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Letter from the President

YOUR COLLEGE NEEDS YOU
requirements. Involvement in CPD is
mandatory for maintenance of one’s medical
registration in New Zealand and New South
Wales and is soon to be mandatory across
all jurisdictions in both countries.
Over the next few years, the number of
graduates per annum will almost double
in Australia from 1,400 to 3,000. These
graduates will flow through prevocational
and then vocational training for the various
areas of medical endeavour.

S

ince the days of Hippocrates,
physicians have passed on their
knowledge and skills to the next
generation coming through via
bedside and workplace teaching using the
apprenticeship model.

Becoming a supervisor of a basic or
advanced trainee is extraordinarily
rewarding. The opportunity to support and
provide supervision to our trainees is highly
valued by the trainees, and rich bonds and
lasting friendships develop between Fellows
and their trainees.
There are at least two types of supervision
available for Fellows.

In taking part in these activities, physicians
fulfil their desire to give something back to
the system which for thousands of years
has relied on teachers who, in most cases,
perform the service on a pro bono basis.

You might suggest that this huge army of
medical practitioners volunteering to serve
on the frontline reflects the generosity of
spirit of our profession.

Apart from the happiness derived from
teaching and training junior staff, a perhaps
more selfish reason for pursuing these
activities is that they assist us to keep
up to date with knowledge and facilitate
accrual of the points needed to fulfil CPD
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The Deanery at the College has a program
to assist and support supervisors. There
are workshops and other ways for
supervisors to feel connected around
medical education issues.
Fellows do not necessarily need particular
expertise in supervision or medical education
prior to becoming a supervisor. The College
equips Fellows who are interested and
supports them in this process.

The new PREP program, which is currently
operating for basic trainees and will extend
into advanced training over the next couple of
years, relies on regular educational supervision
by Fellows for the benefit of trainees.

Generosity is defined as ‘the habit of giving
without coercion, of looking out for society’s
common good, of giving from the heart’. It
is equated with munificence, bountifulness,
nobleness and magnanimity, and these
labels may be appropriate.

It is often said that the greatest happiness
is enjoyed by those who give rather than
those who receive or accumulate material
possessions.

The rapid increase in trainee numbers
and increased complexity of the support
structure is resulting in a desperate need for
more supervisors and mentors in Australia
and New Zealand.

Currently, the College is working with
universities to develop programs where
Fellows can undertake courses or degrees
to become more proficient in teaching and
training, but most supervisors develop the
necessary skills through in-house workshops
at the College or in their hospitals.

There are many reasons why we become
involved in teaching and training the next
generation of physicians.

Another, perhaps more real, explanation
may be that giving of oneself for this
purpose is an enormously pleasing and
rewarding experience.

Curriculum. In doing this, the PDA assists in
the professional development of the trainee.
This is a highly rewarding and enriching
way for a Fellow to work with trainees as
it helps shape the trainee as a developing
medical professional, whereas the expert in
the discipline takes on more the role of the
regular educational supervisor.

The educational supervisors are involved
in regular activities with the trainees, for
example, looking at their learning needs
analysis, performing mini-CEX assessments,
having discussions with them on a quarterly
basis to inform their mid-year and end-ofyear reports.
The other type of supervisor within our
College is the mentor-type role of the
professional development advisor (PDA).
The PDA meets with the trainee twice
a year to work through a case that the
trainee has seen that reflects elements or
components of the Professional Qualities

On the outbreak of the First World War,
Prime Minister Herbert Asquith appointed
Lord Kitchener as Secretary of War. With
the help of a war poster that featured his
moustachioed face, pointing finger and the
words, ‘Your Country Needs You’, over three
million men volunteered in the early years of
the War.
It is now a new millennium and ‘Your
College Needs You’.
If you are not already involved in teaching
and training, think seriously of enrolling.
You can be assured of enormous enjoyment,
fulfilment, satisfaction and sense of
achievement and, at the same time, you will
accumulate knowledge and CPD credits.
Professor Geoffrey Metz AM, PRACP
RACP President

International Health

THE AID RACKET:
OFFICIAL DEVELOPMENTAL ASSISTANCE IN
HEALTH TO DEVELOPING COUNTRIES
What these figures hide
is the massive increase
in total aid funding to
US$119.8 billion in
2008 (0.3% of GNI).

Professor David Brewster

In his enlightening article on
the history of aid to developing
countries, Professor David
Brewster warns against
‘both the heady idealism of
humanitarianism and the
cynicism which seeks to cease
all official developmental
assistance’.

Aims of aid
The academic literature on developmental
assistance has been quite pessimistic
and critical of foreign aid. The major
justifications for aid have been: 1) to
assist development; 2) to relieve poverty
(humanitarianism); 3) to promote the
political and economic interests of donor
countries; 4) global redistribution of wealth;
and 5) as restitution for wrongs during the
colonial period. The British economist,
Peter Bauer, discounts the development
justification by pointing out that economic
achievement occurred in many developing
countries of Asia before there was any
foreign aid and depended upon ‘personal,
cultural, social and political factors, that
is people’s own faculties, motivations and
mores, their institutions and the policies of
their rulers (p. 7)’.1
The United Nations target for overseas aid
as 0.7% of Gross National Product (GNP),
or more recently GNI (income which

includes interest and dividends), for highincome countries has only been reached by
a few countries, and overall the net official
development assistance has fallen from
0.42% in 1964 to a low of 0.22% in 1997 (see
table). However, what these figures hide is
the massive increase in total aid funding to
US$119.8 billion in 2008 (0.3% of GNI).
Sweden
Luxembourg
Norway
Denmark
Netherlands
Ireland
Belgium
Spain
United Kingdom
Finland
Austria
Switzerland
France
Germany
Australia
Canada
New Zealand
Portugal
Greece
Italy
Japan
United States
0 0.1 0.2 0.3 0.4 0.5 0.6 0.7
%

0.8

0.9

1

Official Developmental Assistance as a
percentage of Gross National Income, 2008.
Source: www.oecd.org

Despite such large sums of money, the
evidence does not show that aid either
promotes development or relieves poverty.
Rukmani Gounder of Massey University
examined three models (recipient need,
donor interest and humanitarianism) using
economic analysis and found them to be poor
descriptors of the aid allocation process.2
During the Cold War, the granting of aid to
a developing country was largely a political
decision related to foreign policy aims. So,
the main reason for so little to show for the
vast amounts of aid granted to developing
countries is that, in the context of superpower rivalries, much of the aid was spent on
foreign policy and economic interests without
regard to development. Even a cursory
examination of the OECD aid statistics shows
little rhyme or reason for how much aid any
individual developing country receives.

There are also destructive effects of aid,
related to rewarding governments for
pursuing detrimental policies which
disadvantage the most productive groups,
often ethnic minorities. There is also the
issue of promoting corruption, as in the
popular expression: ‘nothing falls off the
back of a truck as easily as a sack of food
aid’. The old adage that aid transfers money
from the poor of rich countries to the rich
of poor countries means that capital projects
on institutions, airlines, roads and bridges
benefit the rich, who benefit from the new
infrastructure and also profit from the
purchase of supplies for the project through
ownership of businesses in the country.
Aid has largely failed to relieve poverty and
promote economic development because
donor governments’ priorities have not been
consistent with these aims.
Even the aim of promoting Western interest
through aid has often been ineffective as
large amounts of aid have often gone to
regimes overtly hostile to Western interests.
As a personal example, the author was
involved in one of the largest relief efforts
to date in Cambodia (Kampuchea) in 1980,
yet the West was constantly criticised by
the regime for continuing to recognise
the genocidal Pol Pot regime. Incidentally,
it was gratifying when Andrew Peacock,
Australia’s Foreign Minister, made Australia
the first Western country to refuse to
recognise that regime due in part to
pressure from World Vision, for whom I
was re-establishing a children’s hospital in
Phnom Penh at the time. Other examples
of support for countries overtly hostile
to Western interests have included Cuba,
North Korea, Vietnam and Afghanistan.
Bauer makes some suggestions about how
to improve foreign aid.1 His proposals
include to: 1) change the criteria of
allocation so as to subsidise governments
whose policies promote economic
progress; 2) make aid bilateral rather than
multilateral so as to maintain a vestige of
control; and 3) make aid untied and in
the form of grants rather than subsidised
loans. But he expresses pessimism about
the chances of these proposals being
implemented due to the powerful interests
RACP News October 2009
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It has been estimated
that it would cost
US$34 per person for
countries to cover a
basic package to
achieve the
Millennium
Development Goals.
of aid organisations, bureaucracies and
regional organisations such as the World
Bank, International Monetary Fund, UN
system and other lobby groups. However,
since the Paris Declaration in 2005 (see
below), there appears to be more political
goodwill for change among many donors,
including Australia.

History of Official
Developmental
Assistance (ODA)
Without denying the importance of
philanthropy by the Rockefeller and
Carnegie Foundations early in the 20th
century, ODA really dates from the end of
the Second World War with the Marshall
Plan for Europe. The World Bank and
International Monetary Fund (IMF) were
established at the 1944 Bretton Woods
Conference for post-war reconstruction.
Following the success of this program, it
was applied to developing countries to aid
economic growth. Under the leadership of
Robert McNamara from 1968 to 1981, the
World Bank changed its focus from the large
infrastructure projects of a bank—which
had failed to stimulate economic growth—to
poverty reduction as a developmental
agency with emphasis on rural development,
housing, education, population control,
health and nutritional planning.3
The first key UN report on ODA was
called Partners in Development in 1969,
which was chaired by Lester B. Pearson,
the former Prime Minister of Canada
and Nobel Peace laureate, which set the
6
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target of 0.7% of GNP by 1975, although
1% was considered desirable.4 The report
took a strong humanitarian perspective
in favour of aid, perhaps in response to
the prevailing public disillusionment with
aid programs. However, the report was
criticised as lacking empirical support
for its recommendations, particularly its
assumption that aid was a necessity for
economic growth, since this was poorly
supported by the evidence. In the end, it
was dismissed as a public relations exercise
to promote multilateral aid.
Another report in 1980 was chaired by
Willy Brandt, the charismatic former West
German Chancellor and another Nobel
Peace Laureate.5 The Brandt report called
for a new international economic order
on the basis of the mutuality of interests
between the North (First World, including
Australia and NZ) and the South (Third
World) from a global Keynesian economic
perspective. It argued that the North should
aid the South because it was in their interest
to do so, due to mutual interdependence.
This report was also strongly criticised
by economists for false assumptions and
lacking a foundation of systematic analysis,
but its failure was more related to the
unwillingness of the North to grant any
concessions to the South.

World Bank
The World Bank has been a major aid donor
and has also copped much of the criticism
of foreign aid, and it has been a leader in
the changing trends in approaches to aid.
It is also the largest financial contributor to
health-related aid, contributing over US$1
billion annually to new health, nutrition
and population projects.3
Following the post-war reconstruction,
and large investments in infrastructure to
promote economic growth in the 1950s–60s,
the bank turned to a ‘basic needs’ approach,
when economic growth did not ‘trickle
down’ as expected. Later, Western lending
policies, combined with the oil crisis, led to
unprecedented levels of debt for developing
country governments, which was then
followed by the IMF’s notorious structural

adjustment facility and the laissez-faire
paradigm of the Reagan–Thatcher era. The
focus changed again in the 1990s with the
‘Washington consensus’ emphasising open
markets, privatisation, good governance and
institutional strengthening.
In regards to health, the Bank published
a highly influential World Development
Report in 1993 on Investing in Health,
which recommended the following
measures as the most cost-effective for
improving health: investments in female
education, empowering women, primary
health care, and public health.6 It also
developed an economic indicator for health
measured as DALYs (disability adjusted life
years), and promoted user fees, privatisation
and reductions in the public sector, which
were greatly criticised.
In the nutrition field, the Bank argued that
proper nutrition was important for labour
productivity, and so promoted nutrition
programs run by managers instead of
biochemists or doctors. It went on to fund
large nutrition projects, such as the Tamil
Nadi Integrated Nutrition Project, involving
nutrition education, growth monitoring and
supplementary feeding of children. However,
when its cost-effectiveness was evaluated, it
was found to have had little impact due to
non-intervention determinants such as low
purchasing power, gender inequality and
male alcohol consumption. Devi Sridhar
has argued in his recent book that the Bank’s
nutritional model of individual growth
monitoring, behavioural change through
nutritional counselling and supplementary
feeding is conceptually flawed.7 He favours
a focus on structural determinants of child
malnutrition rather than on detrimental
caring practices. Malnutrition in India, in his
view, is the result of inadequate purchasing
power, gender discrimination and infectious
diseases, requiring an intervention strategy
of income redistribution, social protection
and welfare programs rather than growth
monitoring and dietary education.

A new paradigm for aid
The aid paradigm has again shifted,
with the current focus on governance,

democracy and donor harmonisation. The
Paris Declaration on Aid Effectiveness in
2005 committed developed countries to
specific targets for: 1) mutual partnerships
with better alignment of aid; 2) donor
harmonisation; 3) defining performance
standards; and 4) mutual accountability.8
Amartya Sen, the Indian economist and
Nobel Laureate in economics, has brought
an ethical dimension to the aid debate,
arguing that political liberties are necessary
for sustainable development.9 Economist
Jeffrey Sachs, a strong advocate for more
aid to Africa, argues in his book, The End
of Poverty, for a doubling of aid to meet the
Millennium Development Goals (MDGs).10
It has been estimated that it would cost
US$34 per person for countries to cover a
basic package to achieve the MDGs.11 There
has also been strong support for ‘glamour
aid’ from the educated public in developed
countries as an ethical imperative, one
manifestation of which has been the
high-profile Live Aid Concerts by popular
musicians.

Aid critics
Recently, distinguished African woman
economist Dambisa Moyo has entered the
debate with her best-selling book called
Dead Aid: why aid is not working and
how there is another way for Africa.12 Her
basic premise is that aid to Africa has not
worked, so there needs to be a political
will to change. She documents how foreign
aid has not increased economic growth in
African countries due to its crowding out
of financial and social capital and feeding
corruption. She offers a radical rethink of
the aid-dependency model in the African
context, using countries like Mauritius and
Botswana as examples, which owe their
economic success to political stability,
market-oriented economies and the probity
of their political institutions. Botswana,
for example, has used aid wisely for the
public good through sound governance and
policies favouring foreign investment and
equitable growth. She also points out the
increasing importance of China in foreign
direct investment and trade with developing
countries. Moyo sees remittances (money

The challenge is to
continue to improve aid
in order to close the
appalling gap in health
outcomes between
industrialised and
developing countries.
sent back to family members by migrants
employed overseas) as a means of reducing
poverty, and stresses the importance
of reducing the banking costs of such
international transfers. She proposes
three market-based steps for turning
off aid to Africa within five years: 1) an
economic plan to reduce reliance on aid
(excluding humanitarian and emergency
assistance); 2) an array of alternative
financing through trade, foreign direct
investment, remittances, capital markets,
micro-financing and savings, which are
harder to divert to corrupt politicians over
the long term; and 3) the strengthening of
institutions with accountability.
William Easterly, a former World Bank
economist, is another critic of aid in
his book The White Man’s Burden.13 He
contrasts two different kinds of approaches
to development. Planners take a systematic
and comprehensive approach to issues,
characterised as a global analytic perspective,
relying upon expert consultants and their use
of rhetoric. Seekers, on the other hand, adopt
a more ad hoc or piecemeal approach, taking
into account local knowledge, feedback, and
home-grown solutions arrived at by trial
and error. He believes that development
assistance has been too long dominated by a
planner’s mentality, whereas what is needed
are seekers after truth.

Conclusions
Even from this brief historical summary,
it should be clear that ‘the aid racket’ has
come a long way from the days of Cold War
politics and structural adjustment. The new
paradigm of donor harmonisation, working
in partnership, good governance and sector-

wide approaches is clearly an improvement
on past approaches. It remains to be seen
how much these principles will be followed
by both donors and recipients. Although
criticisms of aid need to be addressed, we
must avoid both the heady idealism of
humanitarianism and the cynicism which
seeks to cease all ODA. The challenge is to
continue to improve aid in order to close the
appalling gap in health outcomes between
industrialised and developing countries.
Professor David Brewster FRACP
James Cook University
Cairns, Queensland
Email: david.brewster@jcu.edu.au
References
1.

Bauer P (1991). Foreign aid: mend it or end
it. In Bauer P, Siwatibau S, Kasper W, eds.
Aid and development in the South Pacific.
St Leonards, NSW: Centre for Independent
Studies, p. 7.

2.

Gounder R (1995). Overseas aid
motivations. Aldershot, UK: Avebury,
Ashgate Publishing.

3.

Ruger JP (2005). The changing role of the
World Bank in global health. Am J Public
Health. Jan;95(1):60–70.

4.

Pearson Report (Partners in Development)
(1969). New York: Praeger.

5.

Brandt Report (Independent Commission
on International Development Issues)
(1980). London: Pan Books.

6.

World Development Report (1993): Investing
in Health. Washington: World Bank.

7.

Sridhar D (2008). The battle against hunger:
choice, circumstances, and the World Bank.
Oxford: Oxford University Press.

8.

Paris Declaration on Aid Effectiveness:
Ownership, Harmonisation, Alignment,
Results and Mutual Accountability
(2005). Paris. See <www.oecd.org/
dataoecd/11/41/34428351.pdf>.

9.

Sen A (1999). Development as freedom.
Oxford: Oxford University Press.

10.

Sachs J (2005). The end of poverty: economic
possibilities for our time. London: Penguin.

11.

Ruger JP (2007). Global health governance
and the World Bank. Lancet. Oct
27;370(9597):1471–4.

12.

Moyo D (2009). Dead aid: why aid is not
working and how there is another way for
Africa. London: Allen Lane (Penguin).

13.

Easterly W (2007). The white man’s burden:
why the West’s efforts to aid the rest have
done so much ill and so little good. New
York: Penguin.

RACP News October 2009

7

International Health

GLOBAL HEALTH AND THE RACP
involves many disciplines within and
beyond the health sciences and promotes
interdisciplinary collaboration; and is a
synthesis of population-based prevention
with individual-level clinical care’.1 Global
health also encompasses issues such as food
security, water, climate change, nuclear
proliferation, conflict and human rights.

Professor Graham Brown

G

lobal health has become
a common term used in
different ways by governments,
academia, students, and
designers of new medical curricula. The
common thread to the definitions is a
development perspective for the whole
world that includes inputs from public
health and international health, and a multidisciplinary approach from health sciences,
social sciences and beyond. This approach
to global health builds on a long history of
contributions from institutes that began with
goals of protecting the individual health
and wellbeing of their citizens involved in
trade and military activities in developing
countries, and progressed to a concern
for the health of the populations living in
poverty and the need and obligation to
address the gross inequities in development
and health across the globe.
Global health has a special role in
addressing issues that involve many
countries, but particularly those of the
poorest billion people. Its practitioners
focus on issues of access to health as a
desirable feature for health equity and the
need for a multi-disciplinary approach
to solutions, involving more than the
biomedical sciences and clinical medicine.
A group in the United States has suggested
a definition for global health as ‘an area for
study, research and practice that places a
priority on improving health and achieving
equity in health for all people worldwide.
Global health emphasizes transnational
health issues, determinants and solutions;

8
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The definition thus encapsulates the many
disciplines that contribute to global health,
and the need to understand the many forces
that influence the outcomes. It is clear
that it is impossible to have good health
without good governance, as is obvious
from outbreaks of cholera in Zimbabwe, the
polio risk in Afghanistan, and other serious
health problems among people displaced
by disasters or civil war. Health indicators,
such as infant and maternal mortality, can be
good gauges of countries that are at risk of
becoming ‘failed states’. Education, especially
for women, is critical. At an individual level,
the most common reason for a family to
drop from just coping with life to falling
below the poverty line is a major health event
that leads to large costs for treatment and
loss of income. Events beyond the control
of the poorest people, such as the global
financial crisis, or extremes of weather, will
add to the almost one billion people in the
world who are undernourished and suffering
as a result of both rising food prices and
reduced opportunities for economic output
to enhance their quality of life.

Recognising the slow progress towards health
in the poorest countries and poorest regions,
the United Nations in 2000 committed to
achieving the Millennium Development
Goals (MDGs), an ambitious set of
measurable targets for reducing poverty
and improving mortality, particularly for
women and children, over the following 15
years. Although progress has been achieved
in some measures in some countries, more
than 1.4 billion people still live on less than
$1.25 per day, numbers of people in poverty
continue to increase, and there has been
minimal impact on the target relating to
reduction in maternal mortality associated
with pregnancy and childbirth.
The negative news should not outweigh
positive progress that has occurred in
many countries over the past few decades,
including some excellent progress in child
survival, in HIV control in many countries,
towards polio eradication and measles
control, and other indicators of development.
The rallying cry for achieving the MDGs has
brought these issues to broader international
attention, and several nations, including
Australia, have increased their commitment
to funding aid for development and debt
relief for poor countries. It has also brought
to light the need for translational research
regarding health systems, health financing
and the lack of capacity for implementation,
even where financial resources have been
made available by donor agencies.

Advanced trainee in Haematology, and PhD student of the Nossal Institute, Dr Sant-Rayn Pasricha
(left), with colleagues in rural Karnataka, India, investigating the causes of anaemia in children.

Despite a pessimistic beginning, the
architects of schemes for supply of
antiretroviral drugs to people with HIV
infection can finally see the results of their
efforts, with many programs delivering
medication to those in greatest need.
Interestingly, a human rights based
approach to delivery of drugs for HIV
was the underlying principle on which the
international community acted, regardless
of the financial cost, to reverse the blatant
inequity for people living in poorer parts
of the world. Dedication of resources
to programs focused on treatment of a
single disease can be locally and more
generally successful, but can have negative
consequences if other areas of greater need
for delivery of public health services are
neglected; a complementary strategy is to
introduce approaches that can strengthen
entire health systems, and their governance.
A tremendous contribution to Global
Health has come from leadership shown
by Bill and Melinda Gates in contributing
funds from the non-government sector for
provision of services, and an increase in
funding for medical research, particularly
in HIV, tuberculosis and malaria. The
latter will help to address the ‘10/90 gap’,
which highlights that the majority of
funding for research is directed towards
diseases that affect a small percentage of
the world. Progress has been made towards
development of a malaria vaccine and the
scientific community has been challenged to
think hard about a multi-decade campaign
for control and ultimately elimination of
the disease. With an increasing proportion
of international aid being provided by
private donors who direct money into
particular programs and countries, more
independent bodies such as the World
Health Organization may have less direct
influence over policy.
The Australian Government has made a
welcome commitment to increasing its
contribution to international aid, and in
a clear statement of intent, has engaged
Australia’s universities in competitive
research and block funding to improve
the quality and effectiveness of Australia’s
international aid.2

The College could
contribute to global
health by enabling a
process that would allow
trainee physicians to
have dual accreditation
in internal medicine and
global health.
Many Fellows of the Royal Australasian
College of Physicians have made substantial
contributions to global health. For many
years trainees have had the extremely
beneficial experience of working alongside
excellent physicians in many countries,
not only learning a great deal, but often
beginning a commitment to addressing
global health inequity. Our particular
responsibility to health in Papua New
Guinea has been taken up by such leaders
and role models as Professor John Biddulph,
Professor of Paediatrics at the University
of Papua New Guinea, who, way ahead
of his time, instituted standard treatment
protocols and guidelines for paediatric care
while contributing to the training of nurses
and health workers to supplement the small
number of doctors in the country. Professor
Frank Shann performed landmark research
to demonstrate the importance of bacteria
in causation of childhood pneumonia in
developing countries that spurred research
and development of vaccines for bacterial
pneumonia. Professor Sir Isi Kevau and
Professor Trevor Duke have been role
models in training of physicians and
paediatricians respectively, and Professor
Michael Alpers directed the Papua New
Guinea Institute of Medical Research
for many years in a range of activities
addressing priority health problems in
that country, particularly in infectious
diseases. Our obligations to contribute to
global health, particularly of our region, are
greater than ever before with an expanding
population and a huge need for medical
workforce training and institution of public
health measures. It is clear that Australian

successes in programs for harm reduction,
for example in relation to HIV, or reduction
in tobacco consumption, could be models
for countries in our region.
The College could contribute to global
health by enabling a process that would
allow trainee physicians to have dual
accreditation in internal medicine and
global health. Just as the UK is advocating
a specialist stream for training in academic
medicine to develop an academic health
system focused on better care for people
and communities, continuous improvement
and training a relevant workforce, the
case is strong for a similar training
scheme for an academic global workforce,
and Australia and the College could be
strong contributors to this development.
Physicians skilled in the art of internal
medicine and attuned to the needs of
public health and global health can make
a contribution internationally, but also
in areas where the same principles apply,
such as in the care of displaced people who
are migrants or refugees, in international
disaster settings, or as long-term
contributors to the health of our region.
Such academic streams could be partnered
by the Faculty of Public Health Medicine
and the Faculty of Internal Medicine and
Paediatrics, or even combined with partner
colleagues in Surgery, Obstetrics and
Gynaecology or Psychiatry.
Professor Graham Brown
FRACP, FAFPHM, PhD, MPH
Director
The Nossal Institute for Global Health,
University of Melbourne
With thanks to Trevor Duke FRACP and Frank
Shann FRACP for reviewing the paper.
Note: Conflict of Interest—The Nossal Institute
for Global Health is a recipient of funding
from AusAID and the Bill and Melinda Gates
Foundation.
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IMPROVING IMG AND OTP
ASSESSMENT

I

t has been a year of dramatic change in the College assessment of Overseas Trained
Physicians (OTPs) and International Medical Graduates (IMGs) in Australia. The
College has moved quickly to adjust to changes, primarily led by the Australian Medical
Council and the Commonwealth and State Governments, and to streamline our own
processes to make it easier for IMGs and OTPs in what is an increasingly complex system
with many stakeholders involved. With 25% of the Basic Trainees being IMGs and the RACP
assessing more Overseas Trained Specialists than any other Specialist College in Australia
and New Zealand, we play an extremely important role in this area.
The OTP Unit is part of the Education Deanery at the College and is responsible for the
management of the assessment process for OTPs seeking specialist registration or Area
of Need approval in Australia. Figures 1 and 2 outline the most common countries and
subspecialties for OTPs being assessed by the College. The Unit also manages recognition of
prior learning for IMGs who have joined the College’s Basic Training program and approval
of Specified Training, which is limited-period (up to two years) non-College training for
IMGs in Australia.
Figure 1 Country of origin for OTP applicants in 2007 and 2008.
Other (3 or less)
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34%

Malaysia
2%
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3%
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3%
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3%
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7%

Figure 2 Subspecialties with the greatest number of applicants in 2007 and 2008.
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General Medicine

New policies have recently been approved
by the College Education Committee in
relation to OTP and IMG assessment. They
were developed by the Expert Advisory
Group on OTPs after extensive research
and consultation with all our stakeholders.
The policies and procedures are assisting
the College in processing applications
more speedily and in a fair, transparent
and robust way. The policies comply with
AMC guidelines and take into account the
particular state/territory Medical Board and
government requirements.
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Gastroenterology
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Medicial Oncology
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8
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Number of applicants
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The deciding bodies for OTP assessment are
the OTP Sub-committees, in consultation
with the Specialist Advisory / Specialty
Training Committees (for the Divisions)
and the Education Committees (for the
Chapters and Faculties). All applicants
have the right of appeal to the Division
Education Committees and ultimately
the Board of the College. The OTP Subcommittees are some of the hardest working
committees in the College. They meet
monthly, sometimes needing to review 17
cases in one two-hour teleconference. The
numbers of assessments undertaken by the
OTP Sub-Committees in 2007 and 2008 can
be seen in Figure 3. Each application they
are required to consider includes pages of
interview reports, referee reports, logbooks,
letters of support and in-depth detail on
overseas training programs and experience.
All paperwork must be reviewed and
decisions made in line with agreed College
policy and procedure. The breakdown of
the outcomes of new assessments is given in
Figure 4.
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The Specified Training pathway is suitable
for overseas doctors wishing to practise
and train in Australia for a maximum of
two years. Figure 5 depicts the countries
of origin for Specified Trainees in 2008.
Applicants must be no more than two
years from the completion of their
overseas Advanced Training program.
This pathway is also applicable to Overseas
Trained Physicians wishing to gain further
experience in their field that is not available
in their home country. Given the maximum
two-year time frame to which the program
is limited, it is an effective way to further

Figure 3 Types of assessments
undertaken by the OTP sub-committees
in 2007 and 2008.

Figure 4 Outcomes of OTP assessment
in 2007 and 2008 (229 applicants).
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Reassessment

Not Comparable

Peer review progress

Clinical Exam & 12 months
Peer Review

Reduction in PR

Written & Clinical Exam & 12
months Peer Review
24 months Peer Review
No further requirements
Other

Sri Lanka
6%

Germany
6%
Philippines
5%

Malaysia
5%
South Africa
2%

Other
19%

Pakistan
2%

Ireland
2%
China
2%
UK
17%

India
24%

Processes for recognition of prior learning
for International Medical Graduates are
still being refined to ensure that Fellows
involved in approving the recognition
do not feel overworked. In the interim,
Directors of Paediatric Physician
Training (DPPTs) are approving Unit
staff recommendations (using approved
guidelines) for paediatric prior learning,
and the Acting Chair of the OTP Subcommittee (Adult Medicine) is approving
Adult Medicine recommendations,
although certainly for Adult Medicine this
is unsustainable. Procedures will be further
defined and standardised across all College
Divisions, Chapters and Faculties once
the Recognition of Prior Learning Policy,
currently being drafted, is approved.
Figure 6 outlines the number of Basic
Trainees applying for recognition of prior
learning from each region.
The Reconsideration, Review and Appeals
process for OTPs has recently been further
refined to ensure that these appeals are
managed within a set time frame.

Figure 5 Country of origin for Specified Trainees in 2008 (584 applicants).

UK & Subcontinent
(India, Sri Lanka,
Pakistan &
Bangladesh)
9%

the spread of new ideas in medicine.
Applications for this pathway generally
come direct from the employing hospital/
agency to the College before going to the
Medical Boards for registration approval.

The College appreciates that OTP/IMG
assessment is complex and often difficult for
IMGs and Fellows involved in the process.
We appreciate that our communication
in this area has often been lacking but we
hope that those involved in OTP/IMG
assessment are starting to see improvements
in our processes and communication. A
focus of the OTP Unit, the EAG and the
Sub-committees in 2010 will be improving
our lines of communication with all
stakeholders and ensuring the process
continues to be fair, transparent and robust.
IMGs and OTPs are extremely important
to the Australian and New Zealand medical
workforce and need to remain a priority for
the College.
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Figure 6 Region of origin for IMGs in the Basic Training Program in 2008 (141 applicants).
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Overseas Trained Physicians &
Paediatricians (Australia) Policy and
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Process: http://racp.edu.au/page/becominga-physician/overseas-trained-doctors-andphysicians/overseas-trained-physiciansaustralia
International Medical Graduates:
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Training in Australia Policy:
http://racp.edu.au/page/becoming-aphysician/overseas-trained-doctors-
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and-physicians/international-medicalgraduates-australia
For more information, please don’t hesitate
to contact us:
OTP Unit
Education Deanery
Royal Australasian College of Physicians
145 Macquarie Street
Sydney NSW 2000
AUSTRALIA
Adult Medicine: +61 2 8247 6206
Paediatrics & Child Health:
+61 2 8247 6205
Email: otp@racp.edu.au

New Zealand
The College acts as a Branch Advisory
Body (BAB) to the Medical Council of
New Zealand (MCNZ) in their assessment
of OTPs who have applied for Vocational
Registration. While this process is managed
more by the MCNZ, the College’s role
is an important one, with a Joint OTP
Assessment Committee being set up there
and specific staff appointed to administer
the process. The Overseas Trained
Physicians & Paediatricians (New Zealand)
Policy is currently being drafted by the OTP
Assessment Committee in conjunction with
the OTP EAG and should be approved by
the end of the year.
For more information, please contact:
The Royal Australasian College of Physicians
5th Floor, 99 The Terrace
(PO Box 10601)
Wellington 6036
Ph: (+64) (04) 472 6713
Email: racp@racp.org.nz
Keith Johnstone
Stream Leader OTP Unit, Education
Deanery
Member of the Expert Advisory Group on
Overseas Trained Physicians

INVITATION TO RACP OPEN FORUM ON MEDICAL EDUCATION AND TRAINING
The Royal Australasian
College of Physicians
would like to invite
you to an open forum
with Peter Garling
SC to discuss the
education and training
of our junior doctors,
in particular, how to
provide vocational
trainees with a
supportive clinically and educationally rich
training environment. In January 2008, Peter
Garling was appointed as the Commissioner
to conduct the Special Commission of Inquiry
into Acute Care Services in NSW Public
Hospitals. This report was presented to the
Governor of NSW on 28 November 2008.

6.30 pm

Welcome

Professor Kevin Forsyth

6.40 pm

Special Commission of Inquiry into Acute Care
Services in NSW Public Hospitals Report

Peter Garling SC

7.15 pm

Open Forum

Chaired by
Professor Geoffrey Metz

7.45 pm

Conclusion

Professor Geoffrey Metz

The forum details are as follows:
Date:
Wednesday, 21 October 2009
Time:
6.00 pm for 6.30 pm, concludes at 8.00 pm
Location:
Kerry Packer Auditorium, Royal Prince Alfred Hospital,
Building 89, Level 4, Missenden Road, Camperdown, Sydney NSW.
RSVP:
Please reply to Simone Chetcuti on 02 8247 6236, or email
simone.chetcuti@racp.edu.au by 12 October 2009 if you
would like to attend.
Catering:
Light refreshments will be provided on arrival.
Professor Geoffrey Metz
President, RACP
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Professor Kevin Forsyth
Dean, RACP

BASIC TRAINING PORTAL
ENHANCEMENTS

I

n the new PREP Basic Training
program there is much greater reliance
on active supervision of trainees.
In addition, there are a number of
formative tasks and processes for trainees
to undertake. These educational processes
assist the learning of the trainee. They are,
in essence, educational scaffolds to enable
the trainee to undertake several activities of
education to enhance their learning. These
scaffolds also provide the supervisors with
evidence on how the trainee is progressing
in the training program.
The electronic environment is the best
mode for bringing all training aspects
together. It reduces the use of paper and
assists with the difficulties of distance and
the different rotations that supervisors and
trainees have during their training program.
The Basic Training Portal ties together the
various learning tools trainees use and
enables supervisors to view documented
progress of their trainees. The supervisor
and trainee can communicate electronically
with each other on their progress and
the supervisor can furnish reports on the
progress of the trainee to the College.
Hence, the Basic Training Portal is the
foundation of the new PREP Program,
bringing the training program into the
new era of e-Learning. An example of
this, which affects all of our Fellows, is the
MyCPD engine, an online, totally electronic
process for recording, capturing and
planning learning for CPD.
Since February 2009, the Education
Deanery and the Information Technology
teams have been working on enhancements
to the Basic Training Portal. In redesigning
the portal, ongoing feedback from College
trainees and supervisors has been taken
into account, resulting in enhancements
having been made to both navigation and
functionality. While the current tools will
not change, the interaction between the
tools and the portal will. The ultimate goal
is a user-friendly, intuitive system, which
allows both trainees and supervisors to find
what they need, when they need it.

phases. The first phase is currently under
development and is due to be completed by
the end of October 2009. At the completion
of this phase, both trainees and supervisors
will have a fully functioning portal that
will greatly enhance the accessibility of
core information and online tools. The
development of the second phase, which will
add further functionality such as editing and
creating new rotations, will start in November
2009 and will be rolled out in early 2010.
The redeveloped portal will contain a new
interface, which will result in a different, yet
improved look and feel. The interface will
also be unique to individual trainees and
supervisors, showing only the information
that is needed by each.
The tools will now be accessible from one
screen inside the portal, with the ability to
switch between tools also being simplified.
In addition, a summary of all completed
formative assessments, as well as mid-year
and annual reports, will be easily accessible

by the trainee and their supervisor(s) (see
‘Trainee overview’ below).
Further enhancements will enable each
trainee or supervisor to view current and
previous rotations at any time and to
download resources and other relevant
information. Recent activities will also be
listed. Supervisors will be able to view a
summary of their trainees’ progress from
the main portal page (see ‘Supervisor
overview’ below).
A ‘to do’ list will alert trainees and
supervisors of outstanding actions,
while trainees will be able to view their
supervisor’s contact details, which will make
arranging meetings easier in the future.
Furthermore, trainees will be able to edit
their own details, which their supervisors
will be able to view. At the completion of
the second phase, the reports or summaries
that are generated within the online tools
will be easily available as PDF downloads
from within the Summary Page.

Trainee overview

Supervisor overview

The portal enhancements have been
planned to occur in two separate
RACP News October 2009
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Tool status descriptions
Status
Pending

Tool

Description

Learning Needs Analysis

Tool has been submitted and is waiting for approval from
a supervisor.

Significant Incident Analysis
Multi Source Feedback
Approved

Learning Needs Analysis

Tool has been approved by the supervisor.

In Review

Learning Needs Analysis

The supervisor has not approved a Learning Plan and
has sent it back to the trainee for modification.

Not Submitted

Learning Needs Analysis

The tool has not yet been sent to either the trainee or
the supervisor. Modifications can still be made.

Significant Incident Analysis
Submitted

Multi Source Feedback

A report has been made available to either the trainee or
the supervisor.

Mid Year Report
Annual Report
Complete

All tools

Lists the number of tools that have been completed to
date for the training year.

Completed

All tools

Indicates to the supervisor when one instance of a tool
has been finalised.

Incomplete

Multi Source Feedback

The tool has not been completed within the specified
time frame, and the trainee must initiate a new one.

‘Create New’ button (trainee)

Learning Needs Analysis

Allows the trainee to initiate one of the tools.

Mini-CEX
Significant Incident Analysis
Multi Source Feedback
‘Create New’ button (supervisor)

Mid Year Report

Allows the supervisor to create a new report.

Annual Report
When a tool is blank

Supervisor view

We would like to take this opportunity
to thank all the supervisors and trainees
from both Australia and New Zealand who
have provided their time and input to the
development of the portal.
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All tools

No tool has been initiated.

Trainee view

If you have not had a chance to view the
portal, we suggest you do so. To fully utilise
the tools, it is necessary to log on. The
portal can be accessed at:
www.racp.edu.au/btp

Professor Kevin Forsyth, Dean, and the
e-Learning Team
Education Deanery

BASIC PHYSICIAN TRAINING AT
BARWON HEALTH
additional sessional allocation and formed
a committee for BPT. I established a post
of deputy director and had little trouble
in finding enthusiastic teachers who were
willing to join the committee.

Associate Professor Peter Gates with trainees
at Barwon Health

I

had had a long-standing interest in
teaching and looked forward to the
challenge of becoming the director
of Basic Physician Training (BPT).
It was 2002 when I took over the role
from Associate Professor Mark Kotowicz.
Mark had been an excellent director and I
suspect he is one of the few that has had a
general practitioner go through the training
program and pass the FRACP examination.
I was thrown in at the deep end and had
little idea what I was getting myself into. I
was aware of a book that had a name like a
vegetable, and the ‘mango’ book contained
‘all the information that I needed to know’!
In 2002, the Geelong Hospital Barwon
Health was a Level 2 hospital and therefore
basic physician trainees could spend only
two of their three years there. It just so
happened that the year I took over the
role, sufficient subspecialty units had
commenced to make Geelong Hospital
eligible to be a Level 3 hospital. This was
my first task—applying to the College for
recognition as a Level 3 hospital—and that
was the turning point in physician training.
It was not long before I realised that the role
was far more demanding than one single
individual could undertake in one session
per week. I was fortunate to have a very
supportive administration who were also
aware of the significant role postgraduate
education would play in the future of
the hospital. I was thus able to secure

Currently, the committee comprises a
neurologist (myself), a nephrologist (Rob
McGinley), who was the deputy director
until the names were all changed by the
new curriculum, a cardiologist (Thomas
Yip), a respiratory physician (Chris
Steinfort) and a haematologist (Helen
Fairweather). Following the change in the
curriculum, a clinical psychologist (Arlene
Walker) recently joined the team. Prior
to this, Arlene had helped with teaching
the approach to the oral examination. The
different subspecialists are responsible
for organising all the teaching by their
colleagues and themselves in their own
specialty. As a team, we organise practice
examinations. In addition to the committee,
the Geelong Hospital is fortunate in
having many physicians who are willing to
participate in the teaching of our younger
colleagues.
I believe that there are several strengths
in having a committee rather than a
single director of BPT. If the director is
on holiday, or if they are unwell, there
are others to continue with the program.
The committee encompasses all the major
specialties, making the organisation of
the teaching program easier. It also means
that more than one person is familiar with
the program so that it is easier for another
person to step into the role—it’s called
succession planning! And the candidates
have more than one individual with whom
they can discuss their training and any
difficulties that they are encountering.
The new curriculum has presented
new challenges and once again the
administration has been very supportive.
The Director of Basic Physician Training
became the Director of Physician
Education, responsible for advanced
trainees and the introduction of the new
curriculum, while the deputy director is
now known as the Educational Supervisor,
with the role of supervising the basic

physician training program and organising
the FRACP examination.
The new curriculum was presented to
the consultants and basic trainees who
enthusiastically embraced the concept. I had
a personal concern that the multisourced
feedback could be potentially threatening
to our young colleagues who, let’s face it,
are under enormous pressure with their
preparation for the examination on top of
their daily work within the hospital.
The plan under consideration is that our
clinical psychologist, Arlene Walker, will
discuss the multisourced feedback (which
has been used with psychology trainees
for years) with the candidates, in addition
to discussions they will have with their
Professional Development Advisor or
mentor. As I have attended the regular
meetings of the directors of Basic Physician
Training and have heard how hard my
colleagues in other hospitals are working,
with insufficient resources, to train the
young physicians of tomorrow, it seems
to me that whoever is responsible for the
funding has lost sight of one of the most
important functions of a doctor, that is, ‘to
teach them this art—if they desire to learn
it—without fee and covenant; to give a share
of precepts and oral instruction and all the
other learning to my sons and to the sons
of him who has instructed me and to pupils
who have signed the covenant and have
taken an oath according to the medical law’.
The directors of BPT are there because
they have a passion for teaching but they
need support to organise the teaching. It
is important that the College work with
government and hospital administrations to
ensure that the physicians of the future are
well trained.
Associate Professor Peter Gates FRACP
Director of Physician Education
The Geelong Hospital
Barwon Health
peterga@barwonhealth.org.au
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THE REPORTS ARE IN

T

o achieve broad consultation,
combined with input from
designated experts, the
Australian Government
established expert advisory groups of
differing structures to provide a framework
for the Government’s health reform
agenda. Three of the main groups have
now reported and a draft strategy has been
issued relating to the third.
The first group to report back was
the Maternity Services Review led
by Commonwealth Chief Nurse and
Midwifery Officer, Ms Rosemary Bryant.
And yes, the Government did listen. As
part of a $120.5 million maternity reform
package, legislation was introduced to give
eligible midwives and nurse practitioners
access to Medicare and consent to prescribe
medications listed on the PBS. At the
time of writing, this Bill was still being
debated, but it is an early indication that
the Government is committed to the health
reform process it has initiated.

Final reports have also recently been made
public by the National Health and Hospitals
Reform Commission (NHHRC) and the
National Preventative Health Taskforce
(NPHT), led by Dr Christine Bennett and
Professor Rob Moodie respectively. A
draft report has also been released on the
National Primary Health Care Strategy. This
consultation was run differently, with Dr
Tony Hobbs heading an External Reference
Group, but the Department of Health and
Ageing preparing the report.
With these latter three reports having the
most impact on Fellows and trainees of
the College, they are the focus of this brief
overview.

The stats
Over 1,500 written submissions were
made to these three reviews1, and if other
organisations were like us, the review
team members were also bombarded with
personal meetings, formal consultations
and teleconferences. The College
employed all of these tactics to convey its
messages—messages developed through a
broad consultation process open to all of
16
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you.2 Those of you who contributed to this
process will welcome the fact that many of
our recommendations are incorporated in
the reports.

The Preventative Health Taskforce uses
a different structure, recommending a
comprehensive strategy, with specific
actions over three phases for each of the
target areas of obesity, tobacco and alcohol.
There is also supporting infrastructure
recommended to support the strategy.

for the agency’s role to include ‘social
marketing; research, evaluation and
the building and transfer of evidence;
monitoring and surveillance systems;
workforce development and funding
models’.3 This position more closely reflects
the College submission than that of the
NHHRC, which also sees the agency’s role
as exceeding the health promotion remit it
currently holds in the 2009–2010 Budget,
especially in leading the development
of the Healthy Australia Goals. These
are envisaged as 10-year goals which are
regularly revised with input from the
community to ensure broad ownership and
commitment.

Unlike the detailed implementation plan of
the NPHT, the Primary Care report presents
a draft strategy focusing on key priorities
of improving access and reducing inequity,
better management of chronic conditions,
increasing the focus on prevention, and
improving quality, safety, performance
and accountability. It is proposed that
change be built upon a system of regional
integration, including local governance,
and that physical infrastructure needs to
support different models of care. It also
recognises that the strategy requires strong
foundations in IT, workforce and financial
arrangements. The draft strategy itself is
concise, but it is accompanied by a hefty
supporting report.

Another theme common to all the reports
is that the current health system is under
pressure, fragmented, and fails to meet
the needs of all Australians—especially
Indigenous Australians and those living
in rural and remote areas. The Primary
Health Care strategy draws particular
attention to the need for greater integration
of ambulatory specialist care and primary
health care. With regards to improving care
for Indigenous Australians, the NHHRC
recommends the formation of a National
Aboriginal and Torres Strait Islander
Health Authority, which will hold all of the
combined funding directed to Indigenous
health and use it to purchase and
commission the most appropriate services.

The NHHRC makes 123 recommendations
grouped in four areas: taking responsibility,
connecting care, facing inequities and
driving quality performance.

Themes
Comprehensively summarising over 800
pages of reform concepts is beyond the
scope of this article. However, the reports
utilise some consistent broad themes which
are worth exploring. The major theme is
the growing burden of chronic disease,
and the mechanisms to address this such
as prevention, better coordination of care
and ongoing management of disease. The
reports argue that there must be shared
responsibility in preventing disease and
ensuring good health.
Two reports recommend the establishment
of a specific agency with a prevention
role. Seeing this agency with a leadership
position in prevention, the NPHT argues

Hand in hand with system reform is
workforce. The NPHT draws attention to
the need to clearly articulate, plan, educate
and recruit professionals involved in
preventive health. Whilst the current focus
on prevention is long overdue, strategies
of incorporating piecemeal prevention
activities within the role of an already
stretched workforce are unlikely to bring
long-term success. The NHHRC places
greater emphasis on workforce, and along
with recommending the use of clinical
senates and a multidisciplinary approach to
health education, urges the establishment
of a National Clinical Education and
Training Agency. The intent is that this
agency would assess regional needs, assist
with educational infrastructure planning,
partner with educational providers such

as the RACP to acquire clinical education
placements, facilitate regional upskilling
programs, and report on professional
educational standards.4
A further major theme is eHealth. All
reports support the need to enhance
Australia’s eHealth development, with the
NHHRC specifying targets for personcontrolled electronic health records by
2012 and emphasising the need for all
health care providers to be able to send and
receive key data within the next four years.
The Commission also calls for electronic
prescribing and medical management
to be prioritised nationally. Whilst this
is now common within general practice,
other areas of health care, including much
specialist practice, will need considerable
updating.

Items of note
Each of the reports has specific
recommendations which have been a
focus of media reports. The NHHRC has
recommended Denticare Australia—a
program funded by an increased Medicare
levy (for those without private dental
insurance), providing universal access to
basic dental services. The Commission
also calls for the Healthy Australia Accord
designed to articulate the differing
roles and responsibilities of the various
governments involved in health care. Part
of this recommendation is the creation of
a ‘one health system’ with greater national
emphasis. Functions to fall under national
governance range from workforce planning
and education to private hospital regulation.
Different funding arrangements are also
proposed, with the Commonwealth to pay
100% of the efficient cost of public hospital
outpatient services, 40% of the efficient
cost of every public patient admission to
a hospital, subacute or mental health care
facility and every attendance at a public
hospital emergency department, and 100%
of the efficient cost of delivering clinical
education and training.
Perhaps the most controversial
recommendation of the NHHRC is for
the adoption of Medicare Select, under

which the Commonwealth would be the
only public funder of health services. The
Commonwealth would distribute funds to
health and hospital plans, and would offer
a plan itself, which would compete with
private providers. All Australians would be
automatically part of the government plan,
but may choose to change. All Australians
must belong to a plan.
Concerns have been raised about Medicare
Select in terms of the ability of all people
to choose a plan that would best suit their
needs. Given that the need for improvement
of health literacy was a strong theme across
the reports, this would seem to be cause
for concern. Some commentators have
also predicted that smaller private health
insurance firms would be unable to compete
to provide the necessary plans and the bigger
firms would gain greater market share.
The NPHT report also grabbed media
attention with calls for increased taxing
of alcohol and tobacco, plain packaging
of cigarettes and the banning of smoking
in cars carrying children. Perhaps the
recommendation that has received the most
attention has been the call to phase out
marketing of unhealthy foods during peak
viewing times and times when children are
likely to be watching television.

What happens next?
The Prime Minister and Minister for Health
are conducting consultations around the
country to gauge the reaction of the public
and health professionals to the proposals.
They have also established a website
www.yourhealth.gov.au where you can
record your ideas and comments.
Late in 2009 a COAG meeting will
consider the reports at a specially convened
meeting, and this discussion will inform
a comprehensive plan for reform for
agreement at a COAG meeting in 2010,
expected to occur around April.
I’d be very interested to hear your opinions
on the various recommendations. Please
contact me at Yvonne.Luxford@racp.edu.au.
Dr Yvonne Luxford
Manager, Policy and Advocacy
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TWO FELLOWS
APPOINTED TO THE
MEDICAL BOARD OF
AUSTRALIA
On 31 August, the Australian Health
Workforce Ministerial Council
announced the appointment of the
108 inaugural members of the 10
national boards for the new National
Registration and Accreditation
Scheme for the Health Professions.
Congratulations to the two Fellows
who were appointed to the Medical
Board of Australia: Associate
Professor Peter Procopis, Paediatrics
& Child Health, Children’s Hospital,
Westmead, and Dr Charles Kilburn,
Paediatrician at Royal Darwin
Hospital.
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SIGNIFICANT HEALTH REFORMS IN NZ

T

he Minister of Health, the
Hon. Tony Ryall, recently
sent a strong message that he
intends to make significant
changes to the New Zealand health sector.
This decision was precipitated by several
events, commencing with an OECD
report highlighting inefficiencies in the
sector and the burgeoning cost of health
care delivery in this country.1 As a result,
several reports were commissioned, all of
which have indicated a need to review the
way the system is currently functioning.2
These reports looked at specific issues in
isolation; however, it is the report, Meeting
the Challenge, that has synthesised all these
issues into one comprehensive statement.
The findings of this report are briefly
summarised and analysed below in an effort
to convey the potential impact of these
proposed changes upon physicians and the
College.

The key tenet of the
Horn Report is the
need to develop
efficient services
and models of care
that are patient
focused.
The current health reforms were born out of
a National Party election manifesto, Better,
Sooner, More Convenient, outlining the then
Opposition Party’s view that rationalisation
of the health system was required to
increase capacity and efficiency.3 Meeting
the Challenge (commonly referred to as the
‘Horn Report’) expands upon this earlier
statement of intent and gathers together the
findings of the Ministerial Review Group
and other pertinent research relating to the
New Zealand health sector.
The key tenet of the Horn Report is the
need to develop efficient services and
models of care that are patient focused.
The Government’s view is that structural
18
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realignment must occur by moving the
current funding arrangements to specific
organisations and allocating more funds to
‘front-line activities’.
Like all OECD countries, New Zealand
is struggling to deliver a health system
which meets patients’ expectations whilst
remaining financially viable. According to
the Horn Report, a cultural shift is required:
clinical leadership needs to be actively
encouraged and valued, patient safety must
be given prominence and workforce issues
need to be addressed. The task as set out in
the Horn Report is daunting.

6.

A national organisation will be set up
to ensure better investment strategies
for the future and to examine, on a
national level, what will be the major
health infrastructure requirements
long term.

7.

A sustainable workforce needs to be
developed and to this end a National
Workforce Board will be set up within
the NHB.

8.

The bureaucracy needs to be reduced
by moving services to the front line
and reducing back-office duplication.
In order to reduce the overheads of the
21 New Zealand DHBs, the Minister
proposes to set up a State-owned
Enterprise (SEO) called the National
Shared Services Agency (NSSA),
which will provide governance and
administrative support to several
subsidiaries, such as HealthPAC5 and
the DHBs.

9.

Hospital productivity must be improved
by increasing the productivity of
the DHBs and the public health
system. More elective surgery must
be completed and patients must have
better access to services.

The Horn Report is over 150 pages in
length; the full report is available at:
www.beehive.govt.nz. The key issues are
summarised into nine sections. In brief,
they are:
1.

Services must be moved ‘closer to
home’ and, to do this, there must be
greater cooperation between primary,
secondary and tertiary care.

2.

There must be a stronger clinical–
management partnership, particularly
in the area of clinical leadership, which
may actively involve clinicians in
decision-making, leading change and
helping to improve health outcomes.

3.

Patient safety must be improved and
developed. A separate independent
organisation will be established to
champion this endeavour.

4.

New services will be funded and an
organisation set up to assess the safety
and effectiveness of new medical
devices and health services.

5.

The current service configuration will
change. The Ministry of Health will be
divested of their non-core work, and
under this new regime they will focus
on policy and regulations, monitor the
new National Health Board (NHB),
service the Minister’s office and manage
MedSafe.4 The role of the NHB will be to
monitor the performance of the District
Health Boards (DHBs), undertake a
national planning and funding role, and
oversee capital investments.

Proposed changes
that may impact
on the College and
physicians
1.

Moving services closer to home, that
is, investing in community-based
health services, will require physicians
to work increasingly in primary
health settings, thus reducing their
commitments to the DHBs. This will
have an effect on the DHB workforce
as trainee physicians contribute greatly
to the smooth running of the DHBs.
With a reduced number of trainees,
senior physicians may find that their
workloads increase. This proposal also
has implications for training programs
as these would need to be adapted to
equip trainee physicians to work in
this new environment.

5.

The Horn Report
clearly indicates that
health professionals
need to embrace
the model of clinical
accountability and
leadership.
2.

3.

4.

The development of the clinical–
management partnership will
also need a new approach from
physicians and the College. The Horn
Report clearly indicates that health
professionals need to embrace the
model of clinical accountability and
leadership. Furthermore, the report
states that medical colleges will need
to be explicit in how the ‘discipline
of clinical leadership’ is embedded in
their respective professional education
programs and curricula.
Patient safety will be under the
spotlight in a drive to make the health
system more efficient and it is assumed
that physicians will be able to play an
active role in this initiative by engaging
and leading projects currently
underway in the DHBs.
A well-trained and appropriately
deployed workforce is seen as crucial
to sustaining an efficient health system
with greater capacity. The Horn Report
suggests that there will be a move away
from specialisation to generalisation,
consistent with the increasing number
of New Zealand trainees wishing
to train in General Medicine and
a trend reported increasingly in
overseas literature.6 Greater flexibility
of the workforce would require the
creation of new scopes of practice and
extended scopes for existing roles. For
physicians, this may require future
supervision of physician assistants,
advanced practice nurses or allied
health practitioners.

6.

Changing the configuration of
the current services provided will
place an additional demand on the
College. New organisations will be
providing services and information
to the College and this will require
investment of resources to establish
working relationships with these key
stakeholders to ensure ongoing strong
channels of communication.
By all accounts, the New Zealand
Minister of Health intends to move
swiftly on implementing these changes.
The College will need to be both
proactive and adaptable and, where
possible, ensure provision of timely,
well-substantiated advice as these new
initiatives are put into practice.

The Hon. Tony Ryall has concisely laid
out his blueprint for change and has asked
interested parties to provide him with
feedback within a month of releasing
this report. This is a short time frame
in which to review proposals signalling
such momentous change. However, at
date of publication, the College will have
drafted a brief response based upon the
five key elements presented above and
looks forward to engaging with Fellows,
trainees and other external stakeholders
in discussion of these very significant
proposals.
Rose Matthews
Senior Executive Officer
New Zealand Office
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NEW CHAIR OF
OVERSEAS TRAINED
PHYSICIANS (ADULT
MEDICINE DIVISION)
SUB-COMMITTEE
Professor David Kandiah FRACP has
been appointed the new permanent
Chair of the Overseas Trained
Physicians (Adult Medicine Division)
Sub-committee (Australia), replacing
Professor Kichu Nair FRACP. As a
result of this appointment, Professor
Kandiah will also be the Adult
Medicine OTP Lead on the Division’s
Education Committee and the Expert
Advisory Group on OTPs. Professor
Kandiah has been a member of the
OTP Sub-committee (Adult Medicine
Division) since it was established
in January 2008. The College much
appreciates the contribution he has
made to date on OTP/IMG issues and
is sure his knowledge in this regard
will be of great benefit to the Subcommittee and the College.
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EFFECTS OF WORK ON HEALTH
AND HEALTH ON WORK

I

n late 2008 the Australasian Faculty
of Occupational and Environmental
Medicine employed the services of
Anna Kelsey-Sugg on a short-term
contract to produce news articles and
media releases with Fellows on industry
changes and topical occupational and
environmental medicine issues. A key aim
of these was to promote occupational and
environmental medicine to other medical
specialties, industry and government.
Articles were published on such topics
as violence in healthcare, work function
policy, modified duties, nanotechnology,
hearing loss, and back pain. They appeared
in newspapers and magazines like The
Australian, The Daily Telegraph, The Press
and The Northland Age (NZ), Nursing
Review, Australian Doctor and Hearing
Health. There was also a segment on Radio
National PM. To read these articles, go to
the AFOEM website: http://afoem.racp.edu.
au/page/media-and-news/publications.
Below is the article on nanotechnology
published in The Australian on 18 April 2009.

Uproar among
the molecules
TRADE unions normally mount
a picket over job losses or
workers rights, but this week
members of the ACTU hit the
airwaves about a tiny matter:
nanotechnology.
For ACTU assistant secretary Geoff Fary,
nanoparticles may be the asbestos of the
21st century. And he wants the federal
Government to take notice.
‘There is no specific regulation in Australia
relating to nanotechnology and that’s
what we’re calling on the Government to
introduce,’ Fary says.
Nanotechnology is the manufacture of
particles 100 nanometres (a nanometre is
one-billionth of a metre) or smaller. It has
already reached Australians in sunscreen,
food packaging, sports equipment, clothes,
electronics, construction and cosmetics.
20
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Occupational
physician … Ian
Gardner … points
to the link …
between asbestos
and lung disease.
He suspects some
nanotubes ‘may act
very similarly’.
Given their tiny size, nanoparticles promise
a range of applications. They could be used
to deliver drugs to cancer cells, build strong
lightweight plastics or even help smart
clothing convert mechanical energy to
electricity.
But critics such as Fary worry such
applications may come at a cost to human
health. They argue that too little is known
about how particles behave at the nanoscale to guarantee that they’re safe when
they enter the human body. As Nobel
prize-winning Swiss physicist Heinrich
Rohrer notes, in nature nanoparticles tend
to clump together; engineered, they behave
differently. Reactions cannot be predicted
and toxicology cannot be accurately judged
or measured.
Occupational physician and council
member of the Australasian Faculty
of Occupational and Environmental
Medicine, Ian Gardner, is ‘concerned
with a small ‘c’ about nanotechnologies,
particularly in the case of nanotubes,
cylindrical nanostructures. As an expert
in occupational medicine, he observes the
interconnections between life and work.
He points to the link, for instance, between
asbestos and lung disease. He suspects some
nanotubes ‘may act very similarly’.
Nanoparticles are so small they can
penetrate skin, be absorbed through the
lungs or be distributed widely through
the bloodstream, and can even track up
the olfactory nerve, a smelling nerve that

extends through the back of the nose,
reaching straight into the brain.
While health specialists have yet to produce
evidence on the potential human health
effects of exposure to nanoparticles,
Gardner’s career has taught him to look
elsewhere when determining the first
indications of new occupational hazards.
‘If you want to find where the risks are, you
look to the insurance industry,’ he says.
‘The insurance industry in North America
knew by 1916 that asbestos workers died
early. They didn’t know specifically that
they died of mesothelioma or lung cancer,
but they knew the risk and they loaded the
premiums of asbestos workers.’
Swiss Re, one of the world’s leading
reinsurers, held its first conference on
nanotechnology in 2005. At the meeting
former chief executive John Coomber
cautioned: ‘None of us can afford not to
care [about nanotechnology].’ In a 2008
report titled Nanotechnology: Small Matter,
Many Unknowns, Swiss Re noted: ‘The
supposition that the potential for harm
could be similar [to asbestos] would appear
to be obvious.’

Four or five years
ago big food brands
such as Kraft,
Nestle and Unilever
talked openly about
their interest in
nano. Now they
avoid interviews …
Swiss Re’s pre-emptive strike raises cause
for concern, claims Georgia Miller,
nanotechnology spokeswoman for Friends
of the Earth Australia. She sees a perversity
to the technology. While acknowledging
nanotechnology has enormous potential,
her group is calling for a moratorium
on its use until health concerns can be
addressed: ‘We’re very worried that it’s the
same properties that make nanoparticles

interesting for medics—their unique ability
to access cells and other parts of the body—
which make them dangerous in every other
application.’

to the inquiry,’ she says. ‘Will they support
the approach recommended by NSW and
actually make nanoparticles go through
new safety testing before they can be sold?’

She says that in the debate surrounding
nanotechnology’s use, risk is wrongly
considered as a given.

It’s a question Brian Priestly has pondered
as part of the Australian Centre for
Human Health Risk Assessment and past
chairman of the National Health and
Medical Research Council’s expert advisory
committee on nanotechnology. He disagrees
with the call for a moratorium but claims
targeted research to address health and
safety issues is required. To that end Priestly
notes that the NHMRC has identified
nanotechnology as a priority area for
research funding and development.

‘People talk about nanotechnology as if,
if you want the investment in medical
applications, you’ve got to put up with highrisk cosmetics being put on supermarket
shelves, and that’s just a false choice,’ she says.
The 2008 Friends of the Earth report Out
of the Laboratory and on to Our Plates
says more than 100 food, food packaging
and agricultural products containing nano
ingredients are on sale internationally,
including diet replacement milkshakes
and additives in processed meat and dairy
products.
The report notes: ‘It is impossible to know
how many nano foods are now on sale
in Australia because companies are not
required to label nano ingredients.’
According to Miller, four or five years ago
big food brands such as Kraft, Nestle and
Unilever talked openly about their interest
in nano. Now they avoid interviews and
provide little information about the use of
nano components in their products.
Miller argues that without such information
the public has no choice about exposure
to nanotechnology. Products containing
nanoparticles do not have to be labelled
in Australia and companies using
nanotechnology are not required to inform
their employees of the fact. Groups such
as Friends of the Earth argue this should
change and point to a 2008 NSW inquiry
into nanotechnology conducted by the NSW
State Development Committee chaired by
Tony Catanzariti, which said that regulation
of nanotechnology was inadequate.
‘It’s a big deal,’ Miller says. ‘We’re very
interested to hear what the response is of
the federal regulators and also of the federal
Government because there’s been no formal
response from [Innovation, Industry,
Science and Research] Minister [Kim] Carr

‘People are acknowledging that there are
gaps in information and the gaps are being
filled,’ he says.

‘It’s a matter of proceeding cautiously,
increasing the research, fully involving the
community, disclosing information and
creating a robust regulatory framework.’
Gardner recommends that until all that
work has been done, we tread carefully.
Fary agrees. ‘The last thing we want to do
is find ourselves in a position as a society
similar to that which we found ourselves
in with asbestos, where, when it was first
commercialised, it was considered to be a
miracle product,’ he says.
‘It wasn’t until many years—almost a
generation—later that we found out the
devastating impact it was having on people’s
health, and will continue to have.
‘The scourge of asbestos will remain with us
for a hell of a long time.’
Anna Kelsey-Sugg

‘It’s a matter of
proceeding cautiously,
increasing the
research, fully
involving the
community, disclosing
information and
creating a robust
regulatory framework.’
The gaps include questions such as: Can
nanoparticles used in food packaging
be absorbed by the food inside? In the
recycling of nanomaterials, do chemical
particles end up in effluent, and to what
effect? What is the life cycle of the particles
in the human body?
The gaps are real, but Gardner says it’s not
yet time to panic. ‘To put it in perspective,
as of today, the levels of risk are very low,
but the reason is because [nanotechnology
is] only really being used in significant
amounts in very highly sophisticated, wellcontrolled research laboratories,’ he says.
‘The next step, when it becomes business as
usual, that’s my biggest concern.

VALE STAN SIEJKA
FRACP
The Royal Australasian College of
Physicians is saddened to report the
recent tragic death of Tasmanian
neurologist Dr Stan Siejka following
a fall while skiing at Porters Pass in
New Zealand.
Dr Siejka was the only neurologist
at Launceston General Hospital and
his death will be a great loss to the
community.
He will also be greatly missed by
the cycling community in Tasmania
as he was one of the pioneers of the
Launceston International Classic,
succeeding in attracting Australian
Tour de France participants to the
inaugural event in 2002.
Our thoughts are with his family
and friends.
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IMPROVING PHYSICIAN
PERFORMANCE

T

he Royal Australasian College
of Physicians is committed to
helping trainees and Fellows in
their practice and improving
outcomes for their patients. All Fellows will
be aware of the increasing community and
political focus on clinical performance, with
growing demands for accountability and
transparency. In the June 2009 edition of
RACP News, the Quality Expert Advisory
Group flagged a need for the College and
its Fellows to engage in an active discussion
about physician performance (‘Should
RACP be concerned about physician
performance? Join the debate!’).
With the support of the RACP Board, the
Quality Expert Advisory Group has formed
the Clinical Performance Framework
Working Group, comprised of colleagues
from across the College who have
acknowledged expertise in various aspects
of clinical performance. The working group
is currently developing a project plan
with a view to establishing an RACP-wide
Performance Framework, to be developed
and used to support the clinical practice of
all RACP Fellows and trainees, in whatever
guise they take.
As background to this project, the Working
Group has been looking at work other
colleges are undertaking around clinical
performance. The Royal Australasian College
of Surgeons (RACS) has been very active
in this area and has developed a succinct
guide to supporting surgical competence and
performance, a model which the Working
Group hopes to learn from in developing a
framework for the RACP.
The following abstract is from a paper
published in ANZJSurg, and provides a brief
description of the RACS framework.
Guide to the Assessment of
Competence and Performance in
Practising Surgeons

the focus of complaints. Currently,
there is a lack of a suitable framework
or template to assist surgeons in the
assessment of their own performance
or that of their colleagues. A Royal
Australasian College of Surgeons (RACS)
Working Party considered the methods
currently available to define and assess
surgical performance. The scope included
assessment tools, resources available, and
support for surgeons. The Non-Technical
Skills for Surgeons (NOTSS) programme
developed by the Royal College of
Surgeons, Edinburgh and the School of
Psychology, University of Aberdeen was
of particular interest. This programme
was reviewed, adapted and expanded.
The nine RACS competencies were used
as the foundation for developing a set of
three behavioural patterns within each
competency domain. Each behavioural
pattern was then described by a set of
eight behavioural markers—describing
four good and four poor behaviours. A
variety of resources were identified to

The RACS Surgical Competencies and Behaviours

TECHNICAL EXPERTISE
JUDGEMENT &
DECISION MAKING

Surgical performance is increasingly
under public scrutiny and non-technical
behavioural issues are more frequently
22

RACP News October 2009

Recognising conditions
amenable to surgery

Considering options

Maintaining dexterity &
technical skills

Planning ahead

Defining scope of practice

SCHOLARSHIP
& TEACHING

MEDICAL EXPERTISE

Showing commitment to
lifelong learning

Demonstrating medical skills
& exercise

Teaching, supervision
& assessment

Managing & evaluating care
Managing safety & risk

improving surgical practice

MANAGEMENT &
LEADERSHIP
Leading that inspires others
Supporting others

PROFESSIONALISM
Having awareness, & insight
Observing ethics & probity
Maintaining health & well-being

Implementing & reviewing
decisions

Setting & maintaining standards

Ian Dickinson, David Watters, Ian
Graham, Pam Montgomery and John
Collins ANZ J Surg 79 (2009) 198–204

assist surgeons, including College and
other similar courses and guidelines,
publications covering professionalism,
and health issues and support through
various agencies. It was recognized that
the College has a role to support its Fellows
and to ensure any review of performance
is conducted impartially, competently
and confidentially. The resulting guide
was approved by College Council in June
2008 and later distributed to Fellows
and hospitals throughout Australia and
New Zealand. It is intended to be used
for self-reflection and self-assessment,
although it could equally be used as a
template for the review of an individual
surgeon’s performance by a clinical director
of surgery or other agency. Considerable
progress has been made in the assessment
of performance of practising surgeons.
This guide has been published to address
performance issues across all RACS
competencies. It also outlines a variety
of assessment methods and strategies to
support surgeons.

HEALTH ADVOCACY
Caring with compassion &
respect for patient rights
Meeting patient, carer & family
needs
Responding to cultural &
community needs

COMMNICATION
COLLABORATION &
TEAMWORK
Documenting & exchanging
information
Establishing a shared
understanding
Playing an active role in
clinical teams.

Gathering & understanding
information
Discussing &
comnunicating options
Communicating effectively

ADVANCED TRAINEE
SELECTION AND MATCHING
(ATSM) IN 2009
The Clinical Performance Framework
Working Group views this work as being
an important guide to our work. The
complete guide is available at: www.
surgeons.org/Content/ContentFolders/
Policies/PUB_2008_Surgical_
Competence_Performance_Guide.pdf.
The Working Group would like to
acknowledge the support of RACS in
allowing us to publish the above abstract.
We encourage all College staff, trainees
and Fellows to read the RACS framework
and the accompanying article, and
would be grateful for your feedback
and comments to further inform this
important project.
Comments can be directed to Karen
Steadman, Senior Policy Officer, at
quality@racp.edu.au. More information
on the College’s work in the area of
quality improvement can be found on the
website at: http://racp.edu.au/page/healthpolicy-and-advocacy/better-practice.
Grant Phelps FRACP
Chair
RACP Clinical Performance Framework
Working Group

O

ver the last four years the College
has developed an online application
and preferencing system to assist
specialties to match trainees to
positions via a fair and transparent process. The
system was initially limited to certain groups but
has now been offered more widely and, this year,
was utilised by 16 State/Specialty groups (up from
13 in 2008).
The website software was extensively rewritten
following the 2008 match to give the State/
Specialty Group coordinators more control
over their own positions and to allow more
sophisticated (multilevel) matching to take place.
As with all developing systems, some problems
were experienced; however, the overall outcome
was positive, with the goal of a national entry
level trainee match clearly achievable.
This year Advanced Trainee Selection and
Matching occurred over an intensive threeweek period following the release of the clinical
examination results on 7 August. Overall, 415
trainees participated in at least one match, with
84 (just over 20%) spreading their preferences
across States and/or Specialties; 297 positions
were registered, of which all but 10 were matched
(with four of those now going on to a second
round electronic match).
Of the matches available for new trainees, the
largest was the ‘Supermatch’ held on
28 August, involving 13 State/Specialty Groups.
Specialties participating in the program included
Gastroenterology (all States), Respiratory Medicine
(NSW/ACT/Vic/Tas), Cardiology (NSW/ACT/
Vic/Tas), Rheumatology (NSW/ACT/Vic/SA),
Nephrology (Vic), Medical Oncology (Vic),
Infectious Diseases (Vic) and Endocrinology (Vic).
In addition, the RACP assisted with matching in
Rehabilitation Medicine (Qld) and the national
Neurology match.
A few issues arose, with a number of continuing
trainees who had expected to be ‘guaranteed’
a position being unmatched. The reasons for
this were variable; in some cases, the trainees
preferenced only a limited range of positions,
all of which were matched to other candidates
(who had been preferenced more highly than the
unmatched candidates by the hospitals involved),
and in other cases, heads of department did not
enter their preferences in the manner that had
been agreed at the trainee selection meetings. It

has become clear that combining continuing
trainees and new entrants in a single match has
risks for the continuing trainees, and we are
looking at methods to reduce those risks for
2010; this may be done by a separate match a
month or so prior to the new trainees, a more
structured approach to generating preference
lists or by allocating continuing trainees via a
separate (non-matching) process. In addition,
both continuing and new advanced trainees
need to understand that preferencing a limited
number of positions may result in them being
unmatched, with positions that they would have
taken in preference to being unmatched being
allocated to other trainees.
The Supermatch was run in the early
afternoon of Friday, 28 August and results
were distributed to the coordinators over the
remainder of the day. In most cases outside
NSW, trainees were informed of their matched
position on the day of the match; however, in
NSW, where notifications/offers are required
to be made via the medical workforce units,
results were not distributed until the middle
of the following week. Next year, we will be
looking at changing the day of the match, to
reduce the notification delay between NSW
and all other States.
In 2010, we plan to include further State/
Specialty groups and will be discussing this
with SACs/STCs at their November meetings.
For information relating to the ATSM process
or to request an invitation to attend the
follow-up and/or pre-application workshops,
please contact Emma Cunningham or Geoff
Hebbard at: atselection@racp.edu.au.
Finally, we would like to thank all of the
RACP staff involved in the process, from
the IT staff who developed, debugged and
maintained the program, to the Events and
other RACP staff who organised numerous
interviews and supported coordinators
with the new software, and of course the
SSG coordinators who liaised with heads of
department and trainees to bring about what
was (overall) a successful series of matches.
Geoff Hebbard FRACP
ATSM Coordinator
Emma Cunningham
Senior Projects Officer, RACP
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REGISTRATION NOW OPEN
EARLY BIRD REGISTRATION CLOSES: 30 NOVEMBER 2009

CALL FOR ABSTRACT SUBMISSIONS
DEADLINE FOR ABSTRACT SUBMISSIONS EXTENDED: 13 NOVEMBER 2009
Congress Hosts
The Royal Australasian College of Physicians,
the Internal Medicine Society of Australia and
New Zealand, and the International Society
of Internal Medicine are pleased to invite
you to attend the World Congress of Internal
Medicine 2010 to be held in Melbourne,
Australia on 20-25 March 2010. WCIM 2010
will be held in conjunction with the College’s
annual multi-disciplinary meeting, Physicians
Week 2010.

WCIM 2010 and Physicians Week 2010 will
incorporate:
t

the World Congress program

t

Internal Medicine Society of Australia and
New Zealand Annual Scientiﬁc Meeting

t

RACP Annual Scientiﬁc Meeting (New
Zealand)

t

Paediatrics & Child Health Annual Meeting

t

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

t

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

t

Australasian Faculty of Public Health
Medicine (AFPHM) Annual Meeting

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

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

www.wcim2010.com.au

Keynote Speakers

Call for Abstract Submissions

WCIM

5IF0SHBOJTJOH$PNNJUUFFJOWJUFTZPV
UPTVCNJUBOBCTUSBDUGPSUIF$POHSFTT
1MFBTFSFGFSUPUIF$POHSFTTXFCTJUF
GPSBCTUSBDUUIFNFT BXBSETQSJ[FTBOE
TVCNJTTJPOHVJEFMJOFT

t

5IF(PWFSOPSPG7JDUPSJB 1SPGFTTPS%BWJE
EF,SFUTFS"$'3"$1

t

5IF7JDUPSJBO.JOJTUFSGPS)FBMUI 5IF)PO
%BOJFM"OESFXT.1

t

/PCFM-BVSFBUF1SPGFTTPS#BSSZ.BSTIBMM
"$'3"$1

t

1SJTDJMMB,JODBJE4NJUI0SBUPS 1SPGFTTPS
*BO3FJE

RACP Orations and Lectures
t

%S+PIO0TNBO 'FSHVTPO(MBTT0SBUJPO
"'0&.

t

1SPGFTTPS3JDIBSE4NJUI 3FEGFSO0SBUJPO
"'1). XJUIBSFTQPOTFQSPWJEFECZ
1SPGFTTPS4UFQIFO-FFEFS

t

1SPGFTTPS3JDIBSE+POFT'3"$1'"'3. 
#VSOJTUPO0SBUJPO "'3.

Paediatrics and Child Health
t

%S3VTTFMM7JOFS'3"$1 1BFEJBUSJDT$IJME
)FBMUI1MFOBSZ

Deadline for abstract submissions
extended: 13 November 2009

Congress Social Functions
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Year of the Trainee
COLLEGE TRAINEES’ COMMITTEE NEWS
Authors of articles on behalf of the CTC:
Dr Robin Guttinger, Communications Director
Dr Alexander Wilson, Co-chair
Dr Zoë Raos, Chair
We welcome your feedback: traineescommittee@racp.edu.au

Trainees’ Day and Ball
World Congress of Internal Medicine in Melbourne (WCIM) 2010

T

he College Trainees’ Committee
(CTC) has marked 2010 as the
‘Year of the Trainee’. We have
been working hard to promote
and represent your training interests and
needs—trainees are, after all, the Fellows of
the future and have a special place in our
College.
The major event for the Year of the Trainee is
Trainees’ Day—Sunday, 21 March 2010—as
part of the World Congress of Internal
Medicine (WCIM). It is a real honour for our
College to host WCIM and the CTC is thrilled
to be able to make this meeting especially
relevant to trainees. We have invited six
speakers to hold a series of seminars and
workshops based around three key areas:
Medical Research Research is a crucial
part of our training. These sessions aim to
outline basic skills for setting up projects,
participating in ongoing projects and
academic practice—in short, making
research work for you.
•

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

•

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

•

Dr Martin B Van Der Weyden (Editor,
Medical Journal Australia)

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

Dr Jennifer Alexander (Chief Executive
Officer of the RACP)

•

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

Teaching in the Clinical Setting How
to improve your capacity to teach team
members in the team setting every day—as
a trainee and beyond.
•
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Professor Kevin Forsyth (Dean of the
RACP)
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•

Associate Professor Andrew Cole
(Physician Education Expert Advisory
Group)

These sessions have been designed
to build professional skills, provide
opportunities for networking, and to
be fun and relevant to everyday work.
We hope that this will be an excellent
educational opportunity not only for basic
and advanced trainees from the Faculties,
Chapters and Divisions, but also for
Fellows and medical students.
More details about these sessions and
registration will become available on the
WCIM website www.wcim2010.com.
au in due course. Given that there will be
a limited number of places available for
Trainees’ Day, we advise you to register as
soon as possible once this opens online
(see further details on pages 24 and 25).

Trainees’ Ball
In the evening of Trainees’ Day, the CTC
will be hosting a ball and warmly invites
all trainees and Fellows to attend. Details
about this will be posted at a later date, but
we welcome your ideas and input to how
we can make this night a memorable one.

laments the naïve ingratitude and
swaggering self-interest of youth, and
youth in turn regard their seniors with
cynicism and suspicion. Similar attitudes
are disappointingly common in our
places of work, undermining the valuable
exchange of wisdom and fresh ideas within
both academic and broader sociocultural
arenas.
We are fortunate in the CTC to be relatively
free of negative prejudice regarding
such matters. The culture of the CTC
is such that there is great respect and
consideration given to the opinions of
senior colleagues and College committees.
We frequently seek the advice of various
branches of the College to inform our
process—not least that of our excellent
executive officer.
The principle that underpins the purpose of
the CTC is the welfare of trainees. Naturally,
we apprehend the concerns of our peers
with great acuity, and do not see it as our
place to be apologists for the College in
matters which may negatively impact upon
trainees.

Country Practice—‘Going bush’
for Paediatric Training

One such matter which currently has
momentum in many committees within the
College is mandatory rural placements for
Advanced Trainees in General Paediatrics.
There is a valid argument for the utility
and importance of rural and regional
experience in shaping the skills of a
General Paediatrician. There is also a valid
argument that mandating the removal of
trainees to locations remote from their
usual social or family networks is fraught,
as the tyranny of distance can negatively
impact the welfare of the trainee and/or
their family. Trainees, as may have been the
case for a while now, are a heterogeneous
bunch: some of us have been consultants
overseas for many years, some of us have
young families and some of us have family
members with significant health problems.
Further, there is a huge variety in the quality
of experiences that rural trainees have in
different centres across Australia and New
Zealand.

Intergenerational conflict is a somewhat
clichéd concept; the older generation

The CTC is confident a compromise
is achievable, through investment in

Careers’ Corner
Still deciding which path is right for you?
Throughout the WCIM, the CTC will run a
Careers’ Corner in the College booth. We
aim to have basic and advanced trainees
there, as well as Fellows from different
specialties, with representation from the
Divisions, Chapters and Faculties from
New Zealand and Australia, so you can
drop in and have a chat. Please email us
at traineescommittee@racp.edu.au if
there is a particular area or specialty you
are interested in. Also, if you would like
to spend a short time in the booth as an
advocate for your area, we would really
appreciate your help.
See you at WCIM!

AMERICAN SOCIETY FOR
MICROBIOLOGY HONOURS ANTON
PELEG FOR HIS WORK ON MULTIDRUGRESISTANT GRAM-NEGATIVE BACTERIA
the wisdom of rural/regional training
for General Paediatrics trainees, and
acceptance that many trainees cannot
afford to compromise their important
(extra-vocational) social roles.
The CTC will continue to communicate with
trainees and the College concerning this
matter, and look forward to a resolution in
the not too distant future.

2009 NZ Trainees’ Day
Tuesday, 3 November,
9.00 am – 5.00 pm
Clinical Education Centre, Auckland
City Hospital
The New Zealand Trainees’ Committee has
spent months planning a fantastic Trainees’
Day for 2009, the day before the IMSANZ
‘Intersections and Transitions’ Annual
Scientific Meeting in Auckland. There are
streams for basic and advanced trainees,
and we’ve lined up great presenters. Topics
include:
PREP Program
Self Care
Fellowships Abroad
Palliative Care
Make Your Research Project
Work for You
General & Acute Care Medicine
Update in Geriatrics
Registration fee ($200) includes all
workshops and sessions, lunch,
refreshments and the Trainees’ Dinner
(venue TBA). Registration costs are
reimbursable for NZ trainees. Get a group
together and come along—it is shaping up
really well.
For further information, or to register for
this event, please contact Carolyn Lill in the
Wellington office:
carolyn.lill@racp.org.nz.
Or phone Carolyn on (04) 460 8130.

T

he 2009 American Society for
Microbiology (ASM) ICAAC
Young Investigator Award was
presented to Anton Peleg at the
ASM’s 49th Interscience Conference on
Antimicrobial Agents and Chemotherapy,
held in San Francisco, 12–15 September
2009. Sponsored by the ASM, the world’s
oldest and largest life science organisation,
this award recognises early career scientists
for research excellence in microbiology and
infectious diseases.
Dr Peleg is a Research Fellow, Division of
Infectious Diseases, Massachusetts General
Hospital, Beth Israel Deaconess Medical
Center and Harvard Medical School, Boston.
He completed his medical degree at Monash
University Medical School and his medical
residency at the Alfred Hospital, Melbourne.
After completing his Infectious Diseases
advanced training in Australia, he moved to
the USA where he completed a six-month
clinical research fellowship at the University
of Pittsburgh Medical Center before starting
an Infectious Diseases fellowship through the
Harvard-affiliated hospitals.
Dr Peleg is recognised as an expert on
the clinical impact, epidemiology and
management of infections due to multidrugresistant Gram-negative bacteria, specifically
Acinetobacter. He provided the first
description of carbapenemase genes in
Australia and designed phenotypic methods
for their detection in Gram-negative
organisms. He also provided the first reports
of tigecycline resistance in Acinetobacter and
identified the mechanism of resistance as
over-expression of a multidrug efflux pump.

Dr Peleg’s more recent research has been
on prokaryote–eukaryote interactions
identified using the Caenorhabditis elegans
model. His work has shown the antagonistic
interaction between Acinetobacter and
Candida, pathogens that frequently coinhabit
patients. It has also shown that Acinetobacter
is capable of inhibiting C. albicans biofilm
formation, another important virulence
mechanism of this fungus. Dr Peleg has
developed a co-infection screen assay in C.
elegans and an A. baumannii mutant library
to assess within this assay the identification
of the molecular mechanisms responsible
for the interaction. These tools have helped
him identify a gene, known as the gacS-like
sensor kinase gene, in A. baumannii.
By identifying the molecular mechanisms of
the interaction between clinically important
bacteria and fungi, Dr Peleg hopes to identify
novel biological and virulence pathways that
may act as targets for future therapeutics.
Given the emergence of highly drug-resistant
Gram-negative bacteria in the hospital
environment, such innovative methodologies
are desperately required.

HAVE YOU COMPLETED
YOUR POLICY AND
ADVOCACY SURVEY?
The College has an active and vibrant
policy agenda, and is consolidating its
focus on advocacy at both local and
national levels.
In this regard you, the Fellowship, are a
largely untapped valuable resource.
Please identify the areas of expertise
in which you could assist as a College
expert, and let us know where you feel
we should focus.
Please log on to:
www.surveymonkey.com/s.aspx?sm=W
mcgaQjUNHvgLFt3ZW1L4g_3d_3d
The survey takes only five minutes to
complete.
If you have any queries, please contact
Yvonne.Luxford@racp.edu.au. If you are
a trainee, please email for the link to the
trainees’ survey.
Thanks for your participation.

RACP News October 2009

27

Year of the Trainee

HOW TO PASS THE FRACP EXAM AND COMPETE
AT THE OLYMPICS AT THE SAME TIME
I went to the gym at 6 am for one and a
half hours, reading UpToDate and doing
past exam FRACP MCQ papers while bike
riding and leg pressing. I started work
at 8 am and finished at 7 pm on average,
working every second weekend and one to
two evening shifts each week. I did 5–10
admissions, each as a long case, identifying
acute and long-term issues. The Heidelberg
Leader wrote about my regime in their
article: ‘Dr Susie Parnham who represented
Australia in martial arts: injecting right
balance’.

A minute on the battlefield is
1,000 days’ work in the training
room.
My name is Susie Parnham. I
passed my written and clinical
exams this year on my first
attempt and was blessed with
the opportunity to represent
Australia at the Beijing Olympic
Games 2008 while studying
for them. I would like to share
my experience with physician
colleagues.

M

y story begins when I
commenced Medicine at
the University of Melbourne
in 1999. At that time,
Australians were preparing for the Sydney
Olympic Games 2000, and Beijing had
just won the bid for the 2008 Olympics. To
my delight, they announced that Wushu
would be a demonstration sport at their
Olympics. I was born into a Kung Fu family,
and I immediately knew that I would love
to represent Australia in this sport. At the
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same time, I fell in love with Medicine,
particularly the ‘puzzling’ cardiac action
potentials.
So while I was learning at medical school,
I was also learning Wushu and going to the
gym, initially lifting 30 kilograms with my
legs. I had to present long cases every week
to the Clinical Dean (the first case was in a
lecture theatre in front of hundreds) and,
simultaneously, I was actively participating
in State and National Wushu competitions.
In 2002, I realised I was too old for
competitive Wushu and decided to try Taiji.
I didn’t like it at the beginning—I thought it
was too slow—but my teacher, Master Tang
Lai Wei (Jet Li’s team mate), said: ‘You have
to do it’. So I slowly trained as a professional
athlete in Taiji, becoming the Australian
and Oceania grand champion.
By 2005, I was an intern in a big tertiary
hospital looking after an average of 40
patients a day. I also competed that year in
my first World Championship, which was
held in Vietnam. I came in the top 10, with
the highest score by an Australian of 9.17.
By then, I was able to lift 400 kilograms
with my legs. Every day, I woke up at 4 am
to practise my breathing techniques and
meditation, followed by postures. Then

In 2006, I was working in specialty units
and looking after about 50 patients. I
sometimes joined the registrars studying
for their FRACP exam, and I continued
reading UpToDate. Every patient was my
teacher. In this year I received my first
international gold medal in the Traditional
World Championship (Taiji Shadow Boxing
and Taiji Sword). The Knox Leader wrote:
‘Big thumbs up: Dr Susie Parnham Oceania
Champion’.
To qualify for the Olympic Games, I had to
train professionally full time. The Beijing
Olympics 2008 was in August—at the
same time as the FRACP Clinical Exam.
It was a hard decision. The Director of
Physicians supported my taking 2007 off for
professional training. I had to do this for my
country. The World Championship in 2007
was the qualification for the Beijing Wushu
Olympics.
Two thousand and eight was the hardest
and most challenging year. I will be forever
grateful for the support I received from Box
Hill Cardiology, particularly from Professor
Gish New and Dr Jennifer Cooke, during my
Olympics preparation. My Senior Cardiology
Registrar and mentor, Dr James Sapontis,
was an inspiration. The White Horse Leader
wrote: ‘Box Hill CCU Susie Parnham: heart
set on meritorious martial arts in Beijing
Olympics’. I was doing night shifts at this
time, and I practised my ‘one leg standing’
during ward rounds, my ‘horse stands’ while
preparing discharge summaries and my
jump kick training at midnight. At the same
time, I studied very hard for the written

exam, and joined in group study at every
chance I had during the day and after work
until 9 pm. The videoconferences were very
valuable, although I would recommend
attending in person.

My message
•

Age does not matter. The oldest Olympian was a 67-year-old man from Japan.

•

Body type does not matter. Yao Ming was the tallest; he played basketball. I am
short; I did Taiji.

The Wushu Tournament 2008 was held
from 21 to 24 August in Beijing. I was
blessed to be the sole representative of
Australia.

•

We are lucky to live in a peaceful country, with no suffering.

•

‘No time’ is an excuse. We can make time. We are the ones in control. Training
can be done as part of our normal day (e.g. during ward rounds, in the lift, in the
office).

The Olympic Village was amazing, with
many beautiful gardens. The security was
very tight. The cafeteria was the largest in
the world and could feed approximately
20,000 people. The most popular dish was
Beijing Duck. On the first day, the kitchen
had 300 ducks on hand; on the second day,
they had to double the number of ducks
ordered to feed the athletes.

•

Use your weakness as your ultimate power. Use your sadness to motivate
yourself. Transform your stresses to some form of the arts.

Meeting athletes from all over the world
was a major highlight. I made friends with
many Wushu athletes and officials and with
athletes from other sports as well. I stayed
with the Azerbaijan Wushu team.
I prayed that I would do well for my
country, for my teacher, for Australian
Wushu, for my friends and my family.
Friday morning was my first day of
competition. TaijiQuan (Shadow Boxing)—
with all its difficult movements—was first.
There were 6,000 people in the audience.
The TaijiJian (Taiji Sword) competition
went well for me the next day. Overall, I
came eighth. BUT I WON THE CROWD.
For the first time ever! People came to
me after the competition finished to take
photos and ask for autographs. I felt that I
had won—finally. It was such a wonderful
feeling—far better than all the medals and
trophies. This experience I will remember
and treasure forever.
We were invited to the Closing Ceremony
and had the best seats up the front, just
a few rows below President Hu. It was
amazing to see everything live and close by.

Then it was back to reality—there were exams waiting. Through many years of hard study and
daily group study, I passed the written exam. These are a few of my other secrets for success:
•

Have a good sleep the night before exams—without medication.

•

For the clinical exam, your patients, past and present, are your best teachers.

•

Have as many patients in your unit as you can—this is how you learn.

•

Do long and short cases every week. I did two longs and a few shorts each week with my
husband, Dr Stuart Parnham.

•

Take your doctor’s bag everywhere you go; every patient is a long or short case.

•

Know your theory well, and apply it from the patient’s perspective.

•

Practise Taiji meditation.

And finally, being a good person and a good doctor involves knowing, doing and learning
many of the same things.

How to be a successful person How to be a good doctor
•

Know what you want.

•

Know the diagnosis.

•

Know your goals—short, medium,
long term.

•

Know the issues—acute, subacute,
medium, chronic.

•

Make a plan of how you will achieve
your goals.

•

Make a management plan for each
issue.

•

Be aware of your personal support—
partner, mother, friends, coach, etc.

•

Use support from consultants, nurses,
physiotherapists, occupational
therapists, social workers, etc.

•

Train smart.

•

Work smart.

•

Follow up—talk to your friends,
family, coach, etc.

•

Follow up—talk to people at unit
meetings, your GP, etc.

•

Learn from disaster.

•

Learn from mistakes.

•

Be humble—then you can improve.

•

Be humble—then you can learn more.

JIA YOU!
Dr Susie Parnham FRACP
Acknowledgements
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HEALTH CONSEQUENCES OF
LONG-TERM WORKLESSNESS

I

n 2009, the College embarked on
a strategic policy and advocacy
campaign focused on the priority
areas of Indigenous health, prevention
and management of chronic disease and
workforce issues. As part of this initiative,
the Australasian Faculty of Occupational and
Environmental Medicine (AFOEM) and the
College have commenced a project looking
at the health consequences of long-term
worklessness.
This issue, brought into recent international
focus by Dame Carol Black’s report on the health
of Britain’s working age population, Working
for a Healthier Tomorrow, has implications
stretching far and wide. In the context of the
current economic climate, the issue is worthy of
a timely Australasian policy.
The health consequences of being off work
extend far beyond the individual—to families
and friends, workplaces and the wider
community.

Studies over the last 20 years have shown that
long-term worklessness is associated with an
increased risk of:
•
death
•
suicide and suicide attempts
•
social isolation and loss of selfconfidence
•
mental health problems
•
poor mental health and wellbeing
•
poor physical health and wellbeing.
A working party, including Fellows of the
Faculties, key government representatives
and international experts in the field will
develop recommendations and what is
anticipated to be an extremely important
piece of health policy. The policy is expected
to influence medical practitioners and
government bodies, as well as raise awareness
of the biopsychosocial aspects of the health
consequences of long-term worklessness.

we hope will be endorsed by all specialist
medical societies and practitioner groups.
It is anticipated that a draft of the
policy document will be completed and
disseminated in November 2009. The
draft policy will be sent to the Divisions,
Faculties and Chapters of the College of
Physicians for further consultation and
review. To ensure optimal engagement and
collaboration throughout the duration of
the project, a number of communication
avenues will be utilised. We invite those
interested in contributing to email their
contact details to the addresses below.
Heidi Williams
heidi.williams@racp.edu.au
Andrew Messner
andrew.messner@racp.edu.au

The working party will consider the
development of a Consensus Statement—one

COLLEGE FELLOW WINS LEADERSHIP IN SCIENCE AWARD
Queensland Institute of Medical Research, is
pioneering the development of a new low-dose
whole parasite vaccine for the disease, now
in the final stages of pre-clinical studies. His
vaccine for streptococcus A, which causes
rheumatic fever and heart disease, is also in the
final stages of clinical trials.

Professor Michael Good being presented
with his prize by Dr James Moody from the
CSIRO. Australian Museum Eureka Prizes.
Photograph: Steve Lunam.

C

ongratulations to Professor
Michael Good AO on winning
the Australian Museum 2009
CSIRO Eureka Prize for
Leadership in Science for his outstanding body
of work over a long and distinguished career.
After 25 years of research into a vaccine for
malaria, Professor Good, Director of the
30
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It seems that Professor Good is poised to
prove his son wrong. As reported by Michael
in a recent ABC Radio interview, he was
asked by his son a few years ago how long he
had been working on malaria. On hearing his
reply, ‘Oh, the best part of 20 years,’ his young
son commented, ‘Well, haven’t you cured it
yet? You can’t be much good, can you?’
Professor Good began work on developing a
malaria vaccine as a postdoctoral researcher
at the National Institutes of Health in the
USA in 1985, and soon after returning to
Australia in 1988 he started working on
vaccine research for streptococcus A. There
were two reasons for this: first, the similarities
between streptococcus and malaria in terms
of immunity problems; and second, the

significant public health challenges of group
A streptococcus-related illnesses amongst
Australia’s Indigenous populations.
His commitment to helping Indigenous
Australians stretches back many years. In
1996, Professor Good became a member
of the Board of the Co-operative Research
Centre for Aboriginal Health, and later
established the Indigenous Health Research
Program at QIMR, appointing an Indigenous
Australian to head it.
According to Frank Howarth, Director of the
Australian Museum, ‘Michael Good’s research
has been world-leading, innovative and
visionary. He has changed the way we think
about developing new-generation vaccines
for deadly diseases. And he has done so, not
just through the application of his own great
intellect, but by persuading and inspiring
others to collaborate and work with him.’
Many of these young researchers have come
from the developing world, a testament to his
commitment to helping the world’s poorest be
part of the solution.

SUSTAINABILITY WORKING GROUP:
REDUCING THE RACP FOOTPRINT

T

he Sustainability Working
Group (SWG) was established
in March 2009 to investigate
how to improve business
practices at the College to increase our
environmental sustainability. The SWG is
currently Sydney based, but it is hoped that
with local support the improvements made
at the Sydney offices can be rolled out to
all RACP offices. To this end, we hope to
establish an RACP-wide SWG to promote
and deliver consistent sustainable practices
and to support RACP offices to establish
their own SWG. The SWG comprises staff
representatives from across the RACP
Sydney offices.

Purpose
The SWG aims to develop and implement
commonsense solutions with staff to
address climate change, ensuring that
environmental, social and financial aspects
are considered.
The immediate goals of the SWG are to:
•

raise environmental awareness within
the RACP Sydney offices

•

identify and implement environmental
improvements within the RACP,
focusing on areas where improved
sustainable business practices will
deliver both a reduced environmental
footprint and financial savings to the
RACP Sydney offices—the two current
priorities are paper usage and travel

•

provide input into the development of
an RACP Environmental Policy and
Environmental Management Systems.

Progress to date
Phasing out bottled water
The RACP Sydney offices were using
up to nine 15-litre water bottles each
week, trucked in from Adelaide, some
1,375 kilometres away. Annually this
was costing around $5,000, on top of the
environmental impacts of transporting the
water across Australia, the oil required to
produce the plastic bottles and depletion of
underground aquifers. The SWG conducted
a survey of all RACP Sydney staff to
identify their preferences for water in the
offices—bottled, tap, filtered tap or chilled
filtered tap water. Based on the results of
the survey, the SWG put forward a business
case for replacing the bottled water with a
combination of chilled and regular water
filters and water jugs for some of the fridges.
The business case was approved and the
bottled water has now been removed and
water filters installed. Though there were
initial costs in installing the water filters,
these will be recouped in under a year.
Ongoing maintenance of filters will be less
than $80 each per year. These actions will
result in financial savings of approximately
$4,500 annually, as well as environmental
savings which will last a lifetime.

Hot water savings

The longer term goals of the SWG are to:

Sydney staff identified that kitchen hot
water heaters for tea/coffee making were on
24 hours a day. This was not only a waste of
energy but a waste of money. A timer was
trialled in one of the kitchens before rolling
out timers to all Sydney office kitchens.
The cost of installing the timers was
approximately $120 each. The savings on
our annual energy bills as well as reduced
CO2 emissions will be ongoing.

•

benchmark environmental
performance within the RACP

Monitoring recycling

•

assist other RACP offices
in implementing their own
environmental initiatives

•

collaborate with the College Climate
Change Working Party

•

develop a proposal for participating in
the Department of Environment and
Climate Change NSW Sustainability
Advantage Program, which will assist
us in benchmarking both internally
and externally.

Though the College has a clear recycling
culture, which we should be proud of, the
levels of recycling were not as effective
or efficient as they could have been. To

improve access to recycling facilities,
additional yellow recycling bins were
purchased for the offices. We continue
to communicate with and monitor the
cleaners to ensure that they sort paper
and plastic and place each in the correct
recycling bins. We also increased signage to
improve environmental awareness of staff
and cleaners.

Creating environmental
awareness
The SWG promotes sustainable practices
through the weekly staff e-newsletter,
with practical tips to reduce our carbon
footprint at work and at home and links
to informative environmental awareness
websites.

Rethinking catering
The Events Team found themselves
consistently over-catering for functions
due to suppliers over-catering and less
than 100% attendance at meetings. The
environmental impacts of food production
can vary considerably depending on
the food served and the policies of the
supplier (eco-friendly, organic, local
produce, vegetarian vs meat). The SWG is
working with the Events Team to ensure
over-catering is reduced, and ultimately
reducing waste. They are also considering
increasing the amount of vegetarian food
offered compared to meat dishes, given
the significant methane emissions, land
degradation and irrigated water associated
with producing beef and lamb.

Reduced energy use of
computers
There are approximately 120 computers
in the Sydney offices. Leaving computers
switched on when they are not in use is a
waste of energy, and it is important that
staff are aware of the benefits of switching
off computers or setting them to sleep
mode when away from their desk for
a long period of time. The SWG is also
working with IT to ensure energy efficiency
is a primary consideration when new
computers are purchased.
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In the sights
of the SWG
Paper
Paper has been identified as an area of
major environmental impact within the
RACP. In 2008, the RACP spent $12,765 on
paper—that is, 2,723 reams, or 1.3 million
A4 sheets. For 2009, it is estimated that
usage will be even greater. In addition to
the above cost, 2008 photocopying expenses
totalled $134,000. The SWG is developing a
survey to identify the areas of major paper
usage within the Sydney offices to help
us ascertain if there is wastage, and how
this might be addressed. We will look to
other organisations to try to identify best
practice in reducing printing and paper
costs. We are also working with IT and
Finance to benchmark existing paper and
copying expenses, and seek to encourage
IT innovations (e.g. online applications) to
reduce paper use and staff time.

Travel
Although air travel is already being
scrutinised for budgetary reasons, air
travel remains a major carbon emitter for
the RACP. The SWG seeks to encourage
reduced travel via a review of travel policy
guidelines and increasing the use of
video-conferencing for College staff and
members. The financial and environmental
benefits of reduced air and car travel are
very significant when using traditional
video-conferencing and Attend Anywhere.
In 2009, the College has used on average
200 hours per month of Attend Anywhere
videoconferencing. Some of these hours
have replaced air and car travel, while other
hours have replaced teleconferencing, as
well as providing the opportunity to meet
more frequently. In 2008, to the end of July,
the College clocked up 1,564,534 kilometres
of air travel, compared with 1,277,020
kilometres in the the same period for 2009.
The benefits of reduced air and car travel

from using video-conferencing are not only
financial but also environmental.

The RACP Climate Change
Working Group
The first meeting of this working group was
held on 14 July this year. The membership
of the working group includes Fellows
across all regions. The RACP staff contact
is Yvonne Luxford. A forum will be
held in October, which will focus on
developing coalitions with state and federal
governments.
For more information, or if you have an
environmental concern you would like
to raise with the Sustainability Working
Group, please contact:
Andrew.Messner@racp.edu.au

HISTORIC 50TH ANNIVERSARY MEETING OF THE
GASTROENTEROLOGICAL SOCIETY OF AUSTRALIA
contributions of Australians to biomedical
research and clinical practice across our
entire discipline has been planned.

T

he Gastroenterological Society
of Australia (GESA) celebrates
its 50th Anniversary in 2009.
The achievements of GESA

will be recognised on the opening day of
its Annual Scientific Meeting to be held
in Sydney 21–24 October. A single day
meeting highlighting the most important
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The writing of the history of the Society and
the development of Gastroenterology in
Australia has been a special achievement,
designed to coincide with the 50th
Anniversary. It is an extraordinary tale
of the evolution in Gastroenterology
and Hepatology in this country and the
contribution of GESA to the development
of these professions. This is one of the
finest historical accounts of any Australian
professional medical society and will
be presented to the Society during the
Anniversary Meeting.
A stunning group of speakers—all world
experts in their fields—has been assembled.

This historic 50th Anniversary Meeting
is expected to register the highest ever
attendance, in the region of 1500–2000
delegates, with eight concurrent sessions.
It will provide a comprehensive review of
current practice in Gastroenterology and
should have wide appeal to clinicians.

TRIBUTE TO JAYANTILAL (JAY) GOVIND,
FELLOW OF THE AUSTRALASIAN FACULTY OF
OCCUPATIONAL & ENVIRONMENTAL MEDICINE
remained a seminal work. He described
the differences between neuralgia,
neuropathy and radicular pain, and how
these conditions were frequently confused
and mismanaged. This became the basis of
the book that he wrote on evidence-based
treatment of lumbar radicular pain.
Jay became President of the Australian
Association of Musculoskeletal Medicine
and supported the formation of the
Australasian Faculty of Musculoskeletal
Medicine, becoming one of its founding
Fellows—by examination—for he opposed
privilege by grandfather clauses.

I

t was with shock and sadness that we
learned of Jay’s sudden death which
occurred on Saturday, 20 June 2009.

Jay was well known to many in
the College at both a professional and a
personal level. He was warm, animated and
good humoured, and had a knowledge and
intelligence that challenged us to question
conventional wisdom and barriers in our
daily practice.

Growing up in South Africa, he played
cricket, helped out in his father’s shop and
rose above the constraints of that society to
graduate in medicine. During his student
years, and as a resident, Jay was exposed
to an amazing spectrum of medicine. In
South Africa, he saw and treated conditions
that, in the first world, are often only
words in textbooks. He saw aspergillosis
and asbestiosos—not covered by workers
compensation—and he treated the range of
parasitic diseases. As a resident, he explored
anaesthesia and undertook training in
radiology. These themes were to be resumed
later in his career when he embraced
interventional pain medicine.
After migrating to Australia with his family,
Jay trained in occupational medicine,
attaining a Diploma of Public Health
and becoming a foundation member of
the Australian College of Occupational
Medicine. He went on to achieve a
Masters Degree in Pain Medicine from
the University of Sydney. His thesis has

He was the first Fellow of the Cervical Spine
Research Unit, later the Newcastle Pain
Management and Research Unit, at the
Royal Newcastle Hospital.
After leaving Newcastle, Jay became a
staff specialist in pain medicine, first at
Liverpool Hospital in Sydney and then
at Canberra Hospital. It was in Canberra
that he blossomed. As Head of the Pain
Management Unit in Canberra, he rejoiced
in the staff that he had, and reciprocally
his staff admired him for how he looked
after his patients and how he supported the
department.
Working extensively over a long period
in evidence-based pain management and
musculoskeletal medicine, Jay had many
publications to his name. At the time of
his passing, he had three publications
about to appear. One was a review article
on cervicogenic headache invited by the
journal Lancet Neurology, the second was
on lumbar radiofrequency neurotomy for
low back pain, and the third, an epic chapter
that Jay had composed on neurolytic blocks
and neurotomy in the treatment of pain.
This chapter will soon appear in the fourth
edition of Bonica’s Textbook of Pain.
At the AFOEM Faculty dinner in May this
year, Jay expressed the informal view that
occupational medicine is the strongest
of the medical disciplines in that it cuts
across so many others. These thoughts,
coupled with his active participation in
Physicians Week in Sydney, bear witness to
his continued strong commitment to our

Faculty and the practice of occupational
medicine.
Jay always used scientific evidence in his
presentations and dissertations. In 2008, he
was invited to join the Board of Directors of
the International Spine Intervention Society
(ISIS), and served as Chairman of the
Standards Committee. In this role he strove
to complement the technical guidelines for
how to perform procedures correctly with
peer-reviewed evidence on the validity and
efficacy of those procedures. In recognition
of his endeavours to promote research
and scholarship, and to pursue truth in
medicine, Jay was appointed to the Editorial
Board of the journal, Pain Medicine, as a
representative of ISIS.
Jay was held in high esteem by ISIS.
Within minutes of hearing the news of
his death, the members of the Executive,
independently but uniformly, proposed a
memorial to Jay, and offered a scholarship
endowment to care for any young children
whom he was still educating.
Aside from his professional and academic
activities, Jay offered something unique to
his colleagues and to those who became
his friends. He was inscrutable and offered
insights into what others could not see. This
virtue stemmed not only from his intellect
but from what he experienced in his
childhood and young adulthood in strifetorn South Africa, and Africa at large.
Jay is survived by his wife, Valerie, a son,
two daughters and grandchildren.
He recently published a paper that included
the words, ‘Quo Vadis … Where are we
going?’ Wherever that may be, it will be
better for having known Jay.
Dr Kim Hobbs FAFPHM, FAFOEM
On behalf of the NSW Regional Branch,
Australasian Faculty of Occupational &
Environmental Medicine
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ANNUAL AWARDS FOR
EXCELLENCE IN MENTORING
Dear Fellows and Trainees
The Annual RACP Excellence in Mentoring
Awards were established by the College
Trainees’ Committee in 2008 to promote
and publicise the important role mentors
have for trainees, and to formally recognise
the significant contribution mentors
provide to our College.
The 2008 recipients were presented with
their awards at the RACP Congress in May
2009. They were:

and 2009 were delighted to be chosen
by junior colleagues as deserving of
recognition. This is a positive way we can
acknowledge those who tirelessly advocate
and support trainees in research, education
and professional practice.

his/her knowledge, giving ownership
and actively helping trainees to prepare
for and meet their career objectives?
5.

Zoe Raos
Chair
College Trainees’ Committee

Where appropriate, does the
nominee give credit to trainees, and
promote visibility of their work, both
formally and informally (e.g. through
workshops, meetings, presentations
and publications)?

Judging

Procedure for nomination
•

Complete the nomination form
attached.

•

Nominations must not be more than
two A4 pages in 11 pt Arial font.

Associate Professor Ashim Kumar Sinha,
Rural Category

A committee will judge nominations
and reach a decision by consensus. This
committee will include a number of Fellows
with an interest in the field being assessed,
as well as a trainee appointed by the College
Trainees’ Committee and the College
President.

•

Dr Martin Richard Stockler, Academic
and Research Category

Criteria for award

Optional: On a separate sheet,
provision of name, position and
signature only of any additional
supporters.

•

Optional: An additional cover letter or
testimonial.

•

The nominator must be a current
Fellow of the RACP or its Faculties and
Chapters or be a current trainee with
the College.

•

The supporting nominator may be a
current or former Advanced Trainee,
within five years of Fellowship,
supervised by the nominee.

•

Address the criteria stated above.

•

Confirm that the nominee is aware of
the nomination and the expectation
that they will be invited to attend the
College Congress Dinner if a winner of
an award.

Dr David M Z Krieser, Clinical and
Professional Category
Dr Gokulan Pavendranathan, Physician
Educators Category

All Fellows and registered trainees in
Australia and New Zealand are invited
to nominate a mentor and detail the
contribution the mentor has made to
the trainee’s personal or professional
development. Any Fellow of the College
can be nominated for an award, including
those nominated in past years. A maximum
of one award will be made in each of the
following categories for 2010:
Academic and Research
Clinical and Professional Practice (Fellows
with no formal teaching title within the
College)
Physician Educators (Fellows with a formal
teaching role in the College)
Each award consists of full Congress
registration, attendance at the Congress
Gala Dinner, economy return airfares,
accommodation on the night of the dinner
and a formal presentation of a plaque at the
dinner.
I would like to encourage Fellows and
trainees to nominate those who have made
an outstanding contribution to mentoring
or who have provided a high level of
support and guidance throughout training.
Award winners (and nominees) from 2008
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Eligibility
Current Fellows of the College recognised
as mentors may be nominated, with the
exception of those who have previously
received a Mentoring Award within the last
three years.
The nominator should address the following
criteria and provide any other supporting
evidence that they feel would be relevant to
the nomination.

Review criteria
1.

Has the nominee provided mentoring
over a sustained period of time and/or
to a significant number of people?

2.

Does the nominee provide a training
environment conducive to good
practice, including intellectual and
tangible support for development of
research projects, as well as attention
to the concerns of trainees?

3.

4.

Does the nominee establish explicit
training expectations and provide
constructive feedback, so that
trainees have a gauge for learning and
professional development?
Does the nominee demonstrate
commitment to mentoring by sharing

Process for assessment of
2010 Awards
Call for nominations – October 2009
Closing date for applications –
23 December 2009
Nominees notified – January 2010
Winners notified – week beginning 15
February 2010
Presentations will be made at the Congress
Gala Dinner – 24 March 2010

Nomination Form: Mentoring Awards 2010

The Royal Australasian
College of Physicians

RACP ANNUAL AWARDS FOR
EXCELLENCE IN MENTORING 2010

Nomination Form
Nominee:
Contact Details:

Print Nominator Name:

Qualifications:

Signature:
Position:

Location:

Date:

Telephone:

Email:

Type of Nomination (Please tick one of the following):

☐
☐
☐

Academic and Research
Clinical and Professional Practice (Fellows with no formal teaching title within the College)
Physician Educators (Fellows with a formal teaching role in the College (e.g. DPT/DPPT)

Provide a letter supporting nominee and areas of relevance by attending to the
following questions:
1.

Provide a brief description of the nature of the mentor’s work in relation to the category you are nominating them for.

Continued over...
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Nomination Form: Mentoring Awards 2010

2.

Describe the nature and duration of your relationship to the nominee.

3.

Give examples of the mentoring activities of the nominee.

4.

Describe the impact of the nominee’s mentoring on your or others’ professional development.

5.

Why is the nominee worthy of recognition as an outstanding mentor?

☐ (Please tick) I confirm that the nominee is aware that he/she has been nominated for an RACP Excellence in Mentoring Award.
Please tear out and return your nomination form to Radmila Jancic, representative for the Office of President and CEO.
Ms Radmila Jancic
Representative of the Office of President & CEO
RACP
145 Macquarie Street
SYDNEY NSW 2000
Email: radmila.jancic@racp.edu.au
Fax: (+61) 02 9247 0288
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TRIBUTE TO GEORGE JERUMS FRACP
their field, who can attest to the importance
in their careers and lives of Professor
George Jerums. They include Professor
Mark Cooper of the Baker IDI, Professor
Leon Bach of the Alfred and Monash
University, Professor Richard Gilbert of the
University of Toronto, Associate Professor
Ashim Sinha of James Cook University, and
Professor Albert Frauman and Associate
Professor Richard MacIsaac, both of the
University of Melbourne and Austin Health.
These Socratic relationships continue to
this day as we, his current PhD students,
are privileged to begin our careers under
the inspiring, patient, enthusiastic and
nurturing mentorship of Professor Jerums.

I

n what seems like an age ago, during
the last century, a young endocrine
trainee approached his superior with a
question. ‘You don’t know?’ the more
senior doctor enquired. The trainee feared a
rebuke, as had been the customary response
to ignorance during his undergraduate
training. ‘I don’t know either’, continued the
senior doctor. ‘That’s really interesting and
we should design an experiment to find out
the answer.’
Professor Ego Seeman describes this
exchange with a young George Jerums
as the catalyst for his career as a clinician
scientist, and there are countless others,
many internationally recognised leaders in

George Jerums and his family left Latvia
in 1944 and later arrived in Australia.
He completed his medical training at
the University of Melbourne in 1962
and his Doctorate of Medicine in 1970,
investigating mechanisms of hypertension
under the supervision of Professor Austin
Doyle. Following postgraduate work in
Cleveland, Ohio, and at Hammersmith and
St Bartholomew’s Hospital in London, he
returned to the Austin Hospital in 1976 as
Senior Endocrinologist. In 1991, he became
the inaugural Director of Endocrinology
at Austin Health, a department that
has flourished under his leadership to
become one of the largest in Australia.
Approximately 350 patients attend the
Endocrine Centre at Austin every week, and
over 30 medical staff, from professors and

specialist consultants to endocrine trainees,
work in the department, not to mention
research nurses, specialist diabetes nurse
educators and dietitians.
A multitude of current endocrinologists and
other health professionals in Victoria and
elsewhere have at some time during their
clinical training benefited from Professor
Jerums’ dedicated and passionate tutelage,
and all advanced trainees at the Austin
have been grateful to take advantage of his
readiness to embark on impromptu ward
rounds and his perpetual availability for
advice, guidance and support.
His achievements in teaching and scientific
and clinical research in the field of diabetes
and diabetes-related kidney disease were
recognised when he was awarded the
Australian Diabetes Society 2002 Kellion
Award for his outstanding contribution.
He has set an unparalleled standard in
patient care, where his empathy and respect,
combined with brilliant clinical acumen,
shines. His legacy in striving for improved
care for people with diabetes will continue
long into the future.
Professor Jerums stepped down as Director
of Endocrinology at Austin Health at the
end of June 2009, but will carry on in his
clinical and academic roles.
Dr Elif Ekinci MBBS FRACP
Dr Scott Baker MBBS BMed Sci FRACP

APOLOGY
We apologise for omitting the following
deserved recipients of Queen’s Birthday
Honours awards from the list included in
the August issue of RACP News.
Our sincere congratulations to both.

Dr John Arnold Carnie FAFPHM
Australian Public Service Medal

Dr Anthony D. White AM, FRACP, FACD
Member in the General Division

For outstanding public service in leading
the advancement and protection of the
health and well-being of all Victorians.

For service to dermatology through
contributions to remote area practice, the
management of skin disease in the Pacific
Islands and education.
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THE ROAD TO RESEARCH
What does it mean to be
awarded a College fellowship?

I

t means a lot! I still clearly remember
how I felt when I heard that I had
received a College fellowship. It was
a sort of exhilarated blend of relief
and elation—at least someone out there
(College members) believed in the value
of what I was doing. To understand the
importance of this, you need to know that
to date I have undertaken my research
physically alone in a remote part of northwest Queensland—910 kilometres from my
supervisors. At the coalface, there is also
the reality thing—one cannot live on ideas
alone, there are still bills to pay.

What has it been like to be a rural
researcher? It can be lonely, and you’re
reliant on your own motivation—
motivation that’s not fuelled by the energy
and enjoyment that the presence of
colleagues brings.
It would be wrong for me to say there are
greater challenges doing a research project
in the outback than doing one in the city,
because I’ve never had the opportunity
to do research in the city. I suspect the
challenges are just different. For example,
internet speed and reliability are inferior in
remote areas and the cost is higher (this is
not mobile phone territory). Our summers
are long and hot (40 plus degrees)—12
months ago the air conditioner broke down

in the room I work in, and I’m still waiting
for it to be fixed. I have always relied on the
quiet hours at night or in the early morning,
when other family members are asleep, to
get some of my work done; however, earlier
this year I had to take two weeks holiday
leave because the insects were so bad after
the ‘big wet’ that they made it impossible to
get any work done (even in the dark, with
the curtains closed and all the lights off
except for the computer screen).
Because I work alone I also worry that my
supervisors may think I’m not working!
To the College and the Research and
Education Foundation—thank you.
Dr Sue Gorton FRACP

AN INNOVATIVE PROJECT ADDRESSES THE
SHORTAGE OF HEALTH PROFESSIONALS IN
RURAL/REMOTE AUSTRALIA
The following contribution has
been put together by Dr Sue
Gorton, parent and home tutor.
As my children took part in this
wonderful project throughout
2008, I thought it important to
share this great initiative with
the wider community.
Wendy Wockner,
Mt Isa Branch of the Air (BOTA)

T

he Students Living in Rural and
Remote Australia and Health
Professional Careers Project
began in response to the severe
shortage of health professionals in rural and
remote Australia. A health professional who
grows up in a rural area is, in general, more
likely to return to work in a rural area than
a health professional who grows up in the
city. However, one of the many problems
created by the severe shortage of health
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professionals in rural and remote Australia
is the severe depletion of health professional
role models for our rural and remote
students to aspire to.
This project had two overall aims. The first
was to contribute to building sustainable
solutions to the shortage of a diverse range
of health professionals in rural/remote
Australia by studying pathways between
predominately primary level students
who live in remote locations and learn by
distance education and health professional
careers. Yes, predominately primary
students. The second aim was to provide an
opportunity for these rural students to learn
about the wide variety of health professional
careers. This meant that when it was their
time to choose a career these students
would at least have some information about
health careers to help them decide if such
a career matched their interests and needs,
or not.
The project had a research component
and an action component. The research

component involved interviews with
parents/teachers/governesses and students
of two schools of distance education. The
action component involved one school only
and contributed to the research by allowing

The miniature hospital set up in the foyer
of the main study school (SOTA – School of
the Air). The front wall comes off to display
hospital wards, operating theatre, playdough
patients and other essentials of a hospital.

exploration of the actions and participants’
responses to these actions. These actions
included:
•

Guest speaker series—‘Could I Become
a Health Professional?’

•

Activity Days with the theme, ‘Our
Beautiful Body—Love it or Lose it’

•

Library books

•

A place on the school internet
blackboard site

•

A display in the foyer of the school
featuring brochures of the many
rewarding health professional career
courses available at universities
throughout the state and a doll’s house
hospital with playdough patients; a
similar display at two town libraries in
the catchment area of the school

•

A visit to the closest Royal Flying
Doctor base

•

Follow-up interviews.

In the guest speaker series, each week
a different health professional would
voluntarily talk about their career over
the phone, from their usual workplace,
with the school’s isolated families. The
speakers included a speech pathologist,
an audiologist, a registered nurse,

an occupational therapy university
student, mine rescue team members,
a physiotherapist, Sam Bailey (an
inspirational quadriplegic farmer), a
pharmacist, Governor-General of Australia
Quentin Bryce (Patron of the Queensland
Royal Flying Doctor Service at the time), a
university study promotion spokesperson,
doctors from four different fields, and a
nurse/teacher and student involved in
Vocational Education and Training (VET)
in Health Services. Speakers were carefully
selected to maximise rapport with the
families. A connection with the bush was
a must and, where possible, a childhood in
the country. At least three of the speakers
had themselves been educated via distance
education during their primary school
years.
The activity days aimed to give students
an opportunity to learn about the human
body, as well as about health professionals.
The days included sport, Fragile Fred (the
friendly plastic skeleton) and Legless Larry
(the plastic mannequin)—props used
to facilitate discussion about the human
skeletal and gastro-intestinal systems
respectively, hospital role play, songs and
dances about the human body, a puppet
show version of the Jackaroo Jack play
Fragile Fred and Legless Larry.

performed by the Burdekin Uniting Church
Minister and his family, a teeth talk and
time set aside for every student to listen to
their own heart with a stethoscope.
Sincere thanks must go to the families and
staff of both schools for their invaluable
active participation, the stimulating guest
speakers who voluntarily gave their time,
Pastor Gary, Pastor Paul and their families
(Uniting Church) and the staff of the
two town libraries. Thanks also to James
Cook University, the Royal Australasian
College of Physicians and the Queensland
Government Growing the Smart State
Funding Program for proudly supporting
the project.
Why predominately primary school
students? That’s another interesting story.
Boys taking part in a phone conference with Sam Bailey while looking at his great book—just
one session of the project. Reproduced with the kind permission of the boys’ mum.

Dr Sue Gorton FRACP
RACP News October 2009

39

Research and Education Foundation

PLEASE HELP SUPPORT
OUR YOUNG PHYSICIAN RESEARCHERS
ACHIEVE THEIR GOALS …
“Scholarships for rural and remote doctors are an excellent idea to assist with
ongoing education, and are essential for the recruitment and retention of rural
practitioners who suffer from the dual difficulties of isolation and limited training
and educational opportunities, as well as increased costs due to the distances
they are required to travel. Having the opportunity to meet with peers and share
experiences and ideas builds relationships and decreases the sense of isolation.”
Dr Carole Reeve
Geoffrey T Ey Travelling Fellowship for Isolated Rural Physicians 2008

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

Please list my name on the Honour Roll as:

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

Name:

OR

 I prefer to remain anonymous

Address:

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

$

Levels of membership

Annually

Quarterly

Email:

Fellow-in-training

 120

 30

Credit Card Payment

Member

 300

 75

Gold Member

 600

 150

Benefactor

 1200

 300

Please debit my:

10,000

Life Governor
(one-off or cumulative donations)

25,000

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

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

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
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 Mastercard
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Letters to the Editor

LETTERS TO THE EDITOR
CPD—should it be mandatory?
We were surprised to read in the August
RACP News that the College is to introduce
mandatory CPD and disappointed that broad
consultation with the Fellowship has not
been undertaken. We acknowledge the reality
that some medical boards currently require
evidence of participation in CPD and that this
is proposed to be mandatory under national
registration, but there are implications that
council might have paused to consider if it
had consulted its Fellowship. If so consulted,
we would have wished to make the following
comments.
We believe that all physicians accept the
importance of lifelong learning. Most
physicians link their learning to the work
they are doing. Physicians with teaching
hospital appointments have a wide range of
opportunities for CPD of the type proposed
to be measured, but this does not apply to all
physicians, such as those practising in rural
or remote locations. In addition, physicians
who are not engaged in clinical work, or who
have moved away from clinical work later in
their careers, will be disadvantaged by the
requirements of a broad-based clinical CPD
program that contains little of relevance to
their daily work. Many such physicians choose
to work in non-clinical roles that can include
teaching or mentoring, acting as advisers or
consultants, or performing administrative
tasks, roles that all require the individual to be
a registered medical practitioner. The needs
of these groups of physicians do not appear to
have been considered.
One alternative to a points-based CPD
program that some physicians may prefer, and
be willing to pay for, as a means of satisfying
a medical board as to their continuing
competence, is a structured peer review of
their practice. This option might also be
welcomed by physicians who are concerned
about the influence of external sponsors on
the content of much CPD, but we don’t know
as they have not been asked.
We would also have commented about
the continuing lack of firm evidence
that involvement in a points-based CPD
program ensures competent performance by
physicians.1 We would have suggested that
it was preferable for the College to continue
to assist its Fellowship in maintaining
standards through support for CPD and its
documentation, and leave any mandatory
requirements in the hands of the medical
board.
We believe that despite the announcement of
this decision, it is not too late for the College

to consult its Fellowship on these and related
issues. Such consultation is likely to provide
useful suggestions and should lead to a model
more applicable to a wider range of roles played
by physicians, and which more physicians could
support and take ownership of.
Greg Whelan FRACP
Kerry Breen FRACP
1.

St George I, Kaigas T, McAvoy P (2004).
Assessing the competence of practising
physicians in New Zealand, Canada
and the United Kingdom: progress and
problems. Fam Med. Mar;36(3):172–7.

RESPONSE
I thank Drs Whelan and Breen for their
comments.
Although ‘all physicians’ may accept the
importance of lifelong learning, some may
not practise this, and a medical college should
not only espouse this principle but also make
certain that its Fellows are actively engaged in
activities that ensure such learning, relevant
to the Fellow’s practice, occurs. With this in
mind, the College Board has accepted that
meeting the requirements of a recognised and
relevant CPD program (not necessarily that
of the RACP) should be mandatory for all
Fellows. While it is true that many physicians
choose to work in non-clinical roles such as
teaching, it would be difficult to deny that
up-to-date knowledge is required for such
activities.
The MyCPD program is founded on
participants identifying personal professional
development needs, planning activities to
meet those needs and subsequent reflection on
the activities undertaken as part of an ongoing
professional development cycle. The program
is designed to be as flexible as possible and
so enable physicians, with diverse practice
patterns, to record and reflect upon a range
of activities and thus satisfactorily complete
the College requirements. A structured peer
review of practice is encompassed under the
MyCPD category of ‘Practice Review and
Appraisal’ and gains three credits per hour.
Although it has been argued that the
possession of knowledge does not necessarily
indicate competent performance, it is
inconceivable that satisfactory performance
as a physician could occur without up-to-date
knowledge.

Support for family officer
As a Developmental Paediatric trainee, I
know that although it is ‘normal’ for humans
to walk, it is not ‘normal’ for children to walk
at all stages of their lives. Similarly, although
the College states that ‘training under
normal circumstances is continuous’, I would
argue that it is ‘normal’ for trainees to have
interrupted training for ‘normal’ life stages
such as becoming a parent, or for illness or
other circumstances.
Therefore, I fully support Dr Hunter’s call
for a family officer to support the ‘normal’
occurrence of ‘abnormal’ training, whatever
the cause. Not only would this person be an
excellent point of contact in tragic situations
such as Dr Hunter describes, but this service
could also seek to bring focus to the wider
lives and responsibilities of trainees.
The reality is that College policies are
not implemented in a vacuum. Although
not intentional, many College policies,
requirements and procedures are in practice
actually discriminatory against trainees
trying to complete training while balancing
family life. For example, limits on training
time, compulsory rural attachments, limited
examination sittings per year and the absence
of formal child care at conferences may have
significant implications for individuals at a
personal level and should be the subject of
ongoing debate. Improvements in procedures
which ensured training approval was available
prospectively (i.e. months before a job starts,
rather than after the job has commenced) or
approval of overall training plans which may
include interrupted or part-time training
would often make the balancing act for
trainees easier.
I believe that as new training requirements are
implemented and as the College goes about its
business, all should be examined thoroughly
from a family/work–life balance perspective.
Therefore, not only would I like to see a
family officer, I would like to see this person
supported by a committee (perhaps a work–
life balance support committee) who could
maintain focus on how the College could
support trainees in their many interrelated
roles in life and who could ensure that there
is ongoing debate and recognition of this
important issue.
Dr Colette Muir
General and Community
Paediatric Advanced Trainee

Peter Procopis
Chair Expert Advisory Group CPD
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After Hours

THE SCHOOL OF ALEXANDRIA
Sanguineus
BLOOD - AIR- SPRING

It seems that our author of
‘After Hours’ in this issue,
David Roberts, is so devoted
to Medicine that his other
passion is Ancient Greek
Medicine. It is a delightful
account of the foundations of
Western medicine.

T

he origins of the ideas central to
our understanding of the world
and of biology are Greek, and
the great flowering of Greek
Medicine was in Alexandria.
After defeating the Persian army at the
Battle of Issus in 333 BC, Alexander the
Great turned south to lay siege to the
great Phoenician port city of Tyre, thereby
neutralising the powerful Persian fleet.
After it fell, he went on, through Gaza,
to take Egypt, which welcomed him as a
liberator. He founded the site of a city in
his own honour, Alexandria, and left never
to return. When he died, his empire was
divided amongst his generals, with his half
brother, Ptolemy Soter, taking Egypt and
Alexandria. It seems extraordinary that this
provincial Macedonian war lord would then
go on to build one of the great academic
institutions in history.
Ptolemy Soter founded the House of Muses,
from which we derive the word ‘museum’;
and the famous libraries. Through the
museum he employed scholars from all
branches of knowledge. The Greek historian
Strabo tells us that the buildings of the
House of Muses contained all that we see
in a modern university: accommodation,
promenades, gardens, lecture halls, and a
great dining room where scholars would
converse over bread and wine. The names
that inhabited these halls included the
mathematicians Archimedes and Euclid,
and the astronomers Aristarchus Ptolemy
and Hipparchus.
There were four schools: letters,
mathematics, astronomy and the largest—
medicine. The results were astonishing.
Within two or three generations the
museum could boast achievements such as:
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A schematic diagram of the hippocratic humours.

•

a figure for the diameter of the Earth
accurate to 1% (1,500 years before
Columbus)

•

the cylinder and piston

•

the pump and the one-way valve

•

the Archimedes screw

•

the science of hydraulics and pneumatics

•

the Ptolemaic system of planetary
motion.

The library established in Alexandria grew
to contain 700,000 volumes by the time of
Cleopatra. All travellers to the city were
required to surrender their books, which were
copied. Alexandria, the largest city in the
ancient world, held the largest library, only
rivalled by Pergamum.
The medical school was the greatest as well.
It came from a long tradition. The corpus of
Hippocrates (460–370 BC), consisting of 60
or so works written following his death, was
assembled at Alexandria around 280 BC. The
discourses are the foundation of Western
medicine. No single doctrine encompasses
them all; it was unlikely that they were written
by authors even of similar view, let alone a
single individual.
Planned and methodical observation, or
testing by experiment, was not a part of
the Greek mindset. The Greeks sought to
understand the world through abstract
thought: ‘They tried to explain nature whilst
shutting their eyes’. In medicine, the result
was, overall, a synthetic but totally imaginary
theory of disease. It was based upon the
concept of ‘balance’, a very Athenian notion.

There had been a number of schemes dating
from 600 BC in the quest for fundamentals
and symmetries in the natural world, all
drawing upon the notion of ‘balance’. The
search for the elements from which the
natural world was composed ended with
Empedocles (490–443 BC), who prescribed
air, earth, fire and water.
In the Hippocratic Corpus, the balance was
primarily one of fluids, ‘chymoi’, usually
translated as ‘humours’. The theory was, in
nature, everything is balanced; and when the
balance is disturbed, this produced disease.
This concept of health was called ‘eucrasia’.
We often think of it as an eastern notion
(e.g. yin and yang), but it is also Greek, and
Egyptian, and Persian, and Arabic/Islamic.
The Hippocratic view had certain, very
modern, elements:
•

an open-minded inquiry into
understanding the concept and process
of disease, with its conspicuous silence
on magical or religious explanations

•

a tradition free from elitism

•

an holistic approach with diet, exercise,
hygiene, rest, place, weather and
climate being central to therapy

•

the Hippocratic ethical position

•

a commitment to teaching

•

the prescribing of proper and
standardised technique (Clinical
Methods).

The two brilliant minds of the Alexandrian
school were Herophilus and Eraristratus.
Unfortunately, nothing of their writings

survives; we know about them only through
later authors, in particular, Galen and
Celsus. It was the internal strife of the
Peloponnese that drove thinkers like them
to Alexandria. At this time, two broad
schools of thought had emerged in Greek
medicine. The Coans (from Cos, the school
of Hippocrates) held an holistic approach;
Herophilus was its disciple. The Cnidians,
from the peninsula near Pergamum, were
empiricists in the tradition of Aristotle.
They focused upon the diseased organ,
and they directed therapy towards it.
Eraristratus did not accept the doctrine of
the humours and, as a result, he was treated
badly by Galen.
Both were anatomists, and conducted
human dissections. This was revolutionary
in the ancient world. It had never been
systematically attempted before, not even
by the Egyptians with their expertise in
mummification. Why human dissection
was so great a taboo is an historical
conundrum—many explanations are
proffered, none of them convincing. But
the bar on dissection was the single greatest
obstruction to the advancement of medical
science in history. And it persisted to the
end of the mediaeval period. That taboo
was broken in Alexandria and (for a short
time) the results were breathtaking.
Learning from his master Praxagorus of
Cos, Herophilus also studied the pulse. He
was the first to measure it, using a small
portable water clock, invented by a physicist
at the museum. Eraristratus copied his
contemporary’s Pulse Doctrine (the two
masters did not suffer from professional
jealousy). Eraristratus also performed
the first physiology experiment we know
of; he put a bird in a pot and weighed
it daily, together with its excrement.
Over time he observed weight loss. His
real brilliance was seen in his attempts
to understand the circulatory system.
Eraristratus acknowledged that to all
intents and purposes the heart appeared to
be a pump. But to him it made no sense;
he misunderstood the anatomy and, like
so many others, he thought the arteries
contained air/pneuma.

Antiochus and Stratonice. Jacques-Louis David, 1774.

Several ancient authors attest to a charming
story. Eraristratus, a renowned clinician
as well, was summoned by the Seleucid
King, Nicator I, to attend his adult son
Antiochus, who was unwell—indeed nigh
unto death. By measuring the patient’s
pulse, Erasistratus observed the ill-stricken
Antiochus developed a tachycardia; but
only when he was visited by his stepmother,
the young and beautiful Stratunice, recently
wed to his elderly father Nicator in a
political alliance.
Eraristratus observed no such effect from
other visitors, and concluded that it was
Antiochus’s clandestine and hopeless
affection for his stepmother, Statunice, that
was his torment. Eraristratus informed
the King that his son was love-struck.
Nicator enquired as to identity of the lady,
and Eraristratus replied, ‘My wife’. Nicator
implored him to yield his wife to his son,
but Eraristrastus refused, with the defence,
‘Would you surrender your wife to save
him?’ Of course, Nicator replied that he
would. And at that, Eraristratus revealed the
truth. The story had a happy ending.
Things started to fall apart in Alexandria
towards the end of the second century.

Under the turbulent rule of Ptolemy
Physkon, the medical school was closed and
many scientists fled oppression. In 48 BC
Julius Caesar, in his pursuit of Pompey, set
a fire which resulted in the destruction of
the famed library. Caesar did not think to
mention the incident in his memoirs.
The great epoch of the medical school at
Alexandria deteriorated after the death
of Herophilus and Eraristratus. The
school collapsed, as Athens had before
it, into squabbling and hair-splitting. ‘In
Alexandria, the Sceptics recognized no
facts, the Empirics no reasons. Neither
group were of an attitude of mind to weave
experience and reason into the fabric of
knowledge … When discussing the history
of schisms and sects … men rarely separate
on fantastic or empty reasons … they secede
because enlightened minds apprehend the
hollowness of the current tenets … the
established party is wroth; the dissenters
hit back, and in the fury of disputes and
repartees the points of difference are forced
into exorbitant contrasts’ (Allbutt). This is
what happened in Alexandria.
David Roberts FRACP
RACP News October 2009

43

Member Advantage

EXPRESS YOURSELF IN GOLD.
YOUR CREDIT CARD SAYS A LOT ABOUT YOU, PARTICULARLY WHEN IT’S THE
RACP GOLD CREDIT CARD FROM AMERICAN EXPRESS®.
Enjoy exceptional rewards and privileges everyday with the RACP Gold Credit Card. Pay no annual Card fee, saving you
$70 p.a, pay no Supplementary Card fee, saving you an additional $20 p.a, plus, pay no joining fee for your choice of
rewards program, saving you $80 p.a. And when you choose the RACP Gold Credit Card, you beneﬁt the College as well.

EXPRESS YOURSELF TODAY. To apply call 1300 853 352 or visit www.memberadvantage.com.au
American Express credit approval criteria applies. Subject to Terms and Conditions. Fees and charges apply.
American Express and Member Advantage distributes The RACP Gold Credit Card under agreement with RACP. The
RACP receives a financial benefit from Fellows and Trainees’ use of the Card to help further fund College initiatives.
The Royal Australasian College of Physicians (ABN 90 270 343 237), 145 Macquarie Street, Sydney, NSW 2000.
American Express Australia Limited (ABN 92 108 952 085). ® Registered Trademark of American Express Company.
AMEX0562 . This offer is only available to those who reside in Australia.

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

Established since 1977

Phone
Facsimile
Email
Website
Address

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

NOTICE TO ALL
MEMBERS
HELP SAVE COSTS
ON PRINTING AND
POSTAGE
Would you prefer to receive an electronic
version of RACP News instead of the
hard copy printed version?
If so, email your name to
racpnews@racp.edu.au and include
Electronic Copy Only in the subject field.
Your details will then be updated
and future issues will be sent
directly to your inbox.

44

RACP News October 2009

Classifieds

PHYSICIAN VACANCY
The Warrnambool Physician’s Group comprises six General
Physicians, each with a sub-specialty interest. In view of an
increasing work load, an opportunity has arisen for a new member
to join this well equipped, fully computerised practice.

Depar tment of Health and Human Ser vices

Health careers in Tasmania
STAFF SPECIALIST NEUROLOGY
Vacancy No: 513879
The Tasmanian Department of Health and Human Services
seeks to appoint a fulltime Neurologist at the Royal Hobart
Hospital, Tasmania’s premier teaching hospital.
The successful candidate will be joining three other fulltime
Neurologists, and will be expected to provide general
neurology services at the Royal Hobart Hospital, as well as
specialty services in stroke at the same site. Our current team
of neurologists have subspecialty interests and training in
multiple sclerosis, neurophysiology, neuromuscular disease,
epilepsy and movement disorders.
The Royal Hobart Hospital is a 505 bed tertiary referral
hospital and a teaching hospital associated with the
University of Tasmania Medical School. There is a dedicated
and well-supported multi-disciplinary acute stroke unit.
The stroke unit and the inpatient neurology service are
supported by an advanced trainee in neurology as well as
rotating junior medical staff.
We offer:
rBTBMBSZDPNNFOTVSBUFXJUIRVBMJñDBUJPOBOEFYQFSJFODF
plus superannuation and salary packaging
rBTUJNVMBUJOHTDPQFPGXPSLBOEWBSJFEDBTFMPBET
rBTUSPOHBOETVQQPSUJWFXPSLFOWJSPONFOU
rBDDFTTUPUFBDIJOH FEVDBUJPOBOESFTFBSDIGVOET
rSFMPDBUJPO"TTJTUBODF
rNPUPSWFIJDMFBOEBTTPDJBUFEFYQFOTFT
rBTVQQPSUJWFBOEEZOBNJDXPSLFOWJSPONFOU
rTUSPOHQSPGFTTJPOBMBOETPDJBMOFUXPSLT
rHSFBUQMBDFUPXPSLBOEMJWF
To submit your application and for further information
about this position, contact:
Dr Michael Dreyer
Phone: + 61 3 6222 8323
Email: michael.dreyer@dhhs.tas.gov.au
Post: Department of Neurology
Royal Hobart Hospital
GPO Box 1061, Hobart 7000
 5BTNBOJB "VTUSBMJB
Applications close Friday 30 October 2009.

Each member participates in the on call receiving roster for general
medicine, which is currently 1 in 7. There is excellent junior medical
officer support, with basic physician trainees on rotation from
St. Vincent’s, Melbourne. There is an active, ongoing education
program and generous leave provisions.
In 2010 Deakin University will establish a Rural Clinical School
campus at Warrnambool, with the option for a role in student
teaching and a University appointment.
Warrnambool has two hospitals, South West Healthcare and
St. John of God Private Hospital, with each hospital undergoing
major redevelopment to give a combined bed number of over 300.
The catchment population is greater than 100,000 people.
Warrnambool is the major city of south west Victoria and enjoys
excellent recreational, social and educational facilities.
Fellowship of the Royal Australasian College of Physicians
is mandatory, as is eligibility for registration with the
Victorian Medical Board.
The position would suit a General Physician, with or without a
sub-specialty interest.
For further information please contact
Mark Page on (03) 5562 9444
E-mail: mark@warrnamboolphysicians.com.au

Careers in Health

health • care • people

Senior Staff Specialist or Staff Specialist
(Cardiologist)
Division of Medicine, Rockhampton Hospital, Central Queensland Health
Service District.
Remuneration value up to $370 030 p.a., comprising salary between $156 049 $165 444 p.a. (L25-L27) or Remuneration value up to $341 882 p.a., comprising
salary between $130 491 - $151 574 p.a. (L18-L24), employer contribution to
superannuation (up to 12.75%), annual leave loading (17.5%), private use of
fully maintained vehicle, communications package, professional development
allowance and 3.6 weeks p.a. leave, professional indemnity cover, locality
allowance, private practice arrangements plus overtime and on-call allowances
(Applications will remain current for 12 months) JAR: H09RK08237.
Duties/Abilities: Assist the Director in the provision of high quality
cardiology services and education of medical staff and students, allied
health, interested community groups and nursing staff.
Enquiries: Dr Deborah Garcia-Alonso (07) 4920 6211.
Application Kit: (07) 4920 7000 or www.health.qld.gov.au/workforus
Closing Date: Monday, 2 November 2009.
TMP Q069541R

You can apply online at
www.health.qld.gov.au/workforus

>> Make a career move and enquire now
>>Visit www.dhhs.tas.gov.au

A criminal history check may be conducted on the recommended person for the job. A non-smoking policy
applies to Queensland Government buildings, ofﬁces and motor vehicles.
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Classifieds

you

we need

on our

CE Soft
be at tthe
th Cutting Edge

Team

www.cesoft.com.au

1300 CESOFT
- transmittin
transmitting ECLIPSE claims since 2005
- designed ffrom the ground up for e-claims
- everything you need for GAPCCOVER, DVA
and Medicare
Medic
claims in one simple interface
- eligible fo
ffor the $750 - $1000 Medicare Grant
- GET PAID
P
IIN DAYS rather than months
- runs on MAC
M OSX, WINDOWS & LINUX
- friendly ONLINE
TECHNICAL SUPPORT
O
$2,50 (ex GST) including 12 months
- only $2,500
support and maintenance, then $495 p.a.

- FREE DEMO available
- email enq
enquiries@cesoft.com.au
1300 CESOFT (1300 237 638)
or phone 1

46

RACP News October 2009

Did you know

you can access Internal Medicine Journal and the Journal of
Paediatrics and Child Health online through the Royal Australasian
College of Physicians’ website?
Go to www.racp.edu.au
 ﬁnd ‘publication and communications’ in the left hand sidebar
 click Internal Medicine Journal or Journal of Paediatrics and Child Health
 Enter username or member identiﬁcation number (MIN) number & password

= FREE access to all IMJ and JPCH current and digitised backﬁle content to volume
one, issue one!

Wiley-Blackwell is proud to publish in partnership with a majority of medical Colleges
in Australia and New Zealand.
In accessing your journal online through your College website, you now also have
access to these College titles published by Wiley-Blackwell:

VOLUME 44

NUMBER 4

A P R I L 2 0 08

Editorial Comment

Changing patterns of hepatitis A and E

ROP screening guidelines

Factors influencing parental decision

Annotation

Paediatric day treatment centre

Pertussis in infants
Original Articles

ISSN 1034-4810

Journal of
Paediatrics and
Child Health
View Point
Bell’s palsy

Perinatal CMV seroprevalence in Taiwan
Childhood constipation and dietary fibre

Position Paper

Human coronavirus infections

Childhood drowning: Need for interventions

Autoantibodies in Down syndrome
Childhood Developmental and Preschool
Educators

Instructive Case
AP-ROP in an infant

Aetiology of recurrent abdominal pain
Oral versus intramuscular route

Letters to the Editor

Access your College journal online
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Plan to own your
practice premises?
We’re with you 100%
'OOD NEWS Doctors can access mortgage ﬁnance of up to

Our commercial mortgage products are designed to suit

100% of the purchase price of their owner occupied practice

your cash ﬂow, ensuring minimal difference between renting

premises. A refreshing change in the current climate we think

and buying. In addition, all of our products combine the

you’ll agree.

beneﬁts of competitive interest rates, dedicated expert ﬁnance
consultants and a quick and easy approval process.

As a specialist ﬁnancier Investec Experien is committed
to providing innovative ﬁnancial solutions to healthcare

4HE FUTURE IS IN YOUR HANDS #ALL NOW

professionals. We understand that purchasing your own
rooms has the potential to be a proﬁtable long-term business

   !USTRALIA WIDE

strategy for you and we’re here to help.

.37 1,$ 3! 6)# 7!

Experien

Experien is a subsidiary of Investec Bank
#OMMERCIAL 0ROPERTY &INANCE s !SSET &INANCE s $EPOSIT &ACILITIES s 'OODWILL  0RACTICE 0URCHASE ,OANS
(OME ,OANS s )NCOME 0ROTECTION  ,IFE )NSURANCE s 0ROFESSIONAL /VERDRAFT
Investec Experien Pty Limited ABN 94 110 704 464 (Experien). Investec Bank (Australia) Limited ABN 55 071 292 594 (Investec Bank). All ﬁnance is subject to our credit assessment criteria. Terms and
conditions, fees and charges apply. Deposit products are issued by Investec Bank. Before making any decision to invest in these products, please contact Experien, a division of Investec Bank, for a copy of
the Product Disclosure Statement and consider whether these products suit your personal ﬁnancial and investment objectives and circumstances. We reserve the right to cease offering these products at any
time without notice. Income Protection/Life Insurance is distributed by Experien Insurance Services Pty Ltd (Experien Insurance Services) which is an authorised representative of Financial Wisdom Limited
AFSL 231138 (AR No.320626). Experien Insurance Services is part owned by Investec Experien Pty Ltd.

