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CORRECTION
On page 21 of the June/July edition
of RACP Quarterly the Children’s
Hospital at Westmead was
referenced. We would like to clarify
that we were referring to the Sydney
Children’s Hospitals Network which
also includes the Sydney Children’s
Hospital at Randwick and a number
of health services across NSW.
Visit www.schn.health.nsw.gov.au

The views expressed in RACP Quarterly are
not necessarily the views of the College.
Publication of advertisements does not constitute
endorsement by The Royal Australasian College
of Physicians of the products advertised.
If you would prefer to receive
an electronic version only of
RACP Quarterly, please email
racpquarterly@racp.edu.au with
Electronic Version Only in the
subject field.

A message from

The President
In talking with many of you I
consistently hear feedback that
you’re proud of your College,
and want to see us using our
profile and expert voices to
engage in public advocacy on
healthcare issues.

W

e’ve recently had a major
success in Australia –
taking our concerns about
inequities in child health and our key
policy recommendations to the heart
of Federal Government in Canberra,
where we hosted our Inequities in Child
Health Forum at Parliament House.
Experts and senior paediatricians
including Professor Sue Woolfenden,
Professor Sharon Goldfeld and
Professor Ngiare Brown, presented
to an audience including Members
of Parliament and senators, state and
territory chief paediatricians and
heads of key medical, public health
and community bodies.
The event was opened by Federal
Health Minister Greg Hunt,
who announced that the Federal
Government will sponsor the
development of a long-term national
action plan for Australian
children’s health from 2020
to 2030.
Shadow Minister for
Health and Medicare
Catherine King also
addressed the forum.
Myself, PCHD
President Professor
Paul Colditz and our
senior paediatricians
also met with
Ministers and MPs
from both sides of
politics.
As background, our
paediatrician colleagues
on both sides of the
Tasman are well aware
of the wide variation in
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access to paediatric healthcare, and
inequitable health outcomes.
A Māori child living in parts of South
Auckland or an Aboriginal or Torres
Strait Islander child born in the remote
Northern Territory has very different
healthcare needs, access to services and
health outcomes than a child living in
Auckland’s privileged Remuera, or on
Sydney’s leafy north shore.
These inequities in child health
can affect the trajectory of the
entire life course, and even have
intergenerational impacts.
This can’t be allowed to continue.
Although the issues are broadly similar
in Australia and New Zealand, the
local political and media context can
require quite different approaches in
each country.
One of the beauties of New Zealand’s
political system, size and media
landscape is that it’s relatively easy to
get an appointment with a Minister
or organise an event to nationally
publicise an issue.
Australia and Canberra are a different
matter.
Many Australians often shake
their heads at their three tiers of
government: local, state and federal.
Approaches to Federal Government are
often conducted by powerful lobbyists.
Balancing state and federal interests,
and multiple stakeholders makes for a
highly complex policy environment.
Our College has always worked
quietly behind the scenes in Canberra,
leveraging our relationships with key
decision makers.

Fair healthcare
But this time, public advocacy and
media were a key part of our strategy.

newspapers syndicate coverage of the
event across the country. Channel 10’s
website ran our opinion piece.

the policy solutions that are needed.

Fair healthcare for every child

On any day as many as 300
media releases and numerous
events battle for the attention
of the Federal Press Gallery.

We achieved coverage in The
Australian newspaper, as well as spots
on ABC TV’s The Drum and Radio
National’s Breakfast program.

It shows what we can achieve when
we harness the power of our College,
our enormous collective expertise and
work as Specialists Together.
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A message from

The Board
Since the last edition of RACP
Quarterly your Board has met
several times throughout July
and August 2018.

July 2018
Statement of
Strategic Intent
All members of the Board, including
the new Directors elected by Fellows in
May this year, held a day long strategy
session, the outcomes of which were
covered in our Statement of Strategic
Intent emailed to members on 30 July.
In short, we agreed that the statements
about the long-term goals of the
College and its purpose as described
in the Strategic Plan (2015 to 2018) are
still current.
We are an organisation that aims to
contribute to excellence in health and
medical care and our core purpose is
to provide high quality training and
education for the physicians of the
future, offer continuing professional
development to existing Fellows,
advocate to further the health and
wellbeing of the community, promote
research, and support the health and
wellbeing of Fellows and trainees.
We note that none of this is possible
without the enormous contribution
of Fellows and trainees to the life
and work of the College and the
professional support of the staff of
the College. We are united in our
commitment to ensure a safe, positive,
healthy and respectful culture for all
people who are involved in College
activities, whether they be Fellows,
trainees or staff.
The full text of the Board’s Statement of
Intent can be accessed at
www.racp.edu.au/about/racp-boardand-governance/racp-governancedocuments
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Ferrier Hodgson report
Directors received an update
on the progress of the Ferrier
Hodgson independent report into
the circumstances surrounding the
failure of the computer based 2018
Divisional Written Examination for
Basic Trainees and noted that the final
Ferrier Hodgson report was expected
to be presented to a Board meeting
scheduled for October. The Directors
have raised concerns over the ongoing
delay to finalise this report and are
committed to providing further
information to Fellows as soon as they
are able.

Appointment of Honorary
Treasurer
The Board is pleased to announce
the appointment of a new College
Honorary Treasurer, Mr Tony Tenaglia.
Tony was appointed as one of the
three community Directors under
Clause 8.1A(f) of the Constitution and
Honorary Treasurer effective from 31
July. Tony joins the Board from IAG
in Melbourne and brings extensive
experience in leading business and
financial services teams within the
public, private and tertiary education
sectors. He has held senior leadership
positions with Australian and New
Zealand Intensive Care Society, the
Intensive Care Foundation and the
Institute for Safety, Compensation and
Recovery Research.
Directors welcome Tony to the College
and look forward to working with him
to fulfil the strategic objectives of the
Board.

Finance and Risk
Management Committee
member update
Consistent with the move to a smaller,
skills based Board, the Board voted
to reduce the number of members on
the Finance and Risk Management
Committee from nine to six. This is
in line with governance best practice
and will allow for increased efficiency
in decision making and matters of
importance to our Members.

Memorandum of
Understanding – the
Pacific Community
The Board supported the College’s
collaborative involvement in the
Pacific Community, which includes:
• supporting the development of
sustainable capacity building and
mentoring practices for physicians
and, where relevant, nurse
specialists and/or relevant allied
health practitioners
• supporting the development of
standards for physicians and, where
relevant, nurse specialists
• contributing to and supporting the
development of sustainable health
policies across the region.
Our President has signed the MOU
with SPC on behalf of the College.
We look forward to establishing links
with the international community
and thank all College members and
staff involved in this important area of
work.

Divisional Clinical Exams
The Board received an update on the
Divisional Clinical Examinations, and
dialogue continues with employers,
state departments, and DPEs to
strengthen partnerships with the
College and to develop training
capacity, assessment skills and
standard setting.

Next meeting
The Board’s next scheduled Board
meeting is in early October.
Associate Professor Mark Lane
RACP President

Tri-Nations Alliance
The College continues to work
collaboratively with the Royal College
of Physicians and Surgeons of Canada
and the Royal Australasian College
of Surgeons. All are cooperating on
medical education matters for member
colleges, providing educational
insights and resource opportunities,
a space for research collaboration,
tangible outcomes on areas of mutual
interest and facilitating international
collaboration and exchanges for
College members.

College Body appointment
As the Board approved appointments
to College Bodies, or the reappointment of Chairs to College
Bodies, all Directors wanted to extend
their appreciation to all College
Body members for their valuable
contribution and ongoing commitment
to the College.

September/October 2018
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IMS –
a meeting of like minds
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Canada, Australia and New
Zealand don’t just share broadly
similar histories and cultures.
There are deep medical
community connections as well,
symbolised by a prestigious
conference in Auckland early
next year.
Preparations are already
well underway for the
International Medical
Symposium in March 2019.

T

his one-day event is open
to everyone – and features
eminent international guest
speakers, panel discussions and
workshops on topics of broad interest
to all medical professionals.
Often attracting several hundred
attendees, the International Medical
Symposium (IMS) has been held
annually in Australia since 2012, and
will be held in New Zealand for the first
time in 2019.
“IMS is part of a much larger story of
collaboration between Australasian and
Canadian medical colleges,” says RACP
Dean Professor Richard Doherty.
“All three countries were former British
Dominions, so broadly speaking
have some cultural and historical
similarities, have health systems that
are similar in centralised structure and
have broadly similar training pathways
across many medical craft groups.”

IMS AND TRI-NATIONS
ACHIEVEMENTS
•

Consensus statement on
professionalism

•

Learning management
strategy

•

Clinical decision-making
model

•

Report on demonstrating
professional competence

•

Discussion paper on lifelong
learning for physicians and
surgeons

•

Clinical decision making: how
surgeons do it (ANZ Journal
of Surgery)

•

The future of surgical
education (ANZ Journal of
Surgery)

•

Practical guide on work-based
assessment tools

Many Fellows from Australasian
colleges have also worked in two or
three jurisdictions during their careers
and have long standing professional
and personal connections as a result.
In 2010, the Royal College of Physicians
and Surgeons of Canada, the Royal
Australasian College of Physicians
and the Royal Australasian College
of Surgeons established a formal
collaboration recognising these links,
known as the Tri-Nations Alliance.

In 2012 the first Conjoint Medical
Seminar between the three Colleges
was held in Melbourne. The event’s
name changed to IMS in 2015. Over the
intervening six years, the Alliance has
strengthened, with the Australian and
New Zealand College of Anaesthetists
and the Royal Australasian College of
Psychiatrists joining in 2016.
“Today, leading medical educators
from the three nations and five colleges
meet for an annual one or two-day,
by-invitation workshop followed by
the one-day International Medical
Symposium that is open to a wider
audience,” says Professor Doherty.
“The March IMS meeting provides a
counterbalance to, or complements the
International Conference on Residency
Education run by the Canadian
Royal College in the Canadian
autumn each year. The IMS has been
particularly successful in bringing a
range of leaders from the profession,
educational leaders, regulators and
policy makers together to address
big-picture issues such as revalidation
of doctors, the concept of generalism
in specialty practice, issues in the
health of Indigenous and first nation
people and the future of our profession.
Registration is open soon and we
welcome the attendance of all members
who have an interest.” RQ

The idea was to share thought
leadership, research collaboration,
professional development and facilitate
exchange of Fellows.

“T
 he IMS has been particularly
successful in bringing a range
of leaders from the profession,
educational leaders, regulators and
policy makers together to address
big-picture issues”
September/October 2018
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Members in the media
My Health Record opt-out period begins, but
privacy concerns remain
The Federal Government’s digital health agency has moved
to reassure Australians that their online My Health Record
data will be safe, as the opt-out period begins.
From Monday, people who do not want their medical
records stored on the national electronic database will have
three months to opt out.
Steve Hambleton from the Australian Digital Health Agency
(ADHA) said after October 15, there would be a month of
auditing who was in and who was out.
Many people who do not opt out and end up with a My
Health Record may never log into the system and set their
controls, said Dr Trent Yarwood, an infectious diseases
physician. He represents the digital advocacy group,
Futurewise.
“Having [access controls] opt-in is complex, because it
means it skews to people with better health literacy,” he said.
ABC Science, 17 July 2018

Dicey Topics: Immunology professor
Ian Frazer talks sex, death and bodies
Each week, Benjamin Law asks public figures to discuss the
subjects we’re told to keep private by getting them to roll a
die. The numbers they land on are the topics they’re given.
This week, he talks with Ian Frazer. The 65-year-old
Scottish-born clinical immunology professor helped
develop the human papilloma virus vaccine, which works
to prevent cervical cancer. He was Australian of the Year
in 2006.
When you developed the human papilloma virus (HPV)
vaccine, it was met with resistance from some people, who
argued it could promote promiscuity among young women.
How did you respond?
I don’t think any vaccine is likely to increase people’s sexual
activity! They can work that out for themselves.
Having a vaccine to prevent some of the complications of
sexual activity – including the virus that can promote cancer
development – is a worthwhile enterprise.
The Sydney Morning Herald, 2 June 2018
8
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Women half as likely to get proper
heart attack treatment in Australia
Research shows women are also twice as likely
as men to die within six months of serious heart
attack.
Women who suffer a serious heart attack are
half as likely to receive proper treatment in an
Australian Hospital as men, and twice as likely
to die six months after they’re discharged, new
research says.
The study conducted by cardiac specialists and
researchers from across Australia examined the
treatment received by men and women who suffer
ST-elevation myocardial infarction (Stemi), a
particularly lethal type of heart attack that involves
a sudden and complete blockage of blood to the
heart.
“I was quite surprised with the findings,” said
University of Sydney professor Clara Chow, a
cardiologist at Westmead hospital and the study’s
senior author. “Women with serious heart attacks
are being undertreated and it’s just not acceptable.”
The Guardian, 23 July 2018

‘Potentially harmful and old-fashioned’
chronic fatigue treatments under review

Brisbane school tells students to stay
home after flu outbreak

Treatment recommended to Chronic Fatigue Syndrome
(CFS) patients can be potentially harmful and is oldfashioned, according to a patient group who are asking a new
government advisory committee to research potential cures,
not counselling or exercise relief.

A Brisbane primary school has urged parents to keep
their children home on Friday morning in the wake of an
“extraordinary” influenza outbreak.

The predominant treatment for many of Australia’s
200,000 sufferers of CFS — now called ME/CFS (Myalgic
Encephalomyelitis/Chronic Fatigue Syndrome) — has
been a combination of graded exercise therapy (GET) and
psychotherapy (CBT).
Professor Andrew Lloyd from UNSW’s Fatigue Clinic is a
physician who recommends this treatment and he maintains
it is “somewhat helpful” but concedes the treatment “doesn’t
help everybody”.
“In general it helps most. In my experience it’s very rarely
harmful, if it’s sensibly applied,” Professor Lloyd told 7.30.
ABC News, 23 July 2018

Middle Park State School, an independent public school
in the south-west of Brisbane, sent a letter to parents
explaining the school had been struck by a host of
influenza cases, forcing them to effectively close the
school on Friday.
Metro South Public Health Unit physician Dr Kari
Jarvinen said there didn’t appear to be anything unusual
about the strain of flu causing the outbreak.
“One key thing that we emphasise not just for this school
but in general is it is so important for sick children
and adults to stay away from the school or childcare or
workplace,” Dr Jarvinen said.
The Age, 3 August 2018
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Advocacy at
the interface
The 2018 recipient of the Howard Williams
Medal, Professor David Forbes has had a
vast career in paediatrics, having worked in
paediatric emergency medicine, general and rural
paediatrics, in paediatric gastroenterology and
child mental health. He has also been passionately
involved with child health policy and advocacy
both within and outside the College.
At RACP Congress 2018 Professor Forbes
delivered an inspiring and thought-provoking
oration centred around day-to-day opportunities
for advocacy and the correlations between
physical health, mental health and social and
economic issues upon childhood development.

I

n the title of this presentation I’ve emphasised interfaces.
These are interesting places because of the distortions
that occur there. I think the physical distortions have
parallels in paediatric medicine, the environment of physical
health and mental health, social and economic issues. This
is the zone where childrens lives are most distorted, where
advocacy is most needed and where typically, there are
the greatest opportunities to advocate for children,” says
Professor Forbes.
“I would also like to emphasise the theme of Congress
2018, ‘Disruption for healthy futures’, because advocacy is a
powerful form of disruption.

Following is an edited version of his presentation.

September/October 2018
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“T
 his clearly emphasises the point
that we can, by our professional
actions, speak up and improve
the circumstances for children in
our community. Both by defining
standards of care and by promoting
the best interests and rights
of children.”
“Unfortunately, I never knew Howard
Williams but it’s impossible to be part
of Australian paediatrics and not be
aware of him. He was described as a
paediatrician inspired by the vision that
the health of children was the basis of
the health of the nation and indeed for
its whole social wellbeing. This vision
was prescient even though out of step
with his time. If ever there was an
advocate for children, it was Howard.
“I want to emphasise the opportunities
we have for advocacy in our day-today life and my belief that we have an
obligation to pursue these. I always
began my lectures to students on
nutrition and growth by reminding
them that there are three elements of
paediatric medicine that are relatively
unique, and I emphasise the relative:
growth, development and advocacy.
Professor Forbes sees advocacy as
a core part of the discipline and
practice of paediatric medicine and
that “it is an essential component
that extends well beyond child
protection and lies at the heart of
all paediatric sub-specialities.”

Committee and the Policy & Advocacy
Committee for paediatrics. I regard
these experiences as important
opportunities for advocacy and this
was my motivation for participating.
“My first experience was in education
and training. I joined and then
took over the chairmanship of the
committee for paediatric physician
training from Dr Jill Sewell.
“Jill had initiated something very
important – which was not always
welcomed by trainees – called
mandatory training. This was the
concept that all paediatric trainees
should have experience in, or exposure
to, developmental or community
paediatrics or mental health – and
thus have a broad view of child
health and be able to work with all
the various factors causing disease,”
Professor Forbes explained.

“One of the key agencies for advocacy
is professional organisations which
I see is the raison d’etre for these
organisations,” he said.

“These elements have now been
distilled into a set of knowledge skills
and attitudes, but back when they were
being introduced they were much more
contentious. At the time paediatric
specialties were growing, they were
supervised by adult subspecialties and
as an advocacy exercise, we took the
requirement for mandatory training to
the committee for physician training.

“I’ve been fortunate to have long
periods of involvement with the RACP
and have been entrusted with the
chairmanship of both the Education

“I still smile inwardly when I recall
presenting to a full meeting of the
physician training council. I was
challenged by the Chair about the
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importance of this experience for
anyone working with paediatric patients
in subspecialties and chose the example
of children with HIV. I thought at the
time this is exactly why paediatricians
need these skills and this is a really
important active advocacy through
education by the College.”
Paediatric and child health policy
and advocacy is an obvious vehicle
for advocacy.
“Paediatrics has a long history in
this field and I’m pleased to see that
over the last 10 years the College
as a whole has become much
more involved in advocacy.”
Professor Forbes has been highly
involved with the promotion of at least
21 policies during his time as part
of the College advocacy committee
from 2005 to 2012. “This clearly
emphasises the point that we can, by
our professional actions, speak up and
improve the circumstances for children
in our community. Both by defining
standards of care and by promoting the
best interests and rights of children.”
He noted that policy statements he was
involved with are either clinical practice
guidelines, or policy actions aimed
at specifically disadvantaged groups.
Some can clearly fit in either group.
“This has been really important in
shaping the landscape of paediatrics in
Australia,” said Professor Forbes.
Professor Forbes drew attention
to some specific advocacy actions,
including those focused on the colocation of adults with children and
adolescents in healthcare settings and
refugee and asylum-seeker children
held in detention.
“The policy on the co-location of
adults with children and adolescents in
healthcare settings was an action led by
Sharon Goldfeld in conjunction with
the Australian Council on Healthcare
Standards. This was important because
it defined the standards of care for
children admitted to hospital anywhere
in Australia when they didn’t have the
luxury of being admitted to a specialist
child care facility. It determined where

WATCH
they should be admitted, how they
should be treated and was a really
important landmark.
“The issue of refugees in general and
children in particular is an area in
which we still need to keep a close
watch. Although official data says
there are no children in detention
centres in Australia anymore, there
are still a large number of children
in community detention.
“These children may fall through
the cracks and don’t automatically
have access to healthcare, education
and social services, as other children
do. As recently as last week [May
2018] in my current role, we’ve been
trying to advocate for the Minister
to ensure that these children are
protected in Western Australia.
“The College has had a number of
important activities in this arena and
I’m pleased to say the Paediatrics &
Child Health Division initially led this.
Paediatricians across the country have
advocated for the rights of children
in detention and raised attention and
awareness to the community at large.”
Most physicians and paediatricians
belong to other professional
organisations as well as the RACP.
These can be subverted, often willingly,
to advocacy organisations.
“CAPGAN, the Commonwealth
Association of Paediatric
Gastroenterology & Nutrition,
grew out of an old style paediatric
gastroenterology focused on diarrhoea
and malnutrition. There were no
endoscopies or PPIs in that period. In
some ways it was an old boys network.
Its small scientific meeting grew and
now it has membership in all parts of
the world with colonial links to Britain,
including the US. It promotes science
related to diarrhoea and malnutrition,
both the underlying physiology but also
treatment in third world countries.
“More importantly it has developed
into an advocacy organisation. Its
promoted child health research and
science in commonwealth countries, its
had observer status at Commonwealth

Heads of Government Meetings
(CHOGM) and on some occasions has
been the only spokes group for two
billion people, related to child health,”
said Professor Forbes.
“The interface that I’ve spent most time
working in over the last few decades
is between malnutrition and mental
health. This is a zone that needs strong
ongoing advocacy. I’ve adopted the
broad World Health Organization
(WHO) definition of mental health,
which states that mental health is
defined as a state of wellbeing in which
every individual realises his or her own
potential, can cope with the normal
stresses of life, can work productively
and fruitfully and is able to make a
contribution to her or his community.”
“By extrapolation mental ill health is
defined as the reverse of these,” said
Professor Forbes.
“Too often I find that our systems focus
upon ICD classifications and they
actually neglect children in need. The
WHO goes on to emphasise that ‘poor
mental health is associated with rapid
social change, stressful work conditions,
gender discrimination, social exclusion,
unhealthy lifestyle, risks of violence,
physical ill-health and human rights
violations.’ This is a complex interface
where nutrition is compromised and
the children are damaged.
“We all know that social environment
has a very important role in mental
health and I’d just like to remind you
of how it can interact with nutritional
state. When looking at the median
height of children in Norway recorded
across the twentieth century, by
age group for boys and girls, you
can see that in the early part of the
twentieth century, associated with
clear improvements in social status,
improvements in median height.
Then there’s a dip at the second
world war. Norway was an invaded
country and children were clearly
compromised. Social adversary
influences growth and can have other
long-term outcomes,” he said.
“Children suffer wherever there is

Professor Forbes’
Howard Williams
Oration in full on
the RACP YouTube
channel –
RACP1938

hardship and conflict.”
Leonardo Mata was a virologist and a
public health physician. He was also
a hero of paediatrics. He documented
the relationship between nutrition
and adverse social circumstances in
a nine-year study in the village of
Santa Maria Cauque in Guatemala. He
demonstrated the serious consequences
of adverse social circumstances on the
growth and health of children.
“What Mata has done is document
the recurrent infections across this
child’s life and the severe impairment
to growth. He related this to breast
feeding, which probably ceased around
six months,” said Professor Forbes.
“While the relationships between
illness, growth and development are
all now taken for granted, back in
1974, the publication of the children of
Santa Maria Cauque was a landmark in
paediatric and public health literature.
Leonardo Mata’s work highlights the
influence of the social determinants of
health on a disadvantaged society. His
advocacy provided direction for several
generations of paediatricians, public
health physicians and legislators.”
A more recent example of the
relationship between environmental
disadvantage and the risk factors
for mental health, and the adverse
nutritional consequences is the study
‘Cumulative Social Risk and Obesity in
Early Childhood’. “It is a reminder to
me that the advocacy we need to take
will frequently be focused upon factors
other than the index disease,” said
Professor Forbes.
A study from Princeton looked at social
risk factors: intra-partner violence,
food insecurity, father incarceration,
maternal depression, maternal alcohol
September/October 2018
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and drug use and housing insecurity.
“Girls who were exposed to these risk
factors at the ages of one and three
years, who had two to three or more
than four of these factors were found to
have an almost two-fold risk of obesity
at age five – a very direct influence.
“Interestingly for boys it was not the
same, I suspect that they go down the
conduct disorder path.
“So social adversity has severe
consequences for growth and
development,” he said.
“In 1996 I accidentally fell into a clinical
research opportunity that combined the
interests of nutrition and mental health.
Brett McDermott and Karen Gullick
and I began the multidisciplinary eating
disorders program at Princess Margaret
Hospital for Children in Perth.
“Eating disorders are a serious and nasty
collection of illnesses that rob young
children of their health, their futures and
sometimes their lives. This program has
provided a comprehensive service across
the community, but more than that it’s
been a long-term exercise in advocacy.
“Interestingly anorexia nervosa, which
often gets the most press is not the
most prevalent in Australia. Fourteen
per cent of young people have binge
eating disorders and there is a range of
other eating disorders. Probably more
worrying is the assessed deaths that are
believed to occur in Australia each year.
“This commissioned economic analysis
estimated that there are about 1,800
deaths a year contributable to eating
disorders – 1,300 females and 500 in
males,” said Professor Forbes.
“Our advocacy experience with this
disease group began with our peers
and with our health services and
administrators, who tended to see high
maintenance young people who did
little to help themselves and generated
excessive expenditure. Many people
have difficulty in perceiving the
intensely troubled children and youth,
who struggle to express their distress in
ways which are understood.
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“Much of what we did in developing
a clinical service was straight forward
advocacy. Advocating for spaces in
hospital, for people to provide services
that are comprehensive and which go
some way to matching the trajectory
of what’s a chronic disease, where we
can expect high rates of recovery from
adolescents – although the time for
recovery is mentioned in years.
“This experience in delivering a service
aligned itself with others around
Australia – psychiatrists, psychologists,
paediatricians, physicians, dietitians –
but most importantly parents, patients
and the support group,” he said.
The national eating disorders
collaboration began out of this. “It
generated government support, the
development of resources and most
importantly a voice in Canberra. It’s
a very important example of ongoing
patient focused advocacy arising out
of clinical practice driven by research
while also engaging with consumers,”
explained Professor Forbes.
“Previously I suggested that just as poor
mental health is associated with poor
nutrition, poor nutrition in early life
may lead to long term mental health
issues and should be an important focus
of paediatric advocacy.
“I would like to look at two examples:
The bitterly cold Hoonger winter at
the end of the second world war which
saw extremely adverse environmental
conditions combined with widespread
starvation in Western Holland
deliberately used as a weapon of war.
Food intake decreased and at its worst,
in the mid-winter 1944-45, adults were
consuming less than 600 kilocalories a
day. This exposure resulted in a range
of long-term adverse effects including
mental illness, which was thought to be
epigenetic and there’s some evidence
that this is transmissible.
“The dose of malnutrition in pregnancy
appears to be important in timing
and extent with addiction being a
consequence of early pregnancy
malnutrition, unipolar affective disorder
in mid and schizophrenia across the

duration of pregnancy,” he said.
“This experiment was created again
in China at the Great Leap Forward,
where the destruction of agriculture
is associated with famine and in a
wide area of China their food intake
decreased to about 1500 kilocalories per
day. It’s estimated that 30 million people
died and 30 million lost births.
“It is really interesting work which
looked at the decrease in the number
of births and the adjusted risk for
schizophrenia in two different regions of
China. It’s clear that the first 1000 days
of life are really critical for the whole of
our lives.”
Professor Forbes believes that in the 21st
century we still need to maintain vigour
in child health advocacy as we have in
the past. “I’d like to suggest that we do
so because the UNICEF says that unless
we make significant changes by 2030,
167 million children will live in poverty,
69 million children under five will have
died and 60 million children will be out
of school.
“If we just look at nutritional issues
we might think we are doing alright
because the prevalence of stunting is
coming down but it’s still high and
being caught up to by obesity and
we still have a significant number of
children wasting.
“A WHO growth study in six continents,
measuring growth of infants in optimal
conditions, found their growth is
the same throughout the world. We
have more in common now with our
socioeconomic peers than we do with
our cultural and genetic peers,” said
Professor Forbes.
“Even in Australia we face significant
challenges.We still have high rates of
childhood homelessness, disability,
physical and sexual abuse, mental health
problems and bullying.
“Aboriginal children are more than
twice as likely to experience most of
these things than other children and to
that we can add in issues like increasing
rates of obesity.

“So how do we tackle problems like
this? I am always bemused by an output
from a UK think tank of pathways to
obesity that maps out how to tackle the
problem, it is like a bowl of spaghetti
with no end, it’s impossible to adopt this
process,” he said.
“This is an environment of increasing
health expenditure and efforts by our
politicians to decrease our expenditure.
Australia’s health expenditure is getting
up to about $70,000 per person and 10
per cent of that goes on health. We’re
doing reasonably well compared to lots
of other countries, our cousins across
the Tasman, are in the red. But it’s still
becoming difficult and advocacy is
going to have to be smarter and driven
by different factors.
“It’s no surprise that the next generation
of advocates are not paediatricians.
It’s people like James Heckman, who
won the Nobel Prize for economics. In
2014 he established the Centre for the
Economics of Human Development to
study questions about the factors that

contribute to inequality, to disparate life
outcomes and interventions. He is one
of my 21st century paediatric heroes.
He’s conducted a number of studies
and randomised community-based
trials. His paper is full of economic
jargon, but he’s broken down the costs of
productivity, parent’s income, decreased
crime and decreased health benefits over
an extended period.
“He calculated a rate of 13 per cent
return on investment. He’s also
calculated that investing in a child,
before their second birthday, can return
up to an eight-fold return on the dollar,
for the best after that you probably never
get your money back, so child health is
the way to go.
“But there’s more. From our part of the
world, Caspi’s group in New Zealand –
the Dunedin cohort, looked at a group
of children, recruited in 1972 and
followed up until the age of 38. They
calculated that the excess kilograms of
this cohort was carried by 20 per cent
of the community. They found the same

thing for all these different factors:
crime, injury claims, prescription
fills, hospital days, obesity, fatherless
children, social welfare, and they could
predict these children in the first decade
of life,” explained Professor Forbes.
“So now we know who to target and
actually know what to do, Heckman
and David Olds have applied
community-based randomised trials
of home visitation, typically nurses
but not always, to women during
their pregnancy in the first couple of
years of life. I’ve demonstrated these
benefits – so we know who to target, we
know how to target and we just have to
advocate for them,” he said.
“We’ve made a lot of progress but if you
look around at what we’ve been seeing
in the last year or so we still have a lot
to do in our society.
“We need to bring rigour to our
advocacy, we need to bring science, we
need to be persistent.” RQ

PROFESSOR FORBES HIGHLIGHTING THE UNITED NATIONS CONVENTION
OF THE RIGHTS OF THE CHILD
“The General Assembly of the United Nations (UN)
adopted the convention of the Rights of the Child
(CRC) in 1989 and from this the process behind the
child as being under 18 years of age,” Professor
Forbes explained.
“The importance of the UN’s CRC is that in
considering the needs of children we have a reference
point in international law that relates to civil political
economic social and cultural rights independent of
parents. It means that in acting for children, not doing
so out of the goodness of our hearts but because we
recognise that in a just society vulnerable individuals
should not be denied their defined rights.
“We can identify the denial of rights in individual cases
and as it relates to groups of children. A rights-based
approach may also go someway to protecting our
patients from our own paternalism and assumptions
that by virtue of our professional training we
automatically know what represents the best interest
of children,” he said.
“The major philosophical underpinnings of the UN CRC
are firstly non-discrimination rights apply to all children.
Secondly the best interest of the child, this remains

difficult to define and may involve a balance between
autonomy and manificents and non-malfeasance.
Thirdly each child has a right to live to survive and to
develop – this involves acknowledging and respecting
the dignity of the child in various elements of their life.
Finally, respect for the views of the child – this follows
from article 12 which grants to each child capable of
forming their own views and use the right to freely
express them and should ensure participation of the
child in decisions taken about them.”
The Australian government ratified the convention in
December 1990.
“They also ratified two of the optional protocols:
Children in the armed forces and children in trafficking
and prostitution but continues to express formal
reservation about article 37c which refers to children
in detention and calls for the respect for children
deprived of their liberty and acknowledgement of their
needs. This is clearly still relevant to the Australian
government and to a number of state governments
which recognise a childhood is beginning at a lower
age and thus treat children in corrective services as if
they were adults.”
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Sexual health in
Australia’s tropical north
While hepatitis C rates decline in
Australia, the syphilis epidemic
continues to worsen.

C

airns Sexual Health Service
Director, Associate Professor
Darren Russell, was a key player
in drastically reducing the prevalence
of hepatitis C in the region and has
strong hopes to ‘Make Cairns Hep C
Free by 2020’.
“It will be a joy to finally all but
eliminate this highly-stigmatised and
potentially fatal infection from Cairns
and Far North Queensland, and from
the rest of Australia – this outcome
is within our grasp,” says Associate
Professor Russell.
One of the main reasons behind this
drastic plummet of hepatitis C cases
was the announcement in December
2015 that the new Direct Acting
Agents (DAAs) against hepatitis C
would be put on the PBS and made
available to all Australians with
hepatitis C.
“We had been waiting for these
medications for what seemed an
eternity, as the government and the
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pharmaceutical companies completed
a deal to cap the amount of money
the Australian taxpayer would pay for
these expensive, but life-changing,
medications.
“When they suddenly appeared, we
wasted no time – the very next day
after the announcement we hatched a
plan to ‘Make Cairns Hep C Free by
2020’ and started working on that, so
by 1 March 2016 when the drugs were
listed on the PBS, we had already done
a lot of work to prepare Cairns GPs,
and the broader Cairns community,
for their arrival,” explains Associate
Professor Russell.
Along with a team of medical
professionals in the Cairns Hospital
liver clinic, Associate Professor Russell
worked quickly to treat many patients
with hepatitis C at Cairns Hospital,
while referring less complicated
patients back to their GPs along with
instructions on how to prescribe the
new medications.

“ I t truly was a community effort
to get so many people treated in
such a short time. The bulk of the
treatments happened in the first
12 months after the medications
became available”

“That worked exceptionally well and
allowed hundreds of people to be
treated in a very quick and efficient
manner, and enabled the upskilling of
GPs at the same time.”
In addition to this rapid treatment
carried out by Associate Professor
Russell and his team, other
organisations were quick to play their
role in helping eradicate the disease.
The Alcohol and Drug service treated
all their patients on opiate replacement
therapy. The local Aboriginal Medical
Service also got involved and rapidly
treated all their patients with hepatitis
C and the community group Cairns
Hepatitis Action Team (CHAT) hit
the airwaves and used social media to
spread the word among the affected
community.
“It truly was a community effort to
get so many people treated in such a
short time. The bulk of the treatments
happened in the first 12 months after
the medications became available,”

says Associate Professor Russell.
Another major feat for the team at
the Cairns Sexual Health Service was
making their local prison, Lotus Glen
Correctional Centre, the first prison
in the world known to be cleared of
hepatitis C.
“Prisons always have a high prevalence
of hepatitis C, as many prisoners are
incarcerated because of their injecting
drug use, or for crimes associated with
such usage. As such the prevalence
in Australia has been over 30 per
cent in prisons, with 45 per cent of
prisoners in Australia reporting having
injected drugs. There are unfortunately
no needle and syringe programs in
Australian prisons, so they are the
perfect environment for ongoing
transmission of hepatitis C.
“With the help of the wonderful
nurses and visiting GP at the prison
we made sure all the guys were treated
rapidly. Once again, within months
we had treated the vast majority of

the inmates and because we treated
so many so quickly, we saw almost
no reinfections,” explains Associate
Professor Russell.
More recently another drug for the
treatment of hepatitis C has been
added to the PBS, called Maviret.
“There is now a second pan-genotypic
(meaning it treats all the strains of
hepatitis C) medication listed on the
PBS, with a third due hopefully towards
the end of 2018. These medications
will make it even easier to treat cases
of hepatitis C, and there should be no
need to perform expensive genotype
and viral load tests in the future should
the PBS drop this requirement.”
Having such a choice of wonderful
medications is a real boon, says
Associate Professor Russell, “It will
make things even easier for GPs and
other clinicians who will treat only
small numbers of individuals with
hepatitis C.”
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While this is positive news for
hepatitis C, not the same can be said
for HIV and syphilis, with Indigenous
Australians being some of the most
vulnerable.
“The syphilis epidemic is the other
side of the coin to hepatitis C – a
bad news story. This recent epidemic
affecting predominantly Indigenous
Australians started in January 2011
in the Gulf Country of North-West
Queensland and spread rapidly up
Cape York and then into the Northern
Territory, Western Australia, and more
recently, South Australia. There have
been over 2,000 diagnoses with over
1,100 of these in North Queensland.
And very worryingly, there have been
11 cases of congenital syphilis in
North Queensland, with the resulting
deaths of six babies,” explains Associate
Professor Russell.
It’s hard to know why this epidemic
took off so rapidly, but Associate
Professor Russell believes that
government inertia and ‘competing
priorities’ played a large role.
“It wasn’t until 2016 that a North
Queensland STI Action Plan was
formulated and funded, and only
this year has the Federal Australian
Government come to the party, but too
18
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little and too late, unfortunately.

controlled epidemic.

“To overcome this epidemic health
systems really must improve. Clinical
staff have been ill-prepared to deal with
the complexities of a medieval disease
like syphilis, with its resulting stigma
and shame.

“At first glance one would think it would
be easily controlled – we have excellent
blood tests and simple and effective
treatment, yet the complexities of
working with a young, disadvantaged,
highly-mobile population, mean that
getting this epidemic under control
has been difficult. Throw in some
associated HIV cases on top of that,
and the complexities increase. These
infections carry so much stigma
and shame and this is one of the
most difficult things to counter.”

“It’s barely believable that in 21stcentury Australia we have such
an epidemic, we have excellent
tests for syphilis, and a simple
and effective one-dose treatment.
We need to do a lot better.”
In addition to this, there has also been
a major outbreak of HIV in Indigenous
Australians, which took off in 2014 and
continues to spread today.
“In Cains many of the individuals
diagnosed with HIV also had newlyacquired syphilis, so these twin
epidemics have been feeding each other.
Urgent support is needed if we are to
avert yet another health catastrophe in
Aboriginal and Torres Strait Islanders,”
says Associate Professor Russell.
When becoming an Adult Medicine
Physician Associate Professor Russell
never thought he’d end up becoming
an expert in syphilis, and says his skills
have really been challenged by the
unfolding of this large, and yet to be

Despite this, Associate Professor Russell
is incredibly hopeful for the future
of sexual health in Australia and is
determined to see change.
“The sheer joy that people feel when
they are told that they no longer have
hepatitis C, that they are indeed cured,
is just wonderful to see. There certainly
is a significant ‘hug factor’ involved in
these consultations, and the change
in the treatment landscape has been
nothing short of miraculous. What
other chronic viral disease can we cure?
And what other highly-stigmatised
disease is so easily cured?” says
Associate Professor Russell. RQ
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Responsive,
convenient and
relevant new
resource for
building knowledge

Since it launched in early 2018,
more than 3,000 RACP members
have registered to use the new
College Learning Series (CLS)
resource on the eLearning@
RACP platform.
Dr Benignus Logan, Dr Portia
Smallbone and Dr Kimberly
Minas are three Basic Trainees
who have benefited from
using the CLS. They share
their thoughts on the platform
and explain why the CLS is
important to them.

I

nformative video talks and
downloadable accompanying
resources are cornerstones of the
CLS. Developed and delivered by
RACP Fellows, a range of new talks are
uploaded weekly and all are linked to
the curriculum.
“The CLS is helping me prepare for
the Written Exam in February 2019,”
explains Dr Logan, a Basic Trainee in
Queensland.
“It helps give me structure so I can plan
my study and write good study notes.”
These views are shared by other Basic
Trainees, who view the CLS as a useful
tool offering support in education and
workplace settings.
“It’s a good way to keep up-to-date and
is easy to use,” says Dr Smallbone, a
Basic Trainee in Western Australia.

“All the experts are really
knowledgeable.”
Dr Minas – a Basic Trainee also
working in Western Australia – agrees
and says “the CLS ensures regular,
reliable and consistent learning”.
“The CLS provides up-to-date
resources and lecture content that
focuses on current research,” she says.

User-friendly support
Being able to download resources and
access them on any device at any time
is a positive feature of the CLS, says
Dr Logan.
“You can download them [talks or
resources] and watch offline. It is
useful having slides to refer back to.
“The CLS is more user-friendly than
the previous system. It’s easier to pause
lectures and stop them at certain points.”
Dr Smallbone shares those sentiments.
“I like how much more organised it is
than the previous system. It is well set
out,” she believes.

Relevant in theory and
practice
Knowledge obtained via the CLS is
helping trainees in their workplaces
and with their future careers.
Dr Kimberley Minas

20

RACP Quarterly

Dr Benignus Logan

“The osteoporosis talk helped inform

how I approach patients and discussions
I had with consultants about
management plans,” says Dr Logan.
“I just did a cardiology term and the
CLS helped me prepare for the end of
term assessment,” Dr Smallbone advises.
“The CLS provides me with
enough resources and knowledge
to be able to have intellectual
discussions with different
specialists,” explains Dr Minas.

Building on past
contributions
The CLS builds on the locally
administered Victorian Physician
Education Program (PEP) lectures.
“People were charged an out-of-pocket
cost to enrol and the PEP lectures were
streamed live to a range of participating
centres,” says Professor Richard
Doherty, Dean of the RACP.

“The cost of participation for these
centres was quite considerable because
of the complicated videoconferencing
arrangements used. The lectures were
recorded and retained, and some
‘unofficial’ recorded copies circulated
outside the College.”
Professor Doherty says in 2015 the
RACP Board decided it would be
appropriate to expand the PEP Program
to permit access for all trainees and to
allow the recruitment of a wider pool of
contributing lecturers.
The CLS is now available to any RACP
member as part of their membership.
There are no longer any additional fees
charged for access to the program.
“Trainees have different schedules,
rosters, needs and study plans. Having
resources available for people to use
when and where they need them is ideal
and the CLS ensures we can deliver this
for trainees,” Professor Doherty says.

HANDING OVER THE REIGNS
Professor Judith Savige, who this year received the College Medal for
significant contribution to the welfare of the College, was instrumental in
organising the PEP lectures for the past 20 years.
“Judy was a driving force behind the success of the PEP lectures,” says
Professor Doherty.
“A large group of Victorian Fellows have been very committed
contributors to the PEP lectures over the years.
“There are also plenty of other people in Australia and New Zealand who
could contribute effectively.
“We need to acknowledge and respect the commitment of the previous
contributors, as well as utilise the enthusiasm of future contributors to
provide further benefit and value to trainees and Fellows.”
The final PEP lectures were delivered at the end of 2017, before the
CLS launched in early 2018. The full 2017 catalogue of PEP lectures
can be viewed on the CLS.

Virtually all Adult Medicine Basic
Trainees have enrolled in the program
and we know there are also Advanced
Trainees and Fellows who have enrolled
in the CLS.
As the program expands to include
Paediatric & Child Health topics we
look forward to welcoming Paediatric
& Child Health trainees to the program
as well.
“We are delighted that what is
foundation learning for one group
of trainees and helps them prepare
for formal assessment, is continuing
education and professional
development for other trainees
or Fellows.
“That’s what good education and good
educational material is about. It’s
useful for a broad range of people.” RQ

“T
 he CLS provides
me with enough
resources and
knowledge to
be able to have
intellectual
discussions
with different
specialists.”

New CLS Adult Medicine Course Coordinator Associate Professor
Mitra Guha and Deputy Course Coordinator Dr Sergio Diez-Alvarez
have been appointed to recruit, support and collaborate with RACP
Fellows willing to deliver future CLS talks. The course coordinators are
supported by a group of recently appointed regional coordinators.
The program will expand to include Paediatrics & Child Health topics in
the near future.
Discuss how you can contribute – email cls@racp.edu.au

Explore the CLS – visit
elearning.racp.edu.au
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Senate inquiry
into stillbirth
research and
education

An average of six babies are
stillborn across Australia each
day. In August 2018, the RACP
appeared at a public hearing in
Sydney for a Senate inquiry into
stillbirth research and education
to advocate for more research,
awareness, education and
training in this area.

D

r Adrienne Gordon spoke on
behalf of the RACP, as a Fellow
of the Paediatric and Child
Health Division, and as a Neonatal and
Perinatal Medicine Specialist practising
in NSW.
“Stillbirth is a tragic complication
of pregnancy which often remains
poorly understood within the health
profession and the wider community,”
Dr Gordon says. “This impacts
awareness and education as well as
training and research.
“Stillbirths represent a significant
burden of medical complications for
mothers and mental health challenges
for families. There are a number of
important measures to help minimise
stillbirths, as well as better ways to
manage those that occur.
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“Key to any improvements will be
ensuring reliable data is available and
that there are predictable and targeted
levels of funding for research.
“We also need to ensure high-quality
training for health professionals,
funding for community education about
the prevalence and causes of stillbirth,
and that evidence-based bereavement
support services are available.”
Professor Paul Colditz, President of
the RACP Paediatrics & Child Health
Division agrees that more research
will help.
“We need better quality data on
stillbirths and we need it now,”
he says. “This will provide the
backbone to the real opportunities to
further reduce the risk of stillbirth,
through targeted research.

“S
 tillbirths represent a
significant burden of
medical complications for
mothers and mental health
challenges for families.
There are a number of
important measures to help
minimise stillbirths, as well
as better ways to manage
those that occur.”

“Recent research has already pointed
the way to reduce the risk of stillbirth.
What is needed is a sustained
educational program to translate the
available research into practice.
“For those left grieving after the
tragedy of a stillbirth, we also
need evidence-based, best practice
bereavement support services available
to all.”
As part of the inquiry, the RACP
encouraged the Select Committee to
explore the following specific options:
• Audit current data and collection
methodologies, and mandate annual
reporting to a single agency with
responsibility for stillbirth oversight.
• States and Territories should
mandate the use of The Perinatal
Society of Australia and New
Zealand’s Guidelines and fund
medical practitioner education
about them at least twice per year.

• Organisations providing support
groups following pregnancy
loss should have their programs
evaluated, and where proven
effective, they should be fully funded
to make them universally available.
• Current stillbirth research funding
should be reviewed, and funds
allocated to research that addresses
specific stillbirth priority areas.
• Paediatricians must be included
in the design and development of
stillbirth prevention initiatives. The
inquiry should review overlap with
near miss stillbirths and neonatal
deaths.
• The Commonwealth Government
should fund public education
campaigns around stillbirth targeted
at both pregnant women and the
health professionals who care for
them. RQ
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Paediatricians
call for age
of criminal
responsibility
to be increased
Doctors have joined legal
and human rights experts in
Brisbane, Queensland to call for
the age when children can be
held criminally liable to be raised
to at least 14 years.
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Q

ueensland, like most states
and territories, currently has
laws that allow children as
young as 10 years old to be charged,
brought before the courts, sentenced
and imprisoned. The United Nations
has repeatedly rebuked Australia for
maintaining such a low age of criminal
responsibility.
In August 2018, Amnesty International
released a summary paper outside
Queensland Parliament House, calling
on the Minister for Child Safety, Youth
and Women, Di Farmer, to raise the age
Queensland locks up children to 14,
in line with the latest medical research
and with international standards.

Dr Li-Zsa Tan, a paediatrician
and Fellow with the RACP joined
representatives from Amnesty
International and the Aboriginal and
Torres Strait Islander Legal Services to
outline concerns about the current age
of criminal responsibility.
Dr Tan explained to members of the
press that developmentally, children are
very different to adults.
“Behavioural and neuroscientific
studies show the brain undergoes an
intense period of development and
synaptic change during prepubescence
and adolescence,” Dr Tan said.
“These changes directly affect how
children perceive and react to risktaking under peer influence. Essentially
our personality, and how we perceive
and interact with the world around us,
is not fixed until our brain matures.
“MRI studies and behavioural
studies have shown when tasked with
certain risk-taking challenges, the
prepubescent, adolescent brain behaves
very differently to adults. What this
means, in essence, is that if a child of 10
is impulsive and makes a poor decision,
by say – getting into a stolen car, he’s
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not really out there to make your day
terrible. It’s really because his brain is
undergoing some wiring issues and
that needs to be worked through.
“Paediatricians recognise that the
current minimal age of criminal
responsibility does not address factors
contributing to juvenile crime, and
is in fact detrimental to a child’s
health and social development. These
issues are compounded in vulnerable
communities.
“It’s time to reconsider our current
punitive approach. And it’s for that
reason that the RACP strongly
supports raising the minimum age of
criminal responsibility from 10 to at
least 14 years of age,” says Dr Tan.
Other experts highlighted that the
problem vastly affects Indigenous
children, who are 30 times more likely
to be locked up in Queensland than
non-Indigenous children.
“No child should be kept in a tiny
cell, separated from their family,”
said Belinda Lowe, Indigenous
Rights Campaigner at Amnesty
International Australia.
“But, across Queensland, little kids as
young as 10 are being locked up – far
younger than the rest of the world
and at the highest rates in Australia.
Indigenous children are the worst
affected; it’s not fair and it’s not right.”

Shane Duffy, Belinda Lowe, Dr Li-Zsa Tan © AIA Kylie Williams

“P
 aediatricians recognise that the
current minimal age of criminal
responsibility does not address
factors contributing to juvenile crime,
and is in fact detrimental to a child’s
health and social development.”

Shane Duffy, CEO of Aboriginal and
Torres Strait Islander Legal Services
(QLD), said, “Indigenous kids face
a higher risk of poverty, poor health,
disability and family violence, as
well as discrimination, such as being
more likely to be stopped by police,
and given custodial sentences
by magistrates.
“That’s why this government needs
to stop criminalising such young
children, and instead support the
excellent Indigenous-led programs
around Queensland that will give
Aboriginal and Torres Strait Islander
children the best chance in life.” RQ
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image credits: Wainui golf course above, Gary-Lisbon

28

RACP Quarterly

The countdown is on
Following on from an inspiring
RACP Congress 2018 we’re
excited to share with you further
details on what’s planned for
RACP Congress 2019.

R

ACP Congress 2019 will bring
together physicians from
Australasia to exchange ideas,
ask the tough questions, discuss
concerns and develop solutions to
enhance healthcare for all.

We’ll look at some of the big health
issues making an impact, with
sessions including ‘Obesity; Rising
to the challenges’, ‘Mental health and
addiction of patients’ and ‘Chronic
disease and integrated care’.

With a theme of ‘Impacting health
along the life course’, RACP Congress
2019 will take an in-depth look at
the range of ways physicians impact
patients’ lives, from paediatrics to
palliative care.

RACP Congress 2019 will capture ‘the
first 1000 days’ as a key determinant
of health throughout life. A shared
session ‘First 1,000 days and noncommunicable diseases (NCSs)’ is not
to be missed.

Life course theory, how a patient’s
life course – including their life
experiences and social roles –
influences their health will also be a
key focus.

Join your colleagues from Monday, 6
to Wednesday, 8 May 2019 at the Aotea
Centre in Auckland, New Zealand.
As the premier annual event on the
RACP calendar, Congress includes
the College’s convocation ceremony,
and Congress 2019 will again offer a
diverse program with topics that span
the breadth of the medical industry.

Being held in New Zealand, RACP
Congress 2019 lends itself to shining
a light on and celebrating the Māori
culture. Tikanga Māori – the Māori
way of doing things – will be woven
through the entire Congress and
Māori health will also be discussed
throughout a number of sessions.

Keep up to date with the latest news
and register your interest at

www.racpcongress.com.au

A highly popular Congress 2018
session, ‘Medically unexplained
symptoms – is it all in your head?’,
left you wanting more, so at Congress
2019 there will be a masterclass session
further exploring this topic. This
session will develop on from the 2018
session which explored what medically
unexplained symptoms were and why
they present difficulties for doctors.
The 2019 session will look at how to
manage such a large and complex
issue. It will also focus on how
multidisciplinary teams can deal with
these conditions.
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The momentous
milestones
impacting
cancer research
The promise of ribonucleic
acid (RNA) based therapeutics
reaching the bedside has finally
born fruit after the US Food
and Drug Administration (FDA)
approved a new drug called
patisiran in August.

P

rofessor Peter Leedman,
Director of the Harry Perkins
Institute of Medical Reseach
and Professor of Medicine at the
University of Western Australia,
says patisiran is the first of a
new class of small interfering
ribonucleic acid (siRNA) drugs.
“It has been 20 years since the seminal
discovery of RNA interference
(RNAi) and its application to reduce
gene expression in cells using small
interfering RNAs (siRNAs) was made

by Andrew Fire and Craig Mello, for
which they received the nobel prize in
2006,” he says.
“Although it has been a tortuous
road, the approval of patisiran signals
that RNA-based therapeutics have
arrived and are now being developed
for a broad range of human diseases,
including cancer.”
Professor Leedman describes these
developments as dramatic advances in
the success of RNA-based therapeutics.

ALL ABOUT PATISIRAN
• It is a double stranded siRNA drug.
• Each strand is 21 nucleotides long.
• Patisiran silences its target gene, transthyretin (TTR) – the gene
which when mutated produces hereditary transthyretin amyloidosis –
by interrupting its production in the liver.
• Once inside cells the siRNA is directed to a silencing complex that
induces decay of TTR mRNA, reducing TTR protein production.
• In phase three clinical trials, patisiran given subcutaneously
three times a week is well tolerated and effectively reduces the
concentration of the mutant (and wild-type) protein, while improving
the neuropathy.
• When announcing listing of patisiran, FDA Commissioner Doctor
Scott Gottlieb said: “new technologies like RNA inhibitors, that
alter the genetic drivers of a disease, have the potential to
transform medicine, so we can better confront and even cure
debilitating illnesses.”
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“This is a result of second generation
chemistry modifications to the core
RNA backbone, which stabilise it and
ensure it is not degraded before it has
a chance to get inside cells and find its
target,” he explains.
“A second key advance in this field has
been the discovery and utilisation of a
remarkable receptor-mediated uptake
mechanism on hepatocytes that can
increase uptake of siRNAs.”
Professor Leedman says in this
mechanism, the asialoglycoprotein
receptor (ASGPR) – which sits on the
surface of the hepatocyte – binds to and
internalises siRNAs that have a sugar
moeity (GalNAc) attached to them, with
30-60-fold greater efficiency.
“Taking advantage of this remarkable
liver-specific mechanism, a siRNAGalNAc drug against PCSK9 – the
protein that degrades the LDL receptor –
has been developed, called inclisiran.
“It is extremely effective at lowering
PCSK9 levels with resultant higher
LDL receptor levels and lowered LDL
cholesterol levels.”
Unprecedented successes in the RNAi
field have important flow-on effects for
a family of endogenously synthesised
small RNAs, called microRNAs or miRs,
according to Professor Leedman.
“This family consists of more than 1,500
tiny RNAs ~22 nucleotides long that
regulate a large number of genes in all
human cells,” he explains.
“In stark contrast to siRNAs which target
only one mRNA, miRs target multiple
mRNAs. This gives them a unique
advantage over other cancer drugs and
likely explains why they are so effective.”
Professor Leedman says in cancer, miRs
can be oncogenic and pro-cancer, or act
as tumour suppressor and put a brake on
the system.
“Importantly, once inside cells, miRs
and siRNAs are processed by the same
cellular machinery, so that advances
in siRNA technology can be applied
directly to the development of miRs
as therapeutics.”

“A
 lthough it has been a tortuous road,
the approval of patisiran signals that
RNA-based therapeutics have arrived
and are now being developed for
a broad range of human diseases,
including cancer.”
Professor Leedman and his team,
known for their work on hormonedependent cancers, have specialised in
the development of novel miR-based
cancer therapies. They have recently
turned their attention to hepatocellular
carcinoma (HCC).
“Disturbingly, the incidence of HCC is
increasing globally and the prognosis
is very poor. Cirrhosis, hepatitis and
rising obesity levels are all contributing
to this tsunami of HCC cases being
diagnosed,” he explains.
“Effective treatment options are limited
and include surgery, radiotherapy and a
multikinase inhibitor medication called
sorafenib, to which virtually every
patient develops resistance.”
Innovative research undertaken by the
Professor’s team at the Harry Perkins
Institute of Medical Research and the
University of Western Australia is
leading to a more targeted, effective
treatment option that may improve the
outcome for patients with liver cancer.
“We’ve identified a miR, called miR-7,
that is a very effective inhibitor of HCC
growth in various models,” Professor
Leedman says.
“miR-7 inhibits a key growth promoting
pathway in HCC, namely the EGF
receptor, and its downstream partners,
with almost pinpoint precision.
“Unfortunately, in HCC the levels of
miR-7 are commonly reduced, so the
brake on cell proliferation is lost.

it in patients with HCC and thereby
stop the proliferation and tumour
growth in its tracks.”
Professor Leedman says miR-7 can also
restore the sensitivity of HCC cells that
have become resistant to sorafenib. This
potentially expands its clinical use.
“We are particularly excited about
our development of novel second
generation chemically modified miR-7
mimics that are potent inhibitors of
HCC tumour cell viability.
“In addition, we are taking advantage
of the ASGPR-GalNAc interaction
to enhance liver-specific delivery
of the miR-7-GalNAc mimics into
sorafenib resistant HCCs. This unique
combination will deliver a powerful
double hit on the HCC cells”.
Professor Leedman says he and his
team’s goal is to progress miR-7
replacement therapy into clinical
trials in HCC patients with clinical
collaborators, Professors Geoffrey
McCaughan and Jacob George
from Sydney. A small biotechnology
company called miReven has been
established to advance miR-7 towards
the clinic.
“If successful, miR-7 replacement
therapy would represent a paradigm
shifting change to the treatment
of HCC, and an exemplar for the
developing RNA-based therapeutics
industry.” RQ

“Thus, the concept is simply to replace
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‘Sm
looking unlikely
for New Zealand

RACP Quarterly speaks with Dr George
Laking FRACP, Chair of the Māori
Health Committee, about New Zealand’s
goal of being ‘Smokefree by 2025’.
According to the New Zealand Ministry
of Health’s Health and Independence
Report 2017, however, this goal will not
be achieved if current trends continue.
32
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“F
 or us to be ‘Smokefree by 2025’, every
identifiable group of people in New Zealand must
have less than five per cent of their population
who smoke, and I can’t see any way we will
achieve this for the Māori population via current
methods, considering it’s taken us a decade to
come down from 42 per cent to 35 per cent.”

S

mokefree by 2025’ was adopted by
the New Zealand government as a
response to the recommendations
of a landmark parliamentary inquiry
by the Māori Affairs Select Committee
titled ‘Inquiry into the tobacco industry
in Aotearoa and the consequences of
tobacco use for Māori’. The inquiry
highlighted the need for drastic
measures to be taken to reduce smoking
across the country, and therefore
prevent the increase of death and
disease caused by it.
The primary objectives of the goal are
to reduce smoking initiation, increase
quitting and reduce exposure to
second-hand smoke. To achieve this
the government implemented a range
of combative initiatives including:
increasing the tax on tobacco,
creation of smoke free areas in public
places and banning the display and
advertising of tobacco products.
While these interventions have seen
a drop in smoking rates across the
general population, there has only
been a small percentage decrease in
smoking rates across Māori and Pacific
Islander communities.
“We’ve tried raising taxes on cigarettes,
nicotine replacement therapies, denormalising smoking with campaigns
to make it appear unglamorous and
banned it in various public places,”
says Dr Laking.
“Despite this, we’re still not on
track. Especially amongst the Māori
community, where the average is 35

per cent of Māori people still smoking.
We’ve also seen an increase in tobaccorelated burglary, theft and robberies
and the establishment of a black
market for tobacco sales.

“If these trends continue ethnic
inequities among young men who
smoke will narrow only slowly, if at
all, and will continue to widen among
young women.”

“For us to be ‘Smokefree by 2025’,
every identifiable group of people
in New Zealand must have less than
five per cent of their population who
smoke, and I can’t see any way we will
achieve this for the Māori population
via current methods, considering it’s
taken us a decade to come down from
42 per cent to 35 per cent.”1

The Ministry of Health in New
Zealand is currently working to
address this, including the redesign
of stop-smoking initiatives so that
they focus more on having an
impact on the Māori community.

One of the primary factors identified
as driving the high prevalence
of smoking amongst Māori and
Pacific Islander communities
is socioeconomic inequity.
The Health and Independence
Report 2017 reported that Māori
and Pacific Islander people on
average experience more household
crowding, material hardship,
inadequate education and access to
transport, compared to the rest of
society. The average age of smoking
initiation for Māori is 14.1 years,
compared to 14.8 years nationally.
“When tobacco first arrived in New
Zealand in the 19th century it was used
as a trade good, and was normalised
throughout society. Smoking became a
comfort to many Māori, subsequent to
invasion of land and culture,” explains
Dr Laking.
“Once smoking is established, it’s hard
to disestablish.

Dr Laking is sceptical that the remedy
for high Māori smoking rates resides
in services. He says “there needs to be
a restructure of New Zealand society,
starting with economic arrangements
around work, return of Māori
resources, recovery of language and
culture, and a winding back of the
racist penal system that has a 50 per
cent Māori prison muster compared to
a 15 per cent population.”
According to Dr Laking, “It will
be an injustice if we don’t achieve
a ‘smokefree’ status across all
corners of New Zealand, not just
those of a higher socioeconomic
status and Caucasian ethnicity.”
Dr Laking’s personal view is that to
achieve ‘Smokefree 2025’ for Māori
will also depend on a bold shift to
harm reduction technologies such
as nicotine-containing electronic
cigarettes. RQ
1 www.smokefree.org.nz/smoking-itseffects/facts-figures
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UNDERSTANDING

your experiences, what you
need, and when – Member
Journey Mapping
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A powerful research
technique used by many other
A powerful research
organisations is now driving the
technique used by many other
RACP’s strategy to improve the
organisations is now driving the
way
it serves its members.
RACP’s strategy to improve the
way it serves its members.

ABOUT THE PROJECT
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Current understanding of member experience (see appendix D, Current State Report, & Current State Map)

How do members
perceive us? What is
it like for members to
interact with us?

Current state member experience insights

Core needs of members (see page 13)
Support

Quality

CURRENT STATE

Transparency

Belonging

What do members
need from us?

FUTURE STATE

Roles RACP should play for members (see page 14)

What role should we
play for members?
Supporting
navigation

Mapping the
terrain

Upholding
standards

Effective &
sustainable
operations

Advancing
medicine

Nurturing health
& wellbeing

Service principles for designing & delivering member experiences (see page 16)
We are collaborative

We are proactive

We are relevant

We are human

We are transparent

Ideal member experience (see page 18 & Ideal Member Experience Map)

What might the
experience feel like
for members? What
might they say,
think or feel as they
interact with us?

Opportunity areas (see page 20)
Setting,
tracking, &
meeting goals

Facilitators of
mental health

How should our
services
be delivered?

RACP 101

RACP
champions

Career
planning

Member
curated
events

What are the key
opportunities for us
to consider?

RACP Future State Member Experience Rec
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Approach
Phase 0: Preparation

Phase 1: Understand

Phase 2: Explore

P r o j ec t i n i ti ati o n

P R E VI O U S R ES E A R C H
a n a lysis

Co -d esi g n wo r ks h o p s
w i t h s ta f f & m e m b e r s

D e ta i l e d p r o j ec t &
r es e a r c h p l a n s
M E M B E R r e c r ui tm e n t

Phase 3: Articulate
d eco n s t r u c ti o n &
i t e r ati o n o f co n c e p ts

s ta f f / s ta k e h o l d e r
i n t e r vi e w s

CO N C E P T t es ti n g ,
p ri o ri tisi n g , & r e fi ni n g

f u t u r e s tat e r e p o r t &
map

D e v e lo pm e n t o f f u t u r e
s tat e e x p e ri e n c e m a p

M E M B E R r es e a r c h
A n a lysis & s y n t h esis

concept survey
CO NC EP

T #2

CONC EPT #3

Outcomes
• Project plan

• Raw research data

• Recruitment criteria and
screening sheet

• Key findings report

• Detailed project &
research plan

• Ideas, feedback,
rough concepts

• Current state
membership experience
map

• Emerging future state
experiences

• Successfully tested and
refined concepts

• Recommendations
report with concepts

• Emerging future state
service principles

• Business and member
prioritisation of
concepts

• Future state experience
map

• Service concepts for
testing
• Preparation for testing

• Future state experience
map

Above: Member Journey Mapping Project phases.
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1. Quality

3. Belonging

RACP Future State Member Experience Recommendations – September 2017

You have a need to be the best quality
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thatmeans
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public.
This
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Fellow,
The as
project
identified
the following
leader,
manager,
or
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four themes which reflect the
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2.
Transparency
experiences
with the RACP:

You have a need for clarity and
1. Quality around the
communication
processes,
and
You have acomplexities,
need to be thedecisions
best quality
information
that
govern
and
often
physicians you can be with the end
dictate
of your
goal of much
improving
theprofessional
health of theand
personal
lives.
public. This means striving for quality
and increasing competency in your
role as trainee, supervisor, Fellow,
leader, manager, or teacher.

2. Transparency
You have a need for clarity and
communication around the
processes, complexities, decisions and

6

You have a need to feel like you are
part of a community that stands for
information
that
govern
the
things you
believe
in and
andoften
provides
dictate
much
of your professional
you
with
opportunities
to developand
personal
lives.
your
skills,
push your thinking and
contribute to discourse.

3. Belonging

4. Support

You have a need to feel like you are
You
a foundational
to for
part have
of a community
thatneed
stands
access
support
on
an
individual
level
the things you believe in and provides
to
assist
you
to
carry
out
the
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you with opportunities to developof
being
a good
trainee
physician.
your skills,
push
yourorthinking
andThe
kind
of
support
needed
often
takes
contribute to discourse.
the form of assistance to navigate the
complexities, processes and stresses
4. Support
which surround your core medical
responsibilities.
You have a foundational need to access
support on an individual level to assist
you to carry out the role of being a
good trainee or physician. The kind of
support needed often takes the form of
assistance to navigate the complexities,
processes and stresses which surround
your core medical responsibilities.

r roles
Supporting navigation

Mapping the terrain

Upholding standards

Supporting members to navigate their
goals and options for pathways and
careers throughout both training and
on going career growth and
development.

Ensuring members are always able to
see the health landscape and the
roles and responsibilities of the
different entities within it clearly.
Empowering members to make
informed decisions for themselves.

Ensuring quality of physician
experiences and patient outcomes
through assessing, strengthening,
and upholding standards across the
health landscape.

Effective & sustainable
operations

Advancing medicine

Nurturing health &
wellbeing

Translating the needs and voices
of our members into business
goals and initiatives that are
conducive to healthy and
successful business operations.

ROLES
Roles

Those themes may seem self-evident,
Those themes may seem self-evident,
but what might they actually mean in
but what might they actually mean in
practice?
practice?
The project proposes six key roles that
The project proposes six key roles that
the College can play for its members.
the College can play for its members.
These roles, along with the core needs
These roles, along with the core needs
of members, will help us to make
of members, will help us to make
decisions about how we improve
decisions about how we improve
existing, or create new, services and
existing, or create new, services and
products. We’ve also looked at what
products. We’ve also looked at what
the RACP currently does for you
the RACP currently does for you under
under these six proposed roles.
these six proposed roles.
Supporting navigation; helping you
In the near future, the outputs from
to navigate your goals and options
the Member Journey Mapping
for pathways and careers throughout
project will be used to develop a set
both your training and ongoing
of service principles, embodying the
careerexperience
growth. that you should have
ideal
whenever
you terrain;
interact with
your
Mapping the
ensuring
College.
you are always able to see the
health landscape and the roles and
responsibilities of different entities

Using our place and voice within
the health landscape to lead and
collaborate with others
in advancing the health of our
people.

within it clearly, to empower you to
The
project
outputs
will also
used
make
informed
decisions
forbeyourself.
to refine our existing products and
We are upholding
and and
services
and developstandards
new products
we will continue
to ensure
the this
services
for our members
– watch
qualityRQof physician experiences and
space.
patient outcomes through assessing,
strengthening and upholding
standards across the health landscape.
The RACP also needs to continue
to run effective and sustainable
operations, translating your needs
and voice into business goals and
initiatives that are conducive to
healthy and successful business
operations.
Advancing medicine, by using our
place within the health landscape to
lead and collaborate with others in
advancing the health of our people.

Championing the health and
wellbeing of trainees and
physicians on an individual and
industry level. Recognising
mental health as a primary
factor in the success of both our
members and healthcare
outcomes of patients.

becoming an increasingly important
priority – recognising mental health
as a primary factor in both your
success and the healthcare outcomes
of your patients.
In the near future, Member Journey
Mapping will be used to develop a
set of service principles, embodying
the ideal experience that you should
have whenever you interact with your
College.
The project outputs will also be used
to refine our existing products and
services, and develop new products
and services for our members – watch
this space. RQ

Nurturing health and wellbeing
of trainees and physicians at both
individual and industry levels is
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Clinical trials are an important part of making sure
treatments and medicines that can improve our
health are safe and effective for everyone.
Currently, there are over 1000 clinical trials
recruiting. Find out how your patients can get
involved at AustralianClinicalTrials.gov.au
*Megan and Leila, type one diabetes trial participants

Authorised by the Australian
Government,
Canberra.
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Join in the conversation on twitter @AustCT

Long haul pilots
and strokes
It’s often seen as a glamourous
occupation, but could the mere
fact of being a pilot who flies
long-haul routes put you at
increased risk of suffering a
stroke? New research presented
at RACP Congress 2018
suggests this may be so.

A

nyone who has flown
internationally knows the
tiredness and disorientation
resulting from rapid transitions from
day to night or vice versa, and the
body’s attempts to catch up. Those on
the other side of the flight deck door are
not immune. Pilots carefully manage
fatigue and in larger aircrafts such as the
777 or A380 even have access to a fully
lie flat bed.
Occupational physicians have
understood that things that perpetually
mess your body’s ‘internal clock’ can
increase the likelihood of developing
bad health outcomes, like heart attacks,
cancer and stroke. For example, nurses
were found to have a four per cent
increased risk of ischaemic stroke for
every five years they were on night
shifts in a 2009 American study by
Brown et al.
Occupational Health and
Environmental Medicine Advanced
Trainee, Dr Kevin Tan put these
together to examine if long-haul air
transport pilots were more likely to
suffer an ischaemic stroke.
“Air transport pilots who do long
haul flights are constantly challenging
their body clocks with jet lag from
crossing time zones and rosters of
rapidly cycling nightshift work – if

the accumulating evidence base is to
be believed, surely a career of such
exposure would also lead these pilots
to have more strokes,” says Dr Tan.
“We were fortunate to have access
to data from the Australian Civil
Aviation Safety Authority (CASA)
and we looked at 464 air pilots
from 1985 to 2017. We looked at
how civil aviators who had suffered
a stroke were different from those
who had not – a case control study.
In particular we were interested
in the type of pilot and type of
flying they did,” Dr Tan explains.
All civilian pilots and air-traffic
controllers are regularly subject to
stringent aviation medicals, so Dr
Tan was able to collect complete
data for each subject on preexisting stroke risk factors such as
age, sex, hypertension, smoking,
diabetes, other cardiac/vascular
disorders and body mass index.
“We found that if a subject was an
air transport pilot who flew large
airplanes, and was employed by a
large commercial airline carrier such
as Cathay Pacific or Qantas, they had
an almost three-fold risk of suffering
an ischaemic stroke compared to
other pilots who did not work as air
transport pilots.
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“The result was statistically significant
and had been adjusted for the
influence of known stroke risk factors
in a multivariable logistic regression
model,” says Dr Tan. However he
points out some potential flaws in
the study, such as modest ischaemic
stroke case numbers, the potential

for differential case selection bias, or
residual confounding.
“But the results are interesting enough
that similar studies to confirm or refute
the findings could be undertaken in
other jurisdictions such as the Civil
Aviation Authority (UK) or the Federal

“W
 e found that if a subject was an
air transport pilot who flew large
airplanes, and was employed by a
large commercial airline carrier such
as Cathay Pacific or Qantas, they had
an almost three-fold risk of suffering
an ischaemic stroke compared to
other pilots who did not work as air
transport pilots.”
40
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Aviation Administration (US),” he says.
Dr Tan cautions on the interpretation
of the study, “we suspect disruption of
circadian rhythms and sleep restriction
underlying it, however this study
does not actually tell us why there is
a difference in stroke risk between
air transport pilots and other pilots/
participants. It could be anything
unique to them, such as flying higher
altitudes than other pilots and thus
being exposed to more cosmic radiation
or lower pressure environments, or
something else altogether.”
Dr Kevin Tan would like to acknowledge
the assistance of the following people
with this research:
Dr Eugen Mattes, FAFOEM
Dr Michael Drane, Principal Medical
Officer CASA
Dr Aparna Rao, CASA FACASM
Dr Derchieh Hung, Statistician
Dr Craig White, FAFOEM

MELBOURNE
THUNDERSTORM
asthma inquest

On November 21, 2016,
between five and six o’clock a
thunderstorm hit Melbourne.
Within two hours emergency
services were overwhelmed by
a massive number of respiratory
related admissions to hospital
emergency departments.
RACP Fellow Professor Jo
Douglass was appointed as the
expert medical witness for the
coroner inquest investigating the
death of 10 people in association
with the weather event.

A

storm front hit Melbourne from
west to east, it was the hottest
day in springtime Melbourne to
that point with temperatures peaking at
38 degrees and then dropping rapidly to
below 20 degrees.
“The humidity rose quickly and over
the next 24 hours there were 3,365
excess respiratory related presentations
to emergency departments, well above
the usual average, and nearly tenfold
excess asthma related admissions
to hospital,” explained Professor
Douglass.
“Emergency departments were flooded
and people were queuing up outside.
There was also a massive burden on
community facilities, such as, local
doctors and pharmacies, many of
which described enormous influxes of
people seeking help for asthma.”
There have been six previous
recordings of thunderstorm asthma
events dating back to the 1980s,
although this one was unprecedented
in both size and severity. Noone has
ever been reported to have died from

a thunderstorm asthma event in
Australia before.
“The volatile nature of this event
was caused by a range of unique
circumstances,” explained
Professor Douglass.
“November is spring time in
Melbourne, and we have an
environment that has high grass pollen
concentration in the atmosphere. The
current theory is that as the stormfront grew over Western Victoria,
a huge volume of debris, including
pollen was drawn up into the forming
storm clouds. Pollen particles picked
up into the storm clouds are exposed
to high humidity and burst, releasing
sub-particles that are usually contained
inside the pollen grain. As the storm
front passed over Melbourne there
was a down draft where these pollen
fragments are blown downwards
towards the ground.
“Typically pollen grains are twelve
to twenty microns in size, so they
are filtered out by the upper airway.
However the pollen fragments created
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by the storm are small enough to be
inhaled into the lower airway. Being
approximately two to five microns in
size. This can trigger asthma.
“Studies of these events have
established that nearly all who suffer
from ‘thunderstorm asthma’ has hay
fever. Those who also have asthma
appear to be at greater risk of health
complications. There also seems to be
an excess representation of those of
South East Asian heritage. The average
age of those effected were in their 30’s,
and whilst children did suffer and
present to emergency, there were no
child deaths reported.”
After the consequences of this event it
became clear that clinicians and health
professionals need to be in a better
state of preparedness, as it’s very likely
a storm of this kind will happen again.
“So, a few things have happened. The
Department of Health convened a
working party, which has set up an
asthma guideline for thunderstorm
asthma. The guideline recommends
both asthma reliever treatment
for those with hay fever and the
prescription of asthma preventive
treatment for those with hay fever and
current asthma and encourage them to
use it throughout the pollen season.
There has also been further research
into preventing and treating asthma
and other respiratory conditions,
42
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including allergen immunotherapy
and meteorological research,” says
Professor Douglass.
“Up until the November 2016 storm
there was only one reporting pollen
counter in Victoria. Now there are
five strategically located throughout
the state, including in the west, to try
and get warnings ahead of time and
to provide an accurate pollen forecast
so that people can be appraised of the
risk.”
These alerts can be found on the
Melbourne Pollen and Forecast app,
run by the School of Botany at the
University of Melbourne.
Considering the events of 21
November 2016, hospitals have also
requested to have better processes
put in place for thunderstorm asthma
preparedness, including an earlier
activation of Code Brown (external
emergency).
“From a hospital point of view, it’s
about managing high volumes of
patients and having procedures and
doing it safely and well,” explains
Professor Douglass.
“That’s not just hospitals, but also
ambulances and other services. Clearly
the capacity of ambulances to deliver
people in a timely way to hospital
was also challenged by the events of
November 2016, so that emergency

responses have been reviewed
following this event.”
Overall, according to Professor
Douglass, there are two main
approaches that should be taken to
prevent these issues in the future.
“Warning people who have hay fever
and making sure they’re ready for
the storm and that they receive the
appropriate treatment to manage
and prevent an asthma attack. It’s
important to remember that in
Victoria one in six people suffer from
springtime hay fever, so the warnings
need to be clear. Doctors need to
be vigilant in making appropriate
recommendations to their patients
regarding preventive treatment and
having available and using appropriate
reliever medication. Once the horse
has bolted trying to make sure the
disaster preparedness is adequate and
sufficient to manage the influx.”
Professor Douglass strongly believes
that it is a responsibility of all
physicians to understand the risk
factors of asthma in relation to hay
fever and treat it appropriately, as well
as providing preventative treatment
recommendations for those who
sneeze and wheeze.
The coroner’s inquest into the death of
the 10 people who died in 2016 is still
underway. RQ

Contributing globally,
building capacity and
improving health outcomes

Numerous RACP Fellows are
working globally to improve the
health of patients in
developing nations affected by
resourcing challenges,
and build the capacity of local
clinicians to deliver healthcare
that effectively meets patient
needs.

D

arwin-based Paediatric
Infectious Disease Specialist,
Dr Josh Francis is involved in
establishing and enhancing programs
that detect and treat rheumatic heart
disease (RHD), tuberculosis (TB) and
HIV in Timor-Leste.
“RHD is a problem that we encounter
on a regular basis in the Northern
Territory but until recently was a largely
unrecognised problem in Timor,” he says.
“We’ve [Menzies School of Health
Research] also very recently been
funded by the Australian Government
to implement a project called STRONG
TL that is designed to improve
communicable disease surveillance and
control by doing capacity building with

the Ministry of Health surveillance
and communicable disease control
departments, and with the National
Health Laboratory in Timor-Leste.”
Building the capacity of clinicians and
health research systems to address
challenges is a core focus of Dr
Francis’ work.
“I was involved in setting up a
paediatric registrar exchange program
between the Royal Darwin Hospital
(RDH) and the national hospital in
Dili, Timor-Leste. We have Australian
Government funding for Timorese
paediatric registrars to do a six-month
rotation at the RDH and for paediatric
registrars from RDH to do a six-month
rotation in Timor-Leste.
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“It has been a very successful program
over the past three years and has
helped contribute to the training of
paediatricians in Timor-Leste.”
Another RACP Fellow making an
impact in the global health space is
Dr Suman Majumdar, an Infectious
Disease Physician and Deputy Program
Director for Health Security at the
Burnett Institute in Melbourne.
He is head of the TB elimination and
implementation science group that
works the Asia-Pacific region and has
been working on TB treatment and
prevention projects in Papua New
Guinea (PNG) and Myanmar since
2014.
“Our major project Rid-TB (reducing
the impact of drug-resistant TB) in the
Western Province, PNG, is based in
the small island town of Daru on the
Torres Strait Island border where there
is a devastating outbreak of multidrug resistant TB. This particular
project is implemented through several
initiatives as part of the Australian Aid
program,” Dr Majumdar says.
“Our project provides comprehensive
technical support and mentorship
in the clinical, public health and
operational research domains to the
provincial government and health
workers to respond to the TB outbreak,
build capacity and
strengthen the
health system.”
Dr Majumdar
says he and
his team are
co-designing
and developing a
model of care that
bridges hospital and
community settings when responding
to TB.
“It’s a patient-centred model that
includes best practices and innovations.
“For example, using the newer and
effective drugs for drug-resistant TB
(bedaquiline and delamanid), piloting a
model of peer counselling, supporting
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a state of the art
electronic medical
record system and
supporting health
system building
blocks such as the
supply chain and lab,
planning and governance.
“We have seen a dramatic improvement
in treatment outcomes, reduction in
deaths and stabilisation of the outbreak.
Research has played a key role and will
be needed to bend the curve.”

Challenges and
opportunities
While using expertise to make positive
impacts internationally is rewarding,
working in developing countries with
resource limitations and unique needs
presents challenges.
“One of the very real challenges in
Timor-Leste is the lack of robust data
and effective disease surveillance.
The health challenges that I describe
might be different to what someone
else describes because it’s largely based
on anecdotal experience,” Dr Francis
explains.
“There’s a very real need for improved
data for improved disease surveillance.”
Dr Francis says more postgraduate
clinical training in medicine and other
disciplines is also needed.
“Timor-Leste has a large cohort
of recently graduated doctors who
trained through the Cuban medical
school system and the capacity for
postgraduate medical education is
limited,” he advises.

Partnerships pivotal
Dr Majumdar says respectful
partnerships with key stakeholders
in countries being worked in are
fundamental to achieving good
outcomes.
“It’s about listening to what the needs
of others are, rather than having
predetermined ideas around what

should be done.”
“Often you don’t know what could
be done or more importantly, how
it should be done. We can provide
the evidence-based practices and
science, but we really have to work
collaboratively to come up with the
best local healthcare delivery and
implementation solutions.”
The PNG Government, local nongovernment organisations and affected
communities are key stakeholders Dr
Majumdar works with.
“For the past four years its been a
remarkable journey to work in close
partnership with some very committed and
talented Papua New Guineans,” he says.
“We work with the National
Department of Health, World Health
Organization and other partners as part
of the Emergency Response Taskforce
for drug-resistant tuberculosis in PNG.
“We [the Burnett Institute] are
privileged to have developed a strong
and long-lasting collaboration
with PNG institutions such as the
Provincial Health Offices, National
Department of Health and the Institute
of Medical Research. We also partner
with Australian and international
groups including a regional research
capacity building initiative with the
Menzies addressing drug-resistant TB
and malaria in Indonesia and PNG.”

Pathways to engagement
Dr Francis and Dr Majumdar say as
medical students they were passionate
about using their skills to meet
international needs.
“Like many medical students and
graduates, we are driven by the
notion of health equity and that’s
particularly pronounced in the global
context. Figuring out how to craft a
global health career
whilst navigating
training pathways,
developing skills
versus obtaining
experience and

“O
 ne of the very real challenges in
Timor-Leste is the lack of robust data
and effective disease surveillance. The
health challenges that I describe might
be different to what someone else
describes because it’s largely based on
anecdotal experience.”

Above: Dr Josh Francis working to build capacity and improve healthcare
in Timor-Leste.
Left: Dr Suman Majumdar (left) with TB physician Dr Stenard Hiasihri and
District TB Officer Robinson Raphael outside the Communications Centre
in Daru.

meeting the needs of personal and
family life is often the challenge.
Although no formal pathway, there are
a multitude of options and possibilities
if you stick to your goal. I’ve sought
lots of advice and mentorship along the
way,” Dr Majumdar says.
“I started by volunteering with nongovernment organisations as a junior
doctor and spent some time working
with Médecins Sans Frontières.
That really opened up my eyes to the
professionalism and career options that
exist in global health.”

As a medical student, Dr Francis
studied elective subjects in Africa.

system that desperately needs it over
the coming years.”

“That experience opened my eyes to
some of the needs that exist
internationally,” he says.

Dr Majumdar agrees and says global
health is a rewarding career pathway
that has many different facets
and profiles.

“Flying to Timor and seeing the very
stark need, the opportunities to engage
with people right across the spectrum
of the health system, to contribute to
strategic thinking around policy and
programs is a wonderful opportunity
to be part of what will hopefully be
significant improvements to a health

Both say that without hard work
from, and collaboration with, other
Fellows and local healthcare clinicians,
improved health outcomes would be
more difficult to achieve. RQ
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IN MEMORY

Professor James (Jim) Lawrence
FRACP

J

im Lawrence was the inaugural
Director of the Renal Unit at the
Queen Elizabeth Hospital in 1964
and led the first successful kidney
transplant in Australia.
He went on to become the founding
Director of the Australian Kidney
Foundation.
Jim was born in Mount Gambier,
where his father, who was originally
from Victoria and played league
football in the VFL, worked at the
Commonwealth Bank.
The family moved to Adelaide in 1935
and Jim began to display unusual
enthusiasm and talent at a wide variety
of skills, as well as having an affable and
cheerful personality that would be a
lifelong characteristic.
By the time he arrived at St Peter’s
College on a scholarship, he was also
demonstrating his prowess in sport and
academia.
He starred in athletics and football, was
a leader of many of the school’s activities,
and went on to come seventh in SA’s
general honours list in Leaving Honours.
He won a bursary to study medicine
at Adelaide University, where he had
a similar career including starring
both academically and at football.
He graduated in 1954 and
went on to train as a physician,
becoming interested in nephrology,
or the study of kidneys.
Another scholarship, from the Royal
Australasian College of Physicians,
took him to the US and UK for further
studies in nephrology. He returned to
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Adelaide to become director of the new
Renal Unit at the QEH.
There, he began work on dialysis – the
life-saving technique of taking over the
function of failing or failed kidneys
with medical equipment. He set up
long-term dialysis for patients with
end-stage renal failure, which led to his
being, in 1965, part of the first team in
Australia to perform successful kidney
transplantation.
His other research at QEH focused on
renal biopsy and, among other projects,
he was among the first to recognise the
association between serious kidney
disease and the ingestion of certain
analgesic pills.
As was the case throughout his career,
Jim made an outstanding contribution
to physician training. Competition to
gain a training position on his unit
was intense, and he was responsible
for the career development of several
renal physicians who went on to roles
of eminence both in Adelaide and
elsewhere in Australia.
By 1976, Jim was confident that South
Australian renal medicine was of a
secure and high standard which others
– most of them trained by him – could
and did follow and maintain. He was
now in the position of having helped
establish nephrology as a medical
speciality Australia-wide.
He moved with his family to Sydney to
take up the post of inaugural Professor
of Medicine at Concord Hospital. There,
and at the University of Sydney, he
became an energetic and enthusiastic
educator at both undergraduate and

postgraduate levels, while maintaining
his prominent position in the Australian
world of renal medicine.
Also on the national stage he was
prominent on the executive of the
Australian Postgraduate Federation in
Medicine until 2001, and in the Royal
Australasian College of Physicians in
various capacities until 1988.
Jim was appointed an Officer of the
Order of Australia (AO) in 1993 “for
service to medical education and to
nephrology”. He continued as Emeritus
Professor at the University of Sydney
from 2002, with clinical teaching at
various Sydney hospitals.
He had married Sheila, daughter of
the well-known University of Adelaide
administrator Ken Hamilton. In their
long marriage they shared a love of
music, sport and cultivating friends.
Jim developed several different
significant health problems in the last
few years of his life.
Fortunately, he was able to come to
Adelaide in 2015 and at least appear
fully to enjoy the well-earned 50-year
celebrations of the first successful
kidney transplant.
Reprinted with the permission of News
Pty Ltd and the Adelaide Advertiser.
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Sir Edward Ford –
Bibliophile
And a significant contributor to
the History of Medicine Library
of the Royal Australasian
College of Physicians

T

he formal inauguration of the
Royal Australasian College of
Physicians took place in the
Great Hall of the University of Sydney
on 14 December 1938. The founding
members saw one of the essential
functions for the future was ‘to acquire
by purchase, donation or otherwise,
a library of scientific works and to
maintain and from time to time extend
and improve such a library.’
Over the years, the College has
undoubtedly acquired some
outstanding donations which have
enhanced the collection to make it
the most extraordinary History of
Medicine Library that we have today.
There are now some 25,000 books
(400 published before 1801), as well
as a collection of manuscripts, diaries,
photographs and pamphlets which
hold the secrets of some of the most
influential events in health in the past
100 years.
One of the early donations came
in 1954 from the Royal College of
Physicians of London. Our sister
College gifted some 30 books
published between 1500 and 1900;
a rock-solid foundation when,
in 1958, the RACP decided to
concentrate solely on a History
of Medicine Library concerning
Australia and New Zealand.
One of the most critical donors
has been Sir Edward Ford, OBE,
BS, MD, DPH, DTM, Hon.
DLitt, FRCP, FRACP, Hon.
FRCPA, FZS, FRSanI, FACMA,
Hon. FRAHistS. He graduated
from the Faculty of Medicine
of the University of Melbourne
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in 1932 and soon developed an
interest in tropical medicine.
With the outbreak of World War II,
Ford enlisted with the Australian
Imperial Force (AIF), deployed as the
Commanding Officer, First Australian
Mobile Bacteriological Laboratory.
Ford rose to become the Director of
Hygiene, Pathology and Entomology
of the Australian Military Forces,
playing a crucial role in reducing
the impact of malaria on Australian
troops serving in the South Pacific.
Following his war service, he settled
at the University of Sydney, as the
Director of the School of Public Health
and Tropical Medicine and Professor of
Preventive Medicine, positions he held
until his retirement in 1968.
But Ford had another interest. He was
a bibliophile of great renown. In 1946,
the RACP admitted Ford to Fellowship
and in 1958 he took up the position
of Honorary Curator of the historical
collection nurturing its development.
Ford became one of the College’s most
important benefactors. In 1969, he
donated several hundred books of
general historical interest and in 1978
provided a further extraordinary and
unique collection of 19th and 20th
century Australiana so that the College
could ‘achieve the fulfilment of one
of its primary aims – to become an
important research collection in the
history of medicine in Australia.’
Ford did much more than collect
and catalogue his collection;
many of his books come to life
with his historical notes.

There is a book on the shelves in
the Ford collection; a non-descript
but clearly well used tome, the third
edition of Rogers and Megaw’s Tropical
Medicine published in London in 1939.
The annotations inside tell a very
personal story. This book belonged
to Lieutenant Colonel Edmund
Macarthur Sheppard (1896 to 1958),
Commanding Officer of the 2/10 Field
Ambulance and used by him during
his gruelling captivity in Changi. The
title page bears the franking stamp of
the Japanese command.
At the conclusion of hostilities,
Sheppard was repatriated on the
Australian Hospital Ship ‘Wanganella’
commanded by one of his Sydney
University medical contemporaries,
Lieutenant Colonel Wallace
Freeborn (1898 to 1971) to whom
Sheppard gave the book. Freeborn
in turn presented it to Edward
Ford. What stories this publication
could tell and how intriguing to
know these snippets of its travels.
The History of Medicine Library
has recently undergone a very
comprehensive review and is now
returning to the shelves. With a new
web-based cataloguing system in place
by the end of the year, this collection
will be an incredible resource for all
historians of medicine.
Catherine Storey OAM
MB BS MSc FRACP
Clinical Associate Professor
Sydney Medical School
University of Sydney

Sir Edward Ford

(1) Front cover of the
book with the stamp of
the Japanese command

(2) The notes made
by Edward Ford in the
inside cover of the book

(3) The owners make
their mark of ownership
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Funding making a difference
locally and abroad
Associate Professor Chris
Grainge and Dr Atul Malhotra
are just two of hundreds of
specialists the RACP Foundation
has supported to undertake
world-class medical research
and discover breakthrough
solutions to healthcare
challenges.
They share insights into their
ground-breaking work and
highlight the benefits of the
RACP Foundation’s support.

F

unding from the Sir Roy
McCaughey Research
Establishment Fellowship in
2017 enabled Associate Professor
Grainge to investigate how the airway
narrowing that happens during an
exacerbation of asthma not only leads
to worse symptoms and in some tragic
circumstances death, but also has
other effects.
“Our research demonstrated for
the first time that an impairment in
innate immunity and an increase
in type-2 immune responses
from the epithelium results from
concomitant viral infection and
bronchoconstriction,” explains
Associate Professor Grainge.
“This is the first time that a mechanical
force has been shown to impact on
immune function, and may explain the
decreased anti-viral immunity seen in
some asthmatics.”
Associate Professor Grainge, a
Respiratory and General Medicine
Physician, says findings from this

Associate Professor Chris Grainge.
©Sarah Candlin
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research led him to secure more than $1
million in National Health and Medical
Research Council (NHMRC) funding.
“We have shown that the airway
narrowing that occurs during an
asthma attack, reduces the ability
of the airway cells to fight off viral
infections, which likely leads to
increased inflammation in the airway.
“Our job now is to find out how this
mechanism works, and how we can
restore normal immune function to
the airways of asthmatics.
“The NHMRC funding that we’ll use
to undertake this research would not
have been possible without initial
funding from the RACP Foundation.”

Building skills
Dr Malhotra first received the RACP
Foundation’s Eric Burnard Fellowship
in 2016 and it enabled him to travel to
India to deliver innovative workshops
that build the capacity of local healthcare
staff to provide comprehensive maternal
and neonatal care.

Dr Malhotra and Dr Arunaz Kumar providing training.

“What happens in many countries – and
it’s not uncommon – is that medical or
nursing schools teach theoretically about
child birth and how to look after the
woman and the baby,” Dr Malhotra says.
“Practically, they are not taught handson skills in a big way.”
In response to a need articulated by
healthcare staff in India, Dr Malhotra says
he and his wife, Dr Arunaz Kumar, who is
an obstetrician, established the Obstetric
Neonatal Emergency Simulation Training
program (ONE-Sim).
“We go to villages, small country
hospitals, and try to train whoever
is involved in child birth, sometimes
running multiple workshops in a day,”
explains Dr Malhotra.
“We train using simulation models
and mannequins, and teach what best
practice is when it comes to looking
after a mother who gets obstructed
labour or massive postpartum
haemorrhage – which is one of the
leading causes of death of mothers and
babies in these areas.
“We also teach how to resuscitate a baby
if they are born in a poor condition.”
Dr Malhotra says feedback from staff
who have participated in the training
workshops has been positive.
“We have trained around 1,000
healthcare workers, doctors and nurses
so far. Even if one of those thousand
train another thousand, vital skills
training will keep growing.”

Future focus
Like many researchers, Associate
Professor Grainge and Dr Malhotra
are also focused on building on
existing research findings and
pursuing new potential solutions
to other healthcare challenges.
As part of plans to build the world’s
largest biobank of lungs for research
use, Associate Professor Grainge has
collaborated with transplant units at
the Alfred Hospital in Melbourne,
Fiona Stanley Hospital in Perth, Prince

Charles Hospital in Brisbane and St
Vincent’s Hospital in Sydney.
“We’ve agreed on a national protocol
of how to take lungs out, when they get
taken out, how we process them and
store them,” he says.
“The plan is to get them stored at the
Hunter Medical Research Institute. It
will be a central repository where we’ve
got a large amount of expertise in
preparing and storing and examining
lung tissue. That can become a bank of
tissue used by researchers all over the
country and the world.”
Associate Professor Grainge says that
until recently, technology to use and
store whole lungs for research has not
been available. Now it is.
“It’s a remarkably cheap thing to do.
If we had $1.5 million we could run
the bank for three-and-a-half years.
We would have 400 sets of lungs. The
cost per lung is very low. And that
would be the largest biobank in the
world by orders of magnitude and put
Australia at the forefront of ongoing
lung research.
“This is a national collaborative effort.
We’ve got the protocols, science, ethics
and everything in place. The only thing
we’re waiting for is funding.
“We hope to find common pathways
to treatments. We hope to get lungs

from all sorts of people with all sorts
of diseases so we can find common
pathways between them.”

Ongoing enhancements
Dr Malhotra says he is now focused
on training students and embedding
neonatal and maternal care skills
in their practice at the start of their
careers.
“Earlier this year we went to India
and started to teach medical and
nursing students about child birth and
neonatal resuscitation,” he says.
“We are also training local health
leaders there who continue to run
these workshops after we have left.”
Dr Malhotra says his ONE-Sim
workshops have been rolled out in
Vanuatu and other parts of the Pacific.
“We are also now collaborating with
Specialists Without Borders, a nonprofit organisation delivering medical
educational programs in Africa. They
are starting to use our programs.
“I’m also trying to put some of our
resources on YouTube so people in
India can view them and the training
can be widely accessible.”
Visit www.racp.edu.au/foundation
to learn more about the RACP
Foundation RQ

LIFE MEMBERS’ INVALUABLE ROLE IN THE
ADVANCEMENT OF THE RACP FOUNDATION’S
RESEARCH AWARDS PROGRAM
Over the past six months, Life Members have donated more than
$110,000 to a specific appeal, which has directly created two new
research grants, in addition to three new research awards which have
been generously supported by RACP Members.
The funding provides opportunity for the College’s best and brightest to
commence, or further, their research career – joining an illustrious group
of some 300 research award recipients through the RACP Foundation
over the past five years.
In addition, Life Members have been generously sharing their career
stories for publication on the College Roll. Visit

www.racp.edu.au/about/library/historical-college-roll/mycareer-story to share your career story.
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8

OCT
2018

AFOEM Regional Training Meeting

25

OCT
2018

Join our NSW/ACT Trainee Research Awards
Presentation Evening to hear about the broad areas
of research that our top six shortlisted candidates
from Adult and Paediatric Medicine have been
involved in. You will receive clinical updates on
current research that our physicians have been
involved in, as well as the personal experiences,
hurdles and quick wins that these trainees
experienced when undertaking their research.

Monday, 8 October 2018
TBC Sydney (Videoconference is also available)
Free
www.racp.edu.au/news-events/all-events

16

OCT
2018

South Australia Trainee Research
Workshop

Thursday, 25 October 2018
Governor Macquarie Tower, Level 19, 1 Farrer Place,
Sydney NSW

Development and Planning of a Research
Proposal: An interactive session to assist you in
the development of a research project. Bring your
laptops and research questions.

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

Tuesday, 16 October 2018
RACP Adelaide Office, 257 Melbourne Street, North
Adelaide SA
Free
www.racp.edu.au/news-events/all-events

NSW/ACT Trainee Research Awards
Presentation Evening

27

OCT
2018

2018 Northern Territory RACP Annual
Scientific Meeting: Vulnerable populations
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.
Saturday, 27 October 2018
Waterfront Theatre, Charles Darwin University,
21 Kitchener Drive, Darwin (live streamed to
Alice Springs)
Various costs apply
www.ntasm.com.au
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29

OCT
2018

NSW Exams & Wellbeing Forum
Join the NSW/ACT Trainees’ Committee for a
stimulating discussion on effectively preparing for
your exams, managing your work-life balance and
maintaining your own health. You will hear tips and
tricks from trainees who have sat their examinations
and will have the chance to directly ask any burning
questions you have related to exams and wellbeing.

2

NOV
2018

RACP WA office 1-3/24 Leura Street, Nedlands WA
Free

Governor Macquarie Tower, Level 19, 1 Farrer Place,
Sydney NSW

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

2018

VULNERABLE POPULATIONS

TE SPEA
NO
KE

R

Y
KE

Northern Territory RACP
Annual Scientific Meeting

Dr Geordan
Shannon

Young Australian
of the Year
in the UK

RACP members serving as a supervisor, new to
supervision and those who have not previously
attended a supervisor workshop are encouraged to
attend. Attendance at this session can be counted
towards your MyCPD program.
Friday, 2 November 2018

Monday, 29 October 2018

Free

WA Rural Physicians SPDP workshops

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

4

NOV
2018

RACP WA Rural Physicians’ Workshop
2018
Join us at this annual event to talk about issues
important to physicians and paediatricians
working outside metropolitan areas. The program
at the seventh annual RACP WA Rural Physicians’
Workshop will focus on topics such as respiratory
medicine, diabetes and updates on important
articles from 2018.
Sunday, 4 November 2018
RACP WA office 1-3/24 Leura Street, Nedlands WA
Free
www.racp.edu.au/news-events/all-events

Saturday, 27 October 2018, 9am to 5pm
Waterfront Theatre, Charles Darwin University
and streamed live to Alice Springs Hospital
Highlights include
• An interactive Arts in Health and Medicine workshop
• Trainee Research Awards for Excellence
• Australasian Faculty of Public Health Medicine
(AFPHM) Gerry Murphy Prize.

ntasm.com.au
September/October 2018
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10

NOV
2018

NSW New Fellows’ Forum
The NSW/ACT Regional Committee has put
together a thought-provoking schedule covering
the personal experiences and challenges that
your colleagues have faced as a new Fellow. The
presentations will also include details on what it
is like to work in the public, private and research
sectors. This is a great opportunity to network
with other Fellows who are starting out as a new
consultant and is a chance to hear some tips and
tricks for managing the stresses that can come from
working as a young consultant.

1

DEC
2018

Adelaide Convention Centre, North Terrace,
Adelaide SA

Governor Macquarie Tower, Level 19, 1 Farrer Place,
Sydney NSW

Free

Free

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

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

Australian Faculty of Rehabilitation
NOV Medicine NZ Members’ Meeting 2018

2018

Thursday, 22 November 2018
Parnell Room, Level 4, Sky City Convention Centre,
88 Federal Street, Auckland, New Zealand
Free
www.racp.edu.au/news-events/all-events

The SA-ASM will also incorporate the SA Trainee
Research Awards for Excellence providing an
opportunity for trainees to present their research
abstracts. Winning abstracts for paediatric trainee
and adult medicine trainee will be published
in the International Medical Journal or Journal
of Paediatrics and Child Health. Winners are
also invited to attend RACP Congress 2019 in
Auckland, New Zealand.
Saturday, 1 December 2018

Saturday, 10 November 2018

22

South Australia Annual Scientific Meeting
(SA-ASM)

6

MAY
2019

RACP Congress 2019 – Influencing health
along the life course
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
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Board meet and greet, Sydney, 19 July

Council of Presidents of Medical Colleges, Sydney, 17 May

Foundation donor event, Sydney

IMOP conference, Fiji, August
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BAsic Echo cARDiAc
ULTRAsoUND TRAiNiNG

ADVERTISING IN RACP QUARTERLY

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.
To learn more, email or call: 0403174447

info@cardiacskillsaustralia.com.au
www.cardiacskillsaustralia.com.au
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ACT and Southern NSW
Nephrology, Haemodialysis and Kidney
Transplantation
Seeking a career in Private Practice?
Contact Dr Gavin Carney (Principal)
02 6285 4298 or
reception@accessnephrology.com.au

All prices listed are per issue and will be billed quarterly. They are
GST inclusive. RACP Fellows are entitled to a 20% discount on
the listed advertising price.

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

INTERNATIONAL
MEDICAL SYMPOSIUM
2019 Save the date

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

Impacting
health along
the life
course

Register your interest at
www.racpcongress.com.au

