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Step into your first practice
Finance for newly qualified specialists
Helping medical specialists into their first practice is a Medfin specialty. We know that a successful start is a
good indicator of a strong future.
With more than 20 years experience in the healthcare industry, Medfin understands the financial support that
will assist you to take those first few steps towards starting out on your own.
That’s why Medfin offers you 3 simple finance products and a dedicated Relationship Manager to help you get on
your feet.

3 simple growth steps
Step 1 - Set-up
Purchase your equipment, interior fit out and fittings
with a $100,000 practice set up loan.
Once approved, enjoy a repayment holiday so you
can focus on establishing your referral networks and
patient list. Pay nothing during the first six months of
your loan.

Step 2 - Cash flow
Fund your smaller expenses – software, stationery,
college fees etc - with a Med-e-credit. As a newly
qualified specialist, you are eligible to place $100,000
of cash reserves at call. Once your Med-e-credit is
active, transfer money as required - via phone or online
- into your chosen account. Interest is calculated only
on the money that you transfer. With a Medfin Med-ecredit you have money at call for ‘surprise’ expenses.
This means that your personal cash can be used for
your personal, non tax deductable expenses - your
home repayments for example.

Step 3 - Independence
If you are purchasing your practice premises – take
advantage of our practice purchase finance. To
approved applicants, we lend up to 100% of the
purchase price with no additional security required - so
you can be up and running sooner rather than later.

Special practice set-up offer
1. $100,000 for your practice with 6 months
no repayments*
2. $100,000 for your cashflow needs
3. 100% lend – no deposit required* when you
purchase your own practice or premises
* To approved applicants
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The Medfin difference
We understand that your time is important so
Medfin removes the hurdles placed in front of you
by traditional finance companies. Here’s what sets
Medfin apart.
• Our Relationship Managers come to your home
or practice at a time that suits you, with simple, no
fuss finance solutions.
• It’s possible to borrow up to 100% of the purchase
price of your practice goodwill, car, equipment,
improvements and practice premises, without the
need to use your home as additional security.
• Medfin specialises in financing healthcare
professionals. We have the skills to deliver the high
level of service that your practice start-up will require.
• Our response time is fast and paperwork is kept
to a minimum.
Together with HICAPS and MLC, Medfin is part of
the NAB Health group of businesses. Our wider team
of specialists can assist you with business banking,
term deposits, financial planning, property loans,
superannuation and life and income insurance – all
your practice, investment and personal finance needs.

Take the next step
Phone your local Medfin Relationship Manager
on 1300 361 122.
Visit medfin.com.au to:
• request a quote
• book an appointment online or
• to read your colleagues’ comments on Medfin’s service.
Important information: this document has been prepared without
knowledge of your personal objectives, financial situation or
needs. Before acting on any of the information you should seek
independent tax advice. Approved customers only – qualified
medical specialists, Australian Permanent Residents, subject to
credit assessment. Terms and conditions apply. Fees and charges
apply. Medfin Australia Pty Limited ABN 89 070 811 148. A wholly
owned subsidiary of National Australia Bank Limited and part of the
NAB Health specialist business. (SP/0510)
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Letter from the President

CHALLENGES OF THE FUTURE

I

t is with
somewhat
mixed feelings
that I write this
column, the first as
RACP President. There
is excitement—at the
prospect of ‘making
a difference’ and
benefiting Fellows,
trainees and our
patients. There is
also the excitement
of working with a new and enthusiastic Board,
as well as the staff of the College, specifically
the Senior Leadership Group ably led by the
CEO, Jennifer Alexander. A number of new and
exciting initiatives are planned for the next two
years, but more about some of them shortly.
There is also trepidation—due to the
multiplicity of challenges confronting the
College and the enormity of some of those
challenges, particularly those relating to the
internal culture of the College. Yet there is
a fundamental feeling of confidence in the
Fellows, trainees and staff of the College
that we shall prevail. This confidence in
the Fellows and trainees of the College was
clearly confirmed when I accompanied the
Dean, Kevin Forsyth, on part of his tour of
centres in New Zealand. I was impressed by
the commitment of Fellows and trainees to
the new educational initiatives for PREP and
by the enthusiasm they showed towards
their implementation. The overwhelming
impression was that both Fellows and trainees
wholeheartedly endorsed the new educational
paradigm, recognising that it was heading
in the right direction, at the same time
acknowledging that there had been (and still
would be) glitches along the way, but that
these could and would be dealt with through
common sense, good will and a sense of
collegiality.
At the recent Board Induction Day, all Directors
of the College were reminded of their roles and
responsibilities as directors, of the governance
(as opposed to management) role of the
Board and how the Board would function over
the next two years. The RACP Statement of
Strategic Intent was reviewed and the specific
priority issues for this Board were discussed. In
relation to these issues, KPIs, or success criteria,
for the Board have been developed in order
to assess our performance. While the Board
is taking a lead in this respect, there is the
expectation that all committees of the College
will also engage in annual planning (including
a budget process) and will review the previous
4
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year’s performance against predetermined
measures.
An important part of the work of the College
over the next year will be the development of
a quality clinical performance framework, with
the primary responsibility for this resting with
a working party of the Quality EAG, co-chaired
by Grant Phelps and Sara Dalton. There are a
number of drivers for this initiative. First and
foremost, it is core business of the College. The
One College statement asserts that the College
is ‘striving for excellence in health and specialist
medical care through life-long learning, quality
performance and advocacy’. In an environment
of increased accountability, the changing
role of the physician and increased delivery
of healthcare by multidisciplinary teams,
this framework will support demonstrable
quality performance in medical expertise
and all domains of the professional qualities
curriculum, thus providing accountability to
patients, the community and the healthcare
system. This framework will bring together
relevant policies and material from within the
College, and from other bodies (we will not
be reinventing the wheel), but will also require
the development of new material. It will not be
a set of rules, nor will it be a ‘how to do it’ for
clinical practice. Most importantly, it will not be
a set of rigid externally applied requirements.
This framework will be aligned with, but will
also influence the content of, the professional
qualities curriculum for PREP and PREP AT.
However, it is in the area of CPD that it will
have its greatest impact. The framework will
have immediate relevance to all Fellows and
trainees of the College and will provide greater
clinical relevance to CPD, enhance clinical
leadership and drive all aspects of clinical
improvement. Divisions, Faculties, Specialty
Societies and other groups will be able to
modify and adapt this framework to fit their
specific needs. This initiative has received
overwhelming support from all major groups
within the College. Fellows are engaged, and
now want to see tangible examples on which
they can comment and provide input. These
should be available late in 2010. Development
of this framework, and the associated
engagement with government and other
jurisdictions, demonstrates RACP’s engagement
with the major reforms in healthcare in both
our countries, and facilitates the re-involvement
of clinicians in decision-making around healthcare delivery.
I would like to take this opportunity to
congratulate all those elected to office in
the recent elections and to thank all others
who participated in the process. Special

congratulations to Les Bolitho, the new
President-Elect of the RACP. Les is a consultant
physician in internal medicine in rural Victoria
(Wangaratta). During his long association with
the College, he has served on various health
committees, been an elected member of the
Adult Medicine Division Council and served
several terms on the College Council/Board. Les
is a former President of the Internal Medicine
Society of Australia and New Zealand and of the
Australian Association of Consultant Physicians.
He was awarded a Member of the Order of
Australia in 2010 for services to rural medicine
and education.
Although I paid tribute to him at the College
Ceremony in March, I would like to take this
opportunity to acknowledge the enormous
contribution to the College of Geoffrey Metz.
This contribution is measured in decades
rather than years, much of that time on
the College Council/Board and many years
as Honorary Secretary. During his time as
President-Elect and President, Geoffrey has
overseen dramatic changes in the College—
arguably the biggest changes that have
occurred in its 72-year history. There have
been changes in the governance structure,
some of which are ongoing. Education in the
College has been completely overhauled with
the development of numerous curricula. There
has been the rollout of PREP and now major
developments in Advanced Training and CPD.
During Geoffrey’s term of office, the Board was
engaged in arguably its most important task,
namely the appointment of a new CEO.
Geoffrey’s commitment to the College has
been enormous. There are few who have
had such commitment and, quite frankly,
love for this College as Geoffrey Metz. All of
this has been achieved with his characteristic
gentlemanly charm. On a personal note, I
would like to thank Geoffrey for his guidance
and support, particularly over the last two
years. But it is the College, Fellows and trainees
who are very much in his debt. Thank you,
Geoffrey, for your enormous and sustained
contribution and congratulations on a
successful term as president. I hope there will
now be a great deal of time for you and Kaye
to enjoy your new home and spend more time
at the beach.
Finally, I am looking forward to the next
two years and hope I can depend on your
support, your collegiality and, at times, your
forbearance.
John Kolbe
President

Future Challenges

PROFESSIONALISM AND THE PROFESSIONAL
IDEAL IN THE MODERN WORLD

In his Arthur E Mills Oration
at WCIM 2010, former Chief
Justice of the High Court of
Australia Sir Anthony Mason
AC KBE spoke on, amongst
other things, the challenges
to the professional ideal in
the modern world. This is
an abridged version of his
address.

The rise and fall of
professional society
The dominant feature of English society
and, for that matter, Australasian
society, has been the rise of professional
society since 1880.1 The ascendancy of
professional society prevailed until the
1970s when it is said to have gone into
decline. Just what is meant by the decline
of professional society is by no means
clear.
It may mean no more than that, in an
age of celebrity culture when people
are ‘famous for being famous’, or even
‘famous for being infamous’, professional
people no longer enjoy the status they
formerly enjoyed. Compared with
sporting, entertainment and media
personalities, business leaders, politicians
and so on, professional people do not rate
highly in the social pecking order.
Moreover, there certainly has been
a decline in the respect accorded to
professional people and their opinions.
Patients and clients are now more inclined
to question their advisers, to criticise them
and even to sue them when things
go wrong.
Even less clear are the causes of the
decline of professional society. As people

are better educated and better informed,
they are less impressed by professional
mystique. Instead, they are influenced by
media scrutiny of professional misconduct,
in particular the tendency to sensationalise
and dramatise it, without any
countervailing tendency to ‘write up’ the
fine record of professional achievements.
The modern commercialisation of
professional services has also led to
a loss of respect. The corollary of the
commercialising of professional services
is that the professional is regarded as just
another service provider, someone who
simply provides a service for a fee
or charge.
In the case of the medical profession, that
image of the doctor was not unrelated
to the various government initiatives
to subsidise medical costs. They led to
government fixing of fees, at least for the
purpose of medical insurance and rebates,
and disputes between government and
the profession in which government
inevitably cast itself in the role of a
guardian protecting the public from the
payment of excessive fees.
Yet another factor has been the
appropriation of the term ‘profession’
to describe a wide variety of activities
which have little in common with the
traditional learned professions. The term
‘professional’ is now commonly used to
signify anyone who provides a service for
a fee or charge—it is a usage akin to that
of the professional cricketer who is paid to
play and who is to be distinguished from
the amateur cricketer, a gentleman who
played, not for money, but for the love of
the game.
All that said, I do not subscribe to the
view that, in Australasia, there has been
a decline in the strength of professional
society. Indeed, to my mind, the contrary
is true. If we look beyond the superficial
world portrayed by the media, a floating
world of fleeting images and impressions,
professional life is flourishing in Australia
and New Zealand. Our best students
strive to obtain entry into the faculties of
Medicine and Law and other professional
faculties. The great achievement of
Australian university education has been
to produce highly qualified professional
graduates in large numbers. The class
of professional graduates now extends
well beyond the traditional categories
of doctors, lawyers, dentists, engineers,
accountants and others to include a very
wide range of skilled occupations.

Of even greater importance has been the
emphasis given to postgraduate education
and research in this country. If you look
across the international landscape in
research, you will find that the Australian
contribution has been outstanding,
and none more so than the Australian
contribution to medical science which
has resulted in the award of at least seven
Nobel Prizes, most recently, to Professor
Elizabeth Blackburn for her discovery
of telomerase, an enzyme that protects
chromosomes in cells.

What it means to
be a professional
The distinctive and idealistic claim of
the professional is that he or she offers
a service which is expert in the sense
that it is the product of special skill and
knowledge and it is provided for the
benefit of the client (or patient) and in
the interests of the client and not in the
interests of the provider, except in so
far as the provider receives a reasonable
remuneration for the service rendered.
Generally speaking, it was a characteristic
of the professional service that the client
or recipient lacked the requisite skill and
knowledge to assess the competence of
the provider and the worth of the service
provided and was therefore forced to take
it on trust.
The distinction between a trade, a
business or a mere occupation and a
profession has often been based on the
public service ideal of the professional. Sir
Kenneth Street CJ said:2
A trade or business is an occupation or
calling in which the primary object is
pecuniary gain … But in a profession,
pecuniary success is not the only goal.
Service is the ideal, and the earning of
remuneration must always be subservient to
this main purpose.
To illustrate the point, banking is a
business not a profession and the banker
is a businessman not a professional, no
matter how often and how loudly bankers
tell us that they are dedicated to the ideal
of service to the customer.
The conventional statements of the
professional ideal are deficient in one
important respect. They fail to identify
the independence of the professional
adviser and the objectivity of the advice
that is given, these being two qualities
which are shared with scientists and
professional advisers and distinguish the
RACP News June 2010
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true professional from the vendor of a
product, whether it be land or goods
or something else. These days that
something else is more often than not
a financial product. Yet the person who
recommends these products and receives
a commission for selling them is, in many
cases, entitled to call himself a ‘licensed
financial adviser’.

A failure to comply
with high standards
of professional
conduct can
undermine the public
values on which our
life as a nation and a
community depends.
The traditional view of a profession has
given way, as many traditional views
have, to the advance of commercialism.
Sir Daryl Dawson noted in 19963
that there had been a transition from
‘trustee professionalism’ (being the
use of knowledge in the service of the
client or the community) to ‘expert
professionalism’ (being concerned
with the marketing of expertise per se)
and its consequences for the ideal of
public service. Commentators instance
large law firms as examples of ‘expert
professionalism’ because they no longer
pursue the public ideal. It is then said—
and I am not to be taken as agreeing
with the statement—that these firms
are therefore carrying on a commercial
activity in which independence and
objectivity are not central elements.
There is now an increasing community
perception—whether true or not—that
professionals no longer pursue the
professional ideal. To the extent this
ideal is invoked by professionals, it
may be regarded by the community
simply as part of the mystique which
the professions call in, in order to repel
criticism. Some professional people, by
their conduct, have contributed to this
perception. The failure of a profession
to maintain high standards of conduct
results in a forfeiture of trust and
confidence in that profession.

6
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The professional
ideal as the ultimate
safeguard
More than that, a failure to comply
with high standards of professional
conduct can undermine the public
values on which our life as a nation
and a community depends. We do not
always appreciate that compliance with
professional standards is the shield which
protects us from time to time from
disaster and catastrophe. We expected
that professional people—accountants,
auditors and lawyers—acting
independently, giving sound prudential
advice and delivering responsible,
objective reports, would have acted as
a brake on the commercial adventurism
which has taken place in the United
States and Australia in recent decades.
These events in the United States and
Australia marked what was a crisis in
the downward spiral of professionalism
and ethics. The boundary line between
professionalism and ethics is a shadowy
one. Professional codes of conduct
prescribe pursuit of high standards of
both professional conduct and ethical
conduct without drawing a distinction
between the two. And, for present
purposes, I shall treat professionalism and
ethics as one topic without differentiating
between them.

The challenges to the
professional ideal in
the modern world
The challenges to the professional ideal
in the modern world are far greater
than they were in years gone by. Most
professional people take good care to
resist the obvious temptations of putting
personal interest ahead of the interests
of the patient or client. From time to
time, however, instances come to light
of unprofessional practices. One such
instance was revealed recently by the
South China Morning Post4 when it drew
attention to complaints that the Hong
Kong Medical Council had failed to take
action on ‘kickbacks’ offered by specialists
for referring patients to them.
But the real tests of professional
integrity in the modern world arise
from pressures of a more onerous kind,
exerted by government and commercial
corporations. The evidence recently given
to the Chilcot inquiry in London into the
United Kingdom’s participation in the

current Iraq war provides a stark example.
Lord Goldsmith QC, the AttorneyGeneral, initially advised on 7 March
2003 that UN Security Council resolution
1441, requiring Iraq to comply with
disarmament obligations, was unclear
in that it did not provide any sanction
for non-compliance and that the safest
course was to obtain a further resolution
to authorise the use of force.
After discussions with the responsible
Minister and officials in Washington
he changed his mind in a statement
of 17 March 2003 and concluded that
resolution 1441 did not require a further
resolution authorising the use of force but
merely contemplated a failure by Iraq to
implement its disarmament obligations
under resolution 1441 and a report to
and discussion by the Security Council
of that failure, notwithstanding that the
terms of the resolution were by no means
clear, as he acknowledged. It is generally
considered that the statement was flawed
in at least two respects5, one being that
there was no hard evidence to show
a failure to comply by Iraq, the other
being that it was for the Security Council
itself to determine (not merely discuss)
that there had been a failure by Iraq to
comply.
It is difficult to resist the inference that
the Attorney-General responded to
pressure that was put upon him by those
in Washington and London who wanted
advice that a declaration of war was
justified as a matter of international law.
If that inference can properly be drawn,
this episode was not only an example
of flawed professional advice but also
of unprofessional conduct in a situation
where the giving of a professional opinion
stood as the one barrier against an illegal
declaration of war.
Medical and scientific advisers are
vulnerable to pressure of the same kind
when considering issues which are
politically sensitive. Here I return to the
example of Professor Blackburn. Professor
Blackburn is not only an outstanding
scientist of international renown, she is
also an exemplar and vocal advocate
of independent scientific thought.
She fell out with President George
Bush’s Administration over cloning of
stem cells. She was dropped from the
Administration’s Council on Bioethics in
2004 after questioning its bias. Professor
Saint, Dean of Science at Melbourne
University, who is a colleague and friend
of Professor Blackburn, said of her:

The professional
ideal in all its
aspects is now beset
by many powerful
challenges. Yet
its fundamental
importance remains
undiminished.
She is a very down-to-earth person,
intelligent and wise. She stood up for not
letting politics intrude into discussions
about science.
A moment’s reflection on the stance
taken by Professor Blackburn in her
dealings with the Bush Administration
demonstrates the fundamental
importance of independent and impartial
opinion in a world in which critical policy
decisions are increasingly made on the
basis of scientific and expert opinion. The
continuing controversy about climate
change provides a striking example. We
have seen how a scientific issue has been
transformed into a worldwide political
controversy and how scientific opinion
is marshalled and massaged to support
a political viewpoint. In this ‘brave new
world’, the independence and impartiality

of scientific and expert opinion is the
main safeguard we have against political
and bureaucratic pressure to produce the
expedient answer.
Professional issues of a different kind
confront medical practitioners as a result
of government regulation of medical
standards tied to government funding of
treatment in accordance with treatment
guidelines. These problems have become
the subject of public debate in the
United States in an article by Dr Jerome
Groopman and letters by Dr Groopman
and Emeritus Professor Neil A Holtzmann
published in the New York Review
of Books.6 The authors point out that
treatment guidelines often fail to improve
the quality of healthcare because they
fail to take account of variables and
because the objectivity of the experts
who prescribe the guidelines is impaired
by emoluments from pharmaceutical and
medical device companies. This problem
of conflict of interest arises not only
from marketing of products to individual
physicians but from government
outsourcing of treatment guidelines to
expert panels where members may have
conflicts of interest.
A related problem, though beyond the
theme of my address, is that commercial
research funding is directed to new
product development rather than
comparative effectiveness studies into
existing therapies, the funding of which

is left to government. The relevance of
this criticism is that, as medical science
advances, medical decision-making,
involving a choice between alternative
treatments, will become more complex.7
I conclude with the comment that the
professional ideal in all its aspects is now
beset by many powerful challenges. Yet
its fundamental importance remains
undiminished and it is essential that we
continue to adhere to that ideal.
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CALL FOR NOMINATIONS —
HOWARD WILLIAMS MEDAL 2011

HISTORY OF MEDICINE
LIBRARY LECTURES 2010

Each year at the RACP Conference 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.

All lectures are held on Monday evenings
at 6.30 pm at the RACP Education Centre,
Level 8, 52 Phillip Street, Sydney. Join us
for wine, coffee and light refreshments
after the lecture.

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 areas of research, education,
teaching, administration, or in the development of special services or practice.

Entry: $10 at the door

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 the curriculum vitae of the applicant.

On Monday, 12 July Professor David
Brewster will talk on The Turtle and the
Caduceus—Medical Education and
Politics in the Pacific Islands since 1875.
He will discuss the influence of Western
medical education (the Caduceus) on
traditional Pacific Island culture (the Turtle).

The Medal will be awarded at the RACP Congress in Darwin in May 2011. 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 31 August 2010. For a copy of the key
selection criteria, please contact the Divisional Office either by phone: + 61 2 9256 5409;
via fax: + 61 2 9256 5465; or email: paed@racp.edu.au.

Bookings: Phone Liz Rouse
(02) 9256 5413 or
email racplib@racp.edu.au

On Monday, 2 August Professor Robert
Clancy will talk on The Epidemics Sydney
Had to Have, highlighting the nature
and impact of epidemic infection in 19th
century colonial Sydney.
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HEALTH REFORM AND COAG
public hospital care in the reformed
system of the future—40%—cost shifting
will not be eliminated, but should be less.
Nor will it be helped by compromises
that were necessary to win the states and
territories over, together with lots of new
money to help ease the transition from
the old system to the new, that may well
entrench the current system.

Professor Stephen Leeder

A

ustralia provides good
healthcare to the majority of
its citizens most of the time
and compares well with like
countries. The capacity for illness to
destroy families financially, seen in the US
and in many less economically advanced
countries where governments make
small or no contributions to the cost
of healthcare, is much diminished by
Medicare, public hospitals and subsidised
pharmaceuticals.
Medical misadventure remains rare
enough to be newsworthy. Thousands
of Australians are treated in hundreds
of hospitals, both public and private,
and 100 million services are provided by
general practitioners each year.
But all is not well. Beds are in short
supply, emergency departments struggle,
and mental and dental health services are
woefully inadequate.
The recent meetings of the Council of
Australian Governments (COAG)
provided welcome evidence that all
jurisdictions in Australia were aware of
the need to change the way we pay for
publicly funded healthcare to deal with
these problems. This was not, thank
goodness, a Broadway performance of
COAG as Copenhagen.
Beyond the predictable theatrics of an
encounter among heads of Australian
governments, matters of substance
were nevertheless determined. COAG’s
agreement to move to a nationally unified
system of payment for publicly funded
healthcare reduces the likelihood that one
layer of government will push patients
out of the facility they pay for (a hospital,
for example) into another form of care
paid for by another government (e.g.
general practice).
But because states/territories retain a
continuing financial commitment to
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Reducing cost shifting is important for
the adequate care of patients with heart
ailments, stabilised cancer, complicated
diabetes, stroke and other chronic
problems who need both hospital and
community care. If primary care is
inadequate, patients will come to hospital
more often in crisis. If hospitals are
crowded, the occasions on which patients
with chronic problems really need
hospital care will become crises, often
miserable and sometimes fatal.

It would be a
seriously lost
opportunity if
these health areas
and regions were
developed only
around hospitals,
because the hospital
and community
services of the
future demand to
be developed and
managed in tandem.
By agreeing on new approaches to
care in the community, funded entirely
by the Commonwealth, complementing
the Commonwealth’s 60% funding
in public hospital care, the first steps
have been taken on a long pathway to
providing adequate care for patients
with chronic illness.
A huge amount remains to be done
to turn these new arrangements into
more than policies and plans. Linking
patients’ medical records electronically
is a critically important development.
While it may make little sense to have an
e-record for generally healthy citizens,
the case is strong for those patients
who require care from several doctors,

a pharmacist, a physiotherapist and a
hospital to have one that all carers can
use. The announcement of $457 million
for e-health in the May Federal Budget is
therefore welcome indeed.
COAG also settled on a revised
governance structure to healthcare,
admittedly (by compromise) left to the
states to hammer out, whereby health
services are to be managed as smaller
entities than they are in several states
at present.
In Mr Rudd’s original proposal he argued
that groups of four or so hospitals might
be managed by a common board, the
hope being that the services the hospitals
provide would thereby better reflect the
needs of the community they served,
giving clinicians a stronger voice in
their running.
It would be a seriously lost opportunity
if these health areas and regions were
developed only around hospitals, because
the hospital and community services of
the future demand to be developed and
managed in tandem. Great care is needed
to ensure that network areas are neither
too big nor too small. No one size will fit
rural and city, coastal and inland, dense
and sparse, and flexibility is critically
important. On average, an area of about
300–500,000 people allows for most
services to be available locally without
patients having to travel for care other
than hi-tech support for rare conditions.
It also allows for good linkages to
be established between hospital and
community care.
Hospitals are not the right agencies to
sponsor large-scale prevention programs,
health promotion, environmental
health and public health for the whole
community. A comprehensive network
board would assume responsibility
for several of these functions, others
remaining at a state or national level.
But the networks must surely develop
their services in strong consultation with
doctors, both general practitioners and
specialists, psychologists, nurses and all
the other community health workers
essential in managing ageing populations
in our cities and in the country. Network
health boards should be composed with
great care and preferably depoliticised
and should avoid deeply vested and
conflicting interests. If primary care
arrangements based on previous divisions
of general practice do not overlap with
the new hospital networks, opportunities
for coordination will be lost.

A thoughtful account
of what we need to
do to move on from
chronic diseases
in a generation or
two is sorely needed
and much sound
thinking is available
in the report of the
Preventative Services
Taskforce.
The two major topics that Mr Rudd
emphasised initially in his reform agenda
were financing and governance. The
sandpaper of COAG has smoothed the
edges but they remain essentially intact.
He set out to reform hospital financing and
that he has done, insisting that in large part
payment should follow activity.
Although a series of announcements
subsequent to Mr Rudd’s National Press
Club presentation of his plans have
followed, and make considerable sense,
many readers of the plans and health

advocates have professed concern that
we have been offered a hospital reform
proposal, not health reform.

supported with many times more resources
than we currently devote to it, remains to
be put in place.

The huge potential for prevention, which
Mr Rudd acknowledged at Summit 2020,
remained vestigial and unsophisticated
after the COAG meetings, but has been
substantially fleshed out in the May Budget.
The recommendations of the National
Preventative Services Taskforce have been
taken with unusual seriousness and that is
deeply encouraging. A thoughtful account
of what we need to do to move on from
chronic diseases in a generation or two is
sorely needed and much sound thinking is
available in the report of the Preventative
Services Taskforce. Yet effective preventive
approaches to the massive and growing
problem of dementia have not even
been mentioned and instead this socially
embarrassing disorder remains pushed out
of the medical system, perceived more as a
matter of discrete warehousing and welfare.

Nothing much emerges from the reform
process to date for dental care and the
May Budget does not really confront it.
We currently spend more private dollars
than all those we devote—both private
and public—to either heart or cancer
care. There is little explicit support for
effectiveness research into the reform
proposals to guide us for the future efficient
use of health dollars and shape of the
system.

There is more. Huge problems confront
us today and into the foreseeable
future in mental health. The plight of
schizophrenic adolescents struggling
with their illness, with high co-payments
for essential medications unless they are
on social benefits and with seeking to
develop identities as workers has received
only tokenistic recognition to date. A
much more intelligent approach, amply

So reform has begun, and this is a cause for
celebration. But it is a form of celebration
tinged with restraint, because we have a
long way to go. Anyone waving ‘Mission
accomplished’ flags should be taken
aside for counselling and the flags quietly
confiscated.
Professor Stephen Leeder
AO FRACP FAFPHM
Based on an article by Stephen Leeder,
‘Mission not yet accomplished’, Weekend
Australian, 24–25 April 2010.

Engaging with NeHTA on
e-Health for Specialists

K
Dr Ralph Hanson, Alexandra Lipman
and Dr Steven Bollipo

ey eHealth foundations will
be implemented in 2010, and
with eHealth now firmly on the
national agenda, physicians
will increasingly be expected to adopt
electronic medical records and applications
in their practices. The clinical benefits
and potential savings to physicians will
be significant. Based on findings from
a previous College study, we know that
the uptake of eHealth among physicians
is low.1 Part of the role of the College’s
eHealth Expert Advisory Group (EAG) is to
address this issue, and in May the National
eHealth Transition Authority (NeHTA) was
asked to provide a briefing to the College
on NeHTA’s work program and how it will
affect you, as physicians.
The half-day briefing was presented by
the National Clinical Lead at NeHTA,

Dr Mukesh Haikerwal, and his team,
in an effort to further engage with
specialist colleges and to encourage
collaboration. Speakers presented on a
range of topics that included the soon
to be implemented unique healthcare
identifiers, privacy concerns,
medico-legal issues, medication
management (including ePrescribing),
and referrals, discharge summaries and
specialists’ reports.
The approach NeHTA has adopted to
facilitate engagement with clinicians
is refreshing, and there are a number
of opportunities to drive greater
collaboration with both NeHTA and other
colleges. It is extremely important for
NeHTA to engage with specialist groups
and, in particular, to identify strategies
aimed at increasing computerisation and
RACP News June 2010
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adoption of eHealth solutions. There is
growing recognition that these strategies
need to recognise that specialists are
not an homogenous group and are at
different levels of computerisation,
and consequently each speciality has
different needs.
The eHealth initiatives that are to be
introduced will assist in managing the
vast array of available patient information
as well as greatly assisting in the
management of chronic disease and
complex care. One of the concerns is
that there is a lot of uncoordinated
activity across Australia in different
jurisdictions and settings. A collaborative
approach to eHealth is needed across
the country, underpinned by technical
standards that will allow interoperability
between systems and facilitate secure
data sharing amongst care providers.
In order to maximise the opportunities
that will present, as well as being able to
support NeHTA in increasing uptake, the
College needs to understand the extent
of the adoption gap that exists and the
reasons behind this. The eHealth Expert
Advisory Group of the College is currently
developing a survey to study these issues.
Keep your eyes peeled for the survey in
the coming weeks—we need your input!
In terms of privacy and security, eHealth
will enhance current systems. We are all
aware of the flaws of the current paperbased systems and the difficulties with
protecting patient information. The risk
and scale of breaches in using large-scale
electronic systems is real but can be
managed, and needs to be supported
through legislation. At least you will be
able to tell who has accessed a patient
record and when. Privacy issues are now
intrinsic to the approach to eHealth. The
College and other specialist bodies need to
lend support to progressing the agenda.
Privacy, albeit important, should not
become a barrier to safe high-quality care.
The healthcare identifiers that will be
implemented in July 2010 are part of the
building blocks that will form the basis for
the shared electronic health record to be
introduced in 2012. There will be three
unique identifiers: the individual identifier
(IHI), the healthcare provider identifier—
individual (HPI-I) and the healthcare
provider identifier—organisation (HPI-O).
NeHTA’s aim is for transition to occur in a
responsive way that does not compromise
safety. A recognised challenge will be
10
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Attendees at the briefing

getting the incentives for participation
right, and that will include informing
patients and staff. Providers will need
to be registered as part of the new
National Registration Body, which will
target 10 professional groups, including
allied health. It is expected that rollout
of the healthcare identifiers will be
slow. Significant effort will be required
for software to be upgraded and for
providers to be educated. Effort will also
be required by providers not already
computerised to step up.

Dr Mukesh Haikerwal and Dr Steven Bollipo

The Continuity of Care program at NeHTA
is developing a set of specifications to
enable a nationally consistent approach
to the electronic exchange of discharge
summaries, specialist letters and referral
information. The project’s guiding
principles are that it is clinically led
and focused on clinicians’ information
needs, with the overall objective being
to standardise and improve quality of
patient care. The release of both the
Discharge Summary 1.1 and the Referrals
Release 1.0 is scheduled for August 2010,
with the draft Specialist Letter release not
far behind. The specifications and many

other useful resources can be found on
the NeHTA website <www.nehta.gov.au>.
eHealth should significantly facilitate
decreasing the exposure to medico-legal
risks. NeHTA sees itself as a collaborative
vehicle for this and will engage with
providers of Medical Indemnity Insurance
to identify risks and provide solutions to
mitigate them. It is likely that adoption
of eHealth will be encouraged by
indemnifiers.
The existence of a National eHealth
Strategy and NeHTA’s Strategic Plan,
as well as the recent commitment
to significant funding by the
Commonwealth in the recent Budget,
are significant signals that eHealth is
progressing at a relatively rapid pace.
Physician uptake needs to be incentivised
with the assistance of government,
including similar approaches adopted
for general practitioners as part of the
Practice Incentives Program (PIP). The
College eHealth EAG is engaging with
government bodies and other specialist
colleges to advocate for incentives
to encourage eHealth uptake among
specialists.
We will continue to keep you informed
and encourage your participation.
Alexandra Lipman, Policy & Advocacy
Dr Ralph Hanson FRACP
Dr Steven Bollipo FRACP
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INNOVATIONS IN EHEALTH – HOME
TELEHEALTH REMOTE MONITORING

T

he use of technology in medical
care continues to grow, and
the internet has changed the
way people, including health
professionals, access health information.
Most people with internet access who
have a significant health issue will use it
to research their condition. They may also
explore forums and contact other patients
to share experiences and seek advice. This
has raised concerns for doctors who know
that the quality of information on the
internet is highly variable, to say the least.
The internet does offer some opportunities
for improving healthcare. We can now
use health monitoring devices that can be
connected via the internet to doctors and
other health professionals to significantly
improve healthcare for some patients. An
example of this is ‘home telehealth remote
monitoring’, which is the use of information
and communication technologies (ICT) and
health devices to remotely monitor patients,
especially those with chronic diseases.
The monitoring devices need to be
easy to use, durable and reasonably
priced. They typically include ECGs,
sphygmomanometers, scales, spirometers,
thermometers, pulse oximeters and blood
glucose meters. The photo shows one such
device, the Telemedcare health monitor,
which was designed in Australia.

Telemedcare health monitor

For these devices to be most effective,
patients need to be prepared to use them
and to be trained in their use. Patients
with dementia, for instance, would not be
suitable candidates.
This type of monitoring has been
studied with heart failure patients. Posthospitalisation home nurse visits for heart
failure patients have been shown to reduce
readmissions and the cost of care. The
amount of monitoring is obviously limited

As remote monitoring
devices, computers
and internet
connections become
faster, more reliable,
less expensive and
easier to use, they
will become part of
day-to-day medical
practice throughout
the world.
by the cost of the service and the availability
of nurses. Travel is a major cost, and for
patients in more remote areas the distance
may make this impractical.
The goal of remote monitoring is to capture
information more frequently to enable
timely and accurate decisions about care.
Patients would have the opportunity to
complete symptom questionnaires on a
daily basis, which could then be correlated
with the measures. For example, in a patient
with cardiac failure, changes such as weight
gain, increasing breathlessness or chest pain
would be recorded and transmitted to a
doctor or care coordinator via the internet
to alert them to a change in the patient’s
condition. Even if the patient were not
experiencing any change in symptoms,
measures such as heart rate and weight
would provide important information to
help avoid hospitalisation.
Typically, a nurse/care coordinator can
remotely review the results of many
patients. Each patient has customised preconfigured alerts for their health measures,
and comparisons to recorded values can be
made. For instance, if the heart rate is too
high or too low, or weight rises rapidly over
a short period of time, this would generate
a message to the nurse/care coordinator
or the doctor to contact the patient for
attention.
A range of studies has been carried out
on these devices for conditions such as
cardiac failure, diabetes and COPD, and the
most compelling evidence of effectiveness
is for cardiac failure. Studies have shown
that there are significant reductions in the
rates of hospitalisation and also mortality.
They also demonstrate lower travel costs
as patients who are mobile don’t need to
visit health professionals as often and fewer

home visits are needed. Patients also learn
more about how to manage their condition
as they are more closely involved in their
own monitoring.
Some of the devices allow
videoconferencing. High-quality
videoconferencing no longer needs fancy,
expensive devices. Typical home computers
with a good internet connection (even
wireless internet) and a quality webcam can
provide high-definition videoconferencing.
This means it is cheap and readily accessible
at home or in the surgery. This improves
communication between the patient and
their care coordinator. Doctors across
Australia are now using this facility.
As remote monitoring devices, computers
and internet connections become faster,
more reliable, less expensive and easier
to use, they will become part of day-today medical practice throughout the
world. They are being used now by some
physicians, and remote monitoring is in
use in some aged care facilities. Studies are
underway to demonstrate their effectiveness
in this setting.
There will be significant advantages for
patients in areas where health professionals
are scarce, particularly rural and remote
patients. Used in conjunction with
videoconferencing, remote monitoring
devices offer promise in supplementing
usual systems of healthcare provision.
Doctors will also be more confident about a
patient’s condition between consultations.
Limitations include the need for appropriate
back-end systems to ensure that the data is
safe and securely transmitted. The devices
of course need appropriate testing and
need to be supported in case of user error
or equipment failure.
However problematic the internet
may be, it is an important conduit for
communication between patients and their
doctors, wherever they may be located.
With ongoing growth in the capacity
of the internet, this communication
should continue to improve and further
opportunities for improvement in healthcare
should develop.
Dr David Allen FAFOEM
Member RACP eHealth Expert
Advisory Group
david.allen@qoh.com.au
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HEALTH RESEARCH AGENDA
FOR ADAPTING TO
TOMORROW’S CLIMATE
At the recent World Congress of
Internal Medicine in Melbourne a
number of sessions on climate change
were presented in collaboration with the
National Climate Change Adaptation
Research Network (ARN) for Human
Health. This network is one of eight
networks coordinated through the
National Climate Change Adaptation
Research Facility, with federal funding, at
Griffith University.
Dr Marion Carey

D

espite recent criticisms of
climate science and the
Intergovernmental Panel on
Climate Change (IPCC) being
played out in the media, the fact remains
that there is overwhelming evidence of
warming of the climate system. A joint
‘State of the Climate’ report by the CSIRO
and the Australian Bureau of Meteorology
has reinforced this fact.1 It states that
over the past 50 years all of Australia has
experienced warming, with the number
of days with record hot temperatures
increasing each decade. The decade just
past was Australia’s warmest on record.
The trend over the same period is of
decreasing rainfall across much of southern
and eastern Australia, and sea surface
temperatures increasing by about 0.4°C.
This is a very clear statement that climate
change is real, is already happening,
and it is very likely that human activities
have caused most of the global warming
observed since 1950.
In the June 2009 issue of RACP News,
Tony McMichael wrote about the health
risks of climate change and why we all
need to be involved. In February this year,
Steven Skov, Chair of the RACP Climate
Change Working Group, elaborated on this
theme, reiterating the responsibility we
have to take action.
A number of Fellows have ongoing
involvement in examining approaches
for action around sustainable healthcare,
development and population, food and
nutrition, physical activity, transport and
the built environment, and moving away
from carbon-intensive energy generation.
Informing our actions requires a robust
research agenda to understand the
potential health impacts from climate
change and our responses.
12
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The ARN for Human Health, based
at the Australian National University
and coordinated by Tony Capon, aims
to foster interdisciplinary research
and facilitate collaboration between
researchers, policymakers and
practitioners, in order to strengthen
Australia’s capacity to respond to the
human health consequences of climate
change.
Research domains include direct heat
impacts, extreme weather and disasters
(in association with the Emergency
Management ARN), food safety and
security, healthcare systems, water safety
and security, infectious and vector-borne
diseases, and mental health.2
As well as evolving research collaborations
at a national level, partnerships including
health are being developed at state level.
Monash University is one of a number of
partners of the Human Health ARN, and
is also involved in adaptation research
initiatives at the state level through the
Victorian Centre for Climate Change
Adaptation Research (VCCCAR). VCCCAR
is funded by the Victorian Government,
with a partnership between Melbourne,
Latrobe, Monash and RMIT universities.3

Physicians around the
world are mobilising
in support of action
on climate change,
because of the public
health benefits that
early and effective
measures to reduce
greenhouse gas
emissions can bring.

Monash researchers have been involved in
work on the relationship of temperature
to cardiovascular disease and mortality
in the elderly, mapping vulnerability to
heat, and in health issues relating to air
pollution, rainwater and recycled water.
The Monash Sustainability Institute (MSI)
brings together people from across
Monash and beyond to help deliver
solutions to key sustainability challenges
through research, education and action.
Through the Victorian Health Promotion
Foundation (VicHealth), a Senior
Research Fellowship position has recently
been established at MSI to facilitate
research collaboration on the human
health impacts of climate change and
biodiversity decline in Victoria.4
The authors of a recent Lancet article on
the public health benefits of reducing
greenhouse gas emissions have called
upon health professionals to reach
beyond their professional boundaries to
work with policymakers and scientists
on solutions to climate change.5 As
RACP spokesperson on climate change
Robyn McDermott noted in a press
release, physicians around the world are
mobilising in support of action on climate
change, because of the public health
benefits that early and effective measures
to reduce greenhouse gas emissions can
bring. In addition, our skills are needed
to adapt to changes which can no longer
be prevented.
Our colleagues are reminding us that
this is a time of need and opportunity
for the health sector.6 We need to affirm
the importance of population health as
a central criterion to a more just and
sustainable future, and foster high-quality
research collaborations that help point us
in the right direction.
Dr Marion Carey FAFPHM FRSPH
Senior Research Fellow,
Climate Change and Health
Monash Sustainability Institute

Lead NZ Physicians
Advocate Smoking
Cessation
mother and child. This issue is particularly
relevant for Maori as Maori have lower
rates of breastfeeding than any other
group in New Zealand.
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MARGARET
NICHOLSON

Margaret joined the College in 1988,
some 22 years ago, as the College
Receptionist and retired in May.
During her time at the College,
Margaret excelled in the service she
provided at the front desk. She was
well known by both employees and
Fellows as the face of the College,
and will be sadly missed. While her
departure was a very sad moment
for all of us, we are grateful for the
assistance and support Margaret gave
us, not only at Reception but also
in answering our many questions—
always with a smile.
We wish Margaret all the best in
her next big adventure: travelling
the world.

Dr Ruth Anderson

On 21 April 2010 the Royal Australasian
College of Physicians (NZ) presented an
oral submission to the Maori Affairs Select
Committee. This was in support of the
written submission that the College made
jointly with the Cardiac Society of Australia
and New Zealand (CSANZ) on ‘The inquiry
into the tobacco industry in Aotearoa
and the consequences of tobacco use for
Maori’.
Four senior physicians of the College each
presented to the Select Committee on
their area of expertise: Dr Geoff Robinson,
Dr Andrew Aitken, Dr Leo Buchanan
and Dr Julian Crane. Dr Robinson, the
NZ President of the College and an
addiction specialist, led the submission
and advocated the College’s position that
tobacco use should be denormalised and
for New Zealand to be virtually tobacco
free by 2020. However, he stated that
issues around supply first needed to be
addressed before a complete ban could be
contemplated.
Dr Aitken, as a representative of the
Cardiac Society and an interventional
cardiologist, then presented a vignette on
the case of a 50-year-old Maori man whom
he had treated. The patient had described
himself to Dr Aitken as a ‘healthy smoker’,
someone who ate well and exercised but
smoked. However, he presented with
myocardial infarction and required urgent
surgery. Dr Aitken reported that the man
concerned had taken over six months to
return to full employment.

Dr Robinson shared with the Select
Committee his expertise in the area of
addiction. He indicated that tobacco is
addictive. Further, users of tobacco are
often unable to quit and continue to
smoke despite having health issues. He
also stated that while many want to quit
smoking, often they feel they cannot.
This behaviour fits within the criteria for
dependence. Dr Robinson clarified that
it is smoking tobacco that causes the
significant physical harm to an individual
not the addictive drug (nicotine).
Professor of Clinical Epidemiology at the
Wellington School of Medicine Dr Crane
talked about harm reduction through the
use of nicotine replacement products. He
put to members of the Select Committee
that as lawmakers they have the ability
to legislate to make alternative nicotine
products as easily available as tobacco
products. He said that this could be
achieved by making it illegal to sell tobacco
unless nicotine replacement products were
also available and prominently displayed.
He also submitted that there should be
a price differential between tobacco
and other nicotine products, with the
nicotine replacement products being more
affordable.
The inquiry is an ongoing process.
However, significant changes have already
been made. On 29 April 2010, following
advice from the Maori Affairs Select
Committee, the New Zealand Government
announced an increase in tobacco tax
effective at midnight of the same date.
The College welcomes continuing
feedback around this issue. Please email
communications@racp.org.nz.
Dr Ruth Anderson
NZ Manager
The Royal Australasian
College of Physicians

The impact of tobacco upon breastfeeding
was discussed by Dr Buchanan, Chair
of the Maori Health Committee and a
senior paediatrician. He emphasised the
importance o f breastfeeding in the first
year of a child’s life. He commented that
breastfeeding is important not just because
it sustains the child but also because
the act of breastfeeding strengthens the
connection and relationship between
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Mandating CPD at the RACP
FROM THE DEAN

fundamentally testifies to the community
that people with FRACP have reached a high
standard of specialist expertise.
Can the College testify to the community
that its Fellows in practice remain at a
high standard? Without complicated
assessment and peer review, probably not.
A related surrogate then could be ongoing
participation in professional development.

Professor Kevin Forsyth

I

n recent letters to the editor of RACP
News, Davies and Ouvrier argue that
the College is getting close to ‘bullying’
by requiring its Fellows to undertake
mandatory participation in CPD.1 Similarly,
Meyers questions whether MyCPD raises the
standard of practice.2
Given that the College is a Fellowship and
it is our role to provide support, it would
appear ironic that the College would
require its Fellowship to do something
such as participate in CPD activities to a
certain standard. After all, aren’t Fellows
of the College competent in practice and,
surely, with increasing years, wouldn’t they
become more competent and skilful in their
discipline? Why then would the College
require participation in an accredited CPD
program?
Let’s pause and think about the key
functions of the College. One of the main
functions is the training of junior doctors to
the level of FRACP (or Fellowship of RACP
Faculties or Chapters). This certification is
critical. It is critical for Medical Boards, the
Health Insurance Commission and indeed
the public to testify that Fellows of the
College have reached a high standard of
competence and ability. All of us who are
FRACPs acknowledge that we need to meet
this high standard and that, having achieved
this, it allows us to be able to practise
within our chosen discipline. No one would
argue that it is an absolute requirement for
trainees to show high levels of competence
and experience before they can be given
an FRACP. The College, then, is in the
business of setting standards and checking
against those standards, and the College
14

RACP News June 2010

So what is the evidence that participation in
ongoing education makes any difference?
The most comprehensive review is
Marinopoulos where a meta analysis of
68,000 citations on this topic indicates that,
while the overall quality of the literature
is not good, the literature does show that
continuing medical education is effective in
achieving and maintaining the objectives
studied, including knowledge, attitudes,
skills, practice behaviour, and clinical
practice outcomes.3

The RACP is well aware
that participation by its
Fellows in an accredited
CPD framework
does not guarantee
excellence of clinical
performance. It does,
however, indicate active
participation in ongoing
learning.
A similar but smaller scale study suggests
continuing medical education activities
can improve clinical outcomes.4 Formal
analysis of CPD benefit is complex—a
framework such as that proposed by Moore,
an outcome-based CME evaluation model,
is helpful.5 He proposes outcome-based
levels of: participation; satisfaction; learning
(changes in the knowledge, skills and
attitudes of the participants); development
of competence; performance (changes
in practice performance as a result of the
application of and what was learned);
patient health (changes in the health status
of patients due to changes in practice
behaviour); population health (changes in
the health status of a population of patients
due to changes in practice behaviour). This
range of outcomes indicates the complexity
of evaluations of CPD and performance.
There are limited amounts of evidence
across all of these domains. For example,

there is evidence that certification and
re-certification, which involves continuing
medical education, leads to better patient
outcomes in cardiology.6 There is also
evidence that clinical performance and
patient outcomes are effectively altered
through continuing medical education.7
The RACP is well aware that participation by
its Fellows in an accredited CPD framework
does not guarantee excellence of clinical
performance. It does, however, indicate
active participation in ongoing learning by
its Fellows and, according to the evidence
quoted above, at least suggests that this
will sustain good performance, at least in
the majority. The NSW Medical Board has
recently written on this:
The possession of knowledge and skill i.e.
competence does not guarantee performance
which is determined by the application of
acquired knowledge and skill. A competent
doctor may perform poorly but it is highly
unlikely that a doctor with deficient knowledge
will ever perform well. It is acknowledged that
participation and continuing professional
development is an imperfect marker for
competence. However it would be difficult to
argue that a doctor who does not participate
in continuing professional development is
fulfilling their professional obligations to their
patients and community.8
If we look overseas at what is happening in
this domain, it is of interest that increasingly
government bodies are becoming involved
in these matters. Most Fellows will be
aware that in the US it is a requirement that
Fellows re-sit exams for recertification on a
regular basis. Recertification is also coming
into the GMC in the UK. So far, in Australia
and New Zealand, we have managed to
avoid such requirements. However, it is easy
to see that if government bodies in the US
and the UK have seen a need for health
professionals and physicians to be seen to be
meeting a standard on a regular basis, it may
not be too long before such requirements
come into the Australian and New Zealand
context. One of the strategies of the RACP,
then, is to be able to demonstrate to the
Australian Medical Council and governments
that our Fellowship can be shown to be
actively involved in ongoing CPD. Indeed,
the new Medical Board within Australia will
require evidence of ongoing participation
in an accredited CPD system for annual
registration.
What about the other colleges within the
Australian and New Zealand context? The
table opposite demonstrates that there is an
expectation of participation in CPD by the
majority of Australasian colleges.

The College is committed
to supporting Fellows to
make their participation
in ongoing professional
development as easy
as possible and for this
to be done through
a framework that is
recognised by regulatory
authorities.
So where does this leave the RACP? Over
the last five years, our College has devoted a
lot of time, energy and effort to our training
programs. Most Fellows will be aware of
PREP Basic Training and PREP Advanced
Training. These are fundamentally important
matters in ensuring the competence of
our trainees and maintaining the high
standards of the FRACP. With the pressure
from external authorities on demonstration
of ongoing competence by doctors, the
requirement of Medical Boards to know
that health practitioners remain active in
continuing medical education, and the wish
of our College to remain as the premier

body that sets the standards and is able to
continue to testify to regulatory authorities
and the public that our Fellows have a high
level of competence, it is certainly the view
of the Dean and the Board that we need to
pay much more attention and give more
support to the ongoing education activities
of the Fellowship through CPD. Yes, the
training program and acquisition of the
FRACP/Fellowship of Faculty or Chapter
is critical; however, practice through the
years leads to many changes for Fellows.
The requirement of our regulatory bodies
to demonstrate ongoing competence of our
Fellows means that we need to put much
more effort into the continuing medical
education and continuing professional
development of our Fellowship. The College
can then testify to Medical Boards, to other
regulatory bodies, and to the public that we
are committed to maintaining the high level
of professionalism and competence of our
Fellowship and that we can guarantee the
ongoing participation in medical education
of all of the Fellowship.

development program. This interdigitates
with the new Medical Board requirement—
the College is in step then with
national requirements.
To ensure that the College supports and
assists Fellows in undertaking their CPD,
the Education Deanery has produced a
number of resource booklets. These can be
downloaded from the College website—go
to the CPD section under ‘Educating’ on the
home page of the RACP website <www.racp.
edu.au>. There is also an online training
program which takes Fellows step by step
through the MyCPD program. And finally,
the College has appointed additional staff to
the Education Deanery to enable phone and
online support, one on one, for Fellows.
What the Fellowship can look forward to
over the next few years is much more in
the way of supportive medical education
activities and opportunities through the
College. Moving to the online reporting
system of MyCPD is an important step but
it is not the final destination. The College is
committed to supporting Fellows to make
their participation in ongoing professional
development as easy as possible and for
this to be done through a framework that is
recognised by regulatory authorities.

It might be worth noting that the RACP
Board recommendation regarding
mandatory participation in CPD is for
participation in an accredited CPD program,
not necessarily the RACP’s professional

Mandatory CPD status in selected Medical Colleges in Australia
Based on a phone survey undertaken by RACP Education Deanery CPD staff on 4 February 2009

No.

Medical College

Mandatory CPD?

Ramification if not participating

Approximate
number
of Fellows

Approximate
participation
rate

1

ANZCA

Yes
As of 1 January
2009

None

4500

50%

Notes
Advertised in e-bulletins one year before
the introduction. November 2008 wrote
to all Fellows individually. Have had only 3
complaints since.
Requirement states: participation in any
established CPD program would be
acceptable.

2

RACS

Yes
Since 1999

a) Status known as ‘Non-compliant’

5500

93%

b) Will not receive certificate of participation
at the end of 3 years (though they will
receive yearly statement if participated in
for 1 or 2 years)

CPD programs acceptable—RACS,
Orthopaedics, GPs, O&G, Ophthalmology.

c) Names will not be listed on Website Directory
(Find a Surgeon), which specifies that these
surgeons participate in a CPD program
3

RANZCOG

Yes
Since CPD
program was
introduced 1986

a) Removal of Fellowship status by the
Fellowship Review Committee (FRC)
b) An extension period is granted as a
first point

Note: Consent from individual Fellows is
sought before listing their names on the
College website.

Only ‘Active’ Fellows are mandated to
comply.
1500

100%

CPD programs recognised are overseas sister
Colleges—Canada, UK and Hong Kong.
South Africa has recently been removed.
The FRC meets 3 times a year and works
off a ToR. The Ex-President chairs the
Committee, while Deputy Chair is the CPD
Committee Representative.
Members consist of all State Chairs.
Note: Runs on 3-year cycles. Start date
begins on the day Fellows are admitted to
Fellowship.
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No.

Medical College

Mandatory CPD?

Ramification if not participating

4

RCPA

Yes
As of 1 January
2006

a) Cannot be involved in advisory/
education committee

Approximate
number
of Fellows

Approximate
participation
rate

2200

70–80%

Notes
Accept other established CPD programs as
long as CPD activity has laboratory content.

b) Cannot supervise training

Participation increase after introduction of
mandatory CPD. However, ramification is
not serious enough to increase participation
as Fellows are happy not to be involved in
(a, b & c) due to heavy workload.

c) Cannot be examiners

5

RACGP

Yes
Since 1989

Not included in Vocational Register which
enables higher Medicare rebate

Not Provided

Not Provided

Can be a Fellow but not in Vocational
Register.

6

RANZCO

Yes
As of 1 January
2006

After allowing for extension and a chance
to comply with the CPD requirement,
Fellow’s membership/Fellowship status may
be ultimately suspended (though none had
been suspended till date).

900

100%

Accept equivalent overseas CPD programs.
Fellow is invited to present case to the CPD
Review Panel, consisting of CPD Director
and Censor in Chief (equivalent Education
Committee). Policy around this is outlined
on College website.

7

RACMA

Yes
Since 2007

a) Can’t act as supervisors/preceptors
or censors

Not Provided

Not Provided

Policy of implementation of mandatory
participation in Continuing Education
program is on College website.

b) Can’t serve on College Council
and Committees
c) Can’t represent RACMA on national
bodies or in other functions
d) Can’t use their RACMA post-nominal
in any way
8

ACRRM

Yes

Fellows are offered remediation, failing
which they may lose Fellowship status

Not Provided

100%

Mandatory CPD for Members and Fellows.

9

RANZCP

No

N/A

2500–3000

85%

Is aware this will eventually be introduced
by the Medical Boards. Currently Fellows
are ‘expected’ to participate. Removed the
word ‘voluntary CPD’.

10

JFICM

No

N/A

630

30%

11

ACD

No

N/A

400

60% meet the
requirement

100% of Fellows participate, but only 60%
meet the requirement. ACD are currently
considering the implementing of mandatory
CPD.

12

ACEM

No

a) Can’t serve on any committees,
including Council, Board of Education,
or any subcommittees.

970

92%

Participation rate based on 2007/08 figures.
High participation rate because of hospital
credentialling, NSW Medical Board,
insurance coverage. College provides letter
of ‘good standing’ for these purposes.

b) All examiners must be compliant
c) To receive letter of ‘Good Standing’
must be compliant

13

RANZCR

No

N/A

Those not participating consist of Senior
Fellows participating in other College CPD
programs and those who are genuinely
against participation
4000 (R)

75–80%

Have 2 CPD programs:

700 (RO)

52%

a) for Radiologist (R)
b) for Radiation Oncologist (RO) (recently
introduced new program)

(prepared by the Johns Hopkins Evidence-based
Practice Center, under Contract No. 290-020018). AHRQ Publication No. 07-E006. Rockville,
MD: Agency for Healthcare Research and Quality.
January.

Kevin Forsyth FRACP
Dean
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2ND INTERNATIONAL FORUM
ON CPD ACCREDITATION
At the end of the final day, the Forum
looked at future goals and research in
the area of CPD accreditation. Four main
themes were presented and the members
of the Forum were asked to vote on
which theme they felt should be the focal
point of future work of the group. The
four main themes included performance
indicators for CPD, the use of simulation
in CPD, identifying priority areas for
benchmarking, and the need for and role
of research in CPD. Although there was
a lot of interest in all themes presented,
there was a clear mandate for a focus on
research into CPD.

O

n 19 and 20 March the
RACP hosted the 2nd
International Forum on CPD
Accreditation, in association
with the Royal College of Physicians
and Surgeons of Canada (RCPSC). The
main aim of the Forum was to ‘Develop
agreement on a common set of values,
principles, and metrics that will serve
as the basis for establishing substantive
equivalency between international
CPD accreditation systems’. The Forum
also took the opportunity to explore
other important issues within CPD such
as ‘the development of strategies or
tools that facilitate or demonstrate the
link between engaging in continuing
professional development and enhanced
competence and performance in practice’
and ‘the challenges and opportunities
of embedding continuing professional
development systems within national
revalidation or recertification systems
or strategies’.

Kevin Forsyth. The Forum planned to
build on the work of the first forum, held
in Vancouver in 2008, in developing
and promoting ethical and educational
standards for CPD activities.

Dr Craig Campbell of the RCPSC
successfully facilitated a program that
featured input from various international
Medical Colleges and attendees, including
Dr Barry Taylor (RACP), Professor Grace
Tang (University of Hong Kong), Dr Ian
Starke (RCP London) and Dr Murray
Kopelow (Accreditation Council for
Continuing Medical Education—ACCME,
North America). The notable contributions
from these participants, as well as from
the organisers of various workshops held
during the Forum, presented an exciting
opportunity for attendees to discuss and
develop strategies for CPD accreditation
and to highlight the areas each College
and regulatory body should assess for
future CPD development.

Group discussion at the Forum

The first day began with a welcome from
the College President, Professor Geoffrey
Metz, and the College Dean, Professor

The Forum was divided between large
group presentations and smaller, more
focused workshops. The large group
presentations included discussion on
‘Establishing the link between CPD
and enhanced physician competence
and performance in practice’ and a
very interesting panel discussion on
the differences (and similarities) in the
development of CPD in North America,
Asia, Europe and Africa. The workshops
explored a great many interesting and
challenging topics within the CPD sphere,
including ‘The use of simulation in CPD’,
‘Benchmarking physician performance’ and
‘The role of CPD accreditation’. They were
followed by discussion in the larger group
on the most relevant areas of development
for further enhancing the quality of CPD
activities delivered around the world.

The RACP, in partnership with the Royal
College of Physicians and Surgeons of
Canada, believe that the 2nd International
Forum on CPD Accreditation was a great
success in realising the potential gap that
exists in the realm of accreditation for
CPD activities and the potential discovery
of pathways to create and implement
such standards. Work has now begun,
based on the recommendations from
attendees for a greater emphasis on
research into accreditation standards, on
a current review of what already exists
at the global level. The RACP, itself, is
currently working on developing the area
of CPD accreditation within Australasia and
believes a global standard in this area is
paramount to future CPD development.

Dr Barry Taylor

Dr Barry Taylor, Chair of the CPD Expert
Advisory Group for the RACP, emphasised
the value to the College and its Fellows
of this international collaboration, which
not only fosters the reciprocal recognition
of each other’s programs and facilitates
academic interchange, but will also
enhance the science of continuing medical
education. The Forum has committed to
ongoing dialogue through internet forums
and a further meeting of the group in
Toronto in 2012 in association with the
International CME Congress.
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TASMANIAN PREP ROADSHOW

T

asmania is known as the wild
corner of Australia, with its old
growth forests, spectacular
coastline and rich heritage of old.
With four accredited hospitals, 25
Basic Trainees enrolled in the Physician
Readiness for Expert Practice (PREP)
program and even more willing
supervisors, PREP is well on its way to
becoming fully functioning in this wild
and wonderful state.
On a recent trip to Tasmania by
Tasmanian/Victorian Medical Education
Officers (MEOs) Kate Breen and
Alexis Marsh, the response from both
trainees and physician educators was
overwhelmingly positive.
MEO Alexis Marsh and trainee Dr Manoj Chore presenting at the Tasmanian Dean’s
Welcome in February.

Meanwhile, the paediatricians had a
productive session, facilitated by Dr Sean
Beggs, Director of Paediatric Education.
The Head of Department, Associate
Professor John Daubenton, was present
and suggested that some of their staff
meetings be devoted to completing the
Trainee PREP Progress Reports as a team.

MEO Kate Breen and trainee Dr Manoj Chore at
the Tasmanian Dean’s Welcome.

Starting in the vibrant capital city
of Hobart on Monday, 12 April, the
physicians and their trainees were split
into their divisions. Many had previously
been to the Dean’s Welcome so the
discussion was able to delve deeper into
PREP and its associated tools. The Adult
Medicine trainees had an amusing and
insightful discussion about the kinds of
issues they could use for their Significant
Incident Analysis. Later on in the evening
the physician educators displayed their
supervisory experience when discussing
how they would give feedback for a MiniCEX, pre-empting most of the ‘Giving
Effective Feedback’ tips and adding many
more of their own. Dr Malcolm Turner,
Director of Physician Education at Royal
Hobart Hospital, said after the roadshow:
‘The trainees’ feedback was positive. I think
this helped make the whole process seem
more real.’ Malcolm reflected that PREP
was ‘what we should be doing anyhow
but this just gives it a framework’.
18
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Tuesday saw Kate and Alexis travelling
up to beautiful Launceston to be greeted
by enthusiastic trainees, including one
medical student who was not enrolled in
PREP but wanted to see what physician
training was all about. Launceston
General Hospital was unique out of all
the hospitals visited thus far in Victoria
and Tasmania, in that it had a higher
number of interested physician educators
than trainees. The obvious dedication to
education by consultants in Launceston
was really encouraging. Dr Alasdair
MacDonald (recent President-Elect
of the Adult Medicine Division) and
Associate Professor Kim Rooney, Director
of Physician Education at Launceston
General Hospital, offered their advice and
guidance throughout the workshops.
The supervisors proactively discussed
developing a list of learning objectives
from the curriculum for their own
specialty rotations and were also treated
to an ad hoc MyCPD workshop from one
of their colleagues who said, ‘It’s just
so easy!’
PREP is also assisted at Launceston General
Hospital by fantastic administrative
support from Karen Jackson, who helped
with setting up and advertising the
workshops. This kind of support cannot be
underestimated and undoubtedly assists

both consultants and trainees in fulfilling
their 2010 PREP requirements.
The last workshop was held at North-West
Regional Hospital in Burnie with the newly
assigned Director of Physician Education,
Dr Michael Buist. The facilities at Burnie
are second to none, and with stunning
views of the surrounding bushland, it was
a pleasure to host a workshop in such a
pristine location. It was impressive to hear
that the rotating trainee from Royal Hobart
Hospital already had an Educational
Supervisor allocated to her, and with many
of the trainees being International Medical
Graduates (IMGs), it was very beneficial
to be able to meet them face to face,
primarily demystifying PREP and easing
their concerns.
It is apparent from the workshops that
every hospital is implementing PREP
differently, with significant differences
and ideas even across a small state like
Tasmania. From completing progress
reports as a team to consultants
developing learning plans specific
to their rotation, it seems that PREP
implementation is a flexible and ongoing
process which will hopefully improve
in efficiency and effectiveness as more
and more people become familiar with
the tools.
Alexis Marsh
Medical Education Officer

TWO STEPS FORWARD, ONE STEP
BACK—BUT WE’RE WINNING!
the organisation of written and clinical
trial exams, short and long case rosters
and the annual interview of all current
and potential Basic Trainees. I have felt
for some time that many Basic Trainees,
particularly those in their first and
second years, were not being adequately
supervised. As a result, I supported, in
theory, the concept of the PREP program,
but initially underestimated the work
involved.

Dr Laurie Chitti takes his physician trainees through
their paces on the ward. Left to right: Dr Bethany
Russell, Dr Laurie Chitti, Dr Danielle Blunt and Dr
Deepu Balakrishnan.

Dr Laurie Chitti, Director of
Physician Training at SAHS,
views the implementation
of PREP at his hospital as ‘a
work in progress’. He says
that ‘mistakes will be made
along the way, but in the
end we are all aiming to
bring about a better model
of teaching and support for
our physician trainees’.

I

have been the Director of Physician
Training at SAHS (Flinders Medical
Centre/Repatriation General Hospital)
since 2003. I developed an interest
in the supervision of physician trainees
whilst Chief Medical Resident at The
Queen Elizabeth Hospital in 2001, then at
Flinders Medical Centre in 2002.
Over the years, I have seen many
changes in basic physician training, but
none as great or as challenging as the
implementation of PREP. At SAHS, we
have seen the number of basic physician
trainees almost double over the last
seven years, and we currently have about
70 Basic Trainees in our program. This
has obviously resulted in an increase in
workload. My position as DPE at SAHS is
funded 0.1FTE and over the years I have
found that I simply have not had enough
time to adequately supervise all our Basic
Trainees. I have therefore concentrated
on the trainees in their ‘exam year’,
finding most of my time was spent on

At the outset, the RACP recommended
that an Educational Supervisor should
be responsible for 10 basic physician
trainees, and ideally that position should
be funded 0.1FTE. Funding was always
going to be an issue at SAHS, and
indeed has to date not eventuated. I felt
that a good way to implement PREP at
our institution would be to have three
educational supervisors, one responsible
for each year of training. Dr Charles Cock
was made Educational Supervisor for first
year trainees, Dr Stephen Hedger the
second year Educational Supervisor, and
I was responsible for those trainees in the
examination year. There were around 20
trainees for each Educational Supervisor,
and within months it became clear that
the workload was too great. Whilst the
trainees themselves are responsible for the
completion of the formative assessments
(Mini-CEX and Learning Needs Analysis
Tool), the Educational Supervisor is
required to go through these formative
assessments and, with the assistance of
ward service reports written by Ward/
Service Consultants, construct mid- and
end-year reports. We clearly did not have
enough time to complete these tasks, and
the advent of mandatory requirements
necessitated a change in structure.

We have always been fortunate at SAHS
to have many consultants with an interest
in teaching. In January this year an
email was circulated to consultant staff
calling for an expression of interest in
the role of Educational Supervisor. I was
quite surprised by the level of interest
displayed. Those consultants were then
provided with more detailed information
regarding the role of Educational
Supervisor, formative assessments
and the Basic Training Portal. All these
consultants then confirmed that they
would be happy to commit to the role,
and I am pleased to report that we
now have 13 Educational Supervisors at
SAHS. This equates to 5–6 trainees per
Educational Supervisor. This will clearly
reduce the workload and hopefully
make the role an enjoyable and fulfilling
one. At SAHS, we have decided that the
Educational Supervisor will also act as
the Professional Development Advisor
for their trainees. My role as the Director
of Physician Education is to oversee
the entire program and to support the
Educational Supervisors and Ward/Service
Consultants. The Basic Trainees have been
randomly allocated to the Educational
Supervisors.
We have been fortunate at SAHS to
have Dr Charles Cock, who has a great
handle on PREP and the Basic Training
Portal. His advice and guidance through
these initial stages has been invaluable.
Elizabeth Kennedy, the RACP MEO for
South Australia, has also been extremely
helpful and very approachable. She has,
for example, arranged computer-training
sessions for our Basic Trainees as well as
our Educational Supervisors.

Clearly, funding is
an important issue
in the successful
implementation of
the PREP program.

Educational Supervisor Charles Cock (right) discusses
the learning objectives from the Adult Medicine
Curriculum with physician trainee Dr Dylan Jones.

I view the PREP program as a ‘work in
progress’. There have been many issues
we have dealt with to date, and each
week it appears further issues arise. For
example, the Ward/Service Report we
have been using at SAHS is very different
from that of the RACP on the Portal. We
are now putting in some effort to modify
our current report. Similarly, the Basic
Training Learning Agreement currently on
the Basic Training Portal is very different
RACP News June 2010
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position. My concern is that the current
Educational Supervisors may not find the
time to carry out the role, and as such
may find the role too onerous and not
enjoyable. This could cause consultants
to step down from their roles, thus
jeopardising the success of the entire
program. The RACP will need to keep a
close eye on this matter. Administrative
support will likely also be required. Our
TMO Manager at SAHS, Mary Hatchard,
does a fantastic job with issues such as
the rostering of our Basic Trainees. We
need to ensure that PREP requirements do
not add to her already heavy workload.

The implementation
of PREP in our
hospitals will be of
great benefit to all
physician trainees
from what we use at SAHS, and in my
opinion requires some modification
before it can be utilised in our Basic
Training program. There are other
issues, too, such as whether formative
assessment should be included in the
‘exam year’, given that trainees sitting
the examination are already carrying out
numerous short and long cases. These
are issues that will be sorted out with
time, and it is important that the College
remain committed to listening to the
concerns and opinions of those doctors
who are dedicating their time to the
education and supervision of our junior
medical doctors.

Director of Physician Education Dr Laurie Chitti
and Trainee Medical Officer Manager Dr Mary
Hatchard review the trainee allocations for
upcoming rotations.

Clearly, funding is an important issue in
the successful implementation of the PREP
program. At present, the Educational
Supervisor role is not funded, and as
such there is no protected time for this

The implementation of PREP in our
hospitals will be of great benefit to
all physician trainees. It is therefore
important that the RACP and we
consultants dedicated to teaching work
in unison to make it a success.
Dr Laurie Chitti FRACP
Director of Physician Training
SAHS

GRANTS AND AWARDS FOR NEW ZEALAND
FELLOWS OR ADVANCED TRAINEES
Closing date for applications 31 August 2010
Each applicant must discuss the application with a member of the New Zealand Grants Advisory
Subcommittee prior to submission
A. SHORT-TERM STUDY GRANTS
Value: Up to $NZ3500
•

Provided for approved study and
research projects in New Zealand,
Australia and beyond.

•

Tenable by New Zealand Fellows and
Advanced Trainees.

•

Duration: up to 3 months.

•

applications due to the limited funds
available.
C. AL TOD – WH NICHOLLS TRUST
AND CPS RIDDELL AWARD FOR
CARDIOVASCULAR RESEARCH
Value: Up to $NZ5000
•

The grant must be taken up within 12
months of the award.

Provided for part-time research or
a study project on a cardiovascular
theme.

•

The New Zealand Grants Advisory
Subcommittee may recommend the award
of larger sums.

Tenable by New Zealand Fellows and
Advanced Trainees of the College.

•

The grant is available for up to
$NZ5000 for one year, renewable
subject to approval for not more than
three years.

•

Part of the emolument may be used for
secretarial assistance and/or purchase of
equipment essential to the project, or
travelling expenses.

B. RESEARCH GRANTS

Trainees of the College and can cover both
spectrums of Adult Medicine and Paediatrics
and Child Health.
The Odlin Fellowship award is a research
stipend to enable the successful applicant
to undertake further research preferably
towards a PhD or as a post-doctoral fellow.
It is awarded for research covering the
broad fields of cancer and research into
hypertension and related cardiovascular
disease in all age groups, and is available for
use overseas.
Assessment of the value of the research
project by recognised peer sources must be
obtained and supplied to the Grants Advisory
Subcommittee with the application.
Method of application

•

Provided for approved research projects
in New Zealand, Australia and beyond.

•

Tenable by New Zealand Fellows and
Advanced Trainees.

•

The grant must be taken up within 12
months of the award.

D. ODLIN RESEARCH FELLOWSHIP
Value: Up to $NZ60,000

Administration Officer – Grants
The Royal Australasian College of Physicians

•

Preference will usually be given to
non-salary components of research

This prestigious award is available to New
Zealand Fellows and New Zealand Advanced

Phone: (04) 460 8136
Email: diane.aaltonen@racp.org.nz
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Application forms and details of the New
Zealand Grants Advisory Committee may be
obtained from:

1
MAY 201

MARK THESE D
ATES
IN YOUR DIARY
RACP Congress 2011 Darwin
22-25 May 2011
Darwin Convention Centre
Look out for more Congress details
in the August issue.

NEW ARRANGEMENTS FOR MEDICAL
REGISTRATION FROM 1 JULY 2010

I

t is very important that you ensure
that you are currently registered
with the medical board in the state
or territory in which you practise.
This will ensure that you transition
smoothly into the national scheme and
are registered with the Medical Board of
Australia. It is also important to check that
your contact details and mailing address
with the current state or territory board
are correct.
Every medical practitioner should have
recently received a letter from the Medical
Board of Australia. This letter lists your
registration details as currently recorded
by the medical board in the state or
territory in which you are registered and
your proposed registration type under the
national law that will apply after 1 July
2010. The letter from the Medical Board
of Australia also includes information
about your obligations under the
national law.

It is essential that you take the time to
check the accuracy of the information in
the letter and promptly provide feedback
to the Australian Health Practitioner
Regulation Agency (AHPRA), the Agency
supporting the Board, if something is
not correct.
Doctors who are registered in multiple
jurisdictions may have received more than
one letter, although data cleansing and
de-duplication work was undertaken to
reduce the likelihood of this occurring.
The feedback form enclosed with the
letter needs to go back to AHPRA if
corrections are required or more than one
letter was received.
All doctors who are registered on 30 June
2010 will be automatically registered in
the national scheme until the end date
of their current registration. Annual
registration renewal for doctors with
general registration with the Medical

Board of Australia will be 30 September,
regardless of the state or territory in
which you practise. If you are due to
renew your registration between now
and 30 June 2010, your registration will
be valid until the end date. The next
time you renew in 2011 will be with the
Medical Board of Australia and will be for
a period that brings you in line with the
30 September registration renewal date
for all medical practitioners.
Different renewal timelines apply to
International Medical Graduates with
conditional or limited registration and
interns.
Further information is available on
the Medical Board of Australia website
which is accessible via www.ahpra.gov.au
or directly at www.medicalboard.gov.au.
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WHAT DO I GET FOR MY ANNUAL
FELLOWSHIP SUBSCRIPTION FEE?

T

he College now levies a single
subscription rate regardless of
whether a Fellow belongs to a
Division, Faculty or Chapter and
irrespective of the number of Fellowships
held through the RACP and its Divisions,
Faculties and Chapters. The single College
subscription is in line with the principles
of the Governance Review in 2006–2007,
with all specialty groups contributing
to, and benefiting equally from, the
College’s major investments in education,
technology and services. The College is
run on a very tight budget and all Fellows
can see how their subscriptions are spent
each year by examining the annual report,
which is presented at the AGM and
promulgated through the RACP News and
on the College website.
While the College’s core business is
education, through CPD for Fellows and
the Physician Readiness for Expert Practice
Program (PREP) for trainees, there are a
number of other key areas in which the
College is increasingly active.
In July 2009 the Board adopted five
key objectives to guide the work of the
College and direct where funds would be
invested. These objectives were:
•

Deliver high quality education

•

Actively engage with
key stakeholders

•

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

•

Align the workforce to meet
emerging needs

•

Strengthen the internal
culture of RACP and the
governance arrangements.

In recent years the Board has directed
more resources to improving services for
Fellows, for example through improved
CPD and moving the College towards
directly shaping the National and State
Health Agendas via advocacy and policy
development. The College is active in
areas such as chronic disease prevention
and management, Indigenous health,
and health workforce. Recently, several
submissions were made on behalf of the
College to the recent National Health and
Hospitals Reform Commission. We have
been meeting with health ministers and
senior health bureaucrats to address issues
of concern to both Fellows and trainees,
such as support at the hospital level for
College education and training. Prime
Minister Rudd and Health Minister Roxon
attended the WCIM Congress and met
22
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with Fellows and trainees, which you will
have noted was covered in the April RACP
News. We have also recently appointed a
Manager of Fellowship Relations in order
to bring greater synergy to the integration
of the Divisions, Faculties, Chapters and
State Offices under the ‘One College’
banner, as well as to focus on meeting the
needs of Fellows, not only for CPD, but in
other areas, consistent with the College
being a member-based organisation.
We are actively engaging with key
internal and external stakeholders,
including Speciality Societies, other
Colleges and key health bodies, such
as the new Health Workforce Australia.
The issue of the relationship between
the College and the Specialty Societies
is integral to the success of the College,
and the Board is working closely with
the Specialty Societies to explore ways
that this relationship can be enhanced,
especially in terms of educational and
other activities in which both parties are
engaged and could benefit from the
collaboration. The College is committed
to addressing current inequities that exist
in the services provided and to continuing
to work closely and collaboratively with
the Specialty Societies.
Working more closely with the other
Colleges is also important. Several
meetings have been held with the RACS
to explore ways that the two Colleges can
work together more closely to address
issues of common concern, develop
joint educational programs of benefit to
Fellows of both Colleges and approach
government jointly on key issues such as
education supervision in hospitals. At the
international level, we have been working
closely with several Colleges, especially
the Royal College of Physicians and
Surgeons of Canada on CPD and several
UK Colleges in areas such as modern
assessment methods. Alliances such as
these will become increasingly more
important in coming years as we build
on the sound foundation that has already
been established.
A further important area of College work
is retaining the right to train physicians
and paediatricians and certify the ongoing
credentials of our Fellows. The College can
do this only as a result of the Australian
Medical Council (AMC) accreditation
process. As with many things these
days, retaining such regulatory power
requires significant ongoing investment in
meeting the compliance standards of the
regulatory body, which in our case is the

AMC. The College, because it is operating
in the postgraduate education space,
now faces similar strategic and regulatory
challenges to those faced by universities.
In 2004 the College underwent a major
review by the AMC. That review advised
that, in order to retain our status as the
accredited provider of postgraduate
training and assessment for physicians
and paediatricians, the College needed
to ‘modernise’ and ‘formalise’ education
offerings, urgently upgrade CPD offerings,
and completely overhaul the program for
trainees to bring the educational activities
of the College into line with modern
education principles. Our new education
programs will undergo another review by
the AMC later this year. It is vital that this
accreditation is retained and the College
has been devoting considerable time and
effort to ensuring that this is the case.
The College was revisited by the AMC
in 2008 and the assessors noted that,
whilst progress was being made, there
was a long way to go and only provisional
accreditation was granted, with a further
review required in 2010. Each visit
from the AMC costs the College several
hundred thousand dollars. The reason for
being revisited by the AMC in 2010 is to
ensure that the 2008 recommendations
are being progressed and delivered. It
is vital that this accreditation is retained
and the College has been devoting
considerable time and effort to ensuring
that this is the case.
While the recent focus on education has,
by necessity, been on trainees, the focus
in the next few years will be on CPD.
It has become apparent that many of
the materials that have been developed
for trainees are also relevant to Fellows
for CPD. Fellows involved in the new
education programs have repeatedly
asked for access to this material, for
example, the PEP lecture series and
the Brain, Lung and Kidney School’s
programs. The College is in the process
of enabling this. In other words, our
education ‘modernisation’ process for
trainees is having benefits right across
the College.
Consequently, more funds are now being
directed, and will continue to be, to
upgrading our CPD offerings to Fellows
beyond the recently introduced MyCPD
program. Planning is underway for
significant investment in IT to upgrade the
online learning environment, to support
both Fellow and trainee education.
The College has staff who can assist

Fellows to familiarise themselves with
the CPD program. Meeting the ongoing
CPD needs of Fellows is now of greater
importance as CPD is not only mandatory
for the retention of Fellowship but is now
also required for ongoing Medical Board
registration. This has already occurred in
New Zealand, and from mid-2010, once
the relevant legislation has passed in all
states and territories, documentation
of participation in an approved CPD
program such as MyCPD will be required
in order to maintain medical registration.
With regard to CPD, we know that many
Fellows believe that they get all they
need in this area through their Specialty
Societies. Whilst the Specialty Societies are
able to support Fellows with the specific

John Kolbe
President

medical expert domain components of
CPD in their specialty, all Fellows will soon
need to demonstrate ongoing proficiency
in the various generic physician
capabilities, such as communication,
ethics, safety and quality, and the like.
To this end, the College has embarked
on the development of the Quality Clinical
Performance Framework which will
complement the Professional Qualities
Curriculum. Some of this work may be
carried out jointly with the RACS. This
framework will have direct relevance for
the clinician in their day-to-day activities
and will be an increasingly important
component of CPD.

maintenance of the College Fellowship
is the way that the relevant authorities,
such as the new National Medical Board,
recognise ongoing authority to practice,
which is given, in Australia, by the AMC.
None of the Specialty Societies have this
authority. Indeed, one could argue that
the College does this on behalf of all
of its medical specialties. Retaining this
authority requires a significant financial
commitment by the College, with annual
reports and regular formal reviews by
independent assessors.

The College remains the formal
authorising body for CPD and ongoing

We hope the above explanations
help your understanding of how
the subscriptions are prudently and
transparently spent each year.

Geoffrey Metz
Past President

Jennifer Alexander
Chief Executive Officer

BRAND NAME CONFUSION AND GENERIC MEDICINES

A

recurring topic at the recent
National Prescribing Service’s
National Medicines Symposium
was the issue of medication error.

While the increasing number of
pharmaceuticals with TGA approval has
obvious community health benefits, the
potential for confusion from the thousands
of associated brand names is an issue
that requires action. Some prescribers
find brand names more convenient than
generic names. Nevertheless, the frequent
lack of any relationship between a brand
name and its active ingredient or to the
condition being treated is a core problem.
While our main concern is for patients who
take the same medication twice following
brand substitution, doctors, nurses and
pharmacists are also likely to be confused
by the proliferation of brand names that
occurs once the innovator loses its patent
protection.

Consumer confusion about medicines
and non-adherence are due not only to
a medicine’s name, but also to its shape,
colour, taste, packaging and excipients.
The Second national report on patient safety
noted that errors and system failures in the
community and hospitals are related to
‘look-alike/sound-alike’ medicine names.1
In attempting to define this problem, the
US Institute for Safe Medication Practices

reported that approximately 25% of
serious medicines use complications
related to name confusion, with another
25% due to labelling and packaging
issues.2 It also estimated that only 1–2%
of adverse medication incidents were
reported. A recent US study demonstrated
poor emergency department patient
knowledge of paracetamol in over-thecounter and prescription analgesics.3 For
example, 49% of 1009 patients didn’t
know that TYLENOL®, a commonly used
US analgesic, contained paracetamol. Their
knowledge was markedly worse when
questioned about many other analgesics.
This knowledge deficit about paracetamolcontaining products also applies to
commonly used over-the-counter
preparations (including combination
products) given to children by parents/
carers, and has resulted in unintentional
paracetamol overdose and significant
toxicity in young children.4 While a
common occurrence in hospitals, it is
also an increasing practice in community
pharmacies. A recent study evaluating
three major classes of Pharmaceutical
Benefits Scheme medicines found that
around 20% of patients switched brands
two or more times over 12 months.5
Substitution was directly related to the
number of brands on the market. Clearly
Ms M J’s misadventure was an unintended

consequence of brand substitution,
anecdotally, and increasing QUM
problems.
The RACP Therapeutics Expert Advisory
Group proposes that Australian and New
Zealand drug labelling laws be urgently
amended to mandate the following: The
active ingredient or generic name will be
more prominent and larger than the brand
name on all pharmaceutical labels, whether
prescribed or over-the-counter. In addition,
to further distinguish between brand and
generic names, the font and colours used
for generic names must be unique and
comparable for all medications.
It is our belief that brand confusion is
a patient safety concern as well as a
QUM concern6 and if nothing is done
the problem will escalate. Governmentfunded national awareness campaigns and
incentives to ensure that all prescribers
and consumers have access to electronic
medication information, including
electronic health records, will be a
complementary strategy to achieve QUM.
Comments to mary.osborn@racp.edu.au.
Therapeutics Expert
Advisory Group
References are provided on page 37.
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WELCOME TO THE NEW RACP BOARD
John Kolbe
RACP President

Johan Morreau
RACP President, New Zealand

Catherine Yelland
President, Adult Medicine Division

John Kolbe is
a graduate of
the University
of Queensland.
After working
in Adelaide,
he completed
his clinical
training in
Auckland and
then undertook
a research fellowship at Johns Hopkins
Medical Institutions. He is currently a
respiratory physician at Auckland City
Hospital/Green Lane Clinical Centre
and Professor of Medicine and Head,
Department of Medicine, Faculty of
Medical and Health Sciences, University of
Auckland.

Johan Morreau
is a General and
Community
Paediatrician
from Rotorua
Hospital,
Lakes District
Health Board.
He is also the
Chief Medical
Advisor to the
Lakes District Health Board, a position
he has held for 10 years. Johan has a
longstanding commitment to child and
youth health and a strong interest in
the health status of Maori and reducing
health inequity in New Zealand.

Catherine
Yelland is a
geriatrician
and general
physician
at Princess
Alexandra
Hospital in
Brisbane. She
previously
worked in
Geriatric Medicine at Newcastle upon
Tyne in England, at Royal Brisbane
Hospital where she spent 12 years as
Director of Geriatric Medicine and at The
Prince Charles Hospital.

John is a past president of the Thoracic
Society of Australia and New Zealand.
Previous positions in the College include
Chair of the Specialties Board, President
of the Adult Medicine Division
and Chair of the College Policy &
Advocacy Committee.

He has served as Chair of the New
Zealand Paediatrics & Child Health
Division Committee, and has been
an active member of the Paediatric
Written Examination Committee and a
clinical examiner. He established with
colleagues, and chaired, the original
Specialist Advisory Committee for General
Paediatrics NZ.

Leslie E Bolitho
RACP President-Elect

Michael Hooper
RACP Honorary Treasurer

Leslie Bolitho
AM is a
Consultant
Physician
in Internal
Medicine
and has been
practising in
Wangaratta,
north-east
Victoria,
since receiving his FRACP in 1983.

Michael Hooper
is Clinical
Associate
Professor in the
Department
of Medicine at
the University
of Sydney,
Area Head of
the Bone and
Mineral Stream
in Endocrinology in the Sydney South
West Area Health Service and Director of
Diagnostic Endocrinology at RPAH.

Les has been involved with the RACP
as a Council member (2001–2003)
and Board member (2005–2008). He
was elected as a member of the Adult
Medicine Division Council 2005–2010
and has been involved in various rural
health committees within the College.
He has also served on various state health
department committees.
Les received the 2005 RACP Medal for
Outstanding Service to Rural and Remote
Areas and in 2010 was awarded Member
of the Order of Australia for services to
rural medicine and education.
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Michael has been involved in College and
Specialty Society activities for many years.
He has served as President of the Adult
Medicine Division of the RACP, Honorary
Treasurer, member of the Board, Chair of
the Finance Committee and Chair of the
Specialty Societies Working Party.

Catherine joined the Board in July 2009.
In 2006 she took on her first RACP role
as a member of the Specialties Board,
now the Adult Medicine Division Council.
She currently chairs the AMD Program
Committee for the 2011 Congress in
Darwin.
This year, Catherine completes 10 years
on the Federal Council of the Australian
and New Zealand Society for Geriatric
Medicine, including the positions of
secretary and president. She also teaches
medical students and both Basic and
Advanced Trainees.
Alasdair MacDonald
President-Elect, Adult Medicine Division
Alasdair
MacDonald
comes to
the role of
President-Elect
of the Adult
Medicine
Division of the
RACP with a
background
as a physician
spanning a wide range of general medical
practice. His public appointments include
inaugural Director of the Launceston
General Hospital Stroke Unit and, since
late 2007, Director of Medicine.
At the College, Alasdair serves on the
Workforce and Quality committees, as
well as having significant involvement
in physician training and as a member
of the National Examining Panel. He
has spent two years as a member of the
Adult Medicine Division Council and its
executive committee.

Alasdair has just completed 2½ years as
President of the Internal Medicine Society
of Australia and New Zealand.
John O’Donnell
President-Elect
Adult Medicine Division NZ
Since 1989,
John O’Donnell
has held the
position of
clinical and
laboratory
immunologist
and general
physician with
the Canterbury
District Health
Board. His research interests include the
intra-articular immune response and
pharmacological treatment of rheumatoid
arthritis and the laboratory diagnosis
and epidemiology of primary necrotising
vasculitides.
John has been a clinical examiner for the
RACP since 1996. He has chaired the
RACP Clinical Examination Committee
(NZ) since 2006 and is a current member
of the Joint Divisional Assessment
Subcommittee, the Assessment Expert
Advisory Group, the OTP Committee
(NZ) and a number of Specialist Advisory
Committees.
Julie McGaughran
Adult Medicine Division Representative
to the College Board
Julie
McGaughran
is a clinical
geneticist who
trained in the
UK. She worked
as a specialist
at the Northern
Regional
Genetic
Service in
Auckland before moving to Genetic
Health Queensland (GHQ) in 2001. She
is Director of GHQ. Her main clinical
interests are dysmorphology, ethical
and legal issues in clinical genetics and
cardiac genetics. She is keen to develop
‘mainstreaming’ of clinical genetics within
all branches of medicine.
She has served on the Council of the
Human Genetics Society of Australasia

since 2001 and has been Chair of its
Ethics and Social Issues Committee,
the Australasian Association of Clinical
Geneticists and of the Queensland branch
of the Society. She has been President
of the Society since 2009. Julie has been
a member of the RACP Adult Medicine
Division Council since 2008.
John Wilson
Adult Medicine Division Representative
to the College Board

Planning and Reform for the Child and
Adolescent Health Service and Clinical
Co-Lead of the New Children’s Hospital
Project.
Gervase has served twice on the RACP
Paediatrics & Child Health Divisional
Council and is a previous chairman of
the RACP WA State Committee and
WA Paediatric Sub-committee. He is a
trainee supervisor and has been an RACP
examiner.

John Wilson
joined the
Department
of Respiratory
Medicine at
The Alfred
Hospital
Melbourne as
Respiratory
Physician
and Head of
the Cystic Fibrosis Service in 1990. In
this role he has received DHS Centre of
Excellence, NHMRC and ARC funding, as
well as service achievement awards. He is
responsible for the treatment of patients
with different lung disorders, including
cystic fibrosis, asthma and pneumonia.
His research interests include stem cell
therapies, the application of electronic
health records to medical systems and
new pharmacological treatments in
lung disease.

Susan Moloney
President-Elect, Paediatrics & Child
Health Division

He has been elected to the Council of the
RACP on three occasions and was Chair of
the Victorian State Committee from 1999
to 2006. He is currently Chair of the Adult
Medicine Division Education Committee
and a member of the Adult Medicine
Division Council.

She is currently the paediatric
representative on the Queensland Clinical
Services Capability Framework Executive
Steering Committee and an overseas
volunteer for Operation SMILE.

Gervase Chaney
President, Paediatrics & Child Health
Division
Gervase Chaney
is a general
paediatrician
at Princess
Margaret
Hospital for
Children in
Perth. His
clinical work
is with the
Department
of Paediatric and Adolescent Medicine.
His other roles are Director of Clinical

Susan Moloney is a
general paediatrician
and is currently
Director of Paediatrics
at the Gold Coast
Hospital, a position
she has held for
10 years.
Susan has held a
number of roles within
the College. She served
on the RACP Council in 2000 and was
a member of the Paediatric and Child
Health Divisional Committee 2001–2008.
She also served as Honorary Secretary/
Treasurer of the Queensland State
Committee from 2004 to 2010, and was
a member of the National Examination
Panel in 2009.

Robin Chase
President, Australasian Faculty of
Occupational & Environmental Medicine
Robin Chase
is an Adelaide
University
graduate who
practised in
Sydney for 25
years, with the
exception of
two years at the
Royal Adelaide
Hospital as
an Occupational Health Registrar. He
gained a Fellowship of the College of
Occupational Medicine in 1990 and
is a Foundation Fellow of the Faculty
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of Occupational and Environmental
Medicine. He has taught at the University
of NSW and the University of South
Australia. Since 2007 he has worked in
private practice in Adelaide.
His appointment coincides with the
launch of the Faculty’s ground-breaking
position paper, ‘Realising the health
benefits of work’, in Sydney
and Auckland.
Leena Gupta
President, Australasian Faculty of Public
Health Medicine
Leena Gupta
is a Senior
Staff Specialist,
Public Health,
Sydney South
West Area
Health Service
(SSWAHS). Prior
to this, she was
Director, Public
Health, and
Medical Officer of Health, SSWAHS, for
11 years. She has an Adjunct Academic
appointment at the University of Notre
Dame, Sydney Medical School, and
a clinical appointment at Sydney
Medical School.
Leena has served in a range of AFPHM
roles since 1995, including positions
on the NSW Regional Committee
and AFPHM Council, as well as being
supervisor and mentor to many trainees.
She has also served on national and state
government committees, including the
NSW Ministerial Advisory Committee
on Hepatitis.
Kathleen McCarthy
President, Australasian Faculty of
Rehabilitation Medicine
Kathleen
McCarthy is a
rehabilitation
physician and
has worked at
the Westmead
Brain Injury
Unit for almost
20 years. Her
particular
interests are
community participation and managing
the behavioural challenges arising from
traumatic brain injury. She is an assessor
for the Motor Accident Authority and
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the Life Time Care and Support Scheme in
NSW and has served on several committees
for both authorities.
Kathleen was an inaugural councillor of
the Faculty when it joined RACP. She has
also served as Honorary Secretary of the
Faculty, Chair of the Faculty Policy and
Advocacy Committee and as PresidentElect of AFRM.
Geoffrey Laurence
Non-Fellow Board Member
Geoffrey
Laurence is
also a member
of the Finance
Committee
of both the
RACP and the
New Zealand
Executive of
the RACP.
He brings to
these positions 30 years of business,
funds management and not-for-profit
experience.
Since 1993, Geoffrey has been the
founding and senior partner in several
successful low-key private investment
companies operating from offices in
Auckland and Wellington. He established
the first company to own and manage a
large supermarket real estate portfolio.
For the past 13 years, the companies
have also been active investors in public
companies listed on stock markets
throughout the English-speaking world.
As principal investment officer, Geoffrey
spends considerable time on research and
analysis of macroeconomics, industries and
individual companies.
Lloyd Nash
Chair, College Trainees’ Committee
Lloyd Nash
returns to the
RACP Board
in his second
incarnation as
Chair of the
College Trainees’
Committee
after a hiatus
travelling and
working in
remote Australia and Antarctica. He also
serves on the Workforce Expert Advisory
Group of the RACP.

Lloyd is a Melbourne-based Infectious
Diseases Registrar, dual training in General
Medicine. He is training full time while
completing a Master of Public Health
part time.
During his time as Director of the RACP,
he hopes to work towards increasing the
College’s global health consciousness,
establishing pathways for trainees to work
and train in alternative settings such as
rural and remote Indigenous communities
and other less developed countries. This
will involve a renewed focus on flexibility
across all the College’s training programs
to ensure trainees can live, work, study
and learn at a time and place that
suits them.
Joshua Francis
College Trainees’ Committee
Joshua Francis
is a paediatric
trainee based
in Brisbane.
He has worked
in both of
the teaching
children’s
hospitals in
Brisbane and is
currently in a
registrar position at the Mater Children’s
Paediatric Intensive Care Unit. His future
plans involve pursuing training in General
Paediatrics and Infectious Diseases, with
a focus on regional and Indigenous
paediatric practice.
Josh joined the College Trainees’
Committee in 2008 as the paediatric
trainee representative for Queensland
and was appointed Co-chair of the
Committee at the end of 2009. He has
also been a member of the Accreditation
Expert Advisory Group and currently
sits on the Paediatric & Child Health
Divisional Council.
Josh has an active interest in traineerelated issues and is passionate about
optimising both the experience and the
impact of trainees within the College.

CHANGES INSPIRED BY
THE POMEGRANATE

T

he pomegranate was the
inspiration for the architects’
design of the now completed
refurbishment of the College’s
office in New Zealand. Some may recall
that in his history of the Royal Australasian
College of Physicians, Ronald Winton
(1988) describes the pomegranate as
the central symbol of the College. In
explanation, he refers to an item of
correspondence sent in 1938 to the
College by the Rouge Dragon Pursuivant
of Arms who designed the College’s
Coat of Arms:
The Arms … are based on those granted in
1546 to the Royal College of Physicians of
London. At the top of the shield the healing
rays of the Sun are shown issuing from the
Clouds … The pomegranate, which also
appears in the Arms of the Royal College of
Physicians of London is thus described by
Guillim in his “Display of Heraldry”, 1664:“This fruit is holden to be of profitable use
in Physick, for the qualifying and allaying
of the scorching heat of burning agues, for
which end the juice therof is reckoned to
have a very soveraigne vertue.
So it is that the pomegranate, with its
deep crimson red skin and seeds and
bright green leaves has provided the
palate of colours for the walls, floor and
desks in the College’s Wellington office.
The College owns four floors of 99 The
Terrace in Wellington and has refurbished
three of these, which the College currently
occupies. (The third floor has, until very
recently, been leased to the Medical
Research Institute of New Zealand.) Until
completion of the refurbishment, the
separate small offices on each floor had
little natural light and in the summer
were hot, and in winter heaters were
a common sight at each workstation.
Furnishings were old and tired and the
College’s computer server languished in
a stationery room with two fans going
constantly to avert the risk of overheating.
Fellows or trainees visiting the College
office could meet only in the single
boardroom or with staff at their desks.
Now, visitors to the College are able to
use either the full boardroom, expanded
to the entire length of the fourth floor,
or one of the two smaller rooms created
when the larger room is divided off with
a soundproof dividing wall. This area,
as well as all other parts of the College
office, also has provision for wireless
communication and all floors are fully
air-conditioned. There is a library space for
review of College historical items and also

RACP NZ reception, Level 4, 99 The Terrace.

Refurbished staff room on Level 5.

a smaller space for one-on-one meetings.
The fourth floor also has full kitchen
facilities, which will ensure ease of catering
for small and larger groups at the College.

of staff desks, facilitates the staff working
closely together. A separate small office
space is provided for meetings and
there is a smaller printing room on this
floor also.

On the fifth floor, the College’s server rack
is located in a purpose-built, fully heatcontrolled room with provision for storage
of computing hardware. Information
Technology and Finance departments
are located on this floor. In addition, the
fifth floor has a large printing, copying
and stationery room designed for the
compilation of large agendas and
document preparation. Further along the
floor, staff now have a comfortable seating
and kitchen area and access to shower,
toilet and care facilities, designed also to
cater for people with disabilities.

New open-plan working space for staff, Level 6.

Renovated staff working spaces on Level 6.

The sixth floor, with its large full windows,
is dedicated to Training and Assessment
staff and those staff working in Policy,
Advocacy and Communications and with
Specialty Societies. As in all other floors,
the flooring plan design is principally open
plan. However, an oval suspended ceiling
over each group of desks gives a sense of
separation and contributes an element of
sound reduction in each work area. The
flooring design, coupled with the placing

Throughout the majority of the
office, there is soft tan carpet with a
pomegranate-coloured stripe running
through. However, in the reception area
there is a timber floor, to reduce the
impact of wear, as well as a dedicated
reception desk. Care has been taken to
keep sustainability in mind so that the airconditioning draws fresh air from outside,
windows are double-glazed, blinds trap
hot air against the glass, and light bulbs
are energy efficient. With the College’s
flags in place, and soon, RACP in letters
on the wall, there is now a welcoming and
professional environment in Wellington
that invites all Fellows and trainees of
all parts of the College to visit. We hope
you will and look forward to providing
full and efficient support to you and your
colleagues when you do.
Dr Ruth Anderson
NZ Manager
The Royal Australasian
College of Physicians
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OBLIGATIONS OF MEMBERSHIP

R

ecent media reports in New
Zealand made reference to
a specialist who had been
convicted of a number of
offences and granted permanent name
suppression. While the College has no
knowledge of the nature of the convicted
person’s profession, this instance serves
as a salutary reminder to us all of the
obligations that we have as members
of the Royal Australasian College of
Physicians.
The Constitution of the College refers
to eight Objects. Two of these have
particular relevance when considering
our behaviour both in the context of our
workplaces and in the wider communities
in which we live. The first says that the
Object of the College is ‘to promote the
highest quality medical care and patient
safety through education, training and
assessment’ (Clause 1.1.1). The second
refers to the responsibility of members
‘to maintain professional standards
and ethics among physicians through
continuing professional development
and other activities’ (Clause 1.1.3). In
short, physicians who are members of
the College have an obligation under
the Constitution to promote the highest
quality of medical care and patient safety
and to maintain professional standards
and ethics.
Following from the Objects of the College,
the Constitution further states that a
Fellow will automatically cease to be
a member:

(a) if his or her registration as a medical
practitioner of a State or Territory of
Australia or of New Zealand or of some
other country or State is suspended
or terminated by the relevant medical
registration authority, on the grounds
of malpractice, misconduct, unethical
behaviour or similar grounds; or
(b) if he or she be found by two thirds
majority of Board to have conducted himor herself or practised in such a manner
that such conduct or practice is deemed
prejudicial to the interests of the College
or unbecoming of a Fellow of the College
(Clause 4.1.1)
Other reasons for automatic termination
include written resignation or failure to
pay an annual subscription or meet other
outstanding financial obligations to the
College.

I do urge members to note that the
preceding paragraphs signal that under
the Constitution all members are bound
to act in accordance with the Objects
of the College. In the event that they
are convicted of any criminal offence,
the Board, representing all Fellows and
trainees, expects the member concerned
to formally notify the College of the
conviction, by written communication to
the College President. The Constitution
(Clause 4.2.3) sets out the conditions
of the Board’s decisions in regard to a
member who has acted in contravention
of the Constitution.

(d) is found guilty by a Court of an
indictable offence; or

Clearly it is our fervent hope that there
will be no occasions when the Board
will need to invoke those clauses of the
Constitution which enable termination
of membership. But the Board does itself
have an obligation to uphold the values
of the College and must strive to maintain
the standing, respect and credibility that
the College has in the community. For
these reasons, the Board will meet its
Constitutional obligations. However, the
very best way forward would be for all
Fellows and trainees to work together to
support each other and other colleagues
to ensure that there is no likelihood that
the professional commitment that we
share to high-quality medical practice and
care is not compromised in the future. In
anticipation, I thank you for your support
in this.

(e) ceases to be a member under clause 3.2.
(Clause 4.2.1)

John Kolbe
President

In addition, the Board may at any time
terminate the membership of a member if
the member:
(a) ceases to be eligible for admission to
membership of the College;
(b) refuses or neglects to comply with the
provision of this [the] Constitution or any
applicable By-Law made by the Board;
(c) has any condition or restriction imposed
on his or her right to practise by an
Authority;

A CHALLENGE FOR AUSTRALIA & NEW ZEALAND
The 29 May issue of The Lancet published
the randomised heroin trial completed
in supervised injecting rooms across
the UK: ‘Supervised injectable heroin or
injectable methadone versus optimised
oral methadone as treatment for chronic
heroin addicts in England after persistent
failure in orthodox treatment (RIOTT): a
randomised trial’.

all heroin doses were given under strict
supervision in clinics that were open
365 days per year for the treatment of
the most entrenched heroin addicts.6
What was found when countries took a
predominantly health and social approach
to heroin use, as in Switzerland7, was that
health, social and economic problems
rapidly declined.

The trial focused on ‘treatment refractory’
people with severe dependence as
this group is likely to account for a
disproportionate share of the problems
associated with heroin use. This heroin
trial used a different approach from
previous trials completed in Switzerland1,
the Netherlands2, Spain3, Germany4 and
Canada5, which used a fully supervised
approach to heroin treatment, in which

The challenge is now for Australia and
New Zealand to follow on from these
good results.
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Year of the Trainee

THE VINE
COLLEGE TRAINEES’ COMMITTEE NEWS
Trainees – a poorly utilised resource in quality and safety

T

rainees
are very
focused
and
dedicated to
achieving their
learning and
training goals.
However, in
the face of the
highly technical
evidence-based
Dr Nada Hamad
information
we are asked to process and apply to
daily clinical practice, the term ‘quality
and safety’ seems very nebulous. At the
same time, from a trainee’s perspective,
the statistics of morbidity and mortality
associated with hospital medical errors are
alarming and disillusioning.
As a dual RACP and Royal College
of Pathologists of Australasia (RCPA)
Haematology trainee, I have discovered
that there are areas in medicine that are
highly dependent on rigorous assessment
of quality and thrive on continuous
improvement of common daily practice.
A laboratory has to constantly internally
assess its reliability in providing accurate
and reproducible results so that clinicians
can confidently manage patients.
Surgeons often use self-audit tools to
monitor the outcomes of their practice.
Many physicians use similar tools to
monitor the outcomes of subgroups
of patients in their care. In fact, quality
and safety is highlighted in the RACP
professional qualities curriculum. It only
makes sense, then, to try and ensure that
in the process of delivering medical care
we do no harm. This is instinctive, but
difficult to address in our increasingly
complex health delivery systems.

Trainees know where
the inefficiencies and
obstacles to optimal
patient care lie in our
… hospital systems.
Unfortunately, they
are not empowered
to capitalise on this
valuable knowledge.

The current physician training
environment is not conducive to learning
clinical quality improvement tools and
strategies as these are not examinable
or easily assessable. This is a great loss
to hospital systems as physician trainees
are integral to the process of patient
care quality and safety improvement.
Trainees are in a strategically key position
to identify institutional system flaws and
local clinical practice issues that could
negatively affect patient care. Trainees
have more intimate knowledge of the
hospital patient’s journey and the logistics
involved in delivery of patient care. They
also have a close working relationship
with allied health professionals in contact
with patients. Furthermore, trainees
are exposed to different hospitals and
medical teams and are therefore able to
compare and contrast different models of
patient care delivery in a very short period
of time. This broad as well as detailed
perspective of the systems involved in
patient care delivery is both unique to
trainees and incredibly valuable. Also,
successful implementation of clinical
improvement strategies often requires the
cooperation of trainees.

It will take senior
clinician leadership
as well as trainees
taking initiative
to make the most
of this valuable
resource.

Ultimately, trainees are a poorly utilised
resource in quality and safety improvement
of patient care delivery. It will take senior
clinician leadership as well as trainees
taking initiative to make the most of
this valuable resource. Trainees have to
seek out opportunities to be involved in
their hospitals’ local Quality and Safety
Committees. They have to prioritise critical
incident or adverse event reporting. They
have to be inquisitive and learn how their
hospitals work at an executive level so
they can feed back to those responsible for
system change.
I would encourage all trainees to get
involved in quality and safety because
successfully implementing a clinical
practice improvement plan can be
incredibly rewarding. The patient outcome
benefits are often tangible and last for
the life cycle of the specific intervention
implemented. To have a hand in reducing
the morbidity or mortality intrinsic to
hospital care delivery is a highly rewarding
and satisfying achievement that could end
up being the highlight of one’s training, if
not one’s career.
To contact the Quality Expert Advisory
Group, please email quality@racp.edu.au.
Nada Hamad
Advanced Trainee
Member of the Quality
Expert Advisory Group

It is not uncommon for trainees to
exchange anecdotes about critical
incidents, near misses and medical errors.
The most common conclusion to these
discussions is acknowledgement of system
errors and ‘how it could have all been
avoided’.
Trainees also know where the
inefficiencies and obstacles to optimal
patient care lie in our incredibly complex
and resource limited hospital systems.
Unfortunately, they are not empowered
to capitalise on this valuable knowledge.
There are limited avenues for trainees to
get involved in quality and safety and
most trainees are not aware of how to
get involved.
RACP News June 2010
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Top 10 tips for the
clinical exam
Reliving this time of year can be quite
traumatic for the vast majority of
Advanced Trainees and Fellows. Some
people have recurring nightmares of
waking up, the day of the big exam,
feeling underprepared. Stomachs churn
at the sight of the complex neurological
case. As a bunch of seasoned survivors,
we have prepared a list of essential
ingredients to help you endure trench
warfare, in the lead-up to the Big Day.
1. Buy your bag and equipment and use
it as much as possible between now and
the exam. Wear clothes for the exam that
are comfortable and smart.
2. Short cases are each worth 7 points,
whereas each long case is worth 21
points. You need 40/70 to pass (2 longs
and 4 shorts—you do the sums).
3. Visualise and mentally prepare for
each main type of short case—know the
common exams like the back of your
hand. Cardiac, respiratory, GI, neurology.
Know the equipment you need for each
scenario and practise, practise, practise.
4. Perfect your short case timing. Practise
on your teddy (for kiddy doctors) and
your partner. Time it.
5. Stick to timing in your long case
preparations. Do them within the hour
and try to present them as freshly as
possible.
6. Don’t be unnerved by ‘unusual’ short
case items. The nutritional assessment is
just like the gastrointestinal exam, with a
few extra phrases and vitamin additions.
Practise the cases that scare you, as they
will prepare you for the real thing. Ask
about what cases have appeared in the
last few years at your exam hospital—it
might help you out!
7. Have a study buddy to do short case
preparation with. Find a friend or buddy
to talk through common threads for the
long case. Give honest feedback.
8. In the long case, ‘own’ your patient.
In paeds, know how the family copes
beyond just the medical speak. What
does ‘a day in the life of’ this family really
mean? ‘Show me the money’ aka
Jerry Maguire.
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The Dean’s Welcome Meetings

W

hat is an LNAT? No, it is not
a new species of insect, nor
a new additive to moisturiser
promising younger looking
skin. It is one of the new initiatives that
come as part of the PREP (Physician
Readiness for Expert Practice) program
which is being rolled out by the RACP.
This program represents a fundamental
change in the way the College provides
education to its trainees and was the
subject of the Dean’s Welcome Meetings
throughout the region.
The Dean’s Welcome Meetings were met
with a warm reception in all centres and
educated us on all the new acronyms the
College has to offer: PREP, Mini-CEX, LNAT
and SIAT. Food and wine was provided as
well as informative sessions on the PREP
program and how to navigate the Basic
Training Portal. Trainees and Fellows in
Australia also had the opportunity to meet
the Medical Education Officer in their
region who will be a great resource in
terms of interface with the College and
providing support for trainees in matters
of education and the PREP program.
With all the new PREP initiatives, trainees
will take more responsibility for their own
learning, so remember to PREP yourself
and PREP your boss!

New Zealand
New Zealand members were fortunate
in having the Dean’s Welcome Meetings
extended to their locale for the first time.
Locations included Auckland, Hamilton,
Wellington, Christchurch and Dunedin,
and the meetings generated significant
interest from both trainees and Fellows.

Professor Kevin Forsyth

Dr Justin Beardsley and Professor John Kolbe

College Dean Professor Kevin Forsyth
received enthusiasm and support from
College President-Elect Professor John
Kolbe, New Zealand President Dr Geoff
Robinson and a number of staff, including
New Zealand Manager Dr Ruth Anderson
and Jane Moginie, SEO Training and
Assessment (NZ).
PREP is an exciting new initiative of the
College, and members are encouraged
to get involved with these changes as the
College launches into the new decade.
The feedback and discussion to date have
been encouraging and we look forward
to working more closely with our
members when we launch PREP for
Advanced Training in 2011.
Please contact the College office if
you require a copy of the PREP
information pack.

Are you getting paid?

T

he Trainees’ Committee has
been made aware that many
Advanced Trainees, mainly in
Paediatrics, are not being paid
their award rates. Currently, there
are approximately 70–80 trainees
throughout Australia that we are aware
of who are not paid as per their state
award. This includes non-payment
of penalty rates for evening or night
shifts and paid overtime. A number of
paediatric training positions are funded
through research grants or charity
donations. While these donations
and grants are warmly welcomed,
they do not allow for the provision

of clinical work or overtime or on-call
commitments and do not meet the
salary set out by the award.
There are a number of concerns relating
to trainees’ wellbeing given these
scenarios. Many of these trainees are
asked to sign a contract which is in
direct contradiction to the hours and
duties performed. Trainees often feel
that they cannot speak up to their
individual departments regarding such
issues as this may adversely affect their
training in the future. In one hospital
a trainee was informed that ‘none of
the other fellows have been concerned’
and the matter was laid to rest. This is

Top 10 tips for the
clinical exam (cont.)
9. De-stress and de-frazzle just prior to
the exam. Get to the exam with plenty of
time to spare. A day in advance, to scope
out the venue, is perfect. Treat yourself to
a massage and proper sleep just before
the exam—you can’t cram for this one.
10. On the day, be mentally strong. If you
feel like you’ve ‘bombed’ the previous
case, put it behind you. You must not let
it affect your next cases. Often the cases
you thought were your worst end up
being some of your best.
On behalf of the College Trainees’
Committee, we wish you the best of luck
for this important exam. Once it’s over,
be sure to celebrate and rediscover a life
beyond the borders of the hospital. You
deserve it.

eVine
The eVine is the College Trainees’
Committee communiqué which is sent
to all trainees of the College. It has
information about training matters and
lets you know what your CTC is up to.
Look out for it in your inbox, and if you
aren’t receiving the eVine let us know at
traineescommittee@racp.edu.au.

certainly a disadvantageous position for
any trainee to be in.
Those trainees who are their family’s
sole income provider may have to
supplement their income in alternative
ways. Many trainees in this situation
have turned to working part time in a
training position and taking up locum
work in order to sustain their family’s
income. This has negative impacts upon
the overall workforce, in terms of both
staff availability and trainee morale.
For the trainee, having to work part
time or take on extra shifts in order to
supplement their income means that
training is adversely affected either by
lengthening the time to complete their

training or becoming tired and stressed
from overextending themselves. This
also allows less time for designated
training activities such as literature
reviews, case studies and project work.
While it is not our intention for the
College to resolve these financial issues,
we believe that the College should
canvas support from the training
hospitals to honour their commitments
to trainees.
If you are in a ‘soft funded’
training position and want to
have your say, please contact us at
traineescommittee@racp.edu.au.
Nadine Sharples and Jemma Anderson

Answering your concerns on
Advanced Trainee Selection and Matching

M

ost trainees would be aware
that for the past three years
the RACP has facilitated
‘matching’ for trainees
with positions in specialty training
programs. The number of advanced
training positions entering the match
has increased and the process has been
designed to ensure that the trainee has
the fairest chance of receiving a position
in their chosen specialty. However,
some issues were raised by trainees
and hospitals after the 2009 match
occurred.
The issues mainly related to technical
difficulties with the website, and some
confusion over the terms used. The
computer software program for 2010
has been updated to ensure ease of
use for trainees. There will be the
allowance once again to preference
across specialties and states, and it is
envisaged that CVs will be able to be
uploaded in a specialty specific manner.
Some trainees stated that they had
not received email acknowledgement
of their application, while other
trainees received duplicate email
responses. While every effort is made
by the College to ensure appropriate
correspondence occurs, it remains the
responsibility of the trainee to ensure
their contact details and those of the
referees are correct, to allow for the
smoothest transfer of information.
The match remains the most equitable
way of ensuring trainees are matched
with their most preferred available
position; however, concern remains
from trainees and employers alike
that they will not be matched with a

suitable candidate. It is important to
reinforce to trainees that the chances
of being matched highly depends on
your application, and also your making
personal contact with the heads of
departments where you wish to apply.
Trainees must only apply for positions
that they will accept.
Trainees have also raised concerns
about privacy and heads of departments
knowing where the trainee has
ranked their hospital, fearing this may
jeopardise their interview and matching
process. The College remains in favour
of ensuring hospitals are unaware of
the trainee’s preferences to ensure that
the interview process remains fair and
transparent, but Heads of Department
will be allowed to see which trainees
have applied for their positions, so they
can offer an interview.
Trainees will also be pleased to hear that
the match will be run on a weekday
and so they will not have to wait a long
period of time to discover whether they
have been successful in the match. If
successful in the matching process,
the trainee is expected to accept the
position. The success of the computer
match is reliant on this process, and it
undermines the integrity of the process
if a trainee declines a position after
previously accepting one.
If trainees have any concerns or further
questions regarding the Advanced
Trainee Selection and Matching process,
please contact Dr Nadine Sharples
<sharplesnadine@hotmail.com> or Dr
Lloyd Nash <traineescommittee@racp.
edu.au> for further information.
Nadine Sharples
RACP News June 2010
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USING WEB-BASED
VIDEO CONFERENCING

T

o complement our current use
of video conferencing (VC)
for meetings and training, the
College has adopted a Web-based
Video Conferencing (WVC) system. This
additional system allows us to avoid some of
the drawbacks of traditional VC technology
and provide services in otherwise
unreachable situations.
We sought more flexible arrangements
to satisfy the goal of increasing member
participation, while reducing the cost
and time involved. WVC, facilitated by
user organised groups of our Fellows and
Secretariat, has broken down significant
barriers to communication that could not
have been solved by traditional
VC systems.
One of the most significant advantages
has been removing the need to book
special equipment and qualified staff time
to coordinate meetings. This provides
immediacy to remote face-to-face
communications akin to just picking up the
phone.
Removing the need for travel to get to
a hospital with a traditional room-based
VC system extends remote face-to-face
experience to those who would normally
only be able to participate by teleconference.

The system
The system was selected for its high
resolution video and its ability to work
consistently over standard internet links
without requiring the dedicated links used
with traditional video conferencing.
It consists of three main parts:
•

The Central Vidyo Servers installed
at the College in Sydney coordinate
the distribution of video and audio to
meeting participants.

•

The Vidyo Desktop conferencing
application is installed and runs on
your PC or Mac. This does the actual
transfer of the video and audio to and
from your computer and the central
equipment maintained at the College.

•

The Attend Anywhere Portal acts as
a Meetings Management layer and
provides key functionality missing from
the core conferencing application,
such as User Account Management,
Self Registration, Group Membership,
Meeting Scheduling and Invitations.

Using the system
Using the system requires a recent PC or
Mac computer and the same basic skills as
needed to browse the web or use email.
So you need to be comfortable using PCbased systems. Alternatively, you can seek
help from a tech savvy family member or
workplace IT support person.
32
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The additional equipment required to
participate in meetings is a USB WebCam/
Microphone and a set of headphones. We
recommend the Logitech Quick Cam Pro
9000 camera. These are available for around
$130. If you will be attending meetings
frequently, speak to your Committee
Executive Officer to request the College
supply a Webcam. Headphones as used with
iPods and other personal audio players are
suitable.
The WVC system works better in some
environments than others. You can use it
from a work office, home office or meeting
room, but it is important to get each place
set up correctly. Just because it functions
well from home does not necessarily mean
you will be able to use it at work without
initial assistance.
Most hospitals and Area Health Services
have employed specialists to coordinate and
support the traditional video conferencing
equipment and network. They are
responsible when you use the existing
room-based facilities. When you first use
your desktop PC for WVC the request for
installation and operation for the meeting
is coordinated by you, the user. This may
involve special permission to install the
Webcam and load the Vidyo Desktop
software. Adjustments to internet firewall
rules may also be required. The RACP
President has asked State Health CEOs/CIOs
to support you in making these requests of
your IT support. After initial set-up, control
to attend scheduled meetings from your
desktop, or meeting room, is in your hands.
Often in hospital environments strict policies
are in place to control use of internet
bandwidth or unauthorised applications. In
some environments we have not been able
to gain authorisation for the use of RACP
WVC. In these cases, meetings run via WVC
can be extended to connect to traditional
video conference room equipment. Your
event coordinator will be able to make the
arrangements for this connection with your
site VC coordinator.
The WVC system requires, on average,
internet bandwidth of 1200kbps downlink
and 640kbps uplink. The College covers the
cost of the internet bandwidth at the server
end. You, or your employer, will incur the
expense for the internet bandwidth at your
end. While this is higher than for traditional
video conferencing systems due to increased
quality, the internet download usage would
only be around 540MBytes for a one-hour
meeting. This is well within most medium
range ISP plan download caps. Bandwidth
usage can be limited by selecting Low
Bandwidth in the Video options in the Vidyo
Desktop software.

Getting ready
for meetings
Meetings via WVC are coordinated and
supported by the RACP Events and Meetings
team. You will be contacted to organise a
session for initial set-up and testing. This will
involve using the Attend Anywhere portal
to create an account and be associated
with a group for the meetings you will be
attending. An invitation may be emailed to
you with a link to webpages which can step
you through both these operations. A short
test meeting will be organised and you will
be given basic instructions for use of the
software.
We recommend that you carry out a
test before each meeting as you may be
working in a different location or using the
system from home, or conditions on your
equipment may have changed. This
will ensure that we are aware of any
limitations and can provide technical
support and advice on rectification
or suggest alternative attendance
arrangements.
At the beginning of the meeting it is
important to have the right audio input
(microphone) and output (headphones)
selected to ensure clear audio experience. It
is also very helpful to mute the microphone
unless you are speaking. Mute status
is indicated by a pink highlight on the
Microphone Icon.
Audio echo can be a problem, so
headphones are required to stop voices from
other participants echoing back through
your microphone. Echo Cancellation is a
selectable option in the software, but this
will reduce the quality of the audio you
experience.
Several people participating in a room
with a single computer will need a special
echo cancelling speaker microphone and
a larger screen. Contact your Committee
Executive Officer to request allocation of this
microphone.

Conducting meetings
Like other conference calls, the meetings
need to be chaired in a special way and
specific conventions are required to get
the attention of the meeting chairperson.
The meeting producer will introduce these
conventions at the start of the meeting.
The display of meeting participants is
dynamic and will change to follow the
flow of the meeting. The current speaker
is always displayed and normally the last
few to have spoken. In situations with low
bandwidth or older computers, only the
active speaker may be shown. So when you
speak your video will always be presented to
the other video participants.

Preparing to use WVC
for College meetings

•

Read the help material sent with
your invitation and the How to
Participate Guide.

•

•

Promptly attend to any email
communications including Group and
Meeting invitations.

•

Ensure your Webcam software is
installed before initial set-up and
testing of the WVC.

•

Ensure that you keep a record of the
User Name and Password used when
you created your Attend Anywhere
account.

•

Ensure your Webcam and headphones
are available and connected for the
meeting.

•

Always attempt to join the meeting
early to allow rectification of any
unexpected issues.

We suggest trying to get set up for WVC at
home first so you can become familiar with
the use of the software. This helps you to
be better able to inform your workplace IT
support when asking to get set up in the
office. Webcams are quite portable and
easily disconnected and reconnected at
work/home.

•

Request help from your workplace IT
support in plenty of time for initial setup and testing.

•

Mute your microphone at the
beginning of every meeting until you
are ready to speak.

Listen carefully to and follow
instructions from the Events Producer
and Meeting Chair.

Contact RACP Web Support by phone on
02 9256 9690 or email web-support@racp.
edu.au if you experience difficulties, or to
give additional background information to
your IT support staff.

ADVANCED TRAINEE SELECTION AND
MATCHING FOR SPECIALTIES

I

n 2010, the RACP will again be
facilitating the Coordinated Selection of
Advanced Trainees for some specialties.
The specialties/states involved in this
year’s Advanced Trainee Selection and
Matching (ATSM) process are listed below.
This year there will be five matches
conducted; details of these and important
dates are listed in Table 1. Specialties/states
that are not listed are not participating in
the College’s matching process. Trainees
wishing to apply to those specialties/states
should contact the heads of department of
the relevant specialties at individual hospitals
they wish to apply to directly.

Table 1 Matches involved in
ATSM process and key dates
Gastroenterology Vic/Tas & NSW/ACT
Continuing Trainees
Applications Open: 14 June 2010
Applications Close: 25 June 2010
Match:       2 July 2010

Table 2 Specialties involved in the
Multi-Specialty Match for positions
commencing in 2011
Cardiology (VIC) (first year positions)
Cardiology (NSW) (first year positions)
Nephrology (VIC)
(first year and continuing positions)
Medical Oncology (VIC)
(first year and continuing positions)
Respiratory and Sleep Medicine (NSW)
(first year and continuing positions)

Rheumatology (SA)
(first year and continuing positions)
Rheumatology (VIC)
(first year and continuing positions)

Match result

Rheumatology (ACT/NSW)
(first year and continuing positions, TBC)

The results of the match/es for each
specialty will be released to the Specialty
Coordinator after the match has been
run. The coordinator will then release the
result to the Head of Department for each
position, before it is released to applicants.

Gastroenterology (NSW) (first year positions)
Gastroenterology (VIC/TAS) (first year positions)

Infectious Diseases Victoria
Continuing Trainees
Applications Open: 15 July 2010
Applications Close: 30 July 2010
Match:       12 August 2010

Gastroenterology (QLD) (first year positions)

Multi-Specialty Match
(see list of specialties in Table 2)
Applications Open: 15 July 2010
Applications Close: 16 August 2010
Match:       6 September 2010

It is important to begin the application
process as early as possible to save a lastminute rush after the exam results. You
can enter your personal information and
complete the online CV as soon as the
website opens, then apply for a match or
matches and enter your preferences once
you have received your results, to ensure a
stress-free application process.
Interview schedules are organised
independently by each specialty. For
information on interviews, please see the
RACP website or contact the Specialty
Society Group Coordinator directly.

Respiratory and Sleep Medicine (VIC)
(first year positions)

Respiratory and Sleep Victoria/Tasmania
Continuing Trainees
Applications Open: 12 July 2010
Applications Close: 15 July 2010
Match:       28 July 2010

Endocrinology Victoria/Tasmania First Year
and Continuing Trainees
Applications Open: 15 July 2010
Applications Close: 13 August 2010
Match:       20 August 2010

which they wish to be considered via the
NSW Health Health Jobs website: www.
health.nsw.gov.au/jobs/recruitment/jmo.asp.

Gastroenterology (SA) (first year positions)
Gastroenterology (WA) (first year positions)

Infectious Diseases (VIC) (first year positions)

Applying for positions
To apply for positions that are part of this
process go to the ‘My Advanced Training’
section of the website <www.racp.edu.au/
page/my-advanced-training> and follow the
process for applying for positions.

Further information
For more information on the ATSM process,
go to the RACP website at: www.racp.edu.
au/page/centralised-selection-of-trainees.
Coordinators of the Selection of
Advanced Trainees

To be considered for a position in NSW, all
applicants MUST apply to BOTH the RACP
website AND each training hospital for
RACP News June 2010
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WEALTHY BUT NOT HEALTHY: THE
ENVIRONMENTAL HEALTH OF SYDNEY
IN THE LATE 19TH CENTURY

Shirley Fitzgerald

O

ne of the observations that
politicians loved to make about
Australia in the 19th century
was that the death rate was
low. As indeed it was, for the times, as
measured against British and European
rates. And, it therefore followed, using
this as a crude measure of wellbeing,
that things were, as they said in the 19th
century, hunky dory.
In many 19th century mindsets,
urbanisation was a problem, cities were
problems, and death and urbanisation
were firmly linked together in many
minds. Not without reason, as cities
had, until some time into the industrial
revolution, been death traps in that the
death rates exceeded the birth rates,
and urban growth was only sustained by
constant in-migration from rural areas.
The real triumph of the 19th century
was to turn these statistics around, so
that urban growth became internally
sustainable. And the debates as to
what were the salient factors in this are
ongoing. Was it soap—‘Cleanliness is next
to Godliness’? Cheap cotton clothing
which could be washed? Advances in
basic education and medical knowledge?
Medical breakthroughs in understanding
of the way disease was transmitted?
Undoubtedly there were many
contributing factors.
But there is no contention over the claim
that high up the list of significant factors
were advances in urban engineering.
The great public works programs of the
second half of the 19th century that
delivered sewerage systems and clean
water supplies provide the heroic spine to
the story of the triumph of cities.
A second powerful story concerns the
measures taken to eradicate or minimise
the prevalence of slums—poor housing,
poor ventilation and poor nutrition,
all taken to be mixed up with poor
morals, inebriation, drug addiction and
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Housing in Turners Lane hidden behind Erskine Street, 1875, State Library of NSW.

criminality. Add to those factors a lack of
clean water and sewerage, and you have
the Dickensian vision of darkest urban
squalor. If you check out any website on
current urban issues that are plaguing
the poorer cities of the developing world
today, you will discover the same litany
of woes that were the focus of 19thcentury debates about European and
American urban slums—lack of space,
fresh air, crime, pollution, insecure and
contaminated water supplies, and so
on. But this is not the Sydney storyline.
‘Our story’ was not even an urban one.
This was a new society, replete with new
opportunities. People were healthy, the
colonies were generating a new kind of
man (and to a lesser extent woman)—
taller, stronger, healthier than their
cousins in the old world, with its cramped
conditions, its miserable weather and all
the weaknesses bred of generations of
urban living. Juxtaposed with this was
the new world of opportunity, where the
quintessential new man, as represented in
the literature and journalism of the time,
was a bushman or the wide open spaces,
and Australia was a masculine place,
where men strode the outback, shore the
wool, built the railways, and women were
few and far between.
You already know that I’m going to
demolish this vision, so let’s start by
looking at some basic statistics.
Firstly, Australia in the last decades of the
19th century was one of the most highly
urbanised countries in the world. The
bush may have been the muse, and the
bush poems and stories of Henry Lawson
and Banjo Patterson may have been the
cultural markers of the time, but the

reality was that more Australians were
urbanised than in any other country. A
related but separate relevant factor is that
Australia’s urban population was highly
concentrated. By 1900, both Sydney and
Melbourne had around half a million
people. This meant that Sydney was large
by world standards.
Turning our focus to Sydney’s health,
the first thing to observe is that this
was a question of great importance to
Sydneysiders at the time, and for what we
know about it we owe a debt to Timothy
Coghlan, later Sir Timothy Coghlan,
Australia’s first High Commissioner to
Britain for the new Commonwealth, but
in the decades preceding that, the NSW
Government statistician. His four-volume
Labour and industry in Australia gives a
careful overview of conditions in all the
colonies that scrupulously differentiate
rural from urban trends and realities.
In Sydney, as for the whole population,
the death rate was low in comparison with
Britain and Europe. This is to be expected
in a population with high levels of
immigration of young adults, and a small
tail of elderly people.
A great result, a healthy population? Not
really. Within an expected low overall rate
for the colony, the city and the suburbs
were faring much worse than the rest. And
because Sydney formed a large part of the
total population, comparisons with Britain
were not as good as might be intuitively
expected. In this so-called country of
opportunity, in some years crude death
rates for Sydney actually exceeded those
of British cities such as London and
Birmingham, though overall figures give a
somewhat lower proportion for NSW.

For the decade 1880–89 Coghlan
recorded a rate of 14.74 for NSW and
18.93 for Britain. In his words:
Considering the favourable environments
of the population of New South Wales, the
matter for surprise is not that the difference
is so great, but that it is not greater.1
But crude death rates perhaps tell us too
little. A better measure of healthfulness
can be gauged from infant mortality
figures. This measure avoids the problem
of variables in death rate due to age
structure. And these babies were all
born here, so they were not carrying
the baggage of the old country, at least
in so far as their environment was the
environment of Sydney. The figures told
a different story. The infant mortality rate
(deaths per 1000 of children under one
year) for the period 1871–1890 for NSW
was 114.1, comprising a rate of 92.0 in
rural areas and 153.2 in Sydney.
Everyone was talking about it. As it
happened, 1874 was a depressingly
wet year, and by the beginning of 1875
the statistics issued from the RegistrarGeneral’s Department announced that
in January the number of deaths had
exceeded the number of births. The latter
year did, in the end, prove to be the year
of highest recorded infant mortality in the
colony, 194 per 1000. In Coghlan’s words:
Sydney was troubled by an extraordinary
visitation of sickness: children died, stricken
by diarrhoea and atrophy, pneumonia
and bronchitis, diphtheria and scarletina,
convulsions and measles. Its children were
literally decimated.2
These years were the peak years for infant
mortality. The rate for the colony was 95
per 1000 in 1870, and thereafter it crept
upwards until the 1890s when a long-term
downward trajectory was being secured.
But notice what’s pushing the rate up in
these decades of the 1870s and 1880s: a
further breakdown of the Sydney statistics
revealed a startling discrepancy between
the city, with an infant mortality rate of
117.6, and its suburbs where the rate
was 164.6.
There’s another statistic that should be
mentioned in relation to infant mortality.
For the whole of the second half of the
19th century there were more women in
Sydney than men. The excess of men led
to claims that any woman possessed of
the basic faculties could expect to find a
man to marry her, that this was a marriage
market like no other for benighted females
such as poor Irish servant girls who were

Kids. City of Sydney Archives.

allegedly marrying up the social ladder
with gay abandon. And so on. With more
women than men available, none of this
was true.3
For many young women of marriageable
age, many of them immigrants who had
come primarily for the purpose of getting
married, it follows that there would be
a level of opportunistic (or desperate)
liaisons, resulting in babies born to unwed
mothers, and it follows from that, some
level of infanticide, neglect, baby farming
and so on. I make no moral judgements
about any of this, just that it would be an
outcome of the demographic realities.
There was no requirement to register ‘still
births’ and it is impossible to know the
numbers involved, but anecdotal evidence
records this was an issue that was before
the public in these decades.
There were many scandals concerning
unscrupulous baby farmers and infanticide,
as well as reports on infant mortality, in the
press of the day. Photographs of housing,
descriptions from official reports4 and
street plans illustrate that many dwellings
were lacking in any drainage and light.
The extent of poor housing uncovered in
these reports was similar to the extent of
slum housing reported in London.5 The
worst overcrowding occurred around
Darling Harbour, where in 1890 there
was a residential population of 14,000
residents and a day population of around
20,000, indicating that many worked and
lived cheek by jowl with industry. Further,
this side of town was blessed with an
outfall that discharged raw sewage into
the harbour at the end of Liverpool Street.
There was political resistance to taking
environmental problems seriously, though

interestingly one of the earliest pieces
of this kind of legislation concerned
the supervision of dairies. There may
have been a class imperative to this, as
the wealthy, protected from the worst
of urban ills, still had to buy milk from
the local, often squalid, dairy. Sydney’s
engineers led the world in developing
refrigeration in order to assist the export of
fresh produce, but the invention was also
a great boon to the city, which gradually
witnessed the disappearance of local small
scale dairies and slaughter yards from the
mid-1880s.
After exploring the considerable
environmental shortcomings of the city,
the higher infant mortality figures for the
suburbs come in stark relief. Having fled
the fetid city with its mean streets and
cramped conditions for the joys of ‘rus in
urbs’, what went wrong? It is difficult to
avoid the conclusion that it was the total
lack of sewers and the partial water supply
to the suburbs that was the significant
variable. There was an irony here that the
poorer inner-city folk were less exposed to
infant death, and a powerful indication of
the importance of the urban engineer.
Suburban water supply, where it existed,
was intermittent by the 1880s and many
had to rely on increasingly polluted wells.
Even in places where it was supplied, the
flow was turned off for many hours a day
and rationed in dry years in the late 1880s.
In all the complexity of changes that
turned these mortality figures around,
water supply and sewerage top the list.
The Nepean dam came on line at the end
of the 1880s, ending water shortages.
Southern sewer outfall was functioning
by 1889, followed by Bondi outfall. And
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Obituary

RONALD JAMES HOY FRACP
30.9.1916 – 21.9.2009
accompanied by extreme heat, dreadful
dust storms, exhaustion and lack of
communication.

while the 1890s depression brought
with it hardship for many, it also put a
halt to the rapid suburban growth of the
previous decades, and allowed the supply
of reticulated water, storm water control
and the provision of sewers to catch up.
There were many other contributing
factors to the greater survival of babies,
such as family size limitation and advances
in medical knowledge, but these were not
Sydney specific.

Two weeks later, Ron’s group, with
overloaded ambulances, arrived at Tobruk
just hours before a tank attack, which
was repelled with the assistance of British
artillery. This was the first effective repulse
of German forces in World War II and
pivotal in engendering the fierce resistance
that became the hallmark of the legendary
‘Rats of Tobruk’.

Shirley Fitzgerald
Former City Historian, City of Sydney
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WINNER OF 2010
POSTER PRIZE

Congratulations to Dr Chris Leung for
winning the 2010 Poster Prize for the
Best of Grand Round Section (Adult
Medicine): All in a Pot of Beer.
Apologies to Dr Leung for omitting
his photograph from the June issue of
RACP News.
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on Hoy and his sister, Viv, were the
children of Charles Andrew Hoy
(1888–1976) and Jessie Colquhoun
Budge (1892–1977). Their father
was an architect who became Director of
Works in New South Wales and from 1939
Commonwealth Director-General of Works
in Canberra and a member of John Curtin’s
War Cabinet.
Ron had a happy childhood in Manly. He
went to Sydney Boys High and then to
Sydney University, commuting by bus,
ferry and train for more than 10 years,
during which he watched the Harbour
Bridge grow, and developed his lifelong
love for the harbour and for Sydney.
The Great Depression prompted Ron, as
a young medical student, to enrol in the
Sydney University Regiment where he
met several inspiring officers. However,
he felt he had no real talent for military
matters and was relieved to discard the
uncomfortable uniform in 1938 when
preparing for his final medical exams.
During his first-year residency, at Brisbane
General Hospital, two momentous
developments occurred for him: war broke
out in Europe, and he met Eleanor Mary
Wilson, known as ‘Billie’, a nursing sister
and the youngest daughter of a large
Queensland family.
Back in uniform as a Captain in the
Australian Army Medical Corps, Ron
trained with the 2/15 Battalion in
Queensland and Darwin before its transfer
to Palestine in early 1941. His command
consisted of two ambulances, a handful of
medics and stretcher-bearers, two baskets
of basic equipment and no drugs more
effective than aspirin. Ron’s driver had
salvaged an abandoned Italian four-wheeldrive vehicle that proved invaluable in the
battalion’s advance with the 19th Division
across North Africa. When they were more
than 1000 kilometres west of Cairo, near El
Agheila, the Australians met with resistance
from tanks and planes and were ordered
to withdraw 600 kilometres to Tobruk. This
retreat was a chaotic and desperate one,

Repatriated in September 1941, Ron
was sent to Charters Towers as Executive
Officer of the Army General Hospital. He
described this time as ‘the darkest years of
the war’: German and Japanese successes
were mounting, and casualties from Papua
New Guinea and the Pacific were flooding
into his poorly equipped hospital. Still, the
young Major found time to marry Billie
and to pass his MRACP exams. In late 1943
he was posted to the Australian General
Hospital at Kenmore, in Goulburn, and he,
Billie and their children settled in the town,
where they lived for the next 12 years.
Ron was a founding member of the
Goulburn Medical Clinic, one of the first
group practices in New South Wales,
comprising several fine country doctors
plus others who were returned servicemen.
He practised as physician, anaesthetist
and radiologist. In 1955, they moved to
Canberra where, with partners Dr Gwen
Pinner and Dr Bruce Collings, he founded
ACT X-Ray, which serviced all major
hospitals from Goulburn to Cooma and
Yass to Queanbeyan and had rooms in
Petrie Street, in Civic Centre.
At about this time, Percy Ford, the medical
clinic’s accountant, invited Ron to join a
small group of Goulburn businessmen
in financing the building of a motel in
Gundagai, in a venture that subsequently
became Motels of Australia, and later
Travelodge Australia and Travelodge
International.
In 1965, Ron and Billie moved to Sydney
where he pursued two parallel careers:
director of staff training with Travelodge,
and applying similar principles to radiology
training in his academic appointment at
the University of New South Wales. This
latter work led to associate and professorial
positions in Malaysia, the United States
(Yale and Pittsburgh) and Vietnam. Around
the time of Billie’s death in 1976, Ron
returned to Australia, working in several
universities and major teaching hospitals,
most notably the Melbourne’s Alfred
Hospital, the Brisbane General Hospital and
Royal North Shore in Sydney, where he met
Geraldine Borthwick. They married in 1981
and returned to Pittsburgh, where Ron’s
innovative training program resulted in an
‘invasion’ of talented Australian radiologists,

VALE GREGORY R MUNDY
FRACP 16.6.1942 – 25.2.2010
Research and was President of that Society
and the International Bone and Mineral
Society, as well as serving on a number
of NIH committees. Greg established a
successful biotech company, OsteoScreen,
in partnership with the University of Texas,
and trained over 150 PhD students from
around the world. He published over 540
articles and authored 34 patents, and
developed many collaborations around
the globe.

one of whom, David Herbert, became
Director of Radiology at the University of
Pittsburgh, a position he held for a decade.
Ron was revered by his students and to
this day the ‘Ronald Hoy Excellence in
Teaching Award’ is awarded annually by
the radiology residents at Pittsburgh to the
faculty member who best exemplifies the
dedication and excellence in teaching that
he modelled.
The numerous accolades bestowed on him
when he retired in 1991 were summarised
by his colleague Anne Rush Cook MD,
who wrote: ‘Ron has taught radiology to
young people in more countries than the
rest of us have set foot in. We all know
him as an Australian, but he is a premier
world citizen, claimed and beloved by
radiologists and ordinary folk across
the globe. His students can be found,
some famous, some not, following in
his footsteps with curiosity, wisdom and
integrity the world over!’
Ron and Geraldine returned to a busy
retirement in Mosman, overlooking Ron’s
beloved Sydney Harbour. Ron enjoyed
his regular contact with returned service
men and women at the Mosman branch
of the RSL, and in 2005 was honoured to
be among the New South Wales veteran
doctors from World War II awarded
Certificates of Appreciation by the AMA
at a reunion lunch. Together, they were
happy to be closer to their own children
and grandchildren, and to reconnect with
Ron’s cousins who had been childhood
playmates. Geraldine died in 2004.
Ron was a cultured man of irrefutable
integrity, with a formidable intellect
and memory, compassionate and quickhumoured. He was a gifted teacher, a
generous colleague and a loyal friend.
Always modest, kind and gracious, even
fading eyesight in his latter years failed to
constrain his enjoyment of his growing
family and his fabled lunches with old
colleagues and friends old and new. David
Herbert, who continues the association
with the University of Pittsburgh as a
visiting clinical professor of radiology, said
when Ron died, ‘He was the leaven who
elevated us all’.
Ron is survived by his three children,
Judith, Wendy and Charles; daughterin-law Lindy and son-in-law Philip;
eight grandchildren and seven greatgrandchildren. His life, with his own
recollections and the tributes of others, is
summarised on a website—www.ronhoy.
info—to which contributions are welcome.
Dr Charles Hoy, Canberra radiologist
Professor Wendy Hoy AO,
chronic diseases specialist
Judith Hoy

P

rofessor Greg Mundy, Director
of the Cancer Research Centre,
Vanderbilt University, died after a
long illness on 25 February 2010.
Greg touched the lives of many Australian
and US medical graduates over his career
in Australia and America.
He was born in Templestowe on the
outskirts of Melbourne and attended Box
Hill High School and Trinity Grammer
School. He excelled at school, both
academically and in sport, and went on to
study Medicine at Melbourne University.
He graduated in 1966, having gained full
blues in cricket and baseball, and moved
with his new wife, Helen, to take up a
residency position at the Royal Hobart
Hospital.
Greg immediately identified himself as
someone who was destined for leadership
in academic medicine. He pursued an
MD on myeloma under the guidance of
the Inaugural Professor of Medicine at
the University of Tasmania, Albert Baikie.
This probably set the scene for Greg’s
continuing interest in and contribution to
the area of bone biology and cancer. He
was the first wholly locally (Tasmanian)
trained graduate to obtain FRACP from
Hobart. He moved to the US in 1972,
initially pursuing Clinical Pharmacology in
Rochester, New York, and then moving to
Connecticut to work with Larry Raisz to lay
the foundation for his subsequent career
as one of the international leaders in bone
biology. Greg took up Chairmanship of
the Department of Endocrinology at the
University of Texas Health Science Centre,
San Antonio, establishing a reputation in
the top 2% of NIH awardees. He moved in
2006 to become the John A. Oates Chair
in Translational Medicine and Director of
the Center for Bone Biology at Vanderbilt.
He won many prestigious awards from the
American Society for Bone and Mineral

Greg Mundy was a distinguished
researcher, but it was as a communicator
that he really excelled. He was a great
lecturer to students and researchers and a
combative questioner and commentator.
He was a true internationalist—his
laboratory was always well populated
with students from around the globe and
he lectured extensively. He maintained
close ties to Australia and visited
frequently, renewing old acquaintances
and making new ones.
Greg was a giant of a man physically and
intellectually, but he was a gentle giant.
He sustained an interest in his early sports
of cricket and football, remaining an avid
Essendon supporter to the end. Despite
his extraordinarily frenetic professional
life, he lived very much for his family—
Helen and his children Gavin, Ben and
Jennifer—and died at home with their
care and support.
Prepared by Peter Brooks FRACP,
University of Melbourne, Allan McLean
FRACP, Monash University and Notre
Dame University, Melbourne, and
Michael Loughhead FRACP, Hobart ,
all of whom worked with Greg at Royal
Hobart Hospital between 1967 and 1972
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Research and Education Foundation

Letter from the chair

I

am
delighted
to have
been
elected to the
Chair of the
Research and
Education
Foundation.

I am
honoured
to succeed
Professor
Professor Richard Larkins
Ken Roberts
FRACP
(Hon), who was a founding member of
the REF Board in 1991 and Chair from
1996. There is no doubt that much of the
success of the REF is due to his relentless
enthusiasm and passion and I am very
pleased he has agreed to remain on the
REF Board and contribute as Chairman
Emeritus.
Research is one of the three pillars on
which the RACP was founded. As medical
science becomes ever more complex,
the role of the Research and Education

Foundation in bridging the gap between
clinical practice and medical research
becomes increasingly crucial. In 2010,
the Research and Education Foundation
funded 48 awards, totalling in excess of
$1.6 million.
I believe the RACP Board was extremely
forward thinking to have decided to
include a voluntary contribution of $50
with the 2010 subscription fee. Fifty-three
per cent of Fellows chose to include this
contribution, raising a total of $245,000.
This will enable us to continue to grow
the amount and quality of research the
Foundation supports.

Professor Michael Horowitz,
Chair Research Advisory
Committee

Please note that applications for our Post
Higher Degree Awards, including travel
and overseas scholarships, close on 28
June 2010. Full details can be found on
the RACP website or by contacting the
foundation directly at foundation@racp.
edu.au.

fields and give their time freely to this
important task.

The awards are administered by the
Research Advisory Committee (RAC)
members who are highly respected,
experienced researchers in their chosen

Professor Richard Larkins
Chair, Research and Education Foundation

I have pleasure in introducing the RAC
Chair, Professor Michael Horowitz
(pictured).

CLINICIAN-RESEARCHER
PHENOTYPES

P

rofessor Richard Larkins recently
provided an insightful review of
the role of the College in fostering
clinician-researchers (RACP News,
February 2010). He states in his article
that it is essential to have people who are
able to bridge the divide between the
sciences and the clinical application of
that science. This approach, we agree, is
essential for physicians (and other health
professionals) to provide high-level care
to individual patients. However, as a
‘policy’ it should also impact appreciably
on the training and mentoring of younger
health professionals and their career
pathways.
As pointed out in the article, aspirant
clinician-researchers have to contend
with a multitude of difficulties. Time
constraints, close costing of clinical
and teaching activities within public
hospitals and an extremely competitive
environment for NHMRC funding are all
38
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factors that make the life of the clinicianresearcher challenging. Senior clinicianresearchers who can mentor younger
physicians are declining in number
and are often burdened with onerous
university and hospital administration,
frequently facing the uninviting choice
of longer working hours or unpalatable
compromises.
Fundamentally, all members of the
RACP should embrace a clinicianresearcher identity; however, the level
of commitment to research may vary.
Increasing research involvement will
impact on clinical availability. For many
health professionals, this clinical/research
balance is a source of considerable
difficulty since we are taught (rightly) that
patient care always takes priority.
So what is the current situation on
the ground for young trainee health
professionals and physicians in training?

We believe that four principal ‘pathways’
have insidiously evolved and that
understanding of these, if harnessed by
trainees, will promote identity awareness
and guide pathway direction. It may be
wise to choose a pathway only after due
consideration of personal preferences and
available opportunities. This may facilitate
early and wise choices. Taking on one of
the roles as outlined below will prompt
a testing of both self and the chosen
direction.
The first ‘pathway’ is suited to people
who have a passion for patient care in
all its complexities and nuances. This is
the territory of the master clinician who
skilfully steers patients from disease to
health (or stable chronic disease). These
practitioners usually become aware of
this interest and passion early in their
career and tend to avoid involvement
in complex and demanding research
projects. It is the ‘default’ pathway

for most health professionals and can
provide a satisfying career—if the
science and research are not entirely
eliminated. Success depends on keeping
an active interest in developments and
innovations in the area of work interest.
This requires critically reading journal
articles, participating in journal clubs,
attending conferences and providing
teaching where possible. The new College
continuing professional development
programs (MyCPD) are tailored to
stimulate and encourage clinicianresearchers’ progress and activities in
this area.

chosen field, involving further study and
financial sacrifice when family and other
commitments start accumulating. It is
often enlightening to consult mentors
who have already achieved this level
of involvement, before embarking on
what is likely to be an arduous journey.
However, the long-term benefits are
significantly rewarding and, in the words
of Professor Larkins: ‘It is the type of
career for an individual who is intelligent,
curious and determined to have a positive
impact’. In terms of the College’s support
of research this is a critical pathway which
should be encouraged and supported.*

The second ‘pathway’ is suited to a
person interested in research of daily
patient practice. This may involve
participating in pharmaceutical or other
clinical trials. Epidemiological field studies
and longitudinal and long-term research
activities are also well suited to this
pathway. The young physician or health
professional, however, has to seek out
opportunities and usually needs to affiliate
with a research group supported by an
externally funded research program.
Again, this decision can be made
optimally at Advanced Trainee level where
opportunistic contacts and collaborations
are established. The advantages are
obvious: a deeper understanding of the
research area, opportunities to contribute
data and information, and the chance to
present findings at scientific meetings for
peer review and debate.

The final and fourth ‘pathway’ is for
the clinician who comes under the
spell of science and research and who
decides to pursue this—with minimal
clinical involvement. This option is a
difficult and consuming career choice
that involves obtaining a PhD, overseas
research and study. Living from one
research grant to the next with attendant
financial and career uncertainties is not
for the fainthearted. But it is eminently
achievable and Australian medicine has
produced some veritable examples.
Again, the persons suited to this pathway
usually identify themselves early and are
wise to seek appropriate mentors
and advice.

Living from one
research grant to the
next with attendant
financial and career
uncertainties is not
for the fainthearted.
The third ‘pathway’ is contained in the
most difficult of careers: a clinicianresearcher who maintains high-level
clinical involvement in combination
with leading/co-leading an independent
research program. Crucial to this
pathway is the generation of funding
from the NHMRC or other granting
agencies, often in collaboration with
basic scientists. For the trainee this is
a particularly challenging option since
a prerequisite is gaining a PhD in their

Finally, we offer a few thoughts about
the ‘life of the clinician-researcher’ as
noted in the third pathway. Research
is difficult; nature guards her secrets
jealously. Therefore it is often an existence
of successive disappointments with only
the occasional exhilarating success.
Mostly though, it is a life badgered by
compromise. This can be discouraging
with one trying to be everything while
feeling one is achieving nothing, or very
little. You cannot be a master clinician in
areas beyond your sub-speciality interest
(like your peers across all the newest
clinical information); not enough time.
Few people publish their science in Nature;
not enough depth and breath or ability
for scientific risk-taking. Consequently,
everything feels like a compromise—since
that is the only way to tackle so many
diverse professional demands. Be prepared
for it and ignore at peril. On the positive
side, the clinician-researcher develops a
unique perspective and understanding of
both the clinical realm and the underlying
basic science. He/she is perfectly placed to
build the bridge between these two areas,
allowing each to benefit from the other.
This is a foundation of the new buzz term,
‘translational research’.

We conclude that, whatever the individual
clinical/research balance, we should remain
committed to the advancement of medical
knowledge through research and science
for the benefit of humanity. We also believe
that the College should promote awareness
of clinician-researcher phenotypes and their
career pathways. This will require strong
leadership by the College so that potential
clinician-researchers are identified, offered
realistic career choices, empowered and
supported into the future.
Philip Bardin FRACP, Garun Hamilton
FRACP, Paul King FRACP
Respiratory & Sleep Medicine
Monash Medical Centre, Melbourne
* The RACP recognises the challenges in
making the first step on this particular
pathway and our Research Entry Scholarships
are specifically designed to bridge this gap—
often being the first grant a PhD student will
receive in a lifetime of research.

RACP 2010–2011
TRAINING
POSITIONS
SUPPLEMENT
The Royal Australasian
College of Physicians

Training Positions Supplement
2010-2011

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
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Research and Education Foundation

Please help support
our young physician researchers
achieve their goals …
“The RACP/Foundation for High Blood Pressure Research Fellowship provides an
extremely valuable endorsement of my post-doctoral research career path, and
will be invaluable to me, and my young family, in support of my research program.
Such support not only provides immediately relevant financial support, but also a
critical stepping stone to further Research Grant and Fellowship applications to aid
my future research endeavours.”
Dr Ben Dundon FRACP, recipient of the Royal Australasian College of
Physicians/Foundation for High Blood Pressure Research Fellowship 2010

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

Fellow-in-training

 120

 30

 600

 150

Member
Gold Member
Benefactor

 300

 75

 1200

Life Member
(one-off or cumulative
donations)

 300

Email:
Credit Card Payment
Please debit my:
 Bankcard
 Visacard
Amount: $

10,000

Card Number:
__ __ __ __ / __ __ __ __ / __ __ __ __ / __ __ __ __

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
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 Mastercard

__ __ / __ __		

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.

Book Review

Book Review
Did they achieve their aim? The coverage
of the book is very broad. Most of the areas
that one would expect to be covered in a
book with such a title are mentioned. The
chapters are referenced at the end of each
and, thankfully, one does not have to read
voluminous footnotes on every page.
They discuss in great detail the ethical and
legal responsibilities of medical students.
An interesting chapter was ‘The doctor
and interprofessional relationships’, which
should remind us we are part of a team.

Practical advice for
physicians, medical
students and trainees
Good Medical Practice: Professionalism,
Ethics and Law by Kerry J. Breen, Stephen
M. Cordner, Vernon D. Plueckhahn and
Colin J. H. Thomson. Port Melbourne:
Cambridge University Press. 2010.
Paperback, 464 pp. RRP A$75.00;
NZ$90.95.
Cambridge University Press is offering
20% off the RRP to RACP members. To
receive the discount, purchase online at
www.cambridge.edu.au and use code
GMP2010 at the checkout stage. Available
also in bookshops.
The particular word in the title of this book
that appealed was ‘professionalism’.
The implication is that good medical
practice is concerned with, among other
things, professionalism.
What were the authors’ intentions in
writing this book? In their preface they
state that ‘the primary purpose of this book
is to provide in a single accessible format,
information central to the professional,
ethical and legal requirements of being
a doctor’. Further, ‘our fundamental aim
is to provide core information to medical
students and doctors in training, and to
guide medical practitioners who are faced
in their daily work with practical problems
in consultation with their patients’. The
former statement is very ambitious, while
the latter is in their words ‘pragmatic’ and
perhaps attainable.

Areas that may trouble doctors such as
‘Consent and informed decision making’,
‘Confidentiality, privacy and disclosure’ and
‘Medical records, reports and certificates’
are informative and deal with the issues.
Throughout the book there are important
statements that could be highlighted. In
the consent chapter, an example is the
reminder that the ‘existence of a signed
consent form does not constitute conclusive
evidence of informing patients’. When
discussing confidentiality, one is reminded
to check the identity or bona fides of a
caller seeking information on a patient. If
there is doubt, ‘request written consent for
the release of the information’.

The many tables where
the various state laws are
set out make it a great
resource.
The chapter on ’Medical records, reports
and certificates’ emphasises that the
provision of medical reports to various
authorities is a responsibility we accept as
soon as the doctor–patient relationship is
established. In this, and other chapters,
we are advised that these requests should
be answered promptly. A distinction
is made between this obligation and
the consequences of a medico-legal
examination. If you do not want to appear
in court, do not do the examination.
Involvement is voluntary.
Reference to the number of certificates
that doctors may be asked to provide is
also made in this chapter; the list is by no
means exhaustive. The range of certificates
and requests from a myriad of sources is
increasing. Does the doctor still possess the
authority to determine which certificate
requires completion and which can be
ignored? It might be time to say enough
is enough.
The many tables where the various state
laws are set out make it a great resource.

Chapter headings provide a valuable
checklist for the important areas one has
to consider.
The speed of legislative change causes
difficulty in writing a book such as this.
Much of Chapter 8, ‘The regulation of
the medical profession’, is probably now
out of date with national registration
about to come in. Mandatory reporting of
medical practitioner problems is now law
in some states.
There are some omissions. One would
have expected some comment about the
challenges e-health might present. There
is also no mention of the challenges posed
by root cause analysis and investigation
of sentinel events in hospitals, or of the
ramifications of the obligations one enters
into by agreeing to be on call.
Am I clearer in my mind after reading the
book about the place of professionalism in
good medical practice? The answer is no.
Is this important? I suspect not. It may be
a relatively outdated concept. The benefit
of this book is that it illustrates that every
aspect of medical practice is now governed
by statute or parliament-made law. This is
mostly our fault. We failed to deal with our
problems, a fundamental aspect of being in
a profession.
One critical event that contributed to this
change was the Chelmsford Hospital Royal
Commission in Sydney. The New South
Wales Healthcare Complaints Commission
arose out of that. There has been an
exponential rise in legislation applying to
every aspect of medical practice since then.
Our rights are probably now less than those
of other community members; our clinical
behaviour is guided by legislation. If that
improves patient care, then it must be
regarded as a good outcome, irrespective
of our perceived loss of some professional
independence.
This book at least lists which legislative Act
we need to comply with from the time we
enter our practice in the morning to the
time we come home at night and do our
medical reports and fill in our CPD returns.
We can still talk to our patients, listen to
what they have to say, respect their views
and opinions, and ensure we have their
permission before we do anything. We can
also be amiable to our colleagues. Legally
this approach is obviously not sufficient.
Now let us sit back and watch how the
legal profession deals with government
regulation.
C. W. Clarke FRACP
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Letters to the Editor

LETTERS TO THE EDITOR
‘The calcium controversy’:
a response
We wish to comment on Professor Reid
et al.’s controversial and currently purely
personal views on the benefits and risks of
calcium supplementation.1
As far as benefits go, the claim that
‘calcium only reduces fracture risk by
about 10%’ is qualified by adding ‘though
it may be as much as 30% in analyses
of compliant patients’. Surely the effect
of calcium in those who take it is far
more relevant than its effect in those
who don’t. The fracture risk reduction
reported in a recent meta-analysis of 17
trials in 52,625 subjects2 was 24% in those
with high compliance. Yet, Reid et al.
go so far as to suggest that calcium may
actually increase the risk of hip fracture
on the basis of their own publication3, in
which the adverse calcium effect was not
significant in compliers; on a 13-year-old
observational study4 (the authors of which
attributed their results to the increased use
of calcium supplements in women with
osteoporosis and previous fracture); and
on the youngest tertile of women in the
Women’s Health Initiative (WHI) Study.5
These anomalous observations are surely
outweighed by the latest meta-analysis of
68,500 patients in seven major trials6 in
which vitamin D alone had no effect but
vitamin D 10 μg with calcium reduced hip
fracture risk by 26% (P 0.005).
Another concern is their failure to state that
their claimed 50% increase in the risk of
myocardial infarction in women on calcium
is not significant. The impressive KaplanMeier survival plot in the figure reproduced
from their earlier publication7 had a
P value of 0.14 according to the legend
accompanying that figure even without
adjustment for cardiovascular risk factors,
all of which favoured placebo. It follows
that the subsequent claim that the number
needed to treat with calcium to cause
one cardiovascular event has no scientific
basis. Moreover, the analogy drawn with
the adverse effect of calcium to cause
metastatic calcification in renal disease fails
to allow for the hyperphosphataemia of
renal failure which puts the CaxP product
above the formation product of calcium
phosphate.8 This product is not even
approached by the small rise in serum
calcium produced by calcium supplements
in subjects with normal renal function.9
Furthermore, there are no reported RCTs of
calcium supplementation in renal failure.
The use of the concept of ‘trends’
uncovered by a literature search without
42
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providing the references or any significance
values is of concern as it implies that
the use of the normal protection against
findings that are the result of chance
(P>0.05) has been dispensed with. The
use of selected subsets from the WHI5
puts the investigators at great risk of this
error. Subset analyses are required to
report a Bonferroni or similar correction
before statistical significance can be
considered likely. We are aware that there
are some papers in the older literature
(such as the ones Reid et al. quote)
reporting an association between calcium
supplementation and cardiovascular disease
but there are at least as many which fail
to show any such relationship. The largest
study of its kind, on 415,965 person-years
of male health professionals10, found no link
between dietary or supplemental calcium
and the risk of ischaemic heart disease.
The latest meta-analysis of 17 prospective
trials11 also found no significant effect of
calcium on cardiovascular disease.

7.

Bolland MJ, Barber PA, Doughty RN et al.
(2008). Vascular events in healthy older
women receiving calcium supplementation:
randomised controlled trial. British Medical
Journal, 336:262–266.

8.

Fleisch H, Bisaz S (1962). Isolation from urine
of pyrophosphate, a calcification inhibitor.
American Journal of Physiology, 203:671–675.

9.

Heller HJ, Stewart A, Haynes S, Pak CYC
(1999). Pharmacokinetics of calcium
absorption from two commercial calcium
supplements. Journal of Clinical Pharmacology,
39:1151–1154.

10.

Al-Delaimy WK, Rimm E, Willett WC et al.
(2003). A prospective study of calcium
intake from diet and supplements and risk of
ischemic heart disease among men. American
Journal of Clinical Nutrition, 77:814–818.

11.

Wang L, Manson JE, Song Y, Sesso HD
(2010). Systematic review: vitamin D and
calcium supplementation in prevention of
cardiovascular events. Annals of Internal
Medicine, 152:315–323

We regard Reid et al.’s claims as alarmist
and almost certainly without substance.

Support for Medicare Select

Professor B E Christopher Nordin AO,
FRCP FRACP
Royal Adelaide Hospital;
University of Adelaide
Email: christopher.nordin@health.sa.gov.au

don’t need’ (RACP News, February 2010),
Professor Stephen Leeder derides Medicare
Select.

Professor Richard L Prince FRACP
Sir Charles Gairdner Hospital;
University of Western Australia
Email: rlprince@cyllene
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In his article, ‘The health reform we

However, there are three attractive basic
aspects to this proposed system. First,
the money would go to the bottom of
the pile to be distributed according to
quality of service rather than to the top to
be competed for by the politically active.
Second, the money (and therefore power)
would be distributed to outer suburbs and
provincial areas at least in proportion to
population. Third, it would throw the cold
light of competition on to the safety and
costs of healthcare.
These would all be frightening changes to
those who have mastered the intricacies of
the current mess to advantage.
Clive Hadfield FRACP

After Hours

WHY WE GO BIRDWATCHING

I

t is 5.45 am in Horton Plains National
Park in the highlands of Sri Lanka.
Our leader, Deepal Warakagoda, has
just heard the endangered Sri Lanka
Whistling Thrush, one of 33 bird species
only found in Sri Lanka. Our group of
eight birders from USA, UK and Australia
wait silently as Deepal plays a recording
of the bird’s call. Shortly after a pair of
Whistling Thrushes fly across the road and
we can add another new bird to our world
and Sri Lankan bird lists. This is day 10 of
a 13-day trip to Sri Lanka. We have already
seen over 200 bird species, including the
Serendib Scops Owl, a tiny owl found in
the rainforests of Sri Lanka and discovered
in 2001 by Deepal.
We have been birding since the early
1980s, when we lived in San Diego
for three years and provided the 30%
sugar solution for the two feeders for
the Anna’s Hummingbird who thought
that he ‘owned’ the gum tree shading
our apartment. Male hummingbirds
are often pugnacious and will chase off
other hummingbirds trying to feed at
‘their’ feeders, providing endless interest
for watchers. Since then we have birded
throughout Australia and various countries
in South America, Africa, Europe and Asia.
We belong to a group of birders known
as ‘listers’. Our Australian list stands at
about 610 species, while the top lister in
Australia has a list exceeding 800 species.
Our world bird list stands at about 3500
species, a long way short of the over 9000
bird species in the world. The current top
lister in the world (a US diplomat) has
a bird list exceeding 7000 species. We
don’t regard ourselves as ‘twitchers’. In
the Oxford English Dictionary, ‘twitcher’ is
defined as ‘someone who spends a large
proportion of their free time travelling
long distances to see a rare bird’. In the
UK, twitchers used to carry pagers, to alert
them to the location of the next rarity.
New technology has overtaken this, but
the principle of instant communication
remains. We briefly tried our hand at

Doctors with their
obsessional approach
and their type A
personalities make
keen listers so we
always meet one or
two on birding trips.

The Scarlet Honeyeater is a nectar-eating bird found in eastern Australia, usually in the canopy of flowering
eucalypt trees. Photograph by Ian Montgomery.

being twitchers, travelling short distances
to the turf fields around Windsor and
Richmond to see an Oriental Pratincole
from the Kimberley, and a little further
to Taree to see a Kentish Plover from
Hong Kong, but we failed to see the
Grey-headed Lapwing from Asia or the
Blue Rock Thrush from the Philippines.
The latter turned up on a nudist beach in
Queensland!
When we came back to Australia from
the USA in 1986, we joined our local
bird club, Birding NSW. This bird club
holds monthly meetings in Sydney with
talks by bird watchers and professional
ornithologists. Most people join to take
part in the field outings and for the
campouts held on long weekends. As
consultant physicians, we spend much
of our time telling/asking/cajoling other
people to carry out the tasks we want
done. Therefore it was natural that
we should join the club’s committee
with Elisabeth as Conservation Officer,
then President and Vice-President, and
Tom being Newsletter Editor and now
President. Through the club we met
many generous birders who shared their
knowledge of birds and their habitats
with us and other birders. Birders come
from all walks of life, allowing us to
expand our group of acquaintances
far beyond the medical profession. We
took up camping and joined campouts
on private properties, national parks
and state forests in New South Wales.
We travelled further afield, with our
first camping trip in 1988 taking in
Broken Hill, Sturt’s National Park in
New South Wales, the Coongie Lakes
in South Australia and Thargomindah,
Noccundra and Eulo Bore in Queensland
(has anyone else been to Noccundra?).
Easter trips in New South Wales took us

The Diamond Firetail is a seed-eating bird found in open
forest in south-eastern Australia. It is uncommon and
considered at some risk of extinction because of clearing
of woodlands. Photograph by Ian Montgomery.

to Macquarie Marshes and Narran Lakes
(both Wetlands of International Importance
under the RAMSAR convention) and to
the Riverina and Leeton, the site of the
annual Australian Bird Fair. We joined
organised trips to the Northern Territory,
North Queensland, the Kimberley and the
Canning Stock Route in Western Australia,
as well as birding in the south west of
Western Australia and in Tasmania. Each
area has special birds found only in that
area. For example, one goes to Mitchell
Plateau in the Kimberley for the Black
Grasswren, to Tasmania for the Fortyspotted Pardalote and to Iron Range on
Cape York for the Eclectus Parrot and Redbellied Pitta. Many birds are endemic to
Australia while others migrate to Australia
or are resident both in Australia and other
countries. The best known migrants on
the east coast of Australia are the Eastern
Koel and Channel-billed Cuckoos. To nonbirders these species are known for their
loud and persistent calls around 3–4 am
RACP News June 2010
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from September to February. Both species
lay their eggs in other birds’ nests—in
New South Wales, the Pied Currawongs
host the Channel-billed Cuckoos and Red
Wattlebirds host the Eastern Koels. Other
birds hate cuckoos, so the Channel-billed
Cuckoos can often be seen flying followed
by a mob of vociferous Pied Currawongs,
Noisy Miners and Grey Butcherbirds.
In 1992 we made our first overseas
birding tour to Hong Kong, where the
New Territories support a large selection
of bush birds and the wetlands host
shorebirds migrating from their breeding
grounds in Siberia to their wintering
grounds in Australia. In 1994 we went
to Costa Rica with a British bird tour
company, with whom we have been
travelling most years since. These bird
tours are intensive trips with birding from
before dawn to after dusk, so one has to
be a keen lister to do this. Doctors with
their obsessional approach and their type
A personalities make keen listers so we
always meet one or two on birding trips.

The Plains-wanderer is an unusual ground-living quail-like bird restricted to native grasslands in south-eastern
Australia. The female (shown in this picture) is more brightly coloured than the male. The male bird incubates
the eggs and raises the chicks. This bird is considered to be endangered because of habitat loss.
Photograph by Ian Montgomery.

In the last 20 years an industry of bird
guides and companies offering bird tours
has developed both in developed and
developing countries. Some companies
are expanding their tours to include
other activities to encourage non-birding
spouses/partners (usually women). One
company combines bird watching with
attendance at music festivals or with
visits to historical sites. We have visited
the rock churches in Lalibela in Ethiopia
following a birding trip, seen Samarkand
and Bokara while birding in Uzbekistan
and visited the four 1000-year-old statues
of Buddha at Pollonaruwa in Sri Lanka.
In Australia we have seen an increase in
the number of remote places offering
accommodation to birders and other
travellers so that now one can reach most
birding areas without needing to camp.
In New South Wales birders in country
towns have developed brochures of
birding routes, which are promoted in
tourist offices as local councils become
increasingly aware of the monetary value
of having bird watchers visit and stay in
their areas. Throughout the world, bird
watching is contributing considerable
monies to the tourism industry. With
digital photography increasing, numbers
of people combine bird watching and
bird photography with digiscoping
(photographing birds with a small
camera via a birding telescope) providing
surprisingly good photographs. Other
people take up bird recording.

Bird watching is not just about expensive
trips to remote locations to add bird
species to a list or about Saturday outings
to the local forest or sewage treatment
works. The peak ornithology organisations
in Australia are Birds Australia and BOCA
(Bird Observation and Conservation
Australia). Both organisations are involved
in important research and conservation
projects. Frequently, such projects involve
observations by amateur birders of a
single species or a group of species at
a particular location over a number of
years. Beach-nesting birds such as the
Hooded and Red-capped Plover, Pied
Oystercatcher and Little Tern commonly
lose their nests, eggs and young through
disturbance by people, dogs and 4WD
vehicles. Each year volunteers monitor
bird populations, ‘babysit’ nests and
chicks to reduce disturbance and talk
to members of the public to improve
survival of these birds. Both national
organisations and many local clubs
address conservation issues in their areas.
For example, members of the Hunter
Bird Observers’ Club in New South
Wales have worked tirelessly to inform
the developers of the coal loaders in
Newcastle about the impact on birds
in the Hunter Estuary and the need for
habitat protection—with some wins.
Recently, in Victoria, pressure from
birding groups led to an amendment to
the West Wimmera Planning Scheme,
expanding the protection of habitat of an
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endangered population of the Red-tailed
Black-Cockatoo. Organisations such as the
Australian Wildlife Conservancy (AWC) are
buying land of high conservation value
throughout Australia to protect the flora
and fauna. AWC has bought ‘Bowra’, a
property in south-west Queensland well
known for its special birds, including the
elusive Grey Falcon.
We have found bird watching to be both
an exciting and soothing way to spend our
leisure time. Watching a Scarlet Honeyeater
feeding in blossom stops us worrying
about battles with hospital administrations,
inadequate resources or proposed state or
federal changes to health services!
Please contact Elisabeth or Tom if you want
to know more about bird watching.
Elisabeth Hodson FRACP
Elisah@chw.edu.au
Tom Karplus FRACP
karplust@email.cs.nsw.gov.au

Member Advantage

Give yourself a bonus
Whether you’re looking to invest, reﬁnance your existing home loan, or buy your ﬁrst home,
AMP Banking provides RACP Fellows and Trainees with special interest rate discounts and
signiﬁcant savings through the RACP AMP Banking Afﬁnity Package.

Beneﬁts1 for RACP Fellows and Trainees include:
Save up to 0.75% pa OFF Classic Variable Rate loan
and Line of Credit interest rate.

Save $350 - Establishment Fee2 waived.

Save 0.15% pa OFF Fixed Rate loans for loans from
$250,000.

Save $350 - Loan Increase Fee waived.

Save $330 every year - Annual Fee waived.

Enjoy a bonus 0.50% pa3 interest on selected Term Deposits.
Call AMP Banking today on 1300 360 525, Monday to Friday 9am-5pm, AEST
afﬁnitybanking@amp.com.au www.amp.com.au/racphomeloan
1. Beneﬁts, including fee waivers and interest rate discounts are taken from AMP Banking’s Classic Variable and Fixed Interest rates and are current as at 6 April 2010. They are subject to change by AMP Banking at
any time and without notice. Available only to current RACP Fellows and Trainees for Fixed Rate loans from $250,000 and Classic Variable Rate loans greater than $100,000 and not available when switching from
existing AMP Banking Home Loan products. Fees and charges are payable. Terms and Conditions available on request.
2. Establishment Fee waived for loans with a loan to value ratio of 90% or less. Settlement Fee of $350 applies.
3. Bonus 0.50% pa on term deposits from 30 days to 5 years, excluding current special offers. The minimum opening balances for new term deposit customers is $5,000 for 90 days and greater and $25,000 for
30 to 89 day terms. Maximum balance is $1 million.
The credit provider and product issuer is AMP Bank Limited ABN 15 081 596 009, trading as AMP Banking. Approval is subject to AMP Banking guidelines. AFSL No. 234517.
Source code: 01 08 694

A great partnership providing great banking solutions

NS5395 04/10

This offer is limited to Australian residents only.
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04644-CS Medical Personnel (58x84mm) Advt

Specialist Consultants in
permanent and temporary
medical staff placements.

Warragul, Victoria

General Physician

Contact Carol Sheehan

• Exquisite rural town, one hour’s
drive from Melbourne
• Join three General Physicians at 77-bed hospital
• Possible co-appointment at Monash University’s
Gippsland Regional Clinical School

Phone
Facsimile
Email
Website
Address

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

ROOM FOR LEASE

L32960

West Gippsland Healthcare Group is a sub-regional health service
providing acute, residential aged care, primary and community
care to over 45,000 people in the Baw Baw Shire. Its 77-bed West
Gippsland Hospital in Warragul has a five-bed High Dependency
Unit, an 18-bed General Medical Ward and a 24-hour Emergency
Department; and is supported by four General Physicians, two
Medical Registrars and two Medical Interns.
The Group is now seeking to appoint a suitably qualified
General Physician to join its highly skilled team of Physicians at
the Hospital. An on-call commitment is an integral part of the
role. Well equipped consulting rooms are available adjacent to
the Hospital. The remuneration arrangement is flexible.
Warragul is nestled in the foothills of the Strzelecki Ranges and
surrounded by beautiful rolling farmland, with magnificent
national parks, ski-fields and beaches nearby. It has an extensive
choice of public and private schools, and excellent sporting
facilities in a region renowned for its produce, wineries and
range of lifestyle choices.
Background information is available on www.wghg.com.au
Applications and enquiries may be sent in the first instance to
Leslie McBride at:
Email: lm@clevelandmcbride.com
Tel: 03 9486 0500
Fax: 03 9486 0200
Mail: Suite 4, Level 4,
372 Albert Street,
Health Recruitment
East Melbourne, Vic 3002

Established since 1977

Newly fitted out specialist rooms available on a
sessional basis. Located in the heart of the
Bakehouse Quarter in North Strathfield.
Building contains a pharmacy, GPs, physio and
radiology. Plenty of 3 hour free parking, very close to
the station and M4 exit.
For further enquiries, please contact Sussan
(02) 8090 8010 or office@eyesmile.com.au

Ballarat Health Services,
Ballarat, Victoria

Gastroenterologist
2010
IYMH
CONFERENCE
29–30 JULY
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• Full-time salaried staff specialist or VMO
• Hospital campus of both Deakin University’s and University
of Melbourne’s new medical schools
Ballarat Health Services (BHS) is seeking an appropriately trained
and qualified Gastroenterologist to join its team of three specialists
(one full-time staff specialist and two Visiting Medical Officers).
The Unit is supported by an advanced trainee and an intern. The
appointment of a Clinical Lead will form part of this process.
BHS is an integrated health service with a 255-bed general, acute
hospital serving Western Victoria. It is the campus of both Deakin
University’s and the University of Melbourne’s new medical schools.
Duties will involve inpatient and outpatient services (including Liver
Clinic) and endoscopy services. Subspecialty interests, including
hepatology and interventional endoscopy would be welcome, as
would involvement in the general medicine on-call roster initially.
Applicants should ideally have an FRACP in Gastroenterology and
specialist recognition under Medicare, and be eligible for general
registration in Victoria.
Ballarat offers a superb regional lifestyle with excellent educational,
recreational, sporting, shopping, entertainment and cultural
facilities. The centre of Melbourne is 75 minutes travelling time by
car or train from Ballarat.
Background information is available on www.bhs.org.au
Applications and enquiries may be sent in the first instance to
Leslie McBride at:
Email: lm@clevelandmcbride.com
Tel: 03 9486 0500
Fax: 03 9486 0200
Mail: Suite 4, Level 4,
372 Albert Street,
Health Recruitment
East Melbourne, Vic 3002

l32787

International
Youth Mental Health

UPDATE YOUR
SKILLS AND IMPROVE
PATIENT CARE
The School of Public Health offers a range of options
for learning principles and practice of evidence based
medicine. Study part-time, full-time, face-to-face or by
distance-learning – flexible options to suit your needs.

www.sexualhealthconference.com.au

Consider updating your general epidemiology and
information management skills by taking a professional
development short course. Popular options are:
• Introduction to Clinical Epidemiology
• Literature Searching
• Introduction to Systematic Reviews

0102 rebotcO 02 – 81
hxE dna noitnevnoC yendyS

H31968

To sequentially build skills, there are several degree
options:
• Graduate Certificate in Clinical Epidemiology
• Graduate Diploma in Clinical Epidemiology
• Master of Medicine in Clinical Epidemiology

Learn how to better appraise and use research, apply
theory to patient-based examples, readily integrate
epidemiology into day-to-day practice, and finally to
undertake high quality research yourself.
More information:
sydney.edu.au/medicine/
public-health
(see ‘future students’)
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Doctorsdownsouth is an
initiative by New Zealand’s
southern most District Health
Board - Southern DHB. We
manage public hospitals and
health services in our region.

ecneref

If you’re contemplating a move
‘down south’ there are ANY
number of reasons you should
make contact with us. Find out
why by visiting

doctorsdownsouth.co.nz

2010

Australasian

Sexual Health

Conference

Monday 18 to
Wednesday 20 October

Sydney Convention and Exhibition Centre,
Darling Harbour, Sydney

www.sexualhealthconference.com.au
Keynote Speakers:
Professor Graham Hart
Head of Research Department, Director of the Centre for
Sexual Health & HIV Research, Centre for Sexual Health & HIV
Research, University College London, United Kingdom
Dr Jorgen Jensen
Consultant Physician and Head of the Bacterial STD Research
and Development Unit, Statens Serum Institut, Copenhagen,
Denmark

To: ________________________________ Time:________________ Date:__________________ From: ______
Professor Michael Kidd AM

Executive Dean of Health Sciences (including the School
For further information please contact:
of Medicine and the School of Nursing and Midwifery),
2010 Australasian Sexual Health Conference
Flinders University, South Australia and chair of the Australian
Locked Mail Bag 5057
Government’s Ministerial Advisory Committee on Blood Borne
Darlinghurst NSW 1300 Australia
Viruses and Sexually Transmissible Infections
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+61 2 9212 4670
Senior Research Fellow, Australian Research Centre in Sex
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advance your finance payments,
why wouldn’t you?
Your final opportunity to capture maximum tax deductions for the
current fiscal year ends on 30 June 2010. Benefit by considering
pre-payments in advance and capture a tax deduction in the
current tax year.
Update your practice equipment and fitout now and be best placed
to treat your patients’ needs. To find out more about Investec
Experien’s range of finance structures contact your local banker, call
1300 131 141 or visit www.investec.com.au/professionalfinance.

Experien

Asset Finance • Commercial Property Finance • Deposit Facilities • Goodwill & Practice Purchase Loans • Home Loans
Income Protection & Life Insurance • Professional Overdraft
Investec Experien Pty Limited ABN 94 110 704 464 (Investec Experien) is a subsidiary of Investec Bank (Australia) Limited ABN 55 071 292 594 AFSL 234975. All finance is
subject to our credit assessment criteria. Terms and conditions, fees and charges apply. We reserve the right to cease offering these products at any time without notice. Investec
Experien is not offering financial or tax advice. You should obtain independent financial and tax advice, as appropriate.

