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Michele Drieberg donating a Toshiba notebook to 

Mahesh, a young lad from Kopiwatta Hakmana Matara 

who has acted as a translator and general helping 

hand to AuSLMAT during their visits to southern Sri 

Lanka. Michele was on her first visit to Sri Lanka with 

the AuSLMAT team. To read more about the work of 

AuSLMAT, see page 9.

Send us your photos

Please send us your interesting digital 
photographs to be considered for publication  
in RACP News.

File formats of 300dpi, at A4 size, can be 
emailed as jpegs to racpnews@racp.edu.au
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editorial correction

On page 17 of the June issue of RACP News, an 
error was made in the spelling of Professor Brian 
Darlow’s name. My apologies to Professor Darlow.
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ONE COLLEGE: ‘MORE THAT UNITES  
US THAN DIVIDES US’

letter from the President

I  n 2008, as President of the Adult 
Medicine Division, I wrote an article 
for RACP News on the concept of ‘One 
College’, the theme chosen to recognise 

the 70th anniversary in that year of the 
formation of the College. This concept rested 
on the philosophy of valuing what unites the 
groups within the College while at the same 
time recognising the inherent diversity that 
exists. The intention was to bring together the 
various specialty groups of the College, some 
of which had been separate colleges that 
joined with the RACP some decades ago. 

The philosophy of One College is to 
recognise, respect and celebrate the diversity 
of the College while aiming to strengthen all 
that we have in common. To quote Barack 
Obama, ‘There is more that unites us than 
divides us’. Implicit in the One College 
concept is respect for, and recognition of, 
all Fellows of the College across all Divisions, 
Faculties and Chapters. However, being a 
multifaceted concept it has the potential to be 
interpreted differently by different Fellows. 

The concept was knowingly far reaching as it 
proposed that the College should ultimately 
be unified with a single qualification 
and single logo, with specialty units of 
equal influence, in order to build on the 
commonalities within the College while 
respecting differences. At the time it was 
recognised that such a concept could only be 
progressed slowly and on an iterative basis. 
It was understood that the philosophy had 
the potential to generate ‘good feelings’ but 
could also be seen as an empty gesture. 

Therefore, three years on, I thought it 
appropriate to reflect once again on the 
concept of One College to see what progress 
has been made, to acknowledge what has 
not been achieved, and to stimulate further 
discussion of the concept.

So what are the tangible changes which have 
occurred in the College since 2008? 

1. The Board of the College now has an  
 overall strategic, rather than  
 operational, role. Although the Board  
 has comprehensive representation from  
 across the College, directors recognise  
 their responsibility to act in the best 
 interests of the College as a whole. 

2. The College Statement of Strategic  
 Intent represents a unified vision for  
 the College. It has been adapted and  
 adopted by the various College bodies  
 in their own planning activities. 

3. All College policy is now determined  
 by Board Committees chaired by a  
 director, such as the College  
 Education Committee (CEC), the  
 Finance Committee and the College  
 Policy and Advocacy Committee.

4. The formation of the College Policy  
 and Advocacy Committee, chaired by  
 the President-Elect and with  
 membership from all Divisions,  
 Faculties and Chapters, provides for  
 ‘One Voice’ speaking on behalf of all  
 physicians. This Committee decides  
 policy priorities and ensures the  
 effective and efficient development  
 and dissemination of all College policy. 

5. A single financial reporting system  
 is used across the whole College and  
 financial processes within the College  
 have been improved enormously. 

6. In the financial governance within  
 the College, all parts of the College  
 have equitable access to College funds,  
 and expenditure is now directly  
 correlated to business plans developed  
 by the various sections of the College,  
 including New Zealand, and all are  
 approved by the Board. 

7. Since 2008 all Fellows have paid the  
 same subscription to the RACP. 

8. Very recently (May 2011) the Board  
 determined that all trainees, regardless  
 of which of the 65 training programs  
 they undertake, will pay the same  
 fees. This change was made with the  
 full knowledge that common  
 subscription and training fees mean  
 that some specialties (mainly those  
 with larger numbers) subsidise those  
 specialties with fewer Fellows and  
 trainees. 

9. All Fellows are now eligible for the  
 John Sands College Medal, not just  
 those from the Divisions.

10. The One College concept is also  
 leading to changes within the  
 College’s Research and Education  

 Foundation, with the Board actively  
 considering ways in which the current  
 range of scholarships can be extended  
 to cover all College specialties.  

11. It is perhaps in the area of education  
 that the most progress has been made  
 and where there is the greatest 
 potential to expand the One College  
 concept. All sections of the College  
 have engaged in huge educational  
 reform over the last few years, as follows: 

	 •	 All	training	programs	now	fall	 
  within the framework and  
  parameters of the PREP program. 

	 •	 Educational	policy	in	the	 
  College is now determined by  
  the College Education Committee  
  with representation from the  
  Divisions, Faculties, Chapters and  
  Specialty Societies. Nevertheless, 
  the operationalisation of this policy  
  is determined by the relevant  
  Divisions, Faculties and Chapters.

	 •			 All	College	Fellows	are	enrolled	 
   in the same Continuing Professional  
   Development (CPD) program, or soon  
   will be. 

	 •		 Currently	the	training	programs	of	the 
   College lead not only to FRACP but also  
   to the specific qualifications of the  
   Faculties and Chapters. In 2008 the  
   College Board first discussed the  
   concept of a single College qualification,  
   understanding that any change to this 
   would require widespread consultation  
   and deliberation, probably over a  
   number of years. The issue of a single  
   RACP qualification is being increasingly  
   discussed, with changes to their  
   qualifications being actively considered  
   by some groups.  

While the One College concept can be seen 
as a unifying concept across the College, 
it will inevitably cause some tensions as it 
adversely impacts on the autonomy of the 
diverse groupings which exist in the RACP, 
particularly where a number of these groups 
were previously entirely separate colleges. It is 
hoped that any such tension will be reduced 
by clear, mutually agreed delegation to the 
Divisions, Faculties and Chapters.

In conclusion, while recognising the 
tremendous progress that has been made 
towards the One College concept, there is still 
some way to go before we can truly regard 
ourselves as Fellows and trainees of One 
College. 

John Kolbe 
President

Professor John Kolbe
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T he world is changing fast, as we 
all know, with power shifting from 
west to east and every aspect of 
life—from the supply of food and 

goods to the movement of people and 
acquisition of knowledge—strengthening 
global connections. Health and healthcare 
are affected as much as anything else. 

We have, of course, always known that there 
are enormous inequalities in the world and 
that life expectancy in the poorest countries 
is far below that in rich countries like 
Australia, New Zealand and the UK. Disease 
and trauma are much more common in 
low and middle income countries yet they 
simply don’t have the resources to prevent 
even the most common problems and treat 
their people. There are a billion people in 
the world with no access to a health worker 
and Sub Saharan Africa—the worst affected 
area—has 10% of the world’s population, 
25% of the health burden, 3% of the health 

resources and about 1½% of the world’s 
health workers. 

For years richer countries have worked 
through international development and aid 
to help with this desperate situation. Whilst 
helping makes improvements, we have also 
in some ways made matters worse through 
trade agreements that protect our interests 
and, in health, through permitting and 
sometimes encouraging the migration of 
health workers. We have also often exported 
our ideas and ideologies with our aid whilst 
at the same time importing skilled health 
workers. It has been an unfair trade.

Now, however, as power shifts, we are 
seeing different approaches develop. As 
countries grow richer they seek to meet the 
demands of their people for better health 
and education. It is no surprise that India 
and China have in recent years decided 
to set up national health systems and that 
other countries are developing similar plans. 
Ariel Pablos-Mendez and colleagues have 
called this ‘the economic transition of health’.1 
Equally, it is no coincidence that the Arab 
Spring has led to Saudi Arabia and other 
countries developing new health plans for 
their populations in order to improve their 
lot—and, no doubt, strengthen their faith in 
the Government. 

These changes will affect us all as these 
countries and others begin to exert their 
power by demanding changes in the 
international bodies that set the global 
agenda, whether for finance, industry, 
trade or, indeed, health. World trade talks 
which promised a fairer deal for low-income 
countries are currently stalled but we now 
have a Code of Practice on health worker 
migration endorsed by the World Health 
Assembly. The balance of power is shifting 
but so too is our understanding of how 
interdependent we all are.

This interdependence is seen in our 
shared vulnerability to new diseases, 
often incubated in the poorest parts of 
the world with the least surveillance and 
poorest mechanisms for control. We 
need to help countries strengthen their 
health systems if for no other reason than 
that of self-interest. We share the risks of 
climate change: although it will affect 
different parts of the world differently, 
it is a problem for us all. We depend on 
the same groups of highly mobile health 
workers and, increasingly, on the same 
treatments and knowledge base. We 
also all share in the growing epidemic of 
non-communicable diseases which are 
becoming a significant problem in every 
continent. 

We need shared solutions to these global 
health problems. We need to talk of Co-
development not International Development. 
We should stop thinking in terms of the 
rich countries doing something for the 
poor—and, inter alia, imposing our ideas 
and values on them—and think instead of 
finding shared solutions to our shared new 
problems. 

The crisis in high-income 
countries

It is natural for us all in Australia, New 
Zealand or the UK to think that our great 
professions and traditions of science 
and technology that underpin the 
whole development of western scientific 
medicine—and which have led to such 
success over the last 100 years and 
more—will provide the answers to our 
health problems in the future. The truth is, 
however, that whilst they will continue to 
be vital parts of the solution we need other 
approaches as well.

We have built health services and systems 
to deal with the problems of the last 
century not this one. We have created 
a great industry built up mainly around 
specialised professions and buildings and 
too often have distanced healthcare from 
communities and all the other services 
that enhance our lives—from education 

We should stop 
thinking in terms of the 
rich countries doing 
something for the 
poor—and, inter alia, 
imposing our ideas and 
values on them—and 
think instead of finding 
shared solutions to our 
shared new problems.

The [healthcare] 
models that served 
us so well in the last 
century are no longer 
fit for the new purpose.

TURNING THE WORLD UPSIDE DOWN

Global Health

Lord Nigel Crisp

Not only are the poorer 
countries of the world 
experiencing crises in 
healthcare, but so too are 
many of the countries of the 
developed world. Here, Lord 
Nigel Crisp, former Chief 
Executive of the National 
Health Service and author 
of Turning the World Upside 
Down: The Search for Global 
Health in the 21st Century, 
discusses why this is so and 
offers innovative suggestions 
for reforming the global 
health system.
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Despite many excellent 
examples to the 
contrary, the NHS is 
still a service that is 
geared more towards 
one-off episodes 
of treatment than 
to providing good 
support for people 
with long-term needs.

Knowledge transfer 
is not just from the 
rich and powerful to 
the poor and weak. 
We all have something 
we can teach and 
something we can 
learn …

Global Health

to employment and the provision of food 
and housing. This won’t work for the 
future.

In the last few years, however, we have 
begun to understand that we are dealing 
with four great disruptions in health 
and healthcare: the diseases we face are 
different; patients and the public are 
becoming much more part both of the 
problem and of the solution; science 
and technology offer new ways of doing 
things; and health has become a global 
issue, which means we must approach it 
in different ways. The models that served 
us so well in the last century are no longer 
fit for the new purpose. 

If we look at the NHS in England we can 
see that it has good medical services, 
good hospitals and primary care, and has 
in recent years improved enormously the 
way that it deals with emergencies and 
with treatments like knee replacements, 
cataracts, angioplasties and bypass grafts. 
Waiting times have fallen dramatically. 
These are the more traditional aspects of 
its work. It is less good at caring for the 
larger group of people, mostly elderly, 
who have more complex and long-term 
conditions, and who in recent years have 
become by far the biggest users of NHS 
resources. They need continuing help to 
look after themselves, manage intermittent 
crises and maintain their health. Despite 
many excellent examples to the contrary, 
the NHS is still a service that is geared more 
towards one-off episodes of treatment than 
to providing good support for people with 
long-term needs. 

It will be enormously difficult to change the 
model we have if for no other reason than 
that so many people earn their living from 
it. However, if we don’t, we will simply 

continue to increase costs as we pay  
heavily for marginal improvements by 
using a model that wasn’t designed for 
today’s problems.

Turning the world upside down

At a time of disruption like this solutions 
are very unlikely to come from the 
traditional sources of the medical, scientific 
and healthcare hierarchy, or from doing 
more of the same. We need to look for 
new ideas elsewhere. One, perhaps 
surprising, source is innovation in low 
and middle income countries. Without 
our resources and, crucially, without 
our vested interests and other baggage, 
people in many of these countries are 
developing new solutions.

We can see this in a large number of 
specific examples of innovation. Some 
concern diseases and problems that are 
prevalent in these countries so that aspects 
of the management of AIDS patients, 
DOTS (directly observed treatment, 
short-course), oral rehydration therapy 
and the fever traffic light system were all 
developed in these countries, often by 
people from different countries working 
together. New policy approaches have 
been developed also, such as Conditional 
Cash Transfers for reaching the poorest 
people in a community, which was created 
in Mexico and transferred to New York 
in 2007. Innovative organisations like 
Aravindh in India have developed new 
low-cost systems for dealing with eye care 

and have seen their ideas taken up around 
the world. There should be little surprise 
that innovations in health are coming from 
India, just as they are in other sectors. 
Smart healthcare planners in Australia, New 
Zealand and the UK will surely be seeking 
to source innovation worldwide.

Perhaps more importantly, we can begin 
to see new ways of delivering health 
services and creating health systems. 
Many countries make much better use 
of communities and families than we do. 
Some like Bangladesh explicitly link health 
with education and employment support. 
Most break down our barriers between 
public health and clinical treatment, 
creating staff groups that deal with both. 
All make use of what is to hand, not just 
waiting until the ideal solution arises. These 
approaches seem very much like what 
is needed in the UK and perhaps other 
developed countries to deal with the care 
of patients with long-term conditions.

One of the most challenging aspects of 
these approaches is the way in many 
countries people are trained for the job 
and not just for the profession, so we see 
clinical officers and mid-level workers all 
over Africa administering anaesthetics 
and doing surgery and other tasks 
normally reserved for the traditional 
professions. There are obvious risks in 
this, but research is beginning to show 
under what circumstances these tasks 
can be undertaken safely—where there is 
appropriate training, continuing access to 
training and supervision, and where the 
health workers are part of a system and 
able to refer to more specialised staff. A 
classic example is in Mozambique where 
Tecnicos di Cirurgia, mainly nurses with 
additional training, do more than 90% of 
the caesarean sections outside the capital 
to the same standard as physicians and at 
about half the cost, as research over 15 
years has shown.2
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T his transformation is being led 
by a group called Health 8, 
which includes WHO, UNICEF, 
UNFPA, UNAIDS, the Global 

Fund to Fight AIDS, Tuberculosis and 
Malaria (the Global Fund), the Global 
Alliance for Vaccines and Immunization 
(GAVI), the Bill & Melinda Gates 
Foundation, and the World Bank. 
The friends of Health 8 include the 
UK Department for International 
Development (DFID), AusAID, France, 
Germany and Italy.

How global health is being 
financed

While health aid has more than doubled 
in the past decade, there have been a 
number of striking changes in how global 
health is being financed. 

There has been a boom in earmarking 
health aid for specific issues through 

vertical funds, the two most important 
being the Global Fund and GAVI. While 
they are relatively small in dollar terms 
as a percentage of health aid, they are 
major players in HIV, TB, malaria and 
immunisation programming globally 
and can easily skew health financing in 
smaller developing countries.

Then there is a group of new 
philanthropic foundations that have 
brought private sector approaches to 
global health, focusing on efficiency, 
effectiveness, performance goals and 
social returns on investments. The Gates 
Foundation is the largest and best known, 
with larger disbursements in 2009 than 
nine of the 22 Organisation for Economic 
Cooperation and Development (OECD) 
Development Assistance Committee 
(DAC) bilateral donors, that is, the 
developed country aid donors such as the 
USA, Germany, France and Australia.1

Innovative financing mechanisms are 
being used to increase health aid flows 
and predictability and to accelerate 
progress towards the Millennium 
Development Goals for 2015. GAVI 
has raised finance by issuing ‘Vaccine 
Bonds’ in the capital markets, 
converting long-term government 
pledges into immediately available 
cash resources.2 Advance market 
commitments (AMCs) are being used to 
encourage pharmaceutical companies 
to invest in research and development 
of new vaccines and drugs. The 
Gates Foundation and five national 
governments—Italy, Canada, Norway, 
Russia and the United Kingdom—have 
committed $1.5 billion to purchase 
pneumococcal vaccines once they have 
been developed. The Global Fund, 
Germany and Australia are using debt 
swaps to finance HIV programs in 
Indonesia. Under a debt swap, in return 
for cancelling a debt, the beneficiary 
country agrees to invest in a specific 
development initiative such as HIV, TB, or 
malaria programming.

How global health is being 
managed 

At the same time as global health 
financing is being transformed, there is a 
parallel, fundamental shift underway in 
how aid is managed. The international 
community laid out the road map 
in 2005 in the Paris Declaration on 
Aid Effectiveness, with key principles 
including country ownership, donor 
alignment and harmonisation, managing 

NEW PLAYERS WITH 
GAME-CHANGING IDEAS 
FOR GLOBAL HEALTH

Dr Penny Miller

The most innovative 
changes in global health 
are happening not in 
the clinic but in the 
boardroom. They are 
being led by a new group 
of players that include 
global funds, bankers, 
private foundations and 
policy makers. The core 
agenda is aid effectiveness 
and the result is a major 
transformation in how 
global health is financed 
and managed.

These examples are very challenging 
to our received ideas. I do not want 
to suggest for a moment that any of 
them can simply be transferred to our 
countries any more than our practices 
can be transferred to other countries. 
There are all sorts of cultural, historical, 
environmental and economic barriers 
in the way. The point is that they do 
make us challenge our own thinking and 
question whether there are changes we 
can make that we previously thought 
were impossible. They can open our eyes 
to other possibilities and help us take our 
blinkers off. With staffing amounting to 
about 60% of the costs of healthcare we 
can no longer assume that professional 
boundaries and the demarcation of tasks 
will remain as they are now. Experience of 
other country’s solutions and ideas will be 
enormously helpful in creating our own 
solutions.

Knowledge transfer is not just from the 
rich and powerful to the poor and weak. 
We all have something we can teach and 
something we can learn or, as I put it in 
my recent book, we have to turn the world 
upside down.3 What would it be like, I ask, 
if instead of importing health workers 
from poorer countries and exporting 
to them our ideas and ideologies about 
health, we were to import some of their 
ideas and export some of our workers?

nigel Crisp

Lord Crisp is an Independent Crossbench 
Member of the House of Lords. He was 
Chief Executive of the NHS and Permanent 
Secretary of the Department of Health from 
2000 to 2006.

Cover image courtesy of RSM Press. Cover 
photograph by Kate Holt, reproduced by 
permission of Sightsavers International.
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Global Health
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Table: The nuts and bolts of the shift to funding country-led health plans

Paris Declaration 
Principle

What it means What you see on  
the ground

ownership Partner countries exercise 
effective leadership over 
their development policies 
and strategies, and 
coordinate development 
actions 

•	 National 
development 
strategies

•	 Country compacts

Alignment Donors base overall 
support on partner 
countries’ national 
development strategies, 
institutions and 
procedures 

•	 Fewer stand-alone  
projects

•	 Less tied aid 

•	 General budget 
support

•	 Sector budget 
support 

•	 Sector-wide 
approaches 

Harmonisation Donor coordination •	 Donor pooling 

•	 Joint missions

•	 Sector working 
groups

managing for 
results

Managing resources 
and improving decision 
making for development 
results

•	 Results-based 
frameworks

•	 Performance 
indicators

mutual 
accountability

Donors and partners 
are accountable for 
development results

•	 More aid on 
budget

•	 Multi-year 
commitments 
(predictability)

for results and mutual accountability. The 
table opposite gives a simple explanation 
of each principle and what you will hear 
and see at the country level when these 
principles are implemented. 

The shift to country ownership is led 
by the OECD Development Assistance 
Committee with support from Health 8 
and countries receiving aid. Most funders, 
with the recent addition of USAID, 
are shifting away from the ‘traditional 
contractor-led models’ of bilateral aid3,4,5 
towards funding country-led approaches 
based on national strategies and plans. 
The common features of this approach 
include country compacts, health aid 
linked to country health plans, general 
budget support, and calls for multi-
year commitments. Interim bridging 
strategies are also being used, including 
multi-donor trust funds, sector-wide 
approaches and sector budget support, 
in countries where government capacity 
is too weak (or too corrupt) for general 
budget support. Development banks 
are investing in countries moving in this 
direction, with country-level agreements 
between national government and 
funder and technical assistance support 
packages.

Implications for Australia

In the past 12 months, AusAID has 
stepped up its commitment at the 
policy level to aid effectiveness with 
a series of reviews and changes in 
remuneration, procurement and resource 
allocation. These include the Joint Adviser 
Review (February 2011), the Adviser 
Remuneration Framework (ARF) (February 
2011), the Independent Review of Aid 
Effectiveness (July 2011) and the new 
framework for Australia’s aid program 
(July 2011). All of these reviews and 
reports support the aid-effectiveness 
agenda. 

While the caps on remuneration of 
long-term advisers and short-term 
consultants introduced with the ARF 
might not be welcomed by Australian 
health professionals employed on AusAID 
contracts, this was an inevitable step, 
pushed on by the strong Australian 
dollar, which brings AusAID remuneration 
practices more in line with other leading 
funders. Health donors around the world, 
led by DFID and the Gates Foundation, 
with USAID a late arrival, are demanding 
‘more for less’, with an emphasis on 
cost containment, country nationals in 
management and technical positions, 
and close scrutiny of salaries and budget 

overheads. And they’re right. There is 
plenty of scope for making global health 
aid programs more cost-effective. The 
challenge for international NGOs and 
global health professionals is to actively 
support the aid effectiveness agenda 
moving forward.

Dr Penny miller mBBS mPH FAFPHm 
Director, Strategic Planning and 
Development Family Health International, 
Asia Pacific Region
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Nurse and member of AuSLMAT Sriyani Fernandez (with back to camera) discussing a patient with  
nurses at Matara Hospital

Teaching medical students at Karapitiya Hospital, Galle

T he Australia Sri Lanka Medical 
Aid Team (AuSLMAT) was formed 
in the aftermath of the Indian 
Ocean tsunami of Boxing Day 

2004 when the south and east of Sri Lanka 
sustained severe structural damage and 
loss of life. Medical specialists, general 
practitioners and like-minded supporters 
from Australia joined people who were 
holidaying in Sri Lanka at the time of 
this disaster, to provide immediate 
humanitarian and medical relief to 
hospitals made dysfunctional by this event. 
Many local doctors and nursing staff were 
swept away by those two massive waves.

In the early days following the tsunami 
the team worked alongside Sri Lankan 
health professionals to treat the injured 
and the sick, and the professorial unit of 
the Karapitiya Teaching Hospital, led by 
Professor P. L. Ariyananda, coordinated the 
medical aid.

When road access to remote areas was 
restored, AuSLMAT extended its sphere 
of activity to hospitals and dispensaries 
further down the coast at Matara, Tangalle 
and Hambantota, and government 
dispensaries at Beralihela and Weligama-
Galbokka were visited, assessment made of 
their needs, and supplies and consumables 
distributed from donations received from 
Australia.

AuSLMAT has so far made 21 visits to 
Sri Lanka and donated more than $8 
million in equipment and consumables. 
AuSLMAT is an incorporated not-for-profit 
entity that collects and distributes medical 
equipment from a variety of sources, 
including The Peter Mac, Austin and Alfred 
hospitals in Melbourne, which have been 
generous donors of used and new medical 
equipment. Doctors and support staff pay 
for their own travel and accommodation 

in Sri Lanka, and all funds raised at a yearly 
function are used to purchase and supply 
hospitals. Life-saving medications are also 
purchased in Melbourne and transported 
to Sri Lanka in a 40-foot container once or 
twice a year.

Capacity building and training of 
medical personnel has been one focus 
of our attention. On our last visit in June 
2011, doctors and staff were trained in 
Interventional Cardiology (angiography 
and stenting) at the Karapitiya Hospital in 
Galle. Professor Omar Farouque, head of 
the Cardiology Department at the Austin 
Hospital in Melbourne, took supplies 
of stents, cardiac catheters, etc. kindly 
donated by manufacturers and distributors 
to Galle where they were used for several 
patients who arrived there from places as 
far afield as Kandy and Ampara. Professor 
Farouque also addressed the Galle Medical 
Society on Interventional Cardiology. Dr 
Jennifer Johns, President of AuSLMAT, has 

lectured on atrial fibrillation, heart failure 
and management of hypertension, and Dr 
Quintus de Zylva, Secretary of AuSLMAT, 
has taught final-year medical students on 
each visit. Dr Sian Hughes, Vice President 
of AuSLMAT and paediatrician at the Royal 
Children’s Hospital in Melbourne, has 
lectured on autism and visited many of the 
paediatric units across Sri Lanka.

Two diabetics educators, Gloria Daniels 
from Charles Gardiner Hospital in Perth 
and Coralie Cross from Monash in 
Melbourne, have conducted clinics and 
tutored nursing staff in the management 
of diabetes. Active members of our team, 
they have worked hard at these clinics that 
are packed on each of our visits.

AuSLMAT has also provided funds to tile 
the professorial medical wards at Karapitiya 
and to update structural facilities for 
parents and children at hospitals in Galle 
and Matara.

GLOBAL HEALTH IN ACTION: 
THE WORK OF THE AUSTRALIA  
SRI LANKA MEDICAL AID TEAM

Table: The nuts and bolts of the shift to funding country-led health plans

Dr de Zylva (left) with Professor Omar Farouque
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PuVITHRA oF mullATIVu 
A moVInG SToRY
AuSLMAT was made aware of Puvithra’s plight when working at the 
Karapitiya Hospital in Galle. Puvithra’s condition was diagnosed—she had 
an atrial septal defect—when a medical team called Tharunayata Hetak 
(meaning a ‘Tomorrow for the Young’) visited Mullativu, located in the far 
north of Sri Lanka. As it would have been expensive to bring her to Galle, 
and would have taken eight to ten hours for her to return home by public 
transport, we arranged for Puvithra to come to the National Hospital in 
Colombo where a cocoon septal occluder was inserted in the young patient. 
This procedure saved her from open heart surgery and a chest scar that 
would have been considered detrimental to her future prospects of marriage. 
The device was paid for by AuSLMAT and the services of the cardiologist were 
free of charge. It is unlikely that her family could ever have afforded to pay for 
this surgery.

AuSLMAT has now extended its activities 
to treating poor patients at government 
dispensaries at Beralihela and Weligama. 
We carry drugs and dressings to these 
remote clinics and see over a hundred 
patients at each, where there is generally 
just one doctor looking after the whole 
village. We believe that medical services at 
the grass-roots level are just as important 
a facet of our work as the teaching of the 
latest medical advances.

AuSLMAT has also extended its sphere of 
activity in Sri Lanka to include the teaching 
of English and computer studies. We find 
the interaction with adults and children in 
this aspect of our work very rewarding—
two laptops were donated to youth on our 
last visit.

Having started our initial work in response 
to the devastation caused by the tsunami, 
we now find that hospitals, dispensaries 
and orphanages far removed from the 
coastline eagerly await our visits. Sri Lanka 
needs all the support it can get to improve 
standards in the wake of the tsunami and a 
long war that traumatised this country that 
could have well done without either. More 
information can be found on the AuSLMAT 
website: www.auslmat.com.au.

Our next visit to Sri Lanka is in January 
2012 when Dr Sian Hughes will lead the 
team. Dr Jennifer Johns and Dr Quintus de 
Zylva will visit the Batticaloa, Negombo 
and Galle hospitals in June/July 2012.     
We welcome personnel and donations.

Quintus de Zylva FRCP FRACP 
Secretary, AuSLMAT

ICU in Matara Hospital with monitor donated by AuSLMAT 

Young girl in the Paediatric Ward at Matara 
Hospital with a soft toy donated by the Red Cross

Overcrowding in the Children’s Ward at 
Matara Hospital 
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m any Fellows have worked 
outside Australia and New 
Zealand in diverse roles 
such as clinicians, managers, 

advisers, planners, administrators, 
researchers and academics. Many more 
might like to, but may not know how to 
make the links necessary to help them 
move into a role in which they could make 
a contribution. The question of ‘where do 
I start?’ may be answered as some recent 
initiatives by Fellows develop over time. 

The Australasian Faculty of Public Health 
Medicine (AFPHM) in 2010 commenced 
development of a competency-based 
curriculum to prepare Fellows for 
global health practice. The College 
Board established, in February 2011, an 
International Health Committee, and in 
response to support expressed by Fellows 
and trainees at the RACP Congress in 
Darwin in May 2011 moves are underway 
to establish a Specialist Society in Global 
Health (more later). 

The term ‘global health’ has come into 
common use in the past decade or so, 
and brings with it the view that the 
health of individuals or communities is 
often determined ultimately by factors 
which can transcend borders—including 
geopolitics, economics, social instability, 
population, migration and climate. The 
advent of emerging diseases and the risk 
of global epidemics, with new challenges 
of global disease control, have also served 
to reorient attention to a global view. The 
language itself has meaning: researchers 
have tracked the change in language from 
‘international’ to ‘global’ health, and have 
argued that the change in nomenclature 
mirrored the re-emergence of the World 

PREPARING FELLOWS FOR GLOBAL 
HEALTH PRACTICE: AN IDEA WHOSE 
TIME HAS COME

Health Organization as the coordinating 
agency for health across the globe.1 Where 
previously international health might 
have related to programs conducted by 
agencies or individuals in developing 
countries, with or without local partners, 
global health relates to integrated, 
comprehensive plans and strategies across 
nations, enacted through partnerships and 
alliances, aiming to strengthen local health 
systems and effect health equity. For the 
purposes of our project global health 
practice refers to working in settings while 
cognisant of the inherently interrelated 
and interdependent connections which 
work to determine the health of individuals 
and communities in any setting. A recent 
definition stated that global health 
‘places a priority on improving health and 
achieving equity for all people worldwide 
[emphasising] transnational health issues, 
determinants and solutions ...’2 We do 
recognise that the language we use 
reflects our values and assumptions, and 
for this reason the terminology shift from 
‘international health’ to ’global health’ is 
deliberate. 

For decades health professionals trained 
in higher income countries have been 
involved in health delivery and health 
development around the world, many in 
areas of clinical expertise. Accompanying 
the transition to the global health 
approach described above, the need to 
equip professionals with skills, in addition 
to specialist clinical capacity, has been 
increasingly recognised. Researchers and 
academics have described various models 
of training in international or global health 
for medical students3,4,5, junior medical 
officers and registrars6,7,8, in academic 
settings9,10,11, and for competency-based 
training in international and/or global 
health for health professionals in  
general.12,13 However, with the exception 
of a global health fellowship program for 

emergency physicians12,14, global health 
training for doctors already practising 
in their area of specialist expertise has 
received little attention. It is this gap we 
wish to fill. 

In Australia and New Zealand it would 
appear that preparing specialists for global 
health practice is an idea whose time has 
come and a timely response to a number 
of converging factors: the work of AFPHM, 
the work of others in advocacy, and the 
pressing imperative of young doctors 
seeking global health experiences and 
potentially a career in global health.

The AFPHM Workforce Committee was 
established in 2010. At the Committee’s 
first meeting strong interest in increasing 
the capacity of Fellows to serve outside 
Australia and New Zealand was expressed, 
and the idea of developing a competency-
based curriculum emerged. Originally 
conceived as a module which Fellows 
could undertake as a way of accruing 
continuing professional development 
points, the project has evolved into much 
more. 

This has occurred at a time of strong 
interest by students and junior doctors 
in global health. Increasing proportions 
of students are undertaking electives in 
low-income and middle-income settings, 
with some universities structuring 
specialised educational experiences in 
addition to elective terms. As an example, 
the University of Newcastle runs Health 
Equity Selectives for Year 3 students, during 
which students undertake a supervised 
eight-week attachment in a health setting 
where equity is a significant issue, assessed 
and supported weekly by a Faculty 

Global health training 
for doctors already 
practising in their 
area of specialist 
expertise has received 
little attention. It is 
this gap we wish to fill. 

The oversubscription 
of students to the 
Australian Medical 
Students Association 
Global Health 
Conference each year 
is further strong 
testimony to the 
interest of students in 
global health.

Associate Professor Rosemary Aldrich
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supervisor based in Australia as well as their 
local supervisor.15 The oversubscription of 
students to the Australian Medical Students 
Association Global Health Conference each 
year is further strong testimony to the 
interest of students in global health. 

Recognising the increasing interest among 
junior doctors, in recent years the AFPHM 
has come to permit trainees to undertake 
up to a year of their training outside 
Australia and New Zealand, subject to 
satisfying supervision and competency 
requirements. It is possible that elements 
of a post-Fellowship curriculum might 
be adapted as competencies for registrar 
training; potentially public health as a 
specialty could become a pathway of choice 
for people wishing to work in global health. 

In addition to the many centres of 
excellence serving globally and providing 
formal training in international health 
or international public health, the 
multidisciplinary Health and Development 
Alliance (HaDA), chaired by Professor 
Paul Komesaroff, was convened some 
years ago and has been working towards 
growing capacity in global health. Its 
broad aim is to contribute to the ethical, 
efficient, coordinated provision of 
healthcare assistance from the Australian 
community to communities elsewhere 
in the world and thereby to enhance 
dialogue, communication and mutual 
understanding between these communities. 
The RACP International Health Committee, 
chaired by Dr Alasdair MacDonald, was 
established in response to advocacy by 
physician members of HaDA and other 
Fellows. A global health meeting was held 
at Congress in Darwin in May 2011, at 
which the ideas of curriculum development 
and of establishing a specialist society were 
supported. Importantly, it was emphasised 
at the meeting that work underway was 
in no way intended to usurp or replace 
the role and contribution of the many 
Fellows working with their own institutions 
or organisations to provide expertise 
globally. The intention of a specialist society 
would be to bring together like-minded 
professionals from a range of disciplines for 
peer support and professional development 
while aiming to advocate for and work 
towards improving systems for health and 
healthcare globally. 

The AFPHM curriculum to prepare 
Fellows for Global Health Practice is in 
development. Two workshops to scope 
content have been held so far, in February 

and June 2011 (the first of members of the 
Workforce Committee working group and 
the second of Fellows known to be expert 
and experienced in global health settings). 
The next step is to finalise a consultation 
draft of the curriculum and invite feedback, 
with a consultation period anticipated over 
the next few months. It is expected that 
further iterations of the curriculum will be 
required before it is finalised. So far the 
draft curriculum sets out competencies for 
global health practice across four domains, 
each with themes, learning objectives 
and elements of competence. The four 
domains are maximising my contribution 
(which is about competencies in personal 
effectiveness), framing population health, the 
context of global health, and global health 
practice. The curriculum is being developed 
with a target Fellow in mind: someone of 
some years’ specialist experience, now in a 
position and wanting to make a contribution 
outside Australia or New Zealand, but not 
so naive as to imagine they can be effective 
without additional training. 

Options for delivery of, or achieving 
competencies set out in, the curriculum have 
been discussed. These range from having 
the curriculum delivered by experts in 
short-course format, to having Fellows seek 
to find a supervisor and undertaking to plan 
their own program of study and experience 
to meet the competencies. It is widely 
agreed that an experiential component 
under supervision would be very valuable in 
equipping Fellows who wish to undertake 
independent practice in global health. 

It is important to remember, in our busy 
work, to develop our workforce for global 

health practice, that the contribution and 
learning in the practice of global health 
is not all one way. In the October 2010 
edition of RACP News, Richard Smith set 
out his 10 lessons on rediscovering public 
health through global health, and argued 
that the ‘rich could learn more from the 
poor’, especially in the organisation of care 
and the structure of care in the presence of 
increasingly scarce resources.16

Global health practice is not for everyone, 
but if you’ve ever thought about working 
in resource-poor settings you may wish to 
be part of the consultation process as the 
curriculum develops. If so, please contact 
the AFPHM office at afphm@racp.edu.au so 
you can be included as comment is sought. 
All feedback will be gratefully received. 

Associate Professor Rosemary Aldrich 
Chair of the AFPHM Workforce Committee 
Conjoint Associate Professor,  
University of Newcastle  
Associate Director Clinical Governance, 
Hunter New England Health (NSW)
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T he Australasian Faculty of 
Occupational and Environmental 
Medicine (AFOEM) continues 
to consult with key stakeholders 

on the Health Benefits of Work. Dame 
Carol Black, the first National Director for 
Health and Work in the United Kingdom, 
launched the Consensus Statement on the 
Health Benefits of Work in March this year. 
Throughout 2011 AFOEM has worked with 
WorkSafe Victoria, which is a signatory to 
the Consensus Statement. 

AFOEM’s collaboration with WorkSafe 
Victoria and the Transport Accident 
Commission (TAC) is just one of many 
opportunities afforded by the Faculty’s 
policy and advocacy achievements over 
the last two years. The Faculty’s Position 
Statement, Realising the Health Benefits 
of Work, struck a chord with stakeholders, 
allowing the Faculty to forge valuable 
partnerships. 

As one of 80+ signatories to AFOEM’s 
Australasian Consensus Statement on the 
Health Benefits of Work, WorkSafe Victoria 
has endorsed the Faculty’s view that: 

i. work, in general is good for health and  
 well being, and 

ii. long term work absence, work disability  
 and unemployment have in general a  
 negative impact on health and well being. 

Worksafe Victoria has incorporated this 
view into its recently launched ‘Return to 
Work, Return to Life’ campaign. 

‘Return to Work, Return to life’ 
campaign 

WorkSafe Victoria’s ‘Return to Work, 
Return to Life’ campaign, launched in 
July, comprises TV, press, online and 
radio advertising. The campaign builds 
awareness of the importance of returning 
to work and the health benefits of safe 
work. 

WorkSafe Victoria has engaged former 
Australian Olympic swimmer Michael Klim 
to promote the ‘Return to Work, Return to 
Life’ campaign. 

Klim—in the midst of his very own 
comeback to the pool—joined Victoria’s 
Assistant Treasurer and Minister for 
WorkSafe, Gordon Rich-Phillips, to launch 
WorkSafe’s new ‘Return to Work, Return to 
Life’ campaign. Deborah Lockart, Senior 
Executive Officer of AFOEM, joined the 
WorkSafe Victoria team and Klim at the 
campaign launch. 

‘Throughout my career, injury has kept 
me away from the pool—my workplace—
sometimes for months on end,’ Klim says. 

But Klim has a positive message for 
workers, which reinforces the evidence-
based messages of AFOEM’s Consensus 
Statement on the Health Benefits of Work. 

‘By getting back in the pool sooner, even 
when I’m not 100%, I can actually recover 
more quickly. I believe injured workers, 
with the right support, can do the same,’ 
Klim says. 

International studies show that the longer 
someone is off work, the greater the health 
risks they face. 

GP campaign in Victoria

In Victoria, AFOEM’s collaboration with 
stakeholders has led to the development 
of an awareness campaign which aims to 
promote the Consensus Statement on the 
Health Benefits of Work. This campaign 
is targeted at improving GPs’ awareness 
of the health benefits of work and is 
supported by both the Royal Australian 
College of General Practitioners and 
General Practice Victoria. The objectives of 
the information and resources are to: 

•	 Increase	awareness	of	the	health	 
 benefits of safe work 

•	 Increase	awareness	that	patients	don’t	 
 need to be 100% fit to return to work 

•	 Encourage	patients	to	talk	to	their	 
 doctors about the duties/activities that  
 they can do back at work 

•	 Encourage	doctors	to	talk	early	about	 
 the health benefits of work 

•	 Encourage	doctors	to	assess	and	certify	 
 what patients can do in the workplace. 

The awareness campaign will have a 
wide distribution, reaching 1700 general 
practices in Victoria. 

This is an outstanding collaboration with 
key stakeholders.

Deborah lockart  
Senior Executive Officer AFOEM

PROMOTING THE HEALTH  
BENEFITS OF WORK 

Sport Physician Dr David Bolzonello and Deborah Lockart, AFOEM Senior Executive Officer, promoting the Health Benefits of Work with Michael Klim

Health and Work
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NATIONAL ACTION PLAN  
FOR CHILDREN AND YOUNG PEOPLE 
IN AUSTRALIA

A nyone involved in the health 
and wellbeing of children and 
young people is aware of the 
need to improve the lives and 

outcomes for many young Australians as 
well as the ad hoc, uncoordinated and 
sometimes misaligned and contradictory 
nature of the policy and programs that 
are meant to address this need. In the last 
12 months a National Action Plan (NAP) 
for Young Australians has been proposed 
to look holistically and systematically at 
what we want and need for children and 
young people and then to prioritise our 
investment and efforts.

This proposal was initiated by the 
Australian Research Alliance for Children 
and Youth (ARACY) and an inaugural 
planning workshop was held in Canberra 
on 2 December 2010 to progress the 
first stage. It was attended by about 80 
of Australia’s leaders and representatives 
of leading organisations in this space, 
including government, NGOs and 
community organisations. The following 
recommendations were supported by the 
delegates:

1. The development of a National Action  
 Plan for Young Australians, facilitated  
 by ARACY

2. The overall intent of the draft plan to  
 be to promote the wellbeing of  
 Australian children and young people

3. The draft plan to cover children and  
 young people from before birth to  
 24 years

4. The use of an outcomes-based  
 framework approach, such as the  
 Results Based Accountability (RBA),  
 to develop the draft plan

5. The following draft six result areas to be  
 used as the basis of consulting further 
 on the plan (noting that some of them  
 may need ‘tweaking’, and that some  
 additional result areas may be added):

	 •		Children	and	young	people	are	loved

	 •		Children	and	young	people	are	 
     healthy

	 •		Children	and	young	people	are	safe

	 •		Children	and	young	people	are	 
     learning and developing and have a  
     fair chance of achieving their  
     potential

	 •		Children	and	young	people	are	 
     contributing

	 •		Children	and	young	people	are	 
     achieving material basics

6. A clear and comprehensive set of  
 measurement indicators to be  
 developed as the plan progresses

7. ARACY to commission research papers  
 to determine the baselines and form  
 the basis of the story behind the  
 baselines

8. ARACY to develop material to  
 support a wide consultation and youth  
 participation process and to publish it 
 on the Change for Children website:  
 www.changeforchildren.net.au

9. ARACY to establish a steering  
 committee to oversee the development  
 of the National Action Plan and advise  
 on securing funds for its development

10. A children and young people’s group  
 to consider and comment on the draft  
 plan to be taken to the proposed  
 national summit

11. ARACY to regularly update progress  
 on development of the National Action  
 Plan for Children and Young People on  
 the Change for Children website.

A start has been made with a review of 
current plans, including federal policy 
and agendas related to children and 
young people, with a plan for a more 
comprehensive assessment of state and 
territory based agendas. Identification 
of indicators for the six result areas, with 
consensus on the baseline and trends for 
these indicators, will be made by expert 
roundtables, followed by identifying what 
works using, initially, meta-analysis of 
evidence-based programs and interventions. 
Support for the use of RBA was made by a 

number of delegates who had witnessed the 
efficacy of its use in the United Kingdom.

The National Action Plan is an exciting 
and ambitious attempt to bring together 
activities, programs, research and policy 
in Australia to provide a roadmap for 
governments, businesses, community groups 
and individuals to bring about the best 
opportunities and outcomes for children and 
young people. The RACP has signed up as a 
‘Change Champion’, or campaign partner, 
to support the development of the National 
Action Plan. Fellows, trainees or others 
interested in supporting or getting involved 
in the NAP development should visit the 
Change for Children website.

Gervase Chaney 
President, Paediatrics & Child Health Division

Dr Gervase Chaney
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CHILDREN IN DETENTION  
BAD FOR HEALTH AND BAD  
FOR(M) AUSTRALIA

T he Royal Australasian College of 
Physicians (RACP) Paediatrics & 
Child Health Division released 
its policy, Towards Better Health 

for Refugee Children and Young People 
in Australia and New Zealand, in 2007, 
included in which was a call for the 
abolition of legislation that allowed 
children to be held in detention.1 More 
recently the College, in partnership with 
the Royal Australian and New Zealand 
College of Psychiatrists (RANZCP), has 
called for a dramatic change in the 
detention of asylum-seeker children in 
Australia, specifically the relocation of 
detained children and their families into 
the community, as a matter of urgency.

Both the RACP and the RANZCP continue 
to actively campaign for the release of 
children and their families from detention 
facilities, including providing submissions 
to the HREOC Inquiry (more later). For 
those of us involved, it is disturbing that 
despite the best evidence these abuses of 
human rights are again being perpetrated 
by a new government led by a party 
that once criticised the practice of its 
predecessors. As a country that purports 
to champion international human rights, 
we should be ashamed that among those 
suffering are thousands of children.

There is a large body of evidence to 
suggest that prolonged detention, 
particularly in isolated locations, poor 
access to health and social services and 
uncertainty of asylum-seeker claims, 
can have severe and detrimental effects 
on health and psycho-social wellbeing, 
especially in children and people who have 
experienced torture or trauma. Australia 
is the only Refugee Convention signatory 
to routinely detain asylum seekers and 
illegal immigrants until deportation or 
visa acceptance, rather than allowing 
community placement until immigration 
decisions are made.

Ranked by the number of asylum seekers 
per 1000 population, the top three 
receiving industrialised countries are 
Cyprus, Malta and Sweden with 30, 22 
and 14 applicants respectively per 1000 
inhabitants. Australia receives 0.3 asylum-
seeker applications per 1000 inhabitants. 
Internationally, the vast majority of 
asylum seekers and refugees are hosted in 
developing countries.2

Historically, 96–99% of asylum seekers 
have arrived in Australia by air rather than 
boat. The proportions have changed 

recently, but even in 2009–10 at the peak 
of boat arrivals, they were outnumbered 
by air arrivals (47% to 53%), according 
to data released from the Department 
of Immigration and Citizenship (DIAC). 
Further to this, in 2009 there were an 
estimated 48,700 visa over-stayers in 
Australia.2  

Concerns about the combination of 
mandatory detention, suspension of 
asylum claims with no maximum limits on 
duration of stay, the geographical isolation 
of detention facilities and the absence of 
any binding legal standards continue to 
be raised by various advocacy groups and 
professionals.

In 2004, the Human Rights and Equal 
Opportunities Commission released 
the report on its National Inquiry into 
Children in Detention: A Last Resort.3 It 
was heavily critical of the Howard Coalition 
Government’s policies and practices in 
regards to the management of asylum-
seeker children and their families. In 
particular, it called for the immediate 
release of children and their families from 
detention into the community. Eventually 
the government responded and gradually 
moved all children and their families out of 
detention. 

Despite a 2007 election promise for a 
humane approach, and to use detention as 
a last resort, the Gillard Labor Government 
now has thousands of asylum seekers, 
including children, in detention both 
offshore and in Australia. In fact for 
most of 2011 there have been over a 
thousand children in detention, something 
highlighted by advocacy groups such 

as Chilout.4 The government responded 
to increasing community criticism of 
this practice by promising the transfer 
of all children and their families to the 
community by June 2011; however, this 
has not been achieved and many children 
remain in detention.   

Detention encompasses all forms of 
detention, such as Alternative Temporary 
Detention in the Community, Immigration 
Transit Accommodation, Immigration 
Residential Housing and Community 
Detention. All forms of detention, other 
than that of Community Detention, 
involve locked facilities. As at 13 May 
2011, 1083 children were recorded as 
currently being detained in immigration 
detention in Australia.5

Sadly, much of the community, especially 
those on talkback radio, is supportive of 
the so-called tough approach to ‘boat 
people’. Proponents of this approach 
should consider the following:

•	 Australia’s	treatment	of	asylum	seekers	 
 breaches many international human  
 rights covenants. Those covenants  
 regarding children are detailed in the  
 UN’s Convention on the Rights of the  
 Child, to which Australia is a signatory.  
 Article 22 states that appropriate  
 protection and humanitarian assistance  
 is to be provided by the state for  
 refugees or those seeking refugee status  
 —something clearly not met by the  
 current system. 

•	 The	deleterious	mental	and	physical	 
 health effects of detention on children  
 and their parents are well documented,  
 significant and extensive. I have  
 personally witnessed the distressing  
 impact on patients and their parents of  
 their current or previous detention.

•	 The	reality	is	that	Australia	has	a	 
 relatively small number of asylum  

The reality is that 
Australia has a 
relatively small 
number of asylum 
seekers compared to 
most western nations 
and ‘boat people’ 
are outnumbered by 
those who arrive by 
plane and deliberately 
overstay their visa.

It is not in Australia’s 
self-interest to keep 
children and their 
families in detention, 
as the damage done 
costs the healthcare 
system and society as 
a whole.
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 seekers compared to most western  
 nations and ‘boat people’ are  
 outnumbered by those who arrive  
 by plane and deliberately overstay  
 their visa. In addition, the vast majority  
 of asylum-seeking children and their  
 families are found to be genuine  
 refugees and eventually become  
 Australian residents. 

•	 And	given	this	last	fact,	it	is	not	in	 
 Australia’s self-interest to keep children  
 and their families in detention, as the  
 damage done costs the healthcare  
 system and society as a whole.

It is important to understand that 
destination country policies of the sort 
currently being proposed or implemented 
by the Australian Government will not 
reduce the flow of asylum seekers, as they 
do not address the root causes of these 
asylum-seeker flows, which are insecurity 
and human rights abuse. The extent to 
which policies are likely to be a deterrent 
depends on whether potential asylum 
seekers actually know about policies and 
practices in potential destinations. After a 
relatively short period of time, smugglers 

come to terms with policy changes and 
find ways around them. 

The so-called Malaysian solution involves 
the trade of people, including children, 
with a country that is not a signatory to 
the UN Refugee Convention and again 
cannot be supported.

The College calls for a comprehensive and 
compassionate approach that considers 
capacity building in origin and transit 
states of asylum seekers and engagement 
with international efforts to address root 
causes.

Unfortunately, children’s rights are 
rarely prioritised in Australia and this 
issue demonstrates the need for a 
national advocate for children. The 
RACP Paediatrics & Child Health Division 
continues to support the establishment of 
a national Commissioner for Children and 
Young People.

Gervase Chaney 
Paediatrician  
President, Paediatrics and Child Health 
Division

This article is an extension of an article 
written by Gervase Chaney for Medical 
Forum WA.
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The College would like to extend our warm congratulations to two of our Fellows who recently received NSW Premier’s Awards for 
cancer research. Professor Roger Reddel and Associate Professor Meera Agar received recognition for their ground-breaking work in 
the field. Professor Reddel won the Outstanding Researcher of the Year $50,000 Award, while Associate Professor Meera Agar won 
the $20,000 Award for Innovation in Cancer Clinical Trials, a $20,000 Award. 

Professor Roger Reddel is the Director of the Children’s Medical Research Institute (CMRI) at Westmead. Professor Reddel’s research 
is focused on cancer molecular genetics, and he and his team are recognised as having identified the alternative lengthening of 
telomeres mechanism in cancers. Professor Reddel’s research is motivated by the aim to limit cancer cell proliferation, in both 
children and adults. Professor Reddel has been a Fellow of the College since 1985, and completed his medical training at the 
University of Sydney, before continuing his clinical training at the Royal Prince Alfred Hospital. Professor Reddel was a Fulbright 
Fellow, and has conducted research overseas at the National Cancer Institute in Bethesda, Maryland, in the United States.

Associate Professor Meera Agar was admitted as a Fellow of the College in 2004, and specialises in palliative care. Associate 
Professor Agar was awarded the Innovation in Cancer Clinical Trials Award for her work as Clinical Director at the South Western 
Sydney Palliative Care Clinical Trials unit. Associate Professor Agar leads trials that can involve 150 patients over one year. Her 
research is focused on increasing the quality of life of those patients with advanced stage cancer. Associate Professor Agar 
concluded her studies in medicine and surgery at the University of Adelaide, before completing a Master in Palliative Care at 
Flinders University. As well as conducting research in the field of palliative care, Associate Professor Agar lectures at Flinders 
University and also the University of New South Wales.

The College is proud to recognise the significant contributions Professor Reddel and Associate Professor Agar continue to make, 
through their vital research, to the health and wellbeing of Australians and New Zealanders.

nSW PRemIeR’S AWARDS FoR ouTSTAnDInG  
CAnCeR ReSeARCH



RACP news August 2011     17

THE VINE
COLLEGE TRAINEES’ COMMITTEE NEWS

Dr Lloyd Nash

Dr Aza Arutunian (Abkhazian TB doctor) with 
Dr Suman Majumdar at Gulripsh TB hospital, 
Sukhum, Abkhazia

Knowledge transfer – key to global health

Globalisation is changing the 
way we conceive of human 
health and wellbeing across 
the spectrum of geography 

and wealth. International health, which 
grew from the colonial concerns of 
tropical medicine and hygiene, was 
primarily about health issues beyond the 
national boundaries of the rich world. 
That conception of international health 
failed to recognise that addressing issues 
of global inequality required more that 
just attention to charity missions and 
international development assistance. 
Thus, a steady evolution of philosophy, 
attitudes and practice has led to a global 
health which emphasises the mutuality of 
real partnership, a pooling of experience 
and knowledge, and a two-way flow of 
resources, knowledge and experience to 
improve the health and wellbeing of all 
the world’s peoples.2

Dr Julian Elliott, an infectious diseases 
physician at the Alfred Hospital 
Melbourne and researcher at the Burnet 
Institute Centre for Population Health, 
believes passionately in this modern 
conception of global health that focuses 
on building partnerships to address 
inequality and reduce vulnerability of 
populations. ‘True global health is about 
partnerships where power is shared,’ he 
says. ‘The best global health is where the 
centre of gravity of ideas and action is 
among the populations most affected.’ 

Dr Elliott believes that knowledge transfer 
is essential for addressing disadvantage 
across populations. Too often populations 
have difficulty accessing the best 
evidence, which creates a structural 
barrier to self-improvement. He sees a key 

goal of global health is to provide access 
to global information and knowledge. 
As part of that project, Dr Elliott with Dr 
Dan O’Brien and Dr Philipp Du Cros have 
helped establish a partnership between 
Médecins Sans Frontières (MSF) and the 
Burnet Institute so that physician trainees 
have the opportunity to be involved in 
a public health program dealing with 
the emerging epidemic of multidrug 
resistant tuberculosis (MDR-TB) in central 
Asia. MDR-TB is difficult to manage, and 
often treatment needs to be tailored to 
individual patients and their pattern of 
disease. The best care of this condition 
requires access to a network of ‘experts’ 
because often trial evidence is just not 
available.

Dr Suman Majumdar, now an Advanced 
Trainee in infectious diseases at the Alfred 
Hospital Melbourne, took up a similar 
position last year in the Caucasus region 
of the former Soviet Union. He notes that 
after his nine-month placement it was 
clear that ‘the local health workers were 
quite capable of doing the work that 
was required, but through consultation 
and training in a respectful way I could 
contribute to building systems and act as 
a bridge to medical knowledge’.

That program was based in Abkhazia, a 
disputed political territory in the south-
western Caucasus, a semi-autonomous 
region that fought with Georgia in an 

ethnic conflict following the collapse 
of the Soviet Union. The health 
infrastructure there is a relic of the old 
Soviet Union, and MSF is delivering a 
humanitarian health program to address 
the growing and dangerous MDR-TB 
epidemic. ‘We aimed to provide patients 
with access to treatment for MDR-TB, 
assist with the logistics for diagnostics and 
drug supply, and build local capacity, with 
the ultimate goal to “transition” to local 
staff,’ says Dr Majumdar.

Now reflecting on his experiences Dr 
Majumdar highlights the following key 
lessons: 

•	 Clinical expertise. As a key adviser  
 to the MDR-TB program, with a  
 multinational network of support,  
 he has gained expertise in  
 the technical aspects of MDR-TB 
 management, how it had emerged  
 and why it has become a major global  
 health issue.

•	 Teamwork. As one of three  
 international staff and with 26 national  
 staff the success of the program and  
 the partnership is defined by how well  
 the team functions together. 

•	 Dealing with complexity and  
 uncertainty. He has gained a deep  
 understanding of the complexity of  
 humanitarian work, program planning  
 and realpolitik. 

After all this it seems some cynicism is 
unavoidable: ‘Handover is an extremely 
difficult task, limited by the political 
situation and local financial and 
administrative capacity,’ he says, but it 
didn’t detract from the overall experience: 
‘Sitting on the hard rocks of the Black Sea 
I felt really privileged to be there and it 
really affirmed my passion.’

Meanwhile, Dr Elliott counsels trainees 
and physicians thinking about engaging 
in international fieldwork: ‘It is easy to feel 
frustrated at the scale of the problems, to 
be faced with examples of extraordinary 
hardship and to feel powerless to make 
a difference.’ However, such experiences 
allow us to develop new perspectives on 
the true drivers of health and illness in 
a society and such experiences can be 
truly transformative. Such work allows 
us to take a step back and have a deeper 
understanding of the world and ourselves.

Dr Majumdar agrees that the first step 
into global health is to work out where

The ancient Greek iconoclast Diogenes, 
when asked what country he came from is 
said to have replied, ‘I am a citizen of the 
world’.1 

Global Health
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The College has been 
supportive of Dr 
Majumdar and other 
global health training 
with recognised 
organisations, 
and six months 
of his experience 
was recognised as 
Advanced Training.

your passions are and why they have 
come about. Born in Australia to Indian 
parents he spent a few years of his 
childhood living in India and has returned 
several times since. His interest in global 
health started while travelling in India 
and being exposed to gross disparities 
in wealth, poverty and life chances in 
the people he met. He started to gain 

experience in global health as a medical 
student investigating the birthing 
practices of indigenous women in remote 
Mexican communities. This was followed 
by work in India, East Timor and remote 
Australia before commencing physician 
training and a Master in Public Health. 
It is a combination of adventure and a 
sense of social justice that drives him to 
continue to work on global health issues.

Mentors are really important to anyone 
considering a global health experience 
and Dr Majumdar cites Dr Julian Elliott, 
Dr Dan O’Brien and Dr Philipp Du Cros 
as important mentors. He says, ‘There 
are so many options for trainees who 
want to be involved, both at home in 
Australia and overseas; it’s just a matter 
of being really clear what you want from 
the experience. Are you more interested 
in the clinical, programmatic or research 
aspects of the experience? Speak to as 
many people as possible, find your “best 
fit” organisation and then set aside the 
time to do it so you can make the most of 
the opportunities.’

The College has been supportive of 
Dr Majumdar and other global health 

training with recognised organisations, 
and six months of his experience was 
recognised as Advanced Training. 
The skills that are gained from such 
experience are unique and widely 
applicable to any medical career. Global 
health experience has been shown to be 
no barrier to career development back 
home, but is increasingly being seen as an 
asset. As Dr Majumdar says, ‘It is clearly 
an enriching experience’.

Interested in finding out more about 
a placement working on an MDR-TB 
program in Uzbekistan? Contact Dr Julian 
Elliott at elliott@burnet.edu.au. The 
program is seeking physician trainees for 
12-month placements. 

Dr lloyd nash 
Senior Medical Registrar 
Royal Melbourne Hospital
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Published as a free electronic supplement 
to the Medical Journal of Australia, A Guide 
to Working Abroad for Australian Medical 
Students and Junior Doctors provides 
invaluable advice for doctors contemplating 
an overseas stint during their training years. 
Opportunities for experience and training in 
developing world settings abound, and they 
frequently carry with them the immense 
privilege of making a small contribution to 
the vast needs that exist in global health. 
They also pose unique challenges on many 
fronts. The AMA Guide is a great starting 
point for junior doctors looking to meet 
those challenges head on, with particularly 
useful pointers on logistical and cultural 
issues. Visit www.ama.com.au/gwa to 
download the Guide.

Obtaining accreditation for overseas training 
rotations necessitates involving the RACP 
early in the planning process for prospective 
approval. 

Be inspired and informed as you plan for the 
adventure of a lifetime!

neW GuIDe FoR meDICAl STuDenTS AnD JunIoR DoCToRS 
WISHInG To WoRK oVeRSeAS 
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Three of the Merzaei children at the Refugee Clinic, Princess Margaret Hospital The Dube family at the Refugee Clinic, Princess 
Margaret Hospital

Global health at home

a smattering of exotic diagnoses. But 
the consistent themes for each of the 
families we meet (in addition to vitamin 
D deficiency and dental caries) are found 
in the repeated stories of desperation 
and a hope-filled struggle for life and 
freedom on a background of sometimes 
unspeakable trauma and suffering.

The families come predominantly from 
sub-Saharan Africa, Burma and the 
Middle East. All too many are left behind. 
One mother mourns the loss of a baby 
who died at the hands of a preventable 
infection; another still prays for her 
daughter, captured from the refugee 
camp by raiding soldiers, never to be 
seen again. Four children from one family 
have nightmares having seen their father 
shot before their eyes, while four others 
cry with their mother every day for the 
father who could not come with them. 
Reunification is unlikely.

Their stories and their scars are 
frighteningly real and deeply affecting. 
Their gratitude for every small blessing is 
inspiring.

Perth is not unique in providing 
healthcare for refugees and asylum 
seekers. The patients who frequent 
the refugee clinic at Princess Margaret 
Hospital are representative of a diverse 
group of people bringing global health 
to our doorstep. Refugees settling 
throughout Australia and New Zealand 
have significant health issues that are 

compounded by the effects of past 
trauma and the huge challenges of 
stepping in to an entirely new culture. 
Right across our two countries there 
are opportunities for physicians, 
paediatricians and trainees to become 
involved in global health work at home 
by being prepared to meet these very 
needy people where they are at: in what 
is for them a new, exciting and often 
intimidating place.

I am hoping to go back to Africa one 
day. I will see more malaria, more 
calabar swellings and more cryptococcal 
meningitis than I do here, no doubt. And 
I know I will also encounter need of an 
exponentially greater scale. But in the 
meantime, the world keeps coming to 
us, crying out to us, for us to help from 
where we are. And we can.

Josh Francis 
CTC Chair

If global health was just about 
diagnosing and treating Dengue 
Fever, schistosomiasis, leishmaniasis, 
tuberculosis, Loa Loa and HIV, I 

wouldn’t need to leave Perth. But global 
health is much more than tropical 
diseases. Global health work stems from 
an understanding of a vast and varied 
need that exists around the world. And 
that understanding, coupled with a desire 
to improve the health and wellbeing 
of the people of the world, leads to a 
willingness to meet people where they 
are at. ‘Where they are at’ is often a point 
of need that is beyond what most of us 
have experienced or even contemplated 
for ourselves.  

And yet, from the relative comfort of 
an old Perth house converted into clinic 
rooms, I find myself with an opportunity 
to engage in genuine global health. 
The paediatric refugee clinic has been 
operating at Princess Margaret Hospital 
since 2005. And yes, we come across 

‘Help us,’ they cry. ‘Defend us 
against our enemies. Protect us 
from their relentless attack. Do 
not betray us now that we have 
escaped. Let our refugees stay 
among you. Hide them from our 
enemies until the terror is past.’ 
(Isaiah 16:3,4)

THE VINE
COLLEGE TRAINEES’ COMMITTEE NEWS

Global Health
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The Council of Australian 
Governments (COAG) has set a 
number of national objectives 
and targets for elective surgery, 

the National Access Guarantee and 
emergency departments. However, the 
Royal Australasian College of Physicians 
is concerned about how targets such as 
these will affect clinical safety and  
practice. 

In its submission to the COAG Inquiry the 
College made it clear that such measures 
should only be considered if they helped 
inform further systemic improvements, as 
targets may be useful in identifying areas 
in need of reform and how these might 
be addressed. These issues are covered in 
greater detail in other College submissions 
on national health reform, including 
Medicare Local and Lead Clinicians 
Groups. Copies of the College submission 
to the COAG Inquiry and other national 
health reform submissions are available on 
the website at: www.racp.edu.au/page/
policy-and-advocacy/college-submissions.

Changing needs for healthcare

Of great relevance to the COAG Inquiry is 
the fact that Australia’s health system faces 
long-term challenges from population 
ageing, the growing burden of chronic 
and complex disease, pressure on access 
to services and Indigenous health gaps. 

The College has highlighted in its 
submission that, according to the 
Commonwealth Government’s report, 
A National Health and Hospitals Network 
for Australia’s Future, Australia has one 
of the highest rates of hospitalisation in 
the OECD and that better support in the 
primary, ambulatory and community 
settings would enhance compliance 
with treatment and prevent unnecessary 

or avoidable admissions. Moreover, 
improved integration of primary and 
secondary care would reduce the pressure 
on hospitals and promote prevention  
and compliance with existing treatment 
plans. 

The College submission makes it clear 
that hospitals will always be needed 
for acute-care patients who require 
interventions that are available only 
through the high-technology facilities of 
acute-care hospitals. However, according 
to a study in the US by Katon, Von 
Korff, Lin and Simon (2001), 35% of 
specialists reported that the severity of 
patients’ conditions at the time of referral 
was greater than it should have been. 
It found that only 25–50% of patients 
adhered adequately to medication 
and self-management activities such 
as monitoring peak flow, diet change, 
weight loss, exercise and behavioural 
activation programs.

We point out to government that more 
efficient health systems capable of 
delivering community-based care are all 
the more necessary when considering 
that not only will an ageing population 
present significant challenges in terms 
of the numbers of patients and the 
complexity of their care, but also in 
terms of the revenue required to fund 
the healthcare system. State and territory 
governments are faced with supporting 
more patients with more complex 
needs and achieving this with a smaller 
workforce and tax base. The number 
of Australians aged between 65 and 
84 will double over the next 40 years 
and by 2050 half of all government 
spending will go towards healthcare, 
aged pensions and aged care. The second 
Intergeneration Report projects a ‘fiscal 
gap’, or the amount by which spending 
is projected to exceed revenue, of around 
3½% of GDP by 2046–47.

emergency department targets

The College submission states that 
emergency department (ED) length-
of-stay targets, such as the ‘four-hour’ 
target, can be effective if it is remembered 
that the aim is to reduce unnecessary 
delays in the ED. The four-hour rule 
should lead to hospitals examining and 
addressing the reasons for delay, in order 
to provide timely and better patient care. 
This rule should also encourage better 
communication between primary and 
secondary care settings so as to come 
up with shared solutions to reduce acute 
demand. For example, at one hospital 

the four-hour rule led to a re-examination 
of processes, resulting in bed-block being 
eliminated. Waiting times in ED were 
generally within target and a reduction in 
the mean length of stay of one day (or by 
25%) was achieved.

The College is at pains to point out that 
when the purpose of the rule is overlooked 
there can be unintended consequences, 
particularly where there is pressure on 
CEOs to meet targets. For example, in 
the UK patients are held in ambulances 
so the clock does not start to tick, and in 
both the UK and NZ patients are sent to 
any ward to meet the target, regardless 
of bed availability in the admitting team’s 
home ward. Patients are then left lying 
unattended in ward corridors rather than 
ED corridors, clearly an unsafe situation 
even if the target is met. 

Inpatient: managing access  
and care

Central to the College submission is that 
one of the major problems facing our 
health system is that traditionally much 
of our chronic illness has been treated 
in hospitals. Hospital treatment is costly 
and capacity constrained, and the burden 
of chronic illness is growing, not only 
because of an ageing population but also 
because of the increasing prevalence of 
conditions such as diabetes in younger 
patients. All of this places a greater 
pressure on hospitals.

The College is firmly of the view that 
preventive health measures would reduce 
the burden on acute care in hospital 
settings; however, identifying ways of 
providing acute care in non-hospital 
settings is also crucial. Some research 
indicates that readmissions may account 
for up to half of all hospitalisations and 
60% of hospital costs. To counter this, 
our healthcare system needs to improve 
access to and availability of acute care 
outside the hospital and better coordinate 
inpatient and outpatient services. 
Greater coordination of care for specific 
conditions, especially chronic illnesses such 
as cancer, diabetes and asthma, could 
result in more clinic-based care for these 
conditions. For example, in the UK, the 
NHS has attempted through a Directory of 
Ambulatory Emergency Care for Adults, to 
identify a number of conditions that could 
be managed outside the acute hospital 
setting.

The submission makes it clear that any 
measures to introduce COAG benchmarks 
will need to also take into account the 

Sasha Grebe

Policy & Advocacy

NATIONAL TARGETS: 
A MEANS TO AN END FOR  
BETTER HEALTHCARE
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delays in service provided by radiology, 
pathology and ancillary services. As a 
result of advancing technology and 
escalating standards of care, more 
patients in the ED need plain radiographs, 
laboratory tests, or specialised ancillary 
services such as arterial blood gas values, 
CT scans, magnetic resonance imaging 
and nuclear scans.

outpatient: managing treatment 
and capacity 

The College submission supports the 
principle of ensuring that a person receives 
the appropriate healthcare, at the right 
time and in the right place, and implicitly 
recognises that the hospital may not 
always be the right setting.

The development of co-located acute-
care units with appropriate resourcing 
and funding would require investment in 
infrastructure and human resources. These 
short-stay (<72 hours) centres of care 
could manage acute medical and surgical 
problems, coordinate investigations and 
arrange follow-up community-based care. 
The advantages would be to reduce the 
numbers of longer-stay beds and improve 
direct access to sub-acute-care services 
or ambulatory and community care as 
appropriate.

The submission also recognises that 
sub-acute care is playing an increasingly 
important role in Australia’s healthcare 
system, improving outcomes for patients 
and taking the pressure off acute-care 
beds. The efficient and effective flow of 
patients from the acute-care hospital into 
rehabilitation and palliative care improves 
access for patients entering via planned 
admissions or through EDs.

The College has recommended that, 
when planning elective surgical targets, 
it is important to factor in the need for 
rehabilitation services at the time of 
admission. This is especially the case for 
elective orthopaedic surgery and some 
neurosurgery. The timely movement of 
patients needing rehabilitation out of 
surgical wards would improve access for 
patients on the waiting list. 

The College has also suggested 
that patients could undertake their 
rehabilitation (e.g. hydrotherapy, 
physiotherapy treatment programs and 
group-based activities such as strength 
training sessions) in a range of settings, 
including inpatient, home-based and 
centre-based services, and may benefit 
from one or a combination of these.

Conclusion

To see real improvements through COAG 
targets such as the four-hour rule, the 
targets should not be seen in isolation 
from the general national health reforms. 
A key aspect of these reforms is shifting 
the focus of care from the acute-care 
setting to sub-acute and community-based 
settings. The capacity to provide effective 
care in these settings would reduce the 
need for inpatient care and make safe 
earlier discharge from acute-care beds 
more feasible. These measures would also 
lead to improvements in elective surgery 
waiting times. 

In the submission, the College raises the 
issue of generalists in acute and sub-acute 
care and the important role they could 
play in coordinating patients with multiple 
problems in the ambulatory care setting. 
They could also play a critical role in 
managing the increasing chronic illness 
caseload of the ED. 

The College believes that there is a 
significant gap in the continuum of care as 
the roles of physicians and other specialists 
have not traditionally been integrated into 
the primary and ambulatory care settings 
and that this, combined with the decline 
in general and acute-care specialists, needs 
to be addressed within the framework of 
the review.

Moving forward, there will need to be 
a reorganisation of the way healthcare 
is delivered in Australia to address the 
challenges of chronic illness and the 
specifics of managing co-morbidities 
in patients, especially for an ageing 
population. 

Sasha Grebe 
Director, Professional Affairs and Advocacy

Dianne Bennett 
Senior Policy Officer

lucy Hartland 
Senior Policy Officer
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Policy & Advocacy

During 2011, the College has 
been working closely with 
the Australian Government 
on the development and 

implementation of the Council of 
Australian Governments (COAG) national 
health reforms. The reforms, based on the 
national health priorities, stem from the 
COAG National Partnership Agreement 
of November 2008 and, to date, the 
College has made specific submissions on 
Medicare Locals, National and Local Lead 
Clinicians Groups and the Emergency 
Department (ED) Four Hour Access 
Target. The College has regularly engaged 
with the Department of Health and 
Ageing on all these areas and continues 
to develop a responsive position on 
national health reform issues. 

Another key area of health reform under 
the National Partnership Agreement, 
but one on which the College has yet 
to develop a position, is Activity Based 
Funding (ABF). This funding model 
will introduce a nationally consistent 
approach to funding public hospitals in 
metropolitan and regional Australia based 
on a nationally efficient price, replacing 
the block grants from the Commonwealth 
under which the hospitals are currently 
funded. The College understands that 
rural and remote hospitals will continue 
to receive block funding.

What is ABF? 

ABF is a funding model in which hospitals 
are funded on the basis of the activity 
they undertake. Another term for ABF 
is ‘casemix funding’, as most hospital 
activity involves treating a mix of patients, 
or cases. For several years now, casemix 
funding has been the dominant funding 
model for large acute-care public 
hospitals in Victoria and South Australia.

Under the National Partnership 
Agreement, all jurisdictions have 
committed to developing and 
implementing patient classifications and 
cost methodologies to enable activity-
based costing of public hospital services. 
All jurisdictions have also committed to 
developing and implementing funding 
strategies for training, research and 
development, and other activities not 
directly related to the treatment of 
individual patients. 

A separate approach to funding small 
and regional hospital services with 
Community Service Obligations will be 
taken. This difference is required because 
ABF works on the idea of standard prices 

for each activity; however, regional 
and remote hospitals need special 
arrangements because they may not offer 
all medical services and the services they 
deliver may cost more than the standard 
price. 

What is the intention of ABF? 

ABF is intended to promote and achieve 
efficiency and reduce waste in the 
delivery of hospital services. The model 
will achieve this by capturing consistent 
and detailed information on hospital 
activity and accurately measuring the 
costs of delivery on which funding and 
resource allocations will be based. By 
creating an explicit relationship between 
funds allocated and services provided, 
clinicians, administrators and officials 
at a local level should be better able to 
identify variation in costs and practices 
and make more informed decisions on 
the best and most appropriate use of their 
resources.

An Independent Hospital Pricing 
Authority (IHPA) will be established, 
which will operate at arm’s length from 
Commonwealth and state governments, 
and set the national efficient price for 
public hospital services. The IHPA will also 
determine the Commonwealth’s amount 
of funding to the states and territories 
and be empowered to make binding 
determinations about cost-shifting and 
cross-border issues. From 1 July 2014, 
the Commonwealth will increase its 
contribution to efficient growth funding 
for hospitals to 45%, and to 50% from  
1 July 2017.

ABF is also designed to enhance public 
accountability by providing a more 
efficient use of taxpayer funding of 
hospitals, and increase transparency in 
the use of those funds by revealing how 
many, and where, services are being 
undertaken.

When will ABF start?

Under ABF, five different types of hospital 
activities will be funded including 

acute inpatient admissions, ED services, 
sub-acute services (both inpatient and 
outpatient) such as rehabilitation and 
palliative care, outpatient services and 
hospital-auspiced community health 
services such as home nursing and 
post-acute care. Each of these types of 
activities need to be able to be defined, 
classified, counted, costed and paid for 
in a consistent manner before ABF can 
commence. 

Currently, only acute inpatient care has 
a nationally adopted classification—the 
Australian Refined Diagnostic Related 
Group (AR-DRG)—that can be used to 
define the activity to be counted in an 
ABF model. The classification consists of 
approximately 670 patient classes with 
each patient being classified based on their 
diagnoses, surgical procedures and other 
routinely collected data. Special rules to 
provide extra funding apply for patients 
who are atypical in terms of their length of 
stay in hospital or their cost.

The Commonwealth will progressively 
introduce ABF from 1 July 2012, starting 
with inpatient services. At this time, Local 
Hospital Networks will also begin being 
funded on an ABF basis. 

Before ABF can be introduced for ED, 
sub-acute, outpatient, mental health and 
community health services, a nationally 
agreed classification is required. Even after 
a national system is agreed, it will take 
several years to design and implement the 
required information systems for it. The 
existing COAG Agreement proposes the 
introduction of a nationally consistent ABF 
model by June 2015. If agreed by COAG, 
this model will extend to the funding 
of small and regional hospitals with 
Community Service Obligations by  
30 June 2016.

The University of Wollongong’s Centre for 
Health Service Development has developed 
a series of information papers on ABF. The 
papers are available online at: http://ahsri.
uow.edu.au/chsd/abf/index.html.

The College is aiming to set up a Reference 
Group for ABF, the work of which will  
form the basis of a College Position Paper. 
The paper will be used as the basis to  
work with the Australian Government 
as ABF is designed and implemented. 
To express your interest please contact 
dianne.bennett@racp.edu.au - 02 9256 
9609.

Dianne Bennett 
Senior Policy Officer 
Professional Affairs & Advocacy

THE COLLEGE AND THE COUNCIL 
OF AUSTRALIAN GOVERNMENTS 
NATIONAL HEALTH REFORMS

ABF is intended to 
promote and achieve 
efficiency and reduce 
waste in the delivery 
of hospital services.
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A full day Application Assessment 
Forum was held on 30 June 
2011 to assess and rank the 
educational merit of 225 

applications for Specialist Training 
Program (STP) posts for 2012. 

Seven Fellows from around Australia 
worked in teams with College staff to 
assess the 225 applications for physician 
posts in 28 specialties. Assessors allocated 
an individual and an overall ‘group’ 
consensus score for educational merit to 
each application (i.e. strong, moderate, 
low or not supported). 

The STP Application Assessment Forum 
was developed by the STP Unit in 
conjunction with Education Services. 
Feedback from participating Fellows 
and staff was positive overall, with both 
groups agreeing that it was a well-
organised event and recommending 

that more Fellows be involved next year. 
One Fellow participant suggested that 
Speciality Societies should nominate 
a Fellow to represent them at the 
Assessment Forum, or at least be made 
aware that they did not have a Fellow 
present. The STP Unit will utilise the 
feedback provided to inform the Director 
of Education and to further develop the 
processes and procedures for future STP 
application rounds.

The Department of Health and Ageing 
is funding a minimum of 82 STP places, 
incorporating all medical specialty areas 
(including those administered by other 
Colleges), with a total of $21,648,000 
for 2012–2013. Successful STP applicants 
will receive a trainee salary contribution 
of $100,000 (GST non-exclusive) per 
year for 2012 and 2013 inclusive. The 
2012 application round was targeted 

to applications from the private sector 
and regional, rural and remote areas, 
with priority given to chronic disease, 
Indigenous health and generalist specialist 
practice from within the targeted areas.

Applications for 2012 opened on 9 
May and closed on 9 June 2011. The 
College developed the ‘2012 Application 
Assessment Criteria: “Educational Merit”’, 
which were published on the STP Unit’s 
webpage and circulated at the 2011 
Congress in Darwin. Applications will also 
be assessed by the State/Territory health 
jurisdictions for workforce imperative, 
with the Department of Health and 
Ageing determining the final ranking.

Director of Education, Dr Marie-Louise 
Stokes, said the STP Assessment Forum 
had provided an opportunity for staff and 
Fellows to work together, with everyone 
working hard to ensure all applications 
were reviewed.

‘It is important that the College, as 
the largest manager of STP posts, can 
demonstrate to the Commonwealth and 
State/Territory health jurisdictions that 
the criteria used to assess applications is 
aligned to the RACP training programs 
and curricula, and will offer trainees 
a profile of work that complements 
the work profile in traditional training 
settings,’ Dr Stokes said.

‘The criteria and methods used to assess 
the 2012 applications demonstrate our 
commitment to thoroughness, fairness 
and transparency in our processes.’

louise Young 
Project Officer 
Specialist Training Program (STP) Unit

INAUGURAL APPLICATION ASSESSMENT 
FORUM FOR 2012 SPECIALIST 
TRAINING PROGRAM POSTS

College staff and Fellows at the inaugural STP Application Assessment Forum

A clinker-built row boat afloat  
Lough Doo in the morning light 
summer zephyr, Irish hills, 
Tom the ghillie smoking his 20th cigarette 
as he rows us to where the trout 
now swim, or so he says.

We cast lines, flies skipping, 
lost in sunlight. ‘Too bright!’ 
Tom complains, lights another cigarette. 
We wait. A quick snap, 
a hand-sized trout is on my line. 
Excited, I reel it in, hold it, then let it go.

Fifty years since I last fished 
with my dad in a clinker row boat 
in an estuary at Davistown! 
He, like Tom, had his thermos flask, sugar bag 
for bait, lines, knives, hooks and sinkers, 
hours of waiting, teaching patience.

Fancy such old boats still about! 
My dad is long gone, his sunburned hands 
An image in memory’s bank 
in mint condition, the smell of prawns 
in mid-summer Australian holiday heat, 
the gasp of bream flapping in the bottom of the boat.

I hold these clinker-built memories, 
plank upon plank, sealed and waterproof, 
and place them in my own small boat 
as I row on my life’s lake, 
journeying I hope with patience 
whether or not I catch a trout.

Stephen Leeder

Want your poetry published? Please send 
your most creative efforts to Kathryn 
Lamberton at racpnews@racp.edu.au.

PHYSICIAnS’ PoeTRY

THe TRouT
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FELLOWSHIP SEGMENTATION 
QUALITATIVE RESEARCH

T o achieve alignment between 
the demands of the future, 
the Fellows’ needs and the 
capability of the College, we 

must first better understand the values 
and priorities of Fellows as these relate 
to the College and examine closely 
how Fellows choose to engage with the 
College and its activities.

Only through an evidence-based 
approach to what drives engagement 
can we address the perceived value of 
the College through what the College 
offers and delivers to its Fellows. The 
College is therefore commissioning 
extensive market research, including 
a market segmentation study, in order 
to better understand what services the 
College might provide to Fellows, and 
how we should go about delivering 
these. From the findings of the survey 
the College will develop a Value 
Proposition for the College Fellowship to 

clearly articulate what Fellows can expect 
from their College.

This research will provide the College 
with a clearer understanding of Fellows’ 
behaviours, attitudes and opinions 
as these relate to College activities 
and services, Fellows’ needs (met 
and unmet), the motivations/drivers 
prompting Fellows to engage or not 
engage with the College and their views 
about College products and services, 
and give an indication of Fellows’ 
expectations of the College and their 
ideal membership association.

These insights will differentiate clusters 
or segments of Fellows based on their 
attitudes, interests and views as well as 
other factors such as their demographics 
and career lifecycle stage. The College 
can then evaluate the applicability 
and relevance of current and potential 
College offerings and develop a clear 
and relevant Value Proposition for 
membership of the College. This will 
in turn influence the structure and 
organisational development of the 
organisation to develop and supply the 
right offerings to best meet those needs.

With the first stage of the qualitative 
research concluded, we can report that 
33 in-depth/exploratory interviews were 
conducted with current College Fellows 
in Australia and New Zealand during 
April and May 2011. A small sample of 
trainees involved in Advanced Training 
was also included to provide insight into 
future needs and emergent demands of 

the next generation of Fellows. These 
included representatives from all College 
Divisions, Faculties and Chapters in rural 
and metropolitan areas in Australia and 
New Zealand.

It was encouraging that we achieved 
an interview response rate of 45%, 
with 73% of the interviews undertaken 
on a face-to-face basis at locations 
convenient for respondents (most often 
their place of work). The remaining 
27% of interviews were undertaken 
via telephone because of respondents’ 
expressed preference or location. 
Interviews and interview recruitment 
were undertaken by researchers at 
The Market Intelligence Co. Interviews 
typically took around 30 minutes to 
conduct. A summary of the results is 
available on the RACP website.

The next step will be to draw on the 
information gained from the qualitative 
phase to develop the quantitative 
stage of the segmentation study. We 
do thank all of those who participated 
in the qualitative stage and encourage 
everyone to take the opportunity to 
participate in the quantitative survey and 
thereby have a direct say in the future 
direction and design of your College.  

Sasha Grebe 
Director of Professional Affairs & 
Advocacy

Ruth Anderson 
Director of Fellowship Relations & New 
Zealand Manager

Building the College of the Future

To develop the College 
of the future we must 
not only understand the 
changing environment in 
which we operate but more 
importantly what those 
changes will mean for the 
Fellowship and what the 
College will need to provide 
to Fellows in the future.

As part of our work to better understand the needs of our Fellows, the College took the opportunity of the 2011 Congress to canvass 
Fellows’ perceptions and expectations of the College. 

Feedback forms were distributed at the College stand, and 146 Fellows and 17 trainees took the time to provide us with their views. The 
forms contained eight questions with room for additional comments; the questions were reproduced from the engagement survey topic 
guide developed by external consultants, The Market Intelligence Co.

The overall findings complement the more detailed qualitative study referred to in the article above, and give us additional insight into 
Fellows’ views on their level of College involvement, perceptions of the organisation, College offerings, and College communication and 
levels of engagement with other organisations.

Key findings from the survey of Fellows and trainees in Darwin indicated around 35% of respondents felt the College is aligned to the 
needs and wants of the Fellowship. However, the survey results did demonstrate that a high percentage of Fellows appear to be neutral 
about their satisfaction levels with the College across all areas, and when asked what came to mind when thinking of the College, 52% 
had neutral responses. Other key findings included a strong indication that Fellows would welcome digital or electronic communication 
from the College, which highlights the need for more targeted and relevant communication where possible. 

Fellows did communicate their appreciation of the feedback mechanism and the time taken to conduct the survey into the needs and 
wants of the Fellowship. We look forward to providing you with more details about the next stage of the research project, and all the 
ways in which you can participate in helping to build the college of the future. 

HAVInG YouR SAY – FelloW FeeDBACK FRom DARWIn ConGReSS
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A t the Darwin Board Meeting 
in May, the Board endorsed 
the request from the General 
Medicine Specialist Advisory 

Committee (SAC) and the Internal 
Medicine Society of Australia & New 
Zealand (IMSANZ), with support from 
the Adult Medicine Division Council 
(AMDC), to change the SAC to General 
and Acute Medicine. Sounds a small 
thing, but it represents a major step 
forward and recognition of the growing 
area of Acute Medicine. It is also a clear 
acknowledgement that the management 
of acute undifferentiated patients is the 
preserve of General Physicians and that 
the Advanced Training of such physicians 
needs to include the special skills required 
to work in this challenging area of 
physician practice.

What is Acute medicine? 

A diverse range of Acute Medicine models 
have been developed by health systems 
around the world. In the UK, for example, 
a new specialty of physician practice 
has been established to encompass 
Acute Medicine. This specialty has a 
narrow scope and training program, 
concentrating on the first 72 hours of 
care, and does not follow the patient 
through the whole hospital patient 

journey and certainly not back into 
ambulatory care. In the US the Internal 
Medicine hospitalist model is thriving, 
but is still focused on hospital care alone. 
However, in Australia and New Zealand 
Acute Medicine and the venues where 
it is practised are part of a movement 
back to generalism, with an emphasis on 
continuity of care for the complex co-
morbid patients that crowd our hospital 
system.

Still you may ask: how is Acute Medicine 
different from how we practised in the 
past? In fact it is not very different from 
the role of the acute medical unit of years 
gone by. 

How is Acute medicine different from 
emergency medicine?

The current emergency departments 
are frequently crowded with patients 
who are not emergencies but medical 
patients in need of timely healthcare 
for whom there is a need to run more 
diagnostic algorithms and for further 
physiological stabilisation. Issues of access 
may preclude them moving further into 
the hospital system and frequently the 
acuity of their healthcare means that the 
inpatient wards are not always the  
most efficient environments to  
provide this care. 

So in this environment there is a need for 
physicians with General Medicine training 
and skills in acute care to take on the 
management of these patients as they 
are ready to leave emergency care and 
also those who may directly access acute 
medical services.

The College’s endorsement of this change 
represents support for General and Acute 
Medicine and acknowledgement of the 
important specialty skill set of General 
Physicians.

Alasdair macDonald 
President-Elect Adult Medicine Division

RACP ACKNOWLEDGES IMPORTANCE 
OF ACUTE MEDICINE

RACP MEDIA WRAP

o ver the past 12 months, the 
Royal Australasian College 
of Physicians has increased 
its media capacity, to 

complement the work of the Policy & 
Advocacy Unit and to increase awareness 
of the key areas in which the College 
operates.

Media engagement for the 2011 RACP 
Congress resulted in strong coverage, 
with a total of 76 positive stories 
generated across radio, print, television 
and healthcare professional media 
outlets. An additional result of this 
coverage was the further proliferation 
of the work of our physicians in the 
Indigenous sphere and increased 
exposure to the healthcare challenges 
facing Indigenous communities. The 
College Communications Unit would 
like to thank all keynote speakers and 

physicians who took time from the busy 
Congress program to participate in media 
interviews.  

Key topics of interest for the media at 
Congress included the launch of the RACP 
Reconciliation Action Plan, return to work 
strategies for the Indigenous workforce, 
Indigenous trust and cultural competency.

Post Congress, the College 
Communications Unit has liaised with 
various College stakeholders, internally 
and externally, to advocate on key topics 
including alcohol, child health and 
teleheath investment. A media release 
was recently issued by the Chapter of 
Addiction Medicine to support Sydney 
City Council initiatives to help reduce 
the violence and other harms of late 
night drinking, including the measure 
to freeze liquor licences in ‘trouble’ 

areas across the CBD. The Paediatrics 
& Child Health Division issued a media 
statement in collaboration with the Royal 
Australian & New Zealand College of 
Psychiatrists to advocate for government 
action on the issue of asylum-seeker 
children in detention. The College has 
also welcomed the Federal Government’s 
investment in telehealth services in the 
aged care setting, laying the foundation 
for a better focus on coordinated care. All 
three media campaigns resulted in strong 
media coverage, with particular interest 
from talkback radio. 

The College seeks to continue working 
in collaboration with all specialties 
and welcomes suggestions for media 
engagement from the Fellowship. Please 
contact the Communications Unit on 02 
9256 9674 if you have any questions or 
require media assistance.
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GLOBAL IMPACT THROUGH  
THE RACP FOUNDATION:  
PAST, PRESENT AND FUTURE

Research and education Foundation 

S ince its inception in 1991, the 
RACP Research and Education 
Foundation has had a strong 
history of supporting global 

health initiatives and promoting the 
exchange of ideas abroad. It has 
encouraged international engagement 
by offering overseas awards and 
partnering with external organisations 
to foster and facilitate exchanges for 
international medical personnel. As 
overseas experiences become a valuable 
addition to physician training, the RACP 
Foundation looks forward to playing 
an integral role in helping Fellows 
and Advanced Trainees fund their 
opportunities abroad. 

In addition to the numerous awards 
offered to fund research in Australia 
and New Zealand, for 2011 the RACP 
Foundation offered 26 awards which 
were also tenable overseas, totalling over 
$820,000. These awards include smaller 
travel grants for $5000 or $10,000 and 
range all the way up to the prestigious 
Fellows Contribution Fellowship valued 
at $150,000. A number of the awards 
are targeted to specific specialties, such 
as the RACP Australian Rheumatology 
Association and Starr Fellowship funding 
research in rheumatic diseases, or 
the Servier Barry Young Fellowship in 
Neuroscience, which supports broad 
research in neuroscience. However, many 
of the awards are open to all specialties, 
creating opportunities for Fellows and 
Advanced Trainees to fund an extensive 
range of overseas research projects. 
Awards with broad eligibility criteria 
include the AstraZeneca Fellowship 
in Medical Research and the Bushell 
Travelling Fellowship in Medicine or the 
Allied Sciences, which has been funding 
overseas research for RACP Fellows and 
Advanced Trainees for 60 years. Awards 
which are tenable overseas are available 
in the following categories: Post Higher 
Degree, Open, Rural and Remote, 
Chapter and Faculty Awards, and the 
Jacquot Awards. 

Not only does the RACP Foundation 
provide travel grants and overseas 
research funding, but it has partnered 
with numerous external organisations to 
facilitate and fund exchange programs 
with medical practitioners and personnel 
from different countries. From 1992 
to 1994, the RACP Foundation, in 
collaboration with the Department of 
Community Services and Health (DCSH), 
administered a program of exchange for 
medical scientists between Poland and 

Australia. With a $100,000 grant  
provided by DCSH, the program was  
able to fund the exchange of 13 
scientists, including 4 Australian  
recipients and 9 Polish recipients. 

The Polish/Australian exchanges 
resulted in research being undertaken 
in a broad array of disciplines, including 
haemotology, nephrology, endocrinology, 
neurosurgery, immunology, asthma and 
multiple sclerosis. The Polish researchers 
were hosted at a number of prestigious 
institutions in both New South Wales 
and Victoria. Overall, the unique 
exchange program was highly successful 
with several of the research projects 
resulting in presentations at international 
conferences and published journal 
articles.  

The RACP Foundation has also partnered 
with the RE Ross Trust which generously 
funds two scholarships, one in paedatrics 
and one in adult medicine, to assist a 
medical practitioner or personnel from 
the South Pacific region to undertake 
research or advanced study at a hospital 
or university in Victoria. Since the 
inaugural award of the first scholarship  
in 1996, the funds have assisted  
19 recipients complete a placement  
in Australia. 

In 2005, the RACP Foundation became 
a partner organisation in sponsoring an 
Australian Youth Ambassador (AYAD) 
scholar to work as an honorary lecturer 
or senior registrar at the Fiji School of 
Medicine. The AYAD program is funded 
through AusAid and is intended to assist 
and build capacity in disadvantaged 
countries. Through the partnership  
with AYAD, three representatives from  
the RACP have become AYAD  
volunteers.

As the trend toward international research 
and postgraduate study grows, the RACP 
Foundation recognises the increasing 
need for awards to fund these activities 
and looks forward to partnering with 
the International Health Committee to  
create new opportunities for Fellows and 
trainees interested in impacting global 
health.

Please contact the RACP Foundation at 
foundation@racp.edu.au or 02 9256 
9639 for additional information about 
Fellowships and Scholarships which could 
help fund overseas research or study. 

miranda Handke 
Executive Officer 
Research and Education Foundation

Awards tenable overseas

Robert and Elizabeth Albert  
Study Grant

AstraZeneca Fellowship  
in Medical Research

JJ Billings RACP Overseas  
Travelling Fellowship

CRB Blackburn RACP Overseas 
Travelling Fellowship

Eric Burnard Fellowship

Bushell Travelling Fellowship in 
Medicine or the Allied Sciences 

Cottrell Fellowship

Vincent Fairfax Family Foundation 
Research Fellowship

Fellows Contribution Fellowship 

Margorie Hooper Scholarship

IMS Overseas Travelling Fellowship

RACP Australian Rheumatology 
Association and Starr Fellowship

Servier Barry Young Fellowship  
in Neuroscience

Geoffrey T Ey Travelling Fellowship 
for Isolated Rural Physicians 

Maynard Rennie Fellowship for 
Isolated Rural Physicians 

Murray-Will Fellowship for  
Rural Physicians 

Richard Kemp Memorial Fellowship 

Rowden White Overseas  
Travelling Fellowship

Novartis Fellowship  
in Sexual Health Research 

AFRM Bruce Ford  
Travelling Scholarship 

AFRM Ipsen Open  
Research Fellowship

AFRM Ipsen Trainee  
Research Fellowship

Don & Lorraine Jacquot Fellowships

Jacquot Cambridge Renal  
Travel Fellowship



RACP news August 2011     27

THE ROAD TO RESEARCH
ESTABLISHING A NATIONAL HOSPITAL OF 
PEDIATRICS IN HANOI’S RESEARCH INSTITUTE

I n 2009, I returned to Melbourne 
to complete the write-up of my 
PhD, after spending over six years 
running a research program in 

Fiji. The main focus of the research 
was an infant pneumococcal vaccine 
trial evaluating alternative vaccination 
schedules which may have been cheaper 
and may have offered more protection 
from pneumococcal diseases for children 
in low-income countries. With pneumonia 
being Fiji’s number one reason for 
admission of children to hospital, the local 
paediatricians and senior public health 
officials were enthusiastic to explore 
potentially cheaper pneumococcal 
vaccination schedules so that children in 
Fiji could also benefit from this otherwise 
expensive vaccine. In the Pacific, Fiji is 
considered a leader for many health 
interventions and was the first country 
to introduce the Hib vaccine in the mid 
1990s. Small Pacific island countries have 
few resources or capacity to gather their 
own data and so rely on neighbouring 
countries such as Fiji to provide leadership 
in policy decisions for the region. 

Whilst in Fiji, many other research projects 
were developed to respond to the 
common health problems in Fiji and other 
developing countries, including childhood 
diarrhoea, meningitis, pneumonia and 
cervical cancer. The results of the research 
have been used by the Fiji Ministry of 

Health to justify the introduction of 
the pneumococcal, rotavirus and HPV 
vaccines. The Fiji government has recently 
approved the budget to introduce all 
three new vaccines into their national 
immunisation program in 2012 and 
the review of the Pap smear program 
(with ~10% coverage) resulted in a 
more strategic cervical cancer screening 
service. I had the opportunity to draft 
Fiji’s national child health policy and 
strategy incorporating evidence-based 
interventions.

Seeing the impact that research can have 
on policy makers, I was keen to continue 
undertaking research that provides policy 
makers with the information they need to 
make an evidence-based decision on the 
introduction of new health interventions 
for low-income countries, with the aim 
of contributing to the improvement of 
the lives of the world’s most vulnerable 
children. By incorporating policy changes, 
countries are then able to leverage 
donor funds in order to implement new 
strategies. The research I have undertaken 
has been in collaboration with the 
relevant Ministries of Health and, where 
possible, in consultation with relevant 
UN agencies to ensure that the research 
is addressing important and useful 
questions both locally and globally.

Having an ongoing travel lust and a desire 
to make a greater impact, I was invited by 
the Royal Children’s Hospital International 
(RCHI) to become a Technical Advisor 
for the newly created Research Institute 
for Child Health (RICH) at the National 
Hospital of Pediatrics (NHP) in Hanoi, 
Vietnam. So we uplifted and moved to 
Hanoi with initial start-up funds from 
RCHI, the Centre for International Child 
Health (CICH) University of Melbourne, 

and the Menzies School of Health 
Research. 

Vietnam is classified as a low-income 
country with an average income of 
~$1200 per year. The economy has 
one of the highest growth rates in the 
region and change is happening at a 
breakneck pace. The amount of traffic is 
testament to the economic growth and 
makes crossing the road a feat not for the 
fainthearted, and a footpath the greatest 
misnomer. Despite the relatively recent 
turbulent past, the country has made 
impressive achievements in child health in 
the last 10 years. The thirst for all things 
new, high tech and modern is clearly 
palpable. 

The local institutional capacity for 
internationally recognised research is in its 
infancy but there is a strong local desire 
for RICH to be a leader in the region. 
Local health staff need to juggle full-time 
work, research degrees, supervision, 
and the many other administrative 
and teaching duties expected of them, 
even to a far greater extent than their 

Dr Fiona Russell is the 
recipient of the RACP 
Research and Education 
Foundation’s Cottrell 
Fellowship for 2011. 
Available annually, the 
Cottrell Fellowship funds 
research in epidemiology, 
or social or community 
medicine, or research and 
training in areas of special 
relevance to the Asia Pacific 
region. The following is 
Dr Russell’s account of 
her Road to Research, 
which recently led her to 
Vietnam to assist with the 
establishment of the newly 
developed National Hospital 
of Pedatrics in Hanoi’s 
Research Institute.

A career in research 
gives the flexibility 
needed to balance 
family needs and 
work. It also gives the 
freedom to pursue 
other professional 
interests. 

Dr Fiona Russell (right) at the National Hospital of Pedatrics in Hanoi’s Research Institute



28     RACP news August 2011

RACP RESEARCH AND EDUCATION 
FOUNDATION AT A GLANCE

Research and education Foundation 

I n 2011 the RACP Research and 
Education Foundation awarded 41 
scholarships and fellowships totalling 
over $1.3 million. The REF is pleased 

to offer 55 awards for 2012, valued at 
over $1.8 million. 

The talented and inspiring researchers 
who are recipients of RACP Foundation 
awards undertake research projects in 
Australia and overseas in an array of 
disciplines relevant to physicians. In 2011 
RACP awardees attended conferences 
and commenced research programs at 
prestigious institutions in the United 
States, Canada, the Netherlands, 
Switzerland, Vietnam and the United 
Kingdom. Many others are carrying 
out vital research in universities and 
organisations across Australia and New 
Zealand. Some of this year’s unique 

projects include investigating human 
brown fat cells in Queensland; studying 
cardiovascular risk factors in rheumatoid 
arthritis in Victoria; and establishing a 
clinical research program in New South 
Wales to improve the symptoms and co-
morbidities of advanced kidney disease. 

Funding for these awards is comprised of 
generous donations from corporate and 
institutional donors, families, individuals 
and Fellows. Encouraged by the impact 
the awards had on their research careers, 
often past recipients will initiate or 
contribute to the establishment of a 
new award. These acts of generosity and 
goodwill towards young Fellows and 
trainees aspiring to establish a career 
in medical research ensure the vitality 
of the RACP Research and Education 
Foundation, and solidify the role of the 

College in supporting career development 
and ongoing investment in the future of 
medical research. 

The RACP Research and Education 
Foundation is committed to supporting 
physicians at an early stage in their 
research careers, giving them an 
opportunity to build their portfolio 
of published research findings and 
consequently making them more 
competitive in securing substantial 
funding and research positions in the 
future. 

Please contact the RACP Foundation to 
discuss how you can contribute to or 
assist with our current funding initiatives. 
You can phone us on 02 9256 9620 or 
email foundation@racp.edu.au. 

Australian counterparts. My job is to 
assist in the development and supervision 
of staff undertaking research projects 
and to improve the capacity of local 
researchers. One of the research proposals 
we are developing is to test the value of 
a locally made cot for the treatment of 
neonatal jaundice. For the vast majority 
of infants with neonatal jaundice there 
is no testing equipment or treatment 
available outside the main centres. In 
the main centres, testing is performed 
using venepuncture rather than heel 
pricks. For those neonates requiring 
phototherapy, infants are separated from 
the mother and placed in the intensive 
care unit, sharing the same cot and bank 
of lights with other affected neonates. 
The aim of our study is to evaluate the 
locally made cot (Bili-bed), which has 

the phototherapy lights built into its 
base. The advantages would be that 
an otherwise well neonate could stay 
with the mother, not be exposed to 
nosocomial infections and the cot could 
provide a cheaper local alternative to the 
expensive overseas-made equipment (the 
Bili-bed costs ~$400; the overseas-made 
phototherapy lights ~$4000). If effective, 
NHP will advocate for its use nationwide. 
We also plan on introducing heel prick 
testings and evaluating a cheap bedside 
bilirubin analyser with the help of a 
biochemist from RMIT so that testing can 
be performed closer to home.

I have been very fortunate to have been 
awarded the Cottrell Fellowship by the 
RACP Research and Education Foundation 
so that I can continue with NHP through 
CICH and my career in international child 
health research. A career in research gives 
the flexibility needed to balance family 
needs and work. It also gives the freedom 
to pursue other professional interests. 

Recently I undertook a consultancy 
for UNICEF in Sierra Leone and wrote 
the national policy to help accelerate 
the achievement of the Millennium 
Development Goals for maternal and 
child health by incorporating high-impact 
evidence-based interventions into their 

national strategy. I am also undertaking a 
global pneumococcal burden of disease 
project for WHO. This is in preparation 
for a meeting to finalise WHO’s position 
paper on recommended pneumococcal 
conjugate vaccine schedules. The 
overall goal is to provide pneumococcal 
disease burden data so that if a country 
were to consider the introduction of 
the pneumococcal conjugate vaccine, 
summarised epidemiological data would 
be available to assist in the decision-
making process. 

A career in research is not only 
stimulating and challenging, but has the 
real opportunity to make a substantial 
impact on the health and wellbeing of 
people. A career in international child 
health research is a constant reminder of 
how truly lucky we and our children are. 
The only catch is the never-ending pursuit 
of funds. 

Dr Fiona Russell 
2011 Recipient of the Cottrell Fellowship

A career in 
international child 
health research is a 
constant reminder of 
how truly lucky we 
and our children are.
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QUEEN’S BIRTHDAY HONOURS 2011

oRDeR oF AuSTRAlIA

member (Am) in the General Division

Professor Suzanne Crowe AM FRACP 
HIV/AIDs medicine and infectious diseases

Professor Jack Goldblatt AM FRACP 
Human genetics and professional 
associations

Dr Edwin McIntosh AM FAFPHM FRACP 
For service to medicine, particularly in the 
areas of vaccines and infectious diseases, 
as an academic, and to the community 
through the Glebe Music Festival

Professor Malcolm Smith AM FRACP PhD 
For service to medicine in the field of 
rheumatology as a clinician, academic 

and researcher, and through contributions 
to professional organisations

medal (oAm) in the General Division

Dr John Beattie OAM FRACP 
For service to medicine through 
administrative roles and to the disciplines 
of cardiology and general medicine

Dr Annie Moulden OAM FRACP 
For service to medicine as a paediatrician, 
and to medical administration

Clinical Associate/Professor Catherine 
Storey OAM FRACP 
Neurology, stroke education, professional 
associations

Dr Nicholas Talley OAM FRACP FAFPHM 
For service to medicine in the field of 
gastroenterology

Professor Andrew Tonkin OAM FRACP 
For service to medical research in the field 
of epidemiology and preventative medicine

Dr Thomas John Woolard OAM FAFRM 
For services to rehabilitation medicine 
in the Hunter area as a practitioner and 
administrator

Public Service medal 

Professor Paddy Phillips PSM FRACP 
South Australian Public Service 
For outstanding public service in the area 
of health services

neW ZeAlAnD oRDeR oF meRIT

officers of the new Zealand order  
of merit (onZm)

Associate Professor Peter James Gow 
ONZM FRACP FAFRM 
For services to health

Professor Ronald James Paterson ONZM 
(non-Fellow Board member) 
For services to health

The College is delighted to congratulate 
the following Fellows who were awarded 
Queen’s Birthday Honours this year in 
the New Zealand Order of Merit and the 
Order of Australia.

COMING SOON – VIDEOCONFERENCE AND 
WORKSHOP FOR RURAL SPECIALISTSRural Outcome Measurement

Enhancement Project

ROME

Videoconference 2: Indigenous Health Outcomes
Date: To be confirmed
Presenters: Professor Scott Kitchener, Dr Stephanie Trust 
and Bilawarra Lee

Face-to-face workshop
Working Together: Rural Health Outcomes across 
the Continuum of Care
Date: 29 October 2011
Place: Crowne Plaza,  Alice Springs

The program for this workshop, to be held in conjunction with the 
Rural Medicine Australia Conference, is currently being finalised, 
but will focus broadly on health outcome measurement, as well as 
giving examples of local models. Speakers include Dr Sue Morey, 
Professor Tony Burrell, Mr Neville Board, Dr Sheila Cook and 
Dr Karen Harris.

For further information about both events, please contact 
Lauren Dalton at Lauren.Dalton@racp.edu.au.

For conference details and to register for the 
workshop, go to www.acrm.com.au/home.

AVAILABLE SOON!

Recording of Videoconference 1
Falls, Fractures and Outcomes for Older People

This videoconference was held on Wednesday, 13 July, with guest 
speakers, Professor Ian Cameron and Dr Laura Ahmad. Topics 
covered included: 

•  Outcomes of falls for older people
•  The peri-operative management of fracture patients
•  Rehabilitation for older people after hip and other fractures 
   (hospital and community)
•  Tertiary prevention of falls and fall-related injury.

A recording of this session will shortly be available on the RACP 
website at My Resources Gateway:  
www.racp.edu.au/page/educational-and-professional-
development/continuing-professional-development.

This Project has been funded by the Department of Health under the Rural Health 
Continuing Education Sub-program (RHCE) Stream One which is managed by the 
Committee of Presidents of Medical Colleges. The RACP is solely responsible for the 
content of and views expressed in any material associated with this project.  

FREE FOR RURAL SPECIALISTS 
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PROPOSAL FOR NATIONAL CARDIAC 
PROCEDURES REGISTRY

T he Cardiac Society of Australia 
and New Zealand (CSANZ) 
believes it is timely to reconsider 
the development of a National 

Cardiac Procedures Registry.

The CSANZ supports the development 
of registries as part of quality control for 
monitoring of procedural and clinical 
outcomes. Along with other groups, 
the CSANZ have had an interest in 
the development of a national cardiac 
procedures registry similar to the 
development of registries in the US and 
Europe. In Australia and New Zealand, for 
several years now, we have witnessed the 
development of some quite sophisticated 
registries by different institutions and 
groups, with some of these producing 
research output in the form of both 
abstract and peer-reviewed journal 
articles. However, the development 
of procedural registries is not uniform 
amongst institutions and individuals.

The prime purpose of monitoring 
outcomes is to provide educational 
feedback for clinicians and proceduralists, 
both in terms of the individual results and 
the ability to compare these with their 
own institutional and statewide outcomes. 
In addition, given the permission of 
individual cardiologists, institutions can 
utilise outcome data as part of their 
accreditation process and monitoring of 
quality outcomes. The CSANZ supports 
the latter approach, particularly where 
part of a well-developed governance 
process. Naturally, concerns would be 
raised in such a system in relation to 
outlier performance, but we believe 
instances of outlier performance are 
likely to be minimal and are less likely to 
become important if dealt with early in an 
educational feedback loop as part of an 
appropriate system of governance.

Further, compliance with a National 
Procedures Registry may become an 
important performance component of 
Continuing Professional Development, 
now mandatory under National 
Registration. 

We believe that there are some essential 
elements in the development of a quality 
registry, which include the development 
of data fields that conform with standard 
national definitions, and which are both 
clinically relevant and appropriate, to be 
incorporated in a system of performance 
monitoring of outcome measures. 
In addition, accurate data entry is 
key to the validity of registries, along 
with development of regular external 

independent audit processes. In 2008, 
the Australian Commission on Safety 
and Quality in Healthcare published a 
document entitled ‘Operating Principles 
and Technical Standards for Australian 
Clinical Quality Registries’. The full 
document is available at:  
www.safetyandquality.gov.au. 

The CSANZ is also supportive of the 
development of a National Cardiac 
Procedures Registry and recently the 
Australian Commission for Safety and 
Quality in Healthcare funded a pilot 
to develop a high-quality procedural 
registry with the view to development 
of a national system. In 2008, a 
12-month pilot project was developed 
and completed by the Monash Centre 
of Clinical Research Excellence in 
Therapeutics. The proposal now is to 
take the results of the pilot, with a view 
to development of a national procedures 
database. A parallel cardiothoracic 
surgical registry has already been ‘rolled 
out’. The proposed features of the 
national database are as follows:

1. The registry will include data  
 derived from the de-identified  
 individuals undergoing percutaneous  
 coronary intervention, implantable  
 cardioverter defibrillator implant,  
 cardiac resynchronisation therapy and  
 pacemaker device insertion.

2. Collection will be restricted to  
 a minimum data set of essentially  
 epidemiologically sound data  
 elements.

3. Co-morbidity data will be collected to  
 allow risk adjustment.

4. Outcome data, initially in-hospital  
 and 30-day outcome with provision  
 for 12-month outcome, will be  
 collected routinely by examination  
 of record review, telephone-based  
 questionnaire and record linkage.

5. At each institution, ethics approval  
 will be recommended as an ‘opt-out’  
 approach to recruitment.

6. Data will be entered from procedures  
 at institutions into a centrally located  
 web-based system with secure  
 log-on for approved users. Individuals  
 and institutions, with the approval of  
 individual cardiologists, will both enter  
 data and will in turn be provided with  
 a report of procedural outcomes.

The inclusion of a standard minimal data 
set, along with the ability to undertake 
risk adjustment, will allow the ability 

to benchmark outcomes between 
individuals and institutions both locally 
and nationally. 

Individuals and institutions can add 
data fields, which may be of additional 
interest, at their discretion. The registry 
might also provide opportunities to focus 
on additional areas such as Indigenous 
cardiovascular health, appropriateness of 
procedures, device and radiation safety. 
The format of the registry would be 
planned to allow incorporation in NEHTA. 

The Australian Cardiac Procedures 
website is now available for review at: 
https://acpr.org.au/. The site includes 
a discussion of the background for this 
initiative, downloads for the site, and 
individual application and procedural 
registry forms. 

The next phase of the process is to 
expand the central web-based registry 
infrastructure and to assist institutions 
and individuals in the development of 
local registry data collection and entry. 
Further phases of the project will include 
development of an independent audit 
process, along with a governance process 
to deal with administration and research 
output.

Our New Zealand colleagues have 
indicated their interest in this 
development, and this would allow the 
potential for benchmarking across all 
members in our society. 

CSANZ welcomes feedback and support 
on this important and timely initiative. 

A Statement by Dr James Cameron 
President  
Cardiac Society of Australia  
and New Zealand
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FELLOWS SERVING ON 13 OF  
THE 15 NSW LOCAL HEALTH  
DISTRICT BOARDS

A s part of the NSW Government’s 
promised reform of the 
state’s health system, 32 new 
appointments were made to 

the local health district boards, effective 
from 1 July 2011. Experience in one 
or more of six categories—corporate 
governance, health management, finance 
management/public administration, 
clinical practice, Aboriginal health and/or 
community issues—was required of the 
more than 500 applicants from which the 
new members were selected. A number of 
existing members were not reappointed.

The Minister for Health, the Hon. Jillian 
Skinner, said in her media release, 
‘Our hospitals have multi-million dollar 
budgets and thousands of staff, so 
to ensure effective management, it is 
obvious to me that board members 
must be highly experienced in finance, 
governance and administration’.

The College is well represented on the 
local health district boards by 31 Fellows, 
listed below, who are members of 13 of 
the 15 boards.

Sydney local Health  
District Board

Dr Barry Catchlove FRACP   
Adult Medicine – Medical Administration

Dr Thomas Karplus FRACP   
Adult Medicine – Vascular Medicine

Professor Paul Torzillo AM FRACP  
Adult Medicine – Thoracic Medicine

South Western Sydney local 
Health District Board

Professor Phillip Harris AM FRACP (Chair) 
Adult Medicine

Professor Brad Frankum FRACP 
Adult Medicine – Immunology & Allergy/
General Medicine

Dr Mark Johnson FRACP   
General Paediatrics

Dr Jens Kilian FRACP   
Adult Medicine – Cardiology

Dr Kathryn Gibson FRACP   
Adult Medicine – Rheumatology

Illawarra Shoalhaven local Health 
District Board

Professor Kathy Eagar FAFRM (Hon.)   
Board of Censors

Professor Jan Potter FRACP   
Adult Medicine – Board of Censors

Dr William Pratt FRACP   
Adult Medicine – Infectious Diseases

Central Coast local Health District 
Board

Dr Susie Piper FRACP  
Paediatrics (General & Emergency)

Hunter new england local Health 
District Board

Associate Professor Lyn Fragar AO FAFPHM 
(Chair) Public Health Medicine

Dr Bruce Bastian FRACP   
Adult Medicine – Cardiology

murrumbidgee local Health 
District Board

Dr Louis Baggio FAFRM   
Board of Censors

Far West local Health  
District Board

Dr Stephen Flecknoe-Brown FRACP (Chair) 
Adult Medicine – Haematology

Professor David Lyle FAFPHM  
Public Health Medicine

South eastern Sydney local Health 
District Board

Associate Professor Peter Gonski FRACP 
Adult Medicine (Geriatric & General 
Medicine)

Associate Professor Robert Farnsworth 
OAM FAFRM    
Paediatrics

Associate Professor Peter Smerdely FRACP 
Adult Medicine – Endocrinology

Professor Jeanette Ward FAFPHM   
Public Health Medicine

Dr Ingrid van Beek AM FAFPHM ACHAM 
Public Health Medicine  

northern Sydney local Health 
District Board

Professor Carol Pollock FRACP (Chair)   
Adult Medicine

Associate Professor Danny Stiel AM FRACP 
Adult Medicine – Gastroenterology

Western Sydney local Health 
District Board

Professor Stephen Leeder AO FRACP 
FAFPHM     Public Health Medicine

Professor Jeremy Chapman OAM FRACP 
Adult Medicine

nepean Blue mountains local 
Health District Board

Dr Andrew Keegan FRACP  
Adult Medicine – Gastroenterology

Dr James Branley FRACP  
Adult Medicine – Infectious Disease/
General Medicine

mid north Coast local Health 
District Board

Dr Stephen Begbie FRACP  
Adult Medicine – Medical Oncology & 
Palliative Medicine

Western nSW local Health 
District Board

Associate Professor Joseph Canalese  
OAM FRACP FAACP 
Adult Medicine – Gastroenterology

Dr Darryl Mackender FRACP  
Adult Medicine – Gastroenterology, 
Tropical Medicine, Drugs & Alcohol

Please keep the College up to 

date with your contact details. 

A current valid email address 

is particularly important 

for online services and 

communications. 

Australian residents, email the 

College at racp@racp.edu.au.

New Zealand residents, email 

communications@racp.org.nz.

CHAnGInG YouR  
ConTACT DeTAIlS?
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education

MEDICAL CAREERS EXPO 2011 

The annual Medical Careers Expo, 
organised by the Postgraduate Medical 
Council of Western Australia (PMCWA), 
was held at the University of Western 
Australia (UWA) on 9 March. PMCWA 
said that this was their most successful 
year, with approximately 400 medical 
students from UWA and the University of 
Notre Dame Australia, as well as interns 
and residents, attending the expo. 

RACP WA hosted a booth, one of 24 
colleges and societies represented on 
the night. The RACP booth was staffed 
by Fellows, trainees and RACP staff 
who engaged future trainees interested 
in physician training and the various 
training pathways that the College 
offers and answered many queries about 
physician training and RACP Fellowship. 

RACP WA also took part in a panel 
discussion chaired by RACP Fellow Dr 
Richard Tarala. Other participants were 
RACP Fellows Dr Gervase Chaney, Dr 
Stephen Richards and Dr David Kandiah, 
as well as representatives from the 
Cardiac Society of Australia & New 

Zealand, the Australian Rheumatology 
Association and the Australian College of 
Sports Physicians.

Jeanette D’Castro 
Medical Education Officer – WA

With around 417 students asking advice 
from our brilliant RACP volunteer 
representatives, the Victorian Medical 
Careers Expo on 14 May was a great 
success. For the first year we had 
Tasmanian representatives Dr Sean 
Beggs, Paediatric Director of Physician 
Education, and Tasmanian trainee Dr 
Naomi Spotswood join the Victorian 
reps to answer the plethora of queries 
throughout the day.

There was quite a lot of excitement at the 
commencement of the expo due to one 
of the hospitals guaranteeing interviews 
to the first 400 students who graced their 
booth. This led to hordes of students 
flocking to the hospital stand—with a 
‘queue’10 eager students wide and 50 
proactive students deep. The hospital 
stand was behind the RACP stand, and at 
one point I heard one of the organisers 
yelling, ‘If you don’t control yourselves 
we’ll shut the books early!’ Professor Judy 
Savige wasted no time in mingling with 
the mass of excited students, distributing 
the RACP FAQs and brochures while the 
remaining volunteers fielded questions 
from the booth. 

Throughout the day there were lots of 
queries about pathways for International 
Medical Graduates, paediatric training 
and rural posts, as well as Adult Medicine 
enquiries in relation to acute-care 
rotations and recognised prior learning. 

As always, the annual careers expo was 
an exciting day, meeting prospective 
trainees, catching up with colleagues 
from other colleges and health 
organisations, and ensuring that physician 
training remained a forerunner for 
medical students selecting their career 
path.

Special thanks to all those who assisted 
with this event including Fellow and 
trainee representatives from the Chapter 
of Sexual Health Medicine, the Faculty of 
Public Health Medicine and the Divisions 
of Adult Medicine and Paediatrics & Child 
Health, as well as from Tasmania.

Alexis marsh 
Medical Education Officer – VIC/TAS

Left to right: Dr Peter Howard, Dr Rob Ziffer and Professor Judy Savige answering enquiries from  
medical students

Left to right: MEO Shaylin Rose, Dr Naomi Spotswood, and medical students Dr Sean Beggs  
and Dr Simon Slota-Kan

Left to right: Medical students listening intently to 
Dr Deb Morawetz

Victoria and Tasmania

Western Australia
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Since 2008 the RACP has sponsored a 
booth at the AMA/NSW Health Medical 
Careers Exhibition, coordinated by the 
NSW State Committee. This event, 
held on 19 March this year, focuses on 
providing information on various training 
programs and specialties, as well as 
other medical-related issues of interest to 
medical students, interns and registrars. 
The attendance this year was high, with 
a higher proportion of interns than 
students.

The RACP booth was very popular with 
interns requesting information on their 
career options as well as training timelines 

and requirements. Over 200 copies of the 
Requirements for Physician and Paediatric 
Training 2008 Handbook and RACP FAQs 
were given to interested parties.

Apart from the College banners, we 
displayed posters and brochures from the 
Chapters of Palliative Medicine, Addiction 
Medicine and Sexual Health Medicine.

We were fortunate to have Fellow Dr 
Bill Thoo assist with all the ‘workplace’ 
questions, while Ms Christina Dawson and 
I were available to answer queries on the 
training programs. The booth was very 
busy from opening to closing of the expo. 

The AMA/NSW Health Medical Careers 
Exhibition is attracting an increasing 
number of interns and students each 
year, which is very pleasing to the AMA 
organisers.

marie-Anne Van Roie  
Medical Education Officer – NSW & ACT 

On 20 May 2011, the RACP Queensland 
office participated in the Medical Careers 
Expo held at Royal Brisbane and Women’s 
Hospital. The expo is a great way to 
showcase the College training programs 
and the various pathways that can be 
followed to obtain Fellowship. It was well 
attended by interns and medical students, 
many of whom were extremely interested 
in physician/paediatrician training. The 
two most popular areas for enquiry on 
the night appeared to be cardiology 
and paediatrics. Plenty of questions 
were asked and these were answered 
professionally and knowledgeably. 

Special thanks to the following volunteer 
Fellows and trainees who manned the 
stand: Dr Chris Cunneen, Dr Anna Hume, 
Dr Brad McCoy, Dr Maria Menkens and 
Associate Professor Ann Rudden.

Colleen Green  
Medical Education Officer – QLD

Left to right: Dr Brad McCoy, Mr Greg Armstrong 
(Queensland State Manager) and Associate 
Professor Ann Rudden (Queensland State Chair)

Dr Anna Hume (Basic Trainee) and Dr Maria 
Menkens (Advanced Trainee)

Left to right: Mr Greg Armstrong (Queensland State Manager), Dr Maria Menkens (Advanced Trainee), with 
Dr Anna Hume (Basic Trainee) answering questions

New South Wales

Queensland
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CPD 2 U ROADSHOW

education

A s reported in the June issue of RACP 
News, the CPD 2 U roadshow was 
recently taken across all major 
centres in Australia.  

Although the CPD Unit has now concluded 
these sessions, additional workshops 
continue to be conducted by the regional 
Medical Education Officers (MEOs) on an 
as needs basis. Please contact your regional 
MEO if you wish to express an interest 
in attending any future CPD workshops. 
Requests for workshops in more rural and 
remote areas will also be considered. 

Feedback from attendees confirms that the 
roadshow was a success. Approximately 
400 Fellows attended the 11 sessions and, 
of these, 121 participants provided valuable 
feedback. The conclusions have been 
compiled into an evaluation report. 

The number of requests received to 
‘please email me the presentation’ was 
indicative that the roadshow proved both 
helpful and a useful source of information 
for Fellows.

While some Fellows have experienced 
difficulty using the software, the majority 
found it useful, less cumbersome and 
more user-friendly than the paper-based 
version. Feedback was received on how 
we can make the MyCPD program even 
more user friendly, and this is being 
actioned. Some Fellows felt penalised by 
the now mandatory nature of CPD. The 
College understands these feelings and 
seeks only to assist its Fellows in meeting 
their CPD requirements, both regulatory 
authority and personal learning needs.

Looking to the future, the CPD Unit 
is here to support our Fellowship and 
provide assistance to users of the MyCPD 
program. As a team, we have greatly 
appreciated the feedback received as 
it is the people who ‘use’ MyCPD who 
can best indicate any deficiencies in the 
program or future improvements which 
may be desired.

Sally Tyrie-Greenwell 
CPD Education Officer 
Fellows Learning Support 
Education Services

Some comments from participants

This is a good eye opener to highlight 
the importance of CPD.

I am confident now that I will use and 
enjoy MyCPD.

Well done!

Clearly older Fellows have more 
cautions re online process and legal 
concerns.

Feel more positive about it.

Very reassuring.

I think I understood the program, i.e. 
data entry, but needed help with how 
to do reflective comments, MyCPD staff 
very helpful and friendly on the phone 
and ‘non-punitive’ approach very much 
appreciated.

CPD 2 u evaluation of the 121 responses 

over 85% agreed/strongly agreed that, as a result of attending the workshop, 
their awareness of the RACP mandatory CPD requirements for maintaining 
Fellowship had increased.

over 92% agreed/strongly agreed that the CPD 2 U presentation assisted them 
to assess which activities contribute to CPD.

over 86% agreed/strongly agreed that they feel more confident using the 
MyCPD program as a result of attending the workshop.

over 87% agreed/strongly agreed that they now have a greater understanding 
of the process of reflection and the use of this in CPD.

over 84% agreed/strongly agreed that the presenter was knowledgeable about 
CPD and answered the questions informatively.

over 88% indicated that the CPD 2 U presentation overall was helpful.

Workshops participants also 
made requests for:

Workshops at institutional level

Perhaps help with selection of kinds 
of activity

More CPD resources for private and 
rural/remote practitioners

Support in using the computer 
program—I feel that I can ring for 
help if I need it, which is really good.

All of which will be reviewed in 
the coming months.

It has recently become apparent that there is some confusion about the need 
for medical researchers to be registered. Every Fellow, trainee and overseas 
trained physician has to make his or her own decision about which registration 
is appropriate for them, but we remind you that the Medical Board of Australia 
registration standards are set out at: www.ahpra.gov.au/Health-Professions/
Medical/Registration-Standards.aspx. The ‘Limited Registration for Teaching 
or Research’ registration standard may help medical researchers decide on the 
registration they need. 

There is also an unrelated issue. A small group of medical researchers pay reduced 
College fees for Advanced Training. To be entitled to reduced fees, trainees must 
provide certain evidence, including that their income is less than $30,000 per year, 
and that they are engaged in full-time research. Their medical registration is not 
directly relevant to their entitlement to reduced fees. 

meDICAl ReSeARCHeR  
ReGISTRATIon
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SUCCESSFUL 2011 CPD GRANTS

T he CPD Grant is an initiative of 
the Royal Australasian College 
of Physicians to promote and 
support education initiatives 

for Fellows’ continuing professional 
development. The grant is intended as a 
seed fund to provide financial assistance 
for the organisation of an educational 
resource or an activity or set of activities 
that contributes towards the CPD of a 
community of Fellows. The total amount 
of grant funding the College made 
available for the 2011 year was $40,000 
for Australia and $15,000 for New 
Zealand.

The Expert Advisory Group on Continuing 
Professional Development met on 15 
April to review the applications received 
this year—a total of 15 applications 
from Australian-based applicants and 3 
from New Zealand-based applicants. All 
applications were assessed according to 
the following selection principles:

•	 Exhibit	innovation	in	content,	design	 
 and/or method of delivery

•	 Support	as	many	Fellows	as	possible

•	 Focus	on	assisting	those	who	are 
 unable to access the more usual  
 channels of CPD

•	 Provide	the	Fellows	with	an	enduring	 
 continuing education resource

•	 Provide	value	for	participants/ 
 consumers and contribute to their  
 continuing professional development.

The following are the 12 successful 
Australian recipients of the 2011 CPD 
Grants and the 3 NZ recipients.

CPD Grants Committee

AuSTRAlIA

neW ZeAlAnD

Applicant
  Faculty/Division/   
  Chapter/Group

  Resource name   Resource type

Dr Bernie Tuch Endocrinology Stem Cell Roadshow Series of presentations 
targeting capital cities

Dr Bernie Tuch Endocrinology Stem Cell Learning Module eLearning modules

Dr James Cameron Cardiology Indigenous Cardiovascular Health Online 
CPD Program

eLearning interactive module

Dr Sergio Diez 
Alvarez

General 
Medicine

Health Inservice Lecture Series Online education resource

Dr Katherine Brown AChSHM Sexual Assault CPD eLearning resource

Professor  
Fary Khan

AFRM Update in Rehabilitation Medicine Video lectures

Dr Alaric Koh Community 
Child Health

Community Child Health Teaching Videoconference

Dr David Pincus Paediatrics How Can I Do Better—Critical Incidents Workshops

Dr Mark De Souza Paediatrics Regional & Rural Paediatric 
Teleconferences

Series of teleconferences

Dr Tony Huynh Paediatrics CME for Regional & Rural Paediatricians 
in Canberra and Surrounding Paediatric 
Institutions

Paediatric Grand Rounds, 
videoconference, DVD library

Dr Elizabeth Cotterell Paediatrics Rural & Regional Paediatricians 
Community of Practice

Online discussion/eLearning 
modules

Dr David Tickell Paediatrics Ballarat Paediatric Update— 
Neurodevelopmental Disability

Clinical update (conference)

Applicant
  Faculty/Division/ 
  Chapter/Group

  Resource name   Resource type

Dr Helen Winter Oncology MedEduLine eLearning portal

Dr Helen Moriarty AChAM
Alcohol Use in Pregnancy and FASD 
(Foetal Alcohol Spectrum Disorder)

eLearning modules

Dr Mark O’Carroll Thoracic Hub meetings/lectures/workshops Interactive workshops
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MYCPD PAPER VERSION NOT 
ACCEPTED BEYOND 2011

education

T he College is very aware of the 
difficulty some of our Fellows 
face in using the online MyCPD 
system, due to either the lack 

of access to a computer or an absence 
of skill in its use. The online program, 
however, provides significant benefits 
both for Fellows and the College that a 
paper-based option cannot. These include 
the ability to produce interim reports for 
employers or the regulatory authorities, 
efficient recording and monitoring of 
ongoing learning, and encouragement 
to reflect on learning experiences. The 
latter is now a key requirement for 
the accreditation of our continuing 
professional development program. The 
online program also allows for easy entry 
of recurring learning activities and a link 
to other electronic diaries.  

The regulatory authorities see computer-
based learning as an important part of 
continuing professional development. The 
Australian Health Practitioner Regulation 
Agency (AHPRA) Codes and Guidelines, 
‘Good Medical Practice: A Code of 
Conduct for Doctors in Australia’, states 
the following:  

Maintaining and developing your 
knowledge, skills and professional behaviour 
are core aspects of good medical practice. 

This requires self-reflection and participation 
in relevant professional development, 
practice improvement and performance-
appraisal processes, to continually develop 
your professional capabilities. These 
activities must continue throughout your 
working life, as science and technology 
develop and society changes.

The Continuing Professional Development 
(CPD) Expert Advisory Group (EAG) met 
on 15 April 2011 to review the RACP CPD 
Mandatory Participation Policy, where the 
topic of CPD paper-based submissions 
was raised. After careful consideration of 
correspondence received on this topic the 
EAG recommended the removal of the 
paper-based option following the closing 
date of submission of 2011 CPD returns 
of 31 March 2012. 

The College Education Committee 
subsequently amended the CPD 
Mandatory Participation Policy as follows:

4.2.1.1.2 Paper based returns which have  
   been accepted in exceptional   
   circumstances will no longer be  
   available after the 2011 annual  
   return deadline of 31 March  
   2012.

I am advised that the process for 2011 is 
as follows. Only those participants who 

have not previously participated in online 
MyCPD may be considered for a paper-
based return. Applications for exceptional 
circumstances must be submitted to the 
CPD Unit before submitting returns and 
before 31 December 2011. Contact can 
be made with the CPD Unit as below 
should you wish to apply for a 2011 
paper-based version. This will need to 
be completed and submitted to the CPD 
Unit before the deadline of 31 March 
2012. From 1 January 2012 onwards, all 
CPD activities will need to be recorded via 
the online MyCPD program. 

The College acknowledges this may 
cause difficulties for some Fellows and 
will therefore provide support to help 
them in the transition to the online 
MyCPD program so they can meet 
their professional obligations. To access 
this service, simply call the CPD Unit to 
arrange a convenient time for help either 
over the phone or in person.

If you require any further information, 
please do not hesitate to contact the CPD 
Unit at MyCPD@racp.edu.au or +61 2 
8247 6201 (Australia); or MyCPD@racp.
org.nz or +64 4 460 8122 (New Zealand).

Dr Barry Taylor 
Chair, CPD Expert Advisory Group

After more than seven years of service, 
Nola van Huissteden, Executive Officer 
to the NSW State Committee, has 
retired from the Royal Australasian 
College of Physicians.

Since joining the College in March 
2004, Nola has been responsible for 
looking after the NSW State Committee 
and the NSW Trainees’ Committee, 
as well as the Chapter of Palliative 
Medicine until late 2006.

On the subject of her retirement, Nola 
said, ‘I have enjoyed working here and 
I will definitely miss the friends I have 
made at the College, and hope we can 
keep in touch. I will enjoy spending 
more time with my five grandkids’.

Nola has now left for a 10-week 
adventure on a four-wheel drive tour 
through outback Australia, where she 
will explore the Tanami Desert, the 
Kimberleys, Halls Creek, the Bungle 

Bungles, the Canning Stock Route, South 
Australia and the Northern Territory. We 
wish Nola all the best for her trip and 
thank her for her valuable contribution to 
the College over the past seven years.

GOODBYE NOLA VAN HUISSTEDEN 

CEO Jennifer Alexander and  
Nola van Huissteden

Nola van Huissteden with President John Kolbe 
and Treasurer Michael Hooper
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CONTINUING PROFESSIONAL 
DEVELOPMENT – FAQS

When is the closing date to submit my 
annual return?

The due date for submission of annual 
returns is 31 March the following 
year. From November each year, the 
SUBMIT CREDITS button will appear at 
the bottom of the View Activities page 
which will enable you to submit returns 
before the closing date. Please note that 
activities cannot be edited or added once 
submitted to the College. You need to 
contact the College before the due date 
of 31 March to make changes to records. 
Reminders to submit annual credits will 
be sent prior to the closing date. On 1 
April, the SUBMIT CREDITS feature will be 
disabled and credits will automatically be 
submitted to the College.

Why are there two types of credits—
‘Provisional Credits’ and ‘Recognised 
Credits’—on the View Activities page?

Provisional Credits are the total number 
of credits for all activities for the year, 
whether completed or not. Provisional 
Credits become Recognised Credits 
once all MyCPD requirements are 

met. For one-off activities, this is when 
Learning Outcomes are entered on the 
system. However, for recurring activities, 
Provisional Credits become Recognised 
Credits automatically on the date of 
each activity. The Recognised Credits for 
categories 1, 2 and 6 have been capped 
at 50 credits per year. However, bonus 
credits may still be accrued for these 
categories through reflective comments—
see MyCPD Framework on pages 
22–23 of the MyCPD Guide for more 
information.

What is the difference between 
teaching and giving a presentation?

Teaching is usually considered to be a 
part of an ongoing planned sequence of 
teacher/student interactions. Examples 
include supervision or mentoring of 
trainees, supervision of overseas trained 
physicians under peer review, teaching of 
undergraduate or postgraduate students 
in medicine, nursing or allied health 
disciplines, and tutoring. Presentations 
include presentation of a paper or poster 
on issues of medical or educational 
significance at conferences, seminars, 
workshops, grand rounds, QA meetings 
and scientific or educational meetings.

Can I claim preparation time for 
teaching, presenting and published 
articles?

Preparation time for teaching, 
presentation and publication can be 
claimed in Category 6: Other Learning 
Activities at 1 credit per hour. This 
category has a maximum limit of 50 

credits per year; however, credits may still 
be accrued through reflective comments.

Will anyone else be able to read my 
reflective comments?

CPD records are confidential and are 
stored in a secure location at the RACP 
offices in Sydney. For participants who are 
selected for a random review, please note 
that auditors and staff who have been 
approved by the Director of Education 
will have access to reflective comments to 
substantiate credits claimed in this area.

I am retired. Do I need to participate in 
myCPD?

Fellows who advise the College they are 
both fully retired from active practice 
and hold non-practising registration are 
exempted from the mandatory CPD 
requirements. 

I only work part time. Are my 
requirements still the same?

Part-time physicians have the same RACP 
CPD requirements as full-time physicians. 
The underlying principle is that the 
standard of practice is no different for full-
time and part-time physicians. Therefore, 
maintaining currency in knowledge, 
skills and practice means RACP CPD 
requirements are the same.

Where can I get more information on 
myCPD?

On our website www.racp.edu.au, or 
contact the CPD Unit at MyCPD@racp.
edu.au or MyCPD@racp.org.nz.

Below are answers to the 
most commonly asked 
questions on continuing 
professional development. 
We hope these responses 
will prove useful in helping 
you navigate the new CPD 
process.

You may have seen the recent media 
coverage from New Zealand about 
Happy Feet, an Emperor penguin who 
took a wrong turn and ended up on 
Peka Peka beach, which is just north of 
Wellington.

After arriving at the beach, Happy Feet 
became increasingly ill and was taken to 
a Wellington Zoo where he underwent 
several procedures to flush fluid, sand 
and twigs from his stomach. One 
operation alone flushed a cup of sand 
out of his stomach.

One of the procedures was performed by 
Dr John Wyeth, a Fellow of the College 
and the former President of the New 

Zealand Society of Gastroenterology. 
Dr Wyeth was also able to bring along 
some specialised equipment for the 
operation.

Around 100 people gathered at 
the zoo to watch the endoscopy 
procedure, which lasted three hours.

WHEN DR WYETH MET HAPPY FEET

Pictured: Dr John Wyeth with Gastroenterology 
Registrar Dr Eleanor Eliadou. Photograph by 
Clare O’Riordan, Communications Officer 
at the Capital & Coast District Health Board 
(DHB) / Wellington Hospital.
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ALASDAIR MACDONALD  
RACP BOARD MEMBER

Interview

What is the role of the Board in your own 
words?

The Board’s role in my view is to simply 
steer the RACP towards the best interests 
of the Fellowship—and we should never 
lose sight of this role. But within this 
brief we, as a board, need to understand 
and provide what the Fellowship 
needs, and this must include sound 
financial management and appropriate 
corporate governance. The interests of 
the Fellowship, however, also include 
patient care and the healthcare of our 
communities, so the Board must facilitate 
the work of Fellows to influence medical 
practice and health policy. Fellows need 
the College to be responsible for the 
mechanisms of their lifelong education 
and, through this, the maintenance 
of quality in all physician practice. The 
Fellowship also needs to have an avenue 
for succession planning and to be able to 
fulfil the growing healthcare demands, 
and so the Board must oversee the training 
of the next generation of physicians within 
a program that is of the highest quality in 
both its methods and its content. 

What was the path that led to your becoming 
a board member?

I am a board member as a result of being 
the President-Elect of the Adult Medicine 
Division of the College, but more revealing 
may be the reasons for my becoming 
involved with College affairs and how the 
path to this involvement led to my current 
position. 

I came to physician training with both 
life experience and significant time spent 
working in other areas of medicine. I was 
training in a different state from where I 
had worked previously, and at this stage 
had three children, but was surrounded by 
second-year postgraduates, most still living 
at home with mum and dad. The clear 
focus of these trainees at this early stage 
was so much in contrast to the multiple ‘try 
before you buy’ approach I had taken en 
route to physician training. When it came 
to the clinical, I thought my experience 
would be an advantage, but I failed on my 
first attempt. So, in later years, a desire to 
see a system that had failed me move in a 
contemporary direction persuaded me to 
accept an invitation to join the National 
Examination Panel. Suddenly, from the 
inside, I saw the process in a different light 
and I am now a passionate advocate for its 
fairness and equitability, along with its rarely 
acknowledged steady reform, review and 
evolution. From there came the chance to 
work with like-minded engaged Fellows in 
this College, which provided me with such 
enjoyment that one thing led to another 
across many areas until I found myself on 
the Board. 

What do you most enjoy about being on the 
Board?

This question is hard to answer, but after 
some contemplation I think it is the other 
people and what I learn from them.

What do you least enjoy?

Again, a hard question, but two things 
come to mind. One is that we as a College 
frequently fail to value our diversity, instead 
often striving unnecessarily for symmetry 
and compliance to a single model. The 
second is our all too frequent failure at 
effective communication, which leads to 
conflict and distrust when almost always 
intentions were good, and ultimately to 
animosity, and to areas and individuals 
pulling in opposite directions.

What was the biggest surprise about being a 
board member?

How big the Board was, and the potential 
functional impediments that might occur 

because of its size, particularly regarding the 
delegation of issues to the Executive and 
the CEO. (I suppose I would have realised 
this if I had thought it through properly.) 
At the meeting of the transitioning board, 
seeing all the members in the same room, 
as well as staff, with new members initially 
just observing, was quite a shock. It was an 
imposing group. 

What was unexpected?

The significant expertise and qualifications of 
many of the staff and those who offer their 
time in specific areas, such as the members 
of the Finance Committee, were a surprise to 
me. Perhaps naively, I had seen the College 
staff in a secretarial, administrative and 
support role, with business, finance and IT 
skills in particular. I had not seen staff in the 
role of producing intellectual property, but 
more as supporters of Fellows producing 
intellectual property, particularly in areas 
such as health policy. So, like many, it is still 
taking me time to adjust to trusting their 
skills as part of a team and sometimes as 
team leaders. Personally, as leader of the 
team and in control of the whole show is 
where, as a physician, I tend to be most 
comfortable and I suspect most physicians 
would feel similarly, if they were honest.

Was finance and governance training useful?

The finance and governance training has 
been of great value, both in my Board role 
and in my role as Divisional Director of the 
hospital where I work. If nothing else, it has 
taught me enough of the lingo to mix it 
with my bureaucratic Health Department 
minders!

What did you learn?

I did learn that my private practice, as a 
result of my pro bono College work, was 
trading insolvent, and had it not been for 
my public hospital income propping it up 
I would have been ineligible to be a Board 
member because of bankruptcy. So finance 
training was very helpful.

What were you least prepared for as a board 
member?

The sheer volume of documents that pass 
my desk, either in paper or electronic 
form, as a board member and as a result of 
committee work that has brought me to the 
Board.

How have you dealt with that issue?

Having perused the documents, in general 
I take the approach that if I do not have 
something of value to contribute I do not say 
anything, particularly if the subject is outside 
my area of expertise. 

Alasdair MacDonald

This is the first in a series 
of interviews with RACP 
board members on their 
views on the role of the 
RACP Board, how they 
became involved, what 
they have learned and what 
advice they would give to 
others considering a Board 
position. We asked Alasdair 
MacDonald the following 
questions.
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MORRIS GOLLOW AM, MRCS 
(ENGL), LRCP (LONDON), DIP 
VEN (LOND) PPACSHP, FAChSHM 
13.11.1925 – 3.4.2011

D r Gollow, the inaugural 
President of the Australasian 
College of Venereologists 
(ACVen), passed away after 

a short illness on 3 April 2011. Having 
envisaged that Venereology should be 
recognised as a specialty in its own right, 
he was involved in the establishment of 
this College and was its President for the 
first triennium, 1988–1991.

His career in medicine started in London, 
but in 1956 he emigrated to Western 
Australia with his wife, Sue, becoming the 
local medical practitioner for Kununoppin, 
a small wheat-belt town. In 1958 he and 
his family moved to Perth to provide 
better schooling for their children. He 
initially worked as a General Practitioner in 
his own practice until he joined the Health 
Department of Western Australia in 1975 
as a Venereologist. The clinic was located 
at 69 Moore Street and run by Dr Arthur 
Newnham. Dr Gollow took over the 
position as Director of VD Control in 1979 
when Dr Newnham retired. 

During his time as a Venereologist he 
regularly visited remote areas of the 
state, where the increasing prevalence of 
syphilis and gonorrhoea was just being 
recognised, and provided support and 
updates to staff in the regions on a regular 
basis. He also held monthly meetings at 
the clinic where clinicians, scientists and 
general practitioners with an interest in 
Venereology used to meet over a glass 
of wine and some light food. He worked 
closely with his laboratory associates and 
was able to routinely provide chlamydia 
testing via culture for clinic attendees, 
when chlamydia was only just being 

recognised as an important pathogen. He 
also worked closely with his colleagues in 
the Health Department to ensure open 
access to the clinic, with services and 
treatment provided free of charge for the 
promotion of the greater public-health 
good. 

Dr Gollow wrote and lectured prolifically, 
and had many articles published during 
his career. His pioneering work was 
recognised in 1986 when he received 
the Order of Australia for his services to 
Venereology. 

Dr Gollow is survived by his wife, Sue, 
their four children Adam, Ian, Charles and 
Anne, and eleven grandchildren, all of 
whom he doted on.

As inaugural President of the ACVen, Dr 
Gollow and his wife endowed funds for 
an honorarium to be given to the invited 
presenter of the Gollow Lecture, delivered 
at the annual scientific meeting of the 
former Australasian College of Sexual 
Health Physicians (which followed on 
from the ACVen). Since 2004, when the 
Australasian Chapter of Sexual Health 
Medicine amalgamated with the RACP, 
the Chapter has sponsored the lecture 
at its annual Australasian Sexual Health 
Conference.

Associate Professor Jenny mcCloskey 
FAChSHm 
Sexual Health Physician, Sexual Health 
Services, Royal Perth Hospital 
Associate Clinical Professor, School of 
Biomedical, Biomolecular and Chemical 
Sciences, UWA

Since becoming a board member, what has 
the Board done of which you are most proud? 

From a personal perspective, I think the 
Board’s quick acceptance of the need to 
have a profile in international health affairs 
involving physicians, particularly those that 
affect our Pacific neighbours, and in view of 
this the establishment of a committee and 
a subcommittee to address these needs.

Why should Fellows and trainees become 
board members?

I believe very strongly in the importance 
of the College and that those who wish to 
see it go forward will not see this happen 
by throwing rocks from outside but only by 
getting involved and influencing change 
from the inside.

What advice would you offer someone 
considering this path?

‘Just Do It!’ Respond to an expression of 
interest, get involved in a state or local 
committee, or otherwise talk to an 
engaged Fellow. 

obituary

RACP News welcomes your feedback 
on articles published in the journal, 
or any other topic for which you 
would like to air your view.

Please include your name and 
contact details. Your name will be 
published at the bottom of your 
published letter.

Letters to the Editor may be 
reasonably edited for clarity, length, 
fairness or for ‘safety’ reasons. If you 
don’t wish your letter to be edited, 
please ask that it be published in full, 
or not at all.

Letters which are defamatory, racist 
or sexist will not be published.

The Editor is not obliged to publish 
a reply, but fairness will prevail and a 
clarification, correction or a letter to 
the contributor may be assessed as 
the appropriate response.

Please send your letters to 
racpnews@racp.edu.au.

leTTeRS To THe  
eDIToR – A CHAnCe  
To HAVe YouR SAY



40     RACP news August 2011

obituary

LA LANGUE DE MOLIERE:  
WHEN A LIFE ON THE STAGE 
BECKONS IN FRENCH!

Chanel breaks her silence in Huit Femmes Nicole’s comical attempts to revive the corpse in 
Happy Valentine

After Hours

W 
hile others in my graduating 
year managed their 
overseas stints far earlier in 
their careers, my personal 

circumstances kept me in Sydney until my 
daughter started university. Opportunity 
knocked with the restructure of the 
NSW health system in 2005 to relocate 
to Canada. Fellows will likely know that 
Canada has two official languages: English 
and French. What might not be apparent 
is that it is possible, in Ottawa at least, to 
live a life entirely in one or other language: 
radio, TV, shopping, theatre, movies, 
government services and even ‘learn-to-
skate’ classes, all are available in either one 
or other official language. In Ottawa, the 
fortune cookies are bilingual!

With some initial anxiety, I committed to 
learning French through a government-
accredited language school of which there 
are many in a city where the dominant 
government employer requires managers 
to demonstrate bilingual capacity before 
they can move further up the ranks in the 
public service. By seizing every possible 
opportunity to practise—art classes, public 
lectures, academic meetings, country trips 
—I managed to acquire a convincing 
level of business and conversational 
French, albeit with a Quebec accent. 
At language school, I began every day 
with La Presse, the morning newspaper 
from Montreal, and was grilled about 
the state of the world by my teachers to 
cement le subjonctif, le conditionnel and 
les idiomes québécois. While not in the 
formal curriculum, no student could resist 
learning a few expressions of street-smart 
joual, whose roots as a unique Quebec 
dialect can be traced back to l’Ancien 
Régime of Louis XIV, the Sun King. On a 
professional note, there was always plenty 
to read, understand and discuss. Even 

today, I can recall les indices du rendement 
des soins de santé de première ligne.1 I could 
mount a convincing argument to support 
le courtage de connaissance pour favoriser 
l’élaboration de politiques fondées sur les 
données probantes.2

Upon my return home, I joined the 
Sydney French Theatre, in November 
2008, which stages amateur French 
theatrical performances. To my surprise, 
I was immediately given a small part as a 
provincial cook named Chanel in Sydney 
French Theatre’s adaptation in May 
2009 of Huit Femmes by Robert Thomas. 
Although better known through the 
2002 French retro-film version directed 
by François Ozon, our one-act piece with 
an enthusiastic ensemble cast was a great 
success. Those who have seen Ozon’s film 
would agree that casting me as Chanel 
was a brave decision by our director, 
Cécile Payet. Emboldened, I next played a 
chic Parisienne named Nicole in a murder 
mystery written exclusively for Sydney 
French Theatre by Maxime Elgue and 
staged in December 2009. This time, a 
transformative black wig and French bijoux 
made my character a veritable femme fatale 
who, when unmasked and de-coiffed, 
faces a farcical demise. Our most recent 
theatre season in April 2011 comprised 
short plays (and a dance) inspired by 
the seven deadly sins. How could I resist 
wearing a fat suit and teasing the audience 
with another secret transformation? A 
César-winning performance, some have 
said, as La Gourmandise (Gluttony)! As all 
performances staged by Sydney French 
Theatre have surtitles, it is not essential 
to understand French to watch our plays, 
but it is clear from the bimodal waves 
of laughter from the audience that the 
Francophones have a slight edge over the 
Anglophones when we perform comedies!  

Sydney French Theatre promotes 
all performances throughout the 
Francophone networks of Sydney, 
including Alliance Française. As a result, 
a group of cast members were guests 
earlier this year on TRAMPOLINE (www.
trampoline885fm.org.au), a weekly 
program on Sydney’s 2RRR community 
radio station that broadcasts in French. 
As part of the publicity, I gave a 
short monologue in character as La 
Gourmandise. Yet it didn’t stop there! Ever 
eager to practise my second language, it 
was a thrill to accept a follow-up invitation 
from TRAMPOLINE to give a broadcast 
dedicated to a small but significant 
episode of Australia’s colonial history that 
would reach out to their diverse audience. 

This little known but poignant history of 
58 French-Canadian convicts—known 
as Les Patriotes—who mounted a valiant 
but unsuccessful rebellion in 1837 against 
the colonial representatives in Canada 
of the imperial government of Britain to 
secure independence for Quebec is far 
better known in Canada where, in many 
ways, their spirit continues today. Of those 
100 or so felons convicted in Montreal, 
a dozen received the death penalty by 
hanging. A further 58 were exiled to the 
colony of New South Wales. In retelling 
the origins of this rebellion, the nature 
of their sentencing, where in Sydney 
they had landed in 1840 and worked 
as indentured labourers, I had sourced 
information from published journals kept 
by two of Les Patriotes, one of which I had 
seen as an original edition at a museum in 
Montreal when living in Canada. This gave 
the broadcast about Les Patriotes a very 
personal dimension. To add music and 
mood to the story, the 2RRR TRAMPOLINE 
radio hosts—Christophe and Maïté 
Barbé—selected French-Canadian folk 



RACP news August 2011     41

From the poster for Seven Deadly Sins (2011)

Broadcasting from 2RRR TRAMPOLINE studio

songs for the broadcast which was timed to 
coincide with three important holidays in 
Canada: La Journée Nationale Des Patriotes 
in Québec (23 May); La Fête Nationale du 
Québec (St John The Baptist Day) (24 June) 
and Canada Day (1 July). In Sydney, a 
monument commemorating Les Patriotes, 
unveiled by one of the greatest champions 
of a bilingual Canada, the former Canadian 
Prime Minister Pierre Eliot Trudeau, is well 
worth visiting at Bayview Park on Canada 
Bay, near Cabarita, on the foreshores of the 
Parramatta River. 

Of course, modern media technology 
makes it easier than ever before to keep 
up a second language. Podcasts from 
Radio France International (RFI) span all 
manner of topics and levels of French 
fluency—the website is a treasure trove for 
the Francophile. It is ridiculously easy to 
purchase French audiobooks from FNAC.
com or Amazon.fr. More recently still, the 
plethora of applications for smart phones 
and electronic readers has brought France 
to me. Has Paris Match ever looked better 
than on an iPad? I also subscribe to le petit 
journal (www.lepetitjournal.com), a daily 
e-newsletter in French which includes 
la citation du jour (see below for some 
superb quotes). If this all sounds rather too 
frivolous, I can reassure any serious reader 
of After Hours that I aim to maintain a 
professional medical vocabulary and retain 
my bilingual classification with the College 
of Reviewers for the Canada Research 
Chairs scheme.

Where to next with Sydney French Theatre? 
Perhaps when I am less busy work-wise, 
I might tackle something substantive by 
Ionesco, Molière or Mouaward. Qui sait? 
For now, however, the stage can beckon 
only once or twice a year: no matter how 
small the part, it is amazing to experience 

the magic of the theatre and work hard as 
a team to create something special for our 
audiences. 

As readers will most likely appreciate, French 
culture is deeply entwined with performing 
and visual arts, philosophy, literature and 
la vie engagée. In medicine, we work with 
our dominant left brain—and properly so 
when pursuing the vexing clinical diagnosis, 
balancing clinical risks or scrutinising clinical 
outcomes. Yet let’s never forget the right 
brain! For me, a second language has 
opened up a second world and has enriched 
my life after hours. Committing to French 
acting is both terrifying and rewarding. As 
we say at Sydney French Theatre, ‘Personne 
ne meurt du gêne’.3 Tempted? Please contact 
Sydney French Theatre via our website 
(www.sydneyfrenchtheatre.org). Come 
along and have fun!

Professor Jeanette Ward MBBS MHPEd PhD 
FAFPHM FAICD is a Fellow of the Australasian 
Faculty of Public Health Medicine and has 
served as an elected member of its National 
Council, as NSW Regional Committee Chair 
and on the examiners’ panel. She is widely 
published in public health and policy matters. 
Jeanette is currently a member of the RACP 
NSW State Committee and represents the 
College on the NSW Council of Social Services 
Health Policy Advisory Committee. 

notes

1. Primary healthcare system performance  
 indicators.

2. Knowledge transfer to promote evidence- 
 based decision-making.

3. No-one dies from embarrassment.

Translations next issue!

QuoTeS oF THe DAY 

Il nous faut peu de mots pour exprimer 
l’essentiel. Paul eluard 

Le véritable voyage de découverte ne 
consiste pas à chercher de nouveaux 
paysages, mais à avoir de nouveaux yeux. 
marcel Proust

Nous ne voyons jamais les choses telles 
qu’elles sont, nous les voyons telles que 
nous sommes. Anaïs nin
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COMPULSORY READING

The Checklist manifesto by Atul 
Gawande. Profile Books, London, 2010. 
RRP $29.99.

A tul Gawande will be known 
to many as a charismatic 
Boston surgeon, academic and 
healthcare writer with a knack 

for explaining complex healthcare issues in 
a simple and accessible way. His previous 
books (Better and Complications) and his 
writings for the New Yorker have helped to 
unlock the mysteries of healthcare and, in 
particular, surgery for a readership desperate 
to understand. He has as a result become 
compulsory reading for those of us in the 
healthcare community who are interested 
in what our patients are reading. His books 
are also important for those of us with an 
interest in understanding how healthcare 
delivery might be improved.

The Checklist Manifesto is a succinct yet 
clear description of the development and 
introduction of the ‘WHO Surgical Safety 
Checklist’, described in detail in the New 
England Journal (2009;360:491–499) and 
subsequently in the Australasian context 
(MJA 2010;192(11):631–632).

The checklist (available in English 
at http://whqlibdoc.who.int/
publications/2009/9789241598590_eng_
Checklist.pdf) contains 16 simple checks to 
be carried out prior to the commencement 
of surgery. The checklist, strongly endorsed 
by the Royal Australasian College of 
Surgeons, has been modified slightly for use 
in the Australasian context.

Gawande, who was intimately involved with 
the development and pilot of the checklist 
for the World Health Organization, describes 
in an appealing and very personal way a 
remarkable journey to a deep understanding 
of the lesson of standardising the routine as a 
means of managing the inherent complexity 
of healthcare.   

Learnings from the construction, aviation 
and finance industries are woven together 
to clearly describe standardisation as critical 
to the successful management of the most 
complex situations. An anecdote about early 
NASA test pilots who with little consistency in 
their approach bravely ‘strapped themselves 
into machines of barely controlled power 
and complexity’ could easily be describing 
the doctor in a modern healthcare setting, 
providing inputs to a system which has 
enormous potential for both benefit and 
harm. Checklists provide consistency and, in 
particular, drive outstanding communication 
and teamwork, both critical precursors to 
high-quality care. A recent online search for 
publications on the Surgical Safety Checklist 
reveals an explosion of new and compelling 
evidence supporting its use.

Whilst many doctors will recoil from the 
idea of using checklists for elements of their 
care, it’s worth remembering how much 
of what we now do in clinical practice 
is already largely standardised. Who, for 
instance, would not want a guarantee that 
their partner’s AMI was being treated with 
early attempts at revascularisation? Who 

would want their episode of dialysis managed 
by a team making it up as they went along, 
or their child’s anaphylaxis episode treated in 
an ad hoc fashion? Those involved in clinical 
research will understand that it is now in 
effect entirely checklist driven. 

Gawande demonstrates clearly that the key 
role of checklists is to standardise the routine, 
freeing up doctors to do what they really need 
to do, which is to manage the complexity 
of the individual patient. So pervasive is 
this idea that Liam Donaldson, the former 
Chief Medical Officer of England, described 
previously a commitment to standardisation 
as an important professional behaviour.

I commend this important book to anyone 
with an interest in improving healthcare. 
It is, I believe, appropriate for Fellows of 
this College to embrace this idea in their 
own clinical areas. Further research into 
the development, implementation and 
effectiveness of checklists in physician practice 
is critical, and the College would be wise to 
strongly support such research.

Grant Phelps FRACP FRACmA

malaria letters:  
The Ross–laveran 
Correspondence 1896–1908
Edwin R Nye

Otago University Press, Dunedin, New 
Zealand, 64 pages 

It has been estimated that a child dies from 
malaria somewhere in the world every 30 
seconds. The disease affects more than 100 
million people each year, most of them 
in sub-Saharan Africa. But, with global 
warming, the distribution of mosquito 
vectors is changing and whole populations 
are at increasing risk. 

This book is the first translation of the 
collected correspondence between Nobel 
Laureates Alphonse Laveran, a French 
physician who demonstrated that protozoa 
were the causative agents of malaria, and 
Ronald Ross who, building on Laveran’s 
work, showed that mosquitoes transmitted 
the malaria parasites. Apart from his 
illustrious medical and scientific career, Ross 
was well regarded in the arts as a poet, 
writer, playwright and painter.

Malaria Letters invites the reader to share 
in the excitement of a major scientific 
discovery, and it puts modern science in a 
broader historical perspective. And it asks 
whether the world has let these two men 
down, failing to translate their findings into 
‘straightforward action’.

Checklists provide 
consistency and, 
in particular, 
drive outstanding 
communication and 
teamwork, both 
critical precursors to 
high-quality care.

I commend this 
important book 
to anyone with an 
interest in improving 
healthcare.

Book Reviews
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As a valued RACP Fellow or Trainee you have unlimited free access to the Member Advantage Benefits Program. 
This entitles you and your family to exclusive discounts on a wide range of quality lifestyle and financial products.

Benefits include savings on:

The Royal Australasian College of Physicians  
Member Advantage Benefit Program

Call Member Advantage on 1300 853 352  
or visit www.memberadvantage.com.au/racp 
NZ Fellows & Trainees call +61 3 9695 8997

> health insurance*

> credit cards*

> car hire 
> magazine subscriptions 
> airline lounge memberships
> home loans*

> packaged holiday tours
> tax return service*

> premium wine

 

> car purchasing
> gift hampers* 
> accommodation 
> car insurance* 
> travel insurance* 
> home & contents insurance*

> income protection insurance*

> and many more

 
 

*Service available to Australian residents only. Photograph of Cambodia courtesy of Intrepid Travel.

Make the most of your membership benefits!

For details on how to obtain all services and discounts:

member Advantage
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Your patients trust you with 
their complex health problems. 
Who do you trust with your 
medical indemnity?

We Listen to Our Members.

Call us today on  
1800 011 255 

When all you have worked to achieve faces a legal threat, trust the
professionals who understand the importance of what you do.

MDA National are reputable experts in the medico-legal field just as you are in your 
chosen specialty as a physician.

Wholly aligned with the medical culture and with over 85 years’ experience in providing 
sound defence and advice to Members, MDA National has a wide range of benefits, 
not just access to a professional indemnity insurance policy.

MDA National is a clear choice when you value expertise, trust and 
a good reputation.

Insurance products are underwritten by MDA National Insurance Pty Ltd (MDA National Insurance) ABN 56 058 271 417 AFS Licence No. 238073, a wholly owned subsidiary of The Medical 
Defence Association of Western Australia (Incorporated) ARBN 055 801 771, trading as MDA National. The liability of Members is limited. With limited exceptions they are available only to 
MDA National Members. Before making a decision to buy or hold any products issued by MDA National Insurance, please consider your own circumstances, read the Product Disclosure 
Statement and Policy wording available at www.mdanational.com.au. DIP049 
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Photographs courtesy of Toowoomba City Council 

 

Staff Specialist 
MEDICAL ONCOLOGY 

TOOWOOMBA Hospital 
An opportunity currently exists for a Medical Oncologist to join our dynamic team at 
Toowoomba Hospital Oncology Unit, to help develop our rapidly expanding service. 
Toowoomba Hospital recently received Federal funding for the further development 
of Regional Cancer Centres, which has culminated in a number of newly refurbished 
areas in the unit. There is a co-located day unit, oncology-specific outpatient area, 
MDM/ training room and new staff and consultant offices. In early 2012, the new 
purpose built 24 bed haematology/oncology/palliative care ward will be completed, 
which will greatly enhance the service provided and allow for more specialist in-
patient treatment. 

 Toowoomba Hospital is an acute hospital serving a regional population of 
approximately 280,000 in Southern Queensland. The hospital is staffed by all major 
specialties except neurosurgery and cardiothoracic surgery. 

Current annual attendances for oncology in the day unit are around 2200, with 
around 360 new patients seen annually. The service is currently growing at around 
10% p.a. The service is well supported with cancer care coordinators and Allied 
Health Staff, and has excellent support from the Department of Medicine. 

Radiation Oncology services to public patients are provided  by Radiation Oncology 
Queensland (ROQ), a state of the art private facility at St Andrews Private Hospital in 
Toowoomba. There are strong links to the service with radiation oncologists present 
at the regular MDT meetings held in the Department. St Andrews also has a large 
new oncology unit, providing scope for private work .There are also strong links to 
our tertiary service, The Princess Alexander Hospital in Brisbane, including CME 
support. 

The department provides a busy but balanced professional life for Staff Specialists. 
Teaching and training is a strong focus of the Department, involving residents, 
registrars and fourth year Medical Students of the University of Queensland Rural 
Clinical School, which has a large on-site campus and library.  

Toowoomba is one of SE Queensland’s well-kept secrets – Australia’s largest inland 
non-capital city, situated on the Great Dividing Range about 90 minutes highway 
drive west of Brisbane, with a local population of 120,000. We enjoy a temperate 
mountain climate of 4 distinct seasons, including glorious warm summers without 
oppressive conditions, and cool winters. Toowoomba is an easy driving distance 
from Queensland’s Gold and Sunshine Coasts, but without the higher cost of living 
or the congested metropolitan environment of the SE Queensland coastal strip. 
Toowoomba is renowned for its attractive landscape and livable environment, good 
shopping, cultural and sporting facilities, as well as excellent public and private 
schools. 

Terms and conditions of employment are in accordance with the Queensland 
Hospitals’ Senior Medical Officers’ Award and includes the best pay rates in 
Australia. Assistance with relocation expenses is offered for prospective employees.  

Enquiries Dr Natacha Sorour, Medical Oncologist Toowoomba Hospital 
 Email: Natacha_Sorour@health.qld.gov.au 
 Phone: (07) 4616 6000 Mobile: 0407 730 998 
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Sale, Gippsland, Victoria

General Physician
with subspecialty interest
in Gastroenterology  
•  Salaried Staff Specialist appointment with right to private 

practice and fee-for-service procedural remuneration  
•  One in four roster, shared with three other Specialist Physicians
•  City comforts, country lifestyle – close to lakes, mountains, 

snow and beaches

Central Gippsland Health Service (CGHS) is seeking a suitably 
qualified and experienced General Physician to continue a well-
developed regional Gastroenterology practice or develop a new 
subspecialty practice.  The position is becoming vacant with 
the current Gastroenterologist’s return to the United Kingdom.  

CGHS’s four Consultant Physicians have a long tradition of 
providing specialist care to the 85,000 people in the Shire 
of Wellington and parts of South and East Gippsland.  They 
practise as generalists with various subspecialty interests.  You 
would function as part of a one-in-four general receiving roster 
covering all aspects of acute general medicine.  

Background information is available on www.cghs.com.au. 
Please see our full-text advertisement on www.mycareer.com.
au then contact Les McBride in the first instance at:

Email: lm@clevelandmcbride.com 
Tel: 03 9486 0500 

Fax: 03 9486 0200 
Mail: Suite 4, Level 4, 

372 Albert Street, 
East Melbourne, Vic 3002

L4
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Health Recruitment
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Two full time positions are available for Rehabilitation Registrars 
from January 2012 at John Flynn Hospital. These positions are 
fully accredited for training with the AFRM.

The Registrars role will involve assessment and day to day 
management of adults requiring rehabilitation in both the 
inpatient hospital and the day Hospital.  The casemix is that of  
a generalist rehabilitation unit comprising mostly elderly patients 
with orthopaedic, neurological, cardiac, conditions or general 
deconditioning following complex medical or surgical illness.

The appointees will participate in the weekly formal educational 
program provided for rehabilitation registrars at the John Flynn 
Hospital.  In addition they will have access to the QLD Registrar 
Training program, the Bi National training program, the AFRM 
Rural Sig Journal Club teleconference and the John Flynn allied 
Health teaching program and Journal club.

Medical registration in Qld is an essential requirement.   
The position is funded by the EPST program and it is an 
essential requirement that appointees are on the AFRM 
training Program.

Interested applicants should contact Dr Kim Dobbie  
on 0402341665

k.dobbie@aapt.net.au

Applications including resume should be forwarded to Human 
Resources, John Flynn Private Hospital PO Box 1 Tugun 4224  
or e-mail hr.jfp@ramsayhealth.com.au 

Closes:  31 August 2011

Vacancy No 11-51

Accredited Registrar – Rehabilitation Unit  
John Flynn Private Hospital, Gold Coast

Classifieds

We offer newly designed rooms for  

medical consultants with a variety

of service levels available; within walking 

distance to Hurstville train and bus station,  

on and off street parking.

Facilities provided: Computer, ADSL2 internet 

access, Kitchen, Utilities, Reception,  

Room furnishings.

To organise a room inspection or for 
information on rates and availability,  

please contact RoseAnn on  
(02) 9570 1622 or via email:  

roache@retinaconsultants.com.au

SESSIONAL ROOMS 
AVAILABLE 

HURSTVILLE, NSW



48     RACP news August 2011

Commercial Property Finance • Asset Finance • Deposit Facilities • Goodwill & Practice Purchase Loans • Home Loans  
Income Protection & Life Insurance • Professional Overdraft
 
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. 

Medica l  F inance

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 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  
www.investec.com.au/medicalfinance.

Exper ien


