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RACP Congress 2014 is set to be one of our most celebrated events 
ever as we draw to a close the College’s 75th anniversary. 

Don’t miss your chance to be part of the celebrations, and to take in the 
great sights New Zealand has to offer.

Find out more about RACP Congress 2014 
visit www.racpcongress2014.com

18-21 May 2014 Auckland, New Zealand
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Dear Colleagues

Welcome to the winter edition of RACP News.

Change and evolution towards the future continue within the College and 

I have pleasure in introducing you to several new projects in a number of 

different areas of our College work.

Policy & Advocacy

Self-education expenses

The RACP has been active on a number of fronts in engaging with 

the Australian Government on the proposal to cap work-related tax 

deductions for self-education expenses at $2000.

We have made a submission in response to the Treasury Discussion 

Paper on this matter. Our submission puts forward strongly the public 

interest case for maintaining these deductions for medical education 

and training so that Australians can continue to enjoy high levels 

of quality and safety in their healthcare. We have also collaborated 

with other bodies that share our concerns with the proposed cap, 

notably the Committee of Presidents of Medical Colleges (CPMC) and 

the Associations Forum. The College has already contributed to the 

submissions planned by these bodies to the Treasury Discussion Paper.* 

The College has also agreed to become aligned with the Scrap the Cap 

Alliance, a social media group comprised of medical associations which 

is promoting various social media campaigns to advocate against the 

proposed cap, and is encouraging individual Fellows to sign up. You can 

access the website at: www.scrapthecap.com.au/. 

The submission from the College in reply to the Treasury Consultation and 

Submissions Inquiry into ‘Reform to Deductions for Education Expenses’ 

is aligned with the CPMC submission, with additional information related 

to College education activities. (The College submission can be accessed 

at: www.racp.edu.au/page/policy-and-advocacy/college-submissions.)

I would encourage all Specialty Societies and individuals to inform your 

local political representatives and members of the Australian Government 

of our concerns. As demonstrated by past experience, many voices 

united may not be heard, but a thousand individuals each protesting may 

well be heard more clearly. 

CONTINUING CHANGE AND OPPORTUNITY

In his bi-monthly Communiqué, Associate Professor Leslie Bolitho brings you up to date with matters 

of interest to College Fellows and trainee members.

Associate Professor Leslie E Bolitho AM

RACP 75TH ANNIVERSARY

Federal election strategy

The Policy & Advocacy team asked the 
Fellowship to comment on a draft outline 
of an election statement that is drawn from 
previous submissions and existing policy 
priorities. The team worked consultatively 
with key Fellows to develop and refine 
the statement. The College statement will 
form the basis for an election strategy 
that will follow through on priority issues 
post-election and seek meetings with 
key Ministers and ministerial advisers to 
advance the policy issues about which the 
Fellowship is passionate. Turn to page 11 for 
an outline of the five health policy priorities 
the College will be advocating for following 
the September election.  

Policy & Advocacy leadership

There have been a number of changes 
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to key personnel in the College Policy & Advocacy Committee (CPAC). 
Professor Nick Talley continues as Chair, with Dr Grant Phelps appointed 
Deputy Chair at the June Board Executive meeting. 

We also have a new Director, Policy & Advocacy, Caroline Turnour. 
Judith Bowtell replaces Luke Clarke, Manager Policy & Advocacy, who 
has left the College to take up the role of Director, Policy Development 
at the Independent Hospital Pricing Authority (IHPA). Luke has had a 
longstanding interest in healthcare funding and recognises that this area 
of work will play a substantial role in healthcare reform over coming years.

I would like both to thank Luke and to recognise his contribution to the 
College over the past three years, during which time we have seen a 
doubling of policy and advocacy resources.

RACP Foundation

In 2012, RACP Foundation scholarships and grants to the value of $1.9 
million were awarded. As always, there were many worthy applicants who 
were not successful in receiving support due to limited funds.

This year, the Opt Out scheme attracted increasing participation from 
Fellows and trainee members who made a donation to the Foundation. 
This scheme over the past three years has strengthened College support 
of the Foundation and will ensure success of the RACP Foundation 
Research and Education Awards Program. There is an increasing 
awareness of the need for and value of research being supported. The 
number of applications for Research Entry Scholarships increased from 
65 for 2013 to 102 for 2014. Applications for the Research Establishment, 
Career Development and Open Fellowships increased from 54 for 2013 to 
69 for 2014. The total number of applications increased from 119 to 171.

In addition, the RACP Foundation recently conducted a successful pilot 
public fundraising campaign. This returned a net gain to the Foundation 
and indicates that further work to engage the broader community in 
supporting the RACP Foundation is warranted. 

I would also like to thank all Fellows and trainee members who supported 
the 2013 Tax Appeal for the Foundation. Your response will help future 
emerging researchers among our Fellowship. 

Since the Research and Education Foundation, now known as the RACP 
Foundation, was established in 1991, over 875 awards to the value of $20 
million have been awarded to Fellows and trainee members to support 
their research and education projects. This is strong evidence of our 
College’s commitment to build the Foundation in order to support our 
Fellows and members in the early years of their careers in research and 
to ensure our profession is known for its commitment to evidence-based 
knowledge and practice. 

To this end, we have established a College Research Committee, which 
met for the first time on 24 July 2013. You can read about its members and 
the key areas of discussion at its first meeting on pages 29 and 30.

MyCPD Program and future requirements for 
revalidation

Although most physicians have always been assiduous in ensuring that 
their knowledge and skills are kept at the leading edge of their field, there 

are increasing societal expectations that 
professional skills be current and validated. 
Continuing Professional Development 
has been a longstanding requirement in 
acknowledgement of these expectations. The 
RACP’s program is highly flexible and allows 
physicians to determine their own needs, 
and although the reporting system is at times 
cumbersome, most active physicians have no 
difficulty recording the required activity. 

Formal revalidation, already a fact of life 
in the UK, North America and (at least in 
part) in New Zealand, is now likely to be 
introduced as a further evolution in meeting 
society’s expectations of us. The College is 
committed to working with regulators such 
as the Medical Board of Australia and the 
Medical Council of New Zealand to ensure 
that any program introduced here supports 
the continued development of skills and 
improvement in the quality of medical 
practice and is not simply an onerous 
regulatory burden.

The College has a vital obligation to 
represent the interests of trainee members 
and Fellows as we strive for excellence in our 
work as physicians to deliver services to our 
communities today and into the future. 

OSCAR update

In what has been a busy period for the 
College, progress is continuing to improve 
services for members.

In May I sent an email to all members 
announcing the project known as OSCAR: 
Online System for College Administration & 
Reporting. OSCAR represents a significant 
financial and cultural investment by the 
College and will provide a rigorous and 
sophisticated membership database, 
administration and management system to 
better serve the requirements of members 
and staff. This will improve the way the 
College continues to support and serve 
Fellows and trainee members.

Whilst it will take some time before OSCAR 
is fully operational, staff and the project 
team are working closely with the vendor 
to ensure that the system design will give 
College members ‘simpler, faster, smarter’ 
communication and interaction with the 
College.
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Learn more about OSCAR by visiting the RACP website: www.racp.edu.au/
page/oscar.

75th Celebrations and Board Forums

The RACP Congress in Perth in May this year was the first in a calendar 
of celebrations across Australia and New Zealand marking the College’s 
75th year and the achievements of College members and leaders over this 
time. The aim of the celebrations is to recognise and celebrate our past, 
acknowledge current activities and achievements, and look forward to our 
future.

The theme for the Congress and associated events, 75 Years Striving 
for Excellence, provides a fitting platform to celebrate our College and 
Fellowship. Our College has a proud tradition, and there are many 
milestones and achievements throughout our College’s rich and dynamic 
history. There is an excellent photographic collage displaying our College 
timeline and documenting key moments in our history which will be 
prominent at various functions throughout the year.

As the Board meets in capital cities across the two countries during this 
year, College members will be able to join in events celebrating our 75 years 
of achievements, as well as contribute to the work towards future years of 
leadership in healthcare. 

Along with my Board Director colleagues, I am hoping to meet many 
of our members at the RACP’s inaugural Q&A Forums that will be held 
across Australia and New Zealand over the next 12 months, commencing 
in Canberra on 7 August 2013. Other forums are scheduled for Auckland 
in October 2013, Sydney in December 2013 and Hobart in February 2014. 
Additional meetings will be announced in the foreseeable future.

The Q&A Forums are an opportunity for members to consider and contribute 
to the Board’s vision for the structure and function of the College, including 
some of the latest developments and initiatives to address the outcomes 
from the Member Research Study 2012. The current Board is working to 
ensure that members are able to be involved in all significant and important 
College developments and strategies, and these Q&A sessions are just one 
of the ways in which you as members can be involved more frequently and 
on a more personal level. 

I hope that each of you will aim to attend one of these events and contribute 
directly to shaping the future of your College. 

Change and opportunity

The College has been making significant progress with governance 
arrangements for Education and for Policy & Advocacy, and the Board is 
now focusing its attention on options for streamlining the overall governance 
arrangements for the College. 

The engagement of all individual members will be very important as the 
Board looks to the future for the College and its members, and there will be a 
range of opportunities for all members to contribute to the discussions. Your 
opinions and suggestions will be systematically sought, and synthesised to 
inform the determination of the most appropriate governance structure for 
the College, one that will position the College to train, support and represent 
Australasian physicians in healthcare and services for the 21st century. 

The College currently has 15,300 Fellows 
and more than 6000 trainee members and 
continues to grow each year. There are now 
more than 21,000 voting members whose 
contribution will strengthen our College for 
the future.

I would encourage you to embrace the 
significant changes in the culture of the 
College which are influencing these 
new directions as well as the underlying 
structure and function of the College. 
The Board is working to ensure that the 
organisational culture of the College reflects 
our organisational values of Professionalism, 
Excellence, Advocacy and Collaboration. 
Ensuring that these values are embedded 
within the College structure will be important 
to our vision: striving for excellence in 
health and medical care through lifelong 
learning, quality performance and advocacy. 
Our vision for our profession will be 
strengthened, and is dependent on the 
quality and capacity of the education and 
training provided by the College; on the 
partnership between College members and 
professional staff; and on the contemporary 
relevance and efficiency of the College 
administration and services.

As with any organisation, from time to time 
there are members who have expressed 
frustration with the College for any 
number of different reasons. The Board 
Q&A Forums, and the other opportunities 
to contribute, give each member the 
opportunity to become involved with the 
future of your College. 

Whether you see the College from the 
perspective of a glass half full or a glass half 
empty, with your contribution, the potential 
to expand and develop opportunities for 
yourself and your College is strengthened.

Leslie E Bolitho AM  
President

* In early August the Federal Government 
announced the introduction of the proposed 
cap on self-education expenses would 
be deferred until July 2015. For the latest 
update on this issue, see article ‘Action on 
new “tax on learning” on page 22 of the 
Policy & Advocacy section.
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I
n 2013 the College expects to spend circa $4 million on travel and 
accommodation. This accounts for 9% of total College costs for 
the year, so it is a significant slice of the fees we pay as Fellows or 
trainee members. The travel and accommodation costs are incurred 

as a result of travel by the many members who volunteer as committee 
members, examiners and office bearers of the College.

Therefore, the issue of the costs of travel and accommodation touches the 
lives of many of our colleagues, and can be a sensitive topic. The College 
has made major efforts to contain rising costs over the last four years or so 
to bring equity, transparency and value to all College members in respect 
of travel and accommodation, but this unfortunately has meant that for 
some members travel arrangements may have changed from those they 
enjoyed in the past. I am sure that most Fellows will agree with what the 
Finance Committee has been trying to do through the College Travel Policy 
to control costs, at the same time ensuring that travel does not become 
overly burdensome for Fellows.

In agreeing to some recent requests from Fellows, we have taken into 
account the overall length of travel time as well as sleep deprivation, to 
minimise impairment due to travel on behalf of the College. We appreciate 
feedback from Fellows and are always prepared to have the policy 
‘tweaked’ in response to constructive comments. 

The Travel Policy is located on the College website (www.racp.edu.au)  
under the Member Services drop list in the RACP Travel section.  
I recommend that all Fellows and trainee members make themselves 
aware of the policy, especially if you volunteer for College work. 

A key process for ensuring equity, transparency and value for all members 
is that all travel and accommodation is required to be approved prior to 
any bookings being made. Recently, the College has moved from a manual 
paper-based approval process to an online approval process. The new 
system has been developed by the College in collaboration with Corporate 
Travel Management (CTM), which also manages College travel. This move 
to online approval has significantly improved the approval process and 
reduced the approval time. In addition, the College will now be able to 
track the flying patterns of individuals and College bodies in order to 
assess optimal flying behaviour, which will also reduce costs. Members will 
now receive an email from the College advising them that their travel and 
accommodation has been approved and that they should contact CTM to 
make their specific bookings. Included in the email will be a hyperlink to 
the Travel Policy on the College website in order for members to easily 
find the answer to any queries regarding what the College’s policy is on a 
specific travel matter.

In Australia, the College has a direct arrangement with Qantas to receive 
discounted airfares, which are dependent on flying patterns and ticket 
classes. During discussions to renew the three-year arrangement, Qantas 
showed that, if the College changed its standard policy of booking flexible 
economy tickets for domestic flights to discount economy tickets on the 

FROM THE HONORARY  
TREASURER

Update on College travel: cost savings, new online approvals and  

booking process, new arrangements with Qantas.

departure flight and maintained flexible 
economy for the return flight, then under 
the new arrangement the College could 
expect a further cost reduction per year of 
$170,000. Therefore, in continually seeking 
ways of reducing costs for the benefit of 
members, the Travel Policy and instructions 
to CTM have been amended to reflect this 
new arrangement. 

The Royal Australasian
College of Physicians

Honorary Treasurer Clinical Associate  
Professor Michael Hooper

COLLEGE MANAGEMENT 

IS CONTINUALLY LOOKING 

AT WAYS THAT THIS VITAL 

SERVICE FOR THE EFFECTIVE 

AND EFFICIENT RUNNING 

OF THE COLLEGE CAN BE 

DELIVERED EQUITABLY, 

TRANSPARENTLY, COST 

EFFICIENTLY AND AS 

SMOOTHLY AS POSSIBLE TO 

COLLEGE MEMBERS.

RACP NEWS / AUGUST 2013
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BOARD DIRECTORS’ COMMUNIQUÉS

Please note that booking discount economy fares does not impact a 
traveller’s flexibility to change their flight times if required. As long as 
Fellows contact CTM to change the flight, they will be able to do so easily. 

Furthermore, if a member wishes to personally upgrade their flight class 
by using their Qantas Frequent Flyer points, this facility is available on 
all Qantas classes of fares available for College bookings. Otherwise, 
a member can upgrade by paying directly to CTM on booking their 
flights. Similarly, College members can request an upgrade in hotel 
accommodation from the standard room approved by the College by 
paying CTM direct or by using a hotel loyalty program.

At present, the College doesn’t have an arrangement in New Zealand with 
Air New Zealand but we are looking into this.

Through the direct arrangement with Qantas, Australian RACP members 
can receive a discount on membership to the Qantas Business Lounge. To 
receive this discount, the member must quote the RACP Qantas corporate 
number included in the Travel Policy on the College website. 

In addition, through the Member Advantage scheme available to all 
members, discounted membership of the Qantas Business Lounge or the 
Air New Zealand Koru Lounge is also available. Please see the Member 
Advantage page on the College website. If you have any questions re 
the Member Advantage benefits package, please contact the Fellowship 
Relations team at fellowshiprelations@racp.edu.au.

Travel and accommodation are an essential cost of College operations, 
especially given the wide geographical dispersion of College members 

and its volunteer workforce. College 
management is continually looking at ways 
that this vital service for the effective and 
efficient running of the College can be 
delivered equitably, transparently, cost 
efficiently and as smoothly as possible to 
College members. I would welcome any 
comments and suggestions.

Clinical Associate Professor  
Michael J Hooper 
Honorary Treasurer

Dr Simone Ryan 

CTC Chair

Professor Nicholas Talley 

RACP President-Elect

Dr Charles Guest 

AFPHM President

Clinical Assoc. Prof. 

Michael Hooper 

Honorary Treasurer

Associate Professor 

Mark Lane 

NZ Committee

Prof. Shane Houston 

Community 

representative

Associate Professor 

Leslie E Bolitho AM 

RACP President

Dr Alasdair MacDonald 

AMD President

Associate Professor 

Susan Moloney 

PCHD President

Dr Jim Newcombe 

Trainee appointment

Dr Nicola Murdock 

PCHD President-Elect

Dr John O’Donnell 

NZ Committee 

President

Dr Helen Rhodes 

AMD appointment

Professor John Wilson 

AMD President-Elect

Associate Professor 

James Ross 

AFOEM President

Associate Professor 

Grant Phelps 

AMD appointment

Associate Professor 

Christopher Poulos 

AFRM President

BOARD OF DIRECTORS
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MAY AND JUNE 2013 MEETINGS

Over the past two months, the Committee has considered the  
following matters:

•	 Met	with	representatives	of	the	College’s	external	fund	manager,	 
 UBS Wealth Management, to review the performance of the College’s  
 investment funds over the first quarter of 2013 and discuss the state  
 of investment markets both domestically and overseas. The Finance  
 Committee confirmed its investment strategy for the College’s 
 investment funds for the foreseeable future, which remain conservatively  
 invested to generate the required returns of 5%–6% per annum average 
 over the longer term. The returns generated to date this year are in line  
 with this longer term target.

•	 Reviewed	the	letter	received	from	the	College’s	external	auditors,	Grant 
 Thornton, following the conclusion of the 2012 audit, and discussed the  
 issues raised, none of which were significant or impacted on the true 
 and fair nature of the College’s 2012 Annual Financial Statements.

•	 Received	a	presentation	from	the	College’s	IT	Transition	Manager	on	 
 progress with implementing the College’s ‘OSCAR’ Project, including  
 how the identified project risks are being managed or mitigated.

•	 Reviewed	a	report	advising	of	the	actions	being	taken	to	manage	 
 or mitigate the risks identified with the College’s management and  
 operation of the Specialist Training Program (STP) on behalf of the 
 Federal Government’s Department of Health and Ageing.

•	 Approved	updates	to	the	College’s	Financial	Delegations	Schedule.

•	 Identified	the	Committee’s	responsibilities	to	oversee	various	 
 commercial activities undertaken by the College in support of its  
 objectives. This will be attached to the Committee’s By-Law upon  
 approval by the Board and will be accessible on the College’s internet.

•	 Accepted	a	new	offer	by	Qantas	in	relation	to	the	College’s	air	travel	 
 arrangements, which will deliver considerable cost savings compared to  
 the existing arrangements, which expire on 30 June 2013.

•	 The	Finance	Committee	is	also	to	undertake	a	cost	review	of	the	some 
 60 plus separate publications the College currently produces to identify  
 any savings that can be made in relation to their publication and  
 distribution to members. 

JULY 2013 MEETING

The following matters were considered by the Finance Committee at its 
July 2013 meeting:

•	 Considered	whether	the	concept	of	discretionary	control	of	spending	 
 and budgeting, involving the creation of a pool of funds available for  
 discretionary use, should be introduced with the 2014 College Budget.  
 This concept created a number of issues of equity concerning the  

FINANCE COMMITTEE  
COMMUNIQUÉ

The College Finance Committee met in May, June and July 2013.  

Following are reports from those meetings

 creation and operation of such a pool  
 so the Committee decided to endorse  
 the current centralised approach to  
 budgeting and expenditure used by the  
 College. Authority to approve 
 discretionary expenditure remains with  
 the Honorary Treasurer and the Finance  
 Committee.

•	 Noted	that	an	online	travel	approval	 
 process has been introduced within  
 the College, linked to the College’s  
 Travel Policy, to more efficiently manage 
 the College’s travel arrangements. The  
 Travel Policy may be revised from time  
 to time as is considered necessary, but it 
 continues to provide clarity for most  
 users as it is based on the principle of  
 fairness to all, where exceptions to the  
 prevailing policy can be approved if the  
 particular circumstances warrant. 

•	 Approved	the	unbudgeted	expenditure	 
 of $6,516 to support the College holding  
 a ‘Hui’ in relation to issues concerning 
 Māori health. The Hui will be an  
 opportunity for the Chairs of the  
 College’s various New Zealand based  
 Committees to focus solely on these  
 issues and to develop an annual  
 strategic direction for the College  
 including agreed actions and outputs.  
 Up to 50 people, both internal and  
 external to the College with expertise  
 and interest in Māori health, will be  
 invited to participate. 

•	 Noted	the	consolidated	schedule	of	all	 
 prizes and awards provided by the  
 College that was prepared by the  
 manager of the RACP Foundation. This  
 is the first time all the awards have been 
 consolidated into one control document.  
 A policy is being prepared, for initial  
 review by the Committee, to manage  
 these awards, including their funding,  
 as well as to establish criteria, and an  
 approval process, for creating and  
 funding further awards in the future.  

Continued on page 10

The Royal Australasian
College of Physicians



10 RACP NEWS / AUGUST 2013

The Royal Australasian
College of Physicians

FELLOWSHIP COMMITTEE  
COMMUNIQUÉ 

•	 Approved	the	following	Australasian	Faculty	of	Rehabilitation	Medicine’s 
 (AFRM’s) awards:

 − AFRM South Australia Annual Scientific Meeting: Registrar’s  
    Presentation Prize: $300

 − Rehabilitation Medicine Prize awarded to the top student studying  
    rehabilitation medicine at Melbourne University: $220

 − Basmajian Prize (best performance in 

    the Fellowship Clinical examinations  

    (adult)): $500.

Michael Hooper 

Honorary Treasurer and Chair of the 

Finance Committee

Continued from page 9

BOARD DIRECTORS’ COMMUNIQUÉS

T
he RACP Fellowship Committee has been carefully considering 
the approach to take to improve member engagement with the 
College.

This follows the outcomes from the RACP Member Research Study 

2012, undertaken to gain insight into what RACP members want and need 

from the College.

Nearly 3000 members responded to the study, with the research identifying 

various groups of members who responded differently to College activities 

and offerings.

While the research findings show that RACP members have diverse 

preferences and perceptions, the vast majority of members want the 

College to continue focusing on the core areas of education, both training 

and CPD, and representing your interests in the broader health and 

healthcare policy landscape.

Significant work will occur over the next few years to refine the way that the 

College interacts with Fellows, to better meet your needs. The College has 

started to address the issues raised in the Member Research Study, and 

a range of initiatives are either already underway or in various phases of 

planning. 

As an example of a new engagement initiative, the RACP Board, in 

conjunction with its recent meeting in Canberra in August 2013, held an 

open Q&A session. About 25 members, including both Fellows and trainees, 

attended for an active discussion, particularly on issues of CPD, revalidation 

and College offerings. Further Q&A sessions are planned at major hospitals 

coinciding with future Board meetings. For a brief report on the first Q&A 

session, see page 22.

The Fellowship Committee will be recommending to the RACP Board that 

the College develop and support a formal member engagement strategy. 

The Committee will also work closely with all College bodies to ensure that 

member engagement is a priority. 

The future success of the College is 
underpinned by the generous support that 
members provide to the College, and it is 
vital that members derive value from their 
relationship with the College in return.

The next meeting of the Fellowship 
Committee is in October 2013 and I look 
forward to providing you with further 
updates on member engagement initiatives.

Associate Professor Christopher Poulos 
Chair, Fellowship Committee

Associate Professor Christopher Poulos
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In the lead-up to the 2013 Federal Election on 7 September, the RACP launched an Election 

Statement. The Election Statement identifies five key health policy priorities for the incoming 

government. It also calls on the incoming government to uphold current health funding commitments 

and to revisit the National Health and Hospitals Reform Commission Report. 

POLICY & ADVOCACY

RACP CALLING ON BOTH SIDES  
OF GOVERNMENT FOR BETTER  
HEALTH OUTCOMES

Five priorities

The five priorities we have identified are:

•	 The	health	of	children	and	young	adults 

•	 Inequality	and	health 

•	 Preventative	health	and	integrated	healthcare 

•	 Building	a	health	workforce	that	is	responsive,	fair	and	efficient 

•	 Enhancing	value	and	reducing	waste	and	inefficiency	in	healthcare	

The health of children and young adults

Our Election Statement includes the following policy recommendations for 

improving the health of children and young adults:

•	 National	healthcare	standards	for	incarcerated	adolescents	are	needed	 

 given the current wide variability of healthcare services in correctional  

 facilities.

•	 Refugee	children	seeking	asylum	should	be	released	from	detention	 

 along with their families into community care.

•	 The	Commonwealth	can	play	a	role	in	State/Territory	law	reforms	 

 proposed by the recent RACP Position Statement on physical punishment  

 of young children by running public awareness campaigns to educate 

 parents about more effective, non-violent methods of discipline  

 (see pages 13–15).

Inequality and health 

We propose the development and funding of more regional models for 

providing continuous preventative specialist care for Aboriginal and Torres 

Strait Islander peoples with chronic disease. 

On a more ‘big picture’ approach, we are also calling on the incoming 

government to take better account of the social determinants of health in 

policy development. 

Preventative health and integrated healthcare

A major challenge for the healthcare system is to design and build on models 

of care that shift the focus from treating episodic illness, mainly in emergency 

rooms and hospital wards, towards working in partnership with providers 

and patients to improve health outcomes across all settings in a more cost-

effective way. Accordingly, we are advocating for the funding of positions for 

public health trainees and Fellows within Medicare Locals and the better use 

of specialist physicians in alternative models of integrated healthcare.

Building a health workforce that is 

responsive, fair and efficient 

While it is encouraging that the Federal 

Government has recently postponed the 

implementation of the decision to cap tax 

deductions for work-related self-education 

expenses at $2000 to 2015, the Election 

Statement will continue the fight, proposing 

the complete scrapping of the cap (see 

page 22 for further details). 

We are also encouraging the incoming 

government to investigate options for 

overcoming barriers to establishing a 

General Medicine/dual trained physician 

workforce for rural/regional/remote areas.

Enhancing value and reducing waste and 

inefficiency in healthcare

According to the latest Commonwealth 

Budget, health spending is forecast to 

grow at a faster rate in real terms than 

spending on education and social security 

and welfare. We have proposed that we can 

get better ‘value for money’ in healthcare 

through:

•	 More	timely	and	proactive	defunding	 

 of MBS items which are no longer cost  

 effective on the basis of the most 

 recently available evidence

•	 Raising	the	awareness	of	the	general	 

 public about advance care planning.  

 This would enhance recognition of  

 patient choice in driving appropriate  

 management, particularly of terminally  

 ill patients, while enhancing their  

 remaining quality of life and reducing 

 inappropriate over-investigation and  

 over-treatment of patients.
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Current health funding commitments

In the Election Statement, the RACP is also calling for current health funding 

commitments to be honoured, including:

•	 The	Commonwealth	Specialist	Training	Program	(STP)	which	prioritises	 

 training places for general and dual-trained physicians 

•	 The	National	Partnership	Agreement	(NPA)	on	Closing	the	Gap	in	 

 Indigenous Health Outcomes 

•	 Subsidised	dental	care	for	children,	low-income	adults	and	people	living	 

 in the bush

•	 Existing	financial	incentives	under	the	Medicare	Benefits	Schedule	to 

 encourage telehealth consultations between specialist physicians and  

 patients

•	 Roll-out	of	the	Personally	Controlled	Electronic	Health	Record	(PCEHR) 

 platform

•	 National	Antimicrobial	Resistance	(AMR)	Prevention	and	Containment	 

 Strategy as announced in the Commonwealth Budget 2013–14

•	 The	national	rehabilitation	program	with	Comcare	announced	 

 in May 2013. 

 

National Health and Hospitals 
Reform Commission (NHHRC) 
Report 

The Final Report of the National Health and 
Hospitals Reform Commission (NHHRC), 
which was released in 2009, laid the 
groundwork for current national healthcare 
reform. However, there is still a wealth of 
NHHRC recommendations which are worthy 
of further investigation but which have been 
untouched by the current government. This 
is not surprising as there are altogether more 
than 100 recommendations in the NHHRC 
report. Accordingly, in the Election Statement 
we are calling on the incoming government 
to revisit the NHHRC report and to perform 
a thorough investigation of NHHRC 
recommendations which have not yet been 
adopted into current policy settings.

To read the full RACP 2013 Federal Election 
Statement, visit the RACP website at  
www.racp.edu.au and click on the Policy & 
Advocacy tab.

NOMINATIONS NOW OPEN – 2014 JOHN SANDS COLLEGE MEDAL

The award of the John Sands College Medal is bestowed upon those Fellows who have provided outstanding 
service to Fellows of the College, or who, in the opinion of the Board, have contributed to the welfare of the 
College but have not held the position of President.

While the John Sands College Medal is an opportunity for peers and colleagues to acknowledge first and 
foremost the significant contributions of individual Fellows to the College, receipt of a John Sands College Medal 
also provides an opportunity to recognise the often substantial and influential contribution the award recipients 
make in their particular field of practice in addition to their service to the College – the combination of which 
enriches the College, the profession and their patients.

The 2014 John Sands College Medal winners will be presented with their medals at the RACP Future Directions in 
Health Congress 2014. Next year’s Congress will be held at Skycity Auckland Convention Centre, Auckland, New 
Zealand, 18–21 May 2014.

Five recipients were awarded the John Sands Medal in 2013: Dr Anne Robertson, Dr Robin Chase,  
Dr Robert Gillett, Dr Catherine Yelland and Associate Professor Peter Gow. 

Nominations for the 2014 John Sands College Medal are now open. All nominations for College Medals must 
include a citation written to highlight the Fellow’s contribution to the College. Nominations should also include the 
nominator’s contact details. 

All nominations must be submitted to RACP Member Services by email, memberservices@racp.edu.au, by no later 
than 5.00 pm AEST, Friday 27 September 2013. 

Further information about the guidelines and criteria for the awarding of the John Sands College Medal, and 
a sample citation, can be found on the RACP website – visit www.racp.edu.au and click ‘News’, then ‘RACP 
announcements’.
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T
he Position Statement was officially launched by RACP Paediatrics 
& Child Health Division President Associate Professor Susan 
Moloney. RACP Fellow and Professor of Paediatrics and Child 
Health at the University of Sydney Kim Oates also spoke about the 

harmful effects of physical punishment on children and the need for better 
education and support for parents and for more effective alternatives. Both 
fielded questions from the media at a press conference following the launch, 
speaking passionately about the need for a change in attitude towards 
physical punishment as a form of discipline. 

Here, both Associate Professor Moloney and Professor Oates outline the 
rationale for the College’s position, which has the health and wellbeing 
of children at its centre, and argue that the time is now right to start the 
community discussion about this important issue. 

___________________________________________________________

When a big child hits a small child in the playground, we call him a bully;

five years later he punches a woman for her handbag and is called a mugger;

later still, when he slugs a workmate who insults him, he is called a 
troublemaker;

but when he becomes a father and hits his tiresome, disobedient or 
disrespectful child, we call him a disciplinarian.

Dr Penelope Leach, Children First

CHILD HEALTH EXPERTS CALL FOR CHANGE 
ON HOW WE DISCIPLINE CHILDREN

This quote from Dr Leach’s book, Children 
First, highlights the inconsistency in society 
regarding physical punishment.

As paediatricians, what we are most 
concerned about is the serious long-term 
effects of physical punishment on a child’s 
wellbeing.

We want parents to understand the potential 
harmful effects of physical punishment 
and other violence on children, and to be 
informed and able to use alternative forms 
of discipline.

The evidence is clear that physical 
punishment may be harmful in the long term 
– so why take the risk? 

Research shows that a child who 
experiences physical punishment is more 
likely to develop increased aggressive 
behaviour and mental health problems as a 
child and as an adult. 

The RACP’s Physical Punishment of Children 
Position Statement includes a summary of 
the research on the adverse health effects 

On 26 July, the RACP launched the Physical Punishment of Children Position Statement, outlining the 

College’s position on the use of physical punishment for disciplining children and its long-term health 

consequences. The Position Statement promotes alternative strategies for disciplining children that 

emphasise positive reinforcement.

RACP NEWS / AUGUST 2013

Professor Kim Oates and Associate Professor Susan Moloney addressing the media

SWEDEN WAS THE FIRST 

COUNTRY TO BAN 

EXPLICITLY ALL FORMS OF 

CORPORAL PUNISHMENT 

OF CHILDREN, IN 1979. THE 

PROPORTION OF SWEDES 

WHO CONSIDERED PHYSICAL 

PUNISHMENT – EVEN IN ITS 

MILDEST FORM – NECESSARY 

FOR CHILD DISCIPLINE 

SUBSEQUENTLY HALVED 

BETWEEN 1965 AND 1981, 

AND HALVED AGAIN BY 1994.
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of physical punishment. These include depression, anxiety, aggressive or 
antisocial behaviour, substance use problems and abuse of their own children 
or spouse.

I would ask parents: Why put your child’s future health and emotional 
wellbeing at risk?

It is undisputed that children need discipline to learn appropriate and socially 
acceptable behaviour as they grow and develop. 

However, it is increasingly clear that physical punishment is not an effective 
long-term strategy for shaping children’s behaviour – it does not work. 

Physical punishment appears to be, at best, no more effective at shaping 
children’s behaviour than more positive forms of discipline, and at worst, far 
less effective. It has been shown not to result in long-term positive behavioural 
changes. It shows children how to hide behaviour, not how to change it. 

We need to support families to use more effective forms of discipline. 

Positive non-physical discipline will provide each Australian child with the best 
opportunity for their future health and wellbeing. 

Along with the Position Statement, the College has also developed a 
brochure, put together by parents, paediatricians and doctors, which includes 
tips for parents on how to manage their child’s behaviour without smacking – 
this is just one of the many resources to help parents with more effective and 
positive methods for managing their child’s difficult behaviour.

There are many aspects to this emotionally charged issue – legal, ethical, 
moral, the distinctions between punishment, discipline and abuse, and the 
perceived intrusion into parenting choices.

This is not about parenting styles or punishing parents, this is about  
protecting children.

International experience shows that the legal context influences community 
attitudes to physical punishment of children. Globally, more countries are 
establishing legislation that prevents legal defence of assault of children 
by parents as part of discipline – 33 countries have prohibited physical 
punishment of children by parents, and two more have declared it to be 
unlawful but have not yet amended legislation.

Sweden was the first country to ban explicitly all forms of corporal punishment 
of children, in 1979. The proportion of Swedes who considered physical 
punishment – even in its mildest form – necessary for child discipline 
subsequently halved between 1965 and 1981, and halved again by 1994.

New Zealand removed the defence of ‘reasonable force’ for parents being 
prosecuted for assault of their children in 2007 – a survey conducted in 
2012 found that 63% of parents surveyed said they had never, or only rarely, 
smacked their child since the law changed.

Countries that have banned the physical punishment of children have also 
seen other benefits including increased early identification of children at risk 
of abuse and very low rates of mortality associated with child abuse.

Most Australian states and territories have now banned physical punishment in 
both government and non-government schools, and the physical punishment 
of children in juvenile detention centres, foster care and childcare is also now 
prohibited.

However, it remains lawful for parents in all jurisdictions to use physical 
punishment for children. In many jurisdictions this right is stated explicitly, 
often using the term ‘reasonable’ to describe the level of force or 
chastisement that is permitted.

A child – the most vulnerable and 

dependent member of our society – is still 

the only person in Australia whom it is legal 

to hit.

We are calling on the community to ask 

whether it is acceptable that we allow this to 

continue to happen.

The RACP believes Australian children 

should not be subject to physical 

punishment – we consider it important to 

resolve the inconsistency in Australian law. 

While community attitudes in Australia to 

physical punishment of children remain 

divided, it is clear that parents and 

caregivers want to do the right thing for 

their child. We want to support parents and 

caregivers to consider more effective and 

positive methods for managing their child’s 

difficult behaviour. 

Support for smacking children seems to be 

on the decline – in 2002, 75% of surveyed 

adults in Australia agreed with the statement 

that it is sometimes necessary to smack a 

naughty child; this decreased to 69%  

in 2006.

So the time is right for a public discussion 

on this important issue. This change we 

are calling for may take time to become 

accepted and instituted in Australia – but we 

believe the process should be commenced 

and that change can be achieved in this 

area. At the same time, as a community, 

we need to support parents to use more 

effective forms of discipline, which is why 

we developed the brochure for parents 

containing strategies for more effective 

forms of discipline.

As President of the College’s Paediatrics 

& Child Health Division, I am proud to 

be launching the Physical Punishment of 
Children Position Statement which has the 

health and wellbeing of children at its centre. 

PAEDIATRICIANS SEE A 

LOT OF CHILDREN AND 

KNOW A LOT ABOUT CHILD 

DEVELOPMENT AND CHILD 

BEHAVIOUR – THIS IS AN 

AUTHORITATIVE VOICE THE 

COLLEGE IS BRINGING TO 

THE ISSUE.



15RACP NEWS / AUGUST 2013

I expect that the statement will generate a lot of interest, and I look forward 
to your contributions to the community discussion on this important issue. 

Associate Professor Susan Moloney

___________________________________________________________

THE HARMFUL EFFECTS OF PHYSICAL PUNISHMENT ON CHILDREN

The paediatricians of Australia are standing up together and saying that 
children should no longer be hit by their parents. 

Paediatricians see a lot of children and know a lot about child development 
and child behaviour – this is an authoritative voice the College is bringing to 
the issue. 

This is not about the fact that children don’t need discipline – every parent 
knows their child needs discipline. What most parents don’t realise is that 
physical punishment is one of the less effective forms of discipline. 

It does seem to work in the short term; many parents can attest to this. But 
research around the world has shown that it is short-lived – it works for a 
little while, and then children repeat the behaviour. 

Physical punishment does teach children three things: it teaches them not 
to behave that way in front of their parents – they can do that behaviour as 
long as they are not caught or watched. 

It also teaches children – and this is most important – that problems can be 
resolved by hitting other people. We know from good research that children 
who are hit as young children are more aggressive at pre-school and at 
school and a good proportion of them grow up to be more aggressive as 
adults. There is a clear link between hitting children and violent behaviour 
throughout childhood and later on. Of course, not everybody who is hit is 
like that, but if some are, why take the risk, when there are more effective 
methods? 

The third thing it teaches children is this is how you bring up children, 
because we learn most about parenting when we are children. 

This is a generational issue, and that’s why I think it will probably take a 
generation to change. But we want to start a conversation where this is 
discussed, and hopefully where, eventually, there will be legislative change 
– not to punish parents, not to catch them hitting their kids, but where 
legislation will be combined with excellent education to help parents realise 
there are more effective ways to bring up their children. 

Professor Kim Oates

Working Group acknowledgments

The Royal Australasian College of Physicians 
and the Paediatric & Child Health Division 
would like to acknowledge the following 
people who contributed to the development 
of this policy document: 

Dr Jacqueline Small FRACP (Chair)  
Dr Gervase Chaney FRACP  
Associate Professor Susan Moloney FRACP  
Professor Kim Oates AM FRACP  
Associate Professor Richard Roylance FRACP  
Mrs Beth Wood   
Dr Lisa Dive, RACP Senior Policy Officer 

MEDIA COVERAGE

The launch of the RACP’s Physical 
Punishment of Children Position 
Statement was supported by a 
comprehensive communications 
campaign that utilised the expertise 
of three College spokespeople: 
Associate Professor Moloney, 
Professor Oates and Dr Gervase 
Chaney. 

The statement received widespread 
coverage across all forms of media 
with more than 1050 separate news 
stories across television, print, radio 
and online, both nationally and 
internationally.

Paediatricians play an important role in educating parents about 
effective disciplinary strategies for their children and the Position 
Statement contains strategies for engaging parents in alternate 
methods of discipline. The College has developed a supporting 
brochure, ‘How to manage your child’s behaviour without 
smacking’, put together by parents, paediatricians and doctors, 
which includes tips for parents. 

The Position Statement, brochure and Media Release are 
available from the RACP website. Log on to www.racp.edu.
au, click on the Paediatrics & Child Health Division section and 
navigate to the Policy & Advocacy pages.
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T
he New Zealand committees1 continue to prioritise their work streams 
based on the Policy Focusing Grid developed by the NZ Policy and 
Advocacy Committee. This Committee is a forum representing the 
key membership groups of the New Zealand branch. The members, 

by consensus decision making, rank potential policy issues on a matrix based 
on two factors: the College’s potential to influence the policy area and the 
significance of the policy issue for the health sector. The matrix is evaluated 
regularly to ensure it reflects the policy developments and health issues 
currently being debated within the New Zealand health context. For example, 
end-of-life issues have been given an increased priority on the Policy Focusing 
Grid as the proposed private member’s End of Life Choice Bill, outlining how 
euthanasia might be legalised in New Zealand, is receiving significant media 
coverage and could potentially be drawn from the parliamentary ballot.

Below we discuss one of the highlights and the recent achievements and 
future directions of our policy and advocacy effort.

Highlight – meeting with the Minister of  
Social Development

The NZ Paediatric and Child Health Division Committee, with assistance 
from other NZ committees, has strongly advocated for greater support and 
evidence-based interventions to improve the health outcomes for vulnerable 
children. New Zealand has a poor record in regard to children’s health and 
wellbeing2,3, hence the committees’ motivation to support the government’s 
White Paper on Vulnerable Children and the subsequent Children’s  
Action Plan. 

The New Zealand President and Chair of the NZ Paediatrics & Child Health 
Division recently met with the Minister of Social Development to discuss the 
outcomes from the White Paper on Vulnerable Children and the Children’s 
Action Plan. The meeting provided valuable insight into the perspective 
and intent of the Minister and current government initiatives. The College’s 
submission on the Green Paper expressed the College’s willingness to share 
expertise and participate in the government’s Children’s Action Plan. 

The College has been involved with the workforce work stream of Children’s 
Action, with Dr Archie Kerr attending a multi-sectorial meeting, planning to 
develop strategies to up-skill all those providers who work with children. 
The College views this as an area where paediatricians are able to provide 
leadership and guidance. 

Achievements in the last six months

Providing advice to PHARMAC on medical devices 

PHARMAC will soon be responsible for the purchasing of hospital medical 
devices. This is a long-term project which will involve the NZ Adult Medicine 
Division Committee, as substantial clinical advice is required to ensure that 
appropriate devices are evaluated and purchased. The Committee made 
a submission to PHARMAC identifying several issues associated with the 
purchase of devices including the rapid change and diversity in technology 

OVERVIEW OF POLICY INITIATIVES  
IN NEW ZEALAND

This article demonstrates the strong commitment by Fellows and the NZ College committees to policy  

and advocacy in New Zealand.

POLICY & ADVOCACY
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associated with devices, the paucity of strong 
evidence when assessing devices and the 
complexity of devices requiring assessment 
(for example, when dealing with product 
recall) which may impact on developing a 
robust procurement policy. 

Working with National Health Committee 

The NZ Adult Medicine Division Committee 
has been working closely with the 
National Health Committee assessing new 
technologies’ potential relevance to the New 
Zealand environment. The National Health 
Committee seeks regular input from the NZ 
Adult Medicine Division Committee on a 
quarterly basis and requests the Committee 
to make initial evaluations of proposed 
interventions.

Endorsing the Health Quality and Safety 
Commission’s Patient Safety Campaign

The CEO of the Health Quality and Safety 
Commission (HQSC) met with the NZ 
President to discuss the HQSC’s National 
Patient Safety Campaign (the Campaign).4 
The HQSC requested advice from the 
College regarding the potential messaging of 
the Campaign and how it might be perceived 
by clinicians. The NZ CPD Committee 
reviewed the Campaign and agreed that the 
principles outlined would contribute greatly 
to developing a positive safety culture within 
the health sector. The College has endorsed 
the Campaign and fully supports any initiative 
that places patient safety at the forefront of 
service delivery in New Zealand.

Advocating on water fluoridation 

Fluoridation of council water supplies 
continues to be fiercely debated at a local 
government level and in the media in New 
Zealand. The NZ Paediatric and Child 
Health Division Committee, the Māori Health 
Committee and the NZ Policy and Advocacy 
Committee have written to the Minister 
of Health, developed press releases and 
written to the New Zealand Herald affirming 
the importance of water fluoridation and 
urging local governments to reconsider their 
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position to remove fluoride from their water supplies. Advocacy activities 
undertaken by the College have reiterated the preventive benefits of 
fluoridation as many New Zealand children have poor oral health status5, 
particularly Māori children.6 It is concerning that those councils with high 
Māori populations are considering removing fluoride from the local water 
supply.

Providing feedback on nurse prescribing 

The NZ Policy and Advocacy Committee, alongside other New Zealand 
committees, responded to the Nursing Council of New Zealand (NCNZ) 
proposals for registered nurse prescribing within the community nurse 
setting and specialist nurse practising in the hospital-based setting. The 
NCNZ proposes to implement prescribing rights for suitably qualified 
nurses. The extension of nurse prescribing comes as newer, more 
flexible models of care are being developed to improve access to 
healthcare services.7 The committees are supportive of extending nurse 
prescribing within the specialist nurse role as these nurses practise within 
a collaborative multidisciplinary team in specialty services; therefore, they 
will be well supported and supervised in their prescribing activities.

Future directions

The New Zealand committees have defined work plans shaped primarily 
by the Policy Focusing Grid. The four projects described below are 
examples of the diverse work streams the committees are currently 
focusing on. 

Addressing health issues relating to obesity

A number of committees have started developing a discussion paper on 
obesity, to progress policy and advocacy action on obesity from a New 
Zealand perspective. 

Based on expert advice and considering the current political environment, 
the most tangible areas to focus on are the government’s ability to 
influence food labelling, nutrition action (alongside its current focus on 
physical activity) and advertising of unhealthy food to children. These 
factors will shape the direction of the discussion paper.

Improving health outcomes for Māori ARF patients

The Māori Health Committee has developed a discussion paper entitled 
‘Improving physician cultural competence as a means to improve health 
care for Māori patients with acute rheumatic fever and rheumatic heart 
disease’. The incidence of acute rheumatic fever (ARF) is more prevalent 
amongst Māori than non-Māori8,9, prompting the Māori Health Committee 
to develop a discussion paper to assist health practitioners to understand 
and act on the barriers that are associated with ARF presentation (e.g. 
health literacy issues, access to treatment and cultural difference). 
The paper acknowledges the importance of cultural competence 
understanding in the context of the challenges faced by Māori presenting 
with ARF, by providing the Māori perspective on health and wellbeing. The 
Māori Health Committee argues that improved cultural interactions with 
Māori patients are likely to improve health outcomes.10

Addressing physician cultural competence

The NZ CPD Committee and the NZ Māori Health Committee have 
developed a short assessment tool based on the cultural competence 
domain within the Supporting Physicians’ Professionalism and Performance 
(SPPP) framework. The objective of this tool is to provide Fellows with an 
opportunity to reflect upon their own cultural competence. The tool also 
includes further background information and College resources relating to 
cultural competence to assist Fellows in further exploring this domain.

Supporting Overseas Trained Physicians 

The NZ Adult Medicine Division Committee 

is developing a number of brochures to 

assist Overseas Trained Physicians (OTPs) 

in orientating to the New Zealand workforce 

and society. The first brochure, ‘An overview 

of New Zealand culture’ is complete, 

providing OTPs with a thumbnail sketch 

of New Zealand society including societal 

beliefs, demographic information and social 

challenges. 

Conclusion

This update illustrates the diverse range 

of issues the NZ committees are currently 

addressing, and wish to address in 

the future, and provides a brief insight 

into policy activities being undertaken 

within New Zealand. The overview also 

demonstrates the differing drivers of policy 

projects, including a mix of external (such as 

regulatory change and political prerogatives) 

and internal factors (such as an identified 

need to support Fellows in their practice). 

Underpinning the policy program is an 

inherent acknowledgement of the critical 

role physicians play in advocating on 

behalf of their patients and communities. 

The examples provided demonstrate how, 

through a variety of mechanisms, our 

Fellows are engaging with and influencing 

stakeholders, raising awareness of key 

issues in the health system and keeping 

abreast of emergent health system 

challenges. 

Associate Professor Peter Gow 

Acting Chair, NZ Policy and Advocacy 

Committee

Associate Professor Mark Lane 

Chair, NZ Adult Medicine Division Committee

Dr Leo Buchanan 

Chair, Māori Health Committee

Dr Adrian Trenholme  

Chair, NZ Paediatric and Child Health 

Division Committee

Dr Tony Scott 

Chair, NZ CPD Committee

Dr Peter Roberts 

Chair, NZ Workforce Policy Committee

 

For References for this article,  

please turn to page 25.
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T
he development of antibiotics in the 20th century was a 
significant step in improving healthcare and decreasing 
mortality rates. Antibiotics are part of a broader group of agents 
called antimicrobials, which include antivirals, antifungals and 

antiprotozoals. Microbes that are resistant to antimicrobials have developed 
over time by mutating their genes or internal functions following contact 
with an antimicrobial agent. As these mutated microbes start multiplying, 
a population of resistant microbes is produced. According to the National 
Prescribing Service (NPS) MedicineWise:

The way antimicrobials are used is thought to have a significant impact on 
the development of antimicrobial resistance (AMR). The more antibiotics 
are used, the more chances bacteria have to become resistant to them. 
Common causes of increasing AMR identified by NPS MedicineWise include 
using antibiotics when they are not needed and not taking antibiotics at the 
correct doses and times.1

The World Health Organization (WHO) identified AMR in the late 1990s 
as a significant global health issue. Formerly curable diseases such as 
gonorrhoea and typhoid were rapidly becoming difficult to treat, while 
treatment of old killers such as tuberculosis and malaria was increasingly 
complicated by antimicrobial resistance. In addition to the increasing 
prevalence of AMR, a further concern was the dwindling number of new 
antimicrobials being developed; hence, new chemical classes of antibiotics 
could not be relied upon to treat the problem. Surveillance of AMR is 
regarded by WHO as a fundamental requirement to control this problem.

Australia’s response to AMR

Australia is one of the highest users of antibiotics in the Western world, with 
around 24 million prescriptions provided annually.2

In the early 1980s, the National Health and Medical Research Council 
(NHMRC) established a working party, which recommended the 
development of surveillance programs. Later, in 1997, the Therapeutic Goods 
Association (TGA) became involved in the program.

To address the concerns with antimicrobial resistance, the Australian 
government established the Joint Expert Technical Advisory Committee on 
Antibiotic Resistance (JETACAR) in 1999. The purpose of JETACAR was to 
review the link between the use of antibiotics in food-producing animals and 
the emergence of antibiotic-resistant bacteria in both human and veterinary 
medicine. Nine recommendations resulted from the original JETACAR report. 
JETACAR proposed that Australia develop a multidisciplinary, coordinated 
antibiotic resistance management program to control AMR. 

In February 2011, the Australasian Society for Infectious Diseases (ASID) and 
the Australian Society for Antimicrobials (ASA) convened the Antimicrobial 
Resistance Summit in Sydney.3 The Summit was organised in response 
to both groups’ concerns that the original JETACAR recommendations 
had failed to be implemented and that increasing antimicrobial use and 

ANTIMICROBIAL RESISTANCE –  
A SERIOUS PROBLEM

A progress report on the implementation of the recommendations of the 1999 Joint Expert Technical 

Advisory Committee on Antibiotic Resistance and subsequent initiatives.

the spread of antimicrobial resistance 

was affecting the medical, veterinary and 

agricultural sectors. It recognised that there 

was a lack of a constituted body in Australia 

(unlike Europe and the United States) with 

the capacity to bring together key groups in 

these sectors and to coordinate necessary 

surveillance, educational and regulatory 

activities. The Summit aimed to update the 

work generated in the first JETACAR report, 

and to help determine future strategies for 

control.

The 2011 Summit was effective in that it 

drew together broad participation from key 

stakeholder groups, including the veterinary 

sector and consumer organisations. All 

participants independently recognised the 

serious implication of continuing antimicrobial 

resistance for their memberships and 

activities – and if not addressed urgently, for 

Australia. 

One of the outcomes from the Summit was 

the establishment of a central body to advise 

and assist on matters related to AMR: the 

Antimicrobial Resistance Standing Committee 

(AMRSC). The AMRSC was established in mid-

2012 and was funded through the Australian 

Commission on Safety and Quality in Health 

Care (ACSQHC) until June 2013. 

In 2013, a further inquiry into the progress 

of the implementation of the JETACAR 

recommendations was conducted by the 

Senate, and stakeholders (including the 

POLICY & ADVOCACY

ASA PRESIDENT ASSOCIATE 

PROFESSOR THOMAS 

GOTTLIEB … HAS SAID, ‘WHILE 

THIS WAS A CONCERN WHEN 

THE JETACAR REPORT WAS 

RELEASED, MULTIRESISTANCE 

IS NOW A DAILY ISSUE FOR 

MANY SPECIALISTS’. 
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RACP, ASA and ASID) were given an opportunity to comment. As a result, a 

further 10 recommendations have been made including the continuation of the 

work of the ACSQHC to coordinate antimicrobial stewardship (AMS) programs.

Implications of antimicrobial resistance

The prevalence of AMR is increasing and the difficulties in managing it are 

growing. NPS MedicineWise has said that ‘this potentially leads us to world-

wide crisis where antibiotics are no longer effective’. If this were to occur, 

the implications for public health would be profound. Common infections 

would become untreatable and, according to Gottlieb and Nimmo (2011), 

‘would seriously affect current practice in surgery, intensive care, organ 

transplantation, neonatology and cancer services through major increases in 

morbidity and mortality’.3

To address the increasing prevalence and to attempt to prevent a public health 

crisis, a number of countries (including the United States, Canada, France, 

Denmark and Japan) have established programs to tackle antibiotic resistance 

covering issues such as monitoring, regulation, research, education, and 

research and development.4

Since the publication of the JETACAR report in 1999, rates of resistant bacterial 

infections in Australia have risen markedly. The patterns of resistant infection 

are also changing, from generally being confined to hospital-associated 

infections to increasingly being identified in common community-acquired 

infections. 

ASA President Associate Professor Thomas Gottlieb has commented on the 

emergence of drug multiresistance and has said, ‘while this was a concern 

when the JETACAR report was released, multiresistance is now a daily issue 

for many specialists’.5 

Control of antimicrobial resistance

WHO has identified poor infection prevention and control practices as some 

of the practices that are responsible for AMR.6 The emergence of antimicrobial 

resistant bacteria is also closely linked with inappropriate antimicrobial use and 

prescribing. With up to 50% of antimicrobial regimens potentially inappropriate, 

improved use of antimicrobials could assist with slowing the increase of AMR. 

An effective approach to improving antimicrobial use in Australian hospitals 

is an organised antimicrobial stewardship program. Such programs aim to 

change antimicrobial prescribing behaviours to reduce unnecessary use 

and promote the use of agents less likely to select resistant bacteria. AMS 

programs involve multidisciplinary teams comprised of infectious diseases 

physicians, medical microbiologists, infection control practitioners and 

pharmacists. Effective hospital AMS programs have been shown to reduce 

inappropriate antimicrobial use by up to 30%, improve patient outcomes and 

reduce adverse consequences of antimicrobial use.7

In summary, the JETACAR report, though tabled in 1999, and endorsed by the 

Commonwealth Government in 2000, was a blueprint for tackling antibiotic 

resistance, which is still relevant and even more cogent today. It was in line 

with the recommendations of the World Health Organization and programs in 

other developed countries in Europe and North America.

The Australian Government has now established the Australian Antimicrobial 

Resistance and Containment Steering Group made up of the heads of the 

Department of Health and Ageing, the Department of Agriculture, Fisheries 

and Forestry and the Australian Commission on Safety and Quality in Health 

Care to oversee the Government’s response to this health crisis. Its role is to 

develop and implement a national ‘one health’ framework to ensure ‘there is 

accountability for progress and outcomes on AMR’.8

The RACP strongly recommends that, in 
the meantime, it is still possible to address 
the problems using the framework of the 
JETACAR report, and recommends that some 
essential activities should continue long-term 
(see above box).

We thank RACP Fellows Associate Professor 
Thomas Gottlieb and Dr David Looke for 
their kind assistance in reviewing this article.
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RACP RECOMMENDATIONS 
FOR CONTROL OF AMR

•	 Resistance	Surveillance	(targeted	and	 
 passive antimicrobial resistance  
 surveillance) 

•	 Antimicrobial	Utilisation	Surveillance	

•	 Antimicrobial	Stewardship	and	 
 Education (hospital and community  
 programs) 

•	 Educational	initiatives	for 
 multidisciplinary teams and  
 stakeholders regarding infection  
 prevention strategies, infection  
 control and regularly updated  
 therapeutic guidelines. In addition, a  
 uniform national medical curriculum  
 should be implemented that  
 acknowledges over-usage of  
 antibiotics and embraces better  
 stewardship.

•	 The	National	Prescribing	Service	 
 antibiotic educational campaign  
 for consumers.
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T
he College has been working to extend its workforce model 
of dual trained physicians to rural and regional areas across 
Australia. This means meeting and working with State and 
Territory Health Ministers, workforce planners and Fellows 

involved in Advanced Training. The College’s model of dual trained 
physicians combines general medicine training concurrently with 
training in an additional specialty. The physician will have the expertise 
to diagnose and manage acute, undifferentiated illnesses and complex, 
chronic and multisystem disorders in adult patients. Further training in 
another specialty extends the scope and skill of the physician to manage 
specific complex illnesses or population groups. The additional specialty 
is identified by local physicians and facilities. Training pathways are pre-
accredited and mapped out over four years. 

Thanks to funding provided by Health Workforce Australia, the College, 
in partnership with the Callaghan Institute, has assessed the potential 
economic benefits of a dual trained physician workforce through an 
economic analysis. The analysis indicates that an increase in dual trained 
physicians will lead to improved patient care and outcomes over time in 
rural and regional settings. It is also expected that an investment in dual 
training may generate economic value through cost savings from reduced 
length of stay of chronic disease patients, once fully and effectively 
operational. 

A pilot training program in Western NSW has commenced recruitment 
for two positions. The College has worked closely with the Western NSW 
Local Health District and the NSW Ministry of Health to come up with 
the four-year, pre-accredited pathways. The positions aim to create a 
sustainable rural workforce and will be highly sought after. The Chairs of 
the General and Acute Care Medicine Specialty Advisory Committee (SAC), 
the Endocrinology SAC and the Respiratory Medicine Specialist Training 
Committee (STC) have worked closely with College staff to ensure the 
concurrent specialty training pathways are mapped out and achievable in 
four years. 

Creating rural specialist training pathways recognises that there are 
trainees who want a rural career though are limited by the lack of 
advanced specialist training places in rural areas. To create a sustainable 
rural medical workforce, there must be more opportunities for Advanced 
Trainees to practise in rural settings. The NSW dual training pilot does 
this by basing trainees in the country for general medicine training 
while endocrinology and respiratory medicine training is undertaken in 
metropolitan tertiary hospitals.  

The modelling and the pilot highlight the potential of this workforce model 
to improve specialist services and patient outcomes in rural areas across 
Australia. The College has engaged with government and workforce 
planners in Western Australia, Queensland, Victoria, Northern Territory and 
Tasmania. These States and the Territory have shown great interest and 

EXPANSION OF DUAL TRAINING MODEL SET TO 
IMPROVE RURAL SPECIALIST WORKFORCE 

An economic analysis of the benefits of a dual trained physician workforce in rural Australia has given 

the thumbs up to the College model.

support, and there is momentum for a roll-
out of dual training pathways. The College 
has also written to the Commonwealth 
Minister for Health, the Shadow Minister 
for Health and Ageing and the Secretary 
of the Department of Health and Ageing 
(DoHA) recommending an extension of the 
Specialist Training Program (STP) beyond 
2015, as well as using the funding for long-
term training pathways to achieve specific 
workforce outcomes. There is alignment 
between the College’s recommendations 
and the recently released ‘Review of 
Australian Government Health Workforce 
Programs’ (the Mason Review). The Mason 
Review recommends continuing targeted 
funding for vocational medical training, 
though with the assurances that programs 
are able to meet workforce objectives. 

The College will be developing a toolkit 
which will include guidelines based on 
the Western NSW pilot. It is intended that 
the toolkit guide will assist facilities in 
developing their own pathways. There will 
be further information on this resource and 
the roll-out of dual training programs as 
they progress.

POLICY & ADVOCACY

THE ANALYSIS INDICATES 

THAT AN INCREASE IN DUAL 

TRAINED PHYSICIANS WILL 

LEAD TO IMPROVED PATIENT 

CARE AND OUTCOMES 

OVER TIME IN RURAL AND 

REGIONAL SETTINGS.
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T
he provision of health service delivery via video consultations 
has gained significant momentum over the past 12 months, 
driven largely by the coordinated roll-out of Australian 
Government funded telehealth programs. The RACP was one of 

28 organisations funded under the Department of Health and Ageing’s 

Telehealth Support Program and received more than $1.2 million to 

administer the Physicians Telehealth Support Project. Since then, telehealth 

continues to be a major focus area for the College, with significant 

investment made to ensure the sustainability of video consultations as a 

viable modality of clinical practice. 

To achieve this, the College established a telehealth project team led by 

members of the Policy & Advocacy Unit and a Telehealth Working Group of 

physician and trainee telehealth experts. The project aim was to deliver on 

the four key project outcomes, which were to:

1. Increase the number of physicians engaging in telehealth consultations

2. Develop a set of guidelines and practical tips 

3. Create a Continuing Professional Development module for physicians

4. Raise awareness of the RACP’s telehealth project initiative and promote 

 telehealth more generally.

Since the program’s inception in 2011, the number of specialist telehealth 

services processed by Medicare has more than doubled, with 28,576 

UPTAKE OF VIDEO CONSULTATIONS GOES 
FROM STRENGTH TO STRENGTH

The RACP is committed to continuing to provide support services to members as the benefits of 

telehealth become more evident. 

specialist services processed between June 
2012 and May 2013. 

Through the project’s telehealth support 
officer (TSO), a range of support services 
have been provided to members. More than 
100 physicians have sought direct advice 
from the TSO. The team also reached around 
900 members at College booths at Annual 
Scientific Meetings and at the national 
telehealth road-show events in Sydney, 
Melbourne, Geelong, Darwin, Hobart, Perth, 
Brisbane and Adelaide. 

All Australian Fellows and trainee members 
have received a copy of the RACP’s 
Telehealth: guidelines and practical tips 
and, to date, 60 Fellows have completed 
the online Introduction to telehealth CPD 
module. 

Whilst the Department of Health and 
Ageing has not extended funding to the 
28 telehealth program administrators, 
Medicare Benefits Schedule (MBS) items 
and incentives for specialists can still be 
accessed. For the 2013–2014 financial year 
the Australian Government will continue the 
‘on board’ incentive payment for eligible 
practitioners who conduct 10 or more 
telehealth consultations. The total incentive 
payment is $3900, which is paid in two 
instalments. 

Telehealth specialist service incentives are 
also available for the 2013–2014 financial 
year. The table opposite provides an 
example of the total benefits paid for each 
eligible telehealth consultation.

Other MBS telehealth stand-alone item 
numbers apply to short initial video 
consultations where the consultation is 10 
minutes or less. Please visit MBS online 
(www.mbsonline.gov.au/telehealth) for more 
information. 

The RACP views telehealth as an important 
initiative to improve access to specialist 
medical care for patients in rural and 
remote areas, Indigenous communities and 
residents of aged care facilities. A range of 

RACP telehealth project team at this year’s RACP Congress (left to right): Claire 
Celia, Luke Clarke, Melinda Keresztes, Diana Withnall, Dr David Allen (RACP 
Telehealth Working Group Chair) and Odette Grabinski
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POLICY & ADVOCACY

resources can be accessed via the RACP telehealth website:  
www.racptelehealth.com.au. These resources include:

•	 Introduction	to	telehealth	online	CPD	module	

•	 RACP	telehealth	guidelines	and	practical	tips

•	 Video	case	studies	and	the	presentation	from	the	RACP	Congress	 
 telehealth session

Source: Telehealth Incentives Program, Department of Human Services.

1 Telehealth item number 112 is for a professional attendance on a patient conducted via video conference and if the attendance is for a service: (i) provided 

with item 110 lasting more than 10 minutes; (ii) provided with item 116, 119, 132 or 133 and; (iii) where all other telehealth MBS eligibility criteria are met.

Please note: While this information is accurate at the time of printing, this is an estimate only and may change. It is advised that the most up-to-date version of 

the Medicare Benefits Schedule is checked for the most up-to-date fees. 

Specialist 
item 
number

Scheduled 
fee

Telehealth item 
number 1121 (derived – 
50% of scheduled fee)

Combined fee 
(based and 
derived)

Assigned 
benefit (85%) 
(combined)

Telehealth service 
incentive (accrued 
amount paid 
quarterly)

Telehealth bulk bill 
incentive (accrued 
amount paid 
quarterly)

110 $150.90 $75.45 $226.35 $192.40 $39.00 $13.00

116 $75.50 $37.75 $113.25 $96.30 $39.00 $13.00

119 $43.00 $21.50 $64.50 $54.85 $39.00 $13.00

132 $263.90 $131.95 $395.85 $336.50 $39.00 $13.00

133 $132.10 $66.05 $198.15 $168.45 $39.00 $13.00

•	 Templates	and	printable	resources	such 

 as posters and fact sheets

Alternatively, if you require support and 

would like to speak with someone from the 

telehealth team, please contact Melinda 

Keresztes on +61 2 9256 5410 or email 

telehealth@racp.edu.au. 

U
nder the Federal Government proposal, the tax deduction for 
medical self-education expenses would be capped at $2000.  
Quality professional education is a fundamental mechanism 
for maintaining a high-quality and safe healthcare system, and 

it is essential that self-education expenses for relevant medical education 
and training be considered as eligible tax-deductible expenses. 

Patients are the ultimate beneficiaries of these self-education efforts 
through increased quality of care. Capping the value of these tax 
deductions at $2000 presents barriers to participate in quality medical 
education and training and sends the wrong signal to trainees, the future 
generation of specialists, about the value of their education and training. 

The College considers the proposed cap would further add to the 
disincentive to practise medicine in non-metropolitan areas, given that 
practitioners in rural, regional and remote locations face higher costs 
for travel and accommodation to attend educational events. It could 
also lead current registered medical specialists to adopt a minimalist 
approach to continuing professional development (CPD) through the 
cutting back of valuable but relatively more expensive CPD activities such 
as attending medical conferences and further postgraduate education. A 
cutback in attendance of medical conferences would be inimical to the 
spirit of collaboration and discourage the diffusion of ‘best practice’ in the 
medical profession.

ACTION ON NEW ‘TAX ON LEARNING’

Fellows and trainee members are 
encouraged to sign the #ScrapTheCap 
petition, which had close to 23,000 
signatures on 2 August 2013. The College 
has joined the Scrap the Cap Alliance 
due to the collective concerns about the 
proposed cap. The Alliance brings together 
key stakeholders including a broad range 
of professional associations which share 
similar concerns about this new ‘tax on 
learning’. Recently, an Alliance delegation 
met with the Shadow Minister for Education, 
Apprenticeships and Training, Christopher 
Pyne, and obtained his support for the 
objectives of the Scrap the Cap Alliance.

The RACP’s concerns are outlined in its 
submission to the Commonwealth Treasury’s 
Discussion Paper, which is available on the 
College website at: www.racp.edu.au/page/
policy-and-advocacy/college-submissions.

The RACP welcomes the Government’s decision to defer introducing the proposed cap on self-

education expenses until July 2015. However, the College will continue to advocate to ensure the cap 

is never introduced.
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LAUNCH OF THE CPMC/AIDA  
COLLABORATION AGREEMENT

Celebrating an important milestone towards closing the gap in life expectancy of Aboriginal and 

Torres Strait Islander people.

R
epresenting the RACP, I attended the official signing of the 
landmark agreement between the Committee of Presidents of 
Medical Colleges (CPMC) and the Australian Indigenous Doctors 
Association (AIDA) on 8 July 2013 at Royal Melbourne Hospital. 

The signing of the agreement took place during NAIDOC week, which this 
year celebrated 50 years since the Yirrkala Bark Petitions signed by Yolngu 
elders were sent to the Federal Parliament in 1963. The Petitions set in 
motion a process of legislative and constitutional reform and can be thought 
of as the first recognition of Native Title. 

The agreement between the Association representing Indigenous doctors 
and 15 Medical Colleges cements one of their common goals: increasing 
the number of Aboriginal and Torres Strait Islander medical specialists in 
Australia. I believe an increase in the number of Aboriginal and Torres Strait 
Islander specialists will ultimately help close the gap in life expectancy of 
Indigenous Australians by improving access to specialist care. I also believe 
that Aboriginal and Torres Strait Islander trainees will contribute to the 
continued development of the rich culture of the Medical Colleges.  

Currently, there are approximately 175 Indigenous doctors and 230 
Indigenous medical students. There is only a limited number of Aboriginal 
and Torres Strait Islander graduates currently enrolled in specialist training 
programs run through Medical Colleges. Australia lags behind other 
countries in the number of Indigenous doctors, especially those obtaining 
Fellowship from Colleges. I can remember vividly attending a conference 
in New Zealand in early 2000 where the Māori were celebrating 100 years 
since the graduation of their first doctor. It is hoped that the Collaboration 
Agreement will help in attracting and maintaining Aboriginal and Torres 

Strait Islander doctors in specialist training 
programs.

The CPMC Australian Indigenous Health 
Subcommittee is made up of members 
from each of the Colleges, and works 
to enable Medical Colleges to realise 
the vision of increasing the number of 
Indigenous specialists. The Indigenous 
Health Subcommittee is also working to 
ensure that cultural competence and safety 
are embedded in the training and education 
curricula of all Medical Colleges. 

The Indigenous Health Subcommittee 
provided guidance in the development of 
the 2010 CPMC report entitled National 
Aboriginal and Torres Strait Islander Medical 
Specialist Framework for Action and Report. 
The report identified 19 recommendations 
at three priority levels relating to strategies 
which could increase rates of participation in 
specialist training programs by Indigenous 
doctors, as well as help facilitate completion 
of specialist training programs. Further 
information regarding the report as well as 
other projects undertaken by the CPMC 
Australian Indigenous Health Subcommittee 
can be found at www.cpmc.edu.au/natsim. 

The Indigenous Health Subcommittee has 
also recently held a workshop to develop 
Indigenous health content guidelines for 
Medical Colleges, which was attended by 
RACP representatives. The main objective 
of the workshop was to progress the 
development of a guideline for Indigenous 
health content in medical curricula through 
an interactive forum bringing together 
representatives from all the Medical Colleges 
and other relevant organisations. I commend 
all work in this most important area and look 
forward to observing the implementation of 
the finished product. 

Associate Professor Noel Hayman 
Clinical Director, Southern Queensland 
Centre of Excellence in Aboriginal and Torres 
Strait Islander Primary Health Care 
Member, RACP Aboriginal and Torres Strait 
Islander Health Advisory Committee

Dr Tammy Kimpton, President of the Australian Indigenous Doctors Association, 
and Professor Kate Leslie, Chair of the Committee of Presidents of Medical 
Colleges, holding the signed agreement

INDIGENOUS HEALTH
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INDIGENOUS HEALTH

A
ustralia has two specific national health goals for Aboriginal 
and Torres Strait Islander people – to halve the child mortality 
gap in 10 years and to close the life expectancy in a generation. 
Specialists have a vital role to play in both goals.

Many of the causes contributing to Aboriginal and Torres Strait Islander 
health can be prevented or treated and the lack of specialist expertise 
at the front end of primary care in Indigenous health is a significant 
contributing factor in both the continuing high prevalence of chronic and 
communicable diseases and the rapid progression of some infectious 
diseases to the stage that they require tertiary episodic care. It is also 
important to recognise the need for greater specialist action to address the 
critical role of factors in utero and in early childhood that contribute to the 
development of chronic disease later in life. 

Yet Aboriginal and Torres Strait Islander Australians, whose health is 
substantially worse than that of the rest of the population, currently use 
fewer specialist services. This is true on a per capita basis and definitely in 
relation to health need. Aboriginal and Torres Strait Islander people’s use 
of specialist services covered under the Medicare Benefits Scheme (MBS) 
is just under 90% of that of the rest of the Australian population, despite 
having morbidity and mortality levels at least twice as great. This is the 
case across Australia but the differentials are substantially higher in remote 
and very remote areas where the use of MBS specialist services is about 
70% of the rate in the major cities. There are far too many examples of 
high-cost inappropriate models of healthcare provision for Aboriginal and 
Torres Strait Islander peoples, which are devoid of the advanced specialist 
expertise necessary for the overall continuum of primary clinical care.

Aboriginal and Torres Strait Islander people access specialist services 
through a range of programs, including the General Practitioner (GP) 
referral system used by most of the population and local arrangements 
between Aboriginal Community Controlled Health Services (ACCHS) 
and hospitals. In addition, two schemes, the Medical Specialist Outreach 
Assistance Program – Indigenous Chronic Disease (MSOAP-ICD) and the 
Urban Specialist Outreach Assistance Program (USOAP), provide support 
for specialist services to Aboriginal and Torres Strait Islander Australians in 
rural/remote and urban areas respectively.

What are the lessons from effective specialist  
provision services?

Successful examples of specialist service provision funded under the 
MSOAP-ICD program include the work of Associate Professor Noel 
Hayman in Brisbane and south-west Queensland, Associate Professor 
Ashim Sinha in northern Queensland and Professor Wendy Hoy in the 
Northern Territory. Associate Professor Hayman’s model involves a team 
approach with GPs, clinical specialists, nurses and allied health staff. The 
team delivers a two-day clinic every month to the remote south-west 
Queensland town of Cunnamulla. Associate Professor Sinha, recipient of 
the 2012 RACP Medal for Clinical Service in Rural and Remote Areas, has 

NEED FOR A BETTER SYSTEM OF SPECIALIST 
ACCESS FOR INDIGENOUS AUSTRALIANS

The RACP Aboriginal and Torres Strait Islander Health Advisory Committee* addresses the question of 

how this urgent need might be resolved?

developed and implemented an area-
based scheme which provides specialist 
care through a team approach involving 
the training and mentoring of Indigenous 
Health Workers and is closely linked with 
Indigenous communities. Professor Hoy’s 
pioneering work involves the use of simple 
algorithms to guide health workers to assist 
clients with various combinations of chronic 
illnesses, supported by practice nurses 
and supervised by a specialist physician in 
community-based settings.

The schemes operated by Hayman, Sinha 
and Hoy have important lessons. Associate 
Professor Hayman’s program has been 
shown to improve the detection and 
control of diabetes. Associate Professor 
Sinha’s approach has resulted in 40% 
fewer hospitalisations due to complications 
resulting from diabetes. Professor Hoy’s 
work has shown significant improvements 
in kidney disease management in just 
over three years, with deaths in patients 
with overt albuminuria falling by 50%, and 
deaths from renal causes falling by 57%. 

As well as demonstrating that immediate 
improvements in health outcomes are 
possible, Professor Hoy’s program also 
has other important lessons for the 
development of effective models of 
specialist service provision to Aboriginal 
and Torres Strait Islander peoples. 
Following the initial success of Professor 
Hoy’s program, it was moved into the 
‘mainstream’ health sector, which resulted 
in a decline in the program’s intensity. As 
a consequence, health outcomes in the 
treatment cohort deteriorated, with lower 
medication compliance rates, increased 
blood pressure and decreased renal 
function results. In addition, renal deaths 
increased threefold and non-renal deaths 
almost tenfold. The experience of Professor 
Hoy’s program demonstrates that it is 
possible to achieve impressive results in 
chronic disease outcomes in a relatively 
short period of time, but only if it is carried 
out in the right way, involving respectful 
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conduct with local communities, and not by cutting corners or failing to 

provide the necessary resources. 

What might a national systematic system look like?

While Indigenous Australians have high levels of complex chronic disease 

with much higher levels of co-morbidity than the rest of the population, the 

current use of specialist services is probably, at best, roughly half of what 

would be required to close the gaps in life expectancy and child mortality. 

The current piecemeal system is inadequate, with sound evidence 

indicating that systematic access to specialist services can make a major 

difference.

So, what might a more systematic system look like and how might the 

RACP assist with its development? Indigenous health advocate Phillip 

Mills argues that there are three core elements necessary for a systematic 

system of access to specialist services – community leadership, clinical 

leadership, and evidence-based practice. The work of Hayman, Sinha and 

Hoy strongly supports Mills’ approach. MSOAP-ICD and USOAP facilitate 

specialist access but are neither systematic nor comprehensive. 

One possible approach is a hub and spoke model for both urban and 

rural/remote areas where specialists from major centres have systematic 

arrangements for team-based approaches in defined geographic areas. 

There are many issues which would need to be considered including 

Aboriginal and Torres Strait Islander leadership, agreements between 

ACCHS and mainstream services, shared care between specialists and 

primary care services, the funding of specialists, backfilling specialist 

positions while providing services outside their hospitals, indemnity/

insurance issues, high staff turnover, coordination, training, information, 

and eHealth and telehealth requirements. The involvement of community 

is also essential, with patients and communities given a voice in systematic 

healthcare arrangements to reflect the view of health as a holistic concept 

– physical, emotional, spiritual – within the context of self and community. 

While these issues are not trivial, they are also not insurmountable and 

there are certainly successful examples to draw on.

In our federal system, the approach would need to be national, with 

cooperation and involvement of Commonwealth, State and Territory 

governments and the involvement of the specialist colleges and key 

Indigenous organisations, especially the National Aboriginal Community 

Controlled Health Organisation and the Australian Indigenous Doctors 

Association.

The way forward may be for the RACP to seek support from the 

Commonwealth for seeding funds to bring the parties together and to 

consider the design of a national system which would move us from our 

current fragmented system to one which provides the level of access to 

specialist care which anyone else in the population with the same level of 

need would receive.

* The Aboriginal and Torres Strait Islander Health Advisory Committee 

coordinates the College’s approach to improving the health and social 

outcomes for Aboriginal and Torres Strait Islander peoples in Australia. 

The Committee is comprised of Dr Tamara Mackean (Chair), Dr Paul 

Bauert, Professor Kate Conigrave, Associate Professor Noel Hayman, 

Dr Jaqui Hughes, Mr Phillip Mills, Mr Justin Mohammad, Professor Ian 

Ring, Associate Professor Ashim Sinha, Associate Professor John Stuart, 

Associate Professor Nicholas Talley and Dr Ray Warner. 

Special thanks to Professor Ian Ring for his role as Lead Author. 

ONE POSSIBLE APPROACH IS 

A HUB AND SPOKE MODEL 

FOR BOTH URBAN AND 

RURAL/REMOTE AREAS 

WHERE SPECIALISTS FROM 

MAJOR CENTRES HAVE 

SYSTEMATIC ARRANGEMENTS 

FOR TEAM-BASED 

APPROACHES IN DEFINED 

GEOGRAPHIC AREAS. 
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EDUCATION

ONLINE PORTAL AND TOOL ENHANCEMENTS

I
n 2008, the College launched its very first online learning environment 
– the Basic Training portal. It was designed to support the PREP Training 
Program by providing trainees and supervisors with a repository of 
resources and online tools to support learning and development. 

The Basic Training portal was well received, further development quickly 
commenced, and the launch of portals for Advanced Training and the 
Faculties followed in 2011. 

As part of eLearning’s continuous effort to improve the online learning 
environment for College members, the Basic Training portal and the online 

tools underwent review in 2012 and 

enhancements were implemented earlier 

this year.

What has changed?

Trainees and supervisors will find that the 

general appearance of all portal pages have 

been updated to give the portal a fresh look 

and feel. Navigation and page content in the 

Basic Training portal have also been revised, 

based on feedback received from trainees 

and Fellows and consultation with the Basic 

Training team. Trainees and supervisors will 

find the main menu much simpler to navigate 

and information on each page concise, up 

to date and relevant. As part of this review, 

the PREP online tools for all portals have also 

been significantly enhanced to ensure they 

align with the new look.

For more information, or to provide 

feedback, please send the eLearning team 

an email at: learning@racp.edu.au. 
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The Net provides physicians with new and interesting ways to exchange ideas and enhance  

their learning. Here is one physician’s take on social media.

PROFESSIONAL DEVELOPMENT

there should be no problem. Some doctors 
do give specific advice through social 
media and email – this is really only viable 
if you have time to maintain the online 
relationships (see suggested readings).

Continued on page 28

I 
shouldn’t have been surprised, but I was, when a patient came in to my 
office and said, ‘I read what you wrote about giving patients homework 
and I agree. So give me some homework.’ This man with relapsed 
pancreatic cancer had been reading a series of blog-posts called 

‘Things they didn’t teach in medical school’ on my blog winstonliauw.com. 
In this series I write on things that are either not taught or not taught well 
in medical school. These are observations that I’ve made about my own 
development as a practitioner since becoming a Fellow and also about  
the needs of my trainees as they grow to fulfil their role as physicians of  
the future.

For me, ‘blogging’ was a way of keeping a diary and recording notes about 
my thoughts. The longer blogs are my efforts at working through ideas and 
problems that I have encountered in my daily practice. In the educational 
literature, this process is called reflective writing, a way of articulating 
reflective practice, and widely considered to be one of the most important 
forms of Continuing Professional Development (CPD). I hadn’t planned it 
that way but it turns out I can claim CPD points for it – it just isn’t called 
blogging, it’s called reflective learning.

So what do I blog about? Well, in fact, I blog about pretty much everything I 
am interested in. Some individuals separate their professional and personal 
blogs as a specific branding exercise, but I don’t. So I comment on music, 
public policy, all things medicine, technology and occasionally my kids.

How do I blog? There are multiple ways. I use a platform called Wordpress. 
Similar platforms are Tumblr and Blogger. These support longer text-based 
articles, but usually also enable posting of images, videos, sound and 
documents. Depending on how you specify the privacy settings, access to 
blogs can be restricted or open to the world, but you will quickly come to 
realise what a small portion of the world you are – especially if you use the 
statistics modules to examine your reach. 

Microblogging is epitomised by Twitter. Twitter allows short statements to 
be made that are no longer than a text message (140 characters). Twitter is 
a great way to make an announcement of your ideas. I also use Facebook 
and LinkedIn to reach different audiences. Facebook is about friends and 
acquaintances, while LinkedIn is about professional contacts. Twitter is 
potentially about global reach. I syndicate my Wordpress posts through 
automated propagation to Twitter and Facebook. I measure my overall 
influence through Klout.

Some of the flow-on benefits of blogging, particularly when there is 
syndication via Twitter, are that individuals provide feedback and you can 
establish a conversation about the issues. Twitter is particularly useful for 
expanding networks by following (and being followed by) opinion leaders. 
Twitter is now a major way for me to identify news and trends in thinking 
about various issues of interest.

Many doctors worry about interactions with patients through social media. 
Generally speaking, provided that what you write is not identifiable to a 
patient and you are not providing patient-specific treatment information, 

BLOGGING AND MICROBLOGGING FOR 
REFLECTIVE LEARNING 

Associate Professor Winston Liauw

BLOGGING AND SOCIAL MEDIA  
DO’S AND DON’TS

Do:

•	 Identify	yourself	by	name. 
•	 Try	to	post	on	a	regular	basis. 
•	 Syndicate	and	share	posts.

Don’t:

•	 Post	information	that	could	identify	 
 a patient. 
•	 Provide	patient-specific	advice:	stick	 
 to generalities and provide  
 disclaimers. 
•	 ‘Friend’	patients	on	social	media.
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we need to build a culture within our 
organisations where giving and receiving 
constructive feedback is encouraged, along 
with self-appraisal and openness, in the 
interest of patient safety. This could best 
be achieved alongside development of 
leadership competence in doctors, an area 
that is rightly gaining increasing attention. 
We must all jointly strive to maintain the 
reputation of ourselves and our profession. 

Dr Maria Paul 
Consultant Rehabilitation Physician

Associate Professor Winston Liauw 
is an RACP Fellow qualified in medical 
oncology and clinical pharmacology. He 
is Cancer Services Stream Director South 
Eastern Sydney Local Health District, a 
board member of NPS Medicinewise and 
a program chair for oncology at the Health 
Education and Training Institute NSW. His 
views are his own. Twitter name @wsliauw.

Continued from page 27

Suggested reading

Chretien K et al. (2008). The reflective writing class blog: using technology 

to promote reflection and professional development. J Gen Intern Med; 

23(120):2066–2070.

www.kevinmd.com/blog/2013/05/10-simple-rules-doctors-social-media.html.

Younes A (2013). Doctors in the age of social media. ASCO Daily News,  

3 June. http://chicago2013.asco.org/doctors-age-social-media.

PROFESSIONAL DEVELOPMENT

W
e should all have a vested interest in understanding and 
maintaining medical professionalism. After all, it underpins 
our reputation! Medical professionalism has been succinctly 
defined by the General Medical Council UK as ‘A set of values, 

behaviours, and relationships that underpins the trust the public has in 
doctors’.

I have been able to look at this more closely in the context of assessing 
Overseas Trained Physicians (OTPs). Australia recruits a significant 
proportion of doctors who are trained overseas. If an overseas specialist 
is found to be substantially comparable to Australian standards, they are 
granted Fellowship and specialist recognition in Australia (following the peer 
review requirements specified by the College).

Trying to introduce objectivity to the peer review process of Overseas 
Trained Physicians has been challenging and may be fraught with emotional 
conflict on the part of both reviewer and reviewee. Some of the criticisms of 
the existing peer review process are that the peer review reports are rarely 
negative and the notion that ‘any doctor is better than no doctor’ could allow 
for standards and stringency of assessment to slip. There is a valid argument 
that clinical incompetence is easier to address than cultural incompetence, 
communication or difficulties with self-evaluation. 

Peer review reporting is currently subjective. In the domains of Medical 
Knowledge, Record-keeping, Communication, Personal Qualities and 
Continuing Education, the reviewers have to make a judgement call on 
whether the OTP is performing above or below the standard. This is where 
most of us could come unstuck! So how do we increase objectivity? 

The RACP’s SPPP Guide (Supporting Physicians’ Professionalism 
and Performance) has been invaluable in describing the domains of 
professionalism and suggesting the additional tools that can be used to 
demonstrate professionalism. I am currently piloting the SPPP self-appraisal 
scorecard, which I developed based on my experiences of the challenges 
of measuring the non-technical skills of doctors. As has already occurred in 
Canada and the UK, I propose that we need to take a mandatory approach 
towards demonstrating our professionalism and neatly package all the tools 
mentioned in the SPPP Guide into an ‘Appraisal Portfolio’.

In my opinion, the way forward in terms of medical professionalism is being 
committed to constantly measure, learn and improve ourselves. I believe 

MEASURING MEDICAL PROFESSIONALISM

Dr Maria Paul

RACP NEWS / AUGUST 2013



29

RACP FOUNDATION

The newly established Royal Australasian College of Physicians’ Research Committee is one of the 

first skills-based committees formed at the College. 

research were considered likely topics for 
initiatives such as this.

In considering the College’s position with 
regard to key strategic reviews such as the 
2012–2013 McKeon Review in Australia 
and a smaller but significant review by the 
New Zealand Health Research Council, 
members discussed ways in which the 
Committee might be able to develop 
position papers which address pathways 
for implementation of the broad strategies 
outlined in the recommendations from 
these reviews. 

For Dr O’Donnell, ensuring a skills and 
competency-based group is imperative 
to achieving the objectives of the CRC. 
‘Research is about formulating and 
answering the right questions. Neither 
of these two tasks is easy. It takes 
dedication and usually training to be a 
good researcher.’ Having defined the 
broad objectives, the Committee ‘will focus 
on research streams, which will guide 
fundraising and project funding’.

The College Research Committee will meet 
again in the near future to further develop 
these perspectives.

_________________________________

MEMBERS OF THE COLLEGE  
RESEARCH COMMITTEE

Dr John O’Donnell, Chair of the College 
Research Committee (Adult Medicine)

Dr John O’Donnell is an RACP Board 
member and a member of the RACP Board 
Finance Committee. He sits on the New 
Zealand Policy and Advocacy Committee in 
his capacity as New Zealand President and 
is Chair of the New Zealand Committee. 
Since 1989 he has held the position of 
clinical and laboratory immunologist and 
general physician with the Canterbury 
District Health Board and is Medical 
Director of the Medical Day Unit. His 
research interests include studies into 
the intra-articular immune response in 

A
ccording to College Research Committee Chair and New 
Zealand President Dr John O’Donnell, research completes the 
third side of the College triangle; the other two sides being 
education and advocacy.

‘The College is positioning itself to become a more significant player in the 
research space,’ Dr O’Donnell said. ‘However, to be effective we must have 
clear strategic objectives. We must avoid duplicating what others are doing. 
We must ensure we add knowledge. We must use the funds entrusted to us 
wisely.’

At the inaugural meeting of the College Research Committee on 
Wednesday, 24 July 2013, four key strategic objectives were identified after 
lengthy discussion. These are: 

•	 Clinical	research. It was agreed that the College should support clinical  
 research as a priority but not necessarily to the complete exclusion  
 of basic research. It was noted that the distinction between clinical  
 and translational research was not clear and that there was considerable  
 overlap. A definition of ‘clinical research’ which has been developed  
 and used previously by the College Research Advisory Committee and  
 the University of Adelaide is to be considered. The intent of the  
 definition would be to embrace determinants of health and human  
 disease research (in contrast to understandings of basic mechanisms  
 through non-human research) and involve human subjects or subject 
 matter.

•	 Support	for	early	career	clinician	researchers.	A second area of focus  
 was considered to be support for Fellows working to establish a  
 research career. This is in alignment with the Research Establishment  
 Fellowships, and therefore these awards should be a focus of improved  
 funding, as this sector of researchers is frequently underfunded. 

•	 Education.	As a primary role of the College is physician education,  
 and in recognition of the relative paucity of research in the area of adult  
 education, this area of research is viewed as requiring strategic focus.  
 It was considered that there may be opportunities for partnership  
 funding, and also that support for specific topics rather than for  
 individuals would be a more appropriate approach to this field, in  
 alignment with College research and education strategies.

•	 Health	service/systems	research. Physicians have a clear role in  
 improving perspectives on the organisation of health services. As policy  
 and advocacy is a core College activity, research into the most efficient  
 and effective delivery of healthcare to the community will be an  
 important focus of the Committee, in informing policy development. It  
 was recognised that this is a very broad area and careful consideration  
 needs to be given to defining the College’s research focus. 

The Committee also discussed the likelihood that there will at times be a 
need to support research into specific areas to inform College policy or to 
address an identified gap. Again, issues in education and health services 

NEW COLLEGE RESEARCH COMMITTEE
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pharmaco-epidemiology, surveillance 
using administrative data, systematic 
reviews/meta-analyses, and health services 
research. Professor Kisely has been a 
principal or chief investigator of competitive 
grants at national and state level worth 
nearly $4 million as well as co-investigator 
on grants worth an additional $2 million, 
with nearly 10 years of continuous funding. 
He has been a member of the RACP 
Research Advisory Committee since 2009.

Professor Joseph Trapani (Adult Medicine)

Professor Trapani is Executive Director, 
Cancer Research at the Peter MacCallum 
Cancer Centre, Melbourne. He is also a 
Senior Principal Research Fellow of the 
NHMRC and the author of 240 primary 
papers, reviews, patents and chapters. He 
has received substantial funding from major 
grant bodies throughout his career and has 
mentored both junior and senior colleagues. 
Professor Trapani has served on numerous 
committees including the Australian 
Cancer Research Foundation, NHMRC 
panels including as Chair of Program Grant 
Interview Panels and various Scientific 
Advisory Boards.

Professor Robert Walker (Adult Medicine)

Professor Walker’s focus is on translational 
renal research, with interests in renal 
pharmacology, renal pathophysiology and 
drug nephrotoxicity, linked to ongoing 
clinical research interests in the regulation 
of renal and cardiovascular haemodynamics 
and acute kidney injury. He has received a 
substantial number of research grants from 
a wide range of funding bodies including 
the NHMRC and Health Research Council 
of New Zealand. Professor Walker is Chair 
of the New Zealand Grants Advisory 
Committee, a member of the Research 
Advisory Committee and a member of the 
Australian and New Zealand Society of 
Nephrology. He also participates in the 
selection of the RACP’s Jacquot awards.

rheumatoid arthritis, pharmacological treatment of rheumatoid arthritis, 
and the laboratory diagnosis and epidemiology of primary necrotising 
vasculitides. 

Professor Neville Yeomans AM, Deputy Chair of the College Research 
Committee (Adult Medicine)

Professor Yeomans is an eminent researcher. In 2004 he was appointed 
Foundation Dean of the Medical School at the University of Western 
Sydney, steering it through its accreditation as a new medical school 
and its first five years. His current involvement in research promotion 
and planning includes membership of the Council of Research/Education 
for Cabrini Health and Deputy Chairmanship of the Scientific Advisory 
Committee of the Bio21 cluster. Professor Yeomans has a part-time role at 
Austin in Melbourne.

Associate Professor Roderick (Rory) Clifton-Bligh (Adult Medicine)

Associate Professor Clifton-Bligh is an endocrinologist with primary 
interests in thyroid cancer and metabolic bone disease research, with 
an active involvement in both basic and clinical research projects, 
in conjunction with a busy clinical practice. He now directs research 
programs on mechanisms of thyroid cancer development and on clinical 
and basic aspects of calcium, vitamin D and phosphate regulation. He has 
a very strong interest in both undergraduate and postgraduate medical 
teaching, supervises PhD students, and has received numerous research 
grants.

Associate Professor Matthew Cook (Adult Medicine)

Associate Professor Cook is Director of Immunology and Translational 
Research at Canberra Hospital. He is currently involved in research 
supported by the NHMRC and project grants. He is a group leader at the 
John Curtin School of Medical Research at ANU, a member of the College 
of Medicine, Biology & Environment Research Committee, ANU, and a 
Fellow of the Royal College of Pathologists Australasia (RCPA). Associate 
Professor Cook was a founding member of the RCPA Faculty of Science, 
whose directive was to foster research. Apart from receiving a substantial 
number of NHMRC grants, he has served on NHMRC grant review panels 
and is also a member of the Translational Research Faculty of the NHMRC.  

Associate Professor Harriet Hiscock (Paediatric Medicine)

Associate Professor Hiscock is a consultant paediatrician and postdoctoral 
research fellow. She is co-director of the Unsettled Babies Clinic. Her 
research interests lie in common, high-impact infant and child health 
problems, including infant sleep and colic and associated postnatal 
depression in parents, child behavioural and mental health problems and 
child sleep. Emerging interests include improving child health outcomes 
through secondary paediatric care-based research including e-health 
platforms. She is driving this research through the Australian Paediatric 
Research Network which she co-directs, assisted by a team of around 15 
researchers. Achievements in research translation include the 2010 Early 
Years Minister’s Award for Partnerships with Families and Communities.

Professor Steve Kisely (AChAM; AFPHM)

Professor Kisely is Director, Queensland Centre of Health Data Services. 
He trained in psychiatry, addiction and public health medicine in both the 
UK and Australia. Professor Kisely is a member of the Advisory Committee 
on the Safety of Medicines for the Therapeutic Goods Administration, 
Department of Health & Ageing, and was a member of the Psychiatric 
Drug Safety Expert Advisory Panel (PDSEAP) 2009–2010. Areas of 
expertise include physical/psychiatric co-morbidity, medically unexplained 
symptoms, shared/collaborative healthcare, and psychiatric epidemiology/

RACP FOUNDATION

JUST ANNOUNCED!

The RACP Trainee Research Awards 
for Excellence for 2014, which have 
award categories for both adult and 
paediatric medicine. 

Contact your regional office for 
State/Territory/New Zealand 
competition details.  
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Regional representatives will compete for the 2013 RACP Trainee Award for Excellence in Paediatric 

Medicine at the International Congress of Pediatrics to be held in Melbourne 24–29 August. The 

winner will be announced at the Congress. 

clinical research and public health. Her 
special interest is in prematurity and the 
sick neonate, in which she has four years 
of neonatal intensive care training. 

South Australia: Dr Suja Mathew

Suja was awarded her 
RACP Fellowship in 
General Paediatrics 
in December 2012. 
She completed her 
primary medical 
and postgraduate 
paediatric training in 
India and worked as 

a paediatrician in India before moving to 
Adelaide in 2004. She commenced RACP 
dual training in General Paediatrics and 
Paediatric Endocrinology in 2005. Suja is 
currently employed part-time as Research 
Medical Officer in the Vaccinology and 
Immunology Research Trials Unit (VIRTU) 
at the Women’s and Children’s Hospital in 
Adelaide and plans to commence work as 
a private paediatrician in Adelaide once the 
Medical Board registration paperwork is 
completed.

Queensland: Dr Alberto Pinzon-Charry

Alberto is a first-
year paediatric 
Fellow at the Royal 
Children’s Hospital, 
Brisbane where he 
is completing dual 
Advanced Training in 
Allergy & Immunology 
and Infectious 

Diseases. Upon completion of his medical 
training overseas, Alberto completed his 
doctoral studies in vaccine development 
through the University of Queensland 

Trainees representing their State, Territory and New Zealand in this 
competition are as follows.

Victoria: Dr Erin Mills

Erin is an Advanced Trainee in Paediatric 
Emergency Medicine. She commenced her 
paediatric training at the Royal Hobart Hospital in 
2008, and has been working in Victoria for the past 
three years. She is responsible for a number of 
previous publications on the impact of Generation 
Y on the healthcare system, and presented the 
work being considered for the award at the Third 
Tri-annual International Conference on Information 

Technology in Healthcare in 2007.

New South Wales and ACT: Dr Siah Kim

Siah is a paediatric Advanced Trainee at The 
Children’s Hospital at Westmead, undertaking dual 
training in nephrology and general paediatrics. Siah 
commenced her doctoral studies in 2012 within 
the Antecedents of Renal Disease in Aboriginal 
Children (ARDAC) study at the Centre for Kidney 
Research and the University of Sydney under 
the supervision of Professor Jonathan Craig and 
Professor Petra Macaskill. Siah has a longstanding 

interest in improving the health and wellbeing of Indigenous Australians 
and plans to pursue a career as a clinical researcher focused on 
implementation of primary care programs targeting children and 
adolescents to reduce the burden of adult onset chronic disease. 

Northern Territory: Dr Melanie Hanson

Melanie is currently in her last year of Advanced 
Training in General Paediatrics with a subspecialty 
in Neonatal and Perinatal Medicine. Melanie 
obtained her knowledge in clinical haematology 
after completing a laboratory science degree. She 
then pursued medical practice, undertaking general 
medicine training. Realising her preference was for 
paediatric clinical care, she went on to complete 
her general paediatric training. Melanie gained 

further expertise in procedural/interventional skills by completing two 
years of paediatric intensive care training. Melanie has a passion for 

2013 RACP TRAINEE RESEARCH AWARD FOR 
EXCELLENCE IN PAEDIATRIC MEDICINE
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and the Queensland Institute of Medical Research (QIMR). For his work, 
he was awarded the Australian Society for Immunology Best Young 
Investigator Award, the highly prized Queensland Premier’s Award for 
Health and Medical Research and the highly coveted Queensland Tall 
Poppy Award for Outstanding Achievements in Scientific Research. 
While continuing his clinical training, Alberto continued vaccine research 
as a postdoctoral fellow supported by a National Health and Medical 
Research Council Fellowship and currently remains involved with the 
QIMR and Griffith University as a visiting scientist/lecturer. He will present 
novel data on malaria vaccine development at the International Congress 
of Pediatrics.

Western Australia: Dr Vinutha Shetty

Vinutha is an overseas trained paediatrician from 
India who moved to Perth in 2007. She completed 
her Advanced Training in Paediatric Endocrinology 
with the RACP in 2012. Her interest in research 
began when she completed an audit on congenital 
adrenal hyperplasia during her first year of training 
in Paediatric Endocrinology. This opportunity 
allowed her to understand the research process and 
to develop her scientific writing and presentation 

skills. During her training she was involved in a number of diabetic 
research projects under the supervision of Professor Tim Jones’s 
research team, which is internationally recognised for their contribution 
to the field of diabetes research. She then decided to commence clinical 
research at the School of Paediatrics and Child Health at the University 
of Western Australia. Her research area is exercise and diabetes and, 
in particular, the prevention of exercise-mediated hypoglycaemia in 
individuals with type 1 diabetes. 

RACP FOUNDATION

RACP FOUNDATION AWARDS  
NOW AVAILABLE

APPLICATIONS DUE!

•	 Study	Grants	offer	funding	 
 on a ‘need now’ quarterly basis. 
 Applications close 30 September 2013. 

•	 Queensland	State	Committee	 
 Awards are targeted at Queensland  
 Fellows and trainees. Applications  
 close 30 September 2013. 

New Zealand: Dr Annaliesse Blinco

Annaliesse is a New 
Zealand Advanced 
Trainee, dual training 
in General Paediatrics 
and Paediatric 
Respiratory Medicine. 
She is currently on 
maternity leave from 
her position as a 

registrar at Starship Children’s Hospital in 
Auckland where she has a particular interest 
in respiratory disease in the immune-
compromised child. Annaliesse is also the 
paediatric co-chair of the New Zealand 
Trainees Committee and is a representative 
on the College Trainees Committee.
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RACP Q&A FORUM SERIES UP AND RUNNING

The RACP President and Board of Directors wish to thank those Fellows and Trainee Members who attended the 

first RACP Q&A Forum held at Canberra Hospital on Wednesday, 7 August 2013. 

The RACP Q&A Forums are an opportunity for Fellows and Trainee Members to meet directly with RACP Board 

members, hear about the Board’s vision for the future structure and functioning of the College, hear about the 

latest College developments and initiatives, and contribute to the discussions. 

The Canberra event explored a range of issues that were of interest to our Fellows and trainees, including broad 

issues such as revalidation/recertification, Continuing Professional Development and proposed plans by the 

Federal Government to introduce a cap on self-education expenses – you can read more about the College views 

on the proposed self-education cap on page 22. 

 
Save the date!

Further Q&A Forums are being planned for Auckland (October 2013) and Sydney (December 2013), with 

confirmed dates and venues to be announced shortly. Ahead of these events, members are asked to contribute 

to the forums by submitting questions to the RACP Board for consideration on any topics they feel are of 

importance and would like addressed. Questions can be sent to communications@racp.edu.au. 
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In response to the report on the tragedy at Mid Staffordshire Hospital, the NSW State Committee 

is taking steps to ensure that quality care can be the expectation of all acute hospital patients in 

the state.

PATIENT HEALTH & SAFETY

4. Acute medical specialties should  
 require trainees to dual accredit in  
 general medicine to enable them to  
 participate in acute medical receiving.

5. Expand the availability of consultants to  
 seven days a week and to extended  
 hours through ‘fully trained clinical  
 practitioners in general medicine’.

In NSW, the State Committee, stimulated 
by concerns expressed by its Deputy Chair, 
Professor Stephen Clarke, is currently 
conducting a survey of physicians and 
trainees in the state about training and 
practice in acute medicine. An unintended 
side-effect of greater professionalism in 
emergency medicine has been that fewer 
physicians are trained in or practise in the 
acute setting. In rural hospitals and smaller 
suburban hospitals, this may have serious 
consequences. The intention is to determine 
how physician training and practice can best 
cover the complete span of medicine from 
acute through to chronic care. 

T 
he inquiry into the failure of the Mid Staffordshire Hospital 
to maintain adequate quality of care has achieved notoriety. 
Hundreds of patients died. Robert Francis QC produced a report 
of 1800 pages (www.midstaffspublicinquiry.com/report). If only 

the board and the management had visited the wards, they would have 
smelt urine. There was, it seems, massive disconnection among those 
responsible. Clinicians felt disempowered, managers feared reprisals and 
the board was concerned to maintain a credit rating for the institution that 
had little to do with clinical care but much to do with economy, throughput 
and activity.

My friend and colleague, physician Jim Lawrence, gave me copies of three 
pages of editorial wisdom drawn from the Journal of the Royal College of 
Physicians of Edinburgh (2013; 43:3–6) responding to the Francis inquiry. It 
makes salutary reading.

Lest we think that a new and riveting set of insights is required for remedy, 
Francis drew attention to the use of the term ‘benefit of hindsight 378 times 
in the transcripts of the oral hearings’. 

Francis made 290 recommendations. The Royal College of Physicians of 
Edinburgh (RCPEd) homes in on several. 

First, they argue for universal nomination of a senior ‘clinical lead’ for 
all patients. This may require ‘a consultant presence seven days per 
week’. This, they hope, will be achieved through a mixture of rekindled 
commitment among consultants and a payment structure that makes it 
more than a matter of charity.

Second, they see it as critical that clinicians become re-engaged with the 
management of clinical services. 

Third, they would like to see colleges involved in ‘developing procedures, 
metrics or guidance to assist compliance with fundamental standards’. This 
is brave. In other words, the college might drop in on your ward. But to 
develop quality standards, the RCPEd has fostered much closer working 
relations with health authorities, including in the formation of health policy, 
than we have in Australia. The RCPEd makes a special plea for greater 
cooperative involvement in the development of workforce policies.

Fourth – and it is in service provision and training that the editorial has the 
most powerful things to say – they recognise ‘the interconnected problems 
in the acute medical specialties, which impact upon training and the quality 
of patient care’. They make five substantial recommendations:

1. Establish all-age generalist expertise in hospital medicine. 

2. Address the status and working patterns for general physicians and  
 trainees, with special concern for staffing acute medical services.

3. Ensure continuity of care through the ‘development of a cadre of  
 general physicians carrying lead responsibility for patients throughout  
 their hospital stay’.

MID STAFFORDSHIRE – LESSONS FOR 
AUSTRALIAN PHYSICIANS

Professor Stephen Leeder

Continued on page 34
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RACP Fellow Professor Bruce Robinson was named Western Australian of the Year on 1 June at 

a gala event, partly for his work on The Fathering Project, as well as in recognition of his role as 

physician and researcher. This achievement rounds out a successful year for Professor Robinson, 

who was made a Member of the Order of Australia in the Australia Day Honours List in January.

mostly work through schools so we can 

make contact with fathers early on, to give 

time for fathers to bond and be connected. 

The downstream health effects of this project 

have the capacity to be quite spectacular.’

Bruce Robinson is Winthrop Professor at 

the School of Medicine and Pharmacology, 

Sir Charles Gairdner Hospital Unit, The 

University of Western Australia.

Professor Robinson was an invited speaker 
at the RACP 2013 Congress.

For a further initiative in improving training 
and practice in the acute care setting, see 
article on the RACP’s dual training model on 
page 20.

P 
rofessor Robinson said he felt humbled at being named Western 
Australian of the Year. ‘It’s kind of cool; I’m not a big one for 
awards, but it’s nice to be recognised, particularly for the team,’ 
he said. ‘My kids do pull my leg about it though ... Being named 

Western Australian of the Year makes it easier to fundraise for noble causes 
and allows you to speak to people to be a better influence for good.’

In his capacity as a specialist lung physician, Professor Robinson noticed 
that, when talking to men who were dying of cancer, many said they wished 
they’d spent more time with their children. It was from these conversations 
and further research that The Fathering Project evolved.

‘In our research, we’ve found that the absence of a strong father figure 
is the most powerful contributor to a lot of problems in adolescence, 
including substance abuse, low self-esteem, depression and crime. So our 
goal is simple, to give every child in Australia a strong and appropriate 
father figure. The potential power of this program is enormous.’

Balancing this project with his clinical work and his extensive research 
program (he is Director of the NHMRC’s prestigious National Asbestos 
Research Centre) along with his family life has been a challenge. Yet Bruce 
has not let medical work dominate all other aspects of his life. ‘By default 
you become very efficient; I try to focus on those areas in which I can make 
a difference.

‘I say to my medical students “learn what balance looks like – it’s not just 
work and kids”, but other things that are important. Balance has to be 
intentional, carving out time for all of the other crucial things, otherwise 
medicine will take over. Invest in your marriage, create rich times with 
children, develop and nurture close friendships,  have a strong community 
life and look after yourself.’

The UWA Fathering Project has reached over 13,000 dads in six countries, 
but the aim, according to Professor Robinson, is to get to every father. ‘We 

It seems that some of the challenges facing our colleagues in Scotland may 
be ours, too. Shared experience may prove valuable here, trumping the 
lament that might otherwise be heard – ‘with the benefit of hindsight’.

Professor Stephen Leeder FRACP FFAPHM 
Chair, NSW State Committee

BRUCE ROBINSON 

Professor Bruce Robinson

PROFILE

Continued from page 33

Participating in the NSW Acute Care Survey will help guide the way in which the NSW State Committee approaches 
acute care medicine. You can participate in the survey until 30 September 2013. The survey can be found at the following 
location on the RACP website: surveymonkey.com/s/RACP-NSW-AcuteCareSurvey. Or you can contact the NSW State 
Office for more information. Phone Tanya Jolly, NSW State Manager, on 02 9256 9645, or email Tanya at  
Tanya.Jolly@racp.edu.au.
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RURAL HEALTH

REGIONAL CENTRE WITH A RESEARCH  
AND SERVICE FOCUS

An innovative centre in regional Australia is providing the latest in services to its oncology patients  

as well as training the next generation of oncologists.

T
he North West Cancer Centre (NWCC) at Tamworth Rural 
Referral Hospital (TRRH) is home to the Community Oncology 
practice conducted by Medical Oncologist Associate Professor 
Mathew George and his team. It also has clinics at Moree and 

Muswellbrook. 

Tamworth is a regional centre, north-west of New South Wales, with a 

district population of over 56,000. TRRH services the wider New England 

North West region as well as the Hunter region, which extends over 

130,000 km² – identical to the land area of England, and has a population 

of around 180,000. For patients who live outside Tamworth, travel can take 

as much as four to five hours one way to TRRH for a specialist oncology 

consultation.

NWCC is accredited for Advanced Training in Oncology, through which 

trainees receive a fantastic exposure to rural oncology practice. The 

clinic is also strongly focused on service development including the ‘art’ 

of practising tele-oncology – whereby patients from satellite centres are 

offered virtual consultations. Trainees also have the opportunity to be 

involved in community oncology research. 

The NWCC, over all specialties, performs over 11,500 occasions of service 

per year and currently provides access to the following health workers 

and services: Medical Oncologist, Radiation Oncologist, Haematologist, 

Oncology Coordinator, Cancer Nurses, Social Workers, Clinical Trial Unit, 

chemotherapy, counselling and support groups.

The Moree and Muswellbrook clinics were established to provide access 

to a Medical Oncologist without the need to travel. Patients can access 

chemotherapy and undertake their inpatient reviews at the clinic.

For many years, visiting radiotherapists have consulted and followed up in 

Tamworth, significantly reducing travel for these services. However, later 

in the year, the new North West Cancer Centre will have facilities to offer 

radiotherapy and is projected to perform 7500 occasions of service per 

year, which will facilitate comprehensive oncology care at NWCC.

Key to the success of the Community Oncology approach is bringing 

together all relevant medical staff, the patient and their family. In rural and 

remote locations the use of teleconferencing and videoconferencing is 

essential. It allows all members of the patient’s care team to communicate 

with the patients and amongst themselves. This level of communication 

allows the patient to make an educated choice regarding their future 

treatment. It also gives the oncologist a full history and keeps the GP 

informed of the patient’s treatment plan and progress. This is particularly 

important when the patient is Indigenous as it has been shown that 

outcomes are dependent on family involvement.1

The clinic is regularly involved in research activities, including clinical trials 

and investigator initiated studies. Presentations made by registrars while 

working at the clinic include:

•	 ‘Multi-disciplinary	meetings	for	linking	 

 cancer care centres in rural Australia:  

 results from a Clinical Practice 

 Improvement Project’ – selected as a  

 poster in the Poster Session at the 2011  

 European Society of Medical Oncology  

 Conference in Stockholm

•	 ‘Supportive	care	needs	in	advanced	 

 cancer patients undergoing palliative  

 treatment in rural New South Wales,  

 Australia’ – selected for presentation  

 at the 2012 MASCC/ISOO International  

 Symposium on Supportive Care in  

 Cancer, New York

•	 ‘Thrombo-embolic	events	in	geriatric	 

 oncology patients: a rural cancer centre  

 perspective’ – selected for presentation  

 at the 12th annual SIOG meeting 2012 in  

 Manchester

•	 ‘Psychosocial	analysis	of	cancer	 

 survivors in rural NSW, Australia’ 

Associate Professor Matthew George

Continued on page 36
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RURAL PROCEDURAL AUDIT

  – selected for presentation at the 2013 MASCC/ISOO International  
 Symposium on Supportive Care in Cancer in Berlin.

The clinic has also been the recipient of several grants from the Cancer 
Institute of New South Wales:

•	 $52,000	to	fund	a	Community	Oncology	project	–	Bridging	the	Gap	 
 between Rural and Remote – to improve the cancer journey for patients  
 of the New England/North West region of NSW

•	 $5000	for	the	establishment	of	a	multidisciplinary	team	in	rural	Australia

•	 $180,000	for	the	Aboriginal	Cancer	Partnerships	Program,	in	 
 collaboration with the Aboriginal Medical Service.

Under the leadership of Associate Professor George, trainees are given 
the opportunity to complete Advanced Training in Oncology, allowing them 
to acquire an understanding of the unique issues faced in rural areas. This 
increases their ability to meet the needs of patients by being adaptable and 
using the opportunities presented by technology. It also gives students the 
advantage of being part of research projects in a rural setting. 

Associate Professor Matthew George

available in an ongoing capacity once 
Commonwealth funding ends.

Data entry support funding is available. 
Alternatively, upload data from your 
current database.

For further information, please contact the 
RPA Helpdesk:

Email: rpa@surgeons.org 
Phone: (08) 8219 0900 
Website: www.surgeons.org/rpa

This project has been funded by the Department of 

Health and Ageing under the Rural Health Continuing 

Education (RHCE) Sub-program 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.

T
his project provides support for rural centres in Australia, as 
well as individual clinicians, to collect and analyse audit data on 
designated procedures using an electronic data collection tool. 
This tool meets a specific need of the rural and remote surgical 

community that is not being met by other professional development 

opportunities. Reports summarise a clinician’s performance, as well as 

provide an opportunity to compare results to those of their peers.

The Rural Procedural Audit (RPA) is a partnership between the Royal 

Australasian College of Surgeons (RACS), the Royal Australasian College 

of Physicians (RACP), the Royal Australian and New Zealand College of 

Ophthalmologists (RANZCO) and the Royal Australian and New Zealand 

College of Obstetricians and Gynaecologists (RANZCOG). Participation in 

this project is a recognised professional development activity by all of the 

participating colleges and contributes towards CPD points.

Funding is through the Commonwealth Government Rural Health 

Continuing Education (RHCE) program and has recently been extended 

until the end of October 2013. Plans are underway to make the system 

Continued from page 35

Reference

1  Practice implications: family and kinship – working with Aboriginal and Torres Strait  
 Islanders and their communities (2013). www.workingwithatsi.info.

2013–2014 RACP 
TRAINING POSITIONS 

GUIDE

OUT NOW! 

The latest edition of the RACP 
Training Positions Guide is now 
available. Download a copy from 
the College website:  
www.racp.edu.au.

If you would like a printed copy 
posted to you, please email your 
name and address to Fay Varvaritis 
at: trainingpositions@racp.edu.au. 
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AFPHM Fellow co-leads injury expert  
group for GBD 

Professor James Harrison, Director of the 
Research Centre for Injury Studies and a 
Fellow of the Australasian Faculty of Public 
Health Medicine, was among some 500 
researchers worldwide who took part in the 
Global Burden of Disease Study 2010 (GBD), 
which had its ‘regional launch’ in Melbourne 
recently. Professor Harrison co-led the injury 
expert group with Dr Kavi Bhalla from the 
Johns Hopkins Center for Global Health.

The study has been described as ‘the  
largest ever systematic effort to describe the 
global distribution and causes of a wide array 
of major diseases, injuries and health risk 
factors’. 

One finding of the study is that, while men and 
women worldwide have gained slightly more 
than 10 years’ life expectancy overall since 
1970, they spend more years living with injury 
and illness.

Similarly, while fewer children are dying every 
year, more young and middle-aged adults are 
dying and suffering from disease and injury.

Although both Professor Harrison and fellow 
contributor Professor Konrad Pesudovs of 
Flinders University had some reservations 
about the study, they both agreed that it was 
certainly worthwhile. As Professor Harrison 
comments, the GBD ‘covers the whole 
spectrum of conditions and attempts to  
deal with both deaths and non-fatal cases’, 
which is ‘helpful for politicians and health 
ministers’, who must decide where to direct 
taxpayers’ money.

Another important aspect of the GBD, and 
one that Professor Harrison and colleagues 
in Australia and elsewhere will now 
pursue independently, is that it has driven 
improvements in the search for injury data and 
the methods to analyse them.

For more information on the Global Burden  
of Disease Study 2010 go to:  
www.healthmetricsandevaluation.org/gbd.

NEW ZEALAND

Officer of the NZ Order of Merit (ONZM)

Associate Professor David Perez ONZM FRACP – For services to oncology

Member of the NZ Order of Merit (MNZM)

Professor Carl Burgess MNZM FRACP – For services to pharmacology

AUSTRALIA

Officer (AO) in the General Division 

Professor Garry Jennings AO AM FRACP 
For distinguished service to medical research, particularly the prevention 
and control of cardiovascular disease, obesity and diabetes, to professional 
associations and to education

Member (AM) in the General Division

Professor Nikolai Bogduk AM FAFRM – For significant service to medical 
research and education, particularly in the specialties of anatomy, spinal 
health and chronic pain management

Dr Eric Fairbank AM FAChPM – For significant service to palliative care 
medicine in regional Victoria

Professor Peter Leggat AM FAFPHM – For significant service to medicine as 
a specialist in the fields of tropical and travel medicine

Dr John Rogers AM FRACP – For significant service to medicine in the fields 
of clinical genetics and paediatrics

Professor Philip Thompson AM FRACP – For significant service to neurology, 
particularly in the fields of Parkinson’s Disease and movement disorders

Professor Robyn Ward AM FRACP – For significant service to medical 
research and patient care in the field of oncology

Medal (OAM) in the General Division

Associate Professor David Serisier OAM FRACP – For service to medicine in 
the field of neurology

Dr Peter Vine OAM FRACP – For service to medicine and to education

Public Service Medal

New South Wales

Dr Peter Kennedy PSM FRACP – For outstanding public service to the 
Public Health system in NSW, particularly as Deputy Chief Executive, Clinical 
Excellence Commission

South Australia

Professor Dorothy Keefe PSM FRACP – For outstanding public service in the 
areas of public health, medical research and oncology

QUEEN’S BIRTHDAY HONOURS

The College offers its congratulations to the following 

Fellows who were mentioned in the 2013 Queen’s Birthday 

Honours List.

IN BRIEF
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The human face of dialysis in the Northern Territory 

Chronic kidney disease (CKD) is endemic in the Northern Territory, with more 
than 90% of those affected being Indigenous Australians. The etiology of 
CKD among Indigenous Australians is multifactorial, with > 80% being from 
diabetic nephropathy and the rest from hypertension, rapid progression from 
superimposed post-infectious glomerulonephritis (PIGN) and to a lesser extent 
other forms of autoimmune nephropathies.

Indigenous Australians are several times more likely to suffer from chronic 
kidney disease and progress into end-stage kidney disease (ESRD), requiring 
renal replacement therapy (RRT), than non-Indigenous Australians. Currently, 
the RRT options available are peritoneal dialysis (PD) and hemodialysis (HD), 
and for those who are considered suitable for transplant, wait-listing for renal 
transplant.

PD is a good first choice as it is self-administered after the client is trained 
and certified by a PD nurse. HD is offered for four to five hours, three times a 
week, for the rest of one’s life or until a renal transplant is possible.

Although clinicians have made in-roads to the detection, diagnosis, risk-
factor modifications and delay of progression of CKD into ESRD, the choice 
to accept or decline renal replacement therapy is an onerous task for our 
Indigenous renal patients. For an Indigenous person who has lived most of 
his/her life on their traditional land, RRT brings with it a lot of challenges and 
these challenges affect the uptake of and compliance with RRT.

The choices are pretty stark: accept RRT and be removed from their traditional 
land, relocated to the regional centres of Alice Springs, Darwin or Katherine, 
and possibly live out the rest of their lives away from their traditional lands and 
their kith and kin. For those who live in remote locations scattered across the 
Northern Territory and tri-state areas bordering South Australia, Queensland 
and Western Australia, peritoneal dialysis would be ideal. However, the uptake 
of PD in these communities has been limited on account of peritonitis and 
high rates of technique failure. As a result, there has been adverse publicity 
regarding this modality. Bad stories don’t tend to go away!

While younger people easily accept relocation to regional centres for 
hemodialysis, for those over 60 this choice is not an easy one. The thought of 
separation from their families, relatives, traditional lands and lifestyle adversely 
affects uptake of this treatment. 

When such patients are relocated to the regional centres, they are housed 
in hostels pending approval for permanent housing by Territory Housing. 
This process can take anywhere between two and five years! During this 
waiting period, they are torn apart from their families and country, incurring 
psychosocial damage that affects their everyday life and compliance with RRT, 
for which they have been relocated. From time to time, they get homesick 
and travel back to their country, foregoing their scheduled dialysis. Recurrent 
missed dialysis is very prevalent at all the regional dialysis centres across the 
Northern Territory. The consequences of missed dialysis are enormous for 
the patient: fluid overload, dyselectrolytaemia, uncontrolled hypertension, 
arrhythmias, uremic pericarditis and sudden cardiac death; and also for 

the health system: the significant cost of 
Royal Flying Doctors’ flights to retrieve and 
transport these patients back to regional 
hospitals for medical care and dialysis.

Although some nurse-operated mini-
satellite dialysis sites have recently opened 
in a number of remote locations such as 
Hermannsberg, Lajamanu, Kintore and 
Yendumu, with some self-care dialysis centres 
in Lake Nash, Ti-Tree, Ali Curung and Mt 
Liebig, only a few dialysis chairs are available 
and some of these are for respite and do not 
accept patients who are to be relocated back 
to their communities for ongoing dialysis. 

As a trainee, I wonder why people’s lives are 
being torn apart in this way and how long it 
will take for those currently housed in hostels 
in Darwin and Alice Springs to eventually be 
sent back for dialysing ‘on the country’ – in 
their communities where they have always 
lived – to minimise the social disruption to 
their lives and also to reduce the rate of 
non-compliance and the costs of managing 
its effects. 

Dr Andy Henry  
Adult Medicine Trainee Committee 
Representative for Northern Territory 

THE VINE 
COLLEGE TRAINEES’ COMMITTEE NEWS

INDIGENOUS HEALTH

Dr Andy Henry
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AFTER HOURS

Dr Hester Hannah talks of her passion for opera and the exhilaration she experiences from  

both rehearsal and performance.

Minimalism uses small elements to create 
maximum effect, so the idea of using the soft 
gut strings, recorder and harpsichord fits 
well. Glass’s piece, with its repetitive motifs 
and minimal changes, makes challenging 
reading and needs maximum concentration. 
Lose focus for a moment and it’s tricky to 
work out where you are in the piece, even 
with the music in front of you. The conductor 
continues to give you cues, you just have 
to trust and go for it. It’s a form of intense 
meditation on staying in the moment.

Akhnaten was an Egyptian Pharaoh who 
reigned from 1353–1336 BC. The work 
is sung in both English and the original 
language. The set includes sails, a disc of 
the sun, and the sweet spiced fragrance, 
which seeks to create a sense of the 
Nile, the sun god that Akhnaten and his 
people worshipped and the sensuality 
of his relationship with his wife Nefertiti. 
The idea of using fragrance is novel. The 
fragrance was created for this show by a 
New York based company, International 
Flavors & Fragrances (IFF) which has 

‘T
en minute call, ten minutes to starters.’ I’m sitting in the 
dressing room, doing the final touches to make-up, putting 
on the headdress which is secured with wig pins. Checking 
the costume, I take a last look in the mirror, then walk to the 

wings. ‘Toi, toi’ we say to each other. I’m nervous, wondering to myself, 

‘Why did I agree to do this, this is crazy, I can’t do this, I don’t remember 

what I’m supposed to do’. There is always a moment just before going 

on stage when the anxiety reaches a crescendo. I settle myself, take a 

deep breath and, on the cue, walk on. I feel the heat of the lights and for 

this performance draw in the fragrance that is being diffused around the 

auditorium. In the magic of the music and the story I become the character 

and the nerves leave me. 

I’m singing the role of Nefertiti in Glass’s Akhnaten with a small professional 

group called Ondine Productions. A small ensemble of baroque 

instruments and five singers, we’re taking on the huge task of presenting 

a scaled down version of the three-hour Minimalist opera written by Philip 

Glass in 1983. Originally scored for full orchestra, our harpsichordist, 

Diana Weston, also a doctor, has reset the piece for a small ensemble and 

somewhat to my surprise it works extremely well. For the performance, 

we’re using one baroque cello, two viola da gamba, harpsichord, two 

recorders and percussion. Our cellist also has the role of the narrator. The 

recorder players have five instruments each and switch between these, 

sometimes with lightning speed. The music is wonderful and surprisingly 

romantic, with lilting obligatos that mirror the Nile. 

‘TEN MINUTES TO STARTERS’

Playing the role of Passionae with Tobias Cole as 
the sailor

Applause after performing Phillip Glass’s Akhnaten
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Last year I performed the role of the 

witch Alcina in Ondine Productions’ 

performance of Francesca Caccini’s opera 

La Liberazione Di Ruggiero. This opera 

was first performed in 1625. Caccini was 

a celebrated composer in Florence, Italy 

and this is her only surviving opera. The 

drama allows the role of the witch Alcina 

to express a wide range of emotions, 

from seduction to madness, as she archly 

attempts to manipulate all to her will, 

ultimately failing and being revealed as the 

horrible old crone she really is. 

In September I’ll perform the role of 

Cobweb in an outdoor setting of Purcell’s 

The Fairy Queen at the Q Station.

Making a career as an opera singer is a 

tricky one. There are many good singers 

and limited opportunities in Australia. In 

the past I’ve struggled to work out how 

I wanted it all to go. I love the balance 

that I have now, singing for enjoyment 

and being in a position where I can sing 

what I want to sing. I love my work as a 

doctor. I work in both general practice and 

addiction medicine and am able to bring 

important perspectives to both these roles. 

My musical life allows the expression of a 

deep emotional life that makes me a better 

human being and I am deeply humbled by 

the experience of working with wonderful 

musicians and being able to be part of 

such beautiful music. 

Hester Hannah

created fragrances for many famous brands. Perfumer Chiaki Nomura 
created this perfume for our performance, and describes it as ‘a modern, 
sensual fragrance for both feminine and masculine audiences. A unique 
signature of freshness, sophistication and strength, Akhnaten Scent has 
notes including bergamot, velvet jasmine, water lilies, muguet and deep 
musk’. Our sense of smell is closely linked to memory and emotions and 
the fragrance brings us into the world of dreams by touching our soul or 
evoking our ‘deepest emotions, instincts, and intuition’. 

I fit in the rehearsals for the performance in the evenings, often at the end 
of a long day. After I’ve worked in a busy clinic, rode home on my push 
bike, grabbed kids from after school care, organised homework, made 
dinner, I grab my music and, leaving my partner to organise showers and 
bedtime for the kids, I’m off to rehearsal. I love the process of rehearsing, 
discovering how a piece works and how the emotional story unfolds in my 
voice. After the performance I’m exhilarated and ready for another run. 

I’ve always sung. Starting in preschool, then lots of choirs and solos 
throughout my school years. I started GP training in Brisbane on 
completing my medical degree in Newcastle and attended what was then 
the Queensland Conservatorium of Music, to begin studying concert and 
opera performance.

My partner and I lived in the UK for three years while I studied singing in 
London. During this time I worked as a doctor in the East End of London 
providing primary care for the homeless. 

On our return to Australia I started work at The Kirketon Road Centre 
(KRC) in Kings Cross. KRC offers care to injecting drug users, street sex 
workers and at-risk youth. During this time I was grandfathered into the 
Chapter of Addiction Medicine, joined a female baroque group called 
‘The Tall Poppeas’ and worked with the Australian Opera in ‘extra chorus’. 
This is a fun low-stress job where you get to sing in grand operas, wear 
amazing costumes and be on stage with some of the best singers in 
Australia and the world. 

For regional companies I performed a number of roles including Gilda 
from Rigoletto by Verdi and the Countess in Mozart’s opera, The Marriage 
of Figaro.

Hester Hannah Wilson and tenor Richard Butler 
play Alcina and Ruggiero

Hester Hannah Wilson as Alcina
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LETTER TO THE EDITOR

MEMBER ADVANTAGE

The Royal Australasian College of Physicians  
Member Advantage Benefit Program

To learn more about your benefits, visit www.memberadvantage.com.au/racp  
or call Member Advantage on 1300 853 352 (Australia) or +61 3 9695 8997 (New Zealand) 
* Insurance products available to Australian residents only. 

Professional insurance BenefiTs 

Protect your family and guard your assets with Member Advantage’s 

wide range of insurance services, available exclusively to RACP  

Fellows and Trainee members.* Enjoy complete peace of mind  

with reliable cover at great rates within the industry. 

    Member Advantage insurance products include: 

•	 Health Insurance

•	 Income Protection

•	 Motor Vehicle

•	 Critical Illness

•	 Home & Contents

•	 Landlord’s Property Cover

•	 Life & TPD

•	 Travel

DECENTRALISATION – THE KEY

T
he article in the April 2013 edition of RACP News (p. 16) describing 
the College’s efforts in rural health education suggested that 
these efforts were off target. The provision of rural medical 
services is the problem.

1. Medical facilities for non-metropolitan areas will only be improved by  

 an active policy of decentralisation, which at times will be counter to  

 the perceived interests of the medical establishment in the capital cities.  

 In many instances, if a service is not readily available for rural folk, it  

 might as well not be available anywhere. Good medicine is still largely a  

 cottage industry.

2. The health of Indigenous people will not be improved, despite well- 

 meaning efforts, without the acceptance for the need for cultural  

 change. In a rapidly changing world, all societies must change and are  

 changing. 

George R Crowe 

Kent Town, SA

See articles on pages 21 and 24–26 of this issue.

References for article on page 19

4  The Senate Finance and Public Administration  
 References Committee (2013). Progress in the  
 implementation of the recommendation of the 
 1999 Joint Expert Technical Advisory Committee  
 on antibiotic resistance. Canberra: 
 Commonwealth of Australia. 

5  Associate Professor Thomas Gottlieb, President, 
 Australian Society for Antimicrobials. Committee  
 Hansard, 7 March 2013..

6  World Health Organization (WHO) (2012).  
 Antimicrobial Resistance. www.who.int/ 
 drugresistance/en/.

7. Duguid M, Cruickshank M (eds) (2011). 
  Antimicrobial stewardship in Australian hospitals. 
 Sydney: Australian Commission on Safety and  
 Quality in Healthcare.

8. The Australian Antimicrobial Resistance  
 Prevention and Containment Steering Group  
 (2013). Terms of Reference.
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Sessional Rooms Available

 Newly renovated consulting rooms in the heart 
of Hurstville, NSW, available for sessional or 

permanent sublease. Within walking distance to the 
train and bus stations. Close to a major shopping 
centre and several private hospitals. Ample offsite 

parking available.  

Facilities provided: Computer, Internet, Reception, 
Billing Services, Kitchen, Room Furnishings. 

Very reasonable rates and negotiable.  
Possible rent-free period.

To organise an inspection or for further information 
please contact manager on 0412 513 061 or via 
email hurstvillemedicalspecialists@outlook.com 

HURSTVILLE MEDICAL 
SPECIALISTS

CLASSIFIEDS

Short Course  
in Critical Infection  

20 - 21 September 2013 
The Sebel Surry Hills NSW 

Faculty includes leaders in  
infectious diseases, microbiology & intensive care 

The SCCI is designed for the practicing intensivist 
and for those who manage critically ill patients.  

 

Registration now open 
2 Day Short Course $650.00 

Registered Trainee 2 Day Short Course $450.00 
 

For more information and to register  
http://sydney.edu.au/medicine/criticalinfection    

critical.infection@sydney.edu.au    
 

This activity has been accredited by ACEM CPD for a  
maximum of 6 points and by CICM as Category 2A - Passive 
Group Learning, 1 point per hour. It satisfies the MOPs/CPD 

criteria of RACP and RCPA.  

Gastroenterologist needed in Albury Wodonga.  
Currently, only one gastroenterologist but enough 
clinical work for at least 2 gastroenterologists.  
VMO physician or staff physician position 
negotiable with Albury Wodonga Health which is 
the single body now responsible for both Albury 
and Wodonga public hospital campuses. Public 
hospital endoscopy, private hospital and/or private 
day clinic endoscopy lists can be easily arranged.  
ERCP expertise would be a bonus.

If you are interested in learning more about this 
opportunity, contact: Dr Timothy Shanahan –  
Ph (02) 6056 3366 or 0412 361 326  
e-mail: mobiletsh.work@bigpond.com 

GASTROENTEROLOGIST  
ALBURY WODONGA
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The issuer of these products is Investec Bank (Australia) Limited ABN 55 071 292 594, AFSL 234975, (Investec Bank).  Please contact us for a Product Disclosure Statement. 
The information contained in this document is general in nature and does not take into account your personal financial or investment needs or circumstances. We reserve 
the right to cease offering these products at any time without notice. The above rates are current as at 11 June 2013 and we reserve the right to change the interest rates at 
any time without notice. This promotional rate of 5.00% p.a. is only available to new medical, dental and veterinarian clients as well as accountants. This bonus rate offer is 
comprised of a fixed bonus rate of 2.25%p.a. plus the RBA cash rate current at the time of application. Deposits of up to $250,000 per account holder placed with Investec 
Bank are guaranteed by the Australian Government as part of the Financial Claims Scheme. Please refer to www.apra.gov.au for further information.

Equipment and fit-out finance  |  Goodwill funding  |  Credit cards  |  Home loans |  Commercial and property finance  |  Car finance  | SMSF lending and 
deposits  |   Transactional banking and overdrafts  |  Savings and deposits  |  Foreign exchange  |  Comprehensive insurance services

O u t  o f  t h e  O r d i n a r y™

Dental

Make more money 
with your money 

*The 5.00% p.a. is made up of the RBA cash  
rate (currently at 2.75% p.a.) and a fixed  
bonus rate of 2.25% p.a.

Open an Investec 120 day term deposit and earn a massive  
5.00% p.a. on your personal, business or retirement savings up to  
$250 000. Deposits up to $250 000 are protected under the 
Government guarantee, so you know your money is in safe hands.

 
Apply now at investec.com.au/120offer  
or call us on 1300 131 141

5.00 % 
p.a.

120 day fixed term deposit for new clients

*


