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A message from

The President
Welcome to the June/July
issue of RACP Quarterly, my
first in writing to you as your
new President.

T

he way medicine is taught
and delivered is undergoing
profound global change.

Increasingly, the voices of patients
and other consumers of healthcare
are being heard, both as part of
the delivery of care and in the way
healthcare professionals are trained
and educated.
Our College is committed to ensuring
all types of healthcare consumers
are engaged in the way our next
generation of specialists are learning
on the job.
We recently convened our first ever
Consumer Engagement Group. You
can read about this important panel
on page 48 and how they will advise
us on how to improve consumer
engagement and patient centred
care across our professional
standards and education
approaches, as well as
policy and advocacy
activities.
Our recent
Congress in Sydney
was a huge success,
with record
attendance at
inspiring addresses
by regional and
global thought
leaders in our
various fields.
Keynote speaker,
the United Kingdom
National Health
Service’s Dr David
Pencheon, explained
how the largest employer
in Western Europe and
fifth biggest in the world
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is dealing with the disruptive effects of
climate change.
Treating more than one million patients
a day, the NHS has taken significant
initiatives to reduce its own carbon
emissions by 11 per cent over a decade,
and you can read how on page 40.
We discussed the potentially disruptive
effects of artificial intelligence (AI) in
relation to physicians and healthcare in
the RACP Quarterly December 2017/
January 2018 issue.
It was also a hot topic at Congress.
Artificial intelligence specialist
Professor Toby Walsh from the
University of New South Wales gave
a fascinating address about the four
exponential trends affecting AI,
explaining what it excels at, and basic
tasks at which it still struggles.
His talk is summarised on page 32.
With the relentless pace of change and
new developments in clinical science,
medical ethics is a subject never far
from the headlines.
On page 20 we feature Professor Ian
Kerridge, our Ethics Committee Chair,
and Committee Member Dr Linda
Sheahan discussing ethical support
services. Initially developed in the
United States, now active in the United
Kingdom and Europe and being
contemplated in Australia, we discuss
the merits and challenges of the
Clinical Ethics Consultation Network
model.
If you are involved in interviewing or
recruitment of prospective trainees, I
think it is important for you to read
our article on recruitment practices on
page 10.

Regrettably, over the last 12 months
there have been reports of College
members asking unacceptable
questions of prospective trainees
during interviews. The College
has issued a statement outlining
what is acceptable and what is
not – and it is incumbent on us
all to adopt best practice.
The process of examination setting
within the College has attracted a fair
share of speculation and myth over
the years. On page 26 our College
Censor Professor Tim Wilkinson
and RACP Dean Professor Richard
Doherty talk in detail about the
science involved in developing
the Divisional Written Exam.
Finally, we remember the lives of two
well-known Fellows. Professor David
Cooper AO who passed away during
March, was a global leader in the
research of HIV/AIDS and along with
Professor Ron Penny diagnosed the
first case of HIV in Australia.
And New Zealand members have been
very saddened by the sudden loss of
paediatric colleague Professor Diana
(Dinny) Lennon ONZM, a worldclass researcher, inspiring teacher and
superb clinician.
You can read about David’s and Diana’s
contributions to medicine and their
many achievements on pages 52 and 37.
I hope you enjoy this issue.
Associate Professor Mark Lane
RACP President

June/July 2018
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College election results
Following the recent College election,
Professor John Wilson is our next President-Elect
for a two-year term.
John is well known to many in the College as a former
Adult Medicine Division President and Board Director.
A John Sands medal winner, he is also a past Chair of the
College Education Committee and has had oversight of
Education Governance Reform. John is currently a Director
of Physician Training, Head of Cystic Fibrosis Services
at Alfred Health in Melbourne and Chair of the Senior
Medical Staff Association at Alfred Health.
In addition, four other new Directors join Professor Wilson,
RACP President, Associate Professor Mark Lane, NZ
President, Dr Jeff Brown and Professor Paul Komesaroff who
are all already on the Board. The three new Directors are:
Professor Niki Ellis – Member Director – two year term
Niki is an Occupational and Environmental Medicine
Physician and Public Health Physician at Monash
University in Melbourne.
Dr Jacqueline Small – Member Director – three year term
Jacki is a Paediatric Senior Staff Specialist in the Disability
Specialist Unit, at Croydon Health Centre, Sydney.
Dr Alice Grey – Trainee Physician Director – two year
term (elected unopposed)
Alice is an Advanced Trainee in Immunology based in
Sydney.
The Board will appoint three further Directors in due
course to make up the full 10 member skills based Board
under our new Governance model.
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Election results for the President-Elect position and Board
members are as follows:
RACP President-Elect position
Professor John Wilson

Number of votes
2,488

Associate Professor Susan Moloney

856

Professor Judy Savige

638

Total number of eligible voters
Board members

24,734
Number of votes

Dr Jacqueline Small

2,820

Professor Paul Komesaroff

2,726

Professor Niki Ellis

2,650

Professor Paul Colditz

1,178

Adjunct Clinical
Associate Professor Ian Fraser

1,340

Professor Tim Geraghty

961

Dr Tristam Smyth

271

Total number of eligible voters

24,734
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NEW ZEALAND

Officer (AO) in the General Division

Companion of the New Zealand
Order of Merit

Associate Professor Susan Baddeley FRACP (deceased)
For distinguished service to child health as an academic
and researcher, to neo-natal paediatric medicine, and to the
Indigenous Community of the Northern Territory.

Dr Amanda Oakley FRACP
For services to dermatology.

AUSTRALIA
Companion (AC) in the General Division
The late Professor David Cooper AO, FAFPHM,
FRACP (deceased)
For eminent service to medicine, particularly in the
area of HIV/AIDS research, as a clinician, scientist and
administrator, to the development of treatment therapies,
and to health programs in South East Asia and the Pacific.

Professor Rinaldo Bellomo FRACP
For distinguished service to intensive care medicine as a
biomedical scientist and researcher, through infrastructure
and systems development to manage the critically ill, and as
an author.
Professor Christopher Fairley FAFPHM,
FAChSHM, FRACP
For distinguished service to community health, particularly
in the area of infectious and sexually transmitted diseases,
as a clinician, researcher and administrator, and to medical
education.
Professor Michael Francis Quinlan FRACP
For distinguished service to medicine, particularly through
strategic leadership in the development of tertiary medical
and social education in Western Australia as an academic
and clinician.
June/July 2018
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Dr David Hillman FRACP (Hon)
For significant service to medicine as an anaesthesiologist
and physician, to medical research into sleep disorders, and
to professional organisations.

Professor Frank Vajda AM, FRACP
For distinguished service to medical education in the field
of clinical pharmacology and the genetics of epilepsy, and to
the promotion of humanitarian values.
Associate Professor Katherine Tucker FRACP
For distinguished service to medicine in the field of familial
cancer genetics, as a clinician, researcher and author, to
medical education, and to professional bodies.
Dr John George McHutchison FRACP
For distinguished service to medical research in
gastroenterology and hepatology, particularly through the
development of treatments for viral infections, and to the
biopharmaceutical industry.

Member (AM) in the General Division
Dr Noel Bayley FRACP
For significant service to medicine in the field of cardiology,
and to the diagnosis and treatment of heart disease in
Timor-Leste.
Professor Mark Brown FRACP
For significant service to medicine in the field of
nephrology, and to medical research, particularly
hypertension in pregnancy.
Professor Jonathan Carapetis, FAFPHM, FRACP
For significant service to medicine in the field of paediatrics,
particularly the diagnosis, treatment and prevention of
rheumatic heart disease.
Associate Professor Geoffrey David Champion FRACP
For significant service to medicine in the field of paediatric
rheumatology, and to medical research and treatment of
musculoskeletal pain.
Professor Arlene Chan FRACP
For significant service to medicine in the field of oncology,
particularly breast cancer support, diagnosis and treatment.
Associate Professor Paul Desmond FRACP
For significant service to medicine in the field of
gastroenterology as a senior clinician and researcher, and to
professional associations.
6
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Professor Andrew Kemp FRACP
For significant service to medicine, and to medical education,
in the field of paediatric allergy and immunology as a
clinician, academic and researcher.
Dr Ian Kronborg, FRACP, FAChAM
For significant service to medicine, particularly
gastroenterology, and through innovative substance abuse
treatment programs.
Professor Christine McDonald FRACP
For significant service to respiratory and sleep medicine as
a clinician-researcher, administrator, and mentor, and to
professional medical organisations.
Dr Andrew Skeels FAChPM
For significant service to medicine, particularly in the field of
palliative care, as a clinician and educator.
Professor Claire Wainwright FRACP
For significant service to medicine as a respiratory clinician,
and for leadership into the study of cystic fibrosis.
Professor John Wilson FRACP
For significant service to medicine, and to medical research,
in the field of respiratory disease, and to professional
organisations.

Medal (OAM) of the Order of Australia in
the General Division
Associate Professor Terry Dorcen Bolin FRACP
For service to medicine in the field of gastroenterology.
Dr Simon John Grant FRACP
For service to medicine, particularly to endocrinology.
Dr Michael Miros FRACP
For service to medicine, particularly to gastroenterology.
Dr Jacqueline (Jackie) Kim Mein FAChSHM, FAFPHM
For service to medicine, and to community health.
Dr Jeremy Raftos FRACP
For service to medicine, particularly to paediatrics.
Professor Margaret Rosemary Zacharin FRACP
For service to medicine, particularly to paediatric
endocrinology.

Members in the media
Speedier diagnosis cuts time under ‘dark cloud’ for
sick kids’ parents
Rapid genomic testing will provide hope for children with rare genetic
conditions. Without genomic screening only 10 per cent ever receive a diagnosis.
Normal genomic testing – which Louis had, as part of the study’s first phase –
has been available for some time. But it takes three to six months, by which time
often little can be done.
The new rapid tests to be rolled out cut that time frame to under five days.
The study team ran rapid tests on a group of 40 children at two Melbourne
hospitals in 2016 and 2017, producing promising results.
“They were about three to five times more effective in achieving a diagnosis
for a rare genetic condition than all the other tests we have – combined,” says
Associate Professor Zornitza Stark, who led the Melbourne Genomics Health
Alliance study, published this month in Genetics in Medicine.
The Sydney Morning Herald, 27 March 2018

Premmie babies thrive as parents take
charge in ward
Studies show these tiny, fragile humans put on more weight
more quickly while their parents’ anxiety levels plummet
commensurately.
The findings coincide with a policy overhaul that has put parents
at the forefront of care and treatment decisions at the state’s
largest hospital for premature and sick babies – the Newborn
Care Centre at the Royal Hospital for Women in Randwick.
The change comes amid massive improvements in survival rates,
with 60 per cent of babies born in the “grey zone” of 23-25 weeks
now living – compared with just 40 per cent 20 years ago.
Neonatologist Dr Tim Schindler said parents were taking on tasks
previously done by doctors and nurses.
“In the past parents felt very helpless just watching their fragile
little baby in a glass box and not being able to do anything for
them, so this really empowers parents to be able to look after their
own baby as they would if they were at home,” he said.
“They know their babies really well so they really are an excellent
resource for us and they add a lot of information when we’re
trying to make decisions.”
Dr Schindler said babies are soothed when they recognise their
parents’ smell and voices, which then increases their sleeping —
an important time for recovery and weight gain.
The Daily Telegraph, 7 April 2018
June/July 2018

7

Members in the media
Parkinson’s disease: progress in
search for treatments
Simon Lewis will never forget the field study he conducted
18 years ago as a neurology research registrar in Cambridge,
England, and visited the homes of 200 people living with
Parkinson’s disease.
The difficulties these patients faced were heartbreakingly clear as
he witnessed their loss of movement and weariness, and sensed
their fear and confusion.
In a paper published this week in The Medical Journal of
Australia, Lewis argues that just as the cause of Parkinson’s
appears to be multifactorial, it is best tackled through a
combination of approaches.
“Research has highlighted many processes that appear to
be going awry in the dying brain cells, so it is not clear that
correcting one of these on its own would be enough,” he says.
“For example, a medication that clears abnormal proteins might
need to be supplemented with agents that reduce inflammation,
increase cellular energy supplies or remove toxic chemicals. We
are now used to the idea of combining therapies, for example in
treating cancers and HIV.”
The Australian, 11 April 2018

Creating crapsules: could
faeces in a pill be fix for
our ills?
FMT is a procedure whose ickyness, for
many folk, runs off the scale. In standard
form it means churning the faeces of
carefully screened donors into a slurry,
which is then squirted into the bowel via
a colonoscope or enema, the aim being to
repopulate healthy bacteria in guts ravaged
by disease. For willing volunteers, Australia’s
very own stool repository, Adelaide’s
BiomeBank, formally opened its doors to
public poo donations from late last year.
Eating poop to treat disease might seem
irksome, but as Professor Thomas Borody
explains, it has promising results and is no
snake oil treatment.
The Sydney Morning Herald, 30 March 2018
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Pregnant women drinking alcohol put babies at
greater risk than those abusing drugs
“Concerning” data shows one baby is born addicted to drugs, tobacco
or alcohol every fortnight in Canberra, according to statistics from
ACT Health. Many more women are accessing services to help
overcome or control their substance abuse during pregnancy.
In the 2016-17 financial year 25 babies were born addicted to alcohol,
tobacco or other drugs. The year prior there were 22 babies in that
category, and in 2014-15 there were 28. According to Professor Paul
Colditz, an expert in infants and babies at the Royal Australasian
College of Physicians and University of Queensland, in many cases the
substance abuse wouldn’t be picked up at birth.
Professor Colditz said stimulants like ice and cocaine could cause
miscarriage and stroke in unborn babies, and babies born addicted to
methadone or heroin have severe withdrawal symptoms in the days
and weeks after birth.
The Canberra Times, 22 April 2018

Youth mental issues
rise at hospital
More children and teenagers are
attending public hospital emergency
departments for serious mental health
issues, a trend some experts fear is a
sign that government investments in
community services and programs
have not gone far enough. Two new
studies out of NSW and Victoria reveal
the increase has been most prominent
among 10 to 14 year olds, prompting
calls for earlier intervention and a
greater emphasis on prevention to stop
the problem getting worse.
Professors Susan Sawyer and George
Patton have used the latest Medical
Journal of Australia to call for more
funding for crisis support. “Despite
major investments in the mental health
service system, it is failing to provide
alternatives for adolescents in crisis.
There is a pressing need to understand
why, particularly in the context of
persisting high prevalence rates.”
The Australian, 7 May 2018
June/July 2018
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Ensuring effective
recruitment for RACP
training programs and
hospital settings

Requirements for members
and their role in recruitment
and selection for its training
programs
Effective recruitment processes
are important for our healthcare
networks and are part of the selection
into RACP training programs. Both
employers at hospital locations and
the RACP are involved in the selection
of trainees but at different stages
of the process. The College helps
with identifying doctors eligible to
participate in these programs, then it
is the role of the accredited training
setting to employ doctors to take
part in the training, outlined in the
RACP Selection into Training Policy,
available on the RACP website.

10
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Key principles for selection
into training

3.

The four key principles are:
1.

2.

Selecting for excellence: to
identify candidates with the
capabilities and attributes required
to successfully complete the
training program and progress
to competent independent
practice as defined in the RACP
Standards Framework.
Rigour and fairness: to use criteria
and a process that is evidencebased, merit-based, transparent,
current, sustainable, objective,
equitable and procedurally fair.

4.

Embracing diversity: to support
a diverse range of candidates to
apply for and progress through
training.
Continuity: to advocate for
the continued recognition of
trainees who are progressing
satisfactorily and support
them to complete training.

RACP Standards for
selection into training
During the selection of trainees and
throughout their training, RACP
members are reminded to uphold the
standards of the RACP Professional
Practice Framework, including:

•

leadership, management and
teamwork

•

communication

•

judgement and decision making

•

ethics and professional behaviour.

Moving forward, the RACP
Accreditation Standards will
require employers to ensure trainee
recruitment and selection is fair,
rigorous, documented, transparent,
consistent and non-discriminatory.
In support of these requirements
the RACP is producing a Guide
to Selection, in consultation with
members, which will include RACP
guidelines for recruitment and case
studies for embracing a diverse
workforce. RQ

June/July 2018
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Tackling disruption head on.
As Specialists. Together
Discussing ways of
understanding, managing and
embracing disruption to ensure
healthier futures was the
cornerstone of RACP
Congress 2018.

I

nspiring presentations triggered
thought provoking discussions
and ignited debates about how to
address key disruptive forces impacting
healthcare.
No topic was off limits as a diverse
range of experts from Australia,
Ireland, New Zealand and the UK
shared insights and perspectives and
suggested solutions.
Speaking at Congress, former RACP
President Dr Catherine Yelland said
Congress 2018 highlighted how it is
incumbent on physicians to ensure
changes in healthcare systems create
healthy futures for our patients.
“We need to be informed and
measured in our thinking. We need to
follow the evidence. And we need to
protect the patient,” Dr Yelland said.

“In short, we have to be leaders of
change.”
Starting with sessions about delivering
sustainable healthcare in a world
grappling with the challenges of
climate change, Congress challenged
delegates from beginning to end.
Speaking about the need to challenge
ourselves, RACP Congress 2018 Lead
Fellow Dr David Beaumont said “our
patients are challenging us – they’re
asking us to respond to the changing
world – our practice of medicine has to
change in response.
“Its been 30 years since I graduated. Is
it good enough for me to practice now,
as I did then? Of course not,” he said.
Sessions covering medically
unexplained symptoms, medicinal

ADDRESSING THE NEED TO
INCREASE SPECIALIST ACCESS
Aboriginal and Torres Strait Islander peoples
access specialist medical services 40 per cent less
often than non-Indigenous Australians.
To help close this gap, a guide that promotes and
supports e
 quitable access to specialist care for
Australia’s Indigenous people was unveiled at
RACP Congress 2018.

Read the MSAF online www.racp.edu.au/msaf
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/msaf

PRINCIPLES
Integration and Continuit
y of Care
Sustainable and
Feasible

Reaching out to peo
ple
with diabetes in the
Torres Strait Islands
Torres Strait Islande
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highest prevalence
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lia. Glycaemic control
of
Torres Strait Islands
is a challenge in
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and rates of insulin
Complications from
treatment are low.
diabetes are commo
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Remote
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1 Prime Minister
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Saltwater Dreamtime. Bennett-Brook is the artist and owner
of
Wollongong (DharawalA Torres Strait Islander artist born
and
contemporary artworksCountry), he has a love for the ocean raised in
and creating
which represent his
culture and passions.
Bennett-Brook created
College of Physicians an original artwork for the Royal
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to represent doctor-patien
engagement.
t community
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the patient,
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can
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wellbeing.
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CAIR NS HOSP ITAL
QUEE NSLA ND

“We need to spread the word. Use the document.
Use the website. Tell us how it can be better. Then go out and have the
conversations about how we can move forward,” said RACP ATSIHC
member Dr Tamara Mackean at the MSAF launch.

SETTING
Rural and Remote

www.racp.edu.au

MSAF CASE STUD
Y

The Medical Specialist Access Framework (MSAF)
is a new resource for health sector stakeholders
developed by the RACP’s Aboriginal and Torres
Strait Islander Health Committee (ATSIHC).

DISRUPTION
FOR HEALTHY FUTURES.

RACP
CONGRESS 2018
14 – 16 May 2018
Sydney

“o
 ur patients are
challenging us – they’re
asking us to respond to
the changing world – our
practice of medicine has to
change in response”
INDIGENOUS STRATEGIC FRAMEWORK ADDRESSING
HEALTH INEQUITIES
One of the RACP’s priorities over recent years has been our
commitment to improving the health of the first peoples of Australia and
New Zealand. To help realise this commitment, the RACP now has an
Indigenous Strategic Framework.
Released at RACP Congress 2018, the Framework formalises work that
has been underway to help the medical community to address health
inequities for Aboriginal and Torres Strait Islander and Māori people.
The Framework identifies five strategic priorities:
• Contribute to addressing Indigenous health equity differences
• Grow the Indigenous physician workforce
• Equip and educate the broader physician workforce to improve
Indigenous health
• Foster a culturally safe and competent College
• Meet the new regulatory standards and requirements of the
Australian Medical Council and Medical Council of New Zealand.
The Framework is an RACP Board initiative, with development led by the
RACP’s Indigenous Committees – Aboriginal and Torres Strait Islander
Health Committee (ATSIHC) and the Māori Health Committee (MHC).
Access the Indigenous Strategic Framework at www.racp.edu.au

cannabis, the health impacts
of natural disasters, artificial
intelligence, Indigenous child health
and humanising healthcare raised
awareness of ongoing and emerging
disruptions impacting healthcare.

medicine were issues that generated
significant interest amongst
delegates and prompted many to
reflect on their own experiences.

Throughout Congress, delegates
enjoyed the opportunity to question
experts and share their feedback on the
Congress floor.

The unveiling of position statements
on obesity and inequities in
child health reminded delegates
of the critical role advocacy
plays in enhancing patient and
physician experiences.

Mental health impacts on doctors
and experiences of women in

The vital role research plays in
identifying and harnessing disruption

to ensure healthy futures was also
featured extensively during Congress.
During Congress various RACP
Divisions, Faculties and Chapters
hosted member meetings, as well as
award and prize presentations.
Following a successful RACP Congress
2018, work has now begun on
planning for RACP Congress 2019 in
Auckland, New Zealand. RQ

June/July 2018

13

What delegates had to say about RACP Congress 2018
“I’ve been delighted to hear speakers during this
conference talk about how we should be addressing
these issues as leaders for health change and for health
reform,” Associate Professor Adrian Reynolds, FAChAM.

“I came to check out what technology has to offer us and
what we have to do as doctors to take care of ourselves
in the midst of taking care of other people,” Dr Mpho
Banda, FAFOEM.

“Every time I like Congress. There’s always a lot of
clinical and non-clinical stuff and this time a lot of the
sessions are about having the leadership as well which I
liked,” Dr Bahija Khanom, FRACP.

“Some people that I go through medical school with
struggle with resilience so for me what I would like to
see as a medical student is a little bit more mental health
support and wellbeing within our degree,”
Radya Kumar, medical student.

“I think it’s about changing paradigms, I think it’s about
agitating and thinking beyond the box, not what we
normally do. I think as a profession we tend to get stuck
in ruts and do the same thing and we’re trained to be
cautious. I think there’s a lot of evidence now that we
need to be able to be safe but also change things up on a
big scale,” Dr Nicholas Fancourt, RACP trainee.
“The big thing with the focus on climate change and
health, which is an issue I’m particularly interested in, I
also noticed there’s some stuff on foetal alcohol spectrum
disorder in Indigenous kids – it’s another thing I’m
interested in. There’s a lot of things I’m interested in
that brings me here,” Associate Professor David Harley,
FAFPHM.

“I really want to know some strategies and what the
College would want to include into their programs to
really look after us,” Dr Lisa Yu, RACP trainee.
“I really was very inspired by the talk on climate change
this morning, the first talk that we had and I feel pretty
inspired that we can take the power that we have, the
privilege that we have as physicians and make social
change or at least make our values known,” Dr Erin
Doherty, FRACP.
“I think it’s amazing how in our district we can have
people who live in rural Australia and still feel climate
change is not real. It’s lovely to hear people saying that
we should be leaders and that we have to speak up and
we have to take a stand and say that this is real and I
believe in it passionately,” Dr Peter Davidson, FRACP.
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Impacting health
along the
life course
RACP Congress 2019
6 to 8 May 2019
Auckland
Dr David Beaumont, RACP Congress
Lead Fellow is already excited and
energised for next year’s RACP
Congress, taking place in Auckland
from 6 to 8 May 2019.
Speaking at RACP Congress 2018, Dr
Beaumont announced the theme for
Congress 2019 as ‘Impacting health
along the life course’.

“As we think about the life of our
patients and their experiences we
very quickly realise that as a College,
as specialists together, we touch their
lives from birth to death, from
paediatrics and child health to
palliative care,” said Dr Beaumont.
“The life course of a patient influences
their health so from birth onwards, in
fact particularly in early childhood, the
experiences that they have, the social
roles that they play impact on their
health.”

Exploring the theme Dr Beaumont
called on physicians to look at things
like the Māori model of health ‘te
whare tapa whā’, health in every
domain of your life – physical health,
mental health, family health, spiritual
health – and asked “how does that
impact on our practice? Maybe we
need to be looking more holistically at
the way we practise medicine, maybe
we need to consider further how we
work within a team.” RQ

Register your interest in RACP Congress 2019 at

www.racpcongress.com.au
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Funding integral to
providing professional
development opportunities
Distance, time and money are
cited as some of the biggest
barriers to accessing continuing
professional development (CPD)
opportunities for specialists
practising in regional, rural and
remote areas.
The Support for Rural
Specialists in Australia
(SRSA) program has been
helping Fellows overcome
these barriers.
Two Fellows are sharing their
SRSA funding stories and raising
awareness of the importance
of CPD.

A

s a paediatrician working in
the Pilbara region of Western
Australia, Dr Anita Banks treats
many patients presenting with Fetal
Alcohol Spectrum Disorders (FASD).
To help improve health outcomes
for this vulnerable group of children
and young people, Dr Banks set up a
multidisciplinary assessment clinic.
“A comprehensive assessment is
hugely beneficial to these patients so
I wanted to broaden my experience
in multidisciplinary assessment
of FASD by doing the 4-Digit
Diagnostic Code course on the
Gold Coast,” Dr Banks explains.
“I applied for SRSA funding to help
me meet the significant cost of
travelling to Queensland to undertake
the course.
“After completing the course I am
now able to essentially provide a
sub-specialty service for these hard to
reach kids.”
The benefits of the SRSA funding
that Dr Banks speaks of, are shared
by many other Fellows working in
professionally isolated communities.

SRSA funding also supported general
Internal Medicine Specialist Dr Anna
Holwell to undertake a perioperative
medicine course.
The funding enabled the Alice Springs
based specialist to travel to Monash
University in Melbourne, where the
course took place.
“The course helped me improve
management of complex surgical
patients I’m required to consult on in
my day-to-day work,” Dr Holwell says.
“It also improved my knowledge and
helped ensure my practice is in line
with current best practice guidelines.”
Dr Holwell and Dr Banks say distance,
time and money present challenges
that make it harder for specialists in
non-metropolitan settings to access in
person CPD opportunities.
“There’s minimal opportunities
locally – travelling from Alice is
expensive, time consuming and
often takes me away from my
family,” Dr Holwell explains.
“We have training costs and
significant travel costs on top
of that,” Dr Banks adds.

“C
 PD is a must. Not just from a credit
point of view. We need to continually
update and upskill if we are to provide
high quality care.” 
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“It is also challenging trying to get
leave, and we have to plan a fair bit
ahead because we’re usually working in
an understaffed area where it’s harder
to get cover.”
Despite the challenges they are often
forced to overcome when attempting
to undertake CPD, Dr Holwell and Dr
Banks are determined to undertake as
many CPD activities as possible.
“Working in Alice as a general
physician is challenging – on any
one day my inpatient load involves
managing an incredibly diverse range
of presentations and diagnoses. This
means I need to be up-to-date in a
range of areas,” Dr Holwell says.
“CPD is a must. Not just from a credits
point of view. We need to continually
update and upskill if we are to provide
high quality care,” says Dr Banks.
“This funding provides fantastic
support.” RQ

SRSA PROGRAM SNAPSHOT
The SRSA program provides professional support
and training opportunities to rural and remote
specialists in Australia.
Funded by the Australian Government Department
of Health, the program is managed by the Council
of Presidents of Medical Colleges (CPMC). Day-today delivery of the SRSA program is managed by
the RACP.
The SRSA program achieves its objectives by:
• distributing grants to rural and remote specialists
seeking access to CPD opportunities not available
in their current location of practice
• providing online learning programs that address
relevant CPD themes and topics.
Visit ruralspecialist.org.au for more information.
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Clinical ethics under a lens
Physicians face many varied and difficult ethical decisions, often
on a daily basis – from resolving disagreements between family
members or between members of the healthcare team, to the
treatments that should or should not be offered to patients in
different circumstances. Clinical ethics services may provide a
variety of different approaches to support good decision-making
in healthcare.
RACP Quarterly talks with Professor Ian Kerridge, haematologist
and bone marrow transplant physician and Chair of the RACP
Ethics Committee and Dr Linda Sheahan, a palliative care
physician who works as a clinical ethics consultant and is also a
member of the RACP Ethics Committee.
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“ I f clinicians or
hospitals want to
establish clinical
ethics support
services – and I
would strongly
support them
doing so, it is
crucial that they
take the time and
take care to do it
properly” 

E

thics, explains Professor Kerridge,
is intrinsic to medicine. It is
what medicine is ‘all about’.
The challenge lies in understanding
the ethical dimensions of healthcare,
identifying the connections between
ethics, law and clinical practice and
working through these to optimise and
personalise care. Clinical ethics support
services may assist in each of these tasks.
For Professor Kerridge the key words
are ‘support’ and ‘assist’. “The idea
of clinical ethics support is not to
take over decision making or assume
responsibility for doctors but to provide
a resource that can assist clinicians
and policy makers in doing what they
do, through provision of education,
multidisciplinary expertise in the ethicolegal and social aspects of healthcare
relevant to healthcare, case review and
clinical consultation.”
Clinical ethics support services were
developed in the United States and
in some parts of Europe decades ago,
but across Australasia, many of these
services are still in their infancy.
“In comparison to places like America
and to a lesser extent the UK, the
history of clinical ethics in Australia
and New Zealand is much shorter, and
is characterised by enthusiasm for the
idea but limited institutional support,”
Professor Kerridge says.
“This is changing. Clinical ethics is
increasingly recognised as something
that may contribute to the quality of
healthcare and clinical ethics services as
a necessary part of healthcare services.
Studies from around the world and from
Australasia suggest that while clinicians
are often uncertain what clinical ethics is
and how it can support them, they also
recognise that as society becomes more
plural and healthcare becomes more
complex, there is real value in having
expert ethical support to assist decisionmaking, care and healthcare delivery.
“Saying that clinical ethics services
should be established doesn’t mean
that people believe that doctors, or
nurses or other health professions
are somehow morally deficient. And

clinical ethics support services aren’t
the ‘ethical police’ or where ‘ethics
happens’ in a health service.
“Clinical ethics give people skills. If, for
example, you’re in a difficult situation,
a support service can ameliorate this
conflict by helping people think through
the different aspects of the problem or
conflict, and by then offering people
options, dignity preserving options.
‘Here’s a way to do it.’ The final decision
then, although better informed, remains
with the clinician and patient.”
As a clinical ethics consultant in
Australia, Dr Sheahan has set up clinical
ethics support services in several
hospitals and describes the need for
clinical ethics to be relevant to that
institution.
“It’s essentially a resource to
help clinicians navigate complex
judgements,” Dr Sheahan explains.
“The NSW Health definition is that it’s
a theory-based discipline that applies a
structured approach to help healthcare
professionals identify and resolve
complex ethical issues in healthcare.
“There are different models of clinical
ethics around the world, some work
well in a particular context. In the
North America context, it’s a single
ethicist consult, advisory type model,
in the United Kingdom and Europe,
the model is more committeebased, with a bit of outreach.
“One of the lessons I’ve learned is that
it has to be fit-for-purpose for the
environment in which it’s supposed to
function. In Australasia we are trying
to work out what works best in our
environment to work out how best to
give support to clinicians where they
need it, in the way they need it.
“It needs to be from the grass roots
up. We need to create space for ethical
discourse. If we just bulldoze through
and we’re not certain we’re doing the
right thing, that moral unease festers.
For people who have an interest in this
space, they need to create opportunities
for discussions within teams and with
juniors.”

Executive buy in and resourcing are key
to establishing these services, she says.
“People often start clinical ethics
support services out of passion or love,
but if the executives in the organisation
can’t see the value and provide the
support then it doesn’t really sustain
itself over time,” Dr Sheahan explains.
“We need to gather champions, people
who recognise the importance of
this service. It’s important that senior
clinicians who have an interest and
believe that this is of value, get together
and decide how to progress things
in their institution, this is critically
important.”
Professor Kerridge agrees that the
design of ethics support services must
be thoroughly thought through.
“An ethics support service needs to be
incredibly rigorous,” he says.
“If clinicians or hospitals want to
establish clinical ethics support services
– and I would strongly support them
doing so, it is crucial that they take the
time and take care to do it properly.
Don’t launch into something without
thinking about how you’re going to do
it and design it so it works well and it’s
sustainable. Think about how it relates
to the institution, who is going to deal
with these things after hours, who will
be involved and what services will be
provided to clinicians.
“At the local level clinical ethics needs
to genuinely have clinical utility and
be integrated into a health service. At
higher levels it needs to be recognised
by the health service, recognised by
government and recognised by national
bodies to provide support for the idea.”
Clinical ethics support services
are generally better established in
paediatric settings, especially across the
Children’s Hospital Network.
“Big tertiary hospitals like the
Children’s Hospitals in Westmead and
Melbourne have rigorous clinical ethics
services to support clinicians when
they are navigating difficult decisions,”
Dr Sheahan explains.
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“W
 ith the increasing awareness
of clinical ethics and increasing
enthusiasm for the idea we’re seeing
a real move to establish sustainable,
rigorous structures for clinical ethics
support around the country. It’s
happening and we would love to see
these services flourish.”
“In a paediatric setting everybody
knows they want to do what’s best for
that child. We want to make sure we
get it right and arguably there are more
players in the decision-making process
so it becomes obvious that having some
extra support and resources, to help
map the terrain can be beneficial, again
keeping your eye on what is best for
that child.”
Ethical support services in an adult
medicine setting are more variable, she
says, however, clinicians are showing an
increasing interest in developing these
services.
“In paediatrics we are reminded
constantly that we are making valuesbased judgements and sometimes in
adult settings, we forget that. Adult
medicine can be a bit more pragmatic,
a little less resourced and can lag when
it comes to clinical ethics services.
If you ask clinicians whether they
see this could be a good thing, the
overwhelming answer is ‘yes’.”
Professor Kerridge agrees that
imagining the possibility of a service
like clinical ethics can be difficult.
“It’s like asking someone about an
axolotl when they have never seen an
axolotl or asking clinicians, like we did
15 years ago, if they think they would
benefit from having a ward-based
pharmacist, when they didn’t have one.”
Once these services are established,
it’s important to gather evidence and

evaluate their effectiveness, Professor
Kerridge says.
“At this stage we have limited evidence
about the ‘benefits’ of clinical ethics. In
part this is because they vary so much
in their design and delivery and in part
this is because some of the benefits
of clinical ethics – like enriching the
culture of an institution and improving
the thoughtfulness of decision-making
and policy design – are intangible and
difficult to measure.
“We do have some evidence, principally
from the United States, that clinical
ethics support services may reduce rates
of complaints and litigation and reduce
the costs of care. And there is also
evidence that clinical ethics support
may encourage better discussions,
better consent, better communication
with patients, and we know those things
have a whole range of clinical benefits
and improve patient care.”
While clinical ethics support doesn’t
always provide a single right answer, it
does provide an opportunity to speak,
share ideas and to deal with difficult
parts of practice. Rigorous clinical
ethics support services are being
established, across a range of different
hospitals.
“With the increasing awareness of
clinical ethics and increasing
enthusiasm for the idea we’re seeing a
real move to establish sustainable,
rigorous structures for clinical ethics

support around the country. It’s
happening and we would love to see
these services flourish,” Professor
Kerridge says.
Dr Sheahan agrees that building
capabilities within clinical practice is
the ultimate goal.
“Ironically, if clinical ethics services
can fully enable and build capacity
within health care professionals
to deal explicitly with their own
ethical issues, this would be the ideal
circumstance. What we are seeing,
however, is an ever-expanding
field of possible interventions, with
more and more complex decisions
underpinned by difficult values based
judgments. Clinical ethics services
are there to help busy clinicians map
a difficult ethical terrain, understand
these underlying values, and be
explicit about how they may guide
or inform medical decision making.
Clinical ethics services are a resource;
a decision support tool of sorts.”
Resources are available for clinicians
who wish to develop or improve
clinical ethics support services. The
Clinical Ethics Capacity Building
Resource Manual, written by the
Australian Health Ethics Committee,
is available for clinicians and health
services. RQ
For more information visit:

www.nhmrc.gov.au/healthethics
June/July 2018
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and offering tips on managing
mental health challenges
Sharing stories of living with
mental illness, Cardiologist
Dr Geoff Toogood and Public
Health Physician Associate
Professor Marie Bismark gave
RACP Congress 2018 delegates
captivating insights to inspire
healthier futures.

R

educing stigma, breaking
down barriers to support,
solutions the community
should be considering and mandatory
reporting misconceptions were
key topics of discussion at the
Mental Health of Doctors session
at RACP Congress 2018.

Stories from the heart
“My experience of deteriorating mental
health while facing a concatenation of
stressors was not unusual for a doctor,”
explained Associate Professor Bismark.
“In general doctors live much healthier
lives than most but we do have high
rates of mental illness and burnout.”
Working in an overstretched mental
health service, being punched in the face
by a patient and facing other personal
issues, Associate Professor Bismark went
through a period recently where she
found it hard to leave the house.
“My longstanding anxiety didn’t
respond well [to the various challenges
in her professional and personal life],”
she said.
24
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“There was a week last year when a
change of medication caused me to
experience intrusive suicidal ideations. I
knew it was a side effect that would pass
but my body was agitated and my mind
was filled with images of my own death.”
Taking sick leave and attending
daily appointments with her general
practitioner (GP) is what got her
through.
Experiences like this have prompted
her and Dr Geoff Toogood to share
their stories in a bid to raise awareness
and keep conversations about solutions
in the spotlight.
Dr Toogood’s mental health challenges
almost pushed him to breaking point.
“I was intensely suicidal and I’d written
a suicide note,” he told Congress
delegates.
A non-judgmental text message
expressing concern and support from
friends changed his mind.

Reducing stigma
“When I spoke at a meeting recently,
about a dozen doctors came up to me
after and said ‘thank you for talking
about your story’ because many
wouldn’t talk in public,” said
Dr Toogood.
“They wouldn’t raise it in their
workplace because they fear retribution
and stigma that’s attached to mental
health. That’s pretty sad considering
we’re looking after people.
“We need to start admitting our
vulnerability. We are humans in a very
volatile and very difficult environment.
It’s not surprising that we get mental
health issues.”
The ongoing need to reduce stigma
surrounding doctors’ mental health
was also highlighted by other
speakers, including Gordon Parker,
Scientia Professor of Psychiatry at the
University of New South Wales.
“We need to destigmatise, address and
redress stresses,” he said.

“W
 e need to start admitting our
vulnerability. We are humans in a very
volatile and very difficult environment.
It’s not surprising that we get mental
health issues.”

“We need to remove barriers to getting
help and one of those is getting doctors
to seek help.”

Breaking down barriers
Various individual, societal and
systemic barriers doctors confront
when dealing with mental health
challenges were shared with delegates.
“How easy is it for a busy registrar or
consultant to get off in the middle of
the day to get an hour of counselling?”
asked Dr Toogood.
“Not that easy,” he said.
Self-medicating is another challenging
response to mental health challenges
that is causing difficulties for doctors,
according to Professor Parker.
“About 10 per cent of the doctors I see
talk about self-medication,” he revealed.
“I suspect the real figure is about
90 per cent.
“It’s something they feel guilty or
ashamed about. They don’t worry about
the consequences or take you into the
nuances.”
Associate Professor Bismark, who is
also a health lawyer, said the impact
of medico legal claims and complaints
should not be underestimated as
barriers to doctors getting support.
She also said doctors deal with pain and
suffering every day, yet sometimes miss
the warning signs of mental ill health
among colleagues.
“Part of the reason is because we’re
high functioning people who are used
to smiling and showing up through
adversity to get the job done,” she said.
“As members of this hurting, healing
profession, how can we help?”

Suggesting solutions
Dr Toogood said time and space
are helpful for anyone experiencing
mental health challenges.
“We need time to recover and space,”
he said.

“Let’s start with kindness to ourselves,”
Associate Professor Bismark suggested.
“Why is it so hard to take care
of ourselves the same way we do
someone we’re responsible for?
“By caring for colleagues and
showing empathetic concern, people
will be more encouraged to open
up and seek support,” she said.
“We’re so well-conditioned to say that
we’re all fine when life is anything
but fine. Getting beyond that
superficial talk can take some effort.
“If you’re feeling concerned about
a colleague, why don’t you try
saying ‘how are you’, ‘do you want
to catch up over a cuppa’, ‘what do
you wish you had more time for in
your day’, ‘is there something else
you would like to talk about’?”

Busting mandatory
reporting myths
The fear of adverse regulatory and
career repercussions if mental health
challenges are disclosed is a major
barrier to doctors discussing their
issues with colleagues or mental health
professionals.
“Seeing your doctor for mental
health issues does not trigger a
mandatory report, except for the very
rare situation where patients are at
substantial risk of harm,” Associate
Professor Bismark advised.
“Mandatory reports by treating
practitioners are exceptionally rare and
they usually only occur when a doctor
has dementia, psychosis or addiction,
and lacks insight or refuses to comply
with treatment.”

Harm caused by regulatory processes
designed to make healthcare safer
also need to be addressed, according
to Associate Professor Bismark.

These comments are backed up by
Medical Board of Australia (MBA)
board member Associate Professor
Stephen Adelstein.

“We need to humanise the complaints
process and make sure those
responsible for handling complaints
are sensitive to the stress of patients
and practitioners,” she said.

“The bar for mandatory reporting is a
high bar. It’s based on a practitioners
reasonable belief that another health
practitioner has behaved in a way that
constitutes notifiable conduct,” he told
Congress delegates.

“We need to encourage one-onone conversations rather than
legalistic jargon. We also need to
reduce delays so concerns can be
resolved and lives can move on.”
A culture of learning where doctors
are supported back into safe practice
as soon as possible will also assist.
“We are all human. We will and do mess
up. There should be a chance for us to
return and to be given a second chance,”
Associate Professor Bismark said.

Notifiable conduct includes practising
while intoxicated, sexual misconduct,
or having an impairment that places
the public at risk of substantial harm,”
Associate Professor Adelstein said.
“Most notifications result in what is
put into a category that says ‘no further
action’.”RQ

If this article has raised concerns for you and you would like to
speak to a counsellor confidentially, you can contact:
• the Converge International counselling service by calling
1300 687 327 (Australia) or 0800 666 367 (New Zealand)
• Lifeline Australia by calling 13 11 14
• Lifeline Aotearoa in New Zealand by calling 0508 543 354
• beyondblue Australia by calling 1300 22 46 36.
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Setting the pass mark for
RACP Examinations
One of the main roles of the RACP is to provide high-quality
education to trainees to ensure new RACP Fellows have
appropriate knowledge and skills. Trainees are assessed at
various points during their training to document and support their
achievement of the high education standards expected of medical
specialists in Australia and New Zealand.
A major challenge is to ensure RACP examinations are set using
a fair and valid method for determining which candidates meet
these educational standards. RACP Quarterly spoke with College
Censor Professor Tim Wilkinson and RACP Dean, Professor
Richard Doherty to gain insight into how the examination team
accomplishes this, particularly for the Divisional
Written Examination.
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T

here are many misconceptions
that surround assessment
in general, and particularly
regarding the RACP Divisional
Written Examinations.

“For example, the examination pass
mark is not set to a fixed score such as
60 per cent or to a fixed pass rate.
Examination papers will inevitably
vary in difficulty, therefore setting a
consistent pass mark would not be fair
for candidates from year to year."
explains Professor Wilkinson.

0

3

“Similarly, because the quality of
candidates may vary from year to
year, allowing only a fixed proportion
of each year’s candidates to pass or
using other methods that compare
the performance of one candidate to
another are inappropriate. Perhaps

0

required standards in assessment
tasks. This provides a ‘criterionreferenced’ standard and has been
used by the RACP for standard
setting of Divisional and Faculty
examinations for some considerable
time,” says Professor Wilkinson.

1

In a Modified Angoff exercise at the
RACP, a group of judges (Fellows
who are familiar with both the
curriculum and expected levels of
trainee performance) review the
content of a typical examination
and define the minimally competent
candidate. The judges rate the difficulty
of each question by considering how a
minimally competent candidate would
be likely to perform. The average of the
judges’ ratings provides a consensus
probability that the borderline
candidate will answer correctly each

“T
 he Modified Angoff method is used
throughout the assessment community
world-wide and offers a valid and
robust approach for setting required
standards in assessment tasks.”
most importantly, RACP trainees
have a high level of ability in terms
of medical knowledge and cannot
be thought of as a cohort whose
abilities are normally distributed. The
RACP therefore doesn’t ‘mark on a
curve’ or have a set pass rate for its
examinations.”
Given the purpose of the examination
is to assess the candidates against an
expected standard, the RACP uses
formal standard setting processes
to reach agreement on a valid and
defensible minimum acceptable
standard for the Divisional and
Faculty Written Examinations.
“The Modified Angoff method is
used throughout the assessment
community world-wide and offers a
valid and robust approach for setting

question. Using a panel of judges to
reach the calculated mean probability
estimate is very important. The sum
of the average probabilities for all
questions thus becomes the overall
passing mark for the examination. The
use of a panel of ‘subject matter experts’
as judges to reach the calculated mean
probability estimate is very important
as it establishes a standard based on
the content of the exam. While this
is traditionally done for each single
examination, by using content which
has been statistically calibrated (see
below), the required standard can
be expressed in a way which can be
applied to other examinations as well.
This allows us to use a consistent
standard across multiple years. The
Angoff standard setting exercise then
only needs to be done every few years
rather than for each examination paper.

5

6

8

Professor Doherty provides further
detail on how this process works at
the RACP.
“Our Divisional Examinations ensure
the same standard is applied from year
to year, using the Rasch Measurement,
a form of modern test theory. This
statistically sophisticated approach
allows determination of both an
‘ability level’ for each candidate and
a ‘difficulty level’ for each question.
This allows comparisons of levels
of difficulty for each examination
across years, anchored to the Angoff
pass mark. This is accomplished
by including ‘marker questions’
(questions that have been used
previously) to measure changes to the
current examination. These changes
can be used to calculate the difficulty
levels of new items in the examination.

2

“This process is used by many
examinations around the world.
By referring back to the standard
determined in the Modified
Angoff exercise, the score needed
to match the performance of the
minimally competent candidate
can be calculated. This means that
although the passing score and
pass rate for a Divisional Written
Examination will vary from year to
year, the actual ability level needed
to pass the exam remains the same,”
explains Professor Doherty.

6

Setting the standard for such key
assessments and then determining
the ‘cut’ scores for the RACP’s
Written Examinations is an important
process. The RACP Fellows and staff
involved in examinations use the
most appropriate, robust and valid
methods, consistent with international
best practice. RQ
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Why
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t
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d
o
d

struggle
with

unexplained
symptoms?

Medically unexplained
symptoms can bewilder the
best doctors.

L

Dr David Beaumont, an
occupational physician who sees
many patients with medically
unexplained symptoms like
chronic pain and chronic fatigue,
explored these issues at RACP
Congress 2018.

“She arrived and her husband
helped her into her seat,” Dr
Beaumont reflects. “Eileen had
come for her medical certificate for
the sickness benefit. She had not
worked for 20 years. Rheumatic
heart disease was the diagnosis.
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ooking back on his time in
general practice, in 1988, Dr
Beaumont talks about a former
patient, Eileen, 57, who presented
to his practice with her husband.

“Whatever was causing
her disability was not
that. I had seven and a
half minutes. I did what
every doctor before me
had done. I completed
her certificate with a
diagnosis of rheumatic
heart disease.”
Thirty years on, Dr Beaumont is an
occupational physician. This year he
was asked by an insurance company
to see Geraldine, who had not worked
for 10 years,

and had been diagnosed with chronic
fatigue and fibromyalgia.
“Geraldine said she had unrelenting
and profound fatigue, unrefreshing
sleep but lots of it, usually between
12 to 16 hours a day. Some days she
manages to get up and watch television
in the lounge room.
“I asked what treatment and
management she had from her GP and
she looked at me, puzzled, saying, ‘He
said there is no treatment.’”
Dr Beaumont says he felt a profound
sense of sadness; “The system had let
Geraldine down the same way I had
let Eileen down. Just because there
was no treatment, it didn’t mean there
was no hope or way of managing these
medically unexplained symptoms.”

What are medically
unexplained symptoms?
“They are a wide variety of
symptoms, of conditions, which
can affect any part of the body,
any system,” Dr Beaumont says.
“They are medically unexplained
because we can’t explain them by
the medical model; a collection of
symptoms for which we have no clear
understanding of the underlying
pathology. Immune abnormalities
may be identified, but we don’t know
if that’s cause or effect. There are
huge cross overs in symptoms across
the different conditions, and they
often co-exist; chronic fatigue with
fibromyalgia with irritable bowel
syndrome with chronic headache.”
Medically unexplained symptoms
account for a disproportionate number
of GP presentations.
“Up to 30 per cent of presentations to
GPs can be for medically unexplained
symptoms and a similar percentage in
secondary care clinics. In a study by
Ecushla Linedale it was up to 50 per
cent,” Dr Beaumont says.
A significant risk factor for medically
unexplained symptoms is that a patient
has experienced trauma at some point
in their life, perhaps in adult life but

most likely in childhood. Patients
suffering from a medically unexplained
illness are 2.7 times more likely to have
had a childhood trauma.
“Research has shown that patients are
open to having conversations about
risk factors, but doctors are not good
at having these conversations. The risk
is that the patient feels their symptoms
are being trivialised – that they’re being
told it’s all in your head.”
Medically unexplained symptoms
are generally not well managed in
medicine, Dr Beaumont says.
Researcher Dr Ecushla Linedale
found that most of the focus
comes back to doctor and patient
conversations and how GPs can
struggle with medically unexplained

“The medical model is reductionist. I
was taught the medical model. Patient
presents with symptoms, doctor takes a
history, examines, investigates, reaches
a diagnosis and treats. When that works
it is great. If it doesn’t work, we revise
the diagnosis and change the treatment.
If that doesn’t work, we go around the
loop maybe one more time and then we
monitor. If you’re a GP you can always
refer. We need more than this.
“This is another model that ties in the
psychological and social elements, not
just the medical model.”
The biopsychosocial model looks
at the outcome of social factors, the
environment as well as biological and
genetic factors. The Royal Australian
and New Zealand

“J
 ust because there was no treatment,
it didn’t mean there was no hope or
way of managing these medically
unexplained symptoms”
symptoms. Her research found
that referrals can be inappropriate
and a common reason is persistent
symptoms and repeat attendances.
Linedale’s research showed there
are clear clinical guidelines
for managing conditions like
irritable bowel syndrome, but
many GPs didn’t follow them.
“As I look back to why I have struggled
so long, I look at my medical training
and realise I had little or no training
in these conditions. My son is a final
year medical student. He tells me the
situation hasn’t changed. How were
medically unexplained symptoms dealt
with and I remember almost entirely
they weren’t. We aren’t trained in how to
do this. Since they comprise maybe 30
to 50 per cent of all of our clinics, this
is a problem of significant proportion.”
Dr Beaumont believes it’s time to
consider other models to improve
patient wellbeing.

College of Psychiatrists has endorsed
this model, which considers the
biological, psychological and social
aspects of mental health problems.
This model resonates with Dr
Beaumont, in the context of managing
medically unexplained symptoms. “The
Māori model of health (Te Whare Tapa
Whā) adds in the spiritual domain also,”
he adds.
“This is all our problem. Medicine is
an art. The art of medicine is to apply
the science in the context of a person’s
whole life,” Dr Beaumont says. “We
need to find a model of practice that
enables people to have health in all
domains in their life – a model of
practice which addresses physical,
psychological, family and spiritual
aspects. Empowering patients, with
compassion, to adapt and self-manage
in the face of life’s challenges.” RQ
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George Burniston Oration:

Ongoing evolution
requiring constant
adaptation and innovation
Rehabilitation medicine and
its role in a world where
definitions of health and illness
are constantly changing was the
subject of Associate Professor
Michael Pollack’s George
Burniston Oration at RACP
Congress 2018.

B

eginning by taking a look back
at the ways older civilisations
defined health and disease,
Associate Professor Pollack said
concepts of nature were evident from
early on.

Associate Professor Pollack said the
era of enlightenment saw increasing
awareness of public health and social
reform, as well as the publication
of books on prevention and
rehabilitation.

“Hippocrates [the Greek physician
known as the father of medicine] freed
medicine from the shackles of magic
superstition and the supernatural,
because he started to collect data and
conduct experiments,” he said.

“Concepts of health and disease have
always been a reflection and influence
of the knowledge, philosophy and
culture of the era,” he concluded.

“Galen [Greek physician, surgeon and
philosopher in the Roman Empire]
later developed a model of health and
disease that was based around
understanding that these things were
the result of a balance of factors
including elements, human qualities,
the various humors excreted and
secreted from the human body, organ
systems and timing.
“By the middle ages, things had
shifted somewhat and there became a
dominance of theological perspective
for health and disease. Illness was
regarded as a coincident of physical
entity and an act of god.”

“T
 he role of rehabilitation medicine is
to be a leader in science and recovery,
and translate the science into
meaningful outcomes.”
30
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“The understanding of influences
on health and factors in illness have
shifted as knowledge and science has
improved.
“However, basic concepts of health and
disease – as being a balance between
the functioning of the body and mind,
a balance including the environment,
individual and community activities,
diet, cultural and religious beliefs – has
been present for centuries. But with
varying emphasis.”

Ongoing evolution
The basic biomedical model that
had come to dominance during
the enlightenment was built on by
George Engel when he published the
biopsychosocial model of health in
1977, Associate Professor Pollack said.
“It was only this year in the British
Medical Journal that we had an
editorial that started off by saying they
want to introduce the biopsychosocial
model for good medicine and good
doctors,” he said.

“The editorial said ‘it is no longer
significant for clinicians to state
treatment is successful in terms of its
effect on a specific biological illness,
but it is now also necessary to know
whether the treatment gives significant
improvement in the way in which a
person lives’.”
When the World Health Organization
published the International
Classification of Functioning,
Disability and Health in 2001, health
and disability were introduced as both
separate and connected entities.
“The document highlighted that
the functioning and disability of an
individual always occurs in a context
which includes environmental factors,”
Associate Professor Pollack said.
“It also provides a definition around
disability and highlights issues of
impairment, activity limitation and
participation restrictions.
“It highlights that health as a whole
isn’t just a reflection of absence of
disease, but really looks at the function
of the individual.”

Contemporary concepts
Preserving health is now a main task
in contemporary medicine, alongside
overcoming sickness.
“Prevention and rehabilitation play
increasingly important roles alongside
curative therapies,” Associate Professor
Pollack said.
“Health can also be regarded as the
ability to bear injury, handicaps and
the anticipation of death, and to
successfully integrate these into
ones life.
“We see many examples of people
moving around, theoretically with
illness consequences. Whether
that means moving around using a
wheelchair or with an artificial limb, or
having sensory impairments.
“These things are no longer limitations
on our lives and as a result, does that
mean that these people are healthy or
not healthy?”

The determinants of health and their
incorporation into contemporary
concepts of healthcare were also
canvassed by Associate Professor
Pollack, particularly social
determinations such as income,
social status, education, physical
environment, genetics, social support,
culture, access to services and gender.

Consistent change
Evolving definitions of health and
illness, regulatory changes, technology,
growing consumer self-advocacy and
the need to bring down healthcare costs
are just some of the factors influencing
change in rehabilitation medicine and
medicine more broadly.
“We have to address the needs of a
wider range of people with persisting
limitations that have the right and the
need to access our society,” Associate
Professor Pollack said.
“We’re not just dealing with people
who were previously the ones regarded
as able-bodied.”
Associate Professor Pollack said
growing understanding of the
environment and its impact on health
– including quality of life – was also
leading to change.
“The role of the environment in repair
and recovery is still underestimated
but there is growing evidence of its
impact,” he said.
Sharing a NSW Agency for Clinical
Innovation model of care for a patient
with osteoarthritis, Associate Professor
Pollack introduced a changing concept
of the healthcare team.
“Should we be working with architects,
engineers, non-clinical scientists, IT
and software designers, landscape and
urban designers, and economists as
part of a healthcare team?” he asked.
“And at what level should we be
working with them? Should some of
them be intimately involved with direct
patient contact to understand what it
is that we need to be delivering so they
can design better?”

Associate Professor Pollack also
predicts politicians will be increasingly
involved in emerging models of
healthcare.
“I can’t see how we can escape from
including them in our process and
I don’t think they see how they can
escape from being part of it either.”

Rehabilitation
medicine’s role
Rehabilitation medicine is expected
to play an increasingly active role in
evolving healthcare systems as change
continues, the population ages and the
National Disability Insurance Scheme
continues to roll out.
“Our role now becomes one that helps
to identify purpose and membership
of evolving teams,” Associate Professor
Pollack said.
“What teams are relevant for where?
And where does clinical leadership
come from?”
Associate Professor Pollack said
rehabilitation medicine physicians
can contribute to teams by providing
accurate insights into disease process,
prognosis, healing and recovery.
The role of rehabilitation medicine
in maximising independence and
minimising disability is also expected
to be greater as demands for inhome or community care rise as an
alternative to institutional care.
“We need an increased focus
on how the environment
can have a healing role.
“The role of rehabilitation medicine
is to be a leader in science and
recovery, and translate the science into
meaningful outcomes.” RQ
Visit www.racp.edu.au/

fellows/resources/congresspresentations-2018 to
download Associate Professor
Pollack’s presentation from
RACP Congress 2018
and others.
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What artificial
intelligence can
(and can’t) do

Speaking at the AFOEM Annual
Scientific Meeting, held during
RACP Congress 2018, Australia’s
‘rock star’ of the digital
revolution, Professor Toby
Walsh explored what artificial
intelligence (AI) can and can’t do.

I

t was about two years ago that AI
started to embed in our conscience,
in 2016 when a computer program
– Alpha Go beat the best Go players
on the planet (Go, an ancient Chinese
strategy game).
“It really was a landmark moment, it
was a milestone,” says Professor Walsh.
But why now?
“There is some truth to this over used
word that we’re living in exponential
times, we hear a lot about exponentials
– most of them are not going to
continue forever. But there are four
exponentials that do explain why it’s this
point in history,” says Professor Walsh.
The four exponentials Professor Walsh
speaks of are:
• Moore’s Law: Computer power has
been doubling every two years, in
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regular steps – going up like a rocket.
Rocket is an appropriate analogy
says Professor Walsh as “today’s
smart phone has more computer
power than took us to the moon and
back in the 60s. It allows us to do
things that even 20 years ago, we just
dreamt about.”
• Data collection – the amount of
data is doubling every two years.
Computer learning, unlike human
learning, is still slow and data is
required to progress.
• Algorithm performance has been
making some progress – a doubling
in performance.
• The amount of money being invested
in AI is also seeing a doubling in
growth every two years or so.

“You put these four things in a pot
together and you have a real recipe for
making progress and we are making
quite remarkable progress,” says
Professor Walsh.
One thing troubling AI is the moravec
paradox, an observation that the
things that are easy for us are hard for
machines and the things that are hard
for us are easy for machines.
“A thing that’s hard for us is playing
chess or playing Go, reading an xray
– things that we have to learn to do and
those are the things we can teach
computers to do quite easily. The things
that are easy for us like to fold a towel is
actually incredibly hard for a robot to
do. There is a robot that can fold a towel,
the first towel it folded took 20 minutes,”
explained Professor Walsh.
There are still some things that are
some time away, but some things can
be done well, and Professor Walsh
would like to point out Australia
punches well above its weight in the
field of AI, “We are five times world
champions in robot soccer. With
respect to the Socceroo’s we’ve already
won the championship five times.”
The goal is that by 2050 the robots
will be able to beat the human world
champions and Professor Walsh is pretty
confident we will succeed.
So, apart from robot soccer, what can we
do? Is it like the movies predicted?
To a certain extent yes. The 1968
movie ‘2001: A Space Odessey’ saw
conversations with a computer and to a
certain extent we are there, “you can get
Google assistant or Alexa (Amazon) and
have a conversation, it’s not perhaps as
open-ended a conversation you would
have with Hal the computer in 2001 but
you only have to listen to the impressive
demo of Google duplex recently to
realise its getting hard to tell computers
apart from humans.”
But Professor Walsh doesn’t want us
to think that computers are about to
take over.
“It’s not terminator, the robots are not
going to decide they are going to take

“T
 he things that are easy for us like
to fold a towel is actually incredibly
hard for a robot to do. There is a robot
that can fold a towel, the first towel it
folded took 20 minutes.”
over. Computers have no desires, no
sentience, no consciousness, they do
what we tell them to do.
“We’re a long way away before we can
build machines with the true breadth of
human ability. We can build machines
with one narrow focus task and if
we’re careful and the task is easy, often
we can do that at super human level
but nothing approaches the breadth
of ability of the human brain – our
ability, our adaptability, our creativity,
our emotional intelligence, our social
intelligence.”
So, if you shouldn’t be worried about
computers taking over, what should
you be thinking about? Professor Walsh
believes there are four AI issues that we
should be exploring:
1. The impact it will have on work.
2. The impact algorithms are going
to have on things like the fairness
of our society in terms of the
transparency of decision making, the
sorts of challenges we are finding as
we hand over decisions to machines,
to algorithms.
3. The impact it’s going to have on war.
4. What’s happening in China – China
has made it clear their economic
military and other dominance is
going to be hinged around their
investment in areas like AI.
In his presentation Professor Walsh
focused on the impact AI will have
on work.
“There have been some quite worrying
predictions made. The Chief Economist
of the Bank of England predicted half of
jobs, 15 million jobs in the UK were at
risk of automisation. Many of these fears

go back to an influential study from
the University of Oxford in 2013 that
predicted 47 per cent of jobs were at risk
of automisation.
“I went back to the original source and
looked very closely at the data behind
this prediction and you should treat
these kinds of numbers with a huge
amount of caution.
“I’m pretty confident it’s not 47 per
cent of jobs and its certainly not going
to be 47 per cent unemployment.
You have to factor in other things –
changes in demographics, changes
in the length of the work week,
jobs that technology will create.”
According to Professor Walsh there are
jobs that are good for robots/computers
to do instead of humans – the four Ds:
“The dirty, the dull, the dangerous and
the difficult. It used to be that hundreds
of people died in the mines of Australia
each year, it’s a dirty dangerous job.”
The reason we’re exploring these
technologies is because of the benefits
they’re going to bring, explains
Professor Walsh. “The fact that they
will do the dirty, the dull, the dangerous
and the difficult will let us focus on the
better things in life, focus on our social
interactions, our emotional interactions,
our creativity, our adaptability, all the
things that machines still struggle to do.”
If you are interested in reading more,
Professor Walsh’s book ‘It’s alive! Artificial
intelligence from the logic piano to killer
robots’, is now available. RQ
Visit blackincbooks.com/its-

alive
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Doctors improving
children’s health
In a call to action for inequity
in child health for Australia
and New Zealand, doctors
have joined with National
Children’s Commissioner
Megan Mitchell to launch the
RACP’s Inequities in Child
Health position paper at the
RACP’s annual congress event.

T

he position paper, led by
paediatricians Professor Sharon
Goldfeld and Associate Professor
Sue Woolfenden, discusses ways to
tackle inequities in child health.
“Children who experience health
inequities don’t have the same
opportunities as their peers and they
don’t have fair
access to health
care,” Professor
Goldfeld explains.
“This could be due
to social determinants
such as socioeconomic
status or geography
that also limits access to
healthcare and specialist
services.
“We know disadvantage
leads to poorer
health, wellbeing and
developmental outcomes
that can have a lasting effect
throughout people’s lives.
The lack of access to services
only makes things worse.
“The research suggests that
the first eight years of a
child’s life is critical.
This is the time
where we need
to reach these
disadvantaged
populations and
treat physical illness
as well as learning,
behavioural and
developmental
problems.”
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The Inequities in Child Health position
paper focuses on ensuring all children
receive the healthcare access that they
need based on their circumstances.
The paper makes a number of
recommendations for governments
(Federal, State and Territory) in
Australia as well as New Zealand
to improve health outcomes among
families living in disadvantage.

The RACP recommends:
• Federal, State and Territory
Governments commit to new
investment in child health services
that are universal and are prioritised
according to patient needs.
• Appointment of a national Chief
Paediatrician to provide clinical
leadership in strategy, policy
and programs across paediatric
healthcare in Australia.
• The Federal Government reports
annually and transparently
against the Australian Institute
of Health and Welfare Children’s
Headline Indicators. The Prime
Minister should be sharing these
outcomes and keeping governments
accountable for ensuring the
health, development and
wellbeing of all children.

Addressing inequities in child
healthcare needs to be a collaborative
effort between governments, health
and social service providers and
paediatricians, says Associate Professor
Woolfenden.
“Parents can’t do this alone,” she says.
“As a community and as paediatricians,
we have a responsibility to ensure these
children have adequate access to child
healthcare and support services.
“Governments and health services
need to invest in services for children
from disadvantaged environments and
ensure these services are prioritised
according to patient needs.”

The Australian Early Development
Census shows one in five children
across Australia are experiencing
developmental difficulties when they
first start school.
The gap between disadvantaged
children and other children has also
widened when it comes to physical
health and social competence.
View the ‘Inequities in Child Health
position paper’ on the RACP website. RQ
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IN MEMORY

Professor Diana Lennon ONZM
Medicine, was awarded FRACP in
Paediatrics in 1978 and took up her
first research position in the University
of Auckland in 1978. Further
training in paediatric infectious
diseases followed from 1979 to 1981
in California. In 1982 Dinny was
appointed Senior Lecturer with half
time specialist paediatrician role with
Auckland Hospital Board and was
promoted to Associate Professor in
1991 and Professor in 1996. She served
on innumerable committees within
and outside the University.

P

rofessor Diana (Dinny) Lennon,
from Population Child and Youth
Health in the Department of
Paediatrics: Child and Youth Health,
Faculty of Medical and Health Sciences
died suddenly and unexpectedly on 12
May 2018.
Dinny was a world-class researcher,
inspiring teacher, and a superb
clinician. She was passionate about
children, especially those who
were not having a fair opportunity
for health, particularly Māori and
Pacific children. Her determination
to make things better for children
was limitless and led to advances in
clinical care, national policy change,
vaccine development and rheumatic
fever programmes that are some of her
greatest achievements.
She graduated MBChB from the
University of Otago in 1972 with
the TWJ Johnson Prize in Clinical

Respect and recognition of Dinny’s
work was evidenced by the many
honours she received for her
accomplishments:
•

Plunket Woman of the Year (1992)

•

Fellow of the Infectious Diseases
Society of America – a peer
reviewed elevation based on
scholarly achievements and
leadership (1994)

•

Officer of the New Zealand Order
of Merit (2005) for services to
science and health

•

Hood Fellowship – University of
Auckland (2007)

•

Dame Metge Medal of the Royal
Society of New Zealand (2008)

•

Vice Chancellor’s Medal for
Commercialisation – University of
Auckland (2013)

•

KidzFirst Silver Outstanding
Achievement (2015)

•

National Hauora Coalition Award
(2015)

Dinny had a high profile as an
academic researcher in the field in
New Zealand and internationally. At
the time of her death her impressive
portfolio contained about 265
publications which included 192
journal articles and many books or
book chapters including five editions
of Feigin and Cherry’s Textbook of
Paediatrics.
Dinny was a feminist and set an
example in her empowerment of
women and her appointment as
one of the first women Professors of
Paediatrics in New Zealand was fitting.
She was an inspirational role model
for many who have followed on and
who have been deeply appreciative of
Dinny’s support over a long period
of time.
Diana Lennon was a truly remarkable
woman. She left an inestimable legacy.
The world is a better place because of
her life and we will miss her deeply.
Kua hinga te tōtara i te wao nui a Tāne
The totara has fallen in the forest
of Tane.
Professor Innes Asher, FRACP
Reprinted with the permission of the
University of Auckland
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Impacting health
along the life course
Delegates at the closing plenary
at RACP Congress 2018 were
taken on a healthcare life
journey. Six physicians from
differing fields as well as a
police superintendent explored
the healthcare needs of a
patient through the different
stages of her life. The session
highlighted how, by working
together in an integrated
model, paediatricians and
physicians can have a more
positive impact on a patient’s
health over their lifetime.

Equity and greater access
to integrated care
Professor Frank Oberklaid, the
Foundation Director of the Centre for
Community Child Health at The Royal
Children’s Hospital in Melbourne
began the session speaking about the
lifetime benefits of early intervention.
He outlined how the majority of
paediatric referrals were for cases
that could be resolved with timely
intervention and treatment, leading to
positive outcomes for future health.
“Professor Harriet Hiscock’s data from
the Australian Paediatric Research
Network stated that the top 10
diagnoses of new patients referred to
paediatricians around the country were
to do with developmental, behavioural
and psychosocial problems,” he said.
However, equity and access to
healthcare and a fragmented system
hinders assessment and treatment
especially for remote communities and
the most vulnerable families.
Professor Oberklaid also said that
healthcare needs to transform from
disjointed to integrated, from reactive
to preventative, and paediatricians and
physicians need to view the patient
more as a partner than a recipient.
He mentioned there has been work
done in this area but the missing link
is social strategy.
Following on, Associate Professor Sue
Woolfenden, a senior staff specialist in
the Department of Community Child
Health and Senior Research Fellow
at the University of NSW School of
Women’s and Children’s Health said
the patient’s environment and support
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system matter but responsibility from
the profession should be on providing
equitable care.
“We need to make sense of what we are
doing in terms of the life course model.”
Professor Woolfenden emphasised that
there is a lot we can do that is supported
by evidence including immunisation
programs, anti-natal care and home
visits, high quality early childhood
education. parenting support and
school connectedness all make a
difference to long-term health outcomes.
“The onus is on us to make our
services also reach the populations
that most need them.
“Our oath says, I will remember that
I do not treat a fever chart, a cancerous
growth but a sick human being
whose illness may affect the persons
family and economic stability. My
responsibility includes these related
problems if I aim to care adequately
for the sick. We are duty bound to
treat the social determinants of
health and inequity for as long as
we are doctors.
“An inequity is an inequality that is
unfair, unjust, preventable, avoidable,
systematic and unnecessary.
“Equality isn’t enough as it assumes
we all start at the same point and we
don’t. Some of us are more advantaged
than others. What we need is
proportionate universalism where we
provide services according to need.
“We can all be equity focused
physicians, to design and provide
services based on the best evidence
and proportionate universalism.”

The perspective of law
enforcement on health
outcomes
Police Superintendent Luke
Freudenstein of Redfern Local Area
Command and a member of NSW
Police for 36 years sees the impact of
disadvantage on health and behaviour
every day. He provided a different
perspective but with the same focus on
providing care without prejudice.
His regular program for adolescents
and young people in the Redfern area
provides a safe space, with regular
sporting activities, a healthy breakfast
and routine.
“The best way to get through to young
people is to provide better alternatives
to their current situation like sport that
requires routine and communication
with their coach and team,” he said.
He gave examples of how sporting
activities and warnings from jail
inmates to avoid their criminal path
helped adolescents stay away from
alcohol and drugs.
“The inmates from Long Bay say it is
not a life in jail, it’s a waste, don’t do it.
This is the path I went down to end up
in jail so don’t do this.”
He said to help these kids with their
health we need to understand them and
treat them equally without judgement.

Technology improving
access to patient
information
Dr Michael Moore spoke about two
internet based innovations helping
him in his current position as CEO of
the Hornsby Ku-ring-gai Division of
General Practice.
Health Pathways and MyHealth improve
access to information which should
result in safer, higher quality and
reduced risk care decisions, when used
in conjunction with secure messaging.
It is an important tool to help healthcare
professionals fully understand a patient’s
background and provide integrated and
patient centred care.

Health Pathways provides secure
access to referral information and
MyHealth, developed by the Federal
Government, is where healthcare
professionals can upload information
that will assist all doctors to make
more informed choices and provide
continuity of care with reduced risks.

into how effectively patients
manage their conditions. The
assessment also needs to enquire
into any dependencies on alcohol or
medication. To complete the picture
the physician needs to understand
other external factors such as
employment and financial situations.

Building trust by
understanding the past

Healthcare and work are interrelated
with many challenges to health and
wellbeing steming from work, such
as time pressures, physical demands,
rostering, second jobs, discrimination
and time away from home.

Dr Simon Quilty focused on care in
remote communities drawing insight
from his experience as a general and
acute care physician based at Katherine
Hospital in the Northern Territory.
Dr Quilty pointed out how important
it was to build trust by understanding
the Indigenous knowledge and
spirituality impacting health and
wellbeing in these communities: “We
not only have to understand them but
also learn from them.”
Past interactions with institutions and
white people have not always been
positive for Aborigines and this can
have an impact on how healthcare
is provided in remote communities.
Doctors need to take the time to
understand what is influencing a
patient to react in a certain way. It
may be a lack of trust, but it may just
be a misunderstanding of the reason
behind a healthcare decision.
Communication is important and to be
influential in Aboriginal communities
needs a different approach. He gave the
example of dementia being rephrased
in a way that is not frightening but “as
a liberation of the soul and something
to be cherished”.

Successful treatment of patients relies
on their motivation to improve their
health and wellbeing, communication
and engagement between treatment
providers, clinical factors and a
supportive employer.
“The occupational physician
plays a valuable role in bridging
communication and forming
partnerships between workers,
employers and treatment providers
to achieve the best outcomes,” said
Dr Mina.
It was clear from all perspectives
that by adopting a more integrated
approach to healthcare, paediatricians
and physicians whether they are in
a remote or metropolitan area, in a
clinic or a workplace, can have a more
positive impact on a patient’s life by
working together. By considering
social, community, psychological and
behavioural impacts on patients they
can be more effective in providing
quality healthcare. RQ

Reducing health risks by
looking at the big picture
Dr Reem Mina is an occupational
medicine physician who has worked
in this field for 16 years, including
consulting to Fire and Rescue NSW
since 2007.
Dr Mina spoke of the need for
work based assessments to include
a medical history and investigation

Impacting health along the life
course is the theme for RACP
Congress 2019 – register your
interest at

www.racpcongress.com.au
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Reducing our
carbon footprint for
a sustainable future
In the course of running
hospitals and treating patients,
Australia’s health sector
consumes vast amounts of
energy which contributes
to air pollution – almost
seven per cent of Australia’s
greenhouse gases.

T

he health sector needs to make
radical shifts in the way they use
their resources, while improving
health and care at the same time,
according to UK doctor and climate
change expert, Dr David Pencheon.
Speaking at the RACP’s annual
congress event, Dr Pencheon called
on health services to take affirmative
action to address their environmental
footprint if they want to transition
towards high-quality and sustainable
healthcare.
“Climate change is an area where we
need to step up and as doctors, do
no harm at a population level,” Dr
Pencheon says.
“If we’re going to make big changes
to how hospitals are run and how
patients access services, considering
the predicted changes in climate, there
needs to be major changes in the way
healthcare is delivered. There’s very
little point in treating illnesses if the
process of doing so makes others
unhealthy, now and in the future.”
There’s a public health imperative
to act. Climate change continues to
exacerbate extreme weather events in
Australia. Victoria’s heatwave of 2009
resulted in over 370 deaths.
“As we saw (in Victoria), these risks
are very real, and it is concerning that
these issues remain poorly understood
by many planners, providers, and
policymakers,” Dr Pencheon says.
“The health sector needs to do more to
prepare for the increasing impact on
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health services; the sector also needs
to play its part in reducing its own
contribution to carbon pollution.”
Reflecting on his experience in the
National Health Service (NHS) in
England, Dr Pencheon said small
steps such as creating transport
hubs and offering free bicycles at
hospitals has proven to be a costeffective solution which also creates
a more sustainable environment.
“Health services can introduce all
sorts of innovations like building bus
stations in hospitals in partnership
with local transport,” Dr Pencheon
said. “This is good for patients, for
visitors, for staff and for a healthy
environment.
“When you make it easier to get to
a hospital by public transport, you
improve air quality, you increase
physical activity and you also address
the issue of hospital car parking fees.”
Environmental laws and regulations
in the NHS also include mandatory
reporting to help hospitals celebrate
their successes and share best practice

throughout the largest employer in
Western Europe.
“One of the things we’ve introduced in
the NHS is mandatory reporting of a
hospital’s sustainability performance,”
Dr Pencheon explained.
“We moved from a voluntary system
where people willingly shared their first
steps, to expecting hospitals to report
on their sustainability performance,
to making it mandatory. Sustainability
reporting is now embedded in the
UK system and is helping to create
practices in hospitals that understand
and address CO2 emissions.”
It’s important to normalise the
conversation around ‘sustainable
healthcare’ as a routine domain of
quality to create meaningful change.
“Clinical leaders and Hospital
administrators should be advocating,
‘a high-quality health system needs to
be environmentally sustainable in the
same way as it needs to be financially
and socially sustainable’.
“As human beings, we should focus
less on assuming we are doing more

good than harm and consider changes
that can improve health using all
available resources and producing
minimal pollution,” he said.
Importantly, doctors need to unite in
their efforts for change. “One person
is a crank, two are a pressure group
and three are public opinion. We must
act together on climate change,” he
explains.
Dr Pencheon and University of Sydney
scholars are working with government,
clinicians and healthcare leaders
to track and reduce the Australian
healthcare system’s contribution to the
nation’s carbon footprint.
Dr Pencheon was the founder director
of the NHS Sustainable Development
Unit (SDU) in England. The SDU was
created 10 years ago to ensure the
NHS operated in an environmentally
sustainable way.
In January 2016, the NHS released the
Sustainable Development in Health
and Care Report which showed the
NHS reduced its carbon emissions
by 11 per cent during 2007–2015

exceeding the 10 per cent target set in
2009. This was achieved despite an 18
per cent increase of healthcare activity,
while saving money, adding social
value, and improving health.
The RACP has developed three
evidence-based position statements
covering:
• Climate Change and Health
• Environmentally Sustainable
Healthcare
• The Health Benefits of Mitigating
Climate Change RQ

For more information
and resources see the
RACP’s curated collection on
climate change and health.

www.racp.edu.au/fellows/
resources/curatedcollections/climate-changeand-health
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Disruptions from IT and
service models improving
healthcare delivery
P

Disruptions in multiple forms
including technology and
different service models
generated important
discussion of the impact on
healthcare at RACP
Congress 2018.
A panel of distinguished
speakers motivated
discussions and further
thought on the need for
reform, collaboration and
community involvement to
capitalise on disruptions to
improve healthcare.

rofessor Des Gorman,
Associate Dean of the
Faculty of Medical and
Health Sciences at the University
of Auckland encouraged us to
consider the changing value
proposition, citizen self-managed
or participatory healthcare and
what value means to different
health providers and patients.

He asked the question from the
patient perspective “what are we
paying for?” and emphasised the
need to move culture towards
healthcare as more of a service
industry particularly as patients now
have more knowledge, including
online sources.
“When we have participatory
health care, what is the value
proposition for health care providers
when we no longer own the
intelligence. When the intelligence is
immediately available and accessible
to every person who walks in the
door.
“I am impressed with their
knowledge and I thank them for
teaching me.”
Robotics and virtual teams are other
aspects of technology disrupting the
profession and Professor Gorman
raised the question of where the
medical profession sits with this
vulnerability from technology
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and the value proposition for the
profession.

The role of the doctor may be more
centred around communicating
and explaining results and
handling decisions that need to
be made during the procedure.

Professor Gorman finished by
stating that if the medical profession
is to avoid redundancy and add
value in the future they shouldn’t
be reluctant to reform and “if you
refuse to choose you are choosing
the way things are,” he said.
Professor Helena Teede, Executive
Director of Monash Partners
Academic Health Sciences Centre,
then presented on how technological
change should be more effective for
the profession if based on evidence
and research.
“As we move towards technological
change and system reform we need
to make sure we have the evidence
for what we are doing.”
Professor Teede also raised the need
for more collaboration within the
profession and with communities to
help with disruption.
“Communities are the funders and
beneficiaries of health care and
research in Australia and have a
fundamental right to have a say in
the way it is formed and delivered.”

“W
 e are in the middle of
a revolution and we will
radically redesign our
services in combination
with the ITC platform.
And we will capitalise
on this revolution.”

With so much disruption taking
place, effective communication and
collaboration within the profession
and with communities will help
to get the message out about
innovation and ensure outcomes
work in practice.
“It is about working with our
partners to drive change.
“We have really strong collaboration
and one single voice when we meet
with the Health Minister and we can
bring the voice of the health sector
to the research table and that has
not happened before.”
The vision is for better health and
innovation through increased
collaboration between hospitals,
universities, different governments,
regulators and communities
with more cohesive funding
and metrics, combined with
better health and research.
Professor Donald Campbell,
President-Elect of RACP’s Adult
Medicine Division and Service
Director of Monash Health
Community added important
insight on the thinking around
innovation and reiterated the need
for more collaboration to address

the disruptions impacting the
industry and patient care.

healthcare, the largest user centric
service.

“The key issue that faces us is
how to have the right orientation
towards innovation.

“To manage the system successfully
you have to focus on the
interactions of the parts rather than
their behaviour taken separately.
The system is more than the sum of
the parts and there may be systems
within systems.

“We are in the middle of a
revolution and we will radically
redesign our services in
combination with the ITC platform.
And we will capitalise on this
revolution.
“Our challenge is to develop new
ways of thinking about the present
and have a different disposition
towards the future. Challenge
assumptions.”
Professor Campbell raised the
point about simplistic assumptions
not holding when we look at
behaviour and people behaving
differently than expected when
they get together in groups.
“Our connections allow us to see
new and different ways of dealing
with our concerns. This is a
participation sport and we have to
do this together.”
Professor Campbell also emphasised
in his presentation the need to
manage the complex systems within

“Complex adaptive systems are a
dynamic network of agents that act
in parallel and they react to what
other agents are doing which in turn
influences their behaviour and the
behaviour of the network as a whole
and eventually the system settles
down and has its own behaviour.
“We need to co-operate, collaborate
and communicate, that way we will
generate understanding. And we
need community above all.”
Disruptions from technology,
service provision and people are
important discussions that need
to continue to help understand
future innovations and ultimately
lead to ongoing improvements in
healthcare. RQ
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Paediatrician
and infant
health pioneer
Margaret Harper (1879-1964)
“Dr Harper must have saved the
lives of millions of babies by her
discoveries and methods. She
ought to be a national heroine.”
‘Australian women doctors fought
through to recognition’, Tribune,
14 January 1959, p. 6.

Image above: Margaret Hilda Harper,
The Swiss Studios Sydney, n.d., NRS
9873, R292, image courtesy NSW
State Archives.
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M

argaret Harper held a number
of lead NSW Government
public health appointments
in a career that spanned four decades.
Harper was awarded a Bachelor of
Medicine in 1906 from the University
of Sydney. In 1914, she became
Honorary Physician at the Alexandria
Baby Health Clinic—the first in a
network of government-run baby
health clinics that were opened during
WWI to reduce infant mortality

rates. She was the only woman doctor
appointed to the Baby Clinics, PreMaternity and Home Nursing Board.
By 1918, the NSW Government was
looking at new health service models
to provide care for babies and mothers.
It established the Royal Society for the
Welfare of Mothers and Babies. Harper
joined the Society’s Baby Health
Centres Advisory Committee, and
continued in this role until April 1926.

Mothers and their children wait at the Alexandria Baby Clinic to see physician Dr
Margaret Harper. Waiting to see Doctor, Baby Health Centre, Alexandria, NSW.
Government Printing Office, December 1914, NRS 4481 ST 5640, image courtesy
NSW State Archives

Left: Minute paper detailing the establishment of the
Alexandria Baby Clinic and the appointment of Margaret
Harper as honorary physician, Office of Minister of Public
Health, 28 December 1914, NRS 4867 [2/8564.3] letter
14/1761, image courtesy NSW State Archives
Above: Our Best National Asset: What the State Baby
Clinics are doing to develop it, NSW Government Printing
Office, illustrated poster, 1921, NRS 905 [5/8256] letter
21/39441, image courtesy NSW State Archives

In 1920, Harper visited New Zealand as
a NSW Government representative to
study the Plunket Society. The Society
established the first Infant Welfare
Training School and first Baby Health
Centre in Petersham. ‘Tresillian’—the
name of the house from which the
Centre operated—was soon adopted by
the Society as its own, and Harper was
appointed Honorary Director. She held
this position until 1949.
Harper was the first woman doctor
appointed Chief Resident Medical
Officer at Royal Alexandra Hospital for
Children (1914), and the first woman
Honorary Physician.

She was the first woman to sit on the
Adulterated Food and Drug Committee
(1929). She was the first lecturer in
Mothercraft at the University of Sydney,
a position not seen elsewhere in the
British Empire. Other appointments
included the Hospitals Commission
(1936), and the Minister of Education’s
Advisory Committee (1941). Harper
was one of six women doctors who
founded The Rachel Forster Hospital
for Women (1921), and one of four
women to be made a foundation Fellow
of the Royal Australasian College of
Physicians (1938). Harper retired
in 1947 and undertook a number
of honorary roles until her death in
Sydney in 1964. RQ

Reproduced from the exhibition
Blaze: Working Women, Public
Leaders, with permission from
NSW State Archives

www.records.nsw.gov.au/
archives/exhibitions/blaze
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OTP PATHWAY

Encouraging diversity
in practice for
Australia and New Zealand
T

Overseas trained physicians
and paediatricians who have
completed their training in
another country can apply
to the RACP for specialist
assessment if they would like
to be recognised to practise
as a physician or paediatrician
in Australia or New Zealand.
Canberra-based Haematologist,
Dr Nalini Pati, and Christchurchbased Geriatrician and Acute
Care Medicine Specialist, Dr
Helen Skinner, share their
experience of the specialist
assessment process in Australia
and New Zealand.
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he RACP considers an applicant’s
qualifications, training,
assessments, experience, recent
practice and continuing professional
development (CPD) to determine
whether they should be able to practise
at a level comparable to an Australasian
trained physician. The RACP
undertakes the specialist assessment
process on behalf of the Medical Board
of Australia.

The College also makes
recommendations on assessment
decisions as a Vocational Education
and Advisory Body to the Medical
Council of New Zealand.

Dr Skinner and her husband decided
to emigrate to New Zealand from
the United Kingdom at the time of
Brexit. “Our decision to move was
a combination of push and pull
factors,” says Dr Skinner, who at the
time had recently enjoyed a visit to
New Zealand and thought it would
be a good country to live in. To
continue practising as a specialist in
New Zealand Dr Skinner applied for
specialist assessment.
For Dr Pati, moving to Australia
was initially a short-term plan to
pursue further training in stem cell
transplantation and then return to
India with this experience. However,
once Dr Pati began working as a
Fellow in bone marrow transplant
and cell therapies at the Children’s
Hospital in Westmead, he heard
about the specialist assessment of
OTPs and decided to apply. “At this

“ I still remember the day I received
the successful outcome from my OTP
assessment, I felt as if I was on top of
the moon.” 
point I felt the real need to obtain
formal haematology training in both
laboratory and clinical areas and hence
applied for specialist assessment,”
explains Dr Pati.
Applicants who are successful at the
initial phase of specialist assessment
then go on to complete the ongoing
assessments required to be able to
practise safely and competently as a
specialist in Australia or New Zealand.
The assessments may include a
period of practice under peer review,
top up training, vocational practice
assessments/practice visits, completion
of the RACP’s OTP Orientation
Program and participation in the
RACP’s MyCPD program.
For some OTPs the ongoing
assessments can be challenging.
However, with frequent communication
Dr Skinner felt confident that she
was going in the right direction:
“the information I received from the
Medical Council of New Zealand
and the College was very useful and
made the process straightforward.”
Dr Skinner advises overseas trained
physicians considering specialist
assessment to be well-prepared, with
access to all of the documentation
required for their application,
“this will help the OTP assessors
determine whether your training
and experience is equivalent to
that of a physician in Australia or
New Zealand,” says Dr Skinner.
In addition, taking the initiative to
research and read about the cultural
practices of the country helps OTPs
gain awareness of what they should
consider in their day to day clinical
practice. For Dr Skinner, this involved

researching the traditions of the Māori
culture in New Zealand, which proved
very useful when visiting Māori
Health. “It was very beneficial seeing
the things that I had read about in
action,” says Dr Skinner.
Following successful completion
of the ongoing assessments, OTPs
are required to complete a final
assessment to establish whether
they are competent to practise as a
specialist and are at the standard of an
Australasian trained physician who is
entering the workforce. The OTP may
then be eligible to apply for specialist/
vocational registration and the RACP
determines whether they are eligible
for Fellowship of the relevant Division,
Faculty or Chapter.
Despite the occasional challenges of
the assessment process, Dr Pati felt
that in the end the whole process was
rewarding. “I still remember the day I
received the successful outcome from
my OTP assessment, I felt as if I was
on top of the moon,” says Dr Pati.
Dr Pati was recognised as an RACP
Fellow in Haematology in March
2011 and has continued to develop
and grow his career in Australia. Dr
Pati appreciates that workplaces in
the Australasian medical industry
encourage everyone to improve
their career, even high performers.
This, he says, has encouraged him to
become involved in research. One
of his current projects is focused on
improving the care of patients and
families living in rural and remote
communities with various forms of
bleeding disorders. Dr Pati and his
team have been recognised for their
work in this area and recently received

the RACP Medal for Clinical Service
in Rural and Remote Areas.
Dr Skinner had 11 years of experience
as a consultant in the UK, which
involved different experiences,
including the role of Clinical Director
for Community Services. Moving to
New Zealand has given Dr Skinner the
opportunity to further develop her role
as a clinical leader. Having allocated
time to fulfil these duties has given
Dr Skinner the opportunity to make
positive changes and improve care for
elderly patients at Burwood Hospital
in Christchurch.
Specialist assessment of OTPs enables
Australia and New Zealand to
receive quality specialists from across
the world, each bringing different
experiences and new ways of thinking
to our healthcare systems. OTPs often
practise in areas of workforce shortage
and contribute to various aspects
of their specialty including quality
improvement, supervision of trainees
and eventually supervision of other
OTPs to help build specialist services
in regional areas. RQ

HOW CAN YOU
CONTRIBUTE?
As a Fellow, you can contribute
to the OTP assessment process
in Australia and New Zealand.
Most OTPs are required to
undertake an interview to discuss
their qualifications, training,
assessments, experience, recent
practice and CPD. This important
part of the process enables the
OTP Assessment Committees
to determine whether the OTP
is comparable/equivalent to an
Australasian trained physician
or paediatrician. If you are
interested in becoming an OTP
interviewer, please contact the
OTP Unit for further information:

OTP@racp.edu.au
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A patient’s
view of medical
education
Have you heard of a Schwartz or Manaakitia Round?
Possibly. But if not, this new type of clinical discussion
and debrief session is symbolic of a growing worldwide
movement in healthcare.
It’s one our College is now taking important steps to
recognise; namely a consumer’s view of how
specialists are trained, and do their jobs.
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A

s background, until recently,
many in the healthcare sector
would have identified doctors
as the end users of medical education.
But there’s a growing realisation that the
ultimate end user is in fact the patient,
or consumer.
This is the principle of patient
centred care.
The need for patient centred care is
exemplified in the stories of doctors,
or members of allied professions
who’ve found themselves as patients, or
relatives of a patient – only to suddenly
appreciate how unintentionally
uncaring or overwhelming some
interactions with healthcare
professionals and systems can be.
Ken Schwartz was a 40-year-old
Boston healthcare attorney diagnosed
with lung cancer in 1994. During his
treatment he observed “the smallest
acts of kindness” make “the unbearable
bearable.” In short, the human
connection between patients and
their caregivers matters most.
He died just 11 months later.
His name lives on in a US based centre
established by his family to nurture
compassion in healthcare, and in
groundbreaking Schwartz Rounds now
practised by 425 healthcare members in
the US, Canada and Australia. In New
Zealand they have been referred to as
Manaakitia rounds from the Māori verb
‘manaaki’ which means to look after,
care for, show respect or kindness.
These are one-hour confidential and
anonymous case based interactive
group discussions, led by a skilled
facilitator. They can be attended by
up to 200 allied professionals at a site,
from doctors and nurses through to
hospital chaplains. Healthcare workers
of all types share stories and feelings
about how patients reacted to them in
different circumstances, and why.
The rounds can be raw, confronting
and emotionally challenging. But

they also give deep insights into how
patients or loved ones feel in the midst
of often alienating and highly stressful
healthcare environments, be it the
emergency department, the intensive
care unit, or a traumatic consult. They
can also guide health professionals in
reflecting on improvements they can
make to care, based on patient feedback.
Patient centred care has profound
implications for the way tomorrow’s
specialists are trained.
It’s a complete shift from older
paradigms of the specialist as an allknowing expert and healthcare systems
focused purely on outcomes, to one
where patients and consumers give
feedback on and have input into both
care, and now, medical education itself.
To mark this, the RACP has convened
its first ever Consumer Advisory Group.
The Group is a panel of between five
and seven persons – community
members with a background
in health consumer affairs, and
representing a wide variety of
patient and consumer groups across
Australia and New Zealand.
It is chaired by former RACP
Board Member and respiratory
and general physician Associate
Professor Nick Buckmaster.
“It’s a vastly expanded strategy to
improve consumer engagement
consistent with what was required of
us by the Australian Medical Council
during our last accreditation round,”
he says. “We’re really fortunate to have
a very experienced group of people
who have come forward to be engaged,
and who are all looking forward to
working together to provide input,
right across the College’s activities.”
The group will meet four times a year,
providing advice to improve consumer
engagement and patient centred care
across our professional standards and
education approaches, as well as policy
and advocacy activities at the College.
June/July 2018
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Community member Henry Ko is
looking forward to working with
the panel, and speaks from personal
experience.
“From my background in working with
culturally and linguistically diverse
(CALD) groups I think this is very
important. Coming from an asian
background for example, there’s often
a hierarchical relationship between
doctor and patient; changing that is a
big job, but it’s something that can be
slowly overturned.”

“W
 e’re really fortunate to have a very
experienced group of people who have
come forward to be engaged, and who
are all looking forward to working
together to provide input, right across
the College’s activities.”

He said the degree to which care is
truly patient centred varies across
different parts of the sector, citing his
recent experience as a new parent;
“The maternity staff were very patientfocused; they have to be. But I think
there are other specialties where
improvements can be made.” RQ

Seated left to right: Ezekiel Robson, Associate Professor Nick Buckmaster (Chair), Melissa Cadzow
Standing left to right: Te Rina Ruru, Henry Ko, Hamza Vayani, Debra Letica
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CONSUMER ADVISORY GROUP MEMBERS
Chair – Associate Professor
Nick Buckmaster

Henry Ko

Ezekiel Robson

Associate Professor Nick Buckmaster is
a general and respiratory physician with
the Gold Coast Health Service. He has a
special interest in developing strategies
for reducing the fragmentation of
healthcare for complex and frail
patients and improving the efficiency
of health service provision. He has
many years of experience serving on
peak College committees including
the RACP Board, College Policy &
Advocacy Council and Adult Medicine
Division Council.

Henry has participated on various
healthcare sector committees for
Consumers Health Forum since
2008. He is currently a member of the
Department of Health’s TGA Advisory
Committee for Complementary
Medicines and Consumer Consultative
Committee on Health Technology
Assessment. He is also a member
of the College of Intensive Care
Medicine’s Community Advisory
Committee and the CALD Advisory
Committee for Northern Sydney Local
Health District.

Ezekiel Robson is a recognised leader
in the disability community bringing
specific expertise as a vision impaired
person, and strong advisory skills on
accessibility and inclusion. Ezekiel is
a current member of several reference
groups in the health sector including
the Accessibility Reference Group of
the Auckland District Health Board and
he is also a national consumer network
member of the Health Quality and
Safety Commission in New Zealand.

Melissa Cadzow

Debra Letica

Melissa is passionate about health
consumers being actively involved in
decisions at the board table. Serving
on South Australian and national
entities, she has broad interests in
the areas of consumer-centred care
and meaningfully partnering with
consumers, as well as special interests
in digital health and children’s
health. Service includes the ABC
Advisory Council, My Health Record
Operations Management Committee,
the Women’s and Children’s Health
Network Governing Council and
AHPRA’s Community Reference
Group. She has also been involved
in the My Health Record Expansion
Programme Steering Committee for
the Australian Digital Health Agency
and Choosing Wisely’s Consumer
Engagement and Activation Project
Expert Working Group.

Debra is passionate about reducing
health disparities, especially for
vulnerable people living with
disabilities, their carers and support
workers. She is a member of several
clinical safety & quality committees
for Metro South Health Service in
Western Australia and a member of
the Choosing Wisely Implementation
Group at Fiona Stanley Hospital. She
is the consumer representative on
The Executive Committee, Clinical
Governance Committee and Education
& Training Committee at Rockingham
Peel Health Campus and the current
Chair of the Consumer Advisory
Council at Rockingham General
Hospital. Debra was a finalist in the
2018 Health Consumer’s Council
Consumer Excellence Awards.

Te Rina Ruru
(Ngāti Kahu Ki Whaingaroa, Te
Aitanga-a-Māhaki)
Te Rina’s involvement in the care
of an older sibling has given her a
strong insight into healthcare systems
and challenges. She is a consumer
representative under the Health
Quality and Safety Commission in
New Zealand, a member of Te Roopu
Māori (Māori Advisory Group) and
a member of the Medication Safety
Expert Advisory Group in New
Zealand. Te Rina is also a co-founder
of the NZ Brain Injury Support
Network and Camp Unity.

Hamza Vayani
Hamza has been strongly involved
in community engagement with a
focus on social inclusion, health
access for people from multicultural
backgrounds and people living with
physical and mental health challenges.
He is a member of Australian
Commission on Safety and Quality in
Health Care Clinical Communications
Advisory Group, Healthcare
Consumers Queensland Collaborative
and the Queensland Mental Health
Commission Advisory Council.
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IN MEMORY

Scientia Professor David A Cooper
AO BSc MBBS MD DSc FRACP FRCPA FRCP FAA FAHMS
disciplinary staff and post-graduate
students. He remained Director of the
Kirby Institute and continued to care
for his patients up to his early death in
March 2018. As well as HIV, the Kirby
Institute progressively engaged with
viral hepatitis, sexually transmissible
infections, and neglected tropical
diseases; as well as the health and
human rights of those populations
most affected. David’s intense sense
of social justice saw it as only natural
that he accepted the renaming of this
medical research institute after The
Hon. Michael Kirby – a long-time
friend and another international hero
of health and human rights.

T

he right person in the right
place at the right time. Australia,
indeed the world, was fortunate
to have David Cooper return from
Boston to St Vincent’s Hospital in
central Sydney in the early 1980s.
David, a clinical immunologist,
rapidly realised that he was situated
at the epicentre of the emerging AIDS
epidemic in Australia. Not content
with just heading a world-class clinical
HIV service, he became central to
Australia’s HIV research and prevention
programs. David was equally esteemed
by his patients, community leaders,
clinical colleagues, governments, the
pharmaceutical industry, his students
and fellow researchers.
In 1986 David was the founding
Director of the NHMRC Special Unit
in AIDS Epidemiology and Clinical
Research which over the next 32 years
morphed into the Kirby Institute for
Infection and Immunity in Society
at UNSW, now hosting 300 multi52
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David’s research contributions were
vast; ranging from many novel
clinical observations – including
the discovery of the primary HIV
infection or seroconversion illness –
and the clinical evaluation of every
licensed anti-HIV drug. He ensured
that Australians had early access to
every promising agent and supported
the community organisations that
successfully lobbied to get those drugs
through the huge administrative
barriers of that time. The system
changes that he quietly engineered
have flowed through to many areas
of medicine. That said, David was
always in the vanguard to report any
unanticipated drug toxicity, often only
manifesting after years of use. He spent
the last two decades searching for the
most effective and least toxic drug
combinations to manage what had
become a highly treatable condition.
David believed that nobody should
miss out on these new therapies
and through his Presidency of the

International AIDS Society he ensured
that Africa and the less fortunate
parts of the world remained central
in the effort against HIV; and he
applied his skills to develop clinical
and research capacity in Thailand,
Indonesia, Myanmar, and throughout
our region. Up to his final days, David
was leading the world’s largest trial
of the roll-out of HIV pre-exposure
antiviral prophylaxis, which had
rapidly resulted in a halving of HIV
incidence in inner Sydney. His career
had spanned the documentation of the
arrival of HIV to the beginning of the
end of the epidemic.
Of necessity, David travelled a lot. His
wonderful and supportive wife, Dorrie,
wryly commented that the AO after
his name stood for Absent Other. In
arranging David’s 60th birthday party,
Dorrie organised an airline theme
– complete with plastic knives and
seat-belts.
It is difficult to imagine Australia’s
internationally acclaimed response to
the HIV epidemic without David. He
improved the lot of millions globally.
We wish to extend our condolences to
Dorrie, his daughters Becky and Ilana,
and all those close to him.
Basil Donovan FAFPHM FAChSHM
John Kaldor
Anthony Kelleher FRACP

RACP
upcoming events
For more comprehensive info on the latest events visit
www.racp.edu.au/news-and-events/all-events

5

JUL
2018

Paediatrics and Child Health Advanced
Training Orientation

26

JUL
2018

The aim of the Orientation is to ease PCH trainees’
transition into Advanced Training. Hear about
the College requirements, how to handle the
challenges of being an AT registrar, where to start
with your research project and the skills to focus
on throughout the next stage of your career. In
addition, there will be a Q&A session where you
can ask all your burning questions.

Teaching and Learning in Healthcare Settings
provides a range of teaching strategies to manage
and overcome challenges supervisors face in a
complex healthcare setting. These strategies include
planning for learning, differentiated instructions for
multi-level groups, and using teaching techniques
such as questioning.

Thursday, 5 July 2018

Thursday, 26 July 2018

Sydney Children’s Hospital, Lecture Theatre,
High Street, Randwick NSW

CSB Room, Rotorua Hospital, Rotorua, NZ
Free for registered RACP supervisors

Free
www.racp.eu.au/news-events/all-events

24

Supervisors Professional Development
Program Workshop 2 – Teaching and
Learning in Healthcare Settings

Supervisors Professional Development

JUL Program Workshop 3 – Work-based
2018 Learning and Assessment

Work-based learning and assessment is a complex
and necessary part of physician training. The
challenges of undertaking work-based learning and
assessment amidst the complexities of the healthcare
environment are many and varied. This workshop
offers techniques and solutions to these challenges
that will help supervisors in their vital role.
Tuesday, 24 July 2018

www.racp.edu.au/news-events/all-events

27

JUL
2018

Neuroimaging Education Weekend – NSW
AFRM Branch Meeting
Book now to attend RMSANZ NeuroRehab SIG/
NSW branch education weekend, which includes
the NSW AFRM branch meeting.
Friday, 27 to Sunday, 29 July 2018
Thredbo Alpine Hotel, Thredbo NSW
Various costs apply
www.racp.edu.au/news-events/all-events

Hawke’s Bay Hospital, Hastings, NZ
Free for registered RACP supervisors
www.racp.edu.au/news-events/all-events
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1

AUG
2018

Supervisors Professional Development
Program Workshop 1 MOGA ASM –
Practical Skills for Supervisors
Practical Skills for Supervisors incorporates the
overarching themes of developing trainee expertise
and using coaching techniques to improve feedback
practice. This workshop focuses on delivering
feedback using two frameworks, the GROW model
and the four areas of feedback. By using these
models, supervisors can facilitate change and
growth in trainees towards expert performance.
Wednesday, 1 August 2018

6

RACP Congress 2019 – Influencing health

MAY along the life course
2019
As the premier annual event on the RACP calendar,
Congress includes the College’s Convocation
Ceremony as well as a diverse program with topics
that span the breadth of the medical industry.
Monday, 6 to Wednesday, 8 May 2019
Aotea Centre, Auckland, New Zealand
Various costs apply
www.racpcongress.com.au

Riverbank Room 6, lower level 1, Adelaide
Convention Centre, SA
Free for registered RACP supervisors
www.racp.edu.au/news-events/all-events

6

AUG
2018

AFOEM Regional Training Meeting

Monday, 6 August 2018
TBC Sydney (Videoconference is also available)
Free
www.racp.edu.au/news-events/all-events
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2018 Northern Territory RACP Annual
OCT Scientific Meeting: Vulnerable populations

2018

This year’s program will draw on knowledge and
experience from overseas and we are delighted to
have Young Australian of the Year in the UK Dr
Geordan Shannon presenting the Keynote Address.
Expert speakers will share personal insights into
the global issues of vulnerability, resilience and
health inequality.
Friday, 26 and Saturday 27 October 2018
Waterfront Theatre, Charles Darwin University,
21 Kitchener Drive, Darwin (live streamed to
Alice Springs)

BAsic Echo cARDiAc
ULTRAsoUND TRAiNiNG
LEARN ThE skiLLs coNFiDENTLY oF
PERFoRmiNG A BAsic EchocARDioGRAPhY ExAm.
Acquire hands-on scanning skills confidentially. Understand
a routine echo and report interpretation. Private, group and workshop
training offered at the highest level with hands-on emphasis.

Various costs apply
www.ntasm.com.au
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To learn more, email or call: 0403174447

info@cardiacskillsaustralia.com.au
www.cardiacskillsaustralia.com.au

RACP Awards and Prizes

Recipients of prestigious RACP Fellowship Awards and Prizes were announced in May, during the RACP
Convocation Ceremony and RACP Congress 2018.
We acknowledge the generous donations and bequests from RACP Members that fund these awards,
which are administered by the RACP Foundation.
Applications for some RACP awards and prizes for 2018 and 2019 are now open. Interested
Fellows and trainees can visit www.racp.edu.au/awards.
RECIPIENT

AWARD

BACKGROUND

Professor John Wilson

The 2018 John Sands
College Medal for
significant contribution
to the welfare of the
College

Professor Wilson is Head of Cystic Fibrosis Services
at Alfred Health in Melbourne. He is also Chair of the
Senior Medical Staff Association at Alfred Health.
Professor Wilson has made valued contributions to the
College through his long-standing involvement on many
committees and working groups, particularly focused on
education. He has consistently been a committed and
responsive representative of Fellows’ interests.
His expertise, energy and determination have been
positive forces for constructive change in the College
over 20 years.

“This prestigious award is always the result of a
team effort, rather than a single achievement,”
says Professor Wilson. “The RACP has a long
and proud history of creating and implementing
high standards of education in all its domains.
Over years it has been a great honour to work with
gifted staff and members to gain our status with the
Australian Medical Council and the Medical Council
of New Zealand. I must sincerely thank College
staff, members and my work colleagues for their
contribution to this award.”
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RECIPIENT

AWARD

BACKGROUND

Professor Judith
Savige

The 2018 College
Medal for significant
contribution to the
welfare of the College

Professor Savige organised the Physician Education
program – a series of 143 lectures each year since
1998. These lectures ensured trainees across Australia
and New Zealand had access to the same lecture
program and that patients also benefited. Professor
Savige is currently Chair of the RACP Victorian Regional
Committee and Chair of the Committee of Chairs of the
Medical Colleges in Victoria.
She was the third woman appointed Professor of
Medicine in Australia, and was Chair of the Division of
Medicine, Director of Clinical Training and Director of
Physician Education at Northern Health between 2003
and 2013.

Dr Nalini Pati

RACP Medal for Clinical
Service in Rural and
Remote Areas 2018

Dr Pati is a consultant Adult and Paediatric Haematologist
in Haematology Oncology at Canberra Hospital. He is
also a Clinical Senior Lecturer at the Australian National
University Medical School. Dr Pati is an overseas trained
physician actively involved in various College forums
and committees. Along with his interest in malignant
haematology, Dr Pati has been working in rural settings
supporting patients and families with bleeding disorders
who do not have the same level of access as patients in
metropolitan areas.

Dr Philipp du Cros

RACP International Medal
2018 for the provision of
outstanding service in
developing countries

Dr du Cros is an infectious diseases specialist with
a Masters in Clinical Epidemiology. He works at the
Burnet Institute in Melbourne. Dr du Cros worked for
Médecins Sans Frontières (MSF) for more than 10 years
as a tuberculosis and HIV adviser. He was co-founder
of the Royal College of Physicians Diploma in Tropical
Medicine and Hygiene accredited MSF Global Health and
Humanitarian Medicine course. He has been a member
of several World Health Organization (WHO) committees
and is currently a member of the WHO European
Research Initiative for Tuberculosis.
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RECIPIENT

AWARD

BACKGROUND

Professor Christopher
Fairley

The Eric Susman
Prize 2017 for best
contribution to the
knowledge of internal
medicine

Professor Fairley is Director of the Melbourne Sexual
Health Centre (SHC) and Professor of Public Health
at Monash University. He has extensive international
experience in the fields of infectious diseases, public
health and sexual health. As SHC Director, Professor
Fairley is responsible for clinical services, education and
research. Under his leadership, the SHC has become
one of the world’s best, treating almost 50,000 patients
every year. This award holds special importance to him
as his mother, Professor Priscilla Kincaid-Smith, was also
a recipient in 1968.

Professor Andrew
Roberts

The Eric Susman
Prize 2017 for best
contribution to the
knowledge of internal
medicine

Professor Roberts’ outstanding leadership has
contributed to the development of anti-cancer drug
Venetoclax and brought it to routine clinical practice.
He has been at the forefront of translating an Australian
basic science discovery into the first of a new class
of anti-cancer drugs for patients with haematological
malignancies. His research with clinical colleagues
has also demonstrated the potential Venetoclax has to
combine effectively with other drugs as future treatments
for leukaemias, lymphomas and myeloma.

Professor David Forbes Howard Williams Medal
2018 for outstanding
contribution to improving
the health of children and
young people in Australia
or New Zealand

Along with several colleagues, Professor Forbes
developed the Eating Disorders Program at Princess
Margaret Hospital in Perth in 1996. He has provided
broad paediatric educational leadership in undergraduate
teaching for the University of Western Australia (WA),
management of vocational training at the Princess
Margaret Hospital and is a former Chair of the RACP
Paediatric Physician Training Committee and Paediatrics
and Child Health Policy Committee. As the inaugural
co-lead of the WA Child and Youth Health Network, he
developed the State’s first framework in the delivery of
child policy. He currently works as a Clinical Advisor in the
Department of Health in WA.

PROFESSOR JUDITH SAVIGE
COLLEGE MEDAL FOR SIGNIFICANT CONTRIBUTION TO THE
WELFARE OF THE COLLEGE
A passion for patient care and desire to prepare
trainees for what awaits them in the workplace
are the motivating factors driving Professor Judith
Savige’s 20 year commitment to the Physician
Education Programme (PEP).
As the PEP coordinator, Professor Savige has
been organising more than 140 lectures every
year, bringing together Fellows and trainees in
person in Victoria and online across Australia and
New Zealand.
“The PEP was a subject by subject crash course
in being a physician. An estimated 12,000 to
15,000 trainees have benefited from the PEP over
the past two decades,” says Professor Savige,
who specialises in haematology and nephrology.
“Receiving the College Medal honour was completely unexpected. I didn’t
coordinate the PEP to win an award but it was a thrill to be recognised.”
In addition to coordinating the PEP, Professor Savige works as a clinician at
Northern Health in Melbourne. She is also Chair of the RACP Victoria Regional
Committee and the Victorian Committee of Chairs of Medical Colleges.
Ongoing research into the genetics of inherited kidney disease is also a passion
of Professor Savige’s and she hopes to attract further funding to support her
efforts.
“I’ve just come back from London where I was invited to speak about Alport
syndrome at the Royal Society of Medicine and at Guy’s Hospital,” she said.
In November Professor Savige will chair the American Society of Nephrology’s
annual meeting session on inherited renal disease.
Her dedication, leadership and advocacy in the medical community ensure she
inspires the next generation of women in medicine and create pathways for
greater participation.
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ERIC SUSMAN PRIZE 2017 FOR BEST CONTRIBUTION
TO THE KNOWLEDGE OF INTERNAL MEDICINE
PROFESSOR CHRISTOPHER FAIRLEY

PROFESSOR ANDREW ROBERTS

Delivering accessible
healthcare services to
people who need them is
the number one priority in
all aspects of Professor
Christopher Fairley’s work.

Professor Andrew
Roberts is the Head
of Clinical Translation,
Cancer and Haematology
at the Walter+Eliza
Hall Institute of Medical
Research. He is also a
clinical haematologist at
The Royal Melbourne
Hospital and Peter
MacCallum Cancer
Centre, and Haematology
Lead for Research
Education for the Victorian Comprehensive
Cancer Centre (VCCC).

Marginalised and
stigmatised individuals at
greater risk of developing
sexually transmitted
infections are the main
beneficiaries of the bulk
of his work.
Undertaking groundbreaking research that found
Aboriginal women have fewer partners over a
lifetime than European women, was a career
highlight for Professor Fairley.
“That research made governments aware that the
main driver of high rates of sexually transmitted
infections in the Aboriginal population was a lack
of access to services,” he said.
Professor Fairley is now working on more
pioneering research. “I’m convinced the main
driver of infections is saliva in the throat,” he said.
“We’ve just completed a small randomised
controlled trial using a mouthwash to treat
gonorrhoea and it has worked. We’ll now do
larger studies.”
Professor Fairley said receiving the Eric Susman
prize is humbling and beneficial.
“I’m very grateful for the prize. Seeing patients is
great but research can be thankless and tough.
“These sorts of awards make a difference
and keep people like us striving on.”

Professor Roberts was awarded the Eric
Susman Prize 2017 for his role in translating
an Australian basic science discovery into the
development of anti-cancer drug ‘Venetoclax’
and for helping bring it to routine clinical
practice. Venetoclax is the first of a new
class of anti-cancer drugs for patients with
haematological malignancies which target the
BCL2 protein responsible for the longevity of
the cancer cells.
“This award means a lot to me but means
more to the team I worked with. Working on
the development of Venetoclax is by far my
career’s biggest highlight. I am deeply grateful
to the College and the Foundation for not just
this recognition but for all the support
I previously received at a crucial time, when I
was undertaking post-doctoral studies in the
United States. It made things easy for
my family and me at a time of significant
financial and personal sacrifice,” says
Professor Roberts.
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Fellowship Prizes
AWARD AND PRIZE

RECIPIENT

RACP Mentor of the Year 2018

Associate Professor Apo Demirkol

RACP Trainee of the Year 2018

Dr Daryl Cheng

RACP President’s Indigenous Congress Prize 2018

Dr Kiri Diack

Best Poster Prize in Adult Medicine – Fellow 2018

Dr Fahmida Ilyas

Best Poster Prize in Adult Medicine – Trainee 2018

Dr Angelique Megevand

RACP Trainee Research Awards for Excellence in the field
of Adult Medicine 2017

Dr Christopher Wong, South Australia recipient
Dr Joshua Tobin, Queensland recipient
Dr Sacha Kepreotis, New South Wales recipient
Dr Anoop Koshy, Tasmania recipient
Dr Sri Thiruvengadam, Western Australia recipient
Dr Jasmine Singh, Victoria recipient
Dr Megan Brown, Northern Territory recipient
Dr Frank Lin, New Zealand recipient

RACP Trainee Research Awards for Excellence in the field
of Paediatric Medicine 2017

Dr Sally Kellett, South Australia recipient
Dr Yassmin Musthaffa, Queensland recipient
Dr Bernadette Prentice, New South Wales recipient
Dr Sarah Rumore, Western Australia recipient
Dr Katrina Hannan, Victoria recipient
Dr Nicholas Fancourt, Northern Territory recipient
Dr Nicola Culliford-Semmens, New Zealand
recipient

Examination Prizes
AWARD AND PRIZE

RECIPIENT

Bryan Hudson Medal

Dr Kathryn Connelly

Paediatrics & Child Health Examination Medal

Dr Emma Williams

AFRM Basmajian and Györy Prize

Dr Faye Jansen
Dr Hilary Taylor-Evans

AFOEM Deane Southgate Award

Dr Patricia Batchelor
Dr Chung Chee
Dr Catherine Kelaher

Sue Morey Medal

Dr Annaliese van Diemen
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DR KIRI DIACK
RACP INDIGENOUS PRIZE
Dr Kiri Diack is a Māori Basic Trainee working
at Southland Hospital in Invercargill (NZ). Dr
Diack started exploring her Māori roots as a
teenager by reconnecting to her tribe Ngai Tahu.
Her grandmother’s battle with breast cancer and
type 1 diabetes and her own experiences being
a type 1 diabetic spurred her to become
a doctor. She found geriatrics more fulfilling
than practising medicine in an acute setting.
She aspires to be a compassionate geriatric
clinician focusing on the health of the older
Māori population.
Dr Diack is currently establishing a pilot project for a new model of care based on
Te Whare Tapa Whā for Māori patients in the medical ward. The aim is to introduce
Māori based goals of care (Ngā Whāinga o te Tiaki) that incorporate the patient’s
physical, psychological, spiritual and social well-being during their hospital stay.
Results from the pilot study will be presented formally, with the view to expand
this model district-wide in the future. She is hopeful that the integration of a Māori
model of care alongside the current medical model will increase engagement of
Māori patients and empower them as equal partners in their health journey.
“The biggest benefit I have derived from this prize is the opportunity to attend
RACP Congress and network. I took some valuable lessons away from the
dynamic key note sessions, some of which were quite provocative, forcing us to
look at the bigger picture. The session on disruptive forces within medicine was
challenging us to break out of the silos we operate in. I also found the session on
communication to be very interesting.
“A lot of challenges we face as doctors are due to communication break-downs
with our patients. Addressing patient concerns, setting the right expectations and
being on the same page with them will significantly improve patient outcomes. I’m
hoping to attend Congress next year to present my findings and I encourage other
trainees to attend Congress in the future,” says Dr Diack.
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Paediatric & Child Health Division Prizes
AWARD AND PRIZE

RECIPIENT

Chapter of Community Child Health, Rue Wright
Memorial Award

Dr Anthea Rhodes

Best Poster Prize in Paediatrics & Child Health

Dr Jonathan Kaufman

Australasian Faculty of Occupational and Environmental Medicine
AWARD AND PRIZE

RECIPIENT

AFOEM President’s Awards Policy and Advocacy

Dr Neil Westphalen

Education, Training and Assessment

Dr Maurice Harden

Trainee Commitment

Dr David Cleveland

Ramazzini Prize

Dr Elizabeth Ryan

Australasian Faculty of Public Health Medicine
AWARD AND PRIZE

RECIPIENT

AFPHM President’s Awards Policy and Advocacy

Dr Marianne Jauncey

Education, Training and Assessment

Dr Judy Straton

Trainee Commitment

Dr Aditya Vyas

Gerry Murphy Prize Regional Finalists 2017

Dr Candice Colbran (QLD)
Dr Elaine Tennant (NSW)
Dr Miranda Harris (ACT)
Dr Clare Looker (VIC)
Dr Gabriela Willis (TAS)
Dr Adey Burchard (SA)
Dr Sally Singleton (WA)

Gerry Murphy Prize National Recipient 2018

Dr Gabriela Willis (TAS)

John Snow Scholarship Regional Finalists 2017

Mr Arunan Sriravindrarajah (NSW)
Mr Ned Latham (VIC)
Ms Dipti Sugumar (TAS)
Ms Alisha Thompson (SA)
Ms Alexandra Carle (WA)
Ms Rachael McCormick (ACT)

John Snow Scholarship National Recipient 2018

Mr Ned Latham
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Australasian Faculty of Rehabilitation Medicine
AWARD AND PRIZE

RECIPIENT

Adrian Paul Prize 2017

Dr Patrick Arulanandam

Australasian Chapter of Sexual Health Medicine
AWARD AND PRIZE

RECIPIENT

Penelope Lowe Prize 2017

Dr Ei Aung

College Scholarships
AWARD AND PRIZE

RECIPIENT

Indigenous Health Scholarship for Advanced Training in
Neurology

Dr Angela dos Santos

New Zealand Indigenous Health Scholarship for Advanced
Training in General and Acute Care Medicine

Dr Matthew Mackey

Left to right; Dr Jonathon Kaufman winner Best Poster Prize in Paediatrics & Child Health, Dr Daryl Cheng, RACP Trainee
of the Year 2018, Dr Anthea Rhodes winner Chapter of Community Child Health Rue Wright Memorial Award, Dr Katrina
Hannan, Victorian RACP Trainee Research Awards for Excellence in the field of paediatric medicine 2017.
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racp.memberadvantage.com.au/business
Save during the
End-Of-Financial-Year with your
Royal Australasian College of Physicians
member benefits program.
Including:

Savings on
financial
planning &
services

Exclusive offers
on credit
cards, loans
and new cars

Competitive
insurance
policies

For more information, email info@memberadvantage.com.au or call 1300 853 352.
Terms and conditions apply.

GASTROENTEROLOGIST

Help AACP to support you
The Australian Association of Consultant Physicians
(AACP) works to support the sustainability of
consultant physician and paediatrician (CPP)
practice, focusing on improved items
for consultative medicine.

MBS items 132 and 133
The AACP negotiated the introduction of
MBS items 132 and 133, the most significant
change in MBS items for CPPs in 20 years.
If you use these items and wish to support further
AACP campaigns that address CPP interests, then

Join the AACP today, visit
www.aacp.org.au

To meet growing demand Albury Wodonga Health is seeking EOI from
Gastroenterologists. The successful application will join a current team
of two practising Gastroenterologists, with more than enough clinical
work for a third.
The position will encompass a VMO appointment to the local public
health service, Albury Wodonga Health, and with Private Hospital
and/or private day clinical endoscopy lists easily arranged.
Applicants with current FRACP qualifications are encouraged to apply.
Most interest are catered for, and ERCP experience would be valuable.
Albury Wodonga Health is a vibrant regional city that provides all the
benefits of city living perfectly located between Melbourne and
Sydney.
If you are interested in finding out more about this opportunity, please
contact:
Dr Tim Shanahan
Tel: 02 6056 3366 or Email: mobiletsh.work@bigpond.com
Dr Lindsay Chow
Tel: 02 6023 1388 or Email: chowlh@hotmail.com
Dr Glenn Davies
Tel: 02 6058 4533 or Email: glenn.davies@awh.org.au

6 – 8 May 2019
Aotea Centre, Auckland, New Zealand

Impacting
health along
the life
course

Register your interest at
www.racpcongress.com.au

