consider
is whether Congress should be held only
every second year.
The future format of the RACP Congress
needs to create an experience which engages
and enthuses the Fellowship, and one which
generates a sense of ownership by all of the
College specialties. Please let me know your
ideas about how we can achieve this.
Dr Yvonne Luxford
Manager, Policy and Advocacy

NEW COLLEGE OF INTENSIVE CARE MEDICINE OF
AUSTRALIA AND NEW ZEALAND: A PROGRESS REPORT

A

new medical college, the
College of Intensive Care
Medicine of Australia and
New Zealand (CICM) is in the
process of being established. The CICM
will be the responsible body for training
and certification of medical practitioners
(Intensive Care Physicians) and for
standards in the field of intensive care
medicine in this region.

The corporate requirements for establishing
a new, fully independent College of
Intensive Care Medicine have been
fulfilled. The College is now a registered
company, with a ratified constitution and
Board elected at the first Board meeting in
February 2009. The College Office Bearers
are as follows:

President
Professor Vernon van Heerden
Vice-President
Professor John Myburgh
Treasurer
Professor Balasubramanian Venkatesh
Requirements for Foundation Fellowship
are currently being drawn up (essentially,
all existing Fellows of JFICM will be eligible
to apply for Fellowship of the new College).
Fellows of the College will be entitled to use
the post-nominal FCICM. The existing JFICM
committee structure, training regulations,
policies, etc. will all be transferred to the new
body. This body will take over the functions
of the current Joint Faculty of Intensive Care
Medicine from 1 January 2010.

The AMC has indicated that they view the
transfer of the training program from the
Joint Faculty to the new College as a major
change to an existing program (rather than
the establishment of a new program) and
so will allow the current accreditation to
stand, with a view to a full reaccreditation
taking place around 18 months after the
change occurs. The Medical Council of
New Zealand has similarly been informed
of these plans and discussed the matter
at the March meeting of their Education
Committee.
Professor P. V. van Heerden FRACP
President
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CALL FOR COMMENTS ON REVISION OF GUIDELINES
FOR ETHICAL RELATIONSHIPS WITH INDUSTRY AND CODE
FOR PROFESSIONAL BEHAVIOUR

T

he Ethics Expert Advisory
Group (EEG) is responsible
for strengthening the capacity
of the College to respond to
ethical issues.
The EEG works with the Divisions,
Faculties and Chapters of the College and
the Policy and Advocacy Committee. Its
work includes (amongst other things):
•

•

•

developing procedures for
management of dualities and conflicts
of interests throughout the College and
in its activities
advising the organisers of the RACP
Congress on both ethics content and
sponsorship issues
contributing at an editorial level to the
Internal Medicine Journal

•

developing educational materials,
including modules on ethics and
relations with industry, for the RACP
curricula

•

conducting discussion panels on ethics
at RACP meetings

•

preparing submissions for the RACP
on ethical matters

•

providing a resource for Fellows who
seek assistance in relation to ethical
issues of any kind.

The EEG is in the process of reviewing the
3rd edition of the ‘Guidelines for Ethical
Relationships between Physicians and
Industry’ (available at www.racp.edu.au/
page/health-policy-and-advocacy/ethics)
and the ‘Code for Professional Behaviour’
(available at www.racp.edu.au/page/

publications-and-communications). These
are reference documents used throughout
the College and its training and education
programs to assist with decisions about
relationships with patients and colleagues
and other organisations.
We would greatly appreciate comments and
suggestions to help us in these tasks.
We are also very keen to hear from
members of the College about any other
ethical issues you would like us to take up,
and on any thoughts you might have. Please
feel free to contact me directly or email
Mary Osborn at mary.osborn@racp.edu.au.
Paul Komesaroff FRACP
Chair, Ethics Expert Advisory Group

NEW PRESIDENT-ELECT OF THE
ADULT MEDICINE DIVISION
Yelland was elected as
President-Elect of the Adult
Medicine Division. Catherine
is a Specialty Society
representative on the Adult
Medicine Division Council, in
her capacity as President of the
Australian and New Zealand
Society for Geriatric Medicine.
But let Catherine tell you about
herself in her own words.

Dr Catherine Yelland

The President of the Adult
Medicine Division, Clinical
Associate Professor Michael
Hooper, is very pleased to
announce that in the election
held in April Dr Catherine
24
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W

hy did I agree to nominate
for the President-Elect
of the Adult Medicine
Division? Because I have
great respect for the members of the
Division Council and for the work it does
within the RACP.
I am a geriatrician and general physician,
and I have always worked full-time in
hospital practice. I trained in general

medicine at the Royal Brisbane Hospital
(as it was then named) and benefited
immeasurably from the teaching and
wisdom imparted there. As a period of
overseas work was seen as good experience
at that time, I went to Newcastle-upon-Tyne
for two years from 1988 to 1990, where I
practised geriatric medicine. I returned to
the new Geriatric Unit at Royal Brisbane
Hospital, and worked there in Geriatric and
General Medicine for 14 years. I then had
two years at the Prince Charles Hospital and
since 2006 have been at Princess Alexandra
Hospital. I also spent some time at Redcliffe
and Ipswich Hospitals.
As for any hospital-based physician,
training of students, junior medical staff
and advanced trainees has always been
central to my day-to-day work.
On a more personal note, I have an
enduring interest in the issues that concern
women in medicine and balancing their
family responsibilities. I have three

teenagers, aged 17, 16 and 14. My late
husband, an academic neurologist, died
of parotid cancer in October last year, and
the care he received from a number of our
Fellows was an inspiration to me.
Mentors have always played an important
role, and after being told early in my career
that we all had to contribute to the various
professional organisations, I have always
had a committee on the go—the Australian
Association of Gerontology, the Queensland
Medical Women’s Society, the AMA for
a short time—but my interest since 2000
has been the Australian and New Zealand

Society for Geriatric Medicine, which is
how I ended up on the Specialties Board,
which then became the Adult Medicine
Division Council.

and working in a collegiate way. I have deep

I wanted to continue to be involved in
the work of the College for a number of
reasons. I believe that it is vital to have
a broad representation of our Fellows,
including women, from all backgrounds.
There are phases of a career that are more
amenable to attending meetings and the
other commitments required of such
participation, and hopefully this coincides
with having some wisdom about priorities

been impressive, but the challenge of the

respect for the support for research and
advocacy that is a vital part of the College.
The progress in the education reforms has
huge increase in the number of medical
graduates, and how we turn them into good
physicians, is where I would really like to
contribute over the coming years.
Dr Catherine Yelland FRACP
President-Elect
Adult Medicine Division

ANNOUNCING THE AUSTRALIAN MEDICAL
ONCOLOGIST WORKFORCE STUDY 2009
equitable geographic access, and advances
in medical technology have increased the
demand for medical oncologists. However,
data regarding the medical oncology
workforce in Australia is limited, with the
last publication on supply, requirement and
projection having been completed in 2001.
The inadequate identification of medical
oncologists in Australia has restricted
analysis of information and development
of strategies to address the impending
workforce shortage in Australia.

T

he Australian medical
oncologist workforce is in short
supply when compared with the
increasing consumer demand.

To date, a literature review has found
that the combined effects of population
growth, population ageing and growth
in the incidence of cancer, changes in
patients’ expectations, demands for

The Medical Oncology Group of Australia
(MOGA), the peak representative body
for medical oncologists in this country, is
undertaking a unique questionnaire study
to examine the state of the Australian
medical oncology workforce, to assist with
the development of strategies to address
both short- and long-term Australian
medical oncology workforce shortages. The
Australian Medical Oncologist Workforce
Study is led by the MOGA Chairman,
Associate Professor Bogda Koczwara, and
aims to provide a complete snapshot of the
medical oncologist workforce by exploring

areas relating to workload, practice types
and gaps in the provision of services.
Further phases of the project are intended
to deepen the research to determine
the supply projections for medical
oncologists in Australia, as well as to
develop recommendations for standards of
workload for a medical oncologist.
Directors of hospital departments and lead
clinicians of private practices are invited to
take part in this five-minute national study.
In the coming weeks, directors and lead
clinicians will be asked to support this study
by providing study information via hardcopy or online questionnaire.
For further information, please contact:
Nora Wong
Project Officer for the Australian Medical
Oncologist Workforce Study
Medical Oncology Group of Australia
145 Macquarie Street
Sydney NSW 2000
Phone: (02) 9256 9654
Fax: (02) 9247 3022
Email: nwong@moga.org.au
RACP News June 2009
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Research and Education Foundation

THE ROAD TO RESEARCH
of the hardest ever, and without funding
I would have really struggled to continue.
And yet, what a privilege for a medical
graduate to understand and be part of the
grassroots work that will one day influence
the way we treat our patients!

One of the highlights of my PhD so far—our lab winning the Dance Your PhD competition.
Left to right: Matthew Adams, Jessica Stolp, Sue Mei Lau, Sue Lynn Lau, Kim Cheng (crazy dude
in the background).

L

ike many young physicians,
when I finished my two years
of required and core training in
endocrinology, the road ahead
seemed obscure. Before committing to
a lifetime of clinic patients, there were
so many other areas, both personal and
professional, that I wanted to explore.
During busy undergraduate and
postgraduate medical training, there had
been little opportunity to get properly
involved in research. The semi-nomadic
lifestyle of a hospital medical officer,
with yearly employment contracts, made
it difficult to commit to any long-term
projects. So, in the final year of training,
while I was curious about what research
could offer me, and vice versa, I had very
little experience on which to base a decision
to launch into a three-year PhD.
Then, after six months of fantastic, but
unpaid, work overseas, I was out of
step with the usual NHMRC research
scholarship rounds (they don’t fund half
years), and somewhat lacking in the
‘income’ department. At that point, the
McCaughey research entry scholarship
provided a much needed opportunity to
start six months of a full-time basic science
project and really discover what research
was all about.
I have to say, it was tough-going at the
start. I imagine that some people are
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born scientists, facilitating their thirst for
knowledge with a keen eye, steady hand
and solid understanding of mechanics. I am
not one of those people. I find log-scales
confusing. The centrifuge scares me. If it’s
not already broken, I will break it. Being
transplanted from the clinic to the lab was
like learning a new language, a new culture
and a new way of thinking. The first six
months of my research were certainly some

I see now how the
work we are doing
with cells and mice
today will eventually
teach us more
about what’s going
on inside patients
with diabetes,
and will allow us
to help not just
one individual, but
many.

Doing this project has given me unique
insight into the painstaking hard work,
patience and determination that goes into
expanding our pathological understanding
of the conditions that we routinely
manage. I have learnt more than I could
ever imagine, not just about the area I am
researching, but about the process—about
practical and systematic approaches to
problem-solving, about daring to pursue
that crazy idea, even if it fails the first 100
times, and just as much, I have learnt about
myself. I believe that all these things will
one day make me a better physician.
Eighteen months in, things are becoming
a little easier. I’ve only dropped a couple of
tubes this week; my right arm and pipetting
thumb are so much stronger. I am surprised
to discover that I actually have some
interesting results, and lots more interesting
questions and possibilities that have arisen
from what I’ve done so far. At the end of the
tunnel, and perhaps I see now how the work
we are doing with cells and mice today will
eventually teach us more about what’s going
on inside patients with diabetes, and be able
to help not just one individual, but many
people at a public health level. That would
top everything!
I have now taken up a longer term
scholarship that will hopefully see me
through to the end of the project. I am
grateful to the RACP for providing me with
the means to embark on this crazy journey,
and only hope that other confused souls
standing at the crossroads of advanced
training and ‘the rest of their lives’ will have
the same opportunity.
Sue Lynn Lau
P.S. I haven’t really explained what my
research is about here, but watch the
You Tube video <www.youtube.com/
watch?v=QiTFBRPFRh8>, and it will all
become perfectly clear.

PLEASE HELP SUPPORT
OUR YOUNG PHYSICIAN RESEARCHERS
ACHIEVE THEIR GOALS …
“Personally, without the financial aid from the RACP Scholarship it would have
been very difficult to commit to undertaking a PhD. What drives us is not only
the desire to learn, but also to contribute our own small part to the pool of
scientific knowledge in the hope that it may improve the lives of patients we
treat as physicians.”
Dr Jimmy Chien
RESMED Foundation Research Entry Scholarship 2008

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

Please list my name on the Honour Roll as:

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

Name:

OR

 I prefer to remain anonymous

Address:

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

$

Levels of membership

Annually

Quarterly

Email:

Fellow-in-training

 120

 30

Credit Card Payment

Member

 300

 75

Gold Member

 600

 150

Benefactor

 1200

 300

Please debit my:

 Visacard

 Mastercard

Amount: $
Card Number:

Life Member
(one-off or cumulative donations)

10,000

Life Governor
(one-off or cumulative donations)

25,000

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

I would like to make a donation
(other amount)

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

Name on Card:

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



Signature:

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

 Bankcard

__ __ / __ __

Cheques should be made payable to:
Research and Education Foundation
Donations are allowable deductions under Item 1.2.8 of section
30-25 of the ITA Act 1997.
Quarterly payments only available when paying by credit card.
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VALE IAN AMBURY MILLER PRIOR:
1923–2009
ONZM 1996, MBChB 1945, MRCP (London) 1951, MRACP 1954, MD (NZ) 1954, FRACP 1960,
FRCP (London) 1971, FNZCCM 1980, FRS (NZ) 1981, Hon DSc (VUW) 1988, FAFPHM 1994
After completing the basic medical course
in Dunedin, Ian travelled widely, training
and working first as a physician, then as a
cardiologist. On his return to New Zealand
in 1960, he was appointed to found and
lead a Medical Unit at Wellington Hospital.
It was then that Ian began to expand his
epidemiological interests, carrying out
population-based studies of cardiovascular
disease initially in the Wairarapa, then more
broadly in New Zealand, and later in the
islands of the wider Pacific. Latterly, the
crowning achievement of this work was
the hugely ambitious and world-renowned
Tokelau Island Migrant Study.

I

an Ambury Miller Prior was born at
home in Masterton in the Wairarapa,
the son of Norman Henry Prior, a
medical general practitioner, and his
second wife, Jessie Anne (née Miller).
With the build of an athlete, Ian was a very
successful sportsman and representative
rugby player in his youth. His death in
Wellington came after a long period of
increasing frailty.
Ian had an older sister, Elaine, and has a
younger brother, Owen. Owen followed his
father into general practice in Masterton.
In turn, Owen’s son, Simon, joined the
practice. This year, the Prior family practice
will celebrate 100 years of continuous
medical service to the community of
Masterton.
The Prior family was grounded in
Methodism, Christian beliefs, and a strong
sense of involvement in and commitment to
the local community.
Marriage to Elespie (née Forsyth) in
Dunedin on 14 March 1946 added a new
dimension to Ian’s life. Elespie’s great
grandfather was Bendix Hallenstein, well
known for successful business enterprise in
early New Zealand. The Hallenstein family
not only had a strong sense of community
responsibility and philanthropy but also had
major interests in, and support for, arts and
culture in New Zealand. Ian, similarly, in
various ways, came to love and support both.
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Ian authored and was associated with many
professional publications, including the
significant study of migration and health
among the Tokelauans.1 In the course of
this work, Ian became knowledgeable of
and deeply engaged with Maori and Pacific
people, many of whom became his lifelong
friends and were present and played moving
parts in his funeral.
After a somewhat difficult start, what was to
become the ground-breaking Epidemiology
Unit was established at Wellington Hospital
in 1970. Ian was in his element initiating
and organising new projects with an
ever-widening circle of colleagues, friends
and associates, many of them prominent
internationalists. He was a networking
genius. His ability to find and bring people
together to achieve common purpose was
legendary. In this, Ian’s energy, courage
and initiative were amazing. His good will
and sincerity could never be questioned. If
Ian asked you to do something, you could
not refuse—whether to help save Lake
Manapouri, join a survey party to a Pacific
Island, or go to Geneva to seek the global
abolition of nuclear weapons.
Ian was actively involved in the peace
movement. In 1981, with a group of
physician friends, he co-founded the
New Zealand branch of International
Physicians for the Prevention of Nuclear
War (IPPNW), and played leading roles
in and provided lifelong support for the
organisation. In 1985, IPPNW won a Nobel
Prize for Peace.

Ian’s creative energy did not, however,
come without a cost. In his memoir Ian is
frank about this.2 Moving into what at the
time was the new field of epidemiology
in New Zealand brought with it stresses
for which Ian felt inadequately equipped
and ill prepared. At times, this gave him
great creative energy, but at other times
it brought periods of deep, dark and
painful depression. One of Elespie’s great
contributions was to help Ian cope with
these periodic feelings of inadequacy and
depression.
This insight into Ian’s life deepens our
appreciation of what it really took to be the
‘Father of Epidemiology’ in this part of the
world (New Zealand and the Pacific) and
an innovator and leader in the practice of
public health.
Recognition for his long and varied
contributions came in 1981 when he was
awarded an Honorary DSc (VUW) and in
1996 when he was inducted as an Officer of
the New Zealand Order of Merit (ONZM).
Elespie passed away in 2002. Ian and Elespie
are survived by their three daughters:
Bettina, Susan and Ione.
Dr George Salmond FRACP

1.

Wessen AF (ed.), Hooper A,
Huntsman J, Prior IAM, Salmond
CE. Migration and Health in a Small
Society: The Case of Tokelau. Oxford,
Clarendon Press, 1992.

2.

Prior, Ian. Elespie & Ian: Memoir of a
Marriage. Wellington, Dr Ian Prior, 2006.

RACP 2009–2010 TRAINING
POSITIONS SUPPLEMENT –
OUT NOW
If you would like a printed copy
posted to you, please contact:
Fay Varvaritis
Email: trainingpositions@racp.edu.au
Tel: (02) 9256 5482
Otherwise you can download a copy
from the RACP website:
www.racp.edu.au

VALE DR RAY TIERNAN: 1934–2009
at the then Brisbane Children’s Hospital.
Ray subsequently took up a fellowship at
Harvard University (1965–67), working in
the growing discipline of neonatology with
Drs Clement Smith and Mary-Ellen Avery
who remained lifelong friends.

I

t was with great sadness that
colleagues learned the news of Dr
Tiernan’s death on 7 January after a
long illness. Ray was a pre-eminent
paediatric physician who made major
contributions to paediatrics at both a local
and a national level. He also had a long and
very distinguished association with the
Royal Australasian College of Physicians
and the Australian College of Paediatrics.
Ray was born in Kingaroy, Queensland,
and was educated at Downlands College
Toowoomba. He graduated from the
University of Queensland in 1958. His
early postgraduate years were spent at
the Mater Hospital where he gained his
MRACP in 1963. He was then appointed
University Teaching Registrar in Paediatrics

Ray returned to Brisbane to become Senior
Lecturer in the Department of Child Health
at the University of Queensland. In 1970
he became a Senior Consultant Physician
at RCH Brisbane and continued in this
important role in general paediatrics until
illness led to early retirement. Ray also
had a busy private practice with rooms on
Wickham Terrace and later at the Wesley
Hospital.
He is probably best known for his
mentorship of innumerable paediatric
trainees, many of whom are prominent
in Australian paediatrics today. Ray also
developed the Paediatric Oncology service
at RCH at a time when this area of activity
was viewed by many as unrewarding, with
few patients having successful outcomes.
Along with interstate colleagues, he was an
active contributor to the early Australian
Childhood Leukaemia trials, which have
continued to the present. He was also
a major influence in fostering the main
sub-specialty areas of rheumatology and
endocrinology within the hospital. He
served as Chairman of Staff at RCH and

as Chair of the Division of Medicine for a
number of years.
Ray was President of the Australian College
of Paediatrics from 1987 to 1989. He was
also a member of the RACP Council, the
Board of Censors, the Committee for
Examinations and numerous other College
committees. His wise counsel in these areas
was greatly valued. In 1992, Ray received
the College Medal in recognition of his
major contribution to College affairs,
paediatrics and postgraduate training. In
1999 he was again honoured by the College
with the award of the Howard Williams
Medal.
Beyond medicine, Ray and his wife,
Patty, had a very full and active family
life with nine children and their many
grandchildren. The Tiernans’ apple-green
converted ambulance was well known
around the streets. Camping holidays are a
special family memory. Despite his many
commitments, Ray always seemed to have
unhurried time for all those who came
across his path.
As well as his outstanding clinical and
committee skills, many will remember Ray’s
dry sense of humour, his gift as a raconteur,
his elegant handwriting, and the many
occasions of very wise ‘corridor advice’ to
younger colleagues and trainees.
Dr Peter O’Regan FRACP and colleagues

COLLEGE ROLL BIOGRAPHIES FOR
NEW ZEALAND FELLOWS

D

r Ron Easthope has recently
replaced Dr J. M. Tweed as the
Honorary Archivist for the
College in New Zealand and
the College Roll contact for New Zealand.
Dr Tweed’s remarkable contribution to
the College is acknowledged with much
gratitude by the College Roll Committee. To
volunteer to write a College Roll biography

for a New Zealand Fellow, please contact
Dr Easthope.
Regular mail: Dr Ron Easthope FRACP
Honorary Archivist, RACP New Zealand
The Royal Australasian College of
Physicians
PO Box 10-601
Wellington
New Zealand

Email: ronmarg@paradise.net.nz
Phone: Jeanette Osborne (64) 04 472 6713
Dianne van Sommers
College Roll Officer
for the College Roll Committee
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After Hours

A PHYSICIAN, AN ARTIST, OR BOTH?

Portrait of Don Beaven, world-renowned diabetologist.
Photo by Alistair McGill.

A

t times, a career in medicine
may be likened to an affair with
a jealous mistress who will
tolerate no intrusion. However
fanciful this may appear, it has always
seemed to me that when it comes to careers
medicine and art make perfectly natural
bedfellows—if you want to enter into a
partnership, all you have to do is get the
right mix.
Paintings have formed an integral part
of hospital environments for centuries.
Whereas artistic themes in earlier times
were intended to prepare patients for the
next world, give consolation or extol virtues
of Christian charity, those of more recent
times have focused on the healing qualities
of the arts as promoted 20 years ago by
Peter Senior, then director of Arts for
Health UK: ‘art can benefit anyone and can
play a part in maintaining and improving
health of the mind and body’.1

Most of us will be aware that the medium of
art may facilitate the emergence of feelings
30
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Portrait of physician Barrie Tait. Photo by Alistair McGill.

otherwise imprisoned and unavailable
through the traditional means of speech or
the written word. It was on this basis that art
was used to help soldiers traumatised by their
experiences of war.2 But is art useful only as a
clinical tool for self-expression or as a means
of escape from the harsh realities of a busy
specialist medical practice? I think not.

is pure conjecture, but when he died a
few years later, I found a palette knife in
the old man’s paint box and somehow
acquired it. Even now, when I look at my
first painting (a landscape using his knife),
I recognise an appreciation of composition
and perspective of which he may well have
approved.

Although Freud would have us believe that
the artist is essentially an introvert, not far
removed from a neurotic, and oppressed
by excessively powerful instinctive needs,
desiring to win honour, power, wealth,
fame and the love of women but lacking
the means of achieving these satisfactions3,
I would prefer to think of the artist as
someone who uses art as a journey of
discovery, by means of his or her creative
skills and energy, to produce work both
unique to self and of personal value.

My desire to be a doctor determined my
school education, although I continued
to paint as often as possible, and my early
interest in portraiture was supported by
friends and family, particularly my father,
a man of letters who, incidentally, took up
painting in his 60s. His first painting, a
line of poplar trees by a lakeside, frustrated
his determination to produce an instant
masterpiece so much that he never painted
again. I guess that this ‘failure’ was seen
as an impotence, which threatened his
self-image. Nonetheless, he remained a
thoughtful and considerate critic of my
work and provided an endless source of
encouragement.

I was about seven when my family delegated
to me the task of dressing my grandfather’s
gangrenous toe. Whether this influenced
my choice of a career in medicine or not

busy professional life and the relaxation of
these demands through painting.4 I share
his view—but there is more. When I paint,
I am celebrating. I close the door on reality
and enter a world where I am completely
in control and free to explore my creative
energies with a fresh sense of excitement
and anticipation.

A commitment to compulsory military
service in the Army in my twenties
eventually became my passport to South
Vietnam as a volunteer with the Combined
Services Medical Team in Bong Son and
the Australian 1ALSG in Vung Tau. War
service provided unique experiences which
I attempted to record at every opportunity
but, sadly, when submitted for publication,
did not win approval.
I continued to paint throughout my
professional life as a physician but managed
only intermittently to accumulate enough
work for a one-man show and as an invited
guest at several others. My interest in
portraiture was kindled by the magnificent
work of society portraitist, John Singer
Sargent (1856–1925), whose oft-quoted
comment, ‘whenever I paint a portrait, I
lose a friend’, did nothing to deter me and
so commissions by universities, schools,
businesses and private collections followed.
Then, in my mid-40s, a trip to Venice with
a medical conference en passant and a
sellout one-man exhibition saw my mission
accomplished, but with restrained approval.
Meanwhile, I was becoming increasingly
aware that an interest in art was widespread
amongst our wider medical community, so
in 1989 I was instrumental in establishing
the New Zealand Association of Artist
Doctors and, with the help of the like-

IN MY CHAIR
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Vietnamese woman. Photo by Alistair McGill.

minded, set about the task of achieving our
mission: ‘to foster creative activities among
doctors’. This year we celebrate the 20th
anniversary of our association.
More recently, when my wife established a
new career as a costume and fabric artist, I
recognised new artistic possibilities for me,
and in 2005 our joint submission of ‘Kiwi
fruit’, a male bra, was awarded section winner
in the Montana World of Wearable Arts.
Only too soon, however, the halcyon days
of my medical career were to evaporate
and I discovered that the bumper stickers
were right after all: ‘shit happens’. The need
for coronary revascularisation surgery
in 2006 ushered in my new career as a
full-time artist just as galleries closed
and the recession seemed to cast a gloom
bordering on despair. Notwithstanding, I
set myself the task of collecting 60 portraits
of prominent Cantabrians, including the
Wallabies’ new coach, Robbie Deans, and
a year later saw the publication of my first
book, In My Chair. And now with further
work already in progress, all this is just the
beginning.
But this still leaves unanswered, the obvious
question: why do I paint?
Professor John Horder says that, for him,
painting is compulsive and he provides
vivid contrasts between the demands of his

There are risks, too, of course. Although
you, like me, may be seduced by a creative
urge to ‘pack up your troubles in your old
paint box’, there are challenges—the need to
master a difficult skill, the disappointment
of failure, the confusion that comes when
others laud the work you very nearly
discarded and, worst of all, when your
masterpiece is criticised or denigrated
in public. And for me there is also the
challenge of portraiture, that artistic activity
which ‘implies a contract between artist and
sitter, which is at odds with the concept of
creative independence and integrity’.5
By now you may be thinking that I should
have followed my father’s example. But
I am not one to give up so easily, and so
this is my advice for the faint-hearted: be
reassured that the risk/benefit ratio strongly
favours the artist and that it is indeed
possible for one to be at the same time
physician and artist.

Afterword
And so, what about the problem of a
medical career and that stuff about the
jealous mistress? Well, I guess I disposed of
the problem by dismissing them both!
John Gillies FRACP

1.

Delamothe, BMJ, 29/4/89: 1164.

2.

Waller (1984), Art and Therapy,
London, Tavistock.

3.

Freud (1916), The Standard Edition
of the Complete Psychological Works
of Sigmund Freud, vol. xvi, London,
Tavistock.

4.

Horder, BMJ, 23–30/12/89: 1578.

5.

Ormond (2007), Foreword, The Society
Portrait, New York, The Vendome Press.
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Letters to the Editor

LETTERS TO THE EDITOR
At the recent Physicians Week, I attended for the first time in many years
the admission of new Fellows to both adult and paediatric medicine. It was
reassuring to see that the male/female imbalance is being corrected; it was a
very different situation when I was admitted to the Fellowship over 30 years
ago. Mine was a late admission and indicates how over the years the College
has shown flexibility in its admission policies and has not followed some
other institutions into ossification.

having substituted their Membership for a Fellowship, allowed those of us
with similar but outside qualifications to apply to become Fellows of the
College under regulation 38.

We medical graduates of the immediate post World War II period saw our
future as largely lying in general practice. Formal training programs towards
specialisation did not yet exist in Australia. Indeed, many of our teachers had
spent time in general practice before travelling to Britain to prepare themselves
for a career on Macquarie or Collins Street, or Wickham or North Terrace.

Towards retirement I began to see the drawbacks of subspecialisation,
particularly when applied to our increasing ageing population with their
multiple diseases. By the time an elderly patient with cardiovascular disease,
chronic respiratory disease, osteoarthritis, gastrointestinal bleeding following
nonsteroidal anti-inflammatory drugs (NSAIDS) and diabetes had done the
rounds of cardiologist, thoracic physician, rheumatologist, gastroenterologist
and endocrinologist, they could be prescribed and presumably were taking as
many as 12 or more different medications a day, not all of them compatible.
What was their poor general practitioner to do, when the experts prescribed
such treatments?

However, the introduction of the British National Health Service (NHS)
influenced some of us, not because of its emphasis on social justice, but
because the ‘consultant’ seemed to do very well out of the arrangement.
In those days we were, by and large, impelled to study medicine as much by
motives of intellectual discovery, social advancement and money as by the
need to cure suffering humanity. When we learned that a similar national
health scheme was being mooted in Australasia, self-interest dictated that
a postgraduate qualification was necessary to give us the same status as
consultants in the British NHS.
My post-intern year was spent in general practice and was followed by
another year in Townsville, where exposure to the ill health and oppression of
Aboriginal people began the process of changing my somewhat panglossian
views on social inequality. Internal medicine began to interest me and a
year at St George Hospital in Sydney sustained that interest. St George was
not the teaching hospital of excellence that it is today; it was beginning the
often painful transition from a general practitioner staffed institution to one
where specialist physicians, surgeons and so on were taking over honorary
positions. It was to these new but few consultant physicians like Jim English
that I as a sole medical registrar sought what little mentoring there was to be
had in the place. Their teaching (particularly his) served me well. However,
experience in the chest unit under a taciturn physician called Gordon Bayliss
kindled my interest in tuberculosis and thoracic medicine. If I was to satisfy
my self-interest it would be in internal medicine and for that I would have to
travel overseas. The voyage to Britain was by sea and as often happened in the
role of ship’s surgeon at a remuneration of one shilling a month.
Some of us went to Edinburgh where the membership examination allowed
one to choose a subspecialty; others went to London where the exam was
general medicine only. The examiners in Edinburgh kindly passed me, so
armed with an MRCP(E), I returned to Australia to look for a general practice.
The certificate from the Edinburgh college was of use to me in a way I could
not have predicted.
There were three of us in the practice in a New South Wales provincial city;
the senior partner was skilled in some orthopaedic procedures, another
colleague had an FRCS and was a refugee from NHS Britain. What more
natural than I should be given the primary role in internal medicine. I also
became the group’s anaesthetist. At this point it seemed appropriate to sit for
the MRACP. The written part was no problem, but my lack of clinical skills
outside thoracic medicine proved my downfall.
General practice taught me a lot, particularly about people, but two
opportunities made it impossible to balance these and group practice. The
regional hospital 13 kilometres away needed doctors with postgraduate
qualifications on their visiting staff and the chest clinic had vacancies for
those with experience in thoracic medicine—thoracic medicine in those days
meant tuberculosis. So I left general practice to work in thoracic medicine
full-time.
In 1976, after a few publications to my name, the Edinburgh College elected
me into their Fellowship. It was at this time that the Australasian College,
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Like many other Fellows at this time, we were placed in a dilemma: whether
to give our first loyalty to the College or to our particular Special Society, in
my case the Thoracic Society of Australia and New Zealand (TSANZ).

It was becoming obvious to me that this orchestra of subspecialists badly needed
a conductor so they could sound more like Schubert than Stockhausen. Such
a conductor could only come from the ranks of the general physician, fast
becoming an endangered species in Australia but thankfully not in New Zealand.
I hope I have shown my support for this concept by no longer attending
meetings of TSANZ but becoming a dedicated registrant at what is now the
RACP Physicians Week.
Dr John Thompson FRACP, FRCPE, FCCP
Canberra

INTERESTED IN
PREVENTIVE MEDICINE?
Opportunities exist throughout Australia
for part-time

CONSULTANT PHYSICIANS
Ideally suited to those of us who would like to retire but, due
to economic pressure, need to delay retirement
Nu-Life Cardiac Programmes instituted in 1984 at Western
Suburbs Hospital, Sydney, and now located on the Sunshine
Coast, have over the last twenty-five years achieved
excellent clinical endpoints in patients requiring Primary or
Secondary Prevention.
The Programme has received International Approval for
Core Standards, Safety and Quality in Healthcare, by ISO
9001:2008. Neocardial exercise training is covered by an
Australian Patent entitled ‘Improvements in Cardiovascular
Performance.’
With the introduction of e-health, we are now seeking
expressions of interest from other Australian or Overseas
Consultant Physicians who would like to be involved in this
expanding sphere of clinical medicine.
Further Information is available from Dr Tony Neaverson
neaverson@neocardia.com
Telephone 07 5474 2053, Mobile 0428408351
or visit the website www.neocardia.com

Member Advantage

The Card for free thinkers.
Apply now for the RACP Gold Credit Card
With a range of complimentary services, the RACP Gold Credit Card
from American Express® is well worth thinking about.
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To apply call 1300 853 352 or visit www.memberadvantage.com.au
American Express and Member Advantage distributes The RACP Gold Credit Card under agreement with RACP. RACP receives
a financial benefit from members’ uptake of this Card to further fund member initiatives. The RACP receives a financial benefit
from Fellows and Trainees’ use of this service to help further fund Fellows and Trainees’ initiatives. The Royal Australasian College
of Physicians (ABN 90 270 343 237), 145 Macquarie Street, Sydney NSW 2000. American Express Australia Limited
(ABN 92 108 952 085). ® Registered Trademark of American Express Company.
AMEX0395
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Central Gippsland Health Service, Sale, Victoria

Specialist Paediatricians
t7JTJUJOH.FEJDBM0GGJDFSPSTBMBSJFEBQQPJOUNFOUXJUISJHIUPGQSJWBUFQSBDUJDF
t5XP4QFDJBMJTU1BFEJBUSJDJBOQPTJUJPOTBWBJMBCMF
t$JUZDPNGPSUT DPVOUSZMJGFTUZMF
Central Gippsland Health Service (CGHS) provides specialist paediatric and neonatal inpatient services to a catchment population of more
than 85,000 in the Shire of Wellington and parts of East and South Gippsland. The facilities of CGHS’ Sale Campus include inpatient paediatric
beds, a care-by-parent room and a Level 2 nursery. There were 535 births, 380 general paediatric admissions and 165 Level 2 admissions at
CGHS last financial year.
CGHS has three Specialist Paediatrician positions. Other resident Specialists include four General Physicians, three General Surgeons, three
Obstetricians & Gynaecologists and an Anaesthetist supported by four GP Anaesthetists. CGHS is affiliated with Monash University and its
East Gippsland Regional Clinical School for the teaching of medical students undertaking rural training for up to 12 months at a time.
Diagnostic facilities are excellent. They include pathology and medical imaging (radiology, ultrasound, CT scanning, nuclear medicine and
visiting mobile MRI). CGHS’ modern facilities include a recently renovated emergency department and a six-bed critical care unit. As well as
providing services to CGHS and its patients, you could expect to conduct visiting outpatient clinics in other towns in the region.
Your primary medical qualification should be registrable with the Medical Practitioners Board of Victoria. Your specialist qualification
should be Fellowship of the Royal Australasian College of Physicians or other postgraduate clinical qualification, training and experience
in Paediatrics that the College assesses as appropriate for these positions. Remuneration arrangements are flexible and can be structured to
meet your preferences. Benefits include “salary packaging”, and conference and study leave.
Sale is a prosperous rural city just over two hours’ drive from Melbourne. It has excellent shopping, sporting, cultural and education facilities –
including a private co-education school with outstanding Year 12 results. Sale’s mild climate and easy access to surf beaches, lakes, mountains
and snowfields offer an ideal environment to raise a family, and to build a successful and rewarding career.
Background information on the Health Service, town and region may be found on www.cghs.com.au Applications and enquiries should be
directed in the first instance to Les McBride at:

Health Recruitment

Email: lm@clevelandmcbride.com
Tel: 03 9486 0500 Fax: 03 9486 0200
Mail: Suite 4, Level 4, 372 Albert Street, East Melbourne, Victoria 3002
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WORLD MEDICINE FOR THE NEXT DECADE: 2010 to 2020
Melbourne Convention
and Exhibition Centre
Melbourne, Victoria,
Australia

www.wcim2010.com.au

REGISTRATION AND ABSTRACT SUBMISSIONS OPEN NOW
The Royal Australasian College of Physicians (RACP), the
Internal Medicine Society of Australia and New Zealand,
and the International Society of Internal Medicine invite you
to attend the World Congress of Internal Medicine 2010 in
Melbourne, Australia on 20-25 March 2010. In conjunction
with the RACP’s annual Physicians Week, both events will
ensure that this is the most significant congregation of
physicians and medical specialists to be held in the Southern
Hemisphere in 2010.

Keynote Speakers

Congress Program

Professor Graham Brown is the Foundation Director of the
Nossal Institute for Global Health, University of Melbourne. He
has held advisory roles in health programs of organisations
such as the World Bank and the World Health Organisation.
His area of interest is Tropical Diseases, particularly malaria.

The Congress theme is World Medicine for the Next Decade:
2010-2020. The program will showcase excellence in
Australasian Medicine and Medical Science and will offer a
superb opportunity for physicians and medical specialists to
attend expert updates on specialty areas outside their own
specialty.
Themes running throughout the Congress will be:

•

Science, Research and Innovation

•

Policy, People and Politics

•

Clinical Medicine

•

Young People and Health

•

Medical Education

Professor Barry Marshall AC, together with Professor Robin
Warren, was awarded the Nobel Prize for Physiology or
Medicine in 2005. The award recognised their 1982 discovery
that a bacterium, helicobacter pylori, causes one of the most
common and important diseases of mankind, peptic ulcer
disease. In 2007 Professor Marshall was awarded the honours
of Western Australian of the Year and the Companion of the
Order of Australia.

Host City – Melbourne, Australia
In the past two years Melbourne was ranked 1st & 2nd
consecutively as the World’s Most Liveable City by The
Economist Intelligence Unit. It is a vibrant and cosmopolitan
city that is host to a multitude of international events,
including the Australian Open Tennis Grand Slam and the
Australian Formula One Grand Prix. March is the best time of
year to visit Australia and New Zealand.
The new Melbourne Convention Centre is a world class,
six-star rated convention centre and the largest combined
convention centre and exhibition facility in Australia.

Visit www.wcim2010.com.au or send an email to wcim2010@tourhosts.com.au for further information.
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Feeling Frustrated with the Look and Image
of Your Practice?

“We’ve Got Practice Education Covered”
Melbourne CBD
Exciting 1 Day Workshops
A Smart Investment for Practice Success
Rooms With Style Specialises in the Renovation and
Promotion of Medical Practices.

Proudly Presented by:
SED Practice Managements Consultants

Our Services Save You Time and Money and We Work
Exclusively for Doctors!

Rooms with style
Doquile Perrett Meade

Renovations and Refurbishments.....
Whether your practice needs a complete renovation or a freshen
up, Rooms with Style gets the job done. From concept to
completion, we take the worry out of renovating.

Practice Promotion.....
Our Practice Promotion Services teach you and your staff how to
ethically market your practice and take control of your business.
It’s cost effective and we come to you.

Sessions Include:
§ Effective Business Planning
§ Successful Practice Promotion
§ Getting Your Finances Under Control
§ Attracting, Retaining & Motivating Staff
Register Now:

Contact Us Today.....
1300 073 239 info@roomswithstyle.com.au

Contactus@pracshops.com.au
Ph:1300 494 877
www.pracshops.com.au

Outsourcing your medical billing is an
effective way to save you time and overheads to
meet your in and out patient billing needs.
MedPro Billing Solutions offers an online
billing service for physicians working in private
practice Australia wide.

Connect with your
Australian
medical specialty
community & top
medical content
and resources
T (03) 9489 0229
F (03) 9470 4227
E enquire@medprobilling.com.au
www.medprobilling.com.au
PO Box 248 Clifton Hill Vic 3068
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RCP publications
Updates on
major clinical
advances

i Professional

issues
i Original

papers

Edited by Professor Peter Mathieson,
Professor of Medicine and Dean of the
Faculty of Medicine and Dentistry,
University of Bristol.

i Medical

education
Clinical Medicine is the journal of the Royal College of
Physicians. Published six times a year, the journal is circulated
to 20,000 Fellows and Collegiate Members.
It is unique in providing a combination of up-to-date clinical
articles across the medical specialties and addressing a wide
range of topical professional issues.
The journal seeks to encourage high standards of medical care
by promoting good clinical practice and influencing policy.
Clinical Medicine is aimed at practising physicians both in the
UK and overseas, and is highly relevant to all those managing
or working within the healthcare sector.
Each issue features the popular Continuing Medical Education
(CME) section which reviews the latest advances in a chosen
specialty, allowing physicians to gain up to 12 CPD credits
each year. Forthcoming CME sections in 2009–10 will cover:
i
i
i
i

Respiratory medicine i Renal disease
Clinical pharmacology i Gastroenterology
Acute medicine i Cardiology i Neurology
Palliative medicine i Diabetes

For further information or to subscribe please
contact the Publications Department or email:
clinicalmedicine@rcplondon.ac.uk

The Horizons in Medicine series provides physicians of all
backgrounds and levels with an invaluable insight into these
exciting times in the field of medicine and an opportunity to
broaden their knowledge of other specialties.
Based on the 2008 Advanced Medicine Conference at the
Royal College of Physicians, Volume 20 brings together a
series of articles representing state-of-the-art reviews written
by acknowledged experts. A diverse range of scientific topics
in which there have been important recent advances is covered
in this widely respected publication.
Self-assessment questions provided at the end of each
chapter enable the reader to consolidate their knowledge and
further their continuing education. Glimpses into the future are
provided by articles on cartilage replacement, ischaemic
conditioning as a possible therapy, and stem cells. The volume
concludes with an article based on the Linacre Lecture by
Helen McShane on a new vaccine for tuberculosis. Reading
these articles gives grounds for real excitement about the pace
of medical advances and genuine optimism that the burden of
human disease is being tackled as a result.
This appealing publication is essential reading for consultant
physicians, general practitioners or doctors in training, in the
UK and overseas.
ISBN 978-1-86016-343-2
Published December 2008

■ Follow the links from www.rcplondon.ac.uk/

publications to view selected articles and abstracts from
Clinical Medicine

■ For detailed contents and a list of authors please visit

www.rcplondon.ac.uk/pubs/brochure.aspx?e=269

You can order by
POST

Publications Department, Royal College of Physicians,
11 St Andrews Place, Regent’s Park, London NW1 4LE, UK

Tel
FAX
ONLINE

+44 (0) 207 935 1174
+44 (0) 207 486 5425
www.rcplondon.ac.uk/pubs/

*** Please quote the reference JRACP/09 when ordering
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DIRECTOR - INTENSIVE CARE UNIT
DIRECTOR - GENERAL MEDICINE
Rockhampton Hospital
Rockhampton Hospital is a 205 bed facility which is the main base hospital within Central Queensland with a
population pool of about 200,000. A redevelopment of the hospital due for completion in early 2011, includes a new
Emergency Department, Rehabilitation Unit, Maternity and Paediatrics Units, Dialysis Unit, and Learning and
Development Centre. These improvements will enable the establishment of a new general ward which will increase the
hospital’s capacity by 30 beds.
Intensive Care Unit
The Department of ICU has six beds and admits 400-500 patients per annum. The unit functions as a “closed unit”
and is well equipped with new ventilators, monitors and CRRT machines. There is an active education program. The
Hospital has four Operating Theatres.
Department of Medicine
The Department of Medicine provides inpatient and outpatient care. The unit has 44 beds and includes a 5 bed
Coronary Care Unit, Renal Unit, Rehabilitation Unit, Palliative Care/ Haematology/ Oncology Unit. Cardiology,
Nephrology and cancer care services are also provided out of Rockhampton Hospital. The Department is accredited
for Basic Physician training.
Salary Package
Remuneration value up to $380,000 p.a., comprising salary, employer contribution to superannuation and annual leave
loading on 5 weeks annual leave. Private use of fully maintained motor vehicle, communications package, professional
development allowance and 3.6 weeks p.a. professional development leave, medical indemnity cover, private practice
arrangements plus overtime and on call allowances
For further information please contact John Mollett at jmollett@hardygroupintl.com or
Phone (02) 99649099/ 0406 661 323
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Experience the educational,
professional and personal
benefits of RCPE membership
Fellows and Members of the Royal Australasian College of Physicians
are eligible to join the Royal College of Physicians of Edinburgh
as Associates for a joining rate of £60. RCPE Associateship offers
a host of benefits, many of them online.
Benefits include:
• Membership of an international network of
respected clinicians sharing their expertise
and experience;
• A vehicle for raising collective concerns
about medical developments;
• Exclusive access to the full programme
of online general medical CME and
webstreamed lectures;
• Access to the RCPE Historic
Library, which hosts one
of the most important
medical library
collections in
the world
• Quarterly peer-reviewed
medical journal.
Visit our website for further
information – www.rcpe.ac.uk
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FRACP Exam Candidates
Medical Investigations
Sydney
Saturday 22nd August 2009
DeltaMed will again be running a one-day course
aimed at Basic Trainees who require a deeper
understanding of Medical Investigations. The
course will also be suitable for junior medical staff.
The course will assist trainees in developing the
skills required to understand and interpret the full
array of investigations commonly used in the
assessment and management of patients with a
range of medical conditions.
Further details from:
DeltaMed, 53 / 135 Cardigan Street,
Carlton, VIC, 3053
Phone: (03) 9347 2718 Fax: (03) 9347 2918
www.deltamed.com.au
Email: info@deltamed.com.au

Affordable, user-friendly
ONLINE Billing Software
CUTTING EDGE allows you to electronically
•
•
•
•
•

Verify patients’ Medicare & Fund membership
Submit Gap Cover and Known Gap claims
Submit Medicare and Bulk Bill claims
Submit Paperless DVA claims
Receive payment advice from funds & Medicare

Simply enter patient details and item numbers. Descriptions and all Funds’ current fees are pre-loaded. You can
create your own non-MBS items if required.
Eligible providers may be entitled to the $750 - $1000
Medicare Transitional Support Grant.
Windows, Mac OSX and Linux versions available.

For more information
Visit www.cesoft.com.au
Phone 1300 CESOFT (1300 237638)
Email enquiries@cesoft.com.au

I
P
S

23 years of excellence in
medical recruitment
Our website is your pathway to
JOBS ++++
www.ipsmedicalsearch.com
Telephone: (02) 63727545
Email: sallang@bigpond.com
Medical Search

CS
Let Us Help You
Set Up Your Private Practice
General & Palliative Physician Vacancy
Ringwood Private Hospital
Is a 75 Bed Acute Medical/ Surgical and Oncology Hospital
Located in the Eastern Suburbs
just off East link.
Ringwood Private Hospital is a modern high quality facility providing a full
range of services including:
x General Medicine
x Respiratory Medicine
x Complete Cancer Services
x Palliative Care
Breast Surgery & Skin Oncology, Colorectal, ENT, Gastroenterology,
General Surgery, Gynaecology, Orthopaedic, Plastic & Reconstructive
Surgery, Urological & Vascular Surgery
Other services include Cancer Support, Pathology, Radiology, and
Radiotherapy
x Excellent consulting suites & experienced Staff
x Experienced nursing staff and support staff
x Single and Private Rooms
x Tranquil surroundings

36 Mount Dandenong Road, Ringwood East (03) 8804 4111
Enquiries to Sue Hewat, General Manager/Don
shewat@healthscope.com.au
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Experien is a subsidiary of Investec Bank

Step up to higher
deposit rates
Investec Experien puts market leading deposit rates
within your reach. Get the best out of your cashﬂow with
a government guaranteed, ﬂexible call or term deposit
solution offering a high percentage interest rate to grow
your business, super or personal cash.
1300 131 141 Australia wide
NSW QLD SA VIC WA

Deposit Facilities s !SSET &INANCE s #OMMERCIAL 0ROPERTY &INANCE s 'OODWILL  0RACTICE
0URCHASE ,OANS s (OME ,OANS s )NCOME 0ROTECTION  ,IFE )NSURANCE s 0ROFESSIONAL /VERDRAFT
Investec Experien Pty Limited (Experien) ABN 94 110 704 464. Investec Bank (Australia) Limited (Investec Bank) ABN 55 071 292 594. Deposit products are issued by Investec Bank and distributed by
Investec Experien as an Authorised Representative of Investec Bank (AR No. 286935). Deposits made with Investec are guaranteed by the Australian Government as part of the Financial Claims Scheme
for amounts up to AUD$1 million per client. Amounts in excess of AUD$1 million are also eligible to be guaranteed on application under the Australian Government Guarantee Scheme for Large Deposits
and Wholesale Funding. The terms of the government guarantees may change in the future and Investec Experien reserves the right to amend these terms accordingly. Income Protection/Life Insurance is
distributed by Experien Insurance Services Pty Ltd (Experien Insurance Services) which is an authorised representative of Financial Wisdom Limited AFSL No. 231138 (AR No.320626). Experien Insurance
Services is part owned by Investec Experien Pty Ltd.

