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WCIM 2010 – A RESOUNDING SUCCESS

Letter from the President

I have been 
overwhelmed 
by the positive 
response 

from Fellows who 
attended the 
World Congress of 
Internal Medicine 
held in Melbourne, 
22–25 March. A 
few Fellows offering 
congratulations 
would be seen as 
polite banter, but 

the scores of Fellows who went out of their 
way to say that this was the best Congress 
they had ever attended has delighted all of 
us on the Organising Committee.

Two and a half thousand delegates, attracted 
by a program which was two years in the 
making, responded to an amazingly broad 
range of presentations which exemplifi ed 
the diversity of our Fellowship. 

After a beautiful presentation from Indigenous 
dancers, the Congress was opened by 
Professor David de Kretser AC who spoke on 
the benefi ts of high-level research activity to 
the development of excellence in the health-
care system and thence to the benefi t of the 
citizens of our communities. 

David was followed immediately by 
Professor Barry Marshall AC who took us on 
the journey of a Medical Registrar interested 
in exploring research opportunities through 
the twists and turns of a research career 
that ultimately led to confi rmation of the 
thesis that a bacterium was the cause of 
the vast majority of peptic ulcers, which, 
as we all know, resulted in Barry and his 
co-worker, Dr Robin Warren, receiving the 
Nobel Prize for Medicine. 

To top off the opening session, we had 
invited the Minister for Health, the 
Honourable Nicola Roxon, to speak, but 
on reviewing the program and desirous of 
connecting with consultant physicians and 
explaining his health and hospital proposals 
to us, the Prime Minister, the Honourable 
Kevin Rudd, came with the Health Minister 
and spent 20 minutes presenting the 
details of his proposals and then a further 
30 minutes discussing them with Fellows 
and trainees, seeking insight and input that 
would strengthen the proposals and make 
them more effective in achieving better 
outcomes for patients. 

The fi rst morning continued with Professor 
Dame Carol Black, Past President of the 
Royal College of Physicians of London, who 
gave a brilliant dissertation on maximising 

the health and wellbeing of the working-age 
population. 

Over the remaining four days, we were 
treated to a smorgasboard of General 
Medicine, Subspecialty Medicine, 
Paediatrics and Adolescent Health, but I 
was particularly impressed by, and obtained 
greatest personal benefi t from attending, 
a range of talks from Public Health 
Medicine, Rehabilitation Medicine and 
Occupational & Environmental Medicine 
and presentations from the Chapters of 
Sexual Health and Palliative Medicine, as 
well as presentations from trainees and the 
Education Deanery.

Attendees were particularly energised by 
Dr Richard Smith, former Editor of the 
British Medical Journal, who dramatically 
and provocatively demonstrated the Public 
Health measures which must be introduced 
if we are to turn around many of the major 
health issues of our time. 

As a physician with an interest in a 
subspecialty area, this again demonstrated 
to me the importance of developing an 
understanding in all aspects of health in 
order to be able to adequately approach the 
issues of a more focused subspecialty area. 

On the evening prior to the WCIM, we had 
the Conferring Ceremony for new Fellows, 
with the oration presented by Sir Anthony 
Mason, former Chief Justice of the High 
Court of Australia. His inspirational address 
on professionalism had such clear and 
important messages that we will publish it 
in a later issue of RACP News. 

My sincere thanks to all of the Fellows 
who have been involved in the organising 
committees over the past six years since we 
won the bid to stage the WCIM. But WCIM 
would not have been such a successful 
event without the wonderful support of 
our College staff over the past year or two, 

Professor Geoffrey Metz with (left to right) Professor George Rubin, President of the Faculty of Public Health 
Medicine, Dr Yvonne Bonomo, President of the Chapter of Addiction Medicine, Dr Jenny Proimos, President 
of the Division of Paediatrics & Child Health, and Professor Joseph Stubbs, President of the American 
College of Physicians.

when the more detailed arrangements had 
to be made. A large team was involved 
towards the end but two, Fairlie Clifton and 
Anne Chang, must be specially thanked for 
carrying the World Congress development 
since its inception. 

It seems only weeks since I became President 
of the College but I suddenly fi nd that my 
two-year term fi nishes next month. It has been 
an enormous privilege to serve the College and 
its Fellows during this period. Indeed, many 
people have asked me why I have spent the 
last 20 years involved with College committees, 
the Council and the Board. 

That is a very easy question to answer. One 
derives the greatest sense of fulfi lment 
and satisfaction from giving of one’s time 
and knowledge to others. There can be no 
better example of this than the education, 
mentoring and guiding of the next 
generation of Fellows coming through. 
Those activities are further enhanced by 
the joy of working with the College Board 
of Directors and with other Fellows and 
College staff who share this passion. 

My sincere thanks to CEO Dr Jennifer 
Alexander and her dedicated staff at the 
RACP offi ces across Australia and New 
Zealand who worked so very hard to 
achieve the outcomes directed by the Board 
and who share our enthusiasm and passion 
for supporting trainees and Fellows in their 
endeavours. I would also like to single out 
Professor Kevin Forsyth and the Deanery 
staff who have worked so hard over the 
last two years to introduce the new College 
education program. 

I leave this College fully confi dent that 
Professor John Kolbe and his new Board will 
take the College from strength to strength 
over the next two years. 

Professor Geoffrey Metz AM
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MAXIMISING THE HEALTH AND WELLBEING 
OF THE WORKING-AGE POPULATION

WCIM 2010 and Physicians Week

Dame Carol Black (centre), with co-chairs of the 
AFOEM Working Party, David Beaumont (NZ) and 
Mary Wyatt (Australia).

This issue includes articles 
from some of the many 
speakers at WCIM 2010 and 
Physicians Week. We are 
most grateful to all those 
who have contributed. Our 
lead article is by Dame Carol 
Black, an internationally 
recognised proponent of 
the health benefits of work 
and author of the major 
UK review, Working for a 
Healthier Tomorrow.

It was both an honour and a privilege 
to be asked to give the Ferguson-
Glass Oration for 2010. The occasion 
gave me the opportunity to describe 

our approach in the UK to maximising the 
health and wellbeing of the working-age 
population, and to share thinking with 
colleagues in Australia and New Zealand 
who are addressing similar issues. 

My review of the health of Britain’s 
working-age population began with 
a simple premise and conviction. It is 
that ‘For most people their work is a 
key determinant of self-worth, family 
esteem, identity and standing within 
the community, besides of course, 
material progress and a means of social 
participation and fulfi lment’.1

It has long been recognised that work is 
high among the social determinants of 
health, a point that has been reinforced 
by the recent independent strategic 
review of health inequalities in England—
The Marmot Review.2

The recommendations of my review 
encompassed early intervention, easier 
access to more skilled support to seek 
and move into work, development 
of new work-focused rehabilitation 
programs (vocational rehabilitation) 
and engagement of key stakeholders—
particularly employers and family 
doctors. The recommendations have 
been welcomed by a wide range of 
organisations, and there is broad 
agreement on the need for better 
occupational health and vocational 
rehabilitation services in the UK.3 The 
challenge is to put in place the practical 
arrangements and inculcate the changed 
practices necessary to realise these aims.

My review affi rmed widespread 
recognition of the problems to be 
overcome and the need for a new 
comprehensive system to support the 
wellbeing of the working-age population, 
a system that enables changes in 
attitudes, practice and culture, leading 
to effective collaboration between health 
professionals, patients as employees, and 
employers, with the promise of benefi t to 
employees, to business and to society as 
a whole.

When work-related health problems 
develop, most people turn fi rst to their 
family doctor, the GP. However, no clear 
pathways of early bio-psycho-social 
intervention exist in the UK, the GP 
has little access to expert occupational 
health advice, and the need for a return 
to function to be a desirable outcome 
of a clinical encounter has to date been 
missing from medical education and 
training. GPs and all other health-care 
professionals must be supported to 
understand better the positive links 
between work and health and shape their 
advice accordingly. 

Particularly heartening, because it 
is pivotal to effective action, was a 
Consensus Statement by the leaders 
of the health-care professions in the 
UK, with a pledge to promote the link 
between good work and good health. 

In the UK, and many other countries 
at similar stages of socio-economic 
development, the greater part of sickness 
absence and long-term incapacity is 
due to mild and treatable conditions. 
These include common mental health 
disorders—depression, anxiety and stress-
related mental health problems—and 
musculoskeletal conditions, often without 
evidence of underlying pathology. 

A smaller but important group of causes 
are, of course, disabling conditions and 
chronic diseases. We think of cardio-
respiratory conditions, diabetes, rheumatic 
diseases, treated cancers, and so on. 

Each can impose limits to function 
and activity, for which compensatory 
adaptations in the workplace might often 
be made. But they do not rule out the 
possibility of fulfi lling work.

Fitness for work
There is a deep-rooted obstacle—a 
persistent, mistaken perception that people 
must be totally fi t to undertake work. This 
view has been reinforced by a system 
of sickness certifi cation in the UK which 
identifi es patients as too sick to work. 

Within the UK health-care system, one 
responsibility of the family doctor has 
been to formalise sickness absence 
from work by providing a ‘Medical 
Certifi cate’ or ‘Sick Note’. This has a 
benign purpose—to legitimise sickness 
absence and to enable entry into the 
state-administered cash-benefi t social 
security system, which covers the entire 
population. 

Statement of fitness—
a Fit Note
However, such certifi cation has a 
downside. It emphasises what a patient 
is unable to do, and is prone to disregard 
what a patient might be able to do. That 
is why the ‘Sick Note’ is to be replaced 
by a statement of fi tness—a ‘Fit Note’. 
Introduction of the Fit Note signals, in 
a formal and practical way, the growing 
recognition that for most people of 
working age the right work is good for 
health and wellbeing. By opening a 
constructive dialogue between employer 
and employee the Fit Note can serve the 
wider unifying purpose of our endeavour. 

Advice given by the GP comes out of a 
clinical judgement made in consultation 
with the patient. Taking into account 
what is best for health, safety and 
recovery, the advice in the Fit Note is 
designed to guide discussions between 
an employer and an employee about 
what adjustments or changes to working 
practices might be possible to enable 
the worker to return to work. Those 
adjustments might, for example, include 
phased return, amended duties or 
workplace adaptations. The advising GP 
is not required to address the particular 
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demands of the employment of each 
patient—that is for employer and 
employee to explore. 

There has been careful preparation. A 
national education program for GPs is 
in place, organised and delivered by the 
Royal College of General Practitioners 
and supported by government. Guidance 
on the use of the Fit Note has been 
prepared in wide consultation, including 
representatives of business, employers, 
insurers, trade unions and medical 
professional bodies.  

GPs do not need specialist occupational 
health expertise or a detailed 
understanding of their patient’s job to 
complete the new Fit Note. Employers 
have detailed knowledge of their 
employee’s work and their workplace and 
so, based on the GP’s advice, the employer 
can consider whether or not they can 
make any necessary changes to support 
return to work. It is at this point that some 
will wish to seek specialist occupational 
health advice. Advice will be available 
through a telephone Occupational Health 
Adviceline from April 2010.  

During my review it became evident that, 
although many organisations, particularly 
larger ones, had ready access to specialist 
occupational health advice, this was 
not always so, especially in the case of 
small and medium-sized enterprises. The 
impact of ill health on small businesses is 
signifi cant, yet very few are in a position 
to provide help and support to staff who 
suffer ill health. The new Occupational 
Health Adviceline will provide expert 
advice and support for managers of small 
businesses. 

Fit for Work Service
Support for employee and employer 
does not begin and end with the Fit 
Note. Our review confi rmed that there 
were no pathways of rapid intervention 
to keep people in work or return them 
to work. We therefore recommended 
that early-intervention, case-managed, 
multi-disciplinary support for individuals 
be provided, making access to work-
related health support more widely and 
rapidly available. We called this a ‘Fit for 
Work Service’ and have set up 11 pilots 
across the UK to see how such a service 
might best operate. Following evaluation, 
the results will help show how health-
care professionals, employment services, 
employers and employees can best work 
together on the health and work agenda.

Reinforcing the message
A national network of Health, Work and 
Well-being Co-ordinators is in place to 
bring together stakeholders from across 
the private, public and third sectors. Their 
unifying interest is to spread and reinforce 
the core message—and the action that 
fl ows from it—that work and health are 
related: that good work and good health 
go hand in hand. 

Generally, workplace arrangements, 
to support people who have health 
conditions to continue in or return to work 
safely, can be achieved provided there 
is a will to make necessary adjustments 
or changes to working practices. But 
it requires a considerable change in 
workplace culture and approach. 

Occupational health 
The prevailing view of occupational 
health, 60 years ago when the NHS was 
founded, was that its historical focus on 
‘industrial medicine’ was a benefi t to 
employers and should be fi nanced by 
them. So occupational health services 
were not part of the NHS.

That view is widening. Occupational 
health has to do not only with disorders 
arising from occupation, but also with 
those arising during normal life that 
affect occupation, some of which can 
have major consequences for working 
life. The challenge for a new paradigm 
of occupational health is to examine the 
care pathways for working people with 
disorders of all kinds, and fi nd new ways 
to support them at work before, during 
and after illness.

The Faculty of Occupational Medicine 
in the UK is currently developing a 
strategic overview of future directions 
for occupational care in the UK. New 
standards for Occupational Health 
Services have been created in advance 
of a system of voluntary accreditation 
of organisations providing them. This 
assurance of quality will secure business 
confi dence in services that receive 
accreditation. 

I was delighted to learn that the 
Australasian Faculty of Occupational and 
Environmental Medicine is close to issuing 
a Position Statement on Realising the 
Health Benefi ts of Work. It too recognises 
that doctors have a fundamental role in 
leading change in thinking and practice. 
The Faculty is indeed well placed to 
provide the expertise and professional 

leadership required to take the agenda 
forward, which will require ongoing 
dialogue with all stakeholders.

Health-enhancing 
workplaces
Realising these perspectives of health and 
work has clear implications for the quality 
of work and workplaces, and supporting 
people to work. The workplace needs to 
be seen as integral to the promotion of 
health and wellbeing, and the prevention 
of ill-health. It requires buy-in by senior 
managers and also line managers 
who are trained and skilled in ways of 
safeguarding and promoting the health 
and wellbeing of employees. A culture of 
employee engagement, drawing together 
the goals and aspirations of employees 
and employers, is crucial to the realisation 
of these approaches. 

Conclusion
The success of this endeavour depends on 
each of us playing our part responsibly, 
both as individuals and through our 
organisations. Often it will call for a 
cultural change, with new attitudes 
and ways of working, to unite health-
care professionals, employers, unions 
and individuals in a concerted effort 
to promote the health of working-age 
people. Such changes will not happen 
unless they are brought into education 
and training—of health professionals and 
business managers—and reinforced by 
enlightened leadership in each domain. 
Important steps have been taken and 
some changes already made. Others, 
requiring changes in understanding, 
attitudes and behaviours across society, 
will take much longer—but they are 
necessary. 

Professor Dame Carol Black
National Director for Health and Work, UK 
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ADOLESCENT HEALTH: 
THE NEW PAEDIATRICS

A range of developments within 
biomedicine argue strongly for 
a much greater focus on young 
people within paediatrics and 

within adult medicine. I will focus here 
on paediatrics, as shifts in morbidity, 
mortality, health service use and the 
resultant workloads have been most 
dramatic within child health. 

There have been many versions of 
paediatrics over the past century, each 
new in their time. The major focus of the 
early versions were the fi ght against infant 
mortality and infectious disease. Arguing 
that children were not merely little 
adults, the new clinical speciality took the 
unique physiology and epidemiology of 
the early childhood period as its raison 
d’etre. The dramatic success of the fi ght 
against infant mortality and infectious 
diseases by the 1930s drove a ‘new 
paediatrics’ that focused after the Second 
World War on well-child monitoring and 
behavioural and chronic conditions as 
much as traditional acute paediatrics. I 
will argue that it’s time for a new new 
paediatrics that has adolescent health at 
its heart alongside neonatology and other 
traditionally core elements of child health. 

Population and 
mortality
In 1950, Australia’s population pyramid 
was the traditional bell shape, with 
the largest numbers in the lowest age 
groups (0–4 and 5–9 years) and many 
fewer adolescents and young adults 
15–24 years. In the 1950s, mortality rates 
amongst infants (<1 year) and young 
children (1–4 years) were 10 or more 
times higher than in other age groups 
below 25 years. 

Today, things are very different; 
population-wise, there are now more in 
the second decade of life than the fi rst—
by some considerable margin. In terms of 
mortality, 1–4 year mortality is half that of 
adolescent and young adult age groups. 
Post-neonatal infant mortality is now 
only twice that of the older ‘youth’ age 
groups. While Indigenous mortality rates 
are 2–3 fold higher than non-Indigenous 
rates across all these groups, the same 
pattern still applies; Indigenous mortality 
rates amongst 15–24-year-olds are twice 
that of the 1–4-year-olds. 

Population and mortality need has shifted 
dramatically towards adolescents since 
the 1950s. Yet one could argue that in 
many countries, certainly the UK and 
perhaps Australia, we continue to plan 
our paediatric services based on a 1950s’ 
understanding of the burden of disease 
being only in the very young.

Morbidity
A health ‘score-card’ for modern Australian 
adolescents is a depressing read. Young 
people have the worst record of any 
age group across all the priority health 
issues—cardiovascular risk and obesity, 
smoking, alcohol, drug use, sexual health 
(teenage pregnancy, sexually transmitted 
infections). Adolescence is the only age 
group in which trends in each indicator 
are static, adverse or show minimal 
improvement over the past 40 years, in 
marked contrast to the dramatic gains 
made in the health of children, the elderly 
and the middle-aged.

conditions increases through childhood 
into adolescence, and the adolescent 
burden is made ever larger by increases in 
common chronic illnesses such as asthma 
and diabetes and increased survival from 
congenital conditions previously fatal 
in childhood. Our children’s hospitals 
veer close to becoming what were called 
‘hospitals for the incurables’ in previous 
eras, and adolescents and even young 
adults are occupying an increasing 
number of inpatient beds in children’s 
hospitals over the last decade.

Indeed, if one looks at all inpatient bed 
use across Australia, bed use in the 
second decade of life is just below that 
of the fi rst decade (45% versus 55% 
of total). Average length of stay has a 
U-shaped curve, highest and similar 
amongst the infants and the 15–19-year-
olds. General practice attendances 
are higher for adolescents and young 
adults than for children outside infancy. 
Adolescents use more health services than 
other child groups except infants. 

However, adolescents appear to be 
under-represented within paediatrics. 
The recent survey of consulting workload 
(Children Attending Paediatricians: CAPS 
study), carried out by the Australian 
Paediatric Research Network (APRN), 
showed that 75% of consultations were 
with children in the fi rst decade (personal 
communication, Harriet Hiscock and Anna 
Price). Adolescents make up only 20–26% 
of children’s hospital admissions. 

Biological and social 
determinants of 
adolescent health
Why is it that problems are increasing 
during adolescence, the time of 
youth, energy and beauty, when the 
body should be at its peak strength 
and fi tness. This is the paradox of 
adolescent health. Some answers lie 
in adolescent development and in the 
complex interactions of biological and 
psychological development, behaviour 
and health. 

Human puberty is unique. No other 
animals have the combination of a 
growth spurt, adrenarche and major 
CNS development at the same time as 
puberty. The evolutionary implications 
of this combination are unclear—but 
developmentally it is a recipe for a set of 
cognitive skills driving new behaviours 
erupting over a short period of time 
within a rapidly changing body. 

The recent survey of 
consulting workload 
… showed that 75% 
of consultations 
were with children 
in the fi rst decade 
… Adolescents make 
up only 20–26% of 
children’s hospital 
admissions. 

Dr Russell Viner

The last 50 years have seen paediatric 
practice shift away from acute paediatrics 
towards more specialist medicine, 
particularly focusing on chronic 
conditions. The prevalence of chronic 
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Physically, we tend to focus on puberty, 
neglecting the major changes in almost 
every other body system that occur 
during puberty. Pharmacokinetics is 
one such area. In paediatrics we are 
used to thinking carefully about drug 
dosing in neonates and young children, 
but assume adolescents are either large 
children or small adults. In this, we ignore 
evidence that, in areas such as volume 
of distribution and CYP3A substrate 
handling, adolescents differ markedly 
from both children and adults.

Puberty and 
adolescence, 
through biological, 
psychological and 
social mechanisms, 
throw up a range of 
physical and mental 
health problems that 
through their very 
nature are unlikely to 
have been prevented 
by intervention in 
early childhood.

Our challenge is to 
apply to adolescent 
health the vision, the 
determination and 
the science which 
were so eff ective 
in improving child 
health over the last 
century. 

Adolescent brain development is 
perhaps one of the most exciting fi elds 
in modern neuroscience. Both grey and 
white matter development appears to 
be linked with puberty, with increasing 
organisation and myelination of white 
matter tracts and cortical thinning related 
to synaptic pruning ongoing through 
adolescence. This drives new abilities 
to think abstractly—to contemplate 
multiple possible alternatives for events 
and behaviours—leading young people 
to question their identity and place 
in the world in a way that was not 
available for their younger selves. This 
drives a series of behaviours, both social 
behaviours (e.g. peer group affi liation and 
romantic attachments) and exploration of 
behaviours they see adults participating 
in (e.g. smoking, drinking, sex, etc.). 
However, while increasing cognitive 
capacity drives an improved capacity 
for self-regulation, puberty may actually 
decrease some aspects of learning and 
increase sensation seeking through 
dopaminergic pathways. This imbalance 
between cognitive and emotional 

maturity, together with identity-driven 
exploration of the adult world, appears to 
make young people uniquely vulnerable 
to health risk behaviours such as smoking, 
drinking and drug use. Young people 
in early puberty compared with their 
peers appear more at risk of a range of 
problems, from self-harm and violence to 
smoking, drinking and risky sex. Puberty 
also drives a new epidemiology of disease, 
both of mental health problems and 
physical health problems. 

Puberty and adolescence, through 
biological, psychological and social 
mechanisms, throw up a range of physical 
and mental health problems that through 
their very nature are unlikely to have 
been prevented by intervention in early 
childhood. Early intervention is necessary 
but not suffi cient to keep young people 
healthy in the modern world.

Responses
Understanding adolescent development 
allows us to perhaps understand better 
the paradox of adolescent health. But it 
also provides us with an understanding of 
how to improve policy, public health and 
clinical services for young people. 

Systemic responses are needed that 
recognise young people to be an 
important group in need of investment 
and joined-up policy initiatives across 
health, education, justice and social 
services—and even transport, given that 
accidents are the main cause of death of 
young people in many countries. 

A horizontal strand of focus on young 
people is needed across the traditional 
public health silos of cardiovascular risk, 
mental health, sexual health, smoking, 
alcohol and drugs. This approach needs 
to recognise that at-risk young people 
frequently engage in multiple risk 

behaviours—and that solutions rarely 
lie in health education or action at the 
individual level. We know that the most 
effective public health interventions 
for adolescents are at the social and 
political level. However, there’s increasing 
evidence that school- and community-
based interventions that promote healthy 
adolescent development and improve 
mental health and young people’s social 
support and connection to society have 
amongst the strongest effects on a range 
of other health problems across these 
silos. Actions within traditional policy 
and public health silos are frequently 
ineffective for young people.

Clinically, responses are needed that 
include both paediatric and adult health 
professionals from a range of specialties. 
Within paediatrics, we need to ensure 
that our trainees have the clinical skills 
to meet the particular needs of young 
people and that adolescent health is a 
part of core training, not an optional 
extra. This training must start with an 
understanding of adolescent physical 
and psychological development and 
the ways that this drives health and 
behaviours but also determines the need 
to focus on particular communication 
skills, confi dentiality and consent issues 
and working towards concordance in 
management strategies. We need to 
be robust in introducing new skills into 
our paediatric workforce in dealing with 
sexual and reproductive health issues, 
addiction work and mental health, 
although much is already being done on 
the latter. 

Conclusions
We need a new paediatrics that places 
young people at the heart of paediatrics 
as much as neonates are. Our training, 
our public health policy and our clinical 
services must respond to changing 
patterns of population, morbidity, 
mortality and health service burden, 
each of which has declined dramatically 
amongst children but increased in the 
adolescent population. Our challenge is 
to apply to adolescent health the vision, 
the determination and the science which 
were so effective in improving child 
health over the last century. 

Dr Russell Viner
Reader in Adolescent Heath, Institute of 
Child Health London, and Consultant in 
Adolescent Medicine and Endocrinology, 
University College Hospital and Gt 
Ormond St Hospital for Children
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THE CALCIUM CONTROVERSY: BALANCING 
HEART AND BONE EFFECTS OF SUPPLEMENTS

Professor Ian Reid gave 
the Priscilla Kincaid-Smith 
Oration at WCIM 2010 on 
this subject. Here, he and 
his colleagues, Mark Bolland 
and Andrew Grey, write on 
this important topic for the 
interest of readers who were 
unable to attend this event.

For the last 50 years, calcium 
supplementation has been 
promoted as a means of reducing 
the risk of osteoporotic fracture. 

The rationale for this has been that 
low calcium intakes lead to leeching of 
calcium from bone to maintain serum 
calcium levels, therefore accelerating 
bone loss, particularly in postmenopausal 
women. It is now clearly established 
that calcium supplements reduce bone 
resorption and rates of bone loss1, but 
the evidence that they prevent fractures 
has been much harder to provide. This 
is the focus of an intense meta-analysis 
industry at the present time, but most 
reviews suggest that the decrease in 
fracture risk is only about 10%2, though 
it may be as much as 30% in analyses 
of compliant patients. The former may 
be more relevant to the real world, since 
long-term compliance with calcium 
is poor because the tablets are large, 
hard to swallow and frequently cause 
gastrointestinal side-effects. Paradoxically, 
meta-analysis of hip fracture numbers in 
trials of calcium monotherapy actually 
demonstrates a signifi cant increase in 
fracture risk.3 This worrying fi nding is 
supported by observational studies4 
and was seen in younger women in the 
Women’s Health Initiative (WHI) study of 
calcium and vitamin D.5 The mechanism 
of this is uncertain, but could be related 
to reduced periosteal expansion in the 
femoral neck in calcium users—increases 
in bone diameter partially compensate for 
loss of bone density as we age. Thus, the 
skeletal benefi t derived from the use of 
calcium supplements remains debatable 
and many patients abrogate their 
physicians’ best intentions by simply not 
taking the prescribed preparations.

For some decades, there have been 
suggestions that calcium supplement use 
might impact on other endpoints, such as 
cardiovascular disease. Benefi cial changes 
in serum cholesterol profi les and in blood 
pressure have been demonstrated.6,7 As 
a result, we pre-specifi ed cardiovascular 

events as a secondary endpoint in a 
recent fi ve-year randomised controlled 
trial of calcium citrate supplementation 
in normal older women. Contrary to 
our hypotheses, we did not fi nd a 
decrease in cardiovascular events in those 
randomised to calcium, but the opposite 
emerged, with myocardial infarctions 
being increased by about 50% (see Figure 
below), together with a smaller, non-
signifi cant increase in stroke numbers.8 
The size of this adverse effect has the 
potential to swamp any possible anti-
fracture benefi t, with the number needed 
to treat to cause one cardiovascular event 
being 29, and the number needed to 
treat to prevent one fracture being 50, 
in the Auckland Calcium Study. The size 
of this study means that these results are 
not defi nitive, but they raise a signifi cant 
concern that needs addressing urgently.

While many working in the bone fi eld 
found these results to be surprising, 
there is at least one major precedent for 
such a fi nding, and that is the increased 
rate of mortality and acceleration of 
vascular calcifi cation in patients with 
renal failure treated with calcium 
supplements.9 Adverse effects of calcium 
supplementation have been shown in 
dialysis patients, but also in pre-dialysis 
patients10, whose glomerular fi ltration 
rates substantially overlap those of the 
elderly women in the Auckland Calcium 
Study.

The widespread use of calcium 
supplementation mandates further 
investigation of its cardiovascular effects. 
A randomised controlled trial would 
provide the most defi nitive evidence, but 
would require in excess of 20,000 patients 
followed for at least fi ve years to detect 
a 20% increase in myocardial infarction. 
Such a trial is unlikely to proceed in the 
near future because of its cost as well as 
the potential ethical and recruiting issues 
involved when the primary endpoint 
of the trial is one of harm. Therefore, 
we have undertaken a meta-analysis of 
existing data to address this question. We 
have contacted the investigators of all 
randomised controlled studies of calcium 
monotherapy involving more than 100 
subjects with an average age greater 
than 40 years, and lasting more than 
one year. Our literature search identifi ed 
15 such studies and we have obtained 
either individual patient data or trial 
level data for 11 of these, representing 
results from almost 12,000 subjects, 93% 
of those eligible. Cardiovascular events 
were collated from adverse event data 
obtained from the investigators, most of 
which had not been published previously. 
The analysis used a protocol with pre-
specifi ed endpoints, which had been 
agreed with the contributing investigators 
prior to data collation. There was a 
remarkable consistency across the major 
contributing studies, with an increased 
risk of myocardial infarction of 20–30% 

Kaplan-Meier survival plot showing proportion of healthy postmenopausal women assigned to calcium 
supplementation or to placebo who had a verifi ed myocardial infarction during the Auckland Calcium 
Study. From Bolland et al.8; reproduced with permission.



10     RACP News April 2010

in each study. As in the Auckland Calcium 
Study, adverse trends were also present 
for stroke, though these were smaller and 
non-signifi cant. There was also a non-
signifi cant increase in mortality.

One other substantial database which 
has addressed these questions is that 
from the Calcium and Vitamin D (CaD) 
Study of the Women’s Health Initiative.11 
This study appeared to be generally 
reassuring, showing a hazard ratio for 
myocardial infarction or cardiac death 
of 1.04 (95% CI 0.92 – 1.18). When 
coronary revascularisations were added 
to the composite endpoint, the hazard 
ratio was 1.08 (0.99 – 1.19). A signifi cant 
interaction of the effect of CaD with body 
mass index was demonstrated, such that 
the hazard ratios for myocardial infarction 
rose to 1.16 – 1.18 in non-obese 
subjects, but were 0.91 in those with BMI 
greater than 30. Thus, in the non-obese 
population, the fi ndings of the WHI were 
broadly similar to those of the Auckland 
Calcium Study and of our meta-analysis. 
An important feature of the Women’s 
Health Initiative CaD Study is that 54% of 
study subjects were taking their own non-
protocol calcium supplements at study 
baseline, and this rose to 69% by the end 
of the study. Clearly, this has the potential 
to obscure effects related to calcium 
supplements used as part of the trial. We 
have now accessed the WHI database and 
repeated the analyses of cardiovascular 
risk separately in those using or not using 
self-prescribed calcium supplements. In 
the former, there is no evidence of an 
adverse change in vascular events with 
randomisation to CaD, but in those not 
already taking calcium supplements there 
is a consistent excess of vascular events in 
those randomised to CaD.

This suggests that 
the adverse eff ects 
associated with 
the use of calcium 
supplements may 
not occur with food 
sources of calcium.

The ultimate 
signifi cance of this 
work is that the 
cardiovascular 
toxicity of calcium 
supplements could 
eff ectively negate 
their putative 
benefi t.

appears to correlate with event rates 
in that population, and since calcium 
supplements have been shown to 
increase coronary artery calcifi cation.10 

Relevant to this is a substantial literature 
relating serum calcium levels to 
cardiovascular pathology in the normal 
population. Thus, carotid artery plaque 
thickness is signifi cantly greater in older 
normal subjects whose serum calcium 
is in the top quintile, compared with 
those who were in the bottom quintile.12 
Similarly, abdominal aortic calcifi cation 
and cardiovascular mortality have 
been shown to be related to serum 
calcium level in normal populations.13,14 
Complementing this is the body of 
evidence demonstrating increased 
cardiovascular risk of those with primary 
hyperparathyroidism.

and increased rates of cardiovascular 
events. This suggests that we should 
be encouraging patients to meet their 
calcium requirements through diet, rather 
than through the use of supplements. 
It also seems sensible to moderate our 
recommendations for calcium intake, 
since the evidence suggests that very 
high intakes only marginally reduce 
fracture risk, and we have much more 
effective agents to reduce fracture risk, 
the safety of which has been documented 
in large randomised controlled trials. 
Indeed, if calcium were a new drug being 
considered for promotion of skeletal 
health, it is unlikely it would be approved. 
In those patients who are unable to 
maintain even a minimal dietary intake 
of calcium, the use of supplements may 
still have a place, but the above data 
suggest that salts of low solubility (e.g. 
carbonate) are to be preferred, and that 
these are ideally taken after a meal so that 
their absorption is slowed by the presence 
of food in the gastrointestinal tract. 
However, the ultimate signifi cance of this 
work is that the cardiovascular toxicity 
of calcium supplements could effectively 
negate their putative benefi t, and that 
we should be looking to other agents of 
proven effi cacy and safety for reducing 
fracture numbers in those most at risk.

Professor Ian Reid MD FRACP

Dr Mark Bolland PhD FRACP

Associate Professor Andrew Grey MD 
FRACP

Department of Medicine
Faculty of Medical and Health Sciences
University of Auckland
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OPIOIDS – PANACEA OR 
PANDORA’S BOX

Treating acute 
pain appropriately 
at early onset 
may prevent the 
development of the 
chronic pain state.

the risk of fractures. New England Journal of 
Medicine; 354:669–83.

Reid, IR, Mason, B, Horne, A et al. (2002). 6. 
Effects of calcium supplementation on serum 
lipid concentrations in normal older women: 
a randomized controlled trial. American 
Journal of Medicine; 112:343–47.

Reid, IR, Ames, R, Mason, B et al. (2010). 7. 
Effects of calcium supplementation on lipids, 
blood pressure, and body composition in 
healthy older men: a randomized controlled 
trial. American Journal of Clinical Nutrition; 
91:131–39.

Bolland MJ, Barber PA, Doughty RN et al. 8. 
(2008). Vascular events in healthy older 
women receiving calcium supplementation: 
randomised controlled trial. British Medical 
Journal; 10:1136/bmj.39440.525752.BE.

Block GA, Raggi P, Bellasi A et al. (2007). 9. 
Mortality effect of coronary calcifi cation 
and phosphate binder choice in incident 
hemodialysis patients. Kidney International; 
71:438–41.

Russo D, Miranda I, Ruocco C et al. 10. 
(2007). The progression of coronary artery 
calcifi cation in predialysis patients on calcium 
carbonate or sevelamer. Kidney International; 
72: 1255–61.

Hsia J, Heiss G, Ren H et al. (2007). 11. 
Calcium/vitamin D supplementation and 
cardiovascular events. Circulation; 115:846–
54.

Rubin MR, Rundek T, McMahon DJ et al. 12. 
(2007). Carotid artery plaque thickness is 
associated with increased serum calcium 
levels: the Northern Manhattan study. 
Atherosclerosis; 194:426–32.

Bolland MJ, Wang TK, van Pelt NC et al. 13. 
(in press). Abdominal aortic calcifi cation 
on vertebral morphometry images predicts 
incident myocardial infarction. J Bone Mineral 
Res.

Leifsson BG, Ahren B (1996). Serum calcium 14. 
and survival in a large health screening 
program. Journal of Clinical Endocrinology and 
Metabolism; 81:2149–53.

Reid IR, Schooler BA, Hannon S et al. (1986). 15. 
The acute biochemical effects of four 
proprietary calcium supplements. Australian 
and New Zealand Journal of Medicine; 
16:193–97.

Green JH, Booth, C, Bunning R (2003). 16. 
Postprandial metabolic responses to milk 
enriched with milk calcium are different from 
responses to milk enriched with calcium 
carbonate. Asia Pacifi c Journal of Clinical 
Nutrition; 12:109–19.

Dr Clayton Thomas

Given that 20% of the Australian 
population have chronic long-
term pain, more effort needs to 
be devoted to determining the 

group of patients who are likely to benefi t 
from long-term opioid therapy and those 
who are likely not only to receive no 
benefi t but also incur harm.

The use of opioids in the treatment of 
pain has increased exponentially over 
the last 20 years. In Australia and New 
Zealand there was a 40-fold increase 
in oral morphine usage between 1990 
and 2006 and a four-fold increase in 
prescription of Oxycodone for pain 
between 1990 and 2003.1 More options 
for doctors involved in pain management 
have also been provided through the 
development of opioids of a ‘safer’ 
nature, especially sustained release 
compounds. Thus began a reversal of the 
previous under-treatment of pain and 
opioid phobia, which until these products 
became available was a common default 
position of many doctors treating, in 
particular, chronic pain.

The research
In April 2009, a Prescription Opioid 
Policy was released by a number of 

professional bodies (RACP, FPM, RACGP, 
RANZCP). A number of areas of concern 
in regard to the prescription of opioids 
for non-malignant pain included the 
development of dependence and 
subsequent drug-seeking behaviour, the 
diversion to prescription opioids, and the 
management of non-malignant pain in 
the opioid-dependent individual.

The Cochrane Collaboration in 2008, 
‘Opioids for Chronic Low Back Pain’, 
noted that there had been few trials, 
there was a lack of generalisability 
between those trials, the study groups 
were diverse and the intention to treat 
analysis was poor. It also noted that 
functional improvement was limited. The 
overall conclusion from the Cochrane 
Collaboration was that the benefi ts of 
opioids for long-term management 
of chronic low back pain remained 
questionable.

A systematic review of opioid treatment 
for chronic back pain in the Annals of 
Internal Medicine included fi ve studies that 
compared one opioid with another and 
four studies that compared opioids to 
placebo, but no trials lasting more than 
16 weeks.2 There are also ethical issues 
regarding long-term studies of opioid use, 
with most of the evidence on long-term 
opioid use being very poor and diffi cult to 
interpret.

There is little debate that the use of 
opioids in the treatment of acute pain 
is, on the whole, highly effi cacious and 
highly appropriate: treating acute pain 
appropriately at early onset may prevent 
the development of the chronic pain 
state.3 Chronic pain is not just acute pain 
that goes on for longer, but is a separate 
evolving disease entity. Acute pain is, on 
the whole, protective; chronic pain is not.

Empowering patients 
as partners in decision 
making
When prescribing opioid therapy we need 
informed consent from the patient who is 
seeking such treatment. Patients seeking 
treatment from a pain specialist would 
expect the pain specialist to be fully 
informed with respect to the available 
evidence for the treatment of chronic 
non-malignant pain, not just in the short 
term where the evidence is compelling, 
but over the longer term where the 
evidence is lacking.

Determining those patients who will do 
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well from opioid therapy and those who 
are likely to do poorly is slightly better than 
‘trial by error’, but not substantially so.

The administration of any medication 
involves a risk–benefi t analysis. The 
administration of any medication for 
pain, whether with opioids or what 
are sometimes referred to as ‘the 
extraordinary analgesics’ (certain 
antidepressants and certain anti-
epileptic drugs), is a trade-off between 
the side-effects and the benefi ts. The 
ideal situation would be to prescribe a 
medication that has 100% benefi t and 
no side-effects. The reality of the situation 
is that this never occurs. Therefore, with 
the treatment of pain there will always be 
a balance between the negative and the 
positive consequences of the prescribed 
treatment. 

Patients expect us to advise them as 
to which is the appropriate form of 
treatment. A better patient plan may be 
to advise patients to the contrary: that 
doctor and patient will work together to 
fi nd out which medication is the best for 
them. Although the nature of the pain 
problem, the age of the patient and other 
co-morbidities will be considered, it is 
simply not possible for the practitioner 
to be defi nitive with respect to which 
medication is likely to work best for which 
patient. Therefore, bringing the patient 
in as a partner in the management of 
their pain in the early stage is imperative, 
particularly when using opioid therapy.  

Why not prescribe?
Before the 1990s, we had limited 
medications for the treatment of pain. 
Available medications included Panadeine 
Forte, Pethidine, Proladone and Endone. 
Most doctors saw patients who developed 
problems with these medications and it 
brought these medications, as well as the 
treatment of chronic pain, into disrepute. 
The default position at that stage was not 
to prescribe these medications for fear 
that the same would occur in all patients 
treated. Under-treatment of pain was the 
ensuing result. 

One of the clear issues for not prescribing 
is tolerance. Tolerance is generally 
unpredictable. It is worse in young 
patients and clearly worse with peak and 
trough (quick-acting) medications, but it 
does occur with all types of pain, whether 
it be cancer pain or non-cancer pain.

Opioid insensitivity is probably reasonably 
uncommon, but it can occur with chronic 

non-malignant pain. It certainly seems 
to be worse with neuropathic pain, but 
it can occur both in the cancer and non-
cancer patient.

Short-term side-effects 
of opioids
The list is long—nausea, vomiting, 
pruritus, sedation, somnolence, 
myoclonus, respiratory depression, 
constipation, dry mouth, sweating. Most 
of these side-effects do subside with 
time, with the noticeable exception of 
constipation, dry mouth and sweating.  
In the treatment of acute pain, 
approximately one in fi ve will discontinue 
medication because of side-effects.

Long-term side-effects 
of opioids
With moderate to high dose opioid 
therapy, hormonal change is not 
uncommon, with testosterone failure in 
men and oestrogen failure in women, in 
particular.4 These have their own sets of 
symptoms and their own requirements for 
specifi c targeted management to address 
them when they occur. 

Sleep apnoea has been shown to be 
independently associated with opioid 
therapy.5 Immune depression is another 
long-term possible effect of opioid 
therapy, although chronic non-malignant 
pain has a number of other co-morbidities 
which may predispose patients to 
immune depression (obesity, inactivity, 
poor nutrition and fi nancial failure).

Opioid induced hyperalgesia is another 
problem related to long-term opioid 
therapy. It is little known generally, 
but is well acknowledged amongst 
those who treat pain. A Google 
search indicates 86,600 hits for opioid 
induced hyperalgesia. Opioid induced 
hyperalgesia, or opioid induced abnormal 
pain sensitivity, is associated with long-
term use of all opioid types.

Scoring pain and pain 
relief: what it indicates
As a pain specialist, I send my patients a 
Brief Pain Inventory by mail, which I ask 
them to complete and bring to their fi rst 
consultation. Not uncommonly, patients 
score their pain at worst 8/10 and at best 
6/10. There is very little in patients with 
chronic pain that differentiates those 
patients who are on high dose opioid 

therapy from those who are on non-
opioid or low dose opioid therapy. 

Another question on the Brief Pain 
Inventory is ‘In the last 24 hours, how 
much relief have pain treatments or 
medications provided?’ Some will say 
10–20%; others will indicate 80–90%. 

Let’s look at the fi rst group who score 
8/10 pain at worst, 6/10 at best who are 
on moderately high dose opioid therapy 
and who score their relief from pain as 
being reasonably low (10–20%).

This group often accepts the fact that 
their opioid therapy has really not 
achieved much, and they are more ready 
to accept a trial of treatment without 
opioid therapy. They are ready to accept 
that coming off opioids, which they 
have often been on for many years, is 
a reasonable treatment management 
option for them.

Let’s look now at the second group—8/10 
pain at worst, 6/10 pain at best—yet they 
rate their relief as 70–80% from their 
medication (moderately high dose opioid 
therapy).

When you talk to these patients and ask 
them how they know that the medication 
is effective, the usual response is that it is 
effective because, when they try to come 
off the medication, their pain gets worse. 

Some of these patients will accept that 
the treatment they are receiving is not 
working. Their pain is still severe at worst 
(8/10) and moderately severe at best 
(6/10). They will accept that their pain 
gets worse when they attempt to reduce 
the medication because they are going 
through a withdrawal, and the fi rst phase 
of that withdrawal is worsening pain. 
When this is explained to them, they will 
often accept a trial of opioid withdrawal. 

The group of patients who do not accept 
that their medication regime is in fact 
problematic is more diffi cult to treat. 
Whether the patient is on high dose 
Oxycodone or high dose morphine, or 
in fact a regular intramuscular opioid, 
is almost irrelevant here. The patient 
in these situations has been prescribed 
medication by the treating doctor, and 
the treating doctor has had a long-term 
relationship with the patient, sometimes 
going back for a number of years. The 
relationship that this type of patient has 
had with their doctor is all important. 
Even if I were to suggest that their 
medication regime was inappropriate and 
was likely to be causing a greater burden 
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of ill health than if they were to withdraw 
from opioid therapy, unless both parties–
doctor and patient–were prepared to 
accept this advice, nothing would change 
for that patient. Relevant here is the 
earlier part of this discussion where it was 
pointed out that evidence on long-term 
opioid therapy of any type was poor.

I feel strongly that we do not provide 
enough education to doctors who 
prescribe opioid therapy on how to get 
people off this therapy. We receive a 
lot of education as to which opioids are 
appropriate, how to start, and so on, but 
not in the very important practical aspect 
of opioid withdrawal. 

Withdrawal from 
opioids: benefits and 
consequences
Let’s go back now to the patients who are 
on moderate to high dose opioid therapy 
and have accepted that the treatment 
they are having is not effective and they 
still have signifi cant amounts of pain.

Some patients can be counselled and 
given a regime of opioid reduction which 
they can do at home by themselves. My 
preference is to be more aggressive in 
opioid reduction (often as an inpatient for 
the duration of one week under cover of 
Ketamine and Clonidine). Withdrawing 
from opioids is hard, but withdrawal 
doesn’t kill anyone. Withdrawing from 
opioids over a longer period of time 
prolongs the diffi culties. Withdrawing 
more quickly has the advantage that 
the patient can see the difference more 
quickly, and patients are often surprised 
that their pain may be less than what 
it was when they were on the opioid 
therapy. 

I like to see a patient two weeks after 
withdrawing completely from opioid 
therapy. At this time, they can tell me 
whether they are better, worse or no 
different. If they are better, they can tell 
me in what ways, their pain and their 
ability to function being of primary 
importance here. They often report 
having the ‘fog lifted’ and a greater 
ability to concentrate. Their families 
report that they have them back again.  
The constipation goes away and, in due 
course, all the other side-effects improve 
and testosterone failure or oestrogen 
failure reverses.

For the patient who has withdrawn from 
opioid therapy and has worse pain, it is 
now possible to have a better indication 
as to what the cause of that pain is. 
The pain is more easily differentiated 
and newer therapies that may be able 
to target the pain specifi cally can be 
implemented. For some, however, going 
back on to opioid medication is in fact the 
most appropriate form of intervention. 

Summary
Opioids certainly do have a very 
important role in the management of not 
just acute but also chronic non-malignant 
pain. Opioid therapy, however, should 
not be considered something that once 
commenced can never be stopped. The 
issues of tolerance, dependence and 
opioid-induced hyperalgesia all need to 
be actively managed.

It is time that the medical profession 
lobbied and demanded quality 
randomised controlled trials comparing 
opioid therapy to non-opioid therapy in 
the treatment of chronic pain. Once we 
have the evidence, we will be far better 
positioned to inform our patients as to 
those who are likely to benefi t from long-
term opioid therapy and those who are 
likely not only to receive no benefi t but 
also incur harm. Until then the debate will 
continue.

Dr Clayton Thomas FAFRM
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HISTORY OF 
MEDICINE IS BACK

The History of Medicine returned to 
the program of the College’s annual 
scientifi c meeting with a session 
dedicated to the topic at WCIM 
2010. Previous annual meetings 
featured lively and well-attended 
debates: ‘That the history of medicine 
is irrelevant to today’s practising 
physician’ (Wellington, 2005) and 
‘That the future is sub-specialisation: 
the generalist belongs to the past’ 
(Cairns, 2006). 

At the recent Melbourne meeting, 
the conference organisers kindly 
allocated a 90-minute session to the 
History of Medicine Library, with the 
Chair and speakers drawn from the 
Committee. Dr Michael Kennedy 
spoke on ‘Medicine in early colonial 
Australia’, citing evidence from the 
writings of Governor Phillip and the 
Colony’s fi rst surgeons and offi cers. 
Emeritus Professor Robert Clancy 
gave an overview of ‘Epidemics 
Sydney had to have’, discussing 
smallpox, measles, whooping cough 
and many other infectious diseases 
threatening Indigenous and settler 
communities. Associate Professor 
Cate Storey completed the session 
with ‘Punching above their weight: 
Australian medical graduates excel on 
the world stage’ using as examples 
some of Australia’s Nobel Laureates in 
medicine and physiology. 

Despite the competition from the 
numerous parallel sessions, the 
History of Medicine session attracted 
an audience of approximately 50 
Fellows and trainees.

Professor Mark Ferson FRACP 
FAFPHM
Chairman, History of Medicine 
Library Committee

Withdrawing from 
opioids is hard, 
but withdrawal 
doesn’t kill anyone. 
Withdrawing from 
opioids over a 
longer period of 
time prolongs the 
diffi  culties.

New Zealand College of Anaesthetists and 
Faculty of Pain Medicine 2010. Acute Pain 
Management: Scientifi c Evidence (3rd edn). 
Melbourne: ANZCA & FPM. 

Ballantyne JC et al. 2003. Opioid therapy for 4. 
chronic pain. NEJM; 20(349):1943–53.

Walker JM et al. 2009. Are opioids associated 5. 
with sleep apnoea? A review of the 
evidence. Current Pain and Headache Reports; 
13:120–26.
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WHAT ALL PHYSICIANS NEED TO KNOW 
ABOUT PALLIATIVE CARE

Conducting research in palliative 
and end of life care is notoriously 
diffi cult, not least because of 
the frailty of this patient group 

and therefore the ethical imperative 
not to burden patients unnecessarily at 
this time. However, palliative medicine 
is not only concerned with the care of 
patients in the last weeks to months of 
life but also in providing specialist advice 
on symptom management at any stage 
of a disease process. Expertise in the 
management of pain, nausea, dyspnoea, 
cough, itch, constipation, ascites, 
malodorous wounds, lymphoedema, to 
name a few symptoms, is available. Nor 
is palliative medicine expertise limited 
to patients with a cancer diagnosis only, 
but is extended increasingly to all disease 
groups, particularly where close clinical 
relationships have developed in planned 
or fortuitous ways. Therefore, research 
in palliative medicine includes a patient 
population which is not terminal in the 
sense of days to weeks to live and so 
can be rigorously conducted in selected 
patients. 

In recognition of the weak evidence 
base for many well-adopted symptom 
management strategies and medications, 
the variable practice across Australia, 
the inability to apply for PBS listing 
or hospital formulary inclusion for 
many medications and the subsequent 
inequities of access, the Commonwealth 
Department of Health and Ageing funded 
a national Palliative Care Clinical Studies 
Collaborative (PaCCSC) in 2008, headed 
by Professor David Currow of Flinders 
University Department of Palliative and 
Supportive Care. There are now 16 
sites across Australia participating in 
some or all of the collaborative studies. 
The studies have been developed by 
subcommittees within PaCCSC. Through 
this process, many young researchers 
have had the opportunity to develop 
a better understanding of clinical trials 
and have increased the capacity and 
confi dence of the palliative care sector 

to conduct research of this nature. All 
studies are randomised controlled, double 
blind studies. Current studies are looking 
at the following symptom nodes: pain, 
delirium, anorexia, nausea, dyspnoea, and 
malignant bowel obstruction. PaCCSC has 
a structure and mechanism for researchers 
to propose new studies each year and also 
to conduct studies across the Collaborative 
for industry sponsored studies. The 
establishment of PaCCSC has been an 
important milestone in the development 
of palliative medicine in Australia. 

Only 50% of 
patients report 
adequate control [of 
pain] in repeated 
surveys conducted 
internationally.

improving cancer pain management:3

NPS Goal 1: Recognising pain as a • 
national health priority and a chronic 
disease entity. Implementing the 
strategy of charting pain as the 
‘5th vital sign’ in all health facilities 
would reinforce this goal and be 
a measurable clinical indicator for 
accreditation of health care facilities. 

NPS Goal 4: Interdisciplinary care • 
at all levels: improving information 
sharing on transition from one care 
setting to another and ensuring 
meaningful communication between 
practitioners and patients and 
between practitioners through the 
development of patient centred tools 
(e.g. pain diaries, care pathways, 
pain care plans) and increased 
capacity for pain and palliative 
care providers to participate in 
multidisciplinary care patient 
management. 

It is hoped that with national 
endorsement of pain as a health priority, 
all practitioners will realise the necessity 
of pain assessment and management 
as a core clinical competency and 
responsibility.

In Australia, at present, there are over 
10 different opioids of which 8 are 
used frequently in chronic cancer pain 
management. With this diversity comes 
complexity. At times, switching from one 
opioid to another results in improved 
pain control and better side-effect profi le. 
However, there is a call to revise the 
Equianalgesic Dose Tables and develop 
clinical guidelines for rotation currently 
used as the science underlying relative 
potency evolves.4,5

Incident and procedural pain in cancer is 
poorly recognised and poorly anticipated 
by clinicians and severely impacts on 
patients’ quality of life. Characteristics 
of incident pain such as the short 
duration, severe intensity and frequent 
occurrence, often on a daily basis, make 
it diffi cult to manage. In less intense pain 
breakthroughs, administration of an oral 
short-acting opioid proportionate to the 
24-hour maintenance opioid is often 
adequate. However, procedural pain 
and many incident pain episodes are 
more severe and the adequate analgesic 
dose requires titration to match the 
intensity of the episode. In hospital-
based practice, IV administration may 
be available, but for most palliative 
settings of care, this is impractical and 

Dr Odette Spruyt

Pain management
In addition to testing the effi cacy 
and safety of medicines in well-
conducted research trials, evidence 
of best implementation strategies to 
embed evidence into clinical practice 
is sorely needed in pain management 
generally and cancer pain in particular. 
Zech showed that cancer pain can 
be controlled in 90% of patients 
simply by careful adherence to the 
WHO guidelines published in 1986.1 
However, only 50% of patients report 
adequate control in repeated surveys 
conducted internationally. This falls to 
much lower fi gures in the developing 
world, where knowledge and attitudes 
to pain management and availability 
of opioids are even less widespread. 
Implementing pain management 
strategies is challenging at all levels: 
clinicians’ knowledge and attitudes, 
organisational will to establish and 
support improvements, governmental 
interest in supporting initiatives and 
raising community awareness and 
support—but it is a priority area for 
health-care improvement.2

The 200 delegates at the National Pain 
Summit held in Canberra on 11 March 
2010 represented the very diverse 
range of clinicians involved in pain 
management. The Cancer Pain and 
Palliative Care Working Group identifi ed 
the following as key priority areas of 
the National Pain Strategy (NPS) for 

WCIM 2010 and Physicians Week
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Care which is based 
on refl ective practice 
…, mindfulness of 
the impact of our 
behaviour towards 
our patients …, 
compassion and 
dialogue, and 
taking time to know 
the patient … are 
components of dignity 
conserving care.

unavailable. The ideal BTP therapy would 
be potent, of rapid onset and short 
duration, have few side-effects, and be 
patient controlled. Novel approaches 
include intranasal or sublingual sufentanil, 
ketamine lozenges, fentanyl lozenges or 
methoxyfl urane. In a recently completed 
randomised controlled trial comparing 
inhaled methoxyfl urane with placebo for 
analgesia for incident pain in patients 
undergoing bone marrow biopsy, pain 
relief with methoxyfl urane was found 
to be signifi cantly superior (p=0.011) 
and well tolerated, with strong patient 
preference (p=0.005). Such approaches 
need further study in other settings 
to further evaluate safety and patient 
acceptability.6

Constipation
Opioid induced constipation is a common 
and mainly preventable clinical problem 
and cause of suffering. Prophylactic 
prescription of laxatives prevents the 
development of constipation in the 
majority of patients. However, resistant 
constipation or overly burdensome 
laxative regimens occur. Methylnaltrexone 
is a quaternary ammonium derivative of 
naltrexone, which is poorly lipid soluble, 
with therefore little ability to cross the 
blood brain barrier. It acts on peripheral 
opioid receptors to reverse opioid 
induced gastrointestinal dysmotility and 
prolonged transit time, without affecting 
analgesia.7 Methylnaltrexone is given 
subcutaneously and is available on the 
PBS as of March 2010 for treatment of 
opioid induced constipation in patients 
with advanced illness receiving palliative 
care where the response to other laxatives 
has been insuffi cient. 

Delirium
The prevalence of delirium in patients 
with advanced cancer and at the end 
of life is reported as between 28–45% 
and 90% in those within hours of death8 
and is a major cause of morbidity and 
distress for patients and carers. There 
is great diversity in practice with little 
evidence base to guide management, 
both in terms of extent of investigation in 
different clinical settings, medications and 
dosing.9,10 It is not known if neuroleptics 
improve all the symptoms of delirium 
or only some, particularly agitation. 
Methylphenidate may improve cognitive 
function in patients with advanced cancer 
and hypoactive delirium.11 Agitated 
delirium is the most frequent indication 
for use of sedation in terminal care. 

Dignity
‘There is no consensus on what we mean 
by dignity, its proper use or basis.’12 
For some, dignity is intrinsic to being 
human. For others, dignity is extrinsic 
and determined by circumstances and 
by how one is seen by others. Chochinov 
identifi ed and defi ned the components 
of dignity and developed dignity therapy 
based on an empirical model of dignity 
with domains of concern that infl uence 
patients’ sense of dignity and worth. 
Illness related concerns such as cognitive 
acuity, functional capacity and symptom 
distress, dignity conserving aspects 
such as role preservation and leaving a 
legacy, and social dignity dimensions 
such as social support and privacy are 
identifi ed in the model. Care which is 
based on refl ective practice to discern 
the assumptions and attitudes towards 
patients, mindfulness of the impact 
of our behaviour towards our patients 
as a powerful means of reinforcing 
or diminishing their sense of dignity, 
compassion and dialogue, and taking 
time to know the patient with the disease 
are identifi ed as components of dignity 
conserving care.13,14

At times, suffering is intractable. Sedation 
may be the only option for relief in the 
dying patient. The European Association 
of Palliative Care has published a 
framework for safe ethical sedation at 
the end of life, which includes open 
discussion with patients and carers 
about the risks and benefi ts of sedation, 
consultation with colleagues, particularly 
palliative care specialists, review of all 
alternatives for management of refractory 
symptoms, keeping sedation proportional 

to the intensity of suffering and care of 
the health professionals involved in what 
is often a distressing clinical scenario.15

Dr Odette Spruyt
Director, Pain and Palliative Care 
PeterMac East Melbourne
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MEDICINE AND HUMAN FLOURISHING

Some stories—those of grief, 
suffering and loss; those of guilt, 
innocence and redemption; those 
of love—are so poignant as to feel 

universal. Recently, for example, my class 
on Narrative, Literature and Medicine was 
moved by a brief story written by a Native 
American author, Hinook-Makhewe-
Kelenaka (Angel Da Cora), and published 
in Harper’s Magazine in 1899. It is a 
fi rst-person narrative of a very small child 
who is sent out into the wintry prairie to 
make an offering of tobacco leaves and 
feathers to the spirit who had caused the 
sickness of her little sister. It must be laid 
on the bare earth, but the snow lies deep 
everywhere. Eventually she places it in a 
reed stem, reasoning that it must lead to 
the earth—but she is then wracked by 
fear and guilt. What if her offering never 
reaches the earth? Will her little sister die?

When the freezing child returns, the 
medicine woman says there is no hope, 
the baby cannot live. ‘Then bitterest 
remorse was mine, for I thought I had 
been unfaithful.’ Her parents refuse to 
give up hope and call in a medicine man. 
He is a large man, with a sad, gentle face, 
who tells them, ‘As I came I saw luminous 
vapour above the house. It ascended, it 
grew less, it was gone on its way to the 
spirit land. It was the spirit of the little 
child who is sick; she still breathes, but 
she is beyond our reach. If medicine will 
ease her pain, I will do what I can.’ 

The medicine man pleads with his 
spirit-guide (a bear) to recall the spirit 
of the child to its body; he dances and 
mixes herbs and sprinkles them on the 
baby, who at once begins to breathe 
more easily, and fi nally opens her eyes 
and smiles at her mother. The medicine 
man, seeing this, says the end is near, 
and refuses the pony and blankets he is 
offered, saying he had been unable to 
hold the spirit back and so had no right 
to the gifts. In the morning, the room is 
cleared; the baby is dead; and the child-
narrator told, we must not talk about her. 

Some doctors spoke, 
and with some 
emotion, about the 
high expectations 
and impossible 
hopes that people 
place in medicine.

Dr Claire Hooker

‘We felt her and kissed her, but she made 
no response. Then I realised what death 
meant. Remorse again seized me, but I 
was silent.’ 

It was very easy for the doctors in my 
class to relate to this story. The profound 
differences between the cosmologies and 
therapeutics of this native Winnebago 
tribe and contemporary Western medical 
practice went virtually unnoticed. Instead, 
some doctors immediately spoke, and 
with some emotion, about the high 
expectations and impossible hopes that 
people place in medicine. Others were 
cynical: the medicine man put himself in 
a win/win situation, they said. He couldn’t 
be blamed for the child’s death but would 
gain immeasurable social and spiritual 
status (and gifts) if she survived. Still others 
found a likeable ideal in the medicine 
man’s dignity, compassion, his balance of 
responsiveness and realism, his integrity, 
service and altruism. We commented 
on the therapeutic involvement of a 
family and a community in illness in this 
traditional society, and debated whether 
the cultural injunction against talking 
about the dead was psychologically 
healthy or not. We shared, briefl y, the 
poignancy of the tiny narrator’s struggle 
with the inexorable wintry prairie, and her 
dreadful sense of guilt.

This kind of exercise—communal 
refl ections on various aspects of 
therapeutic experience—is fast gaining 
popularity in the USA, where hospital-
based bookclubs are springing up (see, 
for example, ‘Scalpel, stethoscope, 
Tolstoy: Doctors embrace literature as tool 
to connect with patients’, a syndicated 
news story easily found online). It’s 
only one of many such initiatives in the 
so-called ‘medical humanities’, another 
example of which is the workshop we 
recently ran at the World Congress 
of Internal Medicine in Melbourne. 
It explored the utility of the medical 

humanities for doctors, for patients and 
for medical educators. This practice-
focused workshop provided a series of 
resources and exemplars for practice. In 
this article I wish to distil some of central 
qualities of the medical humanities, apart 
from their utility.

That the medical humanities meets a 
strong need is indisputable given the 
recent rapid—and worldwide—growth of 
reading groups and retreats, establishing 
medical humanities study programs in 
universities and including creative or 
philosophical writings in medical journals 
(Annals of Internal Medicine, the dedicated 
BMJ journal, Medical Humanities, with 
associated blog). But what exactly is or 
are the ‘medical humanities’ and what do 
they really achieve? A cynic might see the 
fi eld as too ‘touchy-feely’, composed of 
good intentions rather than of rigorous, 
evidence-based practice. Others may 
well feel that the fi eld tends towards 
elitism, with a strong preference for ‘high 
culture’ canonical authors and thinkers. 
These criticisms are usually expressed in 
sentiments such as ‘It’s all very well to 
prescribe a good dose of Tolstoy to help 
you understand your patients better, 
but what if you don’t happen to like the 
classics? Is watching House just as good?’ 
or ‘Can’t you be just as compassionate 
and perceptive if you’ve never read a 
poem and your hobbies extend to such 
antisocial activities as model aeroplane 
making, playing Metal Gear Solid IV or 
fi shing’ (activities whose instrumental 
value includes stimulation and relaxation, 
achievement, curiosity, pleasure and pride)? 

Making an argument for the importance of 
the medical humanities is a bit like making 
an argument for funding art galleries and 
orchestras and historians in general. Here’s 
my answer to what’s unique.

1. A value for intangibles in 
health care

The medical humanities can be described 
using broad motherhood statements, 
such as being ‘expressly concerned with 
the human side of medicine’ (The UK 
Association for the Medical Humanities), 
or supporting ‘human fl ourishing’ 
(Wellcome Centre for the Medical 
Humanities, University of Durham). New 
York University’s medical humanities 
program says ‘The humanities and arts 
provide insight into the human condition, 
suffering, personhood, [and] our 
responsibility to each other ... attention 
to literature and the arts helps to develop 

WCIM 2010 and Physicians Week
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A lot of doctors crave 
and thrive on the 
times when they can 
really see and hold in 
their compassionate 
understanding, 
the person with 
the illness.

and nurture skills of observation, analysis, 
empathy, and self-refl ection’.

For me, what these statements do is 
formally value things like ‘personhood’. A 
lot of doctors crave and thrive on the times 
when they can really see and hold in their 
compassionate understanding, the person 
with the illness—just as the ugly hysteric 
heiress of Chekov’s short story ‘A Doctor’s 
Visit’ (fi nd it free online) becomes suddenly 
beautiful to the doctor when he suddenly 
‘gets’, gestalt-like, the existential, societal 
and moral qualities of her suffering. Doctors 
who join reading groups are fairly clear that 
it’s not the instrumental outcomes that they 
crave. Instead they value what happens to 
them during the process of reading—the 
limbering up of a stiffening mind, the 
expansion of the spirit. The medical 
humanities generates a space where the 
articulation of these subjective and intangible 
aspects of human experience are valued.

2. Cultivating a sensitive self

Some philosophers, like Martha 
Nussbaum, make a good case for stating 
that literature (for instance) plays a 
unique and irreplaceable ethical role. 
Literature is a critically important means 
by which we do ethics: conceive problems, 
imagine choices, make, test and rethink 
judgements. There are two primary 
capacities that give literature its ethical 
and social power. The fi rst is its ability to 
explore otherness, to offer a voice to those 
who are otherwise socially silenced, or who 
are derided for their race, class, gender, 
religion, opinion or actions. (The medical 
humanities is especially good at providing 
a voice to those who are ‘othered’ by 
illness or disability.) Then there is its unique 
ability to allow, portray and sustain the 
irreducible moral complexity of so many 
human situations, and to have the reader 
engage with this experientially, not simply 
analytically. Hospital reading groups take 
great pleasure in the ethical sensitisation 

they receive from imaginatively engaging 
in the multifaceted existential dilemmas of 
others. 

The sophistication with which an author 
can offer this experience is one of the 
chief criteria that divides ‘high’ from 
‘popular’ culture, and why Shakespeare 
and George Eliot may offer more than 
ER and Patricia Cornwall. This isn’t an 
argument for excluding the latter, only 
a reason for valuing the former. I hope 
in future we will see brilliant works from 
non-Western writers and artists used to 
give us all insight into how culture and 
ethnicity intersect with illness, and thus 
offer us a platform for cross-cultural 
dialogue in health care and healing.

3. Social integration

One thing that other hobbies don’t do 
quite so well as the humanities is turn our 
thoughts and activities towards the social. 
While creative pursuits can require (often 
much needed!) individual space and time 
to complete, they are predicated on an 
engagement with the social world. It is 
people in their social being who are the 
chief objects of fascination, dissection 
and study. Similarly, students in the 
Masters of Medical Humanities program 
at the University of Sydney often fi nd the 
fact of the weekly classes—the regular 
meeting and talking together—one of 
the primary attractions. Even those who 
study by distance enjoy the dialogue with 
a supervisor and an audience. Often this 
leads to highly productive outcomes—
students in the Masters program regularly 
publish their major essays as their studies 
lead them to approach their clinical 
practice and their patients afresh. It also 
leads to new opportunities—for example, 
a tour to Syria and Jordan to explore 
‘ancient medicine’ with renowned 
archaeologist Professor John Tidmarsh in 
October 2011 (contact me if you wish to 
come along).

Australia has a great richness of 
experience and experimentation in the 
medical humanities to share. We have 
many medical writers, the Creative 
Doctors Network, the Australian Doctor’s 
Orchestra, medical art appreciation 
groups, numerous physician fi lmmakers, 
doctor sculptors and painters, 
innumerable medical historians and 
conservationists, excellent medical 
philosophers, medical comedians, and 
an unsung band of innovative medical 
educators, who use all of the above to 
daily model what the humanistic practice 
of medicine might look like. In the future 

we hope that groups like the Association 
for the Medical Humanities will be able 
to help these and other likeminded 
practitioners connect with each other. 
And we shouldn’t see this as confi ned 
to doctors at all: my students are drawn 
from nursing, pathology, ophthalmology, 
pharmacy, indeed across the range of 
allied health. I look forward, therefore, 
to ongoing collegiate discussions and 
collaborations in generating evidence, 
innovation and a lot of pleasure in the 
medical humanities in Australia.

Dr Claire Hooker
Director and Senior Lecturer, 
Medical Humanities
Centre for Values, Ethics and Law in 
Medicine
University of Sydney
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HEALTH-CARE SYSTEM UNDER PRESSURE – FINDING 
NEW SOLUTIONS FOR DIFFICULT PROBLEMS 

Health care systems are changing 
rapidly and will continue to 
face the pressure of growing 
demand due to increasing 

prevalence of chronic disease among an 
ageing population. New technologies 
will continue to evolve while societal 
expectations for more and better care 
will continue to rise. Juxtaposed with this 
are the growing cost and potential harm 
and waste of health care, the pressure on 
governments to commit more resources 
to other pressing needs such as tackling 
climate change, and a limited health 
professional workforce. 

At a session held at the recent Congress, 
‘Healthcare systems under pressure—
fi nding new solutions for diffi cult 
problems’, three clinical leaders outlined 
innovative projects aimed at meeting 
these challenges. 

Dr Marissa Lassere and co-workers from 
Melbourne described development and 
proof-of-concept testing of a patient-held 
shared electronic record—a portable, 
USB-drive-synchronised Java electronic 
Portable Health File (PHF)—in the care of 
76 patients with rheumatoid arthritis and 
involving 62 GPs and 4 rheumatologists. 
The electronic PHF contained core data 
of relevant medical information which 
was updated by doctors at each visit 
and by patients between visits. Patients 
and GPs perceived the PHF as a personal 
document for reference as well as a 
communication tool; patients believed 
it was useful and felt more in control 
of their care when they had access to 
it. In qualitative studies (22 patients) 
most believed that improving the 
quality of their health care outweighed 
the risk of losing health information 
privacy. The ability of the PHF to reduce 
hospitalisations, serious morbidity and 
mortality without adversely impacting 
clinical workfl ow and patient privacy is 
now being tested in a 600-patient, 3-year 
NHMRC-funded randomised controlled 
trial. 

Dr Tony Russell and colleagues from 
Brisbane discussed a new model of 
care for the management of patients 
with complex type 2 diabetes mellitus 
whereby patients previously treated at 
a tertiary hospital specialty clinic were 
transferred to a community-based general 
practice. Over an 18-month period, 
care was delivered by a multidisciplinary 
team of allied health professionals and 
upskilled general practitioners who 
undertook a structured education 

program delivered by a specialist who 
provided ongoing support. Evidence-
based protocols were adopted and 
individualised care plans were developed 
for the patients incorporating principles 
of self-management. The service was 
evaluated and compared with that of a 
control group of patients whose care was 
provided at the tertiary hospital. Results 
showed that this model of care was very 
effi cient and provided comparable, and 
in some respects better, clinical outcomes 
compared with those delivered in the 
tertiary hospital, with a signifi cantly 
greater percentage of patients achieving 
all 3 targets (HbA1c ≤7.0%, BP ≤130/80, 
LDL cholesterol ≤2.5 mmol/l) over 12 
months (24% vs 10%; p<0.001). Wider 
adoption of this successful model of care 
will require specialist physicians to take an 
active role in supporting willing general 
practitioners in a closer integration of 
primary and tertiary services, and a 
funding model that provides incentives 
for outcomes. 

These projects 
attest to the 
vision and drive 
of their creators 
and the potential 
for signifi cant 
improvement in 
care and patient 
outcomes as a result 
of thinking outside 
the box.

Dr Phil Tideman and his team from 
Adelaide outlined the 10-year evolution 
of an integrated cardiovascular clinical 
network aimed at improving cardiac care 
of rural and remote populations in South 
Australia. Clinical systems have been 
developed and implemented, including 
evidence-based written clinical pathways, 
triaging guidelines, access to consultant 
cardiologist advice 24/7, universal access 
to 3rd generation thrombolytics, point-
of-care-testing pathology, integrated 
patient transport processes and improved 
specialist follow-up in local communities. 
Preliminary results of the effects of 
this program on patients presenting 
with acute coronary syndromes show 
signifi cant reductions in: 1) in-hospital 

deaths, from 11.6% in 1994/95 to 4.9% 
in 2006/07 (p=0.01) compared to no 
change in the reference metropolitan 
area; 2) 30-day re-admissions, from 
10.4% versus 4.2% (p=0.03) versus no 
change in two control hospitals; and 3) 
time to angiography, from 6.3 days to 
2.5 days (p=0.0002). Future plans are to 
expand the network strategy to the care 
of other cardiac conditions (heart failure 
and common arrhythmias) and widen the 
care spectrum to more comprehensively 
cover primary prevention, cardiac 
rehabilitation, secondary prevention and 
chronic disease management, facilitated 
by a web-based cardiac electronic medical 
record for use across all network sites.

These projects attest to the vision and 
drive of their creators and the potential 
for signifi cant improvement in care 
and patient outcomes as a result of 
thinking outside the box and designing 
and implementing new models of care. 
Long-term commitment and achieving 
engagement of multiple stakeholders 
are critical steps to success. Hopefully, 
these worthwhile efforts will receive wider 
recognition from health managers and 
policy-makers who, in turn, will reward 
them with secure long-term funding and 
support.

Associate Professor Ian Scott FRACP MHA
Director of Internal Medicine and 
Clinical Epidemiology, Princess Alexandra 
Hospital, Brisbane

WCIM 2010 and Physicians Week
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MEDICAL PRACTICE IS CHANGING – 
TIME FOR A NEW PROFESSIONALISM

The new 
professionalism has 
many challenges for 
all doctors, but it 
also brings with it 
new possibilities for 
refocusing health 
care in our countries 
on what really 
matters: the delivery 
of high-quality 
clinical services to 
our communities.

Medical practice is changing. 
The shifts in the health 
system related to the 
inexorable rise in demand 

for services, together with spiralling 
health care costs, are leading to inevitable 
demands for reform at every level. 
Additionally, in many settings, including 
Australia and New Zealand, notable 
failures of self-regulation by the profession 
have led to demands for a redefi nition 
of what it means to be a medical 
professional. 

These external drivers of change are 
increasingly being matched by a 
determination within the profession 
to ensure that medical professionals 
are able to continue to perform at the 
level that society requires. In the United 
Kingdom, the profession responded to 
sustained attacks in the face of dramatic 
clinical failure with a redefi ned sense 
of professionalism, as outlined in Good 
Medical Practice, which defi nes for 
both the medical and lay communities 
the expected standards by which the 
performance of medical professionals 
will be judged.1 Similar approaches have 
been taken in Australia, for example, 
the Australian Medical Council’s Code 
of Conduct2, and in New Zealand, with 
the New Zealand Medical Association’s 
Code of Ethics.3 The United Kingdom 
is also moving to implement formal 
revalidation for all doctors in 2010, which 
makes professional colleges responsible 
for the ‘recertifi cation’ of Fellows, in effect 
attesting to their ongoing suitability to 
remain specialists. 

Implicit in redefi ning ‘medical 
professionalism’ are two key features:

Medical professionalism is no longer 1. 
just about how we behave and 
interact with patients and colleagues. 
It must cover all elements of a 
doctor’s practice, including meeting 
appropriate clinical standards. It also 
encompasses all elements of a doctor’s 
work, including management and 
leadership roles. 

We have entered a new era of 2. 
accountability, not just at the level 
of the profession, but at the level of 
individual practitioners. In the past 
this has played out in an antagonistic 
medico-legal climate. In future, this 
will play out in a ‘demonstrable 
professionalism’ domain which will 
enhance Fellows’ relationship with 
their patients and the broader health-
care system. 

There is a range of challenges for the 
College in meeting these dual needs. 
The Professional Qualities Curriculum 
currently embodies much of how we as 
a college defi ne professionalism. How 
do we ensure that future graduates of 
the College have the appropriate skills 
required to establish their professionalism 
across the breadth of their various roles? 
All Fellows will be required to manage 
and lead at some stage—currently, we 
do not formally teach or assess in these 
domains. We will almost certainly need 
to. We will also clearly need to assist 
Fellows to develop the skills they need 
to understand and improve their clinical 
practices. Future physicians will need to 
have an understanding of improvement 
science and health-care delivery research.

The new professionalism has many 
challenges for all doctors, but it also 
brings with it new possibilities for 
refocusing health care in our countries 
on what really matters: the delivery 
of high-quality clinical services to our 
communities.

These themes were explored in two 
sessions at the recent World Congress of 
Internal Medicine:

‘Physician performance: securing • 
my right to professional practice—
perspectives on performance, 
certifi cation and mandatory CPD’. 
This session included a discussion on 
the RACP’s approach to these issues, 
commentary from the RACS, which 
is also actively looking at these issues, 
and a discussion of developments in 
Canada. 

‘Developing professionalism’, which • 
also considered the impact of these 
changes on the College’s Professional 
Qualities Curriculum, defi ned 
some of the key issues for Fellows 
and examined how these relate to 
important areas of practice such as 
clinical decision making and clinical 
handover.

For more information on these 
sessions, or to obtain the PowerPoint 
presentations, please email quality@racp.
edu.au, or check the Quality pages of the 
website, 
www.racp.edu.au.

Dr Grant Phelps FRACP
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EMERGING TREATMENTS 
FOR OSTEOPOROSIS

Professor Peter Ebeling

The bone remodelling 
cycle in osteoporosis
Osteoporosis results from an imbalance 
between increased bone resorption and 
a decreased capacity of osteoblasts to 
respond, with increased bone formation 
at the level of the basic muliticellular 
unit (BMU) in bone. Post-menopausal 
oestrogen defi ciency leads to an elevated 
bone turnover rate resulting in increased 
activation frequency of BMUs and a focal 
imbalance in each BMU. In addition, the 
rate of bone loss is enhanced because 
oestrogen defi ciency increases the lifespan 
of the bone resorbing cells, osteoclasts, 
resulting in a more negative balance at the 
BMU level.1

Anti-catabolic and 
anabolic drugs for 
osteoporosis
Current treatments for osteoporosis have 
focused predominantly on the osteoclast 
and are known as ‘anti-catabolic’. 
Oestrogen was the fi rst anti-catabolic 
drug and it prevents bone loss and 
fractures. However, its potential harmful 
effects limit its long-term use to treat 
osteoporosis in the majority of women. 
Oestrogen antagonises the action of the 
receptor activator of nuclear factor-B ligand 
(RANKL), a key mediator of osteoclast 
formation, function and survival (see 
Figure). Bisphosphonates diffuse through 
the actively resorbing osteoclast cell 
membrane and inhibit specifi c osteoclast 
enzymes in the HMG CoA reductase 
pathway, inducing osteoclast apoptosis. 
The amino-bisphosphonates, such as 
alendronate, risedronate and zoledronic 
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* The percentages of new and multiple new vertebral fractures are calculated for 3702 subjects in the denosumab group and 
3691 in the placebo group.
‡ 28 subjects with traumatic non-vertebral fractures excluded from the study.
Adapted with permission from Cummings SR et al. 2009. N. Engl. J. Med; 361:756–65. Copyright © 2009 Massachusetts 
Medical Society. All rights reserved.

acid act on the same pathway, but have 
differing potencies and skeletal half-lives. 
The most potent, zoledronic acid, is 
administered intravenously annually and 
also has the longest skeletal half-life. The 
only current bone-forming (anabolic) 
agent is teriparatide, or PTH, which is given 
by daily subcutaneous injection, while 
strontium ranelate is likely to strengthen 
bone through effects on its crystalline 
structure, and it induces smaller changes in 
bone turnover than bisphosphonates.

Denosumab in 
osteoporosis
Because increased osteoclast activity 
is central to the pathophysiology of 
osteoporosis, inhibition of RANKL is a 
logical therapeutic target. Denosumab 
is a fully human monoclonal antibody 
that specifi cally binds to RANKL. It is 
administered by six-monthly subcutaneous 
injections. Two recent studies show 
denosumab treatment reduces fractures.2,3 
In the fi rst study of 7868 women with 
postmenopausal osteoporosis treated 

for three years, denosumab reduced 
the risk of new radiographic vertebral 
fracture, with a cumulative incidence of 
2.3% in the denosumab group, versus 
7.2% in the placebo group (risk ratio, 
0.32; 95% confi dence interval [CI], 
0.26 to 0.41; P<0.001) (see Table).2 The 
number needed to treat to prevent one 
vertebral fracture over three years was 
20. Denosumab reduced the risk of hip 
fracture, with a cumulative incidence of 
0.7% in the denosumab group, versus 
1.2% in the placebo group (hazard ratio, 
0.60; 95% CI, 0.37 to 0.97; P = 0.04)—a 
relative decrease of 40%. Denosumab 
also reduced the risk of nonvertebral 
fracture, with a cumulative incidence of 
6.5% in the denosumab group, versus 
8.0% in the placebo group (hazard ratio, 
0.80; 95% CI, 0.67 to 0.95; 
P = 0.01)—a relative decrease of 20%. 
Importantly, there was no increase in the 
risk of cancer, infection, cardiovascular 
disease, delayed fracture healing or 
hypocalcemia, and there were no cases of 
osteonecrosis of the jaw.
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In the second study, elderly men 
undergoing androgen deprivation 
for prostate cancer were treated with 
denosumab or placebo for three years.3 
Bone density increased and bone turnover 
markers decreased in the men treated with 
denosumab. Men in the denosumab group 
had a 1.5% incidence of new vertebral 
fractures, compared with 3.9% in the 
placebo group—a relative decrease of 62%. 
Once again, the number of patients who 
experienced adverse events was similar 
between the two groups.

Denosumab has been approved in Europe 
for the treatment of osteoporosis, but is not 
yet approved in Australia. As a result, there 
is soon likely to be an increased choice of 
anti-osteoporosis medications, meaning 
that the effectiveness of each agent can 
now be balanced against its potential 
harmful effects. The therapeutic benefi t 
of denosumab is fracture reduction at all 
clinically relevant sites. Although head-to-
head trials of denosumab against other 
anti-osteoporosis drugs using fracture as 
an endpoint have not been conducted, 
the reduction in vertebral fractures seen 
with denosumab seems similar to that of 
intravenous zoledronic acid or teriparatide, 
and could even be greater than that 
for oral bisphosphonates and strontium 
ranelate. Furthermore, the anti-fracture 
effects of denosumab at other sites are 
at least as effective as the other anti-
osteoporosis drugs. Compliance with oral 
anti-osteoporosis agents is about 58% at 
12 months, so denosumab, like intravenous 
zoledronic acid, might have a compliance 
advantage over the other agents; however, 
this has not yet been confi rmed in 
appropriate studies.

Potential adverse 
effects of drugs for 
osteoporosis
Reports of jaw osteonecrosis and atypical 
femoral shaft fractures associated with 
bisphosphonate use have prompted new 
drug development. These conditions 
are very uncommon in patients with 
osteoporosis using bisphosphonates (about 
one in 10,000), and were detected only 
when bisphosphonates had been in wide 
clinical use for about 10 years and were 
not observed in clinical trials. In addition, 
osteonecrosis of the jaw does not seem to 
be restricted to bisphosphonate therapy; 
recent data indicate an association with 
denosumab in patients being treated for 
cancer. These fi ndings suggest that reduced 
bone remodelling could be a pathogenetic 

mechanism rather than a specifi c effect 
of bisphosphonates on bone or adjacent 
tissues. However, as the decrease in bone 
remodelling is completely reversible on 
cessation of denosumab, unlike with 
some other bisphosphonates, one might 
theoretically expect these adverse events 
to be less likely. However, RANKL inhibition 
on immune cells could have adverse effects 
on the immune system, leading to an 
increased risk of infections and neoplasms. 
Such potential concerns indicate a need for 
long-term monitoring in patients receiving 
denosumab therapy, particularly in older 
patients with coexisting illnesses that might 
already predispose them to such potential 
adverse events.

New drugs for 
osteoporosis
Cathepsin K inhibitors
Cathepsin K is a collagenolytic enzyme, 
relatively specifi c for bone. It does not 
affect osteoclast survival. A recent phase 
II clinical trial with a cathepsin K inhibitor, 
odanacatib, showed increases in BMD at 
all sites and decreases of bone resorption 
markers by 40–60%, in a dose-dependent 
manner.4 Bone formation markers were not 
decreased and no morphea-like skin changes 
(seen with earlier cathepsin K inhibitors) 
occurred. Although its anti-fracture effi cacy 
remains to be established, the effects of 
the higher doses of odantacatib to reduce 
bone resorption in the short term without 
affecting bone formation look promising; 
however, longer term, larger studies are 
now required to determine whether the 
uncoupling of effects on bone resorption 
from those on bone formation is maintained.

New anabolic drugs
Another new drug family is those that inhibit 
inhibitors of anabolic bone pathways. Such 
examples are anti-sclerostin antibodies 
and anti-dikkopf antibodies. Sclerostin is 
the protein produced by the SOST gene, 
predominantly in the osteocyte. It binds to 
LRP5 and LRP6 and inhibits bone anabolic 
pathways. Mutations of SOST result in an 
autosomal recessive disorder, von Buchem’s 
disease, characterised by very high bone 
mass, jaw enlargement and cranial nerve 
entrapment, and sclerosteosis, another 
genetic condition associated with high 
bone mass. Intermittent PTH administration 
suppresses SOST expression and increases 
bone formation. Recent primate studies 
show administration of antibodies to 
sclerostin increased BMD, increased 
osteoblast mediated bone formation 
and doubled skeletal strength after only 

two months, without increasing bone 
resorption.5

Recent animal studies have shown 
inhibition of gut serotonin synthesis 
resulted in an increase in bone formation 
to a similar extent as with intermittent 
PTH, without increases in osteoclast 
activity.6 This further novel means of 
increasing bone formation, without 
increasing bone resorption, has yet to be 
studied in humans. 

Conclusion
The therapeutic options for osteoporosis 
are increasing so that the effectiveness 
of each agent can now be balanced 
against its potential harmful effects in 
individual patients. The emergence of 
new anabolic drugs for osteoporosis is 
promising, providing great hope that the 
effects of this crippling disease may be 
reversed. However, the challenge remains 
in translating the evidence obtained from 
clinical trials into practice, with less than 
30% of Australians with osteoporotic 
fractures currently being treated—one 
of the largest evidence–practice gaps 
existing in medicine today. Much work 
needs to be done in increasing the 
awareness of osteoporosis in general 
practitioners, as well as in patients.

Professor Peter R Ebeling FRACP 
Chair, Department of Medicine (RMH/WH)
Western Hospital, Footscray, Victoria
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AWARDS AT COLLEGE CEREMONY 2010

WCIM 2010 and Physicians Week

Adult Medicine and 
Paediatrics & Child Health 
Divisions

A gold medal is awarded in each of the 
Adult Medicine and Paediatrics & Child 
Health Divisions for the best overall 
performance in the Written and Clinical 
Examinations.

AMD Bryan Hudson Medallist 2009
Andrew McNally

Australasian Faculty of 
Rehabilitation Medicine

Adrian Paul Prize 2009

The Adrian Paul Prize is awarded annually 
for the best scientifi c paper at the previous 
Faculty Annual Scientifi c Meeting, or best 
scientifi c publication in a refereed journal, 
by a trainee or fi rst year Fellow.

Polly Tsai

Australasian Faculty 
of Occupational and 
Environmental Medicine

Dean Southgate Award 2009

The Deane Southgate Award is made 
annually to the registered trainee 
obtaining the highest aggregate mark for 
Parts I and II of the AFOEM Examination.

College medals

The College Medal is awarded for 
outstanding service by Fellows of the 
College, its Faculties or its Chapters 
who, in the opinion of the Board, have 
particularly contributed to the welfare of 
the College, but who have not attained 
the offi ce of President of the College. 
Where a College Medal is awarded to a 
Fellow of the College, it is known as the 
John Sands Medal.

John Sands Medal 2010
Wilma Beswick

Basmajian Prize and Merit Certifi cate 
2009

The Faculty awards a Merit Certifi cate 
and the Basmajian Prize for the most 
outstanding candidate in the Fellowship 
Clinical Examination. This book prize, 
named in honour of the late Professor 
John Basmajian, an Honorary Fellow of 
the Faculty, has been donated annually 
since 1989.

Julia Catherine McLeod (not present)

Amanda Johns

Australasian Faculty of 
Public Health Medicine

Joint Faculty Medallists 2009
Michelle Cretikos

P&CHD Examination Medallist 2009
Christopher Elliot

Danielle Marie Esler

Balakrishnan Nair AM

David Russell

Kar Loong Ng
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Eric Susman Prize 2009
The Eric Susman Prize is an annual 
award by the College Council for the 
best contribution by a Fellow to the 
knowledge of any branch of Internal 
Medicine. The contribution must have 
appeared as a published work in the 
two-year period preceding the award. 
Preference is given to a younger Fellow 
whose work has a direct bearing on 
clinical medicine.

Ingrid Scheffer

Arthur E. Mills Memorial Oration 
(and Medal)

The late Arthur Edward Mills of New 
South Wales was a Foundation Fellow of 
the College and an outstanding physician, 
medical administrator and teacher. The 
Arthur E. Mills Oration was endowed 
in 1950 by his widow, and established 
within the College for the promotion and 
encouragement of medical education and 
general culture.

The Hon. Sir Anthony Mason AC KBE
Oration title: Professionalism and the 
Professional Ideal in the Modern World

Thomas Woolard

Richard Heazlewood

Terence Stephenson

Joseph Stubbs

Kamani Wanigasuriya

Martin Searle

Rufus Clarke

Noel Hayman

College Medal 2010
Wing Cheong Chan

RACP Honorary Fellowships
Alex Brown

RACP Medal for Clinical Service in 
Rural and Remote Areas 2010
Donald Adsett (Qld)
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WCIM 2010 and Physicians Week

Welcome Ceremony.

Professor Geoffrey Metz and 
Professor Louise Baur.

ACRRM doctors and medical students, Dr Matthew 
Jenke, Ms Charlotte Humphries, Dr Dieter Linde, Dr Amy 
Powles, Dr Graham Pearce and Ms Rebecca Hammen, at 
the Congress dinner.

Professor Geoffrey Metz handing over the 
Presidency to Professor John Kolbe.

Tuesday Keynote Speaker, 
Rolf Streuli.

Tuesday Keynote Speaker, 
Peter Deutschmann.

Dr Zoe Raos, Chair, College Trainees Committee shares a laugh with 
Prime Minister Kevin Rudd (Minister for Health Nicola Roxon at left, 
and Dr Yvonne Luxford, Manager Policy and Advocacy, at right). 

Writ loud and clear. Greens Senator Bob Brown 
addressing the audience at WCIM on climate change.

Past, present and future presidents of the 
Paediatrics & Child Health Division.

Closing Keynote Speakers: Professor Ian Gilmore, 
President of the Royal College of Physicans, 
Senator Bob Brown and Professor Will Steffan.

Fairlie Clifton, Professor Geoffrey Metz, Melbourne Lord Mayor 
Robert Doyle, Professor Nip Thomson, Dr Les Bolitho and Mr 
Leigh Harry, Chief Executive of Management Team, Melbourne 
Convention and Exhibition Centre. 
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Opening Keynote Speaker, Professor Barry Marshall 
being presented with the Neil Hamilton Fairley Medal 
by the College President.

Policy & Advocacy’s workforce session: Dr Yvonne Luxford, 
Dr Steve Brady, Associate Professor Charles Mitchell, 
Associate Professor Ian Scott and Colleen Smyth.

An attentive audience.

Dr Alasdair MacDonald, President of IMSANZ and 
a key organiser of WCIM, and Dr Lucille Wilkinson 
enjoying themselves at the Congress dinner.

Associate Professor Sanghamitra Guha, Professor Phillippa 
Poole, Professor Constance Katelaris’s husband, Professor 
Constance Katelaris and Professor Kevin Forsyth.

President-elect Professor John Kolbe, President Professor Geoffrey 
Metz and Past-President Professor Nip Thomson with Health 
Minister Nicola Roxon and Prime Minister Kevin Rudd.

Wednesday Keynote Speaker, 
Professor Rebecca Mason, 
Cottrell Memorial Lecture.

Wednesday Keynote Speaker, 
Professor Ian Reid, Priscilla 
Kincaid-Smith Oration.

Opening Keynote Speaker, 
Governor of Victoria, Professor 
David de Kretser.

Rural Health (RACP) booth, 
Congress Exhibition.

Poster viewing at the Congress Exhibition. The Deanery’s stand at WCIM.

Packing up—Anne Chang, Melinda Keresztes and 
Fairlie Clifton, all of whom contributed enormously 
to the success of WCIM 2010.
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THE VINE
COLLEGE TRAINEES’ COMMITTEE NEWS

Year of the Trainee

Prime Minister launches Year of the Trainee

Prime Minister Kevin Rudd and Minister for Health Nicola Roxon listen attentively to the concerns of trainees … and share a few laughs.

The Year of the Trainee is 
continuing in perhaps the most 
dramatic way possible. It is clear 
that trainees are not only valued 

by the College, but also by the Federal 
Government, with Prime Minister Kevin 
Rudd and Minister for Health Nicola 
Roxon requesting to meet directly with 
trainees at the World Congress of Internal 
Medicine in Melbourne last month. The 
College Trainees’ Committee Executive 
warmly welcomed Prime Minister Rudd 
and Health Minister Roxon as they 
formally launched Year of the Trainee. 
This provided a forum for frank and open 
discourse about the challenges facing 
trainees within our College.

In an opening address to the Congress, 
the Prime Minister outlined the case for 
health and hospital reform. He recognised 
that the signifi cant escalation in demand 
for services had placed stress on the 
hospital system, physicians and physician 
trainees. This stress, he argued, had 
brought the health system to a ‘tipping 
point’ where incremental change would 
be insuffi cient to address the looming 
challenges.

These challenges are well known. We 
have a growing and ageing population 
with increasingly complex needs. 
Hospitals are treating record numbers 
of patients, often with suboptimal 
infrastructure. And with clinicians already 
struggling to cope with their daily 
caseload, there is little time left in the day 
to devote to the teaching and supervision 
of trainees. Right now there are dramatic 
inequalities across the states in the level of 

support clinicians receive for teaching and 
supervision.

Additionally, in the face of rising demand, 
not enough has been done to address 
the workforce shortages that currently 
exist and are predicted to get worse. We 
know that there are serious bottlenecks 
in training to become a physician and 
none more acute than getting access to 
an Advanced Training position. We hear 
stories of trainees who are so desperate to 
improve their employment prospects in 
a tightly competitive Advanced Training 
jobs market that they take a ‘research’ 
stipend (soft funded) and then they offer 
their services to their hospital free.

It is axiomatic that when highly trained 
doctors are unable to progress in their 
training, they are unable to address 
workforce shortages and meet the 
growing needs of the community. 

As the representatives of physician 
trainees across Australia and New 
Zealand, we took these issues to the 
Prime Minister and Minister Roxon over 
morning tea at the World Congress. The 
Prime Minister was clearly very interested 
to hear from trainees working in our 
hospital system, he was acutely aware 
of the challenges facing us, and he was 
very knowledgeable about the details of 
his reform proposals and how they will 
address some of these challenges. The 
Prime Minister wanted to talk to trainees 
directly and I think we impressed him 
with our level of professionalism and 
thoughtfulness on the issues facing us. He 
left understanding the unique qualities of 

a physician as a clinical leader who has 
unique expertise in managing complex 
care, and understanding the importance 
of maintaining this leadership in the 
health system.

The Prime Minister promised that 
there would be more funded specialist 
training positions, especially where 
the community needs them most: in 
community settings, especially rural 
and regional, and the private sector. 
He also made clear that, under the 
reform proposal, the Commonwealth 
Government would fund 60% of the 
costs of teaching, supervision and 
research: committing the Commonwealth 
Government to funding specialist 
education and training in hospitals and 
community settings.

We couldn’t let the Prime Minister leave 
without a token of our appreciation, so 
we presented him with a YOTT stubby 
cooler, tongue fi rmly in cheek, as he is a 
proud Queenslander. It was a successful 
meeting where we reinforced the special 
role the physician plays in the health-care 
system, and the importance of planning 
to maintain the physician workforce to 
meet community needs both now and 
into the future. This includes expanding 
specialist Advanced Training positions and 
the quarantined time a physician needs to 
adequately supervise and train both Basic 
and Advanced Trainees.

Lloyd Nash
Chair of the CTC
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Trainees’ Day—a runaway successCongratulations to 
Zoë Raos, winner of the 
President’s Award for 
Trainee of the Year

The inaugural President’s Award for 
Trainee of the Year was conceived as an 
award for a trainee who had made an 
outstanding contribution to the College. 
The recipient would be someone who 
was a leader and inspired leadership in 
others, contributed to education and 
training, and was a strong advocate and 
support for trainees. 

The inaugural award winner is Dr Zoë 
Raos. Zoë has worked tirelessly for the 
College in her work as the Chair of the 
College. She has been single-minded 
in her approach to working collectively 
with trainees and Fellows to improve the 
communication between trainees and 
their College, to bring the College closer 
to trainees. She has effectively brought 
New Zealand and Australian trainees 
together to work towards improved 
training programs that are easier to 
navigate. 

Zoë is an inspiration to many, and her 
future as a clinician and a leader are very 
bright.

Zoë was chosen from a shortlist of 
talented trainees: Dr Sara Baqar, 
Dr Tim Bennett, Dr Danielle Howe and 
Dr Danielle Wu.

Trainees’ Day was an excellent 
example of the willingness that our 
senior colleagues have for teaching 
and the enthusiasm that trainees 

have for learning. Trainees attended 
workshops from all walks of College 
life, receiving world-class presentations 
from our mentors and supervisors. The 
practical interactive sessions on research, 
leadership and teaching acknowledged 
that good training is made up of more 
than just academic knowledge and passing 
exams. The CTC would like to thank all 
trainees who attended and participated so 
enthusiastically.

Research. The word alone can make some 
trainees break out in a cold sweat and 
consider a change in profession. Fortunately, 
our presenters, Professor Roy Pounder 
(Royal Free and University College London), 
Professor John Funder (Prince Henry’s 
Institute of Medical Research) and Dr Martin 
Van Der Weyden (editor, Medical Journal 
Australia) were able to demystify the process 
of research and how to get it published. 
It gave trainees an opportunity to access 
expert opinion, including those opinions 
coming from the editor’s desk, not always 
readily available in day-to-day work. 

Leadership is a word often bandied 
about but the ingredients that make up 
a good leader can be very hard for some 
of us to defi ne (much like a taste test on 

Master Chef—is that onion or shallot in 
the stew?). Not for the presenters of our 
second session, Dr Jennifer Alexander (CEO 
of the RACP) and Jag Singh (Confederation 
of Postgraduate Medical Councils; 
Professional Development of Registrars). 
We learnt about leadership from both a 
theoretical and a rock-face perspective, 
along with practical tips on how to be 
a good leader. It was a challenging and 
enlightening session, addressing a concept 
and role that is critical within our hospital 
and community environments.

Jay Singh, Confederation of Postgraduate Medical 
Councils and Dr Jennifer Alexander, RACP CEO, 
talking on leadership

Dr Martin Van Der Weyden, Professor Roy Pounder 
and Professor John Funder.

Associate Professor Andrew Cole, Physician 
Education Expert Advisory Group

After two exemplary sessions, high 
expectations abounded for the session on 
teaching that was delivered by Professor 
Kevin Forsyth (Dean of the RACP) and 
Associate Professor Andrew Cole (Physician 
Education Expert Advisory Group). We 
really couldn’t have asked for two more 
authoritative people on the subject who, 
during the session, certainly practised 
what they preached. We explored models 
of teaching and learning styles as well 
as the vexed issue of how to incorporate 
teaching, meaningfully, into a busy clinical 
practice. This was an edifying session, with 
lots of practical take-home messages and 
tips for improving practice.

Trainees’ Day opened the door to the 
wealth of information and experience held 
by Fellows of our College. It was also an 
excellent opportunity to mix with other 
trainees, celebrating and commiserating 
various aspects of training, sharing tips 
and stories, and making contacts for 
the future—away from the confl icts and 
distractions of the ward or clinic. 

The day was a great success and we look 
forward to seeing you at the next Trainees’ 
Day that will be held in Wellington on 15 
October. Also remember to get on board 
and start planning for Trainees’ Day in 
2011, to be held in Darwin with a focus on 
Indigenous health. We would like to hear 
from all trainees who have an interest in 
this area who might want to be involved.
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Year of the Trainee

The Inaugural Trainees 
Ball—Oh, what a night!
Following on from Trainees’ Day was the 
inaugural Trainees’ Ball in the stunning 
Ballroom at the Hilton on the Park. It was 
an unparalleled success and provided a 
festive way for trainees and new Fellows 
to let their hair down with a champagne 
or cosmopolitan! Trainees hit the dance 
fl oor with fervour, with the recipient 
of the Inaugural President’s award 
for Trainee of the Year, Dr Zoë Raos, 
demonstrating that she not only has an 
incredible commitment to the College 
and exemplary clinical skills but that she 
also has some amazing dance moves 
which she was happy to pass on to her 
successors. After the fun had by all this 
year we hope to make the Trainees’ Ball 
an annual event—so get your dancing 
shoes ready.

Marion Mateos with the trainees’ beloved 
Radmila Jancic.

Trainees rock Melbourne: Jemma Anderson, 
Zoë Raos, Lloyd Nash and Marion Mateos.

Shake it Raos style.

RACP Excellence in Mentoring Awards

Justin Beardsley and Jemma Anderson

Three years ago, the College 
Trainees’ Committee 
recommended to the President 
that an Awards for Excellence 

in Mentoring be established. We see 
mentoring as crucial to the personal and 
professional development of trainees who 
grow in their confi dence, experience, 
knowledge and stature by observing the 
practice and counsel of their mentors. By 
sharing their wisdom, mentors serve as 
partners in growth, equipping trainees 
with the skills and values they need to 
succeed in their training, their work, their 
career, and in their personal life. 

With these awards, the College recognises 
just a few great mentors, but it also 
recognises the contribution by countless 
Fellows made throughout Australia 
and New Zealand to the personal and 
professional development of trainees. 

Special mention 
must be made of 
Professor Peter 
Black who sadly 
is no longer with 
us. Peter was 
an outstanding 
mentor, teacher, 
physician, 
colleague and 

friend to many trainees, and has been 
awarded an honorary Mentoring Award 
posthumously. 

Awards are in three categories:
Physician Educator1. 
Clinical and Professional2. 
Academic and Research3. 

This recognises that mentorship occurs 
across several domains, and that 
depending on where the trainee is at in 
their training, they may have one or more 
mentors in different roles. We recognise 
mentors who have formal teaching roles 
in the College as Physician Educators, but 
also the physicians who teach, supervise 
and support trainees in an unoffi cial 
capacity: the Clinical and Professional 
mentor. And fi nally we recognise the 
mentor who supports a trainee in their 
research, a particularly important role in 
our College as this pathway often lacks a 
formal structure. 

The awards were presented to three 
outstanding mentors, chosen from very 
strong nominations, by the President, 
Professor Geoffrey Metz, and the Chair of 
the Trainees Committee, Lloyd Nash, at 
the Congress Dinner. 

The winners for 2009 were:

Professor Constance Katelaris FRACP
Clinical and Professional Practice Category

Associate Professor David Burgner 
FRACP
Academic and Research Category

Associate Professor Sanghamitra Guha 
FRACP
Physician Educators Category

Others nominated:

Dr Denise Aitken FRACP
Professor Donald Campbell FRACP
Dr Peter Connaughton FAFOEM
Associate Professor Peter Gibbs FRACP
Dr Stephen Hedger FRACP
Professor George Jerums FRACP
Professor Leonard Kritharides FRACP
Associate Professor Jennifer Martin FRACP
Dr Kevin J. Murray FRACP
Dr Anne O’Callaghan FAChPM
Dr Jeffrey Post FRACP
Dr Paul Reeve FRACP
Associate Professor David Russell FRACP
Dr Jonny Taitz FRACP
Dr Ronda Ticehurst FRACP

Lloyd Nash
Chair of the CTC



RACP News April 2010     29

AWARD WINNERS AT PHYSICIANS WEEK 2010

WCIM 2010 and Physicians Week

The following awards were 
judged at Physicians Week 
2010. Congratulations to all 
the winners listed below. We 
also wish to thank all our 
award sponsors for their 
support, and special thanks 
go to the judges involved 
in the review and judging 
processes.

Adult Medicine Division

RACP Trainee Research Award 
(Adult Medicine)

Thiam Leong 
(Dennis) Wong
For his study: 
Immediate 
resolution on 
intracoronary ECG 
predicts extent of 
myocardial injury 
using CMR in 
primary PCI

Wiley-Blackwell Publishing Award 
for Clinical Excellence (The Best of 
Grand Rounds)

Mel Figtree
For her case: 
Jungle fever

Wiley-Blackwell Award for Excellence 
in Medical Education 

Overall winner: Patrina Caldwell 
Presentation topic: ‘Supervision of 
postgraduate research higher degrees—
important issues from a student’s 
perspective’

Honorary winner: Alistair Wright 
Presentation topic: ‘The development of 
a GIPSIE program to provide educational 
support to IMGs across a large 
geographical region’

Internal Medicine Society of 
Australia and New Zealand 

(IMSANZ)

Young Investigator Award

Margaret Lee

Paediatrics & Child Health 
Division

Howard Williams Medal

Don Roberton 
(with Jenny 
Proimos)

RACP Trainee Research Award 

Timothy Hill: 
The health care 
and health care 
needs of young 
people with 
non-cystic fi brosis 
bronchiectasis in 
South Auckland  

Rue Wright Memorial Award

Sharon 
Goldfeld: The 
early childhood 
development 
outcomes of 
Australian 
children: results 
of the Australian 
early development 
index

PRSANZ Research Award

Emma Sciberras: 
The children’s 
attention project: 
a pilot for a 
longitudinal study 
of children with 
ADHD

Wiley-Blackwell New Investigator 
Award

Anthony 
Zehetner: Iron 
supplementation 
for breath-holding 
attacks in children: 
a Cochrane 
systematic review 

Best Poster Prize in Paediatrics & 
Child Health

Valerie Sung: 
Does sleep duration 
predict metabolic 
risk in obese 
adolescents?

Australasian Faculty 
of Occupational and 

Environmental Medicine

Ramazzini Prize

Margaret Macky: 
Factors affecting 
the utility of an 
over-the-phone 
rehabilitation 
progress checklist 
developed for non-
clinical staff



30     RACP News April 2010

HEALTH OF PHYSICIANS

COLLEGE REPRESENTATION ON 
EXTERNAL COMMITTEES

Professor John Kolbe FRACP

A new policy statement from the 
College, Health of Paediatricians 
<www.racp.edu.au/page/policy-
and-advocacy/paediatrics-and-

child-health>, highlights the need for 
all physicians to monitor and maintain 
their health and to ensure an appropriate 
work–life balance.

Physicians generally pride themselves on 
having characteristics such as scrupulous 
attention to detail, aiming for perfection, 
and high levels of self-criticism and self-
sacrifi ce. While making a good physician, 
all of these may lead to excessive stress, 
higher risk of ‘burnout’ and impaired 
performance, both at work and at home.

Furthermore, the system in which we 
function often sends us mixed messages. 
On the one hand, we are encouraged to 
‘look after ourselves’; on the other, ‘The 
medical care system appears to reward 
self-sacrifi ce and “driving yourself into the 

ground”, and often seems to discourage 
time for self-refl ection and self-care. There 
is still a widespread belief that being a 
committed physician means working 
long hours and taking work home, 
despite increasing evidence that longer 
work hours do not equate to improved 
workforce effi ciency.’

While the statistics show higher than 
average rates of suicide, stress-related 
problems and substance abuse amongst 
doctors, it is the less severe and more 
common manifestations of stress that we 
also need to recognise and address—at 
work, at home, in interpersonal 
relationships, in clinical practice. Achieving 
work–life balance is not a gender issue, 
and nor am I convinced it is a generational 
issue. It is an issue for all of us.

While all too willing to provide lifestyle 
advice to others, we seem to have 
some diffi culties applying this advice to 
ourselves. Too often we avoid seeking 
formal health care, we work when 
unwell, and all too often we succumb to 
the temptation to self-treat. To not take 
time off when unwell is often regarded 
as a ‘badge of courage’ rather than the 
foolishness that it is. We may not have a 
general practitioner, we may not undergo 
the regular health checks that we advise 
for our patients, and we may give our 
own health low priority. We need to 
practise what we preach.

There is recognition of the relationship 
between reduced health and wellbeing 
of the physician and reduced quality of 
clinical performance. While the document 
adopted by the Board is based on one 

produced by the Division of Paediatrics 
& Child Health, it is anticipated that 
the issue of health of the physician 
will become part of the RACP Quality 
Clinical Performance Framework which is 
currently under development.

Some of you will have recognised the 
paradox in the College advocating for 
physicians to achieve a better work–life 
balance, when it is the College that 
makes some of the repeated calls on 
your time—as a supervisor, as a physician 
educator, as a committee member, etc. 
This is certainly recognised and the CEO 
is working with her staff to ensure that 
committees and offi ce bearers are well 
supported in their College activities, 
that suffi cient administrative support is 
provided and that Fellows only undertake 
tasks that Fellows can do. The College is 
well aware of the crucial importance of 
the pro-bono contributions of Fellows and 
is working to remove as much as possible 
any hassles associated with their College 
activities.

The Board encourages you to take better 
care of yourselves; this will have benefi ts 
for you, your family, your workplace and 
your patients. Try to adopt a balanced 
lifestyle with time for yourself and your 
friends, but perhaps most importantly, for 
your family, especially your children. 

Please take time to read this brief policy 
document; hopefully, some of the advice 
will have resonance for you and you will 
make changes accordingly, with benefi ts 
for all.

Professor John Kolbe FRACP
President-elect

Representation on external 
committees is a valued role 
undertaken by Fellows on 
behalf of the College. Recently, 

the Board resolved to ask all College 
representatives on external committees 
to provide an annual report to the Board 
about the activities of these committees, 
to advise on emerging issues that may 
impact on the College or Fellows and to 
receive advice from the Board on RACP 
issues that the Board may wish them 
to take to their external committees. 
Over coming months, representatives 

on external committees will be provided 
with a process for reporting back to the 
College.

It is most important that the College 
is well represented externally. It is also 
very important that all Fellows have an 
opportunity to be involved in College 
affairs. The Board and other committees 
are well aware, in general terms, of the 
tremendous depth and breadth of talent 
which exists in the College. However, 
they do not have comprehensive 
knowledge of those individuals in the 

College who might be prepared and 
able to serve on external committees. 
Conversely, many Fellows may not be 
aware of the many and varied requests 
made to the College seeking College 
representation on external boards or 
committees, or for RACP Fellows to be 
nominated for consideration for personal 
appointment to various government and 
other boards and agencies. 

In order that the College may be 
represented by the most appropriate 
person, appointment of RACP 
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ADVANCED TRAINEE SELECTION 
AND MATCHING IN 2010

From July, the RACP will be 
facilitating the matching of trainees 
and positions for 2011 using the 
online application, preferencing and 

matching system that has been developed 
and refi ned over the past four years. 

In some cases, specialties are using this 
service to match continuing trainees 
and new entrants to Advanced Training, 
and in other cases only new entrants are 
being matched, with continuing trainees 
allocated positions using other processes.

The specialties that are likely to 
participate in the online process at 
present include:

Cardiology (NSW) New Entrants

Cardiology (VIC) New Entrants

Endocrinology (VIC) Continuing Trainees 
and New Entrants

Gastroenterology (NSW) Continuing 
Trainees and New Entrants

Gastroenterology (VIC/TAS) Continuing 
Trainees and New Entrants

Gastroenterology (SA) New Entrants

Gastroenterology (WA) New Entrants

Gastroenterology (QLD) New Entrants

Infectious Diseases (VIC) Continuing 
Trainees and New Entrants

Medical Oncology (VIC) Continuing 
Trainees and New Entrants

Nephrology (VIC) Continuing Trainees 
and New Entrants

Respiratory and Sleep (NSW) Continuing 
Trainees and New Entrants

Respiratory and Sleep (VIC) Continuing 
Trainees and New Entrants

Rheumatology (NSW) Continuing 
Trainees and New Entrants

Rheumatology (VIC) Continuing Trainees 
and New Entrants

Rheumatology (SA) Continuing Trainees 
and New Entrants

Each state/specialty is responsible for 
running its own selection process and 
these do vary signifi cantly, so trainees will 
need to check with the local coordinators 
closer to the date. More detailed 

information will be published on the 
RACP website as it becomes available, as 
well as in the next issue of RACP News.

At present the expected timeline for the 
matching process for new entrants to 
Advanced Training is:

16 July
RACP website opens for documentation 
and applications

9 August
RACP Clinical Examination results released 

19 August
Applications close 

23 August to 3 September  
Interviews held

6 September
Match run and coordinators notifi ed 

Preferences will be able to be submitted/
changed until the day prior to the match. 

Geoff Hebbard FRACP
Coordinating Fellow

Emma Cunningham

Recently, Dr Darren Povey of Bankstown 
Hospital was nominated, following 
an EOI process, as one of the RACP 
representatives on the Conjoint 
Committee for the Recognition of 
Training in Gastrointestinal Endoscopy 
(CCRTGE). He replaces Dr Phillip Craig 
who has represented the College with 
distinction over a number of years; the 
College’s thanks go to Phillip for his 
sustained commitment. 

This Committee is a good example of 
an external committee on which the 
RACP is represented and illustrates the 
wide variety of activities with which the 
College is involved. It is made up of 
representatives of the RACP, RACS and 
GESA, and was set up in 1990 with the 
purpose of developing guidelines for 
training and assessment of competence 
and certifi cation of completion of training 
in gastrointestinal endoscopy. Over the 
ensuing 20 years, the requirements have 
changed from being a predominantly 
numbers based assessment to one in 

line with the evidence and modern 
educational practice, with a focus on 
competence and other quality criteria. 
This Committee has served an important 
purpose in training in gastrointestinal 
endoscopy, a fact that is recognised 
internationally. The Committee is now 
turning its attention to the issue of re-
certifi cation as part of CPD and the role 
of non-medical endoscopists in screening 
colonoscopy.

The RACS and the RACP are parent bodies 
in the CCRTGE. This is just one area in 
which they are working collaboratively 
together. This year, a series of meetings 
has been scheduled between the 
two Colleges to discuss additional 
collaboration in education and other 
areas; the combined expertise will benefi t 
both Colleges and has the potential to be 
a powerful infl uence on health services in 
Australia and New Zealand.

Professor John Kolbe FRACP
President-elect

representatives on external committees 
will be undertaken, as far as possible, after 
a call for Expressions of Interest (EOIs). 
Not only does this conform to the general 
policy of ‘openness and transparency’ 
in all College activities, but it should 
facilitate the recruitment of more Fellows 
into College activities. Representatives 
will not be selected as a result of ‘a tap 
on the shoulder’. However, this does not 
preclude encouragement of an eminently 
qualifi ed individual ‘to throw his/her hat 
into the ring’.

Most EOIs will be advertised through 
College publications, including 
e-bulletins, though there may be limited 
circulation where very specifi c clinical or 
other skills or characteristics are specifi ed 
(e.g. a cardiologist from WA; an expert 
in PNH) or where there is a very short 
notifi cation time frame from the external 
agency. All EOIs will be listed on the 
website. The Board Executive or other 
nominated College group will make the 
selection against published criteria. 
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RACP SUBSCRIPTIONS IN ARREARS

From time to time, some Fellows 
forget to pay their College 
subscriptions on time, while some 
Fellows may be several years in 

arrears. These individuals are very small 
in number but they are penalising their 
colleagues.

Annual subscription income is very 
important for the effective conduct 
of College affairs. An outcome of the 
Finance Committee’s review of Financial 
Governance will be greater accountability 
for, and transparency in, how College 
subscriptions are utilised.

The College Board has resolved that all 
outstanding subscriptions should be 
collected. Mindful that some Fellows 
may experience fi nancial hardship at 
times, the Board has also requested 
that the Honorary Treasurer receive and 
consider requests from Fellows for special 
consideration, if required. 

Fellows who do not pay their subscriptions 
after due warnings are advised that after 
12 months, in accordance with  the 
Constitution, they will lose their Fellowship 
and will not be able to use the relevant 

College post-nominal. This situation could 
jeopardise vocational registration with the 
relevant authority. 

Interestingly, in law, the status of the 
hard-won College Fellowship post-
nominal is that of a ‘membership 
certifi cate’ and, as such, is different from 
a university qualifi cation which one is 
entitled to use for life. It is thus extremely 
important to maintain membership and 
thus College Fellowship. In Australia, 
a person who continues to represent 
themselves as, say, an FRACP, when in 
fact they have no right to use the post-
nominal may also be in breach of the 
Trade Practices Act. Similarly, in New 
Zealand, a person who uses the post-
nominal, FRACP, when she or he does not 
have the right to do so may be in breach 
of the New Zealand Fair Trading Act 1986.

In order to facilitate Fellows’ payment of 
all pre-2010 outstanding subscriptions, 
the Board has approved an amnesty 
period up to 30 June 2010. No late 
administration fee or interest will be 
incurred if full payment is received before 
30 June 2010. 

If full payment is not received by 30 June 
2010, a $200 late administration fee will 
be charged plus interest based on the 
amount of subscription outstanding as 
at 1 January 2010.  From 1 July 2010, 
membership will be terminated and loss 
of member benefi ts, including the right to 
use the College post-nominals, will ensue. 
The College Constitution also provides 
that the Board may readmit a Fellow to 
Fellowship or membership upon payment 
of subscriptions in arrears.

All College Fellows are urged to ensure 
that their fi nancial affairs with the 
College are up to date. Enquiries about 
subscriptions should be directed to 
subscriptions@racp.edu.au. Alternatively, 
Fellows may telephone the College on 
+61 2 9256 5468.

Fellows who are experiencing hardship 
can contact the Honorary Treasurer at 
honorarytreasurer@racp.edu.au. 

Clinical Associate Professor 
Michael Hooper FRACP
Honorary Treasurer  

FELLOWS APPOINTED TO BOARD OF 
HEALTH WORKFORCE AUSTRALIA

One is often reminded of the 
Chinese proverb about living 
in interesting times when 
congratulating somebody 
on their appointment to 
a government entity, but 
for Dr Brendan Murphy, 
Professor Andrew Wilson 
and Professor Jim Bishop 
their appointments to the 
Board of Health Workforce 
Australia come during a 
time of massive change and 
reform to Australia’s 
health-care system.

Health Workforce Australia 
(HWA) has been established to 
tackle the future challenges of 
providing a health workforce 

that meets the needs of the Australian 
community, and the College is proud that 
three Fellows have been selected by the 
Commonwealth to serve on the inaugural 
Board of HWA.

In announcing the appointment of Dr 
Murphy, the Commonwealth Minister for 
Health rightly stated that, as a CEO, Chief 
Medical Offi cer and Medical Program 
Director, and clinical physician, he will 
bring a vast breadth of knowledge to 
HWA. He is also chairman of the Victorian 
Health Department Management 
Innovation Council. Dr Murphy was 
previously a board member of the Royal 
Victorian Eye and Ear Hospital, a director 
of Kidney Health Australia and president 
of the Australian and New Zealand 
Society of Nephrology. 

Professor Wilson was recognised by the 
Minister for his expertise and skills in 
planning aspects of the health workforce, 
funding, and health-care services, as 

well as for overall policy coordination. He 
is a member of the Repatriation Medical 
Authority and a member of the Medical 
Services Advisory Committee, and was 
previously a member of the Pharmaceutical 
Benefi ts Advisory Committee. 

As Chief Medical Offi cer of the 
Commonwealth Department of Health and 
Ageing, Professor Jim Bishop will bring his 
signifi cant health workforce experience 
and expertise to the HWA. Professor Bishop 
was awarded an Order of Australia for his 
service to medicine, particularly in the fi eld 
of cancer treatment and research.

The Fellowship and the interests of Australia’s 
physicians and trainees will be well served 
by Dr Murphy, Professor Wilson and 
Professor Bishop as HWA seeks to improve 
the integration of workforce planning 
across public and private settings and across 
Commonwealth and State investments.

Sasha Grebe 
Director, Professional Affairs and Advocacy
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IMPROVING OUTCOMES FOR RARE 
DISEASES: TOWARDS A NATIONAL PLAN

In Australia, there is a general lack 
of awareness of the impacts of rare 
diseases and lack of a strong and 
coordinated approach to improving 

health services, advocacy and patient 
support. 

As the Australian Paediatric Surveillance 
Unit (APSU) Director Professor Elizabeth 
Elliott AM explained, ‘The rare disease 
patient has been described as an orphan 
of the health system. The lack of specifi c 
health policies and the scarcity of experts 
translate into delayed diagnosis and 
diffi culty in accessing treatment and care. 
There is a lack of research to guide health 
professions and where specifi c treatment 
and care does exist, the cost can be 
exorbitant.’ 

Paradoxically, rare diseases are common. 
There are 8000 known rare diseases 
which collectively affect 7–10% of our 
population, three-quarters of whom are 
children. That equates to somewhere 
between 1.2 million and 2 million 
Australians—similar numbers to those 
suffering from diabetes—and up to 
400,000 children.

But the impacts of rare diseases go 
beyond affected individuals. They have 
wide-reaching effects on families and 
carers, health professionals, health 
resources and the wider community. The 

signifi cance of this has been recognised 
by many countries including the US, 
Canada, UK, and at least 16 countries 
in the EU which have responded to the 
burden of rare diseases by developing 
coordinated national plans outlining 
strategies in favour of rare diseases.

Australia is in an excellent position to 
learn from these international initiatives. 
To address this issue, the APSU, a unit 
of the RACP Paediatrics & Child Health 
Division, has convened the National 
Rare Diseases Working Party, made up of 
medical experts, support groups and rare 
disease advocates, to develop a national 
plan to support research, education and 
service development. 

The APSU is seeking wide endorsement 
of the plan prior to advocating its 
implementation (see www.apsu.org.au for 
details of the eight principles on which 
the plan will be based).

To mark International Rare Diseases 
Day, the APSU hosted a Workshop on 
Rare Diseases on 27 February 2010 at 
the Children’s Hospital at Westmead in 
Sydney. The workshop was generously 
supported by the Steve Waugh 
Foundation, The Kids Research Institute, 
and Australian Research Alliance for 
Children and Youth. The impacts of 
rare diseases on families were aptly 
demonstrated by the Walker family 
whose youngest child has a rare lung 
disorder, Children’s Interstitial Lung 
Disease. Other presentations included 
the benefi ts of multidisciplinary clinics, 
parent support groups, and the role of 
general practitioners and social workers in 
coordinating the often complex health-
care and community needs for families 
affected by rare diseases. 

Feedback from over 50 workshop 
attendees was overwhelmingly positive. 
Presentations from the workshop are 
available online at www.apsu.org.au. 

IAN FRAZER AWARDED AMA GOLD MEDAL
outstanding services to the Association, 
to the practice of medicine, or to the 
community. 

Professor Frazer chairs the Medical 
and Scientifi c Advisory Committee 
of the Queensland Cancer Fund, is 
a member of the Australian Cancer 
Research Foundation Medical Research 
Advisory Committee, and advises the 
World Health Organization and the 
Bill and Melinda Gates Foundation 
on papillomavirus vaccines. He is also 
a Fellow of the Australian Academy 
of Science. His current research 
interests include immunoregulation 
and immunotherapeutic vaccines for 
papillomavirus associated cancers.

Ian Frazer trained as a renal physician 
and clinical immunologist in Edinburgh 
before emigrating in 1980 to Melbourne 
to pursue studies in viral immunology 

and autoimmunity at the Walter and Eliza 
Hall Institute of Medical Research with 
Professor Ian Mackay. He subsequently 
took up a teaching post at the University 
of Queensland and now holds a 
personal chair as head of the Centre for 
Immunology and Cancer Research, a 
research institute of the University, at the 
Princess Alexandra Hospital.

In 2005, Professor Frazer won the Eureka 
Prize for Leadership in Science and was 
named Australian of the Year in 2006 
for his development of the human 
papillomavirus cervical cancer vaccines. 
In 2007, he was awarded the prestigious 
Howard Florey Medal for Medical 
Research and a year later received the 
Prime Minister’s Prize for Science.

The Fellows and staff of the College offer 
their warm congratulations to Professor 
Frazer.

Professor Ian Frazer has been 
awarded the AMA Gold Medal 
for 2009, the highest honour the 
Australian Medical Association can 

bestow. It is awarded to members of the 
medical profession who have rendered 

Steve Waugh, Darren and Susanna Walker, Sarah 
Walker and Liz Elliott, and at front, Noah and Neve 
Walker, at the Rare Diseases Workshop on 
27 February 2010.

Prime Minister Kevin Rudd presenting the Medal to 
Professor Frazer.
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SUPPORTING TRAINEES IN PREP 
BASIC TRAINING: ROLES REDEFINED

Professor Kevin Forsyth

Figure 1 Role of Educational Supervisor

Figure 3 Role of Professional Development Advisor

Figure 2 Role of Ward/Service Consultant

FROM THE DEAN

Throughout the rollout of PREP, 
the College has sought and 
responded to issues raised by 
Fellows who actively support Basic 

Trainees. As a result of wide consultation, 
the College has redefi ned a framework for 
roles and support for trainees. 

The current roles of support are:

Educational Supervisor• 

Ward/Service Consultant• 

Professional Development Advisor• 

Director of Physician Education.• 

While these roles in some hospitals and 
institutions are undertaken by different 
people, depending on size and location, 
it may be that one individual undertakes 
all of these roles in smaller settings. The 
DPT/DPPT roles, which served the College 
well under the old program, essentially 
have been merged into the Director of 
Physician Education role. 

The role with the most signifi cant change 
is that of Educational Supervisor (ES). 
Previously this role included conducting 
formative assessments and supporting 
trainees to use the main clinical tools 
of the program, the Learning Needs 
Analysis Tool (LNAT) and the Mini-CEX 
(Clinical Evaluation Exercise). This role 
is now carried out by the Ward/Service 
Consultant, resulting in a reduction of 
workload for the Educational Supervisor 
role. The focus of an Educational 
Supervisor is to use the evidence from the 
formative assessment tools to write a mid- 
and end-of-year report. 

The Educational Supervisor meets 
twice a year with ideally three to 
fi ve trainees to review and discuss 
strengths and areas for further 
development. The Educational 
Supervisor generates the mid- and 
end-of-year reports from the meeting 
with the trainee, completed LNAT 
and Mini-CEX, accessed from the 
Basic Training Portal (BTP), and the 
Ward/Service Consultant Report (see 
Figure 1). An Educational Supervisor 
spends around one hour with 
each trainee, twice a year, in this 
supervisory role.

The Professional Development 
Advisor (PDA) facilitates the personal 
and professional development of 
their trainees. This role is to motivate 
trainees to refl ect on non-clinical 
professional skills as identifi ed in the 
Professional Qualities Curriculum 
(PQC). A Professional Development 
Advisor meets with ideally three to 
fi ve trainees, at least twice a year, to 
provide feedback on the refl ections 
of their trainees documented in the 
Signifi cant Incident Analysis Tool 
(SIAT) (see Figure 3). A Professional 
Development Advisor spends 
approximately 45 minutes twice a 
year with their trainees.

The Ward/Service Consultant 
(WSC) actively supports trainees 
during their rotation. This role is 
clinical with an educational, rather 
than a supervisory, focus. The Ward/
Service Consultant meets with 
trainees to discuss their learning 
plans, to assist them in completing 
the Learning Needs Analysis Tool 
(LNAT). The Ward/Service Consultant 
also assesses, using the Mini-CEX 
form, trainees’ clinical skills. The 
Ward/Service Consultant writes a 
Ward/Service Consultant Report 
for each trainee at the end of their 
rotation (see Figure 2). Much of the 
evidence for this report has already 
been gathered by the Ward/Service 
Consultant for the hospital report. A 
Ward/Service Consultant spends up 
to an hour in total per trainee four 
times a year in this support role.
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PROGRESS ON AMC 
ACCREDITATION FOR THE RACP 

Figure 4 Role of Director of Physician Education Figure 5 Overview of roles and trainee-centred approachThe Director of Physician 
Education (DPE) oversees 
the educational supervision 
of all trainees in their hospital 
or institution, supporting the 
Educational Supervisors and Ward/
Service Consultants (see Figure 4). 
The primary focus of the Director 
of Physician Education in the PREP 
program is to foster a strategic level 
educative leadership link between 
the College and the hospital/
institution. They are also likely to 
have a ‘hands on’ role, perhaps 
with a smaller number of trainees.

Figure 5 provides an overview of all 
four roles and the trainee-centred 
approach.

Fellows and trainees will be 
aware that the RACP training 
programs are subject to external 
accreditation by the Australian 

Medical Council (AMC). 

The fi rst visit to the College by the AMC 
was in 2004. From that visit, there was a 
set of quite clear recommendations that 
the AMC wished the College to address. 

The AMC returned for a substantive 
review of progress against those 
recommendations in 2008. The AMC 
recognised the enormous strength of 
development progress by the RACP in 
those intervening four years and gave the 
College multiple commendations. They 
did, however, recognise that progress 
was still needed in a number of areas and 
made a series of recommendations that 
the College needed to attend to. 

In mid-2009 the College submitted a 
further annual report on progress to the 
AMC. The AMC has recently written to us 
with a response to our report. 

The key issues that the AMC have raised 
with the College are as follows:

Again recognising the enormous • 
contribution many Fellows and staff 
of the College have made in moving 
education matters forward, the AMC 
commended us for our activities 
and direction. It is important that 
we acknowledge our external 
accrediting body’s commendations 
and take pride in them. As Dean, I 
am very grateful to the many Fellows 
who give their time and energy 
to contribute to the College on 
committees, as well as to supporting 
our trainees in the workplace. We 
could not undertake our work 
without you. Your contribution is 
highly valued by me, and clearly 
recognised by the AMC.         

The AMC is also very clear about • 
wanting to know that we are 
‘walking the talk’. They commended 
us for the PREP Program and our 
future plans and strategies. However, 
they are interested in progress. 
They want to know that we are 
implementing this program and how 
well it is being adopted. In my view, 
the AMC will be tireless in ensuring 
that we are actually undertaking the 
activities we have outlined.

The AMC would like us to • 
demonstrate that:

o our supervisors are equipped 
to support trainees through 
the PREP program and that the 
curricula development for PREP 
Advanced Training is proceeding

o our assessments across all of 
our programs are linked to the 
PREP program, and that our 
assessments refl ect the education 
philosophy that the PREP 
program is built on 

o we have a seamless training path 
for trainees.

The Education Deanery is currently 
working on the AMC Annual Report that 
is due in September of this year. This 
report will outline our progress towards 
the AMC recommendations.     

Professor Kevin Forsyth FRACP
Dean 

The AMC is also very 
clear about wanting 
to know that we are 
‘walking the talk’.
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SHORT CASES IN AUSTRALIAN RACP CLINICAL 
EXAMINATION IN PAEDIATRICS & CHILD HEALTH

The Clinical Examinations in both 
Adult Medicine and Paediatrics & 
Child Health consist of two long 
cases and four short cases. Each 

candidate is examined by a total of eight 
examiners. The format and method of 
the long case developed by the RACP has 
led to a substantial improvement in the 
published reliability of this assessment 
method. The RACP Clinical Examination 
has been extensively analysed and it 
has been found to be highly reliable 
and a valid means of testing the clinical 
curriculum. Moreover, it focuses trainees 
on developing important and real life 
clinical skills. Contrary to rumour, there 
is no difference in marks awarded from 
different examining hospitals and the 
variance between examiners and between 
cases is less than 1%. Trainees need not be 
afraid of being disadvantaged by having a 
particularly diffi cult case or a particularly 
hawkish examiner.

Each short case counts for 10% of the 
total examination mark, and as there are 
four cases, they contribute to 40% of the 
total mark. The long and short cases test 
different aspects of the curriculum. The 
domains tested by each assessment tool 
have been published previously and are 
available on the RACP trainees’ website. 
The short cases concentrate on physical 
examination skills and are aimed at testing 
a broad range of systems. They also 
provide an opportunity for examiners to 
directly observe the ability of trainees to 
interact with a child and his carers. 

Stephen Judd has analysed all the short 
cases examined in the 2009 Clinical 
Examination. The Adult Medicine cases 
were published in RACP News in December 
2009 and we now present the cases for the 
2009 Paediatrics & Child Health Clinical 
Examination (see Table). We do this for 
transparency and to help candidates 
prepare for the sort of clinical cases they 
might expect to see in the examination.

The list of diagnoses is superfi cially 
quite scary and includes conditions that 
the authors of this piece and many of 
the examiners will be unfamiliar with. 
However, we emphasise again that the aim 
of the short cases is to test the ability of 
candidates to detect and interpret clinical 
signs. The aim is not to make obscure 
diagnoses.

Moreover, prospective candidates can be 
reassured that the examiners also see the 
short cases ‘blind’ and do not know the 
diagnosis before seeing the patient. Thus, 
candidates are being tested on their ability 

to elicit the clinical signs agreed upon by 
two senior examiners. Examiners recognise 
the variable diffi culty of each case and 
make allowances for this. They also make 
allowances for signs that they do not 
agree on.

We think this simple list of diagnoses will 
be useful to you, but you don’t need to 
rush off to the textbooks and look up 
all the rare conditions. The marking is 

not focused on the diagnosis, but rather 
on your ability to elicit and interpret 
physical signs. For example, you need to 
be able to tell a peripheral neuropathy 
from a myopathy, a systolic murmur 
from a diastolic murmur, to examine a 
child’s chest or abdomen with reasonable 
accuracy, to examine a child with 
developmental delay or short stature and 
to relate well to the child and their carer. It 
is really no scarier than that.

System Diagnosis Number of cases

Central nervous system Hemiplegia 12

Cerebral palsy +/– Hydrocephalus 5

Spastic diplegia/quadriplegia 5

Charcot Marie Tooth and other peripheral neuropathies 3

Nemaline rod and other myopathies 3

Ataxia 2

Cerebellar degeneration / hypoplasia 2

Dermatomyositis 2

Muscular dystrophy 2

Hemihypertrophy 2

Moebius syndrome 2

Sturge Weber syndrome 2

Brachial plexus injury 1

Charge syndrome 1

Choreoathetosis 1

Complex ophthalmoplegia 1

Duane syndrome 1

Hypothalamic astrocytoma 1

Facial nerve palsy and deafness 1

Post encephalitis 1

Posterior fossa tumour 1

Facial nerve palsy and deafness 1

Hemihypertrophy 1

Rett syndrome 1

Septo-optic dysplasia 1

Spinal muscular atrophy 1

Tuberous sclerosis 1

Cardiovascular Aortic stenosis +/– Incompetence 9

Congenital heart disease +/– Cyanosis 8

VSD +/– Patent ductus arteriosus 7

Pulmonary stenosis +/– Vater syndrome 4

Mitral Incompetence +/– Marfan syndrome 4

LV outfl ow obstruction +/– Williams syndrome 4

Noonan syndrome +/– Pulmonary stenosis 3

ASD +/– Pulmonary stenosis 3

Hypoplastic left heart 2

Summary of diagnoses of children used as Short Cases in 
Australian RACP Paediatric Clinical Examination in 2009
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System Diagnosis Number of 
cases

Cardiovascular Dextrocardia +/– Valve disease 2

RV outfl ow obstruction 1

Restrictive cardiomyopathy 1

Pulmonary stenosis and Alagille syndrome 1

Patent ductus arteriosus 1

Development Prematurity +/– Cerebral palsy 3

Agenesis corpus callosum 1

Charge syndrome 1

Neurofi bromatosis 1

Undiagnosed global delay 1

Hydrocephalus 1

Kabuki syndrome 1

Hemiplegia 1

Langer-Gledion syndrome 1

Lissencephaly 1

Lowie syndrome 1

Pfeiffer syndrome 1

Sturge Weber syndrome 1

Spastic quadriplegia 1

Endocrinology Diabetes 2

Premature thelarche 1

Thyroid enlargement 1

Gastroenterology Portal hypertension, various causes 8

Biliary atresia 2

Triad syndrome 2

Triad syndrome 1

Growth Coeliac disease, short bowel, chronic renal 
disease

3

System Diagnosis Number of 
cases

Growth Marfan syndrome 3

Russell Silver syndrome 3

Achondroplasia 2

Turner syndrome 2

Constitutional 1

Pierre Robin syndrome 1

Prematurity 1

Undiagnosed 1

Haematology Hereditary spherocytosis 3

Haemoglobinopathy 1

Autoimmune lymphoproliferative disease 1

Wiskoff Aldrich syndrome 1

Metabolic Gaucher syndrome 1

Glycogen storage disease 1

Neurofi bromatosis 1

Niemann Pick disease 1

Osteomalacia 1

Mobility Prune belly variant 1

Undiagnosed 1

Musculoskeletal Infl ammatory arthritis 6

Russell Silver syndrome 1

TAR syndrome 1

Renal Polycystic disease 2

Respiratory Cystic fi brosis 5

Kartagener syndrome 3

Others (lung surgery, obstructive lung 
disease, pulmonary agenesis)

3

Bronchiectasis 1

Professor David Isaacs FRACP                             

Associate Professor Stephen Judd OAM FRACP               

Professor Mike South FRACP 

FREE INFLUENZA VACCINATION – WHO IS ELIGIBLE IN 2010?

From 1 January 2010, eligibility for the 
free seasonal infl uenza vaccine under 
the National Immunisation Program has 
been extended to include:

All individuals aged 65 years and • 
over
All Aboriginal and Torres Strait • 
Islander people aged 15 years and 
over
Pregnant women• 
Individuals aged six months and • 
over with medical conditions 

predisposing to severe infl uenza, 
including:
– cardiac disease
– chronic respiratory conditions
– other chronic illnesses requiring 

regular medical follow-up or 
hospitalisation in the previous 
year (such as diabetes mellitus, 
chronic metabolic diseases, 
chronic renal failure and 
haemoglobinopathies)

– chronic neurological conditions 
that impact on respiratory 

function, including multiple 
sclerosis, spinal cord injuries and 
seizure disorders

– impaired immunity, including 
HIV, malignancy and chronic 
steroid use

– children aged six months to 
ten years on long-term aspirin 
therapy.

Further information is available on the 
Department of Health websites for 
each state and territory.
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AUSTRALIA DAY HONOURS 2010

Congratulations to the 
22 Fellows who were 
mentioned in the Australia 
Day Honours for 2010. 
Special mention must be 
made of Public Health 
Trainee Dr Kamalini Lokuge 
who received a Medal in the 
General Division for service 
to humanitarian aid.

Officer in the General 

Division (AO)

Professor Tony Cunningham AO FRACP 
(NSW)
For service to medicine, particularly in 
the fi eld of viral research and through the 
development and leadership of medical 
and biomedical research.

Dr Wendy Hoy AO FRACP (QLD)
For service to medical research in the 
fi eld of chronic disease, particularly 
renal disease, through the promotion 
of health service delivery reform and as 
an advocate for Indigenous health in 
Australia and the US.

Member in the General 
Division (AM)

Dr Leslie Bolitho AM FRACP FACRRM 
(VIC)
For service to medicine as a clinician and 
educator and through the development 
of rural and regional health services in 
north-east Victoria.

Professor Michael Boyer AM FRACP 
(NSW)
For service to medical oncology as an 
educator and clinical researcher and 
through the development of integrated 
care facilities for people with cancer.

Professor Peter Brooks AM FRACP 
FAFPHM FAFRM (VIC)
For service to medicine, particularly in the 
fi eld of rheumatology, as an academic, 
researcher and clinician.

Professor Graham Brown AM FRACP 
FAFPHM (VIC)
For service to medicine in the fi eld of 
infectious diseases, particularly malaria, 
and through a range of professional, 
research and advisory organisations.

Professor Jack Cade AM FRACP (VIC)
For service to medicine in the fi eld of 
intensive care as a clinician, researcher 
and educator, and through contributions 
to professional associations.

Professor John Christodoulou AM 
FRACP (NSW)
For service to human genetics, particularly 
the metabolic disorders of children as a 
researcher and clinician.

Dr Marjorie Pawsey AM FAFPHM (NSW)
For service to community health as a 
contributor to the development of health 
care systems, quality assurance systems 
and professional accreditation programs, 
particularly in the area of women’s 
health.

Professor Peter Ravenscroft AM FRACP 
FFPMANZCA FAChPM (NSW)
For service to the development of 
palliative care and medicine, particularly 
as an advocate for improved education 
of doctors and health workers in the 
therapeutics of palliative care.

Dr Denise Robinson AM FAFPHM (NSW)
For service to medical administration, 
particularly through the development of 
multi-agency strategies to address public 
health issues and the improvement of 
Indigenous health outcomes.

Professor Frank Shann AM FRACP (VIC)
For service to medicine as a paediatrician, 
particularly as a leader in intensive care 
for children, through contributions to the 
World Health Organisation and to rural 
medicine, and as an advocate for child 
health.

Professor Garry Warne AM FRACP (VIC)
For service to medicine in the fi eld of 
paediatric endocrinology, and to the 
improvement of child health care and 
infrastructure in developing countries.

Professor Greg Whelan AM FRACP 
FAFPHM FAChAM (VIC)
For service to medicine, particularly in 
the fi elds of gastroenterology, hepatology 
and addiction, through academic and 
executive roles.

Medal in the General 
Division (OAM)

Dr Fabio Brecciaroli OAM FAChPM (QLD)
For service to medicine, particularly 
through the provision of palliative care 
services, and to the community of the 
Sunshine Coast.

Dr Will Cairns OAM FRACGP FAChPM 
(QLD)
For service to palliative medicine, and to 
the community of the Townsville region.

Adjunct Associate Professor Joseph 
Canalese OAM FRACP (NSW)
For service to medicine, to rural health, 
and to the community of Dubbo.

Dr John Fuller OAM FRACP (VIC)
For service to medicine, particularly in the 
treatment of coronary artery disease.

Dr Ian Hopkins OAM FRACP (VIC)
For service to medicine as a paediatric 
neurologist and through professional 
organisations.

Dr Kamalini Lokuge OAM (ACT)
For service to humanitarian aid through 
the International Committee of the Red 
Cross and Médecins Sans Frontières.

Dr George Tucker OAM FRACP (QLD)
For service to rural medicine as a 
consultant physician and educator.

Public Service Medal (PSM)

Professor Ernest Hunter PSM FAFPHM 
(QLD)
For outstanding public service to 
Queensland Health, particularly in the 
delivery of mental health initiatives in 
rural Queensland.

Dr John Patten PSM FAFPHM, FAChSHM 
(QLD)
For outstanding public service to 
Queensland Health in the development of 
sexual health medicine in Queensland.

GET RACP NEWS 
DELIVERED STRAIGHT 
TO YOUR INBOX

GO GREEN, 
GO PAPERLESS 

DO YOUR BIT FOR 
THE ENVIRONMENT

To receive an electronic copy of 
RACP News email 
racpnews@racp.edu.au with 
Electronic Copy Only in the 
subject fi eld.
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RACP FELLOW NEW PRESIDENT 
OF THE DIA

Professor Ric Day

It is with pleasure that 
we announce the election 
of Professor Richard Day 
as President of the Drug 
Information Association 
(DIA). He is the first non-US 
citizen to be elected to this 
position.

Richard Day AM MD PhD 
is Professor of Clinical 
Pharmacology, University of NSW, 
Director of Clinical Pharmacology 

and Toxicology at St Vincent’s Hospital, 
Sydney, and Director of the NSW 

Medicines Information Centre. He is an 
independent member of the Medicines 
Australia Code of Conduct Subcommittee 
and a member of the RACP’s Therapeutics 
Expert Advisory Group, and has been 
involved in developing learning modules 
for Quality Use of Medicines (QUM) for 
physician trainees and instrumental in 
e-Health activities. 

Professor Day was appointed a Member 
of the Order of Australia (AM) in June 
2000 ‘for service to medicine in the 
fi elds of pharmacology and toxicology 
through education, research and policy 
development, and to the development of 
guidelines for the safe use of medicines’. 

Ric was chair of the Australian 
Government’s Pharmaceutical Health & 
Rational Use of Medicines Committee 
(1999–2008) and currently chairs the 
NSW Medication Safety Committee. 
He also sits on the AMA Therapeutics 
Committee. 

His professional life has focused on 
teaching Quality Use of Medicines in 
innovative ways to medical students, but 
he has also ‘taught’ QUM in multiple 
other venues across all stakeholder 
groups. He has research interests in 
the mechanisms and pharmacological 
treatments of rheumatic diseases and has 
published over 300 papers. He and four 
colleagues were recently awarded a fi ve-
year NHMRC program grant to focus on 
safety in health care; Ric’s focus will be on 
safer use of medicines. 

In between this busy schedule, he takes 
time to cycle across Sydney almost every 
day and to take to the waters in his sailing 
boat at the weekend. 

Ric was chairman of the DIA South 
West Asian Pacifi c Committee, joined 
the DIA Board in 1999 and then was 
elected Director in 2001, a position he 
held until 2007. He has promoted a 
successful partnership between DIA and 
the Australian Regulatory and Clinical 
Scientists organisation.

Ric will take up the position of President 
of the DIA in June this year. The DIA is 
an international professional association, 
founded in 1964, which now has more 
than 18,000 members. Members are 
involved in discovery, development, 
regulation, surveillance or marketing of 
pharmaceutical and biopharmaceutical 
products. The DIA operates as a 
fi nancially independent non-profi t 
organisation funded through meeting and 
membership fees. Amongst other things, 
the DIA has provided opportunities 
for numerous Australian professionals 
to attend international meetings and 
workshops.

Professor Day’s transition from President-
Elect to President will occur at the Annual 
Meeting of the DIA, which takes place 
at the Walter E. Washington Convention 
Center, Washington DC, 13–17 June 
2010. The meeting is expected to attract 
more than 8,000 attendees from about 
80 countries.

LIBRARY LECTURE SERIES 2010

The next History of Medicine 
Library lecture will be held on 
Monday, 19 April, at 6.30 pm at 
the Education Centre, Level 8, 

52 Phillip Street, Sydney.

Associate Professor Cate Storey will speak 
on Punching above their Weight: 
Australian Medical Graduates Excel on 
the World Stage.

Eight Australians have won the Nobel 
Prize for Physiology or Medicine. This 
lecture will examine the lives of three 
fi gures: Elliot Grafton Smith, one of the 
most infl uential neuro-anatomists of 
his time, F. Macfarlane Burnet and J. C. 
Eccles.

On Monday, 7 June, Dr David Thomas 
will give a talk on:

The Struggle for Medical Regulation in 
NSW in the Late 19th Century

For over 150 years, legislation has 
provided a legal framework for the 
practice of medicine around the 
world. Dr Thomas’s talk will outline 
the extraordinary circumstances which 
ensured that New South Wales was one of 
the last jurisdictions in the Western world 
to pass a Medical Practice Act in 1900.   

David Thomas is a Visiting Fellow at the 
School of Public Health and Community 
Medicine at the University of NSW. He 
is particularly interested in medico/legal 
issues and medical history.   

All lectures are held in the RACP 
Education Centre, Level 8, 52 Phillip 
Street, Sydney. Entry is $10. Join us for 
refreshments and discussion after the 
lecture. For bookings, please contact 
Liz Rouse on (02) 9256 5413 or 
racplib@racp.edu.au. 
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INVESTIGATING PHYSIOLOGICAL 
ADAPTATIONS TO WEIGHT LOSS

I have always found it curious 
that some people have ravenous 
appetites, seem to devour everything 
that crosses their paths, yet remain 

lean, while others who appear to be 
perpetually vigilant and abstemious do 
not manage to lose weight. However, 
although my recollection of much of 
what I learnt at university is shamefully 
hazy, I don’t recall any mention of body 
weight regulation as a medical student, 
and the thought never entered my 
head during my years as an intern and 
resident that there was a fi eld of science 
devoted to this. 

Even after I had commenced basic 
physician training, and decided to 
pursue a career in endocrinology, it 
never occurred to me that the regulation 
of body weight was a medical issue. I 
knew of course that the prevalence of 
obesity was increasing, along with its 
associated metabolic complications. But 
wasn’t the solution just to eat less and 
do more exercise?

Then one evening during a rotation 
to Ballarat as a medical registrar, after 
the day’s work was done, I sat down 
with the other registrars to watch a 
lecture for the FRACP trainees via video-
teleconference. The speaker, Professor 
Joe Proietto, gave a talk about obesity 
and its management. A blunt summary 
of his eloquent presentation is that 
obesity is an intractable condition, 
and the majority of obese people who 
lose weight will eventually regain it 
unless they undergo bariatric surgery. 
In short, it was a rather depressing 
story. However, I was fascinated to 
discover that body weight is regulated 
by the brain, and that peripheral 

I have become 
aware of … the 
physiologic changes 
which take place as 
a result of weight 
loss, including 
disproportionate 
reductions in energy 
expenditure and 
circulating hormones 
which inhibit food 
intake, and an 
increase in the level 
of hormones which 
stimulate hunger.

hormones from the adipose tissue and 
gastrointestinal tract, with names I had 
never heard before (such as leptin and 
ghrelin), can infl uence how hungry or 
full we feel. 

After completing the FRACP exam 
and starting my advanced training in 
endocrinology, I began to think about 
how I would spend my third (elective) 
year of training. Research seemed to 
be strongly encouraged, although I 
found it daunting in its unfamiliarity. 
Adding to my apprehension regarding 
research was the prevailing opinion 
that nothing would be achieved in one 
year (as a clinician, I found this concept 
unfathomable) and that a minimum 
of three years’ commitment would be 
required to produce anything of value.

Nonetheless, having had the 
opportunity to speak to Joe, I found 
myself agreeing to start a full-time PhD 
under his supervision in my elective 
year of training. Since 2007, I have 
been undertaking a clinical project 
with the aim of characterising changes 
in circulating hormones involved in 
appetite regulation following diet-
induced weight loss. I would not have 
been able to pursue this had I not 
been lucky enough to receive fi nancial 
support from the Endocrine Society of 
Australia and the RACP, including the 
Shields research entry scholarship. As 
the three-year anniversary of my PhD 

commencement has recently passed 
(and my research is continuing), I can 
certainly attest to the fact that research 
does not adhere to the same time 
frames which I had become used to as a 
clinician. This is a source of amusement 
for some people, who regularly express 
surprise that anyone could devote more 
than a few seconds, let alone several 
years, to considering why weight loss is 
so diffi cult to maintain. (Don’t they just 
have to eat less and move more? Doesn’t 
it just take a bit of willpower?)

However, during the course of my 
research, I have become aware of 
the extensive literature regarding the 
multitude of factors involved in appetite 
regulation and energy balance, and the 
physiologic changes which take place 
as a result of weight loss, including 
disproportionate reductions in energy 
expenditure and circulating hormones 
which inhibit food intake, and an 
increase in the level of hormones which 
stimulate hunger. It is my hope that 
undertaking this research will enable 
me to contribute to our understanding 
of body weight regulation and of 
the diffi culties faced by obese people 
attempting to maintain weight loss.

Dr Priya Sumithran FRACP

Dr Priya Sumithran

2009 ERIC SUSMAN PRIZE

The 2009 Eric Susman Prize was 
awarded to Professor Ingrid Scheffer 
FRACP, nominated by Professor James 
Best. Professor Scheffer is internationally 
renowned as the leading paediatric 
neurologist in the fi eld of epilepsy 
genetics and epilepsy classifi cation.

The impact of Professor Scheffer’s 
original work has been in both the 
clinical and molecular genetic domains. 
Through meticulous characterisation 
of children and families with different 
epilepsies, she has defi ned a range of 
new genetic epilepsy syndromes and 
refi ned the phenotypes of others. This 
work has underpinned the identifi cation 
of the fi rst, and subsequently 10 of 
the 20, genes currently known for 
idiopathic epilepsies, in collaboration 
with molecular geneticist Associate 
Professor John Mulley and Professor 
Sam Berkovic. These discoveries have 
led to the concept that the epilepsies 
are disorders of ion channels, allowing 
insights into the biology of seizures and 
the development of targeted therapies.
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PLEASE HELP SUPPORT 
OUR YOUNG PHYSICIAN RESEARCHERS 
ACHIEVE THEIR GOALS … 

Research and Education Foundation
145 Macquarie Street
Sydney  NSW 2000
Fax: (02) 9256 9697

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

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

$ $

Levels of membership Annually Quarterly

Fellow-in-training �  120 �  30

Member �  300 �  75

Gold Member �  600 �  150

Benefactor �  1200 �  300

Life Member
(one-off or cumulative 
donations) 10,000

Life Governor
(one-off or cumulative 
donations) 25,000

I would like to make a 
donation (other amount) �  $ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Please send me information 
about how to make a bequest to 
the Foundation �  

Please list my name on the Honour Roll as:

OR �  I prefer to remain anonymous

Name:

Address: 

Email:

Credit Card Payment 

Please debit my:     �  Bankcard       �  Visacard       �  

Mastercard

Amount: $

Card Number:

__ __ __ __  /  __ __ __ __  /  __ __ __ __  /  __ __ __ __

Expiry Date: __ __  / __ __  

Name on Card:

Signature:  

“The Foundation granted me a Shields Research Entry Scholarship. It was a defi ning 
moment for me. Without that timely support, it is unlikely that I would have been 
able to continue into research.”

Dr Anthea Greenway FRACP

Join the Research and Education Foundation: simply tick your level 
of support, complete your payment details and mail or fax to:

Research and Education Foundation
Royal Australasian College of Physicians
145 Macquarie Street
SYDNEY  NSW  2000

Tel: 02 9256 9620
foundation@racp.edu.au
www.racp.edu.au

Donations are allowable deductions under Item 1.2.8 of section 
30-25 of the ITA Act 1997.
Quarterly payments only available when paying by credit card.

Cheques should be made payable to:
Research and Education Foundation
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Book Review

BOOK REVIEW

A must read
Vital Signs: Stories from Intensive Care 
by Dr Ken Hillman. Sydney: University 
of New South Wales Press. 2009. RRP 
$32.95.

Poignantly, I read Vital Signs during the 
week of the release of the latest plan for 
the reorganisation of health services in 
Australia. The disconnect between the 
complex clinical, ethical and humanitarian 
issues raised in this book and the proposal 
of another structural reorganisation as 
the solution to the current and future 
problems of health service delivery could 
not be more stark. 

As I started into the book, my fi rst 
thoughts were ‘this is what I see and hear 
every day at work as I do my rounds and 
talk to my colleagues, particularly those 
who work in ICU’. Then I realised that 
is the point. This is a book written to 
challenge the beliefs of doctors and the 
community at large about the realities 
of contemporary health care. While the 
powerful technologies of ICU can sustain 
many lives, allowing recovery and the 
restoration of an active and healthy life, 
modern medicine can neither prolong life 
indefi nitely nor allow us to avoid grief.

When ‘torture’ is a word used by Hillman, 
and repeatedly by the ICU consultants I 
talk with in describing their work, alarm 
bells should start to ring for all of us. In 
spite of the successes, for some patients 
ICU is a place of prolonged death while 

The opportunity for 
families to accept the 
realities of inevitable 
death is blocked by 
the forlorn hopes 
that we dangle in 
front of them.

The challenge of the 
choices that must be 
made as we address 
the issues raised 
by this book pale 
into insignifi cance 
compared to the 
problems we will 
face if we don’t.

their families live in an interminable 
fl uorescent daytime. Patients are usually 
unable to voice their wishes. Families 
dutifully hold vigil, watching and waiting; 
doubt becomes betrayal. Doctors are 
unable to stop. All the players can 
become trapped, with no prospect of 
escape or recovery until disease runs its 
inevitable course. 

The opportunity for families to accept 
the realities of inevitable death is blocked 
by the forlorn hopes that we dangle in 
front of them. In some ways, grieving 
was easier before the invention of life 
prolongation—now it is dragged out by 
the random ebb and fl ow of unrealised 
hope born of the availability of life-
extending technology.

In the very simplest of terms, we 
are entering the third phase of the 
development of health care. Prior to the 
early 20th century, doctors had little to 
offer that could signifi cantly prolong life 
for most people. During the industrial 
revolution most of the gains in life 
expectancy came, not from medical 
technology, but from public health 
measures like clean water, sanitation and 
better nutrition. If you got sick, you either 
got better or you died. As survivors, we 
grieved and moved on, until it was our 
turn to die.

As the 20th century progressed, science 
provided us with tools to intervene in 
the progression of many diseases and 
life expectancy grew steadily by about 
2.5 years per decade. Such was our 
naive enthusiasm as a community for 
the technology of life prolongation that 
we widely adopted the meme that there 
is always something to delay death. We 
learned that our role as doctors was to 
stop people from dying, but often forgot 
that in the end we bury our successes too. 

Here, at the beginning of the 21st 
century, and as described in this book, we 
are confronted by the contrast between 

the triumph of our successes and the 
realities of the limits of our powers to 
sustain life with quality. 

ICU is at the sharp end but the questions 
unfold across all areas of health care: 
How many lines of chemotherapy should 
be offered to patients? When do we 
stop trying to fl og every last beat from a 
failing heart? How desperate are we to 
stop a dying child from dying, or protect 
distraught parents from their inevitable 
grief? At what point does it become futile 
to tube-feed a demented person who is 
unaware of the world and cannot eat? 
How old is too old for dialysis?

The simple tales in this book bring to the 
fore the complexity of modern health 
care and unmask the fact that the choices 
faced by patients, families and clinicians 
have often been made more diffi cult; 
where there were previously no options, 
we now have uncertainty.

Hillman points out that these are issues 
for the community at large to address. 
They challenge how we defi ne our 
humanity and fulfi l the values that are at 
the core of our success as communities. 
As the costs of health care rise inexorably 
and at a faster rate even than the growth 
of the numbers of the aged, we are 
overreaching our ability even to afford 
existing technology. We cannot begin to 
deliver all the treatments promoted and 
promised by peer-reviewed best-practice 
guidelines to all the people to whom they 
might be applied. The most pressing issue 
for the future of health care is to defi ne 
the values and principles that should 
govern the allocation of resources. 

As you read Vital Signs you will no doubt 
see refl ections of your own practice. None 
of us is able to resolve these issues alone 
but, as generally respected community 
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Letters to the Editor

Consultation required
There was a somewhat unfortunate coincidence of 
articles in the last edition of RACP News. There was 
a strongly worded missive from our President-elect 
about bullying of College staff by Fellows. To the 
extent that this occurs, we are of course against it. 
There was, in the same issue, a statement from the 
Deanery that the College’s continuing education 
program will become compulsory and that failure to 
comply with the requirements of the program will 
lead to Fellows being stripped of their Fellowship. It 
is not too long a bow to draw to consider that this 
latter pronouncement might fall under the broad 
rubric of ‘bullying’.

We are strong supporters of continuing medical 
education and professional development. We fi nd 
learning new things stimulating and rewarding. 
This is an almost universal characteristic of Fellows, 
who have spent a minimum of 25 years in active 
education in order to obtain their Fellowship.

We do not believe that the College should adopt the 
role of policeman. If regulatory authorities mandate 
requirements for continuing education, then we 
would expect the Fellowship would do all in its power 
to assist Fellows in meeting these requirements. By 
setting itself up as a regulatory authority, the College 
almost guarantees that there will be confl ict between 
Fellows and College staff. This stance could well 
distance the Fellowship from ‘The College’.

If the College is going to begin de-frocking Fellows 
for failure to be involved in the College’s continuing 
medical education program, it would seem 
reasonable to consult the Fellowship on the matter.

A referendum amongst Fellows might well be 
informative.

Leo Davies FRACP

Robert Ouvrier FRACP

CPD gets its teeth 
As long ago as 1974, the then censor-in-chief of 
the College wrote, ‘... words such as “compulsory”, 
“mandatory” or “obligatory” appear to impose 
a threat to security ... Ideally there should be no 
threat ... and yet any re-evaluation must have teeth. 
The question of removal of a diploma is not in 
question.’1 According to an unsigned statement from 
the Deanery, enforcement will begin on 1 January 
2011, ‘with non-compliance resulting in removal of 
Fellowship, effective from 1 January 2013’.2 Behind 
this is the further threat of deregistration. 

The irony of the situation is that it will never be 
known whether MyCPD raises the standard of 
practice. To arrange a controlled trial between two 
groups of physicians, matched for age, sex, family 
commitments, type and place of practice, specialty, 
full-time salaried, visiting or academic appointment, 
private or public hospital attachment, one doing 
MyCPD, the other not, would be impossible.

A doctor charged with malpractice enjoys a 
presumption of innocence: the prosecution 
must prove its case. Both the Deanery and the 
registration boards should be required to prove that 
a physician who does not take part in MyCPD has an 
unacceptable standard of practice, before imposing 
draconian penalties. The College should offer MyCPD 
to Fellows, not ram it down their throats. Those who 
prefer to choose their own method of maintaining 
standards should be free to do so, but could be called 
upon to show that what they do is effective.

Catherine Yelland, President-elect of the Adult 
Medicine Division, said that the rate of participation 
in MOPS was low.3 (How low? Thirty percent?) 
Fellows did not think it worth the effort—and the 
same could be true of MyCPD if it was voluntary. It 
seems that the Deanery and the Board have decided 
to bite hard. One of the objects of the College, 
expressed in Clause 1.1.8 of the Constitution, is to 
‘support and develop physicians’ in their various 
roles. The threat of expulsion and deregistration for 
no proven lack of professional skill or dedication 
is a strange form of support. As Richard King said, 
accumulation of ‘brownie points’ does not indicate 
professional competence.4 Proven incompetence 
would justify expulsion and deregistration; non-
participation in MyCPD certainly would not. 
The Board should have secured a less dictatorial 
arrangement for the National Registration and 
Accreditation Scheme.

To give the appearance of constant education, 
as demonstrated by MyCPD, has become more 
important than the reality. This is confi rmed on the 
MyCPD website by the statement that the scheme 
is designed to ‘demonstrate to one’s patients, one’s 
peers, government bodies and the community 
at large, that Fellows of the Royal Australasian 
College of Physicians are committed to programs of 
continuing medical education and quality assurance’. 
The College’s fl oral emblem should be changed from 
a pomegranate to a hyacinth.5

Derek Meyers FRACP
Retired physician

References are available on request.

Climate change or not?
In the article in RACP News (February 2010), ‘Climate 
change: why should we care and what can we do?’, 
it states that ‘Climate change is happening now and 
it is not just bad for “the environment”. It is bad for 
us and bad for our patients. It is damaging the lives 
of real people today.’ It further states that ‘we should 
be active in reducing the carbon emissions that are 
the cause of this ill health in the fi rst place’.

This is indeed alarming.

Other reports, however, tell us that climate 
change—global warming and global cooling (e.g. 
Little Ice Age) have been going on for hundreds of 
thousands of years. This is evidenced by the study of 
ice cores taken in Antarctica. These earlier warmings 
clearly could not have been related to any human 
activity producing carbon emissions. They were 
attributed to the sun—to variations in solar effect on 
the planet—and volcanic activity.

In the past decade, earth temperatures have remained 
fl at, with no increase, though man-made carbon 
dioxide has continued to rise. Records show recurring 
dramatic changes in earth’s temperature.

If carbon dioxide derived from modern 
industrialisation is the culprit for global warming, 
then why did the global temperature increase 
from 1918 to 1940, decrease from 1940 to 1976, 
increase from 1976 to 1998 and decrease or remain 
fl at from 1998 to the present? Throughout this 
period, humans were adding carbon dioxide to the 
atmosphere.

The science is not clear and many scientists have 
different views. Indeed, when asked in a BBC 
interview if the science was settled, the Director of 
the Climate Research Unit at the University of East 
Anglia, Professor Phil Jones, said, ‘I don’t think the 
vast majority of climate scientists think this. This is 
not my view.’

Is further information and debate required?

Seasonal temperature variations have always 
occurred and, as the article rightly points out, 
physicians must be ready and prepared to assist their 
patients with the best management of the effects 
and consequences of both hot and cold conditions.

J. R. Kelly FRACP
Retired

members, we are in a unique position 
to encourage an informed debate, one 
that refl ects the realities of the limits of 
technology, the biological inevitability 
of death and the human face of the 
consequences of the decisions that we 
make. We can lead that debate across 
the community in our day-to-day clinical 
interactions, in our teaching and through 
our institutions. 

The challenge of the choices that must 
be made as we address the issues raised 
by this book pale into insignifi cance 
compared to the problems we will face if 
we don’t. If intensivists feel they cannot 
escape torturing some of their patients 
and wasting resources, we seem to have 
a bit of a problem—one that will not 
be resolved by structural reorganisation 
alone.

When you have fi nished reading, I 
suggest that you send Vital Signs to one 
of your politicians, having highlighted the 
important bits. Ken Hillman would probably 
prefer that you buy a new one but, if you 
can’t afford to, send your own copy.

Will Cairns FAChPM FRACGP
Director of Palliative Care
Townsville
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After Hours

MY LIFE AS A WINEMAKER AND 
CARDIOLOGIST

In 1993, soon after passing my 
physician’s primary exam, my wife 
Julie and I established Reillys Wines in 
the Clare Valley, South Australia. My 

passion for the wine industry started at a 
young age. My parents regularly toured 
the Barossa and Clare Valleys dragging us 
kids along. I recall the jovial characters, 
beautiful landscapes, long lunches and 
occasional tastes of fi ne wines. 

Schooling by the Jesuits in Adelaide 
introduced me to Sevenhill Winery and 
Brother John May—the last in a long 
line of Jesuit winemakers. I tossed up 
whether to go to Roseworthy to study 
winemaking after Year 12 but decided 
against boarding in the country. Instead, 
I enrolled and completed my Pharmacy 
degree at Adelaide University, but was 
encouraged by the Dean to take up 
medical studies. Subsequently, I went 
on to complete physician training and 
cardiology training. Since 1997, I have 
been employed by Flinders Medical 
Centre and have worked part time 
in private practice as a general and 
interventional cardiologist.

Throughout my university and residency 
years, my interest in wines continued—
largely consumption driven—with 
regular visits to South Australia’s wine 
regions. While training at the Royal 
Adelaide Hospital, I observed in some of 
the more senior clinicians some bizarre 
behaviour—often in their late 40s to 50s 
they would diversify into areas of their 
particular passion without any expertise! 
We all know clinicians with sheep stations, 
vineyards, racing cars, boats, and so on. I 
decided to pursue my passion for wine at 
an age when I had the energy. 

Hence, Reillys was set up from scratch—a 
5-hectare vineyard in Watervale was 
purchased and a humble cottage across 
the road from the Magpie & Stump 
Hotel in Mintaro became our original 
winery and cellar door. From these 
modest beginnings Reillys has grown 
into a modern winery, built on the 
original vineyard, with accommodation 
and restaurant facilities at the cellar 
door. Vineyards have been planted and 
premium fruit sourced from local growers 
(many of whom are now friends). Our 
range has expanded to mid-range and 
premium Shiraz, Cabernet Sauvignon, 
Grenache, Merlot, fortifi eds, Riesling and 
Sauvignon Blanc.

My involvement is very hands on. From 
the start I have been the red winemaker 
with our crush growing from 3.6 tonnes 

to over 300 tonnes. In the early days, I 
had very little knowledge of winemaking 
and much has been learnt ‘on the job’ 
and from advice given by local experts, 
most notably, Tim Adams. In 2006, 
I enrolled in a Graduate Diploma in 
Oenology at Adelaide University; I hope 
to fi nish the remaining units (OH&S) 
when time permits.

Julie and I chuckled when the request for 
this article was made. A doctor with work–
life balance—you have the wrong man! 

To give you an idea of what I mean, 
vintage is a crazy time—for about 40 
days a series of ferments are cycled 
through our open and closed fermenters. 
The days often start at dawn sampling 
vineyards and confi rming the day’s 
picking. Crushing can run to up to 18 
hours with pressing of earlier ferments 
to free up space for arriving fruit. Then 
there is the cleaning, cleaning, cleaning—
cycles of caustic and acid rinses of tank 
after tank. At the same time, the wine 
chemistry occurs. How much acid? Which 
yeast? Cooling of must.  We call these 
‘groundhog days’—what we do today is 

like yesterday and tomorrow! At the same 
time, I manage to squeeze medicine in a 
few days a week with great support and 
cover from my colleagues. After vintage, 
the work slows up, but still continues—
topping barrels and preparing wines for 
bottling dominate the winery. 

There are challenges!

It is diffi cult to know when the vintage 
will start, and the pace of ripening. This 
makes it hard to coordinate my two 
passions so I tend to keep my medical 
life quieter between Valentine’s Day and 
Anzac Day. Heavy rain can also be a 
problem. On a number of occasions we 
have pressed/crushed all night to get the 
fruit in before the weather turned.

What I didn’t know when we started 
Reillys was the amount of time and effort 
needed to market the wine and manage 
the business. Fortunately, much of this 
is done by Julie. We export to the US, 
Canada, Singapore, Malaysia and China, 
and all markets want the winemaker 
to visit! Another challenge is balancing 
the demands of medicine with my 
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Member Advantage

Car rental made easy
Enjoy a stress free car rental experience with Avis’ superior 
customer service for both business and leisure.  
 
As part of your special package, you will automatically receive: 

Competitive rates and reduced excess 
Points on your Qantas Frequent Flyer® account  
simply by quoting your QFF membership number.

Use RACP AWD number P203702 to access your discount.

 Call Member Advantage on 1300 853 352  
or visit www.memberadvantage.com.au/login/racp
 

SMARTER RENTING, GREATER SAVINGS

Member Advantage Health is underwritten by the Hospitals Contribution Fund of Australia Limited [HCF] 
*Discounts applicable to new and current HCF health policies only.  ^Only available to new members taking out Hospital 
and Extras cover. Waiver does not apply to waiting periods of more than 6 months, including 12 months for obstetric 
services, or pre-existing ailments and conditions. Psychiatric, rehabilitation and palliative care services, which have a 2 
month waiting period, are also excluded from this waiver offer. This offer is limited to Australian residents only.

Switch today and save
Boost your savings even further!  

Join today and receive an exclusive 5% discount off your  
health insurance premiums!* Other benefits include:

Immediate cover, with the normal 2 and 6 month waiting  
periods waived^ on hospital and extras packages.

Excess waived for day surgery, with  
no overnight stay or accidents.

Call Member Advantage on 1300 853 352  
or visit: www.memberadvantage.com.au/login/racp

5% OFF  
HEALTH 
PREMIUMS*

After Hours ‘hobby’ and family life. This 
remains a work in progress.

There are also positives.

Despite the rigours of vintage, one is 
left with a feeling of accomplishment 
once the last fruit has been crushed and 
pressed. Seeing the development from 
fruit through fermentation, maturation 
and fi nally bottling is very satisfying—
particularly when the product is enjoyed 
and reviewed favourably. Vintage is 
also terrifi c exercise. I usually drop 5 
kilograms and get rid of that annoying 
fl ab! The major positive is the terrifi c 
people we meet around Australia and 
overseas, in particular, Tedd Goldfi nger, 
who established the Renaud Society, a 
group of wine-loving physicians who run 
the Wine Heart Health Conference every 
second year in the States. 

Would I do it all again? Defi nitely (but 
with some modifi cations)!

My advice to physicians who wish to take up 
winemaking is probably best summed up by 
our most popular brand—Barking Mad.

If you are planning a trip to Clare, let 

me know. I would love to show you our 
produce!

Dr Justin Ardill FRACP
www.reillyswines.com.au
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Classifi eds

1300 CESOFT

www.cesoft.com.au CE  Soft
be at the Cutting Edge

- transmitting electronic claims since 2005

- designed from the ground up for e-claims

- everything you need for GapCover, DVA

   and Medicare claims in one simple interface

- GET PAID IN DAYS rather than months

- runs on MAC OSX, WINDOWS & LINUX

- friendly ONLINE TECHNICAL SUPPORT

- only $2,750 (ex GST) including 12 months 

support and maintenance, then $595 p.a.

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

CUTTING EDGE SOFTWARE

at the Cutting Edgbe atat ge

- transmitt
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Saturday 1 May 
9am to 3.30pm 

Amora Hotel Riverwalk Melbourne 
649 Bridge Road, RICHMOND   VIC   3121 

www.amorahotels.com 

Sexual Health Update 2010 will cover common sexual health problems seen in 
primary care, including testing and treatment of common sexually transmitted 

infections, advances in diagnosis and common pitfalls in practice.   
 

Additional topics this year include: bacterial vaginosis, urethritis that does not re-
spond to treatment, androgens in female sexual dysfunction, and genital spots, 
lumps and sores.  Several speakers will tackle the tricky issue of what to say to 
newly diagnosed patients with variously herpes, warts, HIV or hepatitis B. 

 
There will be ample time between talks for questions and discussion. 

 
Sexual Health Update 2010 will be of interest to all who encounter sexually  

transmissible infections in their work, in particular general practitioners, nurses, 
infectious diseases physicians, urologists, dermatologists and those working in 

public health, women’s health, obstetrics and gynaecology. 
 

Register online now at: 

 
 
 
 
 

Australasian Chapter of Sexual Health Medicine 
 

145 Macquarie Street, SYDNEY   NSW   2000   AUSTRALIA 
T: (61 2) 9256 9643   F:  (61 2) 9256 9693  

E:  sexualhealthmed@racp.edu.au 
www.racp.edu.au 

 

www.sexualhealthconference.com.au/chapterevents

Registration Fees (per person): 
Full registration             $253 (inc GST) 
Registrars, Students & Nurses $154 (inc GST) 

 

Closing date for registration:  12 April 2010 

This activity has been allocated 9 Category 2 QA&CPD points 
 from the RACGP and 1 HIV CME point from ASHM. 

Established since 1977

Specialist Consultants in
permanent and temporary
medical staff placements.

Contact Carol Sheehan

Phone 03 9429 6363
Facsimile 03 9596 4336
Email csmedical@iprimus.com.au
Website www.csmedical.com.au
Address 22 Erin St Richmond 3121

Four large furnished offi ces with excellent natural light, 
available for sessional or permanent sublease.

Large waiting area. Parking on site.
Located in Medical Centre next to 

major shopping centre in Castle Hill.
Several large GP practices in immediate area.

Call Elizabeth - 0401 008 089

SPECIALIST MEDICAL SUITES 

CUBA + GUATEMALA 2010
UPDATE FOR AUSTRALIAN PRACTITIONERS

Pre Tour: Eastern Cuba  6-13 Nov
Conference: Havana  13-21 Nov
Post Tour: Guatemala  19-29 Nov

Contact Dr Margot Cunich Email: margot@cunich.com.au
Phone toll free: 1800 633 131 www.uncon-conv.com
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WCIM 2010 Melbourne 
SESSION RECORDINGS

If you missed attending the Congress or would  
like to continue to get the most 

from your attendance, session recordings 
are now available for purchase.

All the congress slides synchronised with a 
live video recording giving you a 

fully interactive CD-ROM.

To view list of recorded sessions and to order 
please visit the Congress website 

to obtain the order form.

 www.wcim2010.com.au



 

 
Investec Experien Pty Limited ABN 94 110 704 464 (Investec Experien) is a subsidiary of Investec Bank (Australia) Limited ABN 55 071 292 594 AFSL 234975. All finance is 
subject to our credit assessment criteria. Terms and conditions, fees and charges apply. We reserve the right to cease offering these products at any time without notice. 

Exper ien

own your practice property rather 
than rent it, why wouldn’t you?

Purchasing your own practice property has the potential to be a 
profitable long-term business strategy. As a specialist financier,  
Investec Experien gives doctors access to mortgage finance of up  
to 100% of the purchase price of their owner occupied practice 
premises. With repayments designed to suit your cash flow, there  
may be minimal difference between renting and buying. 

Take advantage of competitive interest rates, a quick and easy  
approval process and a dedicated banker.  

Contact your local banker, call 1300 131 141 or visit  
.


