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Message from the President

Welcome to
our new look magazine

I

am very pleased to unveil the first
issue of our new look quarterly
magazine RACP Quarterly which
replaces RACP News.
Over the last 12 months, we have
extensively surveyed a broad sample
group of Fellows and trainees across
Australia and New Zealand, to
understand your view on how effective
our College communications are, and
how you wish to be communicated with.
The findings and feedback have been
valuable and insightful. You have asked
us to reduce the frequency of our
communications, but to lift the quality.
You have told us you are interested in
updates outside your area of immediate
specialty.

This magazine is a valuable adjunct to
our electronic means of communicating
with you.
Much of the content such as events and
immediate news that appeared in RACP
News in the past is today moving to
digital channels such as our electronic
email bulletins, or being promoted
across our social media channels such
as Twitter, Facebook or LinkedIn.
You have told us you want the
College to be more active on these
contemporary communications
channels; again we have listened to
your feedback, developed a social
media strategy and are increasing our
followers on all of these platforms.

You have also said you want us to
speak more directly and simply, while
preserving the intellectual weight and
rigour of the subject matter.

But magazines like this still serve
a purpose for large and diverse
membership organisations like our
College, as a place to discuss and debate
issues of common interest in more depth.

We have listened to your feedback.
Reducing the frequency of the RACP’s
magazine, while moving to lift the depth
and breadth of issues it covers is just part
of a broader response to providing more
value in our communications.

Among our features in this edition
are discussions on palliative care with
culturally and linguistically diverse
populations, antibiotic microbial
resistance and sexually transmitted
infections, as well as discussion of the
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College’s and the Royal Australian &
New Zealand College of Psychiatrists'
newly released joint Alcohol Policy
targeting excessive promotion of
alcohol in sport.
Our new College Censor is profiled and
discusses his views on assessments of
examination and education standards.
We also highlight New Zealand Fellows’
research findings concerning the use
of vitamin D and calcium in treating
osteoporosis, which were awarded New
Zealand’s highest value science award,
the Prime Minister’s Science Prize.
This is your magazine, and we hope that
you will make contributions to ensure it
remains a vibrant publication reflecting
the diversity of our College.
The editorial board and I appreciate
your feedback which you can provide to
racpquarterly@racp.edu.au.
– Laureate Professor Nicholas Talley
RACP President

RACP Board message

A message from the Board
February 2016

The first Board Meeting for 2016 was
held in Perth on Thursday, 11 and
Friday, 12 February.

International Engagement
Strategy
The College is developing a white
paper outlining how it can engage
internationally and the spheres of
influence it proposes to operate in.
Directors have reviewed the work
undertaken so far and briefed the
College Council at its February
meeting, seeking the views of Council
members on the strategy that is being
proposed. There has been further
consultation with the International
Strategy Working Group and Pacific
Working Group in recent weeks. We
expect to be able to release further detail
on the proposal in coming months.

College Narrative project
Directors were briefed on the outcomes
and recommendations of this project,
which involved cross College research

with Fellows, trainees and external
stakeholders to understand perceptions
of the College, and clarify its core
purpose. This work is likely to have
significant implications for our
communication with members and the
way we portray and project ourselves
externally. The outcomes of this project
will be presented at this year’s Congress.

Ethics Committee
Directors approved the widening of
the Ethics Committee membership
to include perspectives provided by
consumers, Aboriginal and Torres Strait
Islander people, Māori people, the legal
profession and non-clinical ethicists.

Board reform
The Board approved the formal notice
convening the 2016 Annual General
Meeting (to be held on Monday, 16 May
in Adelaide), which will be dispatched to
all members in early April.
The next full Board Meeting will be
held on Friday, 8 April 2016 in Sydney.
‒ Laureate Professor Nicholas Talley
RACP President

Congress
As the RACP’s flagship event, Directors
were briefed on proposed new models
for Congress post 2016. The Board has
approved a new model and asked for
further work with members to develop
an engagement plan, and refine the new
format.
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New Zealand
New Year Honours &
Australia Day Awards
Recipients 2016
Congratulations to those from the College’s membership who
have been recognised in the New Zealand New Year Honours
and Australia Day Awards lists in 2016.
It is an impressive example of how our Fellowship embodies
the College’s motto ‘to serve the health of our people’. The
range of contributions recognised also reflects the diverse
richness of our organisation, from clinical service to medical
education and research.
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NEW ZEALAND
NEW YEAR HONOURS
Officer of the New Zealand
Order of Merit (ONZM)
Dr Simon Gardiner Allan FRACP
FAChPM FRCP – For services to
palliative care.
Dr Joanne Dixon FRACP – For
services to clinical genetics.

Emeritus Professor Douglas Edgar
Joshua FRACP FRCPA – For
distinguished service to medicine,
and to medical education, as an
haematologist and academic, to
myeloma research, and to public health
organisations.
Professor Finlay Alistair Macrae
FRACP – For distinguished service to
medicine in the field of gastroenterology
and genomic disorders as a clinician and
academic, and to human health through
the Human Variome Project.

AUSTRALIA DAY
AWARDS
Companion (AC) in the
General Division
Emeritus Professor Robert Arthur
Ouvrier FRACP – For eminent
service to medicine, particularly to
the discipline of paediatric neurology,
through pioneering efforts in
neuromuscular research, to a range of
medical professional organisations at
the national and international level, and
as an author and educator.

Officer (AO) in the General
Division
Professor David Leon Copolov FRACP
– For distinguished service to tertiary
education administration, to medicine in
the field of psychiatry, to mental health
research, and to the community.

The Honourable Dr Brendan
John Nelson FRACP (Hon) – For
distinguished service to the Parliament
of Australia, to the community,
to the advancement of Australia's
international relations, and to major
cultural institutions.
Professor Robyn Elizabeth O’Hehir
FRACP FRCP – For distinguished
service to clinical immunology and
respiratory medicine as an academic
and clinician, to tertiary education,
and to specialist health and medical
organisations.
Professor Eleanor Joan Ozanne-Smith
FAFPHM – For distinguished service
to public health, particularly in the
area of accident and injury prevention,
to forensic medicine, and to higher
education as an academic.
Professor Peter David Sly FRACP –
For distinguished service to medical
research and education in the area of
paediatric respiratory medicine, as an
academic, author, and clinician, and to
professional organisations.

Officer (AO) in the General
Division
Dr Barry Rex Catchlove FRACP
– For significant service to medical
administration, particularly health
care systems, to international business
cooperation, and to education.
Professor Jeffrey Ronald Flack FRACP
– For significant service to medicine in
the field of endocrinology as a clinician,
and to diabetes research, management
and education.
Dr Peter Frederick Pratten FRACP
– For significant service to medicine,
particularly in the field of radiology
as a practitioner, to education, and to
professional bodies.
Professor Ego Seeman FRACP – For
significant service to medicine, as a
researcher in the fields of osteoporosis
and endocrinology, and as a clinician
and academic.
Associate Professor David Oliver
Watson FRACP – For significant
service to medicine, and to medical
education, to professional organisations,
and to the community.
Associate Professor Michael Clifford
Woodward FRACP – For significant
service to medicine, particularly aged
care, geriatric medical research, and
Alzheimer's disease, as an author, and
to professional groups.

Medal (OAM) in the General
Division
Dr Peter Bert Greenberg FRACP
– For service to medicine, and to
population health.
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A place for robust discussion

Associate Professor Alasdair
MacDonald is reflecting
positively on the most recent
meeting of the College’s new
representative body in Sydney
last month – he is Chair of
the College Council.

“It went well; we’re transitioning into
our role. The first meeting last year
was very much an information session.
This time while there were some
information updates, there was also the
chance to work on the College agenda,
and I’m looking forward to that being
the majority of our meetings in future,”
he says.
The Board sought the Council’s view
on whether the Board was taking the
right approach to a wide range of issues
currently facing the College.
Council members provided valuable
advice and feedback on the issue
of bullying, discrimination and
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harassment in the medical profession,
including problems and solutions they
use in their specialties and workplaces.
The Board also sought Council
members’ views on the proposed
College international strategy, and
state committees. “We’re completing
our work on the roles of the state
committees, and there was extensive
discussion on the role of the College in
the South Pacific,” says Alasdair.
Council members’ views were also
sought on the strategic consumer
engagement project, which focuses on
developing a patient-centred care and
consumer engagement framework to

improve the way the College engages
with healthcare consumers.
Alasdair believes the role of the Council
will evolve and develop over time, and
says Board Directors are supportive and
committed to seeing this happen. “The
Board is very receptive. To have a large
representative Council does mean that the
Board will have to devolve some of the
representative functions to Council.”

and New Zealand included, can make
innovative suggestions and debate
challenging ideas.
“This is the place where issues that face
the College come for discussion. This
is the place to agree on what binds us
together. But it is also the place for
forthright conversation and robust
discussion.”

His strong message to Fellows and
trainees is to use the new forum – and
recognise that it is a place where all
members, specialty societies, the States
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Model takes
centre stage
During 2015, you were kept
informed on the development
of the new Model of
Collaboration (MoC) – a plan
to better guide and enhance
the relationships between the
College and specialty societies.
In October last year, the RACP
Board formed a working party
to finalise the MoC, which was
distributed to 50 specialty
societies affiliated with the
Adult Medicine Division (AMD),
Paediatrics & Child Health
Division (PCHD), Faculties and
New Zealand College bodies
in December.
Among the societies, the MoC
has generated significant
interest and feedback.
In this issue, RACP Quarterly
answers some of the more
common questions.

What makes this approach
different to previous Memoranda of
Understanding (MoU) with societies?
This MoC has been developed
in response to the request from
specialty societies to establish a more
tailored approach to recognising the
relationship between the College and
individual societies.
The document specifies areas of
activity where there is equitable
opportunity for collaboration between
the College and specialty societies.
While these currently reflect what is
already in place, they are expected to
evolve over time.
Fifty societies have been invited to
participate in the MoC, reflecting
the diversity and size of our College.
The document has been designed
to respect and to recognise this
diversity focusing on the development
of a schedule that documents what
collaboration looks like between the
College and specialty societies.
How will the schedule be negotiated?
Each society’s schedule will reflect
its specific interests. For example,
some may seek to collaborate through
education and training, while others
may wish to collaborate through
continuing professional development or
policy and advocacy.
The schedule will not replace or conflict
with existing College By-Laws or
Committee Terms of Reference nor
will it replace current tenancy or other
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commercial agreements with specialty
societies. It will, however, replace
pre-existing MoUs held between some
specialty societies and the College.
Where existing arrangements regarding
Tenancy or Service Agreements exist,
these will be noted in the relevant
specialty society’s schedule.
The MoC will be reviewed regularly,
most likely every two or three years.
This will provide an opportunity to
ensure that collaboration remains
meaningful and aligned to individual
and joint strategic objectives.
What sort of agreement is it?
It is a principles-based, non-legally
binding agreement and is designed
to replace the MoUs between some
specialty societies and the College.
How was it developed?
The development of the document was
managed initially by the AMD and its
many specialty society representatives,
in consultation with the PCHD and
Faculty representatives. It has had input
from the New Zealand Committee, and
has been referred to and finalised by
a College Board Working Party with
representatives of the Divisions and
their Chapters, the Faculties and New
Zealand. All specialty societies now
have an opportunity to work with the
College on their individual schedules.
The College will continue to negotiate
the schedule with the societies over the
course of 2016.

Impressions of the Model of Collaboration (MoC) from
the Divisions, Faculties and New Zealand

Our specialty societies reflect the rich
diversity of our College membership
and our roles and responsibilities are in
many ways interdependent. The MoC
is about harnessing the opportunity
to work together strategically for our
mutual benefit.
The MoC is designed to recognise in
a very positive and genuine sense the
contribution each party makes to the
role of being a physician. It will clarify
each organisation’s roles and set realistic
expectations about how they interact.
That can only help us work together
better and achieve better outcomes for
our mutual members.
Early responses from societies have
been very positive indeed, and have
indicated that societies see this as a
genuinely new and positive approach
to managing our joint objectives.
Professor John Wilson
Adult Medicine Division President

The societies have had different
relationships with the College and
the MoC will establish a level playing
field for the societies. Clarity around
the purpose and delineation of the
relationship, and expectations, between
the College and specialty societies
will help as we move forward with
Governance changes.
Although in its infancy those who have
spoken to me welcome the clarity the
MoC gives them.
Dr Nicki Murdock
Paediatrics & Child Health Division
President

This MoC will allow for a structured,
consistent approach for all specialty
societies. Relationships between
the societies and the College will be
enhanced by the clear outline of the
Model which is flexible enough to
adapt to the various requirements of
individual societies.
Specialty societies can have the
confidence that they are all on an equal
playing field and their needs will be
heard and addressed where appropriate
within the College. The MoC will also
improve the sharing of roles between
the College and specialty societies as
the ground rules will be clear and a key
element is working together.
The MoC has already assisted with
the development of the relationship
between the College and the recently
formed Rehabilitation Medicine
Society of Australia and New Zealand.
Dr Stephen de Graaff
Australasian Faculty of Rehabilitation
Medicine President
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The MoC will establish the principles
for an ongoing and effective relationship
between the societies and the College.
It will ensure a consistent approach for
all specialties and encourage a focus
on what matters to societies and to the
College – a shared agenda.
The MoC will allow a conversation
based in mutual trust and a shared
commitment to working together,
provide clarity and consistency over
key aspects of the relationship and
will ensure an equal footing for all
specialty societies.
Feedback to date indicates the MoC will
be a much clearer and more consistent
approach and having that clarity
ensures consistent expectations.
Associate Professor Grant Phelps
Adult Medicine Division President-Elect
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The College has many societies which
bring benefits to members of these
diverse special interest groups. Because
the societies have been established at
different times and in different ways,
without a guiding set of principles,
there is no guarantee of equity. The
RACP Board’s decision to develop the
MoC is an important one, as it provides
an effective way to ensure equity and
transparency among the specialty
societies. It’s a win-win.
Both the College and specialty
societies will now have a clear and
equitable written understanding of
their inter-relationship.
Professor Paul Colditz
Paediatrics & Child Health Division
Representative on the RACP Board

The College cannot train specialists
without the support of specialty
societies and equally the societies
cannot do it without the College
infrastructure. Only the College can
confer the specialist qualification
the FRACP. We are mutually
dependent and each provides a
unique component of the process.
The MoC clearly outlines our unique
contributions, provides clarity on
roles and is an acknowledgement of
that interdependence.
It seems likely that each party
negotiating with the College will
arrive at a tailored agreement. This
is expected, it is what negotiation is
about – to reach a position that both
parties agree on and will ultimately be
mutually beneficial.
Associate Professor Mark Lane
RACP New Zealand President

Assessing
the College’s
assessment
standards
The RACP’s recently
appointed College Censor
didn’t give much thought to
the science and practice of
teaching until, with his first
appointment as a physician
with teaching responsibilities,
a family member well
practised in the education of
school teachers asked him
what he knew about teaching.
“Well, I don’t need to know
much, I know the topic. And
he said ‘well actually...’”
This piqued Professor Tim Wilkinson’s
interest in education and his pursuit of
postgraduate studies in teaching and
medical education including a Masters
in Education.
As College Censor Professor Wilkinson
will be the Lead Fellow in relation to
assessment standards across all RACP
training programs. He will Chair,
and be supported by, the new College
Assessment Committee (CAC), which
has been established to have oversight
of standards and policies on assessment.
Professor Wilkinson is currently
Professor in Medicine and Associate
Dean (Medical Education) at the
University of Otago’s Christchurch
campus and his career has been
entrenched in medical education.

“Primarily, I’d like to see my role and
the committee’s role as being a resource
for the College,” he said. “I think the
trap for anything that’s regarded as
looking at standards in relation to
assessment, is that people might think
it’s the police! Which it’s definitely not,”
said Professor Wilkins.
The CAC will begin with a review of
assessments (both formative
and summative) across all College
training programs.
“I think first of all we need to be sure
we’ve got the right standards. And
then we need to see how we measure
up against them, see where our
vulnerabilities are, where our strengths
are. The biggest task is to look at how
we make sure that information, other
than exam results, informs decisions
about the progression of candidates,”
said Professor Wilkinson.
“This is the real challenge; to make
sure that we assess more than what’s
assessable by an exam.”
Passionate about the assessment of
workplace activities, Professor Wilkinson
speaks enthusiastically of changes taking
place in the College curricula which
will include Entrustable Professional

Activities (EPAs) as a measure of actual
performance of work tasks.
“All those observations of what goes on in
the workplace – we need to capture these
in a robust and defensible way, because
often the best piece of information about
a candidate is actually what people see
them do.
“Technology is going to be important. It
will offer us some flexibility and open
opportunities to developments like
computer adaptive testing. A lot of work
is taking place at the back end to lay the
foundations,” said Professor Wilkinson.
As for his role as College Censor,
Professor Wilkinson feels that this
is just another part of his role as a
physician.
“There’s more to being a doctor than
just working with your patients. There’s
improving systems and improving the
way things are done, and I think that’s
really important. Improving how we
train, how we assess, how we do things,
that’s all part of being a doctor,” he said.
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A College
curriculum
for physicians
of the future

The College is embarking on an important
program of work to renew its curricula. This
renewal aims to improve patient care and
patient outcomes while providing our trainees
with a training program that gives them the
skills they need to be world class physicians.
The nature of physician practice is
evolving. Our patients expect doctors
to be more than just experts in medical
knowledge. They expect physicians to
be community leaders, be excellent
communicators and advocate for better
health outcomes.
The College is using a number of
methods to ensure its curricula remains
world class and meets the needs and
expectations of healthcare consumers.
We are developing a Fellowship
Standards Framework to guide trainees
to become good physicians. This
framework will define both the medical
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expertise and the professional skills the
modern physician requires. The standard
that all trainees will be expected to
achieve in each of these areas will also be
defined. These Fellowship Standards are
outlined in more detail on page 14.
The College is also considering the use
of Entrustable Professional Activities
(EPAs) in College training programs.
This competency based approach to
assessment was trialed by a group of
Community Child Health trainees and
their supervisors. You can read more
about this pilot on the following page.

EPAs have also been drafted for the new
Basic Training Curricula which will be
discussed at consultation meetings in
Sydney and Auckland in April and May.
Our College motto is ‘to serve the health
of our people’ and this College curricula
renewal will ensure physicians of the
future continue to meet this goal.
Dr Jonathan Christiansen
Chair, College Education Committee
Associate Professor Martin Veysey
Chair, Curriculum Advisory Group

Entrustable Professional
Activities and the Community
Child Health Pilot
In 2015, a group of Advanced Trainees
in Community Child Health (CCH) and
their supervisors signed up to take part
in a pilot of Entrustable Professional
Activities (EPAs), aiming to explore their
usefulness in terms of curricula design
and workplace application for a College
training program.
Like many of the College’s Advanced
Training programs, CCH currently has
a system of largely time-based training
requirements to be completed over
three years of work-based training.
It has become apparent that rather
than fulfil a list of complex time-based
training requirements, a competency
based approach, aimed at assessing a
trainee’s actual performance of essential
work tasks would benefit both trainees
and their supervisors.
EPAs are a key feature of competencybased training, and it was these
structured, assessable activities that
the pilot group in Community Child
Health spent six months undertaking
and evaluating.
Pilot Lead, Dr Mick O’Keeffe,
explained, “while the title, Entrustable
Professional Activity, might sound like
a fine piece of jargon, it’s actually quite
descriptive. It’s talking about the key
professional activities that we need to be
able to trust our trainees to be able to
carry out.
“A curriculum based on EPAs can be
used to gauge progress against what a
trainee actually needs to be able to do
rather than against a long shopping list
of individual competencies.
“Supervisors make decisions based on
trust every day when we’re working with
our trainees. We decide if and when our
trainees are capable of independently
performing their key work tasks. EPAs
provide a framework for formalising
this process.”

Feedback on the pilot has been
extremely positive, especially in relation
to undertaking the EPAs.
“It really got me thinking about the
extent to which I could operate in an
autonomous fashion and the extent
to which I still needed certain levels of
supervision. And they were really useful
conversations to be having with my
supervisor,” said Dr Alicia Montgomery,
Advanced Trainee in CCH.
“I found this to be a much more
structured tool that allowed my
supervisor to say ‘at the moment this is
where you are, and in a couple of months
time you might progress to this stage’,
and I’d never received such concrete
feedback before.”

What are Entrustable
Professional Activities?
“A unit of professional practice that
can be fully entrusted to a trainee, as
soon as he or she has demonstrated the
necessary competence to execute this
activity unsupervised.”
Professor Olle ten Cate, 2015

EPAs:
•

are discrete tasks, separable from
other tasks

•

can be observed and assessed

It’s this quality and specificity of
feedback that trainees and supervisors
involved in the pilot reported was the
most noticeable benefit of the EPAs.

•

are often tasks with
consequences that are not
easily reversed and relate to safe
healthcare on the spot

As a supervisor Dr Vanessa Sarcozy
said: “I thought that I was better able
to supervise within this framework,
because it was such a detailed approach
to the skill sets and I was able to highlight
progress and areas to then move forward
to, so in terms of planning future training
and giving detailed feedback, they were
really helpful.”

•

integrate competencies from
multiple domains of professional
practice

•

are tasks that a trainee could
perform unsupervised by the
end of training

•

are tasks that only professionals
can do.

One hundred per cent of the trainees
and supervisors surveyed after the pilot
agreed that the proposed changes are
desirable to implement in Advanced
Training in CCH and will increase the
quality of the program.
The EPAs were highly favoured by pilot
participants because of their practical
nature, offering greater clarity on
what a trainee should be able to do,
and supervisors commended the EPA
structure for improving their ability
to make objective, evidence-based
decisions on their trainee’s competence
in the workplace.
Watch videos on the CCH EPA pilot
on the College’s YouTube channel at
www.youtube.com/RACP1938.
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Curricula renewal
Assessing a trainee’s actual performance
of essential work tasks, rather than the
completion of a list of complex timebased training requirements, is a key
feature of the latest leading standards in
medical education worldwide. As such,
the RACP is embarking on a Collegewide curricula renewal to ensure our
trainees continue to be offered world
class training.
The curricula renewal program aims to
evaluate and refresh College training
programs to ensure that the physicians
of the future are competent and safe
practitioners, and the integrity of College
training systems continue to be globally
recognised, respected and trusted.
The curricula renewal process involves
consideration of a number of concepts
including:
•

a common curricula design
framework

•

milestones for key progression

points across training, teaching and
learning resources
•

an assessment program and new
curriculum standards, including
EPAs.

In terms of the next phase, and how
the College will look at implementing
any changes in curricula across
the specialties, the Curriculum
Advisory Group will consider the
recommendations from the CCH EPA
pilot and determine how they can be
incorporated into the plan and design
for the new College curricula.
Throughout 2016 the Curriculum
Advisory Group will establish the
curricula model, processes, frameworks
and plans that will form the foundation
for Advanced Training curricula
renewal. Advanced Training curricula
reviews will likely be conducted
in cohorts of specialty programs,
starting from 2017 at the earliest, and
continuing until 2020.

The 10 proposed Fellowship Standards
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Fellowship Standards
One of the key principles of the
College-wide curricula renewal is the
integration of professional skills. To
define the domains of professional
practice for physicians, the RACP
standards framework has been
developed, building on existing RACP
frameworks such as the Professional
Qualities Curriculum and Supporting
Physicians Professionalism and
Performance framework.
The RACP standards framework
includes 10 proposed Fellowship
Standards defining the expectation of all
graduates of RACP training programs.
To find out more about the proposed
Fellowship Standards, and to provide
your feedback, visit www.racp.edu.au/
trainees/education-renewal/fellowshipstandards-consultation.

The trainee in
difficulty policy
and pathway
– supporting
trainees and
supervisors
A new policy and pathway to
support trainees came into
effect in January 2016. They
have been introduced by the
College to assist trainees who
encounter difficulties which
disrupt their ability to meet
and complete their training
requirements and to provide a
framework for supervisors to
ensure appropriate and timely
support is provided.
In previous editions of RACP
News, Stages 1 and 2 of the
policy were explained. Here
Stage 3 and the potential
outcomes are explained.
March / April 2016
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Evaluating progress on
Stage 2
Stage 2 Training Support is co-ordinated
and monitored by the College’s Training
Support Unit. The Unit will nominate
a dedicated case manager for each
trainee at this stage of the pathway. Stage
2 is initiated when Stage 1 Training
Support has not been successful or when
the nature and/or complexity of the
difficulties mean that Stage 2 Training
Support is more appropriate.
The key steps of Stage 2 are the:
•

development and review of a
formal Improving Performance
Action Plan (IPAP)

•

submission of three-monthly
Supervisor reports

•

transparent communication and
regular performance feedback

•

recording of all meetings related to
Stage 2 support

Stage 2 support is provided for up to six
months. Throughout Stage 2, the trainee
and their supervisors meet regularly
to discuss progress against the defined
learning actions.
If at the end of the Stage 2 period,
the training difficulties have not been
resolved and the trainee’s performance
is below the expected level, Stage 3 will
be initiated.

The Stage 3 process
Stage 3 is the final stage of the
Training Support Pathway. A
Comprehensive Review of Training is
the key feature of Stage 3.

Comprehensive Review of
Training
The purpose of a Comprehensive
Review of Training (CRT) is to
establish whether a trainee is capable
of successfully completing the training
program.
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The CRT is conducted by the relevant
Supervising Training Committee. In
the case of dual training a CRT will be
undertaken by both training committees.
The Training Support Unit will
prepare a CRT book for the
Supervising Training Committee. A
brief, the trainee’s training records,
correspondence, and any information
relevant to making an informed
decision will be included.
The trainee is sent a copy of the
documentation prior to the CRT being
conducted and has the opportunity to
provide a written response.

What are the possible
outcomes of a CRT?
The training committee will consider the
information in the review book, and the
trainee’s written response (if provided),
and base its decision on this information.
The training committee will decide on
one of the following two options:
•

Involuntary discontinuation of
training. The trainee does not
have the capacity to continue in the
training program and will be exited
from the training program.

•

Training continues with
conditions. The trainee does
have the capacity to continue in
training at this point and will
undertake a further period of Stage
2 training support which may or
may not include additional training
requirements.

Note: If the trainee is assessed by the
Supervisor as not performing at the
expected level after a second period of
Stage 2 Training Support the trainee
will be exited from the training program
without a further Comprehensive Review
of Training.
In the case of dual trainees, both
training committees will be involved
in the CRT. It is possible that different
decisions will be made for each

specialty e.g. the trainee may be exited
from one training pathway but continue
in the other with conditions.
Trainees have 28 days from the date
of the CRT decision letter to apply for a
reconsideration, review and appeal
of the decision if they disagree with
the outcome.

How long will the CRT
process take?
In most cases the CRT process will
take between 12 –16 weeks from the
time a trainee is notifed that a CRT
will take place.
Read more about the Training Support
Pathway at www.racp.edu.au/trainees/
trainee-support-services.
See our case study
on page 52

Montgomery Spencer
Memorial Lecture

Professor Brian Darlow MA MB BChir MD
FRCP FRACP FRCPCH

Professor Brian Darlow
delivered the 2015
Montgomery Spencer
Memorial Lecture at the
Paediatric Society of New
Zealand Annual Scientific
Meeting, held in Wellington
in November 2015. The
lecture was established as a
memorial to Colonel Frederick
Montgomery Spencer of
Wellington, a children’s
specialist who died in active
service in Tripoli in 1943.

F

ollowing is an edited version of
Professor Darlow’s oration, a
full version will be appearing in
an upcoming issue of the Journal of
Paediatrics and Child Health.
This oration comprises a personal
history of thirty-five years as a clinical
researcher in neonatology and pays
tribute to some key colleagues. Just as
neonatology has grown from a rather
fledgling specialty to maturity, the talk
also reflected on a journey of research
from premature newborns to studies
involving these graduates as young adults.
Montgomery Spencer, as a third year
medical student volunteer member of
the New Zealand Medical Corps, was
at the landing at Gallipoli 100 years
ago. In 1930, Dr Spencer was appointed

as Wellington’s first paediatrician.
It was a time of considerable
economic depression when childhood
malnutrition was common and this
area became an essential focus of
his clinical research. I too became
a clinical researcher because there
were important issues in newborn
care that needed answers. And I want
to encourage the idea that clinical
research is something we should all be
engaged in.
Following the influential 1982
Maternity Services Report, New
Zealand was one of the first countries to
move towards and receive the benefits
of regionalisation of perinatal care. A
1986 study of all very low birth weight
(VLBW) infants (birth weight <1500g)
aimed at documenting the incidence
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and risk factors for retinopathy of
prematurity (ROP), and a 1991–2
study that made exogenous surfactant
available for the first time for infants
with hyaline membrane disease,
involved collaboration between all
neonatal units in the country. These
collaborations meant it was easy for
New Zealand neonatal intensive care
units to join with those in Australia to
form the Australia and New Zealand
Neonatal Network (ANZNN) in
1994, which in large part came about
through the vision and efforts of the
late Professor David Henderson-Smart.
The ANZNN now registers nearly
10,000 high risk infants annually,
provides ongoing audit of practices
and outcomes and facilitates quality
improvement initiatives. The ANZNN
is also one of eight national networks
from nine countries which have formed
an international collaboration to
investigate variations in outcomes.
Along with ROP, neonatal chronic
lung disease or bronchopulmonary
dysplasia (BPD) is one of several major
morbidities in very preterm infants that
25 years ago were being characterised as
‘oxygen radical diseases of prematurity’
but with little direct evidence of the
processes involved. I was fortunate to
be introduced to Professor Christine
Winterbourn, a free radical biochemist
and a leading New Zealand scientist
who was the first woman to receive
the country’s top science award, the
Rutherford Medal, in 2011. Through
a long collaboration we investigated
many aspects of the pathogenesis and
prevention of BPD in descriptive, casecontrolled and basic science studies
and two large randomised controlled
trials (RCTs). Among other findings we
showed that bright light, particularly
phototherapy light, caused high levels
of potentially damaging peroxides
in the fat solution given as part of
parenteral nutrition and it is now
routine practice to shield such solutions
from light exposure.
Many of the important clinical
questions in neonatology require
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several thousand participants and can
only be addressed by large international
RCTs. The Benefits of Oxygen
Saturation Targeting (BOOST) NZ trial,
funded by the Health Research Council
of New Zealand, was one of five similar
trials worldwide with a combined total
of 5,000 extremely premature infants.
Before the trials and based largely on
observational data the common view
was that targeting a lower oxygen
saturation range would avoid oxygen
toxicity and particularly ROP. Although
two of these trials have still to report
two year outcomes, the key finding
that the lower target is associated with
increased mortality has already changed
practice and will potentially save many
hundreds of lives.
What is perhaps of most importance to

families of very preterm infants beyond
survival is the quality of longer-term
outcomes. With my long-standing
collaborator, biostatistician Associate
Professor John Horwood, the 1986
national cohort of very low birthweight
infants (VLBW) have been assessed at
7–8 years and as young adults at 22–23
years. Although VLBW graduates
had lower educational achievements
and were more socially isolated than
term born controls they rated their
quality of life no differently. The
VLBW cohort and controls are now
having comprehensive medical and
psychological assessments at 26–27
years over two days in Christchurch.
Unfortunately in many middleincome and developing countries
increasing preterm survival is being

accompanied by increases in serious
morbidities, including ROP – history
is repeating itself. Since 2007 I have
had the opportunity to contribute to
work led by Professor Clare Gilbert,
an ophthalmologist from London,
aimed at helping these countries with
prevention, detection and treatment of
this disabling disease.

Professor Brian Darlow MA
MB BChir MD FRCP FRACP
FRCPCH
Professor Brian Darlow was born in
London and attended Cambridge
University, where he undertook
an initial degree in basic sciences
before completing his medical degree
in 1973. He became a Fellow of
the Royal Australasian College of
Physicians in 1990.

Professor Darlow’s postgraduate
training included time in the United
Kingdom, Papua New Guinea and
New Zealand, and he returned to
Christchurch as a Senior Lecturer in
1982. He holds the CureKids Chair of
Paediatric Research at the University
of Otago. His clinical work has been
predominantly as a neonatologist,
but included responsibilities for
the paediatric diabetes service in
Christchurch for many years.
Professor Darlow’s main research
interests have focussed on freeradical disease in newborns including
retinopathy of prematurity (ROP),
longer term outcomes following
preterm birth, and neonatal networking
and unit variations in outcomes.

Professor Darlow has been a member
of the Australia and New Zealand
Neonatal Network (ANZNN) Executive
since its foundation in1994 and was
Chair of the Network Management
Committee from 2008–2012.
Professor Darlow served on various
RACP committees between 1994 and
2008, including being Chair of the New
Zealand Board of Paediatrics and a
member of the RACP Board.
Since 2007 he has contributed to
workshops aimed at improving the
care of the newborn and prevention of
ROP in several developing and middleincome countries.
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Palliative
Care doctor
embraces
diversity
challenges
With more than 220 languages
and over 100 different cultural
groups recognised across
Australia, nearly every
physician can relate to the
challenges of delivering
medical care to culturally and
linguistically diverse (CALD)
communities.
But few are as passionate
about improving their
personal understanding as
palliative care specialist, Dr
Phillip Good, from St Vincent’s
Private Hospital and Mater
Health Services in Brisbane.
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Dr Phillip Good FRACP

D

r Good received a
2014 Cottrell Research
Establishment Fellowship
from the RACP Foundation so he
could research the implications of
culturally and linguistically diverse
(CALD) patients in palliative care. The
award followed Dr Good’s involvement
in a study with Australian Research
Council (ARC).
“The ARC study focused on the patient,
carer and clinician experiences at the
end of life,” explained Dr Good. “But
the study actually excluded patients
with low English proficiency. This is a
common occurrence in a lot of studies
and often leads to patients from CALD
backgrounds being underrepresented in
any outcomes.
“For the ARC study, I was collaborating
with University of New South Wales
based sociologists, Professor Alex
Broom and Dr Emma Kirby and we
all thought how it would be great
to try and use a similar qualitative
methodology specifically including
CALD patients and carers. Fortunately
at the same time I was working with,
and inspired by, Dr Zarnie Lwin,
a medical oncologist who is very
passionate about understanding the
experiences of CALD patients during
their cancer journey.
“It made sense that the four of us
work together to better understand the
experiences of CALD patients in their
transition to and in palliative care.
We were all excited about the idea as
little is known about the experiences
of CALD patients in palliative care,
and probably even less so about the
experiences of interpreters.
“Fortunately, through the Foundation,
the RACP was very supportive of our
research. The funding allowed us to
have the interviews done individually
and independently by sociologists.”

As part of the research, comprehensive
data was collected consisting of 45
minute semi-structured, face-toface interviews. The interviews were
conducted with patients (16) and
carers (14) in their native language and
with interpreters (20) in English.
The results have had an immediate
impact on Dr Good.
“One of the outcomes that really stood
out is that there is often no direct
translation for the term ‘palliative
care.’ Nor do the health systems of some
countries provide support for palliative
care. Intuitively all doctors should
recognise this, but embarrassingly
I hadn’t previously given it much
thought,” said Dr Good.
“I have also begun to understand the
importance of asking patients about
their cultural background and how
they think it may influence their health
care choices.
“Just because someone is from a certain
cultural group does not mean they
follow every cultural norm associated
with that culture. As doctors we need
to ask patients about their cultural
background and how they think it may
influence their health care choices.
“The thing that I have really loved
about this project has been that I have
learnt so much, and how it has changed
my clinical practice.”
As well as improving his own
understanding of CALD patients,
Dr Good has come to appreciate the
important role of the interpreter.
Results from the interviews revealed
some of the challenges interpreters
face in a palliative care environment.
“I had little awareness of how they are
sometimes asked for clinical advice, or
are asked by family members not to say
certain words,” he explained.

“What stood out for me was how
emotionally difficult it is for interpreters
working in palliative care, and
sometimes how professionally isolated
they feel.”
After the interviews, Dr Good was
involved in an education afternoon
at Mater Health Services, Brisbane.
Initial expectations were for a low
turnout of around 10 interpreters,
however he was shocked when more
than 70 arrived.
“They were so interested about
improving their understanding of
palliative care and cancer. They also
shared stories about various clinical
encounters – many of which most
doctors would find emotionally
challenging – yet they have had to
manage with little training and support.”
While all of the interviews for this
project are complete, the analysis
continues. Dr Good, Professor Broom,
Dr Kirby and Dr Lwin will look to
finalise and publish their findings later
this year.
And in the meantime, more research
is underway. Dr Good is recipient of
a further RACP Foundation grant –
The 2015 Servier Staff ‘Barry Young’
Research Establishment Fellowship.
This research will seek to determine
optimal use of methadone for cancerrelated pain.
“We are in the process of collecting
blood and saliva from patients for
analysis for this study,” he added.
“Professionally, it’s an exciting time
for me and I am very grateful for the
support of the RACP Foundation.
Ongoing research is important to
improve our understanding of palliative
care and cancer treatment.”
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RACP
Congress
2016

The practice of medicine is ever
changing as research continues to
improve our understanding of disease
and its causes and treatments; new
ways of improving the way healthcare
is delivered are established; and the
regulatory framework under which
we operate continues to influence how
doctors work.
For these reasons, and many others,
being up-to-date with the latest
developments remains crucial for all
physicians and paediatricians. As the
body of medical knowledge grows it is
an opportunity for us to continue
to EVOLVE.
Learning doesn’t end with the
completion of specialist training, we
learn as we treat our patients, teach
junior doctors and as we undertake
continuing professional development
opportunities. RACP Congress 2016
is an ideal opportunity to continue
this lifelong learning journey and
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hear about key issues from across
the specialties. It is also a chance to
EDUCATE as we share this knowledge
with our colleagues.
With plenary sessions, streams and
workshops the varied and thought
provoking program will offer
expert global perspectives and
Australasian research and expertise
will be highlighted.
We will welcome international guest
speaker Sir Henry Burns from Scotland.
Sir Harry, as he is known, is Professor of
Global Public Health at the University
of Strathclyde. He was Chief Medical
Officer for Scotland from September
2005 to April 2014. At RACP Congress
2016 Sir Harry will deliver a plenary
address on the biological consequences
of poverty and social chaos.
This year the Priscilla Kincaid-Smith
Oration will be delivered by Professor
John Mills, an internationally respected
physician, scientist and businessman.

Professor Dinah Reddihough, a
paediatrician involved in the clinical
care of children with disabilities will
deliver the Howard Williams Medal
Oration. The Cotterall Memorial Lecture
will be given by hypertension expert and
researcher Professor John Chalmers.
Maintaining relationships with
colleagues from within our specialties
and from across the broad range of
expertise our College represents, is
another important way to keep our
interests alive. With a number of
networking opportunities, RACP
Congress 2016 will also be a chance
to ENGAGE with our peers, exchange
ideas and debate key issues.

RACP
Congress
2016

Adelaide
Convention Centre
16-18 May 2016

This event is also an opportunity to
earn CPD points.
We look forward to seeing you at RACP
Congress 2016 in Adelaide.
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Lessons
from
battles
past

I

n an age of wars fought with smart
bombs, drones and other high tech
weaponry, the many medical sideeffects of conflict remain unchanged.
From Ardennes one hundred years ago
to Afghanistan today, ongoing evidence
of psychological injury and physical
trauma, long after experience on the
battlefield, are two such consequences.
Academic researchers have a
strong interest in the Great War but
policymakers also use our Sydney
based medical library to learn lessons
from the past on how to manage the
physical and psychological damage of
wars today.
One of the library’s latest acquisitions
may make intriguing reading for those
who are interested in the history of
Australian battlefield medicine.
Australian Doctors on the Western
Front France and Belgium 1916 –1918
is the third volume in the series
Doctors at War, written by Colonel
Robert Likeman, CSM who served in
the Australian Army for 24 years, first
in the Army Reserve and then in the
Regular Army.
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Col Likeman was posted overseas on
operations three times, including the
peace-keeping mission in Rwanda in
1995, and in 2001 was awarded the
Conspicuous Service Medal. His last
posting was as Director of Army Health
in Canberra.
Another recent acquisition of note
for Fellows and trainees interested
in wartime medicine is Malcolm
Stening’s Memoirs of a Doctor at War.
The author’s brother was a Fellow of
our College but Malcolm followed the
specialisation of gynaecology.
Malcolm served in the Royal Australian
Navy in World War II aboard the
heavy cruiser HMAS Australia,
fighting the Vichy French in Vichycontrolled Dakar, and later the Japanese
in the strategic Battle of the Coral
Sea. He became a world renowned
gynaecologist after the war and his
memoir chronicles his service.
Many authors visit and use the College’s
library for research.
Michael Pembroke spent time amid the
silence, historic ambience, and walls
lined with rare and valuable medical

texts to research his book Arthur Phillip
Sailor Mercenary, Governor, Spy, a
history of the life of the Royal Navy
Admiral who became New South Wales’
first Governor.
The library holds an original
publication of Surgeon White,
Governor Phillip’s colleague on the
First Fleet. It also has material on the
interaction between European and
Indigenous medicine in the very early
colonial period in Australia.
Retired orthopaedic surgeon Neil
Thompson spent time in the library
conducting research for his book on
rural health through the late colonial
period to the mid 1980s, Sawbones,
Saddle Burns and Soothing Balms –
Medical Practitioners in the Richmond
Valley. Its colourful stories of pioneer
times in rural areas are described by
reviewers as a `cracking read’.
Contemporary Indigenous medicine is
the subject of another new acquisition
Traditional Healers of Central Australia:
Ngangkari by the NPY Women’s Council
Aboriginal Corporation. This book was
recommended by College staff.

Both staff and medical researchers
are often interested in traditional
Indigenous healing and its relation
to western medicine and Indigenous
spiritual beliefs. Western medicine and
Indigenous beliefs are not necessarily
in conflict and can work together for
a good health and well-being outcome
for all.
Rounding out the list of latest
acquisitions is Australian Pain Society
the First 35 Years by professional
historian Dr Judith Godden. Our
library contributed to the publication
of this history of pain management in
Australia which was commissioned by
the Society.
A broad range of fascinating topics are
covered, from changing attitudes to
pain since the 1700s, through the use
of compounds ranging from lettuce
to cocaine for pain relief during the
nineteenth century, to twentieth
century landmark publications
and theories regarding pain and
pain management. The book also
documents the history of the Society
from formation of the Chapter in 1978
through to today.
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Medical history comes to life

The striking images on these pages are
an insight into an ambitious long term
project commissioned by our College’s
Cultural Assets Working Party. The
Working Party recommended that
the newly set up Library and Heritage
Committee oversee this extensive project.
The aim is to photograph to exacting
standards the entire RACP History
of Medicine Library’s valuable and in
some cases, priceless artefacts, as well
as investigate the value of digitisation
of some of the 40,000 books in the
collection. Consideration is also being
given to putting them online, to enable
Fellows, trainees, researchers and

members of the public virtual access to
the library’s collection.

use its many historical artefacts, books
and artworks.

The images have been taken by
photographers, with international
experience working with government
departments, private individuals and
companies in documenting, scanning
and digitising materials for archiving
and display purposes. Over several
days artefacts ranging from priceless
microscopes through to historic
phials still containing pills and tablets
were photographed.

The Library and Heritage Committee
annually reviews strategy, policy and
guidelines for the ongoing maintenance
of all College owned heritage and
Library assets. It also reviews valuations
of assets.

As in many College activities, Fellow
input is vital. Fellows help the College
determine how best to preserve and

If you are a student of medical history,
you will be pleased to know that we
will continue to feature photographs
of artefacts from the library in future
RACP Quarterly editions.

Inaugural meeting of the Library and
Heritage Committee. (L to R) Professor Ian
Holdaway; Professor Mark Ferson; Clinical
Associate Professor Catherine Storey, Chair;
Charlotte Baird, RACP Manager Business
Operations; Dr Caroline Brand, David
Russell, RACP History of Medicine Librarian.
(Not present Professor Charles Guest and
Dr Kostas Brooks).
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Visit the RACP’s History
of Medicine Library
The RACP’s History of Medicine
Library is Australia’s largest
collection of medical history
books, documents and artefacts.
The Library was established in
1938, at the same time as the
College, and benefited from a large
donation of books from the Royal
College of Physicians in London.
It has grown to be a repository
of medical history consisting
of 40,000 volumes including
monographs, journals, images,
manuscripts, correspondence and
antique medical instruments.
The collection includes several
rare items and treasures, many
donated by Fellows, including a
first edition of Charles Darwin’s
On the Origin of Species.
The Library is open Monday to
Friday from 9.00am to 4.00pm, or
by appointment.
Many items from the Library are
available for loan and Australian
and New Zealand Fellows and
trainees are able to borrow directly
from the Library.
The Library also offers an
interlibrary loan service, for
selected items, through the
Libraries Australia Network to
members of the public.
The Librarian is able to provide
research assistance to RACP Fellow
and Trainee Members and others
interested in medical history.
Guided tours of the Library are
available by appointment.
Contact library@racp.edu.au
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Methamphetamine
and medicine
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While methamphetamine use has remained at consistent levels the type and strength of
these types of drugs being used has impacted the health system and how users are cared for.
Addiction Medicine specialist Dr Matthew Frei explains.

A

ddiction Medicine is a specialty
constantly buffeted by social,
cultural, technological and
political changes. It would have been
hard to imagine 10 years ago that, in
addition to traditional illicit drugs
and alcohol, we would be discussing
synthetic cannabis, other psychoactive
‘research chemicals’ and elaborate
devices for vaporising nicotine. Another
relatively recent drug use phenomenon
is the rebranding and black marketing
of an old drug, methamphetamine, in
crystalline form as ‘ice’.
In the last two to three years, crystal
methamphetamine has been a hot
topic for the Chapter of Addiction
Medicine and the subject of countless
media reports, parliamentary
inquiries, scientific meetings and law
enforcement strategies. But what are
the facts about ice?
Based on two decades of National
Household Drug Surveys,
the percentage of Australian
methamphetamine using adults has
actually remained fairly stable at
around two per cent. The public health
burden of methamphetamine-related
morbidity and mortality is still tiny in
comparison to alcohol and tobacco.
However, the type and strength of
illicit methamphetamine has changed.
Powder or ‘speed’ has been replaced
by the more potent crystal ice. Ice
use is characterised by frequent and
intense bouts of smoking or injecting,
sometimes resulting in agitated
behaviour and followed by exhaustion.
Increasing numbers of ice users are
presenting to hospitals, mental health
services and community alcohol and
drug treatment centres.

What does this mean for physicians?
Emergency Department management
of ice-affected individuals is resource
intensive. Acute psychiatric services
may be involved in ice-related
psychosis, however their capacity
and expertise in managing substance
use disorders varies. Management
of acute severe toxicity may
involve oral or parenteral sedation
with benzodiazepines or atypical
antipsychotics, sometimes followed
by an effort to engage patients in long
term follow-up through community
alcohol or other drug treatment.
Medical management of chronic,
relapsing methamphetamine use is
challenging as, unlike opioid addiction,
there are currently few effective
medical treatment models to augment
the psychosocial support provided. A
big concern is the modest size of the
addiction medicine specialist workforce
given the high impact and prevalence of
methamphetamine, alcohol and other
drug use.

scheme will reduce some of the
barriers to recruiting basic physician
trainees into a dynamic and fascinating
advanced training program. If these
changes are realised the Australian
community will hopefully see a first
world response to the health problems
of methamphetamine and other
substance use.
Dr Matthew Frei
Australasian Chapter of Addiction
Medicine President

However, there are signs that we may
be improving our medical response to
crystal methamphetamine. Addiction
medicine specialists are accustomed to
an ever-changing climate of substance
use and will modify clinical practices
accordingly. Some centres are now
trialling methamphetamine substitution
agents and other medication-assisted
care for psychostimulant use. The
recent National Ice Task Force Report
recommended a raft of treatment
initiatives for methamphetamine,
including the approval of Medicare
items for Addiction Medicine
specialists. Recognition of addiction
medicine specialist consultations
through Australia’s national insurance
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Getting ahead
with sex-ed
A recent survey has found that
50 per cent of Australian and
New Zealand adolescents find
their sex-education at school
inadequate and irrelevant
to their experiences – in
particular lacking information
about same-sex and gender
diversity issues, and how to
have healthy relationships.
Paediatrician and adolescent
sexual and reproductive
health expert Professor
Rachel Skinner says that
while society’s views have
become more liberal about
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the importance of sexeducation – the actual
education hasn’t caught up.

I

“Schools, parents, doctors,
and organisations like the
RACP all have a role to play
in providing sexual and
reproductive health education,”
said Professor Skinner.

A concern of many young people is
whether what they say will be relayed
back to their parents. “They often aren’t
aware that confidentiality is a legal
requirement for adolescents who are
deemed competent to understand the
information and make decisions about
their treatment.

n Australia from the age of 15, and
16 in New Zealand, young people
are able to independently access
medical help.

“Young people have the right to
confidential, non-judgmental sexual
and reproductive health care,” said
Professor Skinner.
It is currently not compulsory for
doctors to train in how to deal with
young people’s health.

The role of schools and
parents

likely to have their first sexual encounter
later and are more likely to have safer sex.”

For many young people school sexual
health education is a crucial, and
sometimes their only, source of sexeducation because their parents may
not feel comfortable or equipped to
speak with them at home about it.

In her day-to-day work Professor
Skinner gives parents the general advice
that they need to start the conversation
about sex with their children when they
are young.

“Young people need to be taught sexual
health right through primary school and
into high school, and not just the ‘nuts
and bolts’ they need information on
healthy and safe relationships too,” said
Professor Skinner.
While sexual education is a mandatory
part of the school curriculum and an
evidence-based framework for teaching
sexual health is available, what’s clear
is that sex education isn’t delivered to a
consistent standard across schools.
“Some students are getting good sexual
health education, some are getting a little
bit of information, and some are getting
nothing at all.”

“Many practising doctors trained some
time ago and adolescent health care has not
been a mandatory requirement although
education in the field is becoming more
routine.
“As health professionals our education
shouldn’t stop, we need to keep
upskilling as new health issues are
recognised,” said Professor Skinner.
The RACP’s Sexual and Reproductive
Health Care for Young People Position
Statement was released in 2015.
“There have been some youth health
policies that mention sexual health
but the mention is very minimal,”
said Professor Skinner.

One of the problems says Professor
Skinner, is that while sex-education
generally falls on the physical health
teachers, a recent review has shown
that they are not all trained in sexual
and reproductive health education.
“For physical health teachers, sexual
health is not a compulsory subject as part
of their degree – it’s an elective. So many
of them are having to teach it at schools
and haven’t had the required education or
training.

Her advice is to answer their questions in
an age appropriate way – with reasonable
information they will understand.
“By not shrugging the questions off, you
start the conversation well before they
begin a sexual relationship – which
makes it so much easier for parents when
they do start having sex because there is
a level of comfort already there in talking
about sex.”

Let’s talk about sex
When talking to adolescents and
young people about sexual and
reproductive health:
• treat them with respect and
listen to their views
• encourage questions and answer
them to the best of your ability
• provide information in a way
they understand
• be alert to children and young
people who may be at risk.

“Parents can often find sex education at
home challenging because it’s a sensitive
subject and it might conflict with religious
values or personal beliefs,” said
Professor Skinner.
“While it might be tempting for parents
to shy away from the topic because it
feels uncomfortable, evidence shows
that parents who do talk about sex and
relationships with their kids, find when
they become adolescents they are more
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Practising medicine
through a window:
telehealth in the remote
Northern Territory
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In remote areas of the Northern Territory, the
potential for telehealth services to transform
the lives of patients is enormous. Dr Simon
Quilty, general medicine physician at Katherine
District Hospital, is leading the way.

F

rom his extensive experience
working in remote Australia,
General and Acute Care
Physician Dr Simon Quilty saw a
major need and an obvious solution.
If the realities of remote living were
impeding patients’ access to medical
care, then telehealth was clearly the
answer. For Dr Quilty, delivering
telehealth services via video-link is
simply practising medicine through a
window.
The telehealth service offered by
Katherine Hospital is profoundly
changing how people in the region
experience health care. For many
rural patients, the convenience of a
telehealth consultation – circumventing
the challenges of distance, time and
mobility – has been a boon. For
Aboriginal communities in remote
areas, the benefits of telehealth are
deeply personal as well as highly
practical. By allowing people to stay in
their community, they are able to retain
vital direct access to their community’s
support and care.
Since establishing telehealth services
at Katherine Hospital Dr Quilty has
seen huge improvements in the ability
of people living in remote Indigenous
communities to access health services
and make informed decisions about
their care.

Group discussion and collaborative
decision making are key features of
Aboriginal society. It therefore follows
that important decisions about complex
care needs, including palliative care
and advance care planning, must be
made in consultation with family and
community members.

Aboriginal people, the need
“For
for community involvement
and support in their health
care decisions cannot be
underestimated.

”

For patients living in remote
communities such as Lajamanu which
is 486km from Katherine, it is simply
not feasible to bring several family
members to a face-to-face hospital
appointment in Katherine. Dr Quilty
has seen that telehealth consultations
– which allow the patient, their
family and carers, and the physician
to participate in a group discussion –
result in decisions about care which are
more culturally appropriate and thereby
more effective for the patient’s needs.
While communicating via telehealth is
very different to a traditional clinic visit,
it does allow patients to see their doctor
face-to-face without travelling hundreds
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of kilometres to Katherine Hospital. The
costs and impact of this long-distance
travel to the patients and to the health
system can be enormous.
Patients have the familiar face of their
specialist on the screen in front of them,
have their local General Practitioner
or Aboriginal Health Worker in the
room, and their family seated around
them; all of which empowers them to
make informed decisions in a familiar
and supportive environment. The
result is that all the relevant issues
can be discussed, everybody is on the
same page and everybody is happy – a
situation that was not always achieved
prior to telehealth.
For Dr Quilty, telehealth technology
does not hinder communication but
rather opens up space for patients to
speak because they feel comfortable and
supported. In turn, this ensures that
the relationship between him and his
patients is one where conversations are
not impeded by issues such as anxiety
about the hospital environment or
uncertainty about making decisions
without family and community
support. Dr Quilty’s telehealth
services are instrumental in building

closer relationships between medical
professionals across the Northern
Territory. In particular, telehealth has
allowed Dr Quilty to strengthen ties
with Remote Area Nurses, Aboriginal
Health Workers and local General
Practitioners in remote communities
and better support them in providing
complex care in challenging settings.

greatly improves our
“ Video-link
ability to provide continuity
of care while still keeping that
face-to-face communication
and personal connection.

”

Building a strong rapport with primary
healthcare providers naturally leads
to a more collaborative approach to
taking a patient’s history, performing
a physical examination and providing
specialist advice. Such conversations
ensure that patients are well informed
about recommended treatment options,
and often support access to treatment
in cases where patients prefer to be
managed in their community by their
primary healthcare team rather than in
a distant hospital.

“I felt a lot of people weren’t being seen
and that telehealth would immediately
rectify that – and it has.
“As physicians, we are our patients’
advocate. We have a responsibility to
make sure our patients are able to access
our services, in a way that is best for
them and supports the provision of high
quality care.
“I would urge any physician or
paediatrician who works in a rural or
remote area – whether located there or
providing outreach services – to advocate
for and actively help establish telehealth
services. It will reap benefits for years to
come for many, many people.
“My experience with telehealth is
that it helps my patients, it helps me,
and it helps my primary health care
colleagues. I feel I have been able to
provide better care to my patients as they
are able to consult with me when they
need to, support their connection with
their community, and provide better
continuity of care. Telehealth is clearly
the way of the future and we need to
embrace it,” said Dr Quilty.

Telehealth from an administrator’s perspective
Successful telehealth services require dedicated administrative support. Ms Lisa Collard, Telehealth Administration Officer
at Katherine District Hospital, explains why telehealth is important to her.
“The part I’m passionate about is seeing Indigenous people be able to connect to a health service without leaving their
community. It’s fantastic because there are so many complex reasons why a person might not want to or be able to travel. To
go to their local clinic with staff that they know is so much better; it’s not going to take them all day, they don’t have to get
on a plane, and they don’t have to leave their community and kids. Telehealth enables patients to have the right person with
them at the right time to communicate, interpret, whatever they need to make sure that they understand and are involved in
what’s happening.
“To be able to have that consultation and then go home is just fantastic. Borroloola is one of our community clinics and
that’s where my family is from, so I’ve seen firsthand how good the service is and how people are benefiting.
“We talk about patient centred care all the time and I think that telehealth really delivers that.”
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Pine Creek

Telehealth at Katherine District Hospital
• The hospital services a population of 19,000 people living in an area covering 340,000km2. Some patients live over
800km from the hospital.
• Telehealth services are provided for:
º

general medicine outpatient clinics

o

rapid access clinics

o

visiting specialist consultations

o

patient consultations with Darwin-based specialists

o

family and community discussions for in-patients.

• The telehealth platform used is Cisco Jabber, the preferred platform of the Northern Territory Department of
Health and recognised by the World Health Organization as meeting the requirements for privacy and reliability
for clinical settings.
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Calling ‘time’
on excessive
promotion of
alcohol in sport
From long term harm to
tragic accidents – physicians
see the impacts of alcohol on
patients every day.
The RACP, in partnership
with the Royal Australian
& New Zealand College of
Psychiatrists (RANZCP), have
released an updated version
of our joint Alcohol Policy.
The Policy makes a range of
recommendations for change
in both policy and culture
around alcohol consumption
in Australia and New Zealand.
In launching the Policy, the
RACP is asking – is it right
that alcohol is promoted so
vigorously through sport?

T

he harms of alcohol, both in
terms of the immediate effects
of a binge, and the longer term
effects of sustained over-consumption,
are not news to physicians or
paediatricians. Alcohol is the world’s
third largest risk factor for disease
burden1 and the eighth largest risk
factor for deaths2.
Nor sadly are the harms of alcohol
news to the broader public, with
regular stories in the media about
alcohol-fuelled tragic accidents and
acts of violence.
In launching the updated Alcohol
Policy the College is calling for stronger
measures to curb this harm – including
deeper consideration of and measures
to address the culture of drinking
in both Australia and New Zealand.
Society’s seeming acceptance of risky
consumption of alcohol as a normal
and expected part of life, and the overt
targeting of young people and heavy
drinkers by the alcohol industry, needs
to change.
Challenging this culture means looking
beyond the immediate alcohol-related
harms, to the underlying causes of the
risky consumption which is leading to
this harm.
A major contributing factor is the alcohol
industry exploiting our love of sport.
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Watching our favourite teams play, both
in the stadium and from our lounge
rooms, is a staple of Australian and New
Zealand family life. But everywhere
we look when watching many high
profile sports including cricket
and football, alcohol branding and
marketing abounds. During an average
game of NRL football for example, it’s
ubiquitous; on the players' shirts, on
the stadium boards, painted on the
field itself. Brands are even included in
the name of many league competitions
and rounds, such as the ‘VB NSW
Blues’ and the ‘XXXX Qld Maroons’
during the State of Origin. Alcohol
companies sponsor the code, the teams,
the league and individual fixtures; and
TV sponsors fill the airtime with their
brands during commercial breaks.
Over summer, the association between
cricket and beer is impressed upon the
community through Victoria Bitter’s

highly visible sponsorship of the
Australian men’s cricket team.
During high-profile football fixtures,
the volume of alcohol advertising is
staggering. During the three State of
Origin NRL games in 2013, there were
4,062 instances of alcohol marketing,
with a total duration of 198.88 minutes
of advertisements.3
The sheer level of expenditure shows
the industry knows this promotion
is effective. In a two month period in
2012, alcohol companies spent $15.8
million on metropolitan television
advertising4 – a huge sum which would
only have been spent on the guarantee
of profitable returns.
The main finding from a 2009 UK
House of Commons inquiry which
gained access to internal alcohol
industry marketing documents was that

alcohol companies target young people.
That inquiry’s report stated that “market
research data on 15 and 16 year olds is
used to guide campaign development
and deployment, and there is a clear
acknowledgment that particular products
appeal to children”.5 One company
referred to their alcoholic product as a
‘kid’s drink’ and another beer company’s
internal briefing document listed as
a ‘desired outcome’ that ‘More young
male drinkers [are] recruited to the
brand…before they have crystallised
their repertoire’.
Serious regulatory loopholes in both
Australia and New Zealand expose
children and adolescents to a barrage of
promotion and the positive associations
between alcohol and sport. Alarmingly,
despite the known health impacts, and
in the face of strong criticism from a
range of experts and organisations,

the Australian free to air TV code
of practice was recently loosened
even further. It now allows alcohol
advertising not only during live sports
events but also during any ‘sports
program’. In calling attention to this,
the RACP is asking to what degree
Australia’s broadcasting watchdog, the
Australian Communications and Media
Authority (ACMA), is listening to
community and health concerns.
A recent Australian study found that
86.9 per cent of alcohol sponsorship
between 6am and 8.30pm is broadcast
during live sporting events – a time
when 63.7 per cent of viewers are below
18 years of age.6
The updated Alcohol Policy calls
on the Australian and New Zealand
governments to address the
regulatory weaknesses which allow
advertising and promotion of alcohol
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through sport to be so relentless and
overwhelming. We are calling for an
end to the current ineffective selfregulatory advertising code; including
the introduction of meaningful
sanctions should breaches occur.
The negative health impacts of alcohol
demand that we put an end to the
alcohol industry targeting youth.
Alcohol consumption affects brain
development, which is continuing
to form and mature throughout
adolescence. We also know that young
people are more likely to combine
high-risk drinking with other high-risk
activities7, increasing the potential for
accidental injury both to themselves
and to others.
So, as well as establishing an unhealthy
association in young people between
alcohol and sport (which will likely
persist through to adulthood), this
aggressive promotion of alcohol during
sporting events also leaves young people
vulnerable to risky consumption of
alcohol at a time when they are at highest
risk of its harmful impacts. If allowed to
continue we are condoning the health
benefits of sport being overrun by a
product that causes significant harm to
its participants and supporters.

38

RACP Quarterly

In addition to the call for effective
regulation, the College is also
advocating for a range of measures to
limit the availability of alcohol and a
comprehensive approach to address its
harms, including increased preventive
measures and improved access to
treatment services. All of these
recommendations are based on
strong evidence.
One policy change in Australia that
would have the potential to deliver
significant health gains would be the
scrapping of the misnamed ‘Wine
Equalisation Tax’. Through the current
system, wine is taxed as a percentage
of the wholesale price of the product,
rather than based on its alcohol volume.
This has two effects – encouraging
very cheap wine onto the shelves, and
forgoing substantial tax revenue.
The estimated additional AU $1.3
billion per year that this change would
generate would fund a meaningful
investment in prevention and harmreduction strategies, and could fund
improved access to much-needed
treatment and support.
Given that the immediate and longer
term harms of alcohol are not news,
and knowing what we do about the

impact of alcohol on our patients,
their families and our community, as
physicians and paediatricians we have
an opportunity to use our influence and
lead the debate.
‘Time’ needs to be called on the
insidious and pervasive alcohol
promotion within sport; we need to
ask why the government is forgoing
substantial tax revenue when the
evidence shows it will help address
this major public health issue; and we
need a comprehensive evidence-based
approach to alcohol policies that invests
in prevention and harm-reduction
strategies and improves access to
much-needed treatment services for
our patients. Fundamentally, we need to
challenge the acceptance that the harms
of alcohol are a normal and expected
part of our culture.

References:
1.

World Health Organization. Global
health risks: mortality and burden
of disease attributable to selected
major risks; 2009, p. 12.

2.

World Health Organization. Global
health risks: mortality and burden
of disease attributable to selected
major risks; 2009, p. 50, table A3.

3.

O’Brien KS, Carr S, Ferris J,
Room R, Miller P, Livingston M,
et al. (2015) Alcohol Advertising
in Sport and Non-Sport TV
in Australia, during Children’s
Viewing Times. PLOS ONE
10(8):e0134889.

4.

Pettigrew S et al. The extent and
nature of alcohol advertising on
Australian television. Drug Alcohol
Rev. 2012;31(6):797–802.

5.

Hastings, G., Brooks, O., Stead, M.,
Angus, K., Anker, T., and Farrell, T.
(2010) “They'll Drink Bucket Loads
of the Stuff ”: An Analysis of Internal
Alcohol Industry Advertising
Documents. Project Report. Alcohol
Education Research Council. This
study was highlighted in the draft
report of the former Australian
National Preventive Health

Agency, “Alcohol Advertising: The
effectiveness of current regulatory
codes in addressing community
concerns”, 2014.
6.

O’Brien KS, Carr S, Ferris J,
Room R, Miller P, Livingston M,
et al. (2015) Alcohol Advertising
in Sport and Non-Sport TV
in Australia, during Children’s
Viewing Times. PLOS ONE
10(8):e0134889.

7.

Gried J. Structural magnetic
resonance imaging of the
adolescent brain. Ann N Y Acad
Sci. 2004 Jun;1021:77–85

March / April 2016

39

Taking on
the resistance

New technologies, such as bacterial
genomics (whole genome sequencing)
pictured here, are helping to provide
answers to how antibiotic resistant
bacteria evolve and spread. Photo courtesy
of Medical Diagnostic Unit at the Public
Health Laboratory at the Peter Doherty
Institute for Infection and Immunity.

Antibiotic resistance has made its presence felt
across the globe and all areas of medicine. Here two
of our Fellows give an update on resistance when
treating sexually transmissible diseases and its
threat to the advances of modern medicine in treating
diseases like cancer.
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A global public health threat of our time
The clinical use of penicillin in the
1940s heralded a major advance in
medicine, where common infections
due to bacteria such as Staphylococcus
aureus could be easily treated for the
first time. These antibiotic ‘miracles
of modern medicine’, many of which
have been discovered from the
natural environment, have completely
changed the practice of medicine,
saving countless lives and allowing
the development of complex surgical
procedures and immunosuppressive
therapies, none of which are safe
without antibiotics.
Remarkably, in little over half a century
the world faces the prospect of a ‘postantibiotic era’. While this might be
considered a sensationalist headline,
a recent report from China showing
the rapid emergence of antimicrobial
resistance (AMR) to colistin (the
‘drug of last resort’) in Escherichia coli
and Klebsiella pneumoniae isolated
from patients and meat for human
consumption, means there are no
antibiotics available to treat common
infections such as urinary tract
infections and bacteraemia caused by
these bacteria1. Internationally, AMR
in bacteria, viruses, fungi and parasites
is recognised as a major threat to
public health, with significant reports
recently released from the World
Health Organization (WHO)2, and
the Centres for Disease Control in the
USA3 highlighting the issue. The WHO
report outlining a Global Action Plan
on AMR stated ‘Without harmonized and
immediate action on a global scale, the
world is heading towards a post-antibiotic
era in which common infections could
once again kill.’
All antimicrobial use provides a
selective pressure promoting the
development of AMR. However,
the major driver of antimicrobial
resistance is inappropriate use

of precious antimicrobial agents
leading to the selection and spread of
resistance. This includes use for human
health, farming and agriculture.
Because most of the antibiotics in
use in modern medicine come from
environmental micro-organisms (e.g.
penicillin comes from the genus of
fungi Penicillium), a pool of natural
resistance mechanisms against these
antimicrobials is also found in the
environment. Any antimicrobial
exposure therefore represents a selective
pressure that favours the development
and spread of these antimicrobial
resistance mechanisms, and can also
promote the development of new
resistance through mutation. Resistant
organisms spread within hospital
environments, but can also spread more
broadly through the food chain and
environmental surfaces and waterways.
Antimicrobial resistant species can
also spread internationally, facilitated
by the rapid movement of colonised
or infected humans, or other sources.
Some regions of the world are currently
more severely affected by AMR than
Australia, however clear examples of
the international importation of highly
drug-resistant bacteria into Australia
have already been reported4, and in
some cases this has resulted in local
spread of AMR5. AMR is therefore an
international issue, requiring effective
global policies.
The problem of AMR is compounded
by the lack of development of new
antibiotics. For many years, as new
resistance issues emerged, clinicians
would switch to a new class of
antimicrobial to treat resistant
infections. However, over the past two
decades the number of pharmaceutical
companies investing in the development
of new antimicrobials has reduced
significantly from approximately 20 to
4, leading to a significant reduction in
new antimicrobial development.

Prior to the discovery of antibiotics,
infections were the major cause of
death in humans. It is clear that AMR
infections result in higher rates of
morbidity and mortality. As current
antibiotics become ineffective against
the growing burden of AMR, as
highlighted by the recent report from
China, infections will once again
become a more common cause of death
in humans. Many recent advances in
medicine, such as cancer chemotherapy,
organ transplantation, orthopaedic
surgery, and neonatal medicine are
all heavily dependent on effective
antibiotics, and the practice of these
specialties is also at risk from AMR.
There are many bacteria that commonly
cause human infections where extreme
antimicrobial resistance has now
been reported, including Klebsiella
pneumoniae, E. coli, Staphylococcus
aureus and Enterococcus faecium. The
list of resistant bacterial species, as well
as resistant viruses, fungi and parasites
continues to grow.
Internationally, significant effort and
investment in developing strategies to
address AMR has recently occurred.
The USA, the UK, and Canada have
recognised AMR as a ‘One Health’
problem, and have invested in
comprehensive strategies to address
antimicrobial use and resistance in
human and non-human environments.
In 2015 the Australian Government
released its first National Antimicrobial
Resistance Strategy6, bringing together
views of stakeholders from human
and animal health, academia, and
food and agricultural sectors. The
strategy outlined seven objectives,
including increasing awareness and
understanding of AMR, implementing
antimicrobial stewardship, nationally
coordinated AMR and antibiotic
use surveillance, improved infection
control, a national AMR research
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agenda, strengthening international
partnerships, and strong governance.
Through the Australian Commission
on Quality and Safety in Healthcare,
new programs have been established
to improve national data on how
antibiotics are used in Australia, and
how AMR is evolving. A national
alert system for critical AMR is being
developed, and hopefully will provide
timely alerts for urgent AMR threats in
Australia as they are detected.
Ultimately, national investment across
all of the seven objectives outlined
in the national AMR response is
required to ensure an effective national
strategy that is in line with the major
efforts occurring internationally to
curtail the development and spread of
AMR in Australia.
Responding to AMR is complex, not
only because this is not a single disease
caused by a specific microbe, but
also because the drivers of resistance
are multifactorial. It is critical that
Australia is a strong player in a major
international effort to address AMR as
the future of medicine as we know it
depends on it.
Professor Benjamin Howden MBBS,
PhD, FRACP, FRCPA
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Antimicrobial resistance
in New Zealand
Recent data from the 2014 World
Health Organization (WHO)
Global Antimicrobial Resistance
report indicate that New Zealand
has comparatively low rates of
antimicrobial resistance, particularly
when compared to countries in
neighbouring regions such as
South-East Asia. However, New
Zealand should not become
complacent, as there has been a
rise in antibiotic resistance to some
types of infections and increasing
consumption of antibiotics.
www.health.govt.nz/our-work/
diseases-and-conditions/
antimicrobial-resistance

Stopping the spread of sexually transmissible infections
Given Australasia’s proximity to South
East Asia and our propensity to visit
places where antibiotic use is poorly
controlled, it is not surprising that we
tend to be ‘early adopters’ of whatever
resistant organisms are circulating.
Neisseria gonorrhoeae presents the
most urgent threat. A report in the
New England Journal of Medicine in
2014 described the case of a Swiss
backpacker who probably acquired
a ceftriaxone resistant strain of N.
gonorrhoeae from another backpacker
in Sydney, she tested positive in Alice
Springs, and was (successfully) treated
with a combination of injectable
ceftriaxone and oral azithromycin in
Cairns before the antibiotic sensitivities
were known. This was only the third
fully ceftriaxone-resistant strain ever
recorded globally, and her infection
was related to a single isolate from a
female sex worker in Japan several years
earlier that has not been seen again.
Fortunately in the meantime, Australia
and New Zealand had switched to
combination ceftriaxone/azithromycin
therapy as routine practice. To date,
no isolates have been resistant to both
antibiotics but, as most diagnoses rely
on nucleic acid amplification tests rather
than culture, maintaining surveillance
for antibiotic resistance is problematic.
For a while, azithromycin was
looking attractive as a single-dose
oral alternative to injectable penicillin
for Treponema pallidum, the cause
of syphilis. Trials of azithromycin in
Africa suggested similar efficacy and
the availability of a single-dose oral
regime raised the possibilities of patient
delivered partner therapy or, in selected
settings, mass treatment. Unfortunately,
reports of the 23S ribosomal mutation
A2059G were emerging from Europe
and North America – conferring
resistance to macrolide antibiotics.
When 353 T. pallidum DNA samples

from Sydney collected between 2004
and 2011 were tested 84 per cent
were found to harbour the A2059G
mutation, effectively ruling out
azithromycin treatment for syphilis.
Fortunately, T. pallidum has retained
its sensitivity to penicillin, with
doxycycline as an alternative.
After two decades of use, there are
creeping doubts about the efficacy
of single-dose azithromycin for
anogenital Chlamydia trachomatis
infections, particularly rectal infection.
Certainly, longer courses of doxycycline
are preferred for the treatment of
lymphogranuloma venereum (LGV)
subtypes and for symptomatic proctitis.
Reduced bioavailabilty of azithromycin
in the gut rather than true antibiotic
resistance may be the culprit, but
this requires further investigation. In
the meantime, azithromycin therapy
is limited to uncomplicated genital
infections with a low threshold to using
doxycycline for C. trachomatis rectal
and complicated infections.

Mycoplasma genitalium is a wellestablished cause of urethritis in
men, and probably has a role in
cervicitis and pelvic inflammatory
disease in women. As a public health
response to M. genitalium has not
been determined, testing is limited
to people with symptoms or signs
of infection rather than population
screening. For the moment this may be
wise since treatment outcomes are far
from optimal. High treatment failure
rates (15 per cent to 30 per cent) and
the rapid appearance of resistance
mutations are seen with single-dose
azithromycin, leading many to have a
low threshold for using longer courses
of azithromycin, though treatment
failures remain common. Even one
week courses of moxifloxacin, the
relatively expensive second-line option,
commonly fail.
Current guidelines are available at
www.sti.guidelines.org.au.
Professor Basil Donovan FAFPHM,
FAChSHM
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Planning for the patient
at the end
Research shows that patients and their families are
infrequently involved in Advance Care Planning (ACP), and
many patients are subjected to unnecessary treatments that
can cause significant discomfort and harm, for little or no
benefit to the patient. In addition, the patients' carers and
families often do not receive adequate support or bereavement
follow-up.

M

any physicians and
paediatricians are likely to be
involved in identifying and
looking after patients nearing the end
of their lives. It is the responsibility of
every physician and paediatrician to
ensure that good, patient-centred endof-life care is delivered.
The ongoing publicity on end-of-life
issues presents an opportunity for
physicians, patients, families and the
community to talk about issues that
many find difficult to openly discuss.
During 2015, there was extensive
coverage of end-of-life issues in Australia
and New Zealand. This included public
debate on euthanasia and physicianassisted death, with two parliamentary
inquiries currently underway, in Victoria
and New Zealand.
As public attention on end-of-life issues
heightens, the College’s End-of-Life
Working Party continues to promote
the message that good end-of-life care is
everyone’s responsibility.
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Physicians and paediatricians
play an important and key role in
providing clinical leadership in this
area, particularly by promoting ACP,
providing information on prognosis
and treatments, participating in goals
of care discussions, and delivering
appropriate care and support (and
referral if needed). This will mean
that patients can be confident their
symptoms will be well managed, and
their needs and those of their families
will be met.
The College’s End-of-Life Working
Party has identified five essential
elements for the provision of good
patient-centred end-of-life care. These
are outlined on the following page.

The five elements of good end-of-life care*

1

Diagnosing dying or
the risk of dying

Diagnosing dying involves both
proactively screening patients for those
at risk of dying within 6–12 months,
and diagnosing patients in the ‘active
dying’ stage, in their last weeks, days or
hours of life, so that appropriate care
can be provided. Useful reference tools
include the ‘trajectories of decline’ and
the ‘surprise question’ – would you be
surprised if this patient were to die in
the next few months, weeks, days?

2

Respecting patient autonomy
and providing personalised
care

Patient-centred care involves open
communication with patients and their
families regarding their goals of care. It
acknowledges uncertainties. Practising
good communication skills and
Advance Care Planning are useful ways
of identifying patient preferences.

3

Ensuring that medical
treatment decisions respect
the patient’s best interests

Knowing when to stop, withhold or
limit treatment that is inappropriate or
potentially harmful to the patient is a
key component of good end-of-life care.
Resources regarding the laws applicable
in each jurisdiction and to assist in
resolving conflict are included in the
Position Statement.

4

Managing
symptoms

Both cancer and non-cancer patients
can have complex symptoms requiring
good management. Symptoms can
change as the condition and treatment
of the patient progresses. There is a
need for regular review and to deprescribe medications which may harm,
not enhance comfort and quality of life
or provide no realistic benefit.

5

Supporting
carers and family

Providing support to carers, family
members and significant others, both
before and after death, is an essential
part of providing good end-of-life care.
Tools to assess bereavement risk can
be used to identify how best to support
families and carers.
*Adapted from the RACP End-of-Life
Care position statement to be launched
at RACP Congress 2016.

The RACP is committed to embedding
the five elements of good end-oflife care into physician training and
practice, and to assisting physicians
and trainees to develop the skills
needed to provide good end-of-life
care to all patients.
A Euthanasia and Physician-Assisted
Death Working Party will be established
in 2016 to develop a College position
statement informed by evidence and the
expertise of our membership.
It is worth noting that internationally,
in jurisdictions where some form of
euthanasia or physician-assisted death
is legal or decriminalised, only a small
proportion of the population actually
requests it.
It is crucial that there is a strong and
sustained focus on ensuring that all
patients have access to high quality endof-life care that respects their personal
goals, values and preferences.

RACP’s 2015 End-of-life care survey* results
•

Most doctors feel they have an important role to play in providing the
best end-of-life care to their patients.

•

90 per cent of respondents said they were confident in being able to
discuss quality of life and values with their patients. However, only 17
per cent of respondents agreed with the statement, ‘in your experience,
most of the time doctors know the patient’s preference regarding end of
life care’.

•

One third of respondents, who regularly provide daily care for patients
who may die in the next 12 months, observed treatment being given
that was inconsistent with the patient’s wishes at least once a week.

•

The survey found that physicians and paediatricians feel confident
discussing ACP and end-of-life care, but also found that these
conversations don’t happen routinely.

* Based on responses from 1558 respondents.
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Supporting researchers of the future
The College congratulates all Fellows and trainees who are recipients of scholarships,
fellowships and grants for 2016.
These awards are offered annually through the RACP Foundation. Applications for 2017 open
in April. Visit www.racp.edu.au/racpfoundation to find out more about the scholarships, prizes
and awards.

Research Entry Scholarships
These scholarships are available to Fellows and trainees who are at the start of their research careers and are enrolled in a
Masters, PhD or equivalent higher research degree.

Award
Recipient

Award
Valued at

Arnott Research Entry
Scholarship in Cancer
Research

Dr Grace
Gifford

Basser Research Entry
Scholarship

Dr Jonathon
Kaufman

RACP Fellows Research
Entry Scholarship

Award

Project

Institution

$45,000

Gene expression profiling of high grade
B-cell lymphomas with NanoString nCounter
technology. Validation of a novel diagnostic
platform and implementation into clinical use for
prognostication and therapeutic decision-making.

Kolling Institute of
Medical Research –
Royal North Shore
Hospital

$45,000

The quick-wee randomised controlled trial.

Murdoch Children’s
Institute – The Royal
Children’s Hospital,
Melbourne

Dr Kuang-Chih $45,000
Hsiao

Immune mechanisms and clinical effects of oral
immunotherapy on peanut allergic children.

Murdoch Children’s
Institute – The Royal
Children’s Hospital,
Melbourne

ResMed Foundation /
Sleep Health Foundation
Research Entry
Scholarship

Dr Khin Hnin

$35,000

The impact of racial and ethnic differences
between Chinese and Caucasians on the
pathogenesis and clinical manifestations of
obstructive sleep apnoea.

Adelaide Institute for
Sleep Health

Shields Research Entry
Scholarship

Dr Elliot Long

$45,000

Quantifying the burden of systemic sclerosis in
Australia: from data linkages to patient-reported
outcomes.

Murdoch Children’s
Institute – The Royal
Children’s Hospital,
Melbourne

Vincent Fairfax Family
Foundation Research
Entry Scholarship

Dr Ngai Man
Annie Wong

$30,000

Melanoma immunotherapy and positron emission Peter MacCallum
tomography.
Cancer Centre
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Jacquot Awards
These awards are jointly administered by the RACP and Australian and New Zealand Society of Nephrology. They are offered
to further research in the field of nephrology.

Award

Award
Recipient

Award
Valued at

Jacquot Research
Establishment Fellowship

Dr Katherine
Barraclough

Jacquot Research
Establishment Fellowship

Project

Institution

$90,000

Comparison of immunosuppressant drug
pharmacokinetics in Indigenous versus nonIndigenous Australian kidney transplant recipients.

Menzies School of
Health Research

Dr Thomas
Barbour

$90,000

Case discovery and genotyping of C3
glomerulopathy.

Royal Melbourne
Hospital

Jacquot Research
Establishment Fellowship

Dr Hugh
McCarthy

$90,000

The Australasian study into the aetiology of
steroid resistant nephrotic syndrome.

The Centre for Kidney
Research and University
of Sydney

Jacquot Research
Establishment Fellowship

Associate
Professor
Darren Roberts

$90,000

Clinical pharmacokinetics to guide drug dosing in The Canberra Hospital
acute kidney injury.
and Australian National
University

Jacquot Research
Establishment Fellowship

Dr Natasha
Rogers

$90,000

The thrombospondin-1/CD47 axis in native and
transplanted kidney immune response and repair.

Westmead Hospital

Jacquot Research Entry
Scholarship (2nd year)

Dr Karen
Keung

$45,000

Identification of urinary markers predictive of
chronic allograft injury.

Centre for Transplant
and Renal Research,
Westmead Millennium
Institute

Jacquot Research Entry
Scholarship

Dr David Metz

$45,000

Personalised medicine: kinetic strategies to
optimise renal transplant outcome.

Murdoch Children's
Research Institute

Jacquot Research Entry
Scholarship

Dr Susan Wan

$45,000

A prospective study of cellular and humoral
University of Sydney
components of the renal allograft immune response
and their correlation with therapeutic outcomes.
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Research Establishment Fellowships
These Fellowships are available to Fellows and trainees who wish to establish themselves as researchers and who are either within
seven years of having completed a research higher degree or within two years of returning from working or studying overseas.
Award

Award
Recipient

Award
Valued at

Cottrell Research
Establishment Fellowship

Dr Joseph
Doyle

$75,000

Diabetes Australia
Research Establishment
Fellowship

Project

Institution

Modelling cost-effectiveness and prevention
impact of increased hepatitis C virus treatment.

Burnet Institute
and Department of
Medicine, University of
Melbourne

Dr Liza Phillips $50,000

The relationship between gut and glycaemia in
type 2 diabetes: a longitudinal study of gastric
emptying and the influence of the gut-incretin
axis on glycaemia.

The University of
Adelaide

Fellows Research
Establishment Fellowship

Dr Flora Yuenwah Wong

$75,000

Optimising the treatment of coronary artery
disease through molecular characterisation and
state-of-the-art intravascular imaging.

Hudson Institute of
Medical Research

NZ Fellows Research
Establishment Fellowship

Dr Hamish
Jamieson

NZ $75,000

Predictors of poor outcomes in older people with
dementia in New Zealand.

University of Otago

RACP/Foundation for
High Blood Pressure
Research Establishment
Fellowship

Associate
Professor
Barbora de
Courten

$50,000

The potential of carnosine supplementation to
reduce cardiometabolic risk: a double-blind,
placebo-controlled trial.

Monash Centre for
Health Research and
Implementation

RACP GlaxoSmithKline
Research Establishment
Fellowship in Oncology

Dr Annette
Lim

$40,000

Mechanisms that facilitate metastatic potential in
oral carcinomas.

Sir Charles Gairdner
Hospital and University
of Western Australia.

RACP/JDRF Research
Establishment Fellowship

Dr Dion Stub

$50,000

Assessment of remote ischemic conditioning on
post-cardiac arrest myocardial dysfunction by
magnetic resonance imaging, invasive coronary
hemodynamic measurements and makers of
inflammation.

Alfred Hospital

The Robert Maple-Brown Dr Paul
Research Establishment
Robinson
Fellowship

$50,000

Optimizing detection of pulmonary
complications in children following bone marrow
transplantation: a prospective longitudinal study.

Sydney Children's
Hospitals Network

The Servier Staff “Barry
Young” Research
Establishment Fellowship

Dr Aaron
Sverdlov

$50,000

Early detection of chemotherapy-induced
cardiomyopathy.

The University of
Adelaide; The Queen
Elizabeth Hospital

The Sir Roy McCaughey
Fellowship (NSW)

Dr Nimeshan
Geevasinga

$75,000

Clinical and neurophysiological evaluation of
familial C9ORF72 associated amyotrophic lateral
sclerosis.

Western Clinical School
University of Sydney

Vincent Fairfax Family
Foundation Research
Fellowship

Dr Ingrid
Hopper

$60,000

Polypharmacy in elderly Australians – can
deprescribing improve health related outcomes
and reduce costs?

Alfred Hospital

Career Development Fellowships
These Fellowships are to encourage researchers who have completed research higher degrees and who wish to continue their
career in research.
Award
RACP Fellows Career
Development Fellowship
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Award
Recipient

Award
Valued at

Associate
Professor
Ravinay Bhindi

$100,000

Project

Institution

Optimising the treatment of coronary artery
disease through molecular characterisation and
state-of-the-art intravascular imaging.

University of Sydney,
Royal North Shore
Hospital

Research Development Grants
These grants provide funding for smaller projects undertaken by Fellows and trainees.
Award

Award
Recipient

Award
Valued at

Project

Institution

RACP AFOEM Research Dr Rebecca
Development Scholarship Dingle

$30,000

Occupational Melioidosis in the Darwin
Prospective Melioidosis Study.

Menzies School of
Health Research

RACP AFRM Fellows
Research Development
Scholarship

$10,000

The effect of an outpatient exercise training
program on haemodynamics and cardiac
magnetic resonance parameters of right
ventricular function in patients with Pulmonary
Arterial Hypertension (PAH).

St Vincent’s Hospital,
Sydney

Dr Karen Chia

Study [Education Development] Grants
These grants are offered twice a year to support Fellows and trainees to undertake further educational training or to develop
educational initiatives.
Award

Award
Recipient

Award
Valued at

AFOEM Education
Development Grant

Dr Minainyo
Roberts

AFRM Education
Development Grant

Eric Burnard Fellowship

Project

Institution

$10,000

Occupational injury risk among ambulance officers
& paramedics compared with other healthcare
workers in Victoria, Australia: analysis of workers'
compensation claims from 2003 to 2012.

Monash University

Dr Sue Inglis

$10,000

Education module and resource material in
rehabilitation in rural/remote communities:
'Bridging the Gap'.

Linking with
Community Services
and Public Hospitals
in Northern Territories
and Queensland

Dr Amy Keir

$5,000

Diagnosis and treatment of chronic inflammatory
eye disease.

Robinson Research
Institute, University of
Adelaide.

Travel and Education Assistance Grants
These grants support short periods of research or study. They may be used to cover travelling and re-establishment costs for
those taking up a postdoctoral fellowship overseas, or fees for those wishing to pursue up-skilling or further education.
Award
Recipient

Award
Valued at

Bushell’s Travelling
Fellowship in Medicine
or allied Sciences

Dr Rajeev
Pathak

Richard Kemp Memorial
Fellowship

Robert and Elizabeth
Albert Travel Grant

Award

Project

Institution

$25,000

Electrophysiologic characterisation and
predicting clinical outcomes in non-ischaemic
cardiomyopathy.

University of
Pennsylvania

Dr Julie Huynh

$5,000

Attendance at residential training program for
healthcare professionals caring for children with
HIV.

Paediatric European
Network for AIDS and
European Society for
Paediatric Infectious
Diseases, Rome, Italy

Dr Farzan
Bahin

$5,000

Randomised control trial of endoscopic
submucosal dissection vs endoscopic mucosal
resection for large colonic lesions.

Evangelisches
Krankenhaus –
Heinrich Heine
Universität, Germany
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RACP
upcoming events
For more comprehensive info on the latest events visit
www.racp.edu.au/news-and-events/all-events

22

APR
2016

Supervisor Professional
Development Program Workshop 1:
practical skills for supervisors

13

MAY
2016

Held in conjunction with RACP Congress
2016 this event is an opportunity for trainees
of the Faculty to come together, learn, share,
and network.

This three hour workshop will support
supervisors to:
•

develop strategies for creating a learning
culture

•

describe the impact of feedback on
behaviour and performance

The three day program includes worksite
visits, clinical sessions and breakout sessions
tailored to all stages of training.

•

have increased confidence in giving
effective feedback to trainees

Friday 13–15 May 2016

•

have increased confidence in dealing
with challenging trainees.

Friday, 13 May 2016 RACP Adelaide, Level 2, 257
Melbourne Street, North Adelaide, South Australia
Saturday, 14 May 2016 – Glenside Health Services,
Administration and Learning Services Centre, 226
Fullarton Road, Glenside, South Australia

Friday, 22 April 2016
Auckland Hospital

Sunday, 15 May 2016 – Adelaide Convention Centre

Free

AU $660

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

15

MAY
2016

Australasian Faculty of Occupational
and Environmental Medicine Annual
Training Meeting 2016

Chapter of Community Child Health
Satellite Meeting
Join community child health colleagues for a
day of knowledge sharing and networking.
Members of the Chapter and anyone
interested in community child health
are encouraged to attend.
Sunday, 15 May 2016
RACP Adelaide, Level 2, 257 Melbourne Street,
North Adelaide, South Australia

RACP Fellows AU $99
Trainees and Allied Health AU $55
www.racpcongress2016.com

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

15

MAY
2016

Trainees’ Day
Trainees’ Day is run by trainees for trainees.
The committee has developed sessions based
on feedback to deliver a relevant and exciting
program and cutting edge speakers to develop
your clinical skills, promote discussion and
prepare you for your career as a physician.
You are the future of this industry and this
program has been designed with you in mind.
Sunday, 15 May 2016
Adelaide Convention Centre

AU $210
www.racpcongress2016.com
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16

MAY
2016

RACP Congress 2016
Evolve Educate Engage
RACP Congress is the premier annual event
for the College, and the main occasion
for physicians and paediatricians across
the specialties in both Australia and New
Zealand to come together and enjoy and
contribute to the latest research and updates
on diverse medical topics.
The program of workshops, sessions,
exhibits, and social functions will include the
launch of the College’s End-of-Life Position
Statement and sessions on the role of genetics
in medicine and the health and wellbeing of
doctors.
World leading speakers from home and
abroad will challenge you, inspire you,
educate you and engage you. Special guest
speakers include Sir Henry Burns, Professor
of Global Public Health, University of
Strathclyde. He was Chief Medical Officer
for Scotland from September 2005 to April
2014 and has become known for his work to
address health inequalities.

23

JUN
2016

Supervisor Professional
Development Program Workshop
3: workplace based learning and
assessment
This three hour workshop will support
supervisors to:
•

discuss the purpose and importance
of workplace based learning and
assessment

•

analyse the cycle of planning for learning
and assessment

•

identify the challenges and solutions
associated with workplace based
assessment in a complex environment

•

evaluate overall performance and
progress.

Thursday, 23 June 2016
Energy Events Centre, Queens Drive, Rotorua

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

Don't miss out on the heavily discounted
rates that are available for 2016 only.
This year you can earn two CPD points per
hour from your attendance at Congress.
Monday, 16 May to Wednesday, 18 May 2016
Adelaide Convention Centre

Various rates apply AU $650–$1200
www.racpcongress2016.com
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From page 16

Fictional case study – Two scenarios that take a look at Stage 3
This fictional case study gives an example of how a trainee progresses through the final stage of the Training Support Pathway.

(Fictional) Trainee in difficulty: Adam
Age: 32
Training stage: Advanced Trainee in General Paediatrics
Training stage: Completed three years of Basic Training in
Paediatrics and Child Health with no reported difficulty
Issue identified: Difficulty communicating medical information
to patients, their families and caregivers, and a lack of awareness
of how his behaviour impacts others including his colleagues

Background
Adam was placed on the Training
Support Pathway to help him
and his supervisor (Liz) manage
some difficulties he was having
communicating with his patients, their
caregivers as well as colleagues.
After progressing through Stage 1, Liz
recommended progressing to Stage 2 as
he had not successfully completed the
actions in the agreed Improving
Performance Action Plan (IPAP) and
showed reluctance to take responsibility.
The Training Support Unit assigned
a dedicated case manager, a new
IPAP was developed and the relevant
Training Committee monitored Adam’s
performance in Stage 2.

Fictional scenario one –
Stage 3 additional period of
support
Throughout Stage 2 Adam worked
diligently to improve his performance
and completed all the activities listed in
the IPAP. Adam’s supervisors’ reports
and reports to the committee indicated
that his performance had improved

52

RACP Quarterly

significantly, however there were still
occasional incidents where patients,
caregivers and his colleagues did not
respond well to his communication.
At the conclusion of the IPAP Adam’s
supervisors assessed him as performing
just below the expected standard,
however the commentary indicated that
if given a little more time and support
to work on the issues, he would reach
the expected standard. The committee
decided to proceed to a Comprehensive
Review of Training (CRT).
Following a review of the
documentation compiled for the CRT,
the committee determined that Adam
had worked diligently to improve his
performance while on Stage 2 Support
and appeared to have the capacity
to reach the expected standard. The
committee decided that Adam was
eligible for a further period of Stage 2
support in order to reach the expected
standard.
At the end of the additional period of
Stage 2 support the Training Committee
reviewing Adam’s case determined
that he met the requirements, was
performing at the expected standard
and that he was eligible to return to
normal training.

Fictional scenario two –
exiting the training program
Throughout Stage 2 Adam continued
to maintain that his colleagues were
jealous of his knowledge and he was not
responsible for the issues. He did not
complete all the activities in the agreed
IPAP and continued to have difficulty
communicating with his patients and
their carers clearly and in a manner that
they could understand.
Despite the additional support from his
supervisor, the Training Support Unit
and the Training Committee, Adam’s
performance was not improving. The
committee reviewing his case decided
to proceed to a CRT.
Following a review of the
documentation compiled for the CRT,
the Training Committee made the
decision that Adam is not capable
of performing at the expected level
and will be exited from the training
program. Due to this involuntary exit,
Adam will not be eligible to apply
to any training pathway through the
College in the future.
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RACP
Congress
2016

Adelaide
Convention Centre
16-18 May 2016

RACP Congress 2016 will challenge and inspire you to think about the changing face
of medicine and medical practice. The Congress provides many opportunities to
interact, debate and connect with a diverse program of workshops, sessions, exhibits,
and social functions.

FOR MORE INFORMATION AND TO REGISTER VISIT

WWW.RACPCONGRESS2016.COM
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